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Background Most studies of shared decision-making focus on acute
treatment or screening decision-making encounters, yet a significant
proportion of primary care is concerned with managing patients
with chronic disease.

Aim To investigate provider perspectives on the role of patient
involvement in chronic disease decision-making.

Design A qualitative, grounded theory study of patient involvement
in diabetes care planning.

Setting and participants Interviews were conducted with 29 pro-
viders (19 general practitioners, eight allied health providers, and
two endocrinologists) who participated in diabetes care planning.

Results Providers described a conflict between their responsibilities
to deliver evidence-based diabetes care and to respect patients’ rights
to make decisions. While all were concerned with providing best
possible diabetes care, they differed in the emphasis they placed on
‘treating to target’ or practicing ‘personalized care’. Those preferring
to ‘treat to target’ were more assertive, while ‘personalized care’
meant being more accepting of the patient’s priorities. Providers
sought to manage patient involvement in decision-making according
to their objectives. ‘Treating to target’ meant involving patients
where necessary to tailor care to their needs and abilities, but
limiting patient involvement in decisions about the overall agenda.
‘Personalized care’ meant involving patients to tailor care to patient
preference.

Discussion and conclusions Respecting a patient’s autonomy and
delivering high-quality diabetes care are important to providers. At
times it may not be possible to do both, so a careful balance is
required. Involving patients in decision-making may be a means to
this end, rather than an end in itself.
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Introduction

It has been more than 10 years since the first
theoretical models for shared medical decision-
making (SDM) were proposed,' * and in that
time, the notion of patient involvement in
medical decision-making has achieved wide-
spread acceptance as an important component
of high-quality care. The research emphasis has
shifted from making a case for patient involve-
ment toward developing better ways of mea-
suring whether patients are involved,* and
supporting patient involvement using decision
aids.® Yet, there remain a number of basic
problems and questions.

The first is that most SDM models were not
tailored to account for the routine chronic dis-
ease decision-making that makes up a significant
proportion of primary care. Charles ef al’s
SDM principles were derived specifically in the
context of treatment decision-making for
women with early breast cancer — a life-threat-
ening disease where several valid treatment
options exist. Their principles also assumed that
the patient had accepted their diagnosis and that
they were meeting with a physician for the pur-
pose of choosing a treatment option.' Yet, many
patients with common chronic diseases like
diabetes will not necessarily see it as a priority
and will consult with their general practitioners
(GPs) for any number of reasons. It is not clear
how existing SDM models should apply in this
case.

Second, a feature of most models of SDM is
the concept of mutual deliberation. Yet, Charles
et al. provide little detail on how mutual delib-
eration should occur, beyond stating that ‘the
defining characteristic of deliberation in the
SDM model is its interactional nature’ and that
both parties should exchange information about
their preferences.” What they do not describe in
detail is how the physician should weigh the
patient’s preferences against their own when
deciding whether they can endorse them. Yet, it
is this weighing up of preferences and values that
is both the essence and the challenge of a SDM
process.

Third, most studies of SDM are conducted in
the context of clinical equipoise, where there is
no single ‘correct’” medical decision.® Yet, for
many chronic disease management decisions,
there is greater certainty as to what the ‘correct’
medical decision would be. Also, studies have
generally been interested in major treatment
decisions, where it is typically the provider who
implements the treatment, and the treatments
once implemented are irreversible. This in turn
has implications for how decisions need to be
made in order for the patient to be truly
involved.! Yet, in managing patients with
chronic disease, there is often little urgency, it is
typically the patient who is responsible for
implementing the treatment, and decisions are
often reversible. For example, should the dose of
a cholesterol-lowering medication be increased,
or should another few months of diet modifica-
tion be tried? In other words, many of the
assumptions of SDM cannot be made in the
context of caring for patients with chronic dis-
ease.

