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ABSTRACT

Shared decision making (SDM) has been shown to increase patient engagement, patient satisfaction and adherence to treatment.
Yet SDM remains underutilized in primary care due to factors such as the additional time required to implement, particularly for
individual physicians. Inter-professional SDM (IP-SDM) is a model of SDM that distributes the tasks of SDM across different
professionals involved in the care of the patient. IP-SDM has the potential to increase efficiency, provide more opportunities for
patients to discuss the decision, and increase patient and provider satisfaction. Office visit workflows aligned to the steps of SDM
allow team members to leverage their unique skills and training and enhances the decision making process for the patient. We
argue that this approach should receive greater attention in primary care and throughout the healthcare system.
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1. INTRODUCTION

Engaging patients in their care is currently a strong focus
within healthcare. Patients who are more engaged tend to
be more satisfied with their care and show better health out-
comes.[1, 2] Shared decision making (SDM) is one approach
to increasing patient engagement in screening and treatment
decisions by the patient and provider (typically a physician)
sharing treatment information and preferences in order to
reach agreement.[3] While this approach has many strengths,
it is underutilized in US healthcare.[4, 5] Providers may sup-
port an SDM approach but face barriers to incorporating
SDM into their practice, including the additional time and
particular skills needed to effectively elicit patient prefer-
ences in treatment decisions.[6, 7]

At the same time, efforts such as the Patient-Centered Med-
ical Home (PCMH) model of patient care shift the focus

from physician-patient encounters to a more team-based pro-
vision of care. PCMH addresses care needs comprehen-
sively through a team of multidisciplinary providers often
co-located within the primary care office. In this environ-
ment, patients may interact with a variety of health pro-
fessionals in the course of their visit, offering a variety of
opportunities to engage.[8] We suggest that these additional
engagement opportunities can support implementing SDM
in a team-based manner, called Inter-professional SDM (IP-
SDM). This method can offer the benefits of SDM while
efficiently utilizing the skills of all members of the care team.
The concept of care team members discussing a care plan,
for example in a case conference, is not new in health care.
IP-SDM, however, is different in its approach because the
patient is an active participant in the discussion process and
the goal is to work with the patient, not among members, to
reach a decision about care options. This paper discusses
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IP-SDM and argues for its expansion in primary care to in-
crease patient engagement, provide more opportunities for
patients to discuss their options and preferences, and increase
efficiency of the personnel involved.

2. DEFINITION OF IP-SDM
Studies typically define IP-SDM as a process by which two or
more health professionals work in collaboration with the pa-
tient to identify best options, clarify preferences, and enable
the patient to take more control of the treatment plan.[9–14]

Makoul and Clayman[15] identify 8 steps in an SDM pro-
tocol: identifying and explaining the decision to be made,
discussing the risks and benefits of each option, eliciting
patient values and preferences, discussing patient’s ability
and self-efficacy, presenting recommendations, checking and
clarifying patient understanding, making or explicitly defer-
ring decision, arranging follow up. In a traditional SDM
context, these steps are preformed by the physician, typi-
cally within a single visit but can be distributed across visits.
While this approach encourages an active role for the patient
and addresses each patient’s values and preferences, reliance
solely on the physician constrains the time available for the
patient to process the decision and relies on each physician’s
skills in guiding the patient through the process. In contrast,
IP-SDM can distribute these steps across the encounter or
several encounters, allowing team members with various lev-
els of training to aid the patient in processing the decision
and increase the overall efficiency of the clinic visit. Be-
cause all members are part of the same care team, patient
confidentiality and privacy issues are also respected.

3. KEYS TO IP-SDM
Research identifies three structural keys to implementing
IP-SDM: alignment of IP-SDM roles and member’s input,
respect for each member’s role and consistent information
conveyed to patient.

3.1 Alignment of roles
IP-SDM requires a variety inputs: discussion of the need for
the decision, provision of information regarding the bene-
fits and risks of treatment options, elicitation of preferences,
and discussion throughout the process.[6, 10, 16] At each point,
the specific training and expertise of each IP-team member
may provide the most benefit.[6] This is particularly relevant
when considering the need for effectively eliciting patient
preferences. Each team member brings the strengths of their
professional training and IP-SDM allows the team to cap-
italize on these strengths. Therefore, when implementing
SDM in an inter-professional context, it is critical to align
team roles with professional training. For example, primary
care nurses, because of the time spent a patient and their

background, may be the best person to discuss medication
versus lifestyle changes such as diet and exercise as treatment
options for hypertension.

3.2 Respect for each member’s role
In addition, effective IP-SDM teams must respect each mem-
ber’s role and input.[17] Studies suggest that health profes-
sionals are less confident in communicating with other mem-
bers of the team than with patients.[9, 10, 18, 19] Historically,
physicians have been viewed as ultimately responsible for de-
cision and certainly the physician carries the most legal risk.
These factors can create an imbalance in roles that may under-
mine IP-SDM efforts. A team environment that emphasizes
the particular strengths of each member’s contribution and
places the patient truly at the center of the decision making
process is critical for IP-SDM.

