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ABSTRACT
Introduction: We present a relationship‐centred shared‐decision‐making (RCSDM) process model to explicate factors that

shape decision‐making processes during physical medicine and rehabilitation (PMR) encounters among patients, their care

partners and practitioners. Existing shared decision‐making (SDM) models fall short in addressing the everyday decisions

routinely made regarding persons with chronic disabilities who require high levels of support, their care partners and

rehabilitation practitioners. In PMR, these everyday decisions are small scale, immediate and in service to a larger therapeutic

goal. They can be thought of as micro‐decisions and involve multiple practitioners, care partners and patients. How micro‐
decisions are made in this context is contingent on multiple roles and relationships among these relevant parties. Our model

centres on micro‐decisions among patients, their care partners and practitioners based on our disorders of consciousness (DoC)

research.

Methods: To develop our model, we examined peer‐reviewed literature in SDM in PMR, chronic disability and person‐
centeredness; formed collaborations and co‐created our constructs with rehabilitation practitioners and with care partners who

have lived experience of caring for persons with DoC; analysed emerging empirical data and vetted early versions with expert

scientific and clinical audiences. Our model builds from the core tenets of relational autonomy, and scholarship and activism of

disability advocates.

Findings: Our model conceptualizes four non‐hierarchical levels of analysis to understand the process of micro‐decision‐
making in chronic disability and medical rehabilitation: social forces (historical and sociological); roles and relationships

(multiple and intersecting); relational dimensions (interactional and contextual) and micro‐decision moments (initiation,

response and closure).

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided the original work is properly

cited.
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Discussion: Relationships among patients, their care partners and practitioners are the intersubjective milieu within which

decisions are made. Our conceptual model explicates the process of micro‐decision‐making in PMR.

Patient or Public Contribution: Care partners (or caregivers) and rehabilitation practitioners are active members of our team.

We work together to develop research projects, collect, analyse and disseminate data. The conceptual model we present in this

manuscript was co‐created—input from care partners and practitioners on previously collected data became the impetus to

develop the RCSDM process model and share co‐authorship in this manuscript.

1 | Introduction

Shared decision‐making (SDM) is a collaborative process in which
relevant parties (e.g., patients and healthcare practitioners) make
decisions informed by scientific evidence and personal values. SDM
requires elicitation and sharing of patient preferences and values to
inform options best suited to the patient, particularly when more
than one evidence‐based equivalent option is available. SDM in
physical medicine and rehabilitation (PMR) may differ from other
settings because many of the options may not have clear
evidentiary support, be about everyday decisions rather than major
medical procedures and involve practitioners from multiple
disciplines, multiple care partners and the patient. How SDM
happens in PMR settings is not well articulated in the literature.
(Throughout this manuscript, we refer to persons or patients with
‘chronic disability who require high levels of support’ rather than
with ‘severe chronic disability’ because our care partner collabora-
tors tell us they prefer language that focuses on the need for
support rather than on a categorical, but essentially unknowable,
degree of disability. The patient is the person served by healthcare
practitioners in health settings with various insurance coverage.
The patient or person is also someone's loved one. Therefore,
choice of words has to do with context: in healthcare settings, it's
patient; for the care partner, it's loved one; for research, it can be
person served or person. We use the term ‘care partner’ to connote
the mutuality and reciprocity that may exist between the caregiver
and care recipient. The care partner collaborators in our team are
in support of this term.)

This paper proposes a new process model of relationship‐
centred shared decision‐making (RCSDM) for PMR and
specifically for persons with high support needs. When persons
cannot advocate for themselves due to significant cognitive and/
or communication disabilities—such as when experiencing
disordered states of consciousness (DoC), dementia or develop-
mental or intellectual disabilities—care partners assume much
of the responsibility for making decisions. Nonetheless, persons
with high support needs remain an important part of decision‐
making processes. Care partners are caregivers such as family
members or friends who speak for both themselves and their
loved ones during decision‐making processes with practitioners
[1–4]. In that sense, they are partners in caring for the loved
one, providing daily care and executive/legal decision‐making.
During SDM, care partners and practitioners may acknowledge,
ask questions of or affirm a loved one's preferences or feelings,
even though patients may be unable to self‐report or advocate
for themselves [5–8].

Relationship‐centred care is not a new concept, although it is
not usually considered in the context of SDM (for a notable
exception, see Beach [9]). When relationship‐centred care and