Indeed, it is only relatively recently that the-
oretical papers have attempted to modify and
adapt the principles of SDM for the context of
primary care’ and chronic disease care.'® Mur-
ray et al. emphasized the importance of first
agreeing on the agenda for the consultation
before embarking upon a SDM approach, thus
addressing an aforementioned problem of the
original Charles er al’s model.” Both they and
Montori et al. also acknowledged that there
should be a greater emphasis on establishing a
‘partnership relationship’ between patients and
their providers, in addition to the usual steps of
a SDM process.”!® Yet, in both cases, their
approach has been to add stages to the existing
SDM model, rather than speculate whether a
‘partnership relationship” may affect the need
for, or the shape of a SDM process altogether.

The aim of this study was to investigate pro-
vider perspectives on the role of patient
involvement in medical decision-making in the
context of ongoing provider—patient relation-
ships during the routine care of a common
chronic condition.
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Methods

Context

Diabetes was chosen as it is a condition that is
common in primary care and involves many
small and large decisions about monitoring and
management. While decisions may be informed
by good evidence, patients often have comor-
bidities that make the application of evidence-
informed guidelines more complex. Moreover,
patients may have strong preferences about
diabetes management as it involves lifestyle
modification and often rigorous medication
regimes, and successful management is almost
entirely reliant on the patient for its implemen-
tation.

To examine diabetes decision-making, inter-
views were conducted with providers involved in
a process called care planning. In Australia, GPs
are encouraged to prepare written care plans for
patients with chronic and complex medical
conditions. These plans are used to document
the various problems and needs of the patient,
the goals of treatment, and the tasks that will be
carried out to achieve these goals. The care
planning process is designed to include the par-
ticipation of all providers involved in the
patient’s care, and it requires providers to gain
the patient’s agreement about the goals and
tasks of care. Hence, care planning provided a
concrete example of decision-making in practice,
and one in which the patient had a potential
role, even if the extent to which patients are
genuinely involved in care planning remains
unclear.'!

Design

The study was conducted using grounded theory
methodology, which provides a means for
understanding processes like diabetes care
planning from the perspectives of the people
who are involved.'? In using this methodology,
the researcher does not start with a preconceived
model for how decisions ought to be made, nor
do they seek to discover the extent to which
participants adhere to any particular model.
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Instead, the aim is to allow participants to
describe their experience of care planning and
decision-making in their own terms and to use
these accounts to develop an explanatory pro-
cess.

Sampling

Initial sampling was purposeful, aiming to
include GPs, diabetes-related allied health pro-
viders (AHPs), and endocrinologists from a
range of settings to provide different perspec-
tives on the care planning process. Subsequent
sampling was guided by ongoing analysis and
theory development and continued until satu-
ration of the major concepts was achieved.

The first technique was to ‘minimize differ-
ences’ by recruiting similar people, increasing the
possibility of collecting a lot of similar data on a
given category, and helping the researcher
identify important differences in attitudes or
behaviors between similar participants.'® The
second technique was to recruit people who
would maximize differences in comparison with
other participants. For example, in early AHP
interviews, ‘professional credibility’ emerged as a
concept relevant to their involvement in deci-
sion-making. The first five AHPs interviewed all
worked in close contact with GPs. Therefore,
subsequent sampling of AHPs deliberately
sought those working separately from GPs. This
resulted in the discovery that it was not where
AHPs worked that mattered, so much as that
they differed in their perceived influence in
patient care decisions, which in turn influenced
the degree to which they felt responsible for the
patient’s health outcomes.