3.3 Consistent information
For patients, consistency of information across the profes-
sionals involved is critical. In complex conditions with less
clear evidence, such as Type 2 Diabetes, each professional
may have a different emphasis and different recommenda-
tions for the patient.[20, 21] For example, advice for a patient
with Type 2 diabetes from a nutritionist may focus on diet
and behavioral modifications to control blood glucose levels.
A primary care physician (PCP) may consider cholesterol
management to be top priority. Both professionals may pro-
vide the patient accurate information, but without consensus,
the patient may not be adequately informed to make the best
decision.[22]

4. BENEFIT AND BARRIERS
4.1 Benefits of IP-SDM
Published studies of IP-SDM interventions demonstrate sim-
ilar outcomes to traditional SDM studies: increased patient
knowledge, confidence in decisions, active involvement in
care, and empowerment as well as patient satisfaction and
treatment adherence.[10, 23–26] Beyond these benefits, IP-
SDM offers additional important elements IP-SDM can re-
duce the time required for SDM and increase opportunities
for patients to discuss their concerns because they interact
and discuss the decision with multiple professionals.[23] The
inter-professional approach also benefits team members di-
rectly by allowing them to provide care specific to their
expertise,[23] facilitating a sense of empowerment and higher
job satisfaction[27] and decreasing bias in treatment plans.[23]

4.2 Barriers to IP-SDM
Challenges of IP-SDM are similar to those in traditional
SDM. Effective engagement in the SDM process requires
more time than a typical patient visit and patients may vary
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in their level of health literacy.[9, 12, 18, 28, 29] SDM must afford
time for the patient to process decision-related information
and reach a conclusion, both of which may add time to the
encounter. Providers are not typically compensated for SDM
despite the greater time commitment,[10] perhaps fostering
negative attitudes toward the process.[12, 18] IP-SDM presents
additional barriers to implementation including lack organi-
zational resources and processes to implement IP-SDM as
this model may require greater collaboration among profes-
sionals.[9, 10, 18, 28] In addition, because of the team nature of
IP-SDM, there are challenges specific to working in teams
including turnover and difficulty establishing cohesion.[10, 30]

IP-SDM teams must trust their team members to deliver con-
sistent and coordinated messages to the patient. Turnover
may lead to less consistency and may strain the team’s ability
to function efficiently. IP team members with different train-
ing must incorporate diverse work methods or terminology
and may fear loss of professional identity with change, is-
sues of power and responsibilities, and challenges of conflict
discussion and joint decision making.[9, 10, 12, 18, 31]

5. DISCUSSION
Typical time constraints of primary care visits can limit what
the physician alone may be able to address. Informally,
nurses and medical assistants may be fulfilling this role but
transmitting that information to the physician may not hap-
pen consistently. IP-SDM allows for a redefining of the
processes by which the expertise of each member can be best
utilized, tailored to the particular type of decision to be made.
For example, screening decisions may require little input
from the physician beyond vetting the materials used and
working with the team to develop the appropriate process.
Other decisions, such as those related to prescription medi-
cations, may need greater physician-patient time but clinic
processes could prime the patient for the decision prior to
the physician entering the exam room. These processes can
provide the patient with more time to consider the options
and make decisions regarding treatment and may provide a
better understanding patient preferences. Formalizing these
processes may improve the quality of decision making. Pri-
mary care practices seeking to implement IP-SDM should
consider Makoul and Clayman’s eight steps and align the
flow of clinic visits to the best fit between these steps and the

composition of their particular care team.[15]

In a primary care setting, IP-SDM can be integrated into
the patient visit with the steps of SDM shared across pro-
fessionals and even distributed across visits. For example, a
physician sees a 63 year old male for a general physical. The
patient and physician decide to test the patient’s cholesterol
level to determine his cardiovascular risk. The physician
introduces SDM into the encounter by discussing cardiovas-
cular risk and statin therapy. Following the encounter a nurse
calls the patient to discuss his test result and his 10 year
cardiovascular risk. They decide whether to start a statin
medication while utilizing SDM resources introduced to the
patient by the physician. Follow-up is then provided by either
the physician or nurse.

IP-SDM provides several important benefits beyond those
observed in a traditional SDM model, including facilitating
greater discussion and analysis of the decision by the patient
and allowing the primary care team to work to its fullest
potential. As primary care continues to evolve, we anticipate
increasing opportunities to implement IP-SDM. Taking an
inter-professional approach can distribute the time require-
ments of SDM across team members, increasing opportuni-
ties for patients to discuss their decision and alleviating the
pressure on the physician alone. Provisions of the Patient
Protection and Affordable Care Act may address some of the
health literacy and financial concerns.[5] Training programs
are available to facilitate greater team-based implementations
of SDM.[7, 31]

6. CONCLUSION
IP-SDM has the potential to more fully engage patients
in their care while increasing efficiency of the office visit.
Physicians face increasing pressures to do more in the same
amount of time and many find it difficult to implement SDM
protocols on their own. IP-SDM leverages the strengths of
each team member to create a more efficient process that
empowers and engages patients. As such, IP-SDM capi-
talizes on the strengths of inter-professional teams and the
empowerment potential of SDM. This approach has potential
to alleviate some of the burdens associated with SDM so that
patients and their care team can more effectively engage in
the process.
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