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Shared decision making in preventive health care

What it is; what it is not
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hared decision making (SDM) is a process whereby
clinicians collaboratively help patients to reach
evidence-informed and value-congruent medical deci-
sions. This process is especially relevant in screening for
conditions in which there is a close trade-off between harms
and benefits. Many screening recommendations from the
Canadian Task Force on Preventive Health Care (CTFPHC)
are graded as weak recommendations in the GRADE
(Grading of Recommendations Assessment, Development
and Evaluation) system, indicating that there is potential for
both benefits and harms of screening. In these circumstances,
individual patients might make different screening decisions
depending on their individual values and preferences. Thus,
SDM is essential for implementing weak recommendations
that are congruent with patient values and preferences.
Shared decision making offers a structured way to
incorporate evidence as well as patient values and prefer-
ences into medical decision making. This process can sup-
port conversations leading to better-informed decisions
congruent with what matters most to patients. Just how does
SDM happen in practice? Let's start with a clinical case.

John is 66 years old; you've known him and his family
for years. John takes a daily statin and a baby aspi-
rin for primary prevention of coronary artery disease.
Since the age of 18, he has smoked a pack a day. At
a recent office visit, he tells you about another recent
attempt to quit. This time, a nicotine patch was of no
help and so he now asks you to prescribe varenicline.
In conversation about this prescription, he reminds you
that his father died of lung cancer. You then recall that
the College of Family Physicians of Canada endorsed
a recommendation on screening for lung cancer from
the CTFPHC.

For adults aged 55 to 74 years with at least a 30 pack-year
smoking history who currently smoke or quit fewer than 15
years ago, we recommend annual screening with low-dose
computed tomography (CT) of the chest, up to 3 consecutive
times. Screening should only be carried out in health care
settings with expertise in early diagnosis and treatment of
lung cancer (weak recommendation; low-quality evidence).!

Before this visit, John had no pre-formed opinion about
screening for lung cancer. Like many people, he did
not know this type of screening was possible. However,
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low-dose CT chest screening is available in your com-
munity. You ask if he has heard about this option. What
are his views? You make it explicit to John that he faces
a decision about whether to be screened or not and that
you are willing to support him as he works through
the options. And so begins the process of SDM around
whether he should be screened.

In smokers like John, about 16 people per 1000 would die
from lung cancer over a median follow-up of 6.5 years.2 To
better explain the options for whether to be screened, you
ask John to consider the harms and benefits of screening for
lung cancer. You do this by showing him the 1000-person
tool in Figure 1.3

This tool shows that among 1000 people screened annu-
ally for 3 years with low-dose CT, 3 fewer will die from lung
cancer after treatment (vs when screened with a chest x-ray
scan). However, 351 persons will be told that the findings
from their scan were not normal but will learn after follow-up

KEY POINTS

® Shared decision making (SDM) offers a structured
process to incorporate evidence as well as patient values
and preferences into screening decisions.

® Shared decision making is most relevant when there is

a close trade-off between the harms and the benefits of
a screening decision that could be altered by individual

patient values and preferences.

® The core elements of SDM are risk communication and
values clarification. Values clarification considers both
patient values and patient preferences. Preferences are
inclinations toward or away from an option. Values are
the underlying feelings that help determine preferences.

® Patient decision aids are knowledge translation tools that
facilitate SDM, but individuals might require more than one
office visit to arrive at a decision about screening.
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Figure 1. A 1000-person tool illustrating outcomes
for 1000 eligible people screened for lung cancer
with low-dose computed tomography
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testing that they do not have cancer (false positives),
and 1 person will die from invasive follow-up testing.
An additional 7 will be diagnosed with a type of lung cancer
that would not have caused illness or death. This is overdi-
agnosis, defined as the detection of a condition that would
not have caused harm if it remained undetected.

As Marshall reminds us, even when the benefits of screen-
ing interventions are apparent, they are enjoyed only by very

few.45 In screening for lung cancer with a CT scan, the task
force 1000-person tool illustrates the close balance between
the potential for harm and the potential for benefit. There is
no one “correct” choice—rather each person is encouraged
to decide for themselves whether to be screened based on
the evidence and on what matters most to them.