Twenty-nine providers participated (19 GPs,
eight AHPs, and two endocrinologists). Four-
teen worked in urban areas, with seven in solo
practice and twelve in group practices. They had
a range of clinical experience. The AHPs
included four diabetes educators, three dieti-
tians, and a podiatrist. Three worked in private
practice colocated with GPs, while the remain-
der worked in public practice. The endocrinol-
ogists both worked in a combination of private
and public practice.
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Data collection

Data were collected by in-depth interviews. All
interviews were conducted by TS who is a GP
and researcher. Initially, providers were asked to
describe in detail the most recent care plan they
developed for a patient with diabetes. They were
also asked to talk about how they made deci-
sions and in particular about patient involve-
ment. Such questions
participants had already talked about their main
concerns. Subsequent interviews became more
focused, with the aim of clarifying emerging
concepts or comparing along selected dimen-
sions.'” Interviews with providers lasted an
average of 37 min (range 20-60 min).

were reserved until

Analysis

Each interview was tape-recorded and fully
transcribed, with all information that could
personally identify the participants removed
during transcription. All the interview tran-
scripts and field notes were entered into N-Vivo
qualitative software for data analysis.'* TS was
primarily responsible for coding. As a GP, he
entered the study with his own ideas, beliefs, and
practices regarding patient involvement in deci-
sion-making. Being a GP was in some respects
an advantage, as it enhanced theoretical sensi-
tivity to the providers’ concerns. It was impor-
tant, however, to be on guard against the
temptation to impose preconceived ideas or
theories on the data. Rigorous application of
open coding, constant comparison, and memo-
writing was necessary. TS also met with SM and
LK on multiple occasions to simultaneously
code sections of interviews to increase sensitivity
to concepts in the data and to refine the
emerging coding framework.

There were two types of coding. Substantive
codes were used to conceptualize the empirical
substance of the research (diabetes care plan-
ning), while theoretical codes were then used to
conceptualize how the substantive codes related
to one another. Analysis was by constant com-

parison, according to the principles of grounded
theory methodology described by Glaser and
Strauss.'?

To illustrate, ‘doing the right thing’ and
‘resolving agenda mismatch’ emerged as major
categories in provider interviews. Providers
gave different interpretations of what it meant
to be ‘doing the right thing’, and these inter-
pretations were found to influence their
approach to diabetes care planning and deci-
sion-making. A number of other categories
could be seen as conditions that influenced how
providers defined ‘doing the right thing’, as well
as the extent to which this concern influenced
their practice. ‘Resolving agenda mismatch’
became an important process in ‘doing the
right thing’. For some providers, ‘resolving
agenda mismatch’® meant ‘taking control to
assert their agenda’, while for others it meant
‘relinquishing control and privileging the
patient’s preferences’. Eventually, ‘managing
patient involvement to do the right thing’
emerged as the main explanatory process for
providers’ behavior.

Ethics approval

Participants gave written informed consent,
consistent with the ethics approval granted by
the University of New South Wales and Sydney
South West Area Health Service Human
Research Ethics Committees.

Results

This section will describe two key findings that
have important implications for understanding
patient involvement in diabetes decision-making:

1. That providers were strongly motivated by a
sense of responsibility for their patients
(‘doing the right thing’), but that they had
different views and beliefs about what con-
stituted best possible care;

2. That they sought to actively manage the
patient’s involvement in decision-making
according to what they hoped to achieve.
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Doing the right thing

The providers said that their main concern in
care planning for patients with diabetes was to
make sure they were helping patients achieve the
best possible outcomes in the best possible way,
described by several as ‘doing the right thing’.
Yet, there were distinct differences in how pro-
viders talked about what it meant to be doing
the right thing, and in particular in the differing
emphasis, they placed on the two professional
responsibilities of beneficence (influencing
patients for good) and respecting their patient’s
rights to make decisions.

Some providers emphasized the importance of
achieving ideal biomedical outcomes, an
approach that will be referred to as ‘treating to
target’. These providers acknowledged that there
was potential for flexibility in the application of
guidelines and that involving patients in deci-
sions was itself an important consideration in
trying to deliver quality care. However, they
believed it was miore caring to insist upon
treating a patient’s diabetes to targets than to
respect any patient’s preference not to and that
they should therefore try to persuade patients to
accept their advice. A justification for being
persuasive was that while patients may not agree
with their recommendations in the short term,
they would in the long term.