SDM are discussed together, the physician–patient relationship
is the primary focus [10]. However, in rehabilitation settings,
care is coordinated and delivered by teams of practitioners,
several of whom may be present during a treatment session
with the care partner and patient. A focus on the
physician–patient relationship is not particularly informative
in this clinical context. Yet, care partners and rehabilitation
practitioners struggle to collaborate in SDM: care partners do
not always feel listened to, and practitioners have difficulty
addressing the ambiguity and uncertainty of patients' complex
diagnoses while treating patients, and thus, collaborating with
care partners can be challenging [2, 3, 11]. In presenting our
RCSDM process model, we provide one example from our
team's empirical research and clinical experiences with persons
in DoC and their care partners. We believe that our work may
be applied more generally to persons who require high levels of
support due to cognitive and communication disabilities, but
this remains an empirical question. Our model explicitly
acknowledges and includes multiple relevant parties who may
be engaged in clinical encounters, such as multiple care
partners (the legal surrogate and other unpaid or paid
caregivers) and multiple practitioners (disciplines including,
but not limited to, physical and occupational therapy, speech‐
language pathology, music therapy and nursing). A key
implication of our model is that persons with chronic
disabilities who require high levels of support need to be
recognized and appreciated as relational agents [12–17]. We
envision this as a ‘living model’, a tool that is valuable in its
present form, and one that we and others will refine as more
data are collected and analysed and as the descriptive and
conceptual language around relationality continues to improve.

2 | The Need for a New Model and Our Design
Approach

The impetus to develop this model arose when our cross‐
disciplinary team analysed interview data from rehabilitation
practitioners and care partners who care for persons with
DoC after traumatic brain injury and from observational data
from clinical encounters among care partners, rehabilitation
practitioners and patients with DoC [18–20]. In our data, care
partners talked about the challenges of not feeling listened to by
practitioners [2, 3] and therefore not always included in the
decision‐making for their loved ones. Rehabilitation practition-
ers experience ambiguity and uncertainty when they treat
persons in DoC, and though they recognize the importance of
including care partners in their treatments, they are challenged
to do so [11]. Further, we noticed that decision‐making did not
follow the traditional SDM process of deliberation that the
literature describes. We applied the concept of everyday
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micro‐decisions [21] to our analyses and began explicating
its particular features in our data. We searched the existing
systematic literature reviews of SDM models and tools
[8, 22, 23] to learn how collaborative decision‐making occurs
among care partners and practitioners from multiple disci-
plines. We wanted to understand how everyday micro‐decisions
were made in healthcare settings where multiple practitioners
encounter patients and their care partners frequently as part of
their care plans. We did not limit ourselves to rehabilitation
settings, rather we searched the general medical and rehabilita-
tion literature including settings such as emergency depart-
ments, neonatal intensive care and dementia care. We found
that there are no models built on the concept of micro‐decisions
that centre on the relationships among patients, their care
partners and practitioners in medical rehabilitation. One model
on trust [24] in intensive care captured our interest because it
articulated dimensions of influence that aligned with our
relational conceptual underpinnings (see below). We therefore
began building our model on our data analyses and literature
reviews by engaging with rehabilitation practitioners and
care partners who shared their lived experiences and reflected
on versions of the model. That early work was shared with
rehabilitation practitioners as well as SDM scholars [1, 25] and
received positive feedback.

For this PMR environment, we find several shortcomings in
how SDM is usually described. First, while SDM is consistently
referred to as a process, some widely cited models primarily
reflect on practitioner competencies [6]. In other words, they
tend to be practitioner centric. Second, SDMmodels fall short in
addressing the types of decisions that occur during PMR
therapy sessions [7, 8].

SDMmodels have centred on outpatient visits with patient‐provider
decisions for which there is ample evidence for deciding among
clearly defined options with known outcomes. In those settings,
while decision‐making may be considered a process, the decision
itself is often a one‐time, irrevocable decision (e.g., deciding between
lumpectomy and radiation vs. mastectomy for early‐stage breast
cancer). Many of these decisions are not enacted in the encounter
itself, allowing for reflection and discussion (see Table 1 for a
summary of key points). Recent work has expanded to look at SDM
in other settings, including inpatient hospital care [26, 27] and
home health [28], as well as decisions for which there is little
evidence to guide patients and practitioners in decision‐making.
These are closer to rehabilitation environments in that they describe

decisions and care processes that take place over time, with multiple
types of practitioners, concurrently or sequentially. However, care
partners are generally not included in the SDM conceptual models,
and the decisions are still primarily enacted at a later time [21, 29].

2.1 | The Role of the Person With DoC in SDM

We argue that persons who require high levels of support
and cannot independently communicate their needs
remain a vital part of the decision‐making process
because their values, interests, responses and reactions
to treatment are what care partners and practitioners
appraise and accommodate when making decisions (for
similar points, see De Hass and colleagues [30, 31]). Although it
is care partners who predominantly interact with practitioners,
the patient is physically present during encounters and may
show that they are aware of the presence of others and provide
responses to sensory stimuli such as familiar voices, familiar
faces or touch, such as a hand on their forearm. In addition,
since the science remains unclear as to how much patients
understand, best practice in DoC care is to interact as if the
person understands what is being communicated. The care
partner bases their decisions on their prior relationship with
their loved one (where relevant, including a pre‐injury or pre‐
disease relationship) as well as current caregiving experiences.
For instance, they are likely to notice their loved one's bodily
expressions and interpret them in ways imbued with meaning.
Without care partners' noticing, patients' bodily and vocal
expressions not only might go unnoticed by practitioners but
may be perceived as not substantive or relevant [32]. Rehabili-
tation practitioners attempt to identify meaningful responses to
sensory stimuli through evidence‐informed assessments and
clinical observations. Nonetheless, they often find themselves
struggling to make sense of patients' neurobehavioural
responses [10, 33]. Therefore, the encounter is the environ-
ment wherein these relevant parties interact and deci-
sions are made. We contend that extant SDM models fail to
adequately account for this relational dimension.