What SDM is and what it is not
Let's start by stating what it is not: With respect to a deci-
sion at hand, SDM is not about convincing the patient to
follow the doctor’s recommendation. Nor is it about giving
the patient whatever test or treatment he or she requests, or
about leaving your patient to decide on his or her own.
There are 2 core elements to SDM: risk communica-
tion and values clarification. The former happens when we
attempt to communicate the benefits and harms of interven-
tions based on evidence. Values clarification involves clari-
fying what matters most to the patient and his or her family.
Shared decision making becomes embedded within a pro-
cess in which a health care provider and a patient relate
to and influence each other as they collaborate in making
a choice about health care.® The choice must be congru-
ent with what matters to the patient—his or her values and
preferences are to be incorporated into the decision.
Preferences are inclinations toward or away from an
option. Values are the underlying feelings that help deter-
mine preferences. They represent concepts relevant to the
decision that matter to patients or their family members
and include attributes relevant to a decision (eg, efficacy,
side effects, cost, and related concepts such as patient pri-
orities, life philosophies, and life circumstances).”®

Steps of SDM

Shared decision making involves the following steps of
medical decision making, and a decision might require
more than one visit.

Identify a clear decision point: Does the patient know about
the options (to be screened or not) and wish to be screened
for lung cancer? At this step, ensure both the patient and
the clinician understand and make explicit what the decision
is about and what the options are.

Provide information about the clinical problem and options
at the decision point. This involves the provision of bal-
anced, evidence-based information regarding the options
under consideration. The information could include what
the evidence tells us about both the good and the bad out-
comes and over what time period; the applicability of this
information to individuals like the person who is making the
decision; the robustness of the evidence, such as the extent
of uncertainty around the estimate of effect; and the local
availability of the options. Tools that compare the outcomes
among screened and unscreened persons facilitate SDM.*!°
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Elicit the patient perspective: Assess the patient’s view on
what matters most. Clinical teams play important roles
in encouraging and supporting patients to become more
active in health-related decisions. This is a learnable skill.
Clinicians might wish to ask about any previous experi-
ences, any related concerns, and more important, patient
values and preferences regarding the different outcomes
associated with the options under consideration.

Guide the patient toward a final decision. This involves the
challenge of providing guidance without being overly direc-
tive. In support of informed, value-based decisions on pre-
ventive health care, many clinicians will tell their patients
about guideline recommendations from the CTFPHC. But a
general recommendation (especially a weak recommenda-
tion, as in John's case) about preventive health care is not tar-
geted at specific individuals and their circumstances. Rather,
it is based on the estimated benefits and harms across the
entire target population. Clinicians know how the care of
patients depends on their personal circumstances and yields
choices that might not fit with any general recommendation.

Assess how comfortable the patient is with his or her decision.
At the end of the process, as a decision is made, the clini-
cian can assess patient comfort with the decision by asking
4 brief questions, using the SURE screening test (Table 1).!!
This can help both clinician and patient understand how
much the patient feels informed, clear about his or her val-
ues, and supported. A negative response to 1 of the 4 items
will flag any remaining issues for further attention.!!

Table 1. The SURE test: A response of yes scores 1 and a
response of no scores 0; a score of <4 is a positive result
for the patient to be at risk of clinically significant
decisional conflict.

SURE ACRONYM TEST

Do you feel SURE about the best
choice for you?

Do you know the benefits and
risks of each option?

Are you clear about which
benefits and risks matter most

to you?

Do you have enough support and
advice to make a choice?

Sure of myself
Understand information

Risk-benefit ratio

Encouragement

Copyright O'Connor and Légaré, 2008.
Reprinted from Légaré et al.”

In John's case
After a pause in the conversation, John stands up,
thanks you for the prescription for varenicline, and
heads for the door. He says nothing more about his
decision on screening for lung cancer. You are a bit sur-
prised, as you never really had the chance to clarify his
values and preferences on this matter.

As you start to type your clinical note, you glance
again at the 1000-person tool on your screen. You reflect
on how strange it was, in this brief clinical encounter, to
have expected a decision on whether to be screened or
not for lung cancer. For the future, you decide to offer
patients the 1000-person tool on lung cancer screening
from the CTFPHC lo reflect upon and revisit later.
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