These providers accepted that many patients
would not achieve ideal targets; yet, despite
having realistic expectations they still felt it was
important to push for ideal targets.

GP0O2

Some of my patients are never going to achieve a
haemoglobin Alc of less than seven percent either,
but it’s important to talk about why we would be
looking at that as a target.

That is, providers justified the ‘treating to
target’ approach by the rhetoric of ‘being ide-
alistic’. There was no virtue in being realistic,
but rather a sense that when patients did not
reach ideal targets it represented something of a
failure, albeit one that was often beyond the
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provider’s control. Their main responsibility
was to do whatever was necessary to minimize
the possibility of achieving less than ideal out-
comes.

GPO7

I don’t negotiate. I tell them quite simply ‘look,
you have a condition such-and-such and such-and-
such. If we don’t do the right thing by you, and if
you don’t do the right thing by yourself, the
chances of you having so-and-so and so-and-so
bluntly are this, that and the other’.

These providers believed a good (and profes-
sionally responsible) provider was one with the
ability and desire to try to change a patient’s
priorities and preferences, rather than one who
simply respected their priorities when they dif-
fered and did not try to change them. This was
justifiable on the basis that patients with diabe-
tes were always able to exercise choice, because
they themselves were responsible for imple-
menting the treatments.

GPO7

... with the patients we just can’t force them to do

anything .

By comparison, other providers gave
accounts in which they appeared to prioritize
the responsibility to respect the patient’s right
to decide over their responsibility to achieve
ideal biomedical outcomes. These providers
emphasized the personalized nature of their
approach to patient care and described best
possible care as determined by the patient’s
preferences as well as needs. They tended to
criticize providers who practiced a ‘treating to
target’ approach for taking too little account of
the patient. Yet, although these providers made
ethical claims about the importance of ‘per-
sonalized care,” in describing what they did,
they typically focused on the practical advan-
tages of this approach. As AlliedHealthOl puts
it, ‘you’ve got to be realistic.” “Treating to target’
was fundamentally problematic because it was
unrealistic, and not simply because it could be
seen as paternalistic.

© 2011 John Wiley & Sons Ltd Health Expectations, 16, pp.189-198
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AlliedHealthO1

I mean I'll help anybody, and try to find a way to
give them assistance, but sometimes it’s very hard
and these people have been [diabetic] years and
years and years, and they don’t want to break
habits, they don’t want to purchase a blood glucose
meter, those sorts of things. You've got to be
realistic.

These two approaches of ‘treating to target’
and ‘personalized care’ could be seen as two ends
of a spectrum, with most providers in this study
describing a preferred approach aligned with
one or other end. That is, some were primarily
concerned with treating to target, while others
were primarily concerned with personalized care.
Generally, it was the doctors, and in particular
GPs, who saw themselves as ultimately respon-
sible for their patients’ health outcomes, and
more inclined to want to ‘treat to target.” By
comparison, AHPs defined themselves by their
ability to personalize patient care.

The implications of this are seen in the fol-
lowing excerpt where GP11 tells how a diabetes
educator had failed both him and his patient,
because presumably by ‘being realistic’ and
respecting the patient’s cultural background, the
educator had not taken enough responsibility
for ensuring that their diabetes control
improved.

GPII

I actually saw an Indonesian fellow with diabetes
who had been seeing the diabetes educator for the
last 10 years. And he’s on insulin, he’s only about
50 something years old, and his haemoglobin Alc
is always high. And 1 day I sat down and asked
him ‘look, what rice do you eat?” ‘Jasmine rice’.
You may or may not be aware, jasmine rice gly-
caemic index is about 98, basmati is 26. ‘And what
bread do you eat? All the wrong things. What
have they been doing? I entrust their care to the
diabetes educator and they haven’t done anything.

A small number of providers appeared to be
fairly inflexible in applying their preferred
approach, but most described how they took
note of other factors when caring for individual
patients and that their actual approach involved

finding a balance. For example, those who
expressed a preference for ‘treating to target’
tended to apply this for certain types of prob-
lems or patients (for example, the young, rela-
tively healthy patient who had not developed
irreversible complications) but not others.