2.2 | A Note on Team Positionality

The development of our model engaged a multidisciplinary
team comprising an SDM expert (M.L.C.), three occupational

TABLE 1 | Some key differences between office‐based and PMR therapy encounters as they apply to SDM.

Office‐based encounters PMR therapy encounters

Happen occasionally Happen several times a day

Typically have one practitioner May involve several practitioners

Practitioners are typically physicians, nurse practitioners
and physician assistants

Practitioners are a wide variety of practitioners (e.g., music/
occupational/physical/speech/nursing)

Decision‐making is discussion‐based; involves
deliberation

Micro‐decision‐making relies on verbal and physical actions and
responses

Decisions are enacted after encounters Micro‐decisions are enacted during encounters

Evidence‐based to inform choices includes randomized
controlled trials

Variety of evidentiary support
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therapists (T.M., J.A.W. and R.I.), a speech language pathologist
(A.G.), a physical therapist (P.v.d.W.), two family care partners
(T.K. and P.F.), two sociologists (C.P. and A.J.M.), a Rasch
measurement expert (T.M.) and a physician (C.Pr.). Combined,
the team has expertise in rehabilitation intervention of persons
with DoC and their families, psychometrics, health services
research, translational research, community‐engaged research
and person‐centred care practices. As a team, we are sensitive to
the value of giving voice to often‐ignored perspectives and
collaborating with family care partners and rehabilitation
practitioners to understand how decisions are made [34].

3 | The Need to Focus on the SDM Process:
Introducing the Concept of Micro‐Decisions

One important aspect of SDM models is deliberation, that is,
thoughtful discussion that includes patient goals and preferences
along with clinical expertise. However, what exactly makes an
interaction fulfill the definition of ‘deliberative’ is unclear. Clayman
et al. [32] provide a useful model for thinking about SDM
in rehabilitation. Conceptually, the Clayman et al. model expands
the thinking about SDM in several ways: it is more inclusive of the
temporal aspects of decision‐making (e.g., the work done by
patients before and after visits); recognizes that any individual
decision or medical encounter is just one brief part of an entire
illness narrative and shifts the scope of measurement to include the
entirety of the decision process, rather than solely focussing on a
single clinical encounter. The model is both narrative (i.e.,
intentional meaning‐making) and focussed on the person in the
context of their life and relationships. These two aspects (narrative
and personhood) are integral to decision‐making because the
former is how people make sense and meaning out of events
while the latter acknowledges that relationships, values and
non‐medical concerns are also essential to how people make
decisions. That is, people are not solely rational actors who make
decisions entirely logically or entirely on their own. Our RCSDM
process model builds on this conceptual work.

However, as described above, nearly all extant models of SDM,
including Clayman's, presume that a decision to be made
centres on a conversation between a practitioner and a patient
(or care partner). As we will describe below, these models do
not take into account the immediacy and physicality of much of
what occurs in rehabilitation encounters. The very act of a
rehabilitation therapy encounter may contain decisions and
immediate changes in treatment based on patients' reactions
and care partners' behaviours or preferences.

In traditional SDM, deliberation takes the form of a cognitive
process among competent adults in a clinical outpatient
encounter for which more than one option is available, and
each option has clear evidence to delineate likelihoods of
possible health outcomes [35]. By contrast, decisions often
made in rehabilitation practice can be thought of as micro‐
decisions, that is, small‐scale decisions made, enacted and
evaluated in the moment in service to a larger treatment or
therapeutic goal [36].

What differentiates these micro‐decisions from other clinical
decision‐making is threefold: (1) they are in the moment and

immediate; (2) they are generally done with healthcare
practitioners who are not physicians and may involve multiple
relevant parties (e.g., several rehabilitation practitioners, care
partners and patient); (3) they have an intimacy that derives
from the necessity of physically close, intimate and frequent
interactions between patient, care partner and practitioners
[36]. During rehabilitation encounters, multiple micro‐
decisions take place, most of them without explicit deliberation,
around decisions for which there is no clear evidence, and for
which the outcome may be unknown. These decisions involve
navigating the complexities of mundane, everyday decisions
that are nonetheless consequential to the relational dimensions
and processes of clinical exchanges. Below is an example of a
micro‐decision that will elucidate our model.

Example from our PMR research in disorders of conscious-
ness (DoC)
Micro‐decision: mint or cologne?

