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REFLECTIONS ON PARTNERSHIP WORKING

Shared decision making and support for self-management:

a rationale for change

Author: Nick Lewis-Barned”®

Shared decision making and support for self-management are
among a range of approaches that have been developed over
the last 20 years to fundamentally change the relationship
between health professionals and patients. They have

strong synergies and address the inequalities of the current
relationship. They replace this with a partnership approach

in which health professionals and patients work together to
identify and enact decisions and plans that are jointly agreed
on the basis of both medical evidence and what matters most
to individuals. To do this effectively requires the development
of new ways of working based on a culture of collaborative
working, skills that support patients to think through and
articulate preferences, and the development of systems and
tools that make it easier to do this. There is already a body

of practice that helps to identify what needs to be done and
this practice now needs to be extended across the healthcare
system
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Introduction

In its 2012 position statement, the Royal College of Physicians
set out that ‘shared decision making (SDM) and support for
self-management (SSM) refer to a set of attitudes, roles, and
skills, supported by tools and organisational systems, which
put patients and carers into a full partnership relationship with
clinicians in all clinical interactions’. While SDM principally
relates to specific, time- and context-dependent health
decisions and SSM to living with a long-term condition (LTC),
they share common themes as part of person-centred care
(PCC) or partnership working. This article explores what these
themes are, the reasons why they have become increasingly
important for clinicians and some of the key drivers and
barriers to their adoption.
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Current attitudes and practice in relation to SDM
and SSM

Only about half of patients report feeling as involved in decisions
and plans about their care as they want, both in primary care
and hospital settings.”~* This has changed little for the last
decade or more (Fig 1). In contrast, over 80% of clinicians feel
they involve people in their own care;’ this mismatch gives rise
to frustrations. Conscientious and committed clinicians feel
they are working hard for their patients and are unsure why their
recommendations often aren’t followed, their patients’ outcomes
aren't as good as they should be and patients seem dissatisfied.
At the same time, patients don’t feel involved and listened to,>*
services are burdensome, disempowering and difficult for them
to navigate, and they often feel that things are being done ‘to’
them rather than ‘with’ them. Fig 2 illustrates the dilemma that
many clinicians and patients face. Clinicians are unaware of the
values, preferences, personal factors and priorities of patients,
whereas patients are unaware of the options and evidence

that might influence their health outcomes. The outcome is
decisions and plans that are less successful than they could

be when compared with evidence, and levels of satisfaction

that are patchy at best, resulting in wasted time, resources and
opportunity.

Key themes involved in SDM and SSM

At the heart of SDM and SSM is the belief that people have an
interest in living well when they have a health problem and that
where they are involved as partners:

> better decisions and plans are made that have higher
acceptability to the patient and the clinician®

> decisions and plans are more appropriate for the patient as an
individual and more likely to be enacted’

> any support that is needed is more likely to be be identified
and provided

> the patient is more likely to achieve outcomes that both the
patient and clinician want’

> there may be better use of resources, less waste and greater safety.>’

For this approach to be implemented, a number of key
components are required.'®! From a patient perspective, care
needs to be personalised, coordinated and enabling, at the same
time as treating the person with dignity, compassion and respect
(Fig 3)."° From the perspective of clinicians and service delivery,
three key areas need to be addressed for this to become a reality.
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Fig 1. Trends in inpatient involvement
in decisions about care 2002-2014 “
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Attitudes and roles

The delivery of healthcare has become more complex. This has
contributed to an unequal power relationship between patients
and clinicians, based on the clinicians’ knowledge of disease
and access to treatments. For patients to become truly involved
in their care, there needs not only to be recognition that
current clinical interactions, which maintain the status quo,
are sub-optimal but also a desire for change.

One way of thinking about this is to recognise that, outside
of health settings, we all make significant decisions and plans,
such as going on holiday or buying a car. This is generally done
using a combination of sources of information and experience,
seeking advice and taking into account personal preferences.
Technical expertise is a part, and not always the most critical
part, of this process. As a result, different people make
different decisions in apparently similar situations.

In the same way, patients have individual views about health
decisions. These may be influenced by knowledge, experience,
personal situation, preferences, capabilities, values or beliefs;
clinicians cannot predict what these influences are. So to
understand them, they must be actively solicited. Failure to do
this leads to poorer acceptance of decisions as well as difficulty,
disinclination or discontent in adopting them.

For clinicians, this requires active invitation to patients
to become equal partners based on recognising what they
themselves bring to clinical interactions. Valuing the outcomes

Patients:
unaware of treatment or
management options
and outcomes

Clinicians:
unaware of patients’
circumstances and
preferences

Poor decision quality

Fig 2. The clinical decision problem. Adapted from the Informed Medical
Decisions Foundation with thanks to Angela Coulter and Alf Collins.
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that matter most to the individual is then needed for good
decisions and plans, even where those outcomes may not be the
ones that matter most to the clinician.

Patients also need to adapt to the changing purpose, content
and dynamic of consultations. They should expect involvement
as anormal part of care. Societal changes, including the
digital revolution, mean that these expectations are already
growing'>' and health professionals need to catch up.

Skills

Changes in attitudes and roles require clinicians to use

and develop clinical skills differently so that consultations
become truly collaborative. Some of these have to do with the
consultation itself (core communication skills, motivational
interviewing and coaching skills), while others have to do with
teamwork, leadership and coordination of services to meet the
needs of individuals and address fragmentation of care. Many
of these skills are taught in undergraduate and postgraduate
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Fig 3. Principles of person-centred care.®
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curricula but, critically, need to be used in tune with a culture
of partnership working.

Tools and organisational systems

There is a good deal that can be done to support the attitudes,
culture and skills of partnership working. It is helpful in thinking
about these to recognise that there are some aspects that have to
do with the wider health system, some that relate to the process
that people need to navigate during health interactions, and some
that have to do with the consultation itself.

The wider health system

The Wagner Chronic Care Model" identifies that there are
key population and community dimensions to successful
healthcare delivery: policy and health planning, national
standards (such as professional standards and National
Institute for Health and Care Excellence guidance), workforce
and delivery, funding arrangements, and local and regional
healthcare delivery planning all need to be aligned to make it
easier to ‘do the right thing.’

Local processes

Within local health communities, a considerable amount can
be done to enhance partnership working with patients. The
House of Care (Fig 4), developed as a part of the Year of Care
Programme,'"'? is being widely used in England and Scotland
to do just this. It acts both as a metaphor and a checklist

for the planning and delivery of care and support planning.
As a metaphor, it identifies the key areas that contribute to
partnership working; as a checklist, it helps to identify, quite
specifically, what is already in place locally and what still needs
to be developed for partnership working to become a reality.
While it was developed principally for use in the context

of LTC and SSM, the same key questions can be asked in

SDM and SSM — a rationale for change

relation to SDM (ie ‘what is needed for people to become fully
involved in decisions about their health?’, ‘what is needed for
clinicians to be fully committed to partnership working?’, and
‘what else in relation to systems, assets or resources is needed
to support this?’). This can be applied, for example, to the
redesign of patient pathways so that patients are better able

to make decisions at key points, while also identifying what
professionals and teams can do to support this.

The consultation

People benefit from a clear ‘road map’ for their care so that
they can navigate the process of planning and decision making
in a health setting. Patient decision support tools and patient
decision aids (PDAs) for a number of specific decisions,'® and
care and support planning prompts for long-term conditions,
multimorbidity and frailty'! have been developed to enable
people to be more involved in decisions and plans about

their care. A key aspect of