GPI3

I think when the patients are younger, the younger
diabetic patients we’re much more rigorous about
their haemoglobin Alcs than the older patients.

Similarly, those providers who said they pro-
vided ‘personalized care’ also indicated that they
would modify their approach according to the
patient’s potential to benefit from ideal care,
even if they used slightly different language in
describing how. For example, AlliedHealth06
prefers to say that she negotiates (that is, she
allows the patient to express their preferences),
but says she is ‘very encouraging’ if a patient was
younger or healthier. In other words, she is more
assertive in her recommendations for certain
patients.

Interviewer

What about if a patient has just got diabetes, is it
different for them, in terms of what you, or how
you negotiate, or whether you negotiate?

AlliedHealth06

I think we can negotiate anyway, but probably be
very encouraging for them. Encouraging them to
actually stick to what’s recommended.

In summary, this section shows that providers
often experienced a conflict between the two
professional responsibilities of achieving ideal
health outcomes for their patients with diabetes
and respecting their patient’s rights to make
decisions. Compromise was often necessary. For
those who were determined to ‘treat to target’,
compromise was acceptable, but only with cer-
tain conditions, as discussed later. By compari-
son, for those practicing ‘personalized care’,
compromise was more easily tolerated as a nat-
ural component of their preferred approach.

© 2011 John Wiley & Sons Ltd Health Expectations, 16, pp.189-198



Managing patient involvement

A major problem providers described in trying
to manage patients with diabetes was that there
was often some disagreement about what the
patient’s main problems and priorities were, let
alone the best way to manage them. Although
this was a common issue generally in primary
care, it was particularly relevant to diabetes,
where patients often had few or no symptoms
and most of the treatment aimed to prevent
possible complications, yet it often involved
substantial and difficult lifestyle change and
long-term medication. Indeed, this basic ‘agenda
mismatch® was so common that providers
described the task of aligning agendas as one of
their major concerns in caring for patients with
diabetes.

Those providers who were more inclined to
‘treat to target’ described how they would try
to align their patient’s agenda more persua-
sively and would at times seek to assert their
agenda despite patient resistance (for example
by making ultimatums). By comparison, pro-
viders preferring ‘personalized care’ described
their approach as encouraging rather than
persuasive, and they were more accepting of
different priorities and preferences. Yet, even
they had limits as to what they would tolerate,
as there were very few circumstances where
they would not make some attempt to con-
vince unwilling patients to accept diabetes
treatment.

There were more substantial differences in
how providers sought to actually implement
diabetes care. The aim for those who were
‘treating to target’ was to implement care
according to guidelines, and they would
involve patients where necessary to facilitate
this, which typically meant tailoring care to the
patient’s needs and abilities. This did not
necessarily mean that patients were involved in
making decisions. Note in the following
excerpt that GPI0 does not suggest she
involves the patient in deciding what they
should do, but simply gathers specific infor-
mation from them to come up with a person-
alized plan.
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GPI0

First I ask them about their diet, do they eat, how
much exercise they do, and then I tell them what
should they do.

These providers would in fact deliberately
seek to [imit patient involvement in care plan-
ning to prevent too much deviation from best
practice guidelines. The main way in which they
were prepared to negotiate with patients was
with regard to timeframes.

GP09Y

I explain to them ‘you’ve come with these prob-
lems, we need to deal with them, we need to have
some sort of timeframe. I’d like this timeframe, if
you have a different timeframe you can tell me.
And then we can put the timeframe. But we need
to get somewhere in this whole plan of your blood
pressure control, or your diabetic control’.

In other words, in ‘treating to target,” patients
were involved where necessary in deciding how
and when to treat their medical problems, but not
what problems to treat and whether to treat them.
Rather, providers limited patient involvement in
these aspects of care by controlling the options
they were prepared to discuss and endorse.