In an acute care hospital, two practitioners (RPs), Bettina
(Physical Therapist RP2) and Lucy (Occupational Therapist
RP4), are in the room of patient, Ken. They are considering
administering the odour of mint to document whether it
elicits a response that can be used to reliably gauge Ken's
reaction to scent. The use of mint is part of the professional
and scientific toolbox that practitioners commonly use
during clinical assessments in DoC, and something that
these practitioners have used before with Ken with some
success. Ken's mom and care partner, Clarisse (CareP),
proposes cranberry juice as an alternative option. The care
partner has presented the practitioners with a micro‐
decision: Use cranberry juice, or continue with the mint to
gauge Ken's reaction to scent? Bettina does not take up
Clarisse's offer. Clarisse then points to Ken's favourite
cologne and suggests to Bettina and Lucy that they use it
instead. The care partner has presented the practitioners
with another opportunity for micro‐decision: Use the
cologne, or continue with the mint to gauge Ken's reaction
to scent? The RPs take up Clarisse's offer.

As this encounter unfolds, the micro‐decision does not
allow for, nor would it necessarily be appropriate to have,
extended deliberation about values and preferences. Nor is
there clear evidentiary support for using one fragrance over
another to elicit responses in patients with DoC. Yet how
this micro‐decision is attended to matters for the relation-
ships among these participants, and importantly for the
patient's trajectory of care since eye‐tracking since localized
responses to stimuli are important determinants of
improvement.

4 | Conceptual Underpinnings

Our model builds from the core tenets of relational autonomy
[12–16], research in person centeredness in medical rehabilitation
[37–39], scholarship in healthcare SDM and scholarship and
activism of disability advocates [40, 41]. We bring a hermeneutic
approach to our understanding of human behaviour and relations
[42] to emphasize that connection is foundational to human
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existence [43–45] and that individuals always exist within webs of
meanings and relationships [11, 24, 42, 46, 47]. Humans are
emotional and social beings who make meaning as part of everyday
interactions with each other and with social institutions. Humans
exist in cultural milieux that affect our behaviours, decisions and
perceptions (of ourselves and others). In other words, we are
relational beings [12–16]—our relationships with others, with
organizations and with cultural norms are relevant in the
construction of our sense of self, our habits and, therefore, our
preferences, choices and actions (including what we take to be
rational). This is not a radical view, but it challenges the
individualistic and patriarchal view of autonomy often dominating
healthcare, one which presumes a solitary patient making decisions
in isolation, independent of social and emotional contexts, devoid of
affinities with others and who has sole decisional responsibility. Our
model is framed by these perspectives because they best capture the
social and familial relations relevant to a person's life and the micro‐
decisions enacted in PMR encounters. Our model centres the
relationships among care partners‐patients‐practitioners because
they constitute the environment in which decision‐making
exchanges occur in physical rehabilitation for persons who need
high levels of support. Whether this model can be applied to other
similar settings is an empirical question beyond the scope of this
paper.

5 | RCSDM Process Model

The RCSDM process model focuses on explicating factors that
shape decision‐making processes during rehabilitation encounters
among patients, their care partners and practitioners. The micro‐
decision is the environment in which we can observe how this
decision‐making takes place [36]. To make explicit what occurs in
the micro‐decision environment, we distinguish four analytic levels
that intersect and together form the intersubjective environment of
decision‐making. To explicate them, we separate them, but the
ordering of these levels in Figure 1 is not intended to convey a
hierarchical relationship or importance.

SDM is a dynamic process that is influenced by and that
influences relationships that, in turn, are always already

affected by social forces such as institutional and professional
norms. In this environment, there is scientific and epistemic
uncertainty regarding the accurate detection of consciousness
states and effective treatments [11, 48]. There may be differing
interpretations of patient behaviours based on previous
experiences with the person, as well as practitioners' discipli-
nary training.

5.1 | Level 1: The Three Moments of
Micro‐Decisions

The experience of making micro‐decisions is complex,
nuanced and situational. Micro‐decisions can be identified
through observation and involve what we refer to as the three
moments of micro‐decision‐making: initiation, response and
closure [25]. In the ‘mint or cologne?’ example, the care partner
(Clarisse, CareP) offers her son's favourite cologne as a possible
way forward in the rehabilitation encounter, thereby initiating
a micro‐decision:Will the practitioner use the cologne or continue
with their commonly‐used approach with mint (or other items
they often employ) to gauge the patient's reaction to scent? This is
not a simple binary (yes/no) decision. It is a fluid, dynamic and
interactional process. How the initiation is received by the RPs
will influence their response and thereby the extent to which
they will collaborate in this therapeutic moment. Here, we
provide an analysis of how this decision happened. In a separate
paper, under preparation, we explicate these three moments of
micro‐decisions in more detail.

The mint or cologne micro‐decision occurred right after the
care partner initiated another micro‐decision that was not
accepted by the RPs. The rehabilitation practitioners (RPs
Bettina and Lucy) were discussing possible options for testing
the patient's (Ken) reaction to scent commonly used for this
purpose. Clarisse (CareP) proposed cranberry juice as a possible
option for them to use and offered to retrieve it from the
counter. In doing so, the care partner's initiation created an
interactional opportunity for a micro‐decision to occur: Do the
practitioners accept using cranberry juice or continue with
using mint?

FIGURE 1 | Schematic representation of the relationship‐centred shared decision‐making process model.
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Bettina's response rejects Clarisse's offer but with an apology,
stating that in a previous session Ken ‘shrugged [the mint] off’.
This prior positive reaction to mint and the fact that mint is part
of the professional toolbox practitioners commonly use during
clinical assessments of DoC form this micro‐decision environ-
ment which may therefore influence it. However, in this
rejection of Clarisse's initiation, Bettina also expresses some
uncertainty about the mint's possible success stating ‘we're just
trying anything and everything’, which may represent an
opportunity, an openness, to do something new. That is when
Clarisse initiates a second micro‐decision when she shows
Ken's cologne: Do the practitioners use the cologne or continue
with the mint to gauge the patient's reaction to scent? Both RPs
accept and incorporate this initiation.

Table 2 shows the text of the mint‐cologne exchange in italics. It
has been adapted from our data transcript [19]. Nonverbal
actions are in double parentheses.

The practitioners respond by accepting this second initiation.
This is noted by both RPs immediate verbal and affective
response to the care partner's suggestion ‘Oh the cologne’ allud-
ing to a possible familiarity with the cologne and the meaning it
has for this family. The acceptance of this initiation is further
shown by how the RPs incorporate the care partner into the
actual process (‘now try the cologne on this side’). Care partner
and RPs have had previous interactions, and this current
encounter is therefore potentially influenced by past ones and
by their relationships. This micro‐decision concludes when
CareP asks the RPs ‘he liked what he saw?’ and RP2 provides a

positive appraisal of Ken's response (eye tracking), thus marking
a closure to this micro‐decision. Our research and clinical
expertise in DoC suggest that these micro‐decisions are a more
routine occurrence in rehabilitation encounters and an impor-
tant part of the clinical reasoning skills practitioners exhibit
during encounters [11, 48].

5.2 | Level 2: Relational Dimensions of Decisions

When practitioners, care partners and patients interact during
clinical encounters, they bring with them experiences, beliefs,
information and skills that shape their behaviours and
interactions and the micro‐decisions that take place within
them. In our model, we identify five relational dimensions that
may influence SDM during micro‐decision‐making that we
categorize as either interactional or contextual.

Within the Interactional category, dimensions are observable
actions that relevant parties may exhibit during an encounter,
specifically information exchange (IE) and collaboration skills
(CSs). Within the Contextual category, dimensions are less
observable but analytically accessible. They include stakeholder
experiences and beliefs, time of encounter regarding a persons'
disability trajectory and perceived value and meaning of
decision [48].

We use the term dimensions because it denotes variation.
Micro‐decisions are instances in which these dimensions are
present. We explain each dimension and how they influence the
process of SDM. These dimensions may co‐occur and do not
have a hierarchical order.

5.2.1 | Interactional

Interactional dimensions are observable verbal and nonverbal
actions that relevant parties exhibit during encounters.

Information exchange. Communicating information about
the patient's needs, status, behaviour, treatment plan and
so on includes what is communicated, the quality of the
information, its timeliness or relevance whether it was clearly
communicated, culturally competent, and person‐centred. How
that information is communicated involves skills underlying
relevant capacities (e.g., training, expertise) [49] and what the
environmental demands call for in the moment [50].

In Table 3, an example of IE is enacted by the care partner as a
person‐centred knowledge claim [51] (‘your cologne again’) in a
timely and relevant moment right after RP2 stated ‘we try
anything and everything’. The practitioners respond and
appraise this information (‘yeah cool’), which results in trying
out the cologne.

Collaboration Skills. Relevant parties bring a variety of
skills to clinical encounters. What constitutes CSs is an
empirical question, that is, informed by how people orient to
each other via talk and bodily conduct, and the demands of the
environment in which they interact. Researchers use

TABLE 2 | The mint or cologne micro‐decision exchange.

CareP: there's some juice over there, cranberry juice ((moves to
retrieve from counter, RP4 leaves the room))

RP2: I think. I don't. I'm trying, I'm sorry. I think I'm going to
try this first, see if the smell of like the minty does anything?
That one day he kinda like shrugged it off. We're just trying
anything and everything ((RP4 returns))

CareP: Your cologne again ((looking at Ken, and showing
bottle to RPs))

RP2/RP4: Oh, the cologne! ((said together))

RP2: ((nods affirmatively and looks at CareP and then
patient))

RP4: Here it comes

RP4: ((said to CareP)) Yeah, now try the cologne on this side
((points to the upper left)) see if he'll look at it up there

((The RPs are positioned in front of Ken to keep him stable.
CareP is behind Ken and moves the cologne bottle into Ken's
view and sprays the scent. Ken turns his eyes and looks
toward CareP and the cologne bottle))

RP4: Yeah! ((excited voice))

RP2: Yeah, cool! ((excited voice))

CareP: He liked what he saw?

RP2: Yeah, he was looking at it and his eyes went from this to
there

Abbreviations: CareP = Clarisse; Patient = Ken; RP2 = Bettina; RP4 = Lucy.
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conceptual frameworks from behavioural sciences to discern
these skills and environmental demands. What these frame-
works have in common is a focus on communication skills as an
essential part of clinical competencies and a critical element in
effective collaboration [52–54]. Communication skills are
necessary for collaboration but not sufficient on their own.
We can observe whether and how people's behaviour is
considerate, respectful, cooperative and so on. Verbal commu-
nication skills that may support engagement and collaboration
might include word choice (e.g., framing decisions or actions as
‘we’ vs. ‘I’); an attitude of listening to understand; asking open‐
ended questions or inviting each other to be part of the
encounter. Nonverbal or paraverbal communication skills may
include the direction of one's gaze, attunement to one's own and
other's body language, gestures such as head nods to indicate
listening and affirmation and voice tone. Behaviours that show
disrespect or non‐collaboration might include use of dismissive
language, curt responses, closed‐ended questions or physically
turning away. The environmental demands in which people
interact (such as duty to treat) are less well articulated. We are
inspired by Kielhofner's model of human occupation [50] and
Maynard's ethnographic and ethnomethodological research [55]
to understand CSs in clinical settings. In the ‘mint or
cologne’ example, the care partner provides timely and
person‐centred information about the cologne and their loved

one's preferences; the practitioners positively acknowledge this
and integrate the information in clear and timely ways by
asking the care partner to position the cologne and proposing a
plan of action. In Table 3, we describe instances of IE and
CSs from our example. We anticipate that as we analyse more
data, we will refine and deepen our descriptions of these
categories.

5.2.2 | Contextual

These dimensions are less easy to observe without analytic
frameworks. They are the experiences, beliefs, values and
meanings that relevant parties bring to a situation and inform
their behaviours, including perceptions about the complexity
and value of a decision, and the timing of the encounter vis‐a‐
vis a patient's treatment trajectory overall and in a particular
moment. Contextual factors influence behaviours in ways that
may not always be obvious to participants of interactions since
they are part of the experiential fabric of living in the world.

Experiences, Habits and Beliefs. Care partners' and practi-
tioners' past and current experiences with each other and with
healthcare settings, their beliefs about recovery and what they

TABLE 3 | Description of collaboration and information exchange skills in micro‐decision‐making.

Description of micro‐decision
exchange

Analysis of behaviours
displayed: IE

Analysis of behaviours
displayed: CSs

Clarisse looks at Ken: Your cologne
again.

CareP: Timely and comprehensible Pt
preference communicated

Clarisse shows cologne to Ken, Bettina
and Lucy

Initiates to use the cologne RP: Active listening via eye contact,
body language, smile and tone of voice;

acknowledgement

Bettina and Lucy: Oh, the cologne!
((looking at Ken, and showing bottle to
other RP))

RP: Clear and timely Response RP: Actively agrees and integrates
information/includes CareP in

treatment

Lucy: Here it comes

Bettina looks at Clarisse: Yeah, now try
the cologne on this side ((points to the
upper left)) see if he'll look at it up there

RP: Asks and proposes a plan of
action.

Clarisse moves the cologne bottle into
Ken's view and sprays the scent. He
turns his eyes and looks towards Clarisse
and it

CareP: Agrees/follows through with
RP's plan of action/ask

Bettina: Yeah, cool! ((excited voice))

Clarisse looks at Bettina: He liked
what he saw?

RP: Assessment—Timely and
transparent communication of what

is seen

Bettina: Yeah, he was looking at it and
his eyes went from this to there.

CareP: asks for evaluation or offers
evaluation

RP: Assessment—Clearly responds
and states evaluation of action;

announces; agrees; confirms decision

RP: Maintains eye contact; Assesses
Pt's behaviour; acknowledges; agrees/

confirms

Micro‐decision concludes

Abbreviations: CareP = Clarisse; CSs = collaboration skills; IE = information exchange; Patient = Ken; RP = Bettina; Lucy.
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perceive and value as meaningful are relevant in the micro‐
decision‐making environment. Through caregiving, care part-
ners [2, 18] become knowledgeable about medical conditions
and jargon, learn to interact with multiple healthcare services
(insurance agencies, durable medical equipment companies),
use medical equipment, administer assessments, become self‐
advocates—in short, they experience a personal transformation
and ‘wear a lot of hats’, as one care partner shared. They may
also experience ambiguous loss [56, 57]. Practitioners are
challenged to care for patients in DoC due to clinical
uncertainty and may experience a lack of confidence [11]. We
found [48] that both care partners and practitioners are
challenged by the fluctuating quality of patients' behaviours
and the limitations of discerning evidence of improvement (or
lack thereof).

Care partners may perceive certain behaviours to have
significance that may not be shared by practitioners. For
instance, a care partner may place importance on the sound of a
loved one's yawn because it is reminiscent of their loved one's
pre‐injury behaviour. The yawn was a meaningful event in a
care partner's day. For practitioners, a yawn is a vocalization
that may or may not be perceived as significant or relevant. It
may or may not have therapeutic salience. Practitioners may be
inclined to perceive such behaviours as mere reflexes. Since
people often make decisions based on their perceptions of what
is meaningful, the decisions of practitioners and care partners
may not align with each other [4].

Time Is a Complicated yet Essential Factor in RCSDM.
Patients, care partners and practitioners interact with each
other multiple times a day or week or month, which affects
their rapport, expectations and collaboration skills. Practition-
ers at the end of a shift may find themselves less able to clearly
articulate information, while care partners who have partici-
pated in several encounters that day may have drained their
cognitive and emotional resources for decision‐making. For
patients and their recovery outcomes, it matters whether they
have been treated in rehabilitation for 2 weeks or 2 months, or
whether an OT session, for example, occurred right after a
strenuous PT session. Furthermore, those caring for loved ones
over an extended time begin to speak in technical terms have
facility with medical equipment and clinical procedures and
may experience their own personal transformations as a result
of this caring [57, 58]. The person's overall recovery trajectory
[32] (e.g., primary hospitalization, rehabilitation episode or
outpatient visit) and their ongoing life story are relevant when
making decisions even though these dimensions may not be
explicitly stated in an encounter.

Perceived Value andMeaning of Micro‐Decisions. Micro‐
decisions are made within affective and ethical contexts that are
often unstated, implicit and sometimes even unrecognized
manifestations of feelings, duties and values. Patients, care
partners and practitioners all bring these to the situation.
Whether, when, where and how they enact those values and
feelings is an empirical matter. For practitioners, a duty to treat
is an ingrained ethic as is looking for signs that treatments are
having the desired effect (as defined by disciplinary practice
standards, insurance requirements and other ethical–legal
obligations). For care partners, a duty to care may contextualize

the ethical and affective ways they express love and support or a
legally bound relationship (marriage, paid caregiving, among
others). From within these affective and ethical perceptions,
some micro‐decisions may be interpreted as more important
than others, such as when a patient's yawn reminds a care
partner of their pre‐injury loved one thus offering them a sign to
remain hopeful.

5.3 | Level 3: Roles and Relationships

There are multiple and intersecting roles and relationships that
can be identified in a rehabilitation encounter. Simply put,
interactions among patients, care partners and practitioners
generate relationships that form the intersubjective environ-
ment within and from which all relevant parties draw to make
decisions. Relationships have pasts that influence present
interactions in encounters [59, 60]. As they interact with one
another, care partners, practitioners and patients (even those in
DoC) learn from each other about what each other values, and
their communication styles may deepen engagement with each
other or foster disengagement [61–63]. Interactions influence
trust and rapport and support new understandings of each
other's preferences and needs that may encourage adjusting
expectations. Relationships are dynamic, and interactions
among relevant parties are complex microsystems. It is outside
the scope of this paper to describe all the psychological,
communication and philosophical exigencies of relationships.
We present five roles and relationships and their impact on
micro‐decisions in rehabilitation encounters.

The five key relationships are care partner‐loved one, care
partner‐care partner, care partner‐practitioner, practitioner‐
practitioner (interprofessional) and practitioner‐patient. Rele-
vant patient characteristics include medical conditions, cogni-
tive capacity, demographics and other resources and support
they may need (financial, social, legal, etc.).

1. Care partner‐loved one: This relationship may have a long
history before the current caregiving experience or may be
a continuation of the caregiving experience for children
and young adults. There may have been a level of
interdependency such as between life partners or siblings.
Essential to SDM is inclusion of patient preferences and
values; therefore, the extent to which the care partner
knows or believes they know the loved one's
preferences and values is an important contribution
to SDM. This relationship itself may be influenced by the
nature of the caregiving (e.g., full‐ or part‐time, intimate/
all‐inclusive, casual), patient's advance directives, legal
surrogacy and the type and quality of the relationship
before this caregiving experience. For instance, when a
care partner is a close relative rather than a paid attendant
(who did not know the patient pre‐injury or illness), the
relative may be better able to advocate on behalf of the
person in ways congruent with their wishes.

2. Care partner‐care partner: Multiple care partners may be
involved in a person's care. These care partners may be
informal, familial, paid or a combination; they may
engage with each other in more or less collaborative or
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amicable ways; there may be a primary care partner or a
legal surrogate (who may or may not be the primary care
partner); and these care partners may be proximal to each
other or geographically separated. The relationships
among care partners before the current caregiving
situation as well as with the loved one may affect
ideas about what may count as reasonable goals for
the loved one and what values and preferences
would be most important to prioritize. Relationships
among care partners likely influence the primary care
partner's ability to care for themselves as they care for
their loved one which in turn influences their participa-
tion in SDM with practitioners.