By comparison, adopting a ‘personalized care’
approach meant involving patients at all levels
of the care plan. The first principle of ‘person-
alized care’ was to set realistic, achievable goals,
and the best way to ensure that the goals were
realistic was to involve patients in setting them
in the first place.

AlliedHealth04

If they’re 40 kg overweight there’s no use telling
them instead of weighing a hundred they should
weight 60. You're better off having goals of what
can be achieved.

Whereas providers who ‘treated to target’
would ensure that treatment was tailored to the
patient’s ability, these providers were more
inclined to work ‘within what they’re prepared to
do’. This is subtly but importantly different from
tailoring care to the patient’s ability. In effect,
these providers were tailoring care to the
patient’s preferences. They were not only aware
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of the patient’s readiness to make changes but
also more respectful of it (whereas the providers
who ‘treated to target’ were more inclined to
insist upon certain treatments regardless of the
patient’s readiness).

AlliedHealth02

Well from my perspective you can give them as
much information as you can give them but ulti-
mately it’s up to them to make the changes them-
selves. So I think that they become the most
important part of the team because they then have
the control over how much they do. So working
within what they’re prepared to do is I think the
best way to get results for them.

In other words, the ‘personalized care’
approach meant soliciting patient involvement
in deciding what problems to treat and whether
to treat them, as well as how and when they
ought to be treated.

The other way in which providers managed
patient involvement, and in doing so to resolve
any conflict between their preferred approaches,
was by revisiting decisions over time. On some
occasions, they might need to be more assertive
(for example, when patients were at high risk of
imminent complications), and at other times
more accepting of the patient’s preferences. In
doing so, providers would use ‘treating to target’
and ‘personalized care’ more like different styles
of interaction that varied in degree of assertive-
ness, rather than as fundamentally different
philosophies of patient care.

GPI6

People say to me ‘I absolutely don’t want to take
anything for cholesterol’ — then I'll talk about the
herbal things, the losing weight, and I show them
the exercise, what exercise will do to their HDL
(cholesterol). I say ‘well let’s just go with that first’.
It’s a learning curve for the patient. I say ‘over time
we’ll check it again. Check it in 6 months, see
where your cholesterol’s at then’.

Discussion

Providers in this study drew on different ethical
principles and different quality care paradigms
when justifying their preferred approaches to

patient care. Some prioritized the principle of
beneficence and the paradigm of evidence-based
medicine, focussed on the patient’s biomedical
problems, and preferred to ‘treat to target.
Others prioritized respect for the patient’s
autonomy and the paradigm of patient-centered
care, focussed on the patient’s biopsychosocial
problems, and preferred ‘personalized care’.
Each justified their approach by reference to its
ethical superiority as the best possible care they
were able to offer. Yet, while the providers often
described these principles and paradigms as
opposites, as they are often described in the lit-
erature,'>!® in practice, the majority described a
more flexible approach that drew on both
depending on the circumstances. Beauchamp
supports this, arguing that there is in fact no pre-
eminent bioethical principle, but that ‘benefi-
cence provides the primary goal and rationale of
medicine and health care, whereas respect for
autonomy (along with non-maleficence and jus-
tice) sets moral limits on the professional’s
actions in pursuit of this goal’."’

Moreover, regardless of their beliefs about the
relative importance of beneficence or respect for
autonomy, none of the providers in this study
suggested that patients should be involved in
diabetes decisions because this would result in
better care. Instead, they involved patients if
they believed it would result in better imple-
mentation of the care they thought the patient
needed — in other words, patient involvement in
treatment decisions was motivated by the prin-
ciple of beneficence. Specifically, providers
involved patients where necessary to tailor care,
either to the patient’s specific needs and abilities
(in the case of ‘treating to target’) or their pref-
erences and readiness to change (in the case of
‘personalized care’).

McGuire et al. describe very similar results
from interviewing physicians in the United
States. Although their physicians often stressed
the importance of involving patients out of
respect for autonomy, the researchers found
that:

They engaged patients in decision-making largely
because they hoped it would result in better health

© 2011 John Wiley & Sons Ltd Health Expectations, 16, pp.189-198



outcomes, believing that involving patients in
decision-making promotes trust and honesty that
leads to better diagnosis and care.!”

Differences between provider approaches were
not simply rhetorical. The more the provider felt
personally responsible for the patient’s actual
health outcomes, the more likely they were to
want to ‘treat to target,” and the more prepared
they were to try to assert their agenda. ‘Treating
to target’ meant involving patients only in cer-
tain types of decisions.

These results suggest that the responsibility to
provide ‘ideal’ care according to guidelines is a
powerful influence on provider behavior and
cannot be easily overlooked in also trying to
respect patients’ rights to make decisions.
Resolving this conflict may at times mean
accepting a less than ideal approach, but may
also mean revisiting a decision over time, and
trying to move the patient toward adopting a
more ideal management plan. The key to quality
chronic disease care may therefore not be to
involve a patient in every decision, but rather to
ensure that patients are both well cared for and
respected. It might therefore be improper to
judge the quality of chronic disease decision-
making simply according to the principles of
SDM. Moreover, the patient themselves
becomes an important judge of quality, as they
can only say whether they feel sufficiently
respected and cared for.

The providers in this study were focussed on
delivering best possible care, not on making
individual decisions in a particular way. This
study suggests that in considering routine
primary care of chronic disease, the emphasis
may need to move away from the ethics of
decision-making per se toward a more nuanced
view of the ethics of the provider—patient rela-
tionship. Medical decision-making is only one
aspect of the relationship between patients and
their providers, albeit a central one. What
matters is not simply whether patients are
involved in making specific decisions, but
whether the provider is responsive to the patient
and succeeds in providing appropriate care and
respect.
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Conclusion

This study has shown that providers are delib-
erately trying to manage patient involvement in
diabetes decision-making in an attempt to bal-
ance competing professional responsibilities.
This is driven by their concern to deliver the best
possible care while maintaining a respectful
relationship — an outcome that does not give
primacy to one ethical principle or to a partic-
ular decision-making style. Instead, patient-
centered communication and SDM may be seen
as means to this end, rather than an end in
themselves. As Epstein notes, ‘the teaching of
communication goes beyond technique; there
are always important philosophical and moral
issues’.!® If the main ethical justification for
SDM is to protect the patient’s autonomy, then
context is relevant. It is no surprise that most
SDM research has been in the context of clinical
equipoise, where by definition the principle of
beneficence offers little assistance in decision-
making. There are also practical implications for
information sharing and deliberation if patients
and providers are meeting on a single occasion
to make an important treatment decision. Here,
the specific stages of SDM as described by
Charles er al.” may be necessary to promote
genuine SDM. Yet, they may be less important
when making chronic disease decisions in the
context of a long-term relationship when it is the
patient who implements the decision. Here,
patients inevitably play a role in decision-mak-
ing. Communication between providers and
patients around these decisions may therefore
have different purposes, such as to educate,
encourage, warn, or persuade.

There are efforts to measure quality in
primary care, which typically focus on the
degree to which providers adhere to evidence-
based guidelines in delivery of care and the
extent to which patients achieve target biomed-
ical outcomes.!® This study suggests that there
will be circumstances when high-quality
respectful care will not equate to ‘ideal’ clinical
care and will not lead to improvement in patient
health outcomes. This needs careful consider-
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ation if providers are to be judged on the quality
of care they deliver.

The broader question of what weight should
be given to the delivery of best possible
‘respectful care’ in comparison with high-quality
technical care is essentially an ethical one and
may yet require a closer understanding of the
relationship between interpersonal and technical
quality. Does higher-quality interpersonal care
lead to more agreement between patients and
providers, and better patient health outcomes?
To best answer questions such as this, future
efforts should be directed toward developing
reliable measures of respectful care.
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