3. Care partner‐practitioner: The literature states that
practitioners may be concerned about how much involve-
ment a family care partner should have in decision‐
making. Practitioners may be concerned about border
crossing—care partners challenging professional auton-
omy or expertise [57]. Even though practitioners may see
care partners as important to a patient's clinical care, they
may still see care partners as a means to a patient's clinical
ends rather than as active partners in the decision‐making
process. In other words, practitioners may treat care
partners in a transactional rather than collaborative
manner. Though educating care partners is an important
aspect of person‐ and family‐centred rehabilitation,
practitioners report concerns with care partners' emo-
tional reactions to patients' responses [3] and may struggle
with setting ‘realistic expectations’ for care partners while
remaining hopeful when interacting with them [58]. Our
prior studies indicate care partners have both support-
ive and challenging interactions with rehabilitation
practitioners [4]. Care partners may feel heard and
included but may also feel they are being dismissed. An
important factor in some care partner‐practitioner rela-
tionships is that it is the care partners who can legally
make decisions for the patient.

4. Practitioner‐practitioner (interprofessional): The lit-
erature on team effectiveness and interprofessional
collaboration is vast and beyond the scope of this paper
[3, 4, 58], but in sum, it suggests that relationships
among healthcare practitioners influence their care
practices [31, 64–67]. We underscore that how practi-
tioners interact with each other is influenced by
personal, professional, and organizational patterns
of behaviours including the team atmosphere on the
unit/floor, the care model fostered at work and other
local, cultural and experiential factors that practitioners
bring with them or find at work. The interprofessional
SDM (IP‐SDM) model [68] can be instructive here.
While it has some of the same limitations related to
PMR as other models of SDM, as described above, there
is a specific focus on interprofessional care, team-
work and the need to train for interprofessional
practice. In IP‐SDM, each practitioner has a role in
supporting patients and families in understanding
information, eliciting preferences and making deci-
sions. Similar to our model, social forces are included
as ‘environment’ and include social norms, organiza-
tional routines and institutional structure.

5. Practitioner‐patient: While persons with cognitive and
communication disabilities that require high levels of
support are not seen as competent to decide for
themselves, nonetheless, they may show important
interactional and conversational competencies [69], high-
lighting implicit collaborative practices and features of
encounters. On an explicit level, practitioners use
therapeutic activities to establish a relationship with the
patient and to provide person‐centred care [4] such as
‘trying things’, thinking outside the box, improvising and
innovating in their effort to care [10].

5.4 | Level 4: Social Forces

We use the term ‘social forces’ to describe the intersubjective
environment in which relationships and interactions take place.
The demands and influences that environments exert are often
hidden from our awareness. This level is perhaps best captured
by the parable that opened David Foster Wallace's well‐known
commencement speech ‘This is water’ [70].

There are these two young fish swimming along and they

happen to meet an older fish swimming the other way,

who nods at them and says, ‘Morning, boys. How's the

water?’

And the two young fish swim on for a bit, and then

eventually one of them looks over at the other and goes,

‘What the hell is water?’

In saying that these forces are like water, we mean they are
ubiquitous, omnipresent, often unspoken and hard to be aware
of. Social scientists have captured this level through concepts
such as habitus, ideology, culture and so forth to point to how
subtly (or not so subtly) they affect what we do, how we do what
we do and who we understand ourselves to be. It requires
practice to take notice [71] of how these influences are part of
our norms, expectations, assumptions and the ways we organize
our economy, educational and legal systems. For instance,
unlike other nations, in the United States, much of the
healthcare system is based on a for‐profit, free‐market economic
system with its particular instantiations of ableism, racism,
sexism and other ‐isms that epigenetically and intersectionally
influence our actions at both individual and community levels.
Most often, we are not aware of these ‐isms in our behaviours or
in the environments we inhabit; they are the water we swim in.
How these social forces are present and influence rehabilitation
encounters is an empirical question we will explore in our
future work. In our example, some social forces that influence
the RPs actions may be grounded in professional, institu-
tional and disciplinary expectations and requirements and
ethical duties to help patients improve even when they are not
responding, to provide care based on what is necessary for
(insurance) billing purposes and to demonstrate evidence of
patients' progress. The care partners may be influenced by
social forces such as epistemic injustice where their experiences
with their loved ones may not be solicited, received or listened
to as they may not align with the rehabilitation canon [11].
Power dynamics exist within healthcare settings. In our
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example, we note their fluidity when, at first, the RPs reject
(with an apology) the care partner's first offer to use cranberry
juice rather than the canonical mint. In the same breath, the RP
articulated the ubiquitous reality of clinical uncertainty when
treating persons in DoC and their tinkering skills [11] (‘we are
just trying anything and everything’). This uncertainty is a place
of possible doubt and openness to try doing something
differently, that is, to tinker. The RPs respond with openness
to tinker the second time the care partner initiates and they
incorporate the cologne.

6 | Conclusion

In this paper, we proposed a new process model for
relationship‐centred SDM that is relevant to PMR settings.
The RCSDM is the result of literature reviews, data analyses,
discussions and engagement with SDM experts, rehabilitation
professionals and care partners. Our model focuses on micro‐
decisions during rehabilitation encounters to unpack how
decisions are made. We explicate the interactional and
contextual dimensions of decisions that are grounded in the
multiple and intersecting relationships among relevant parties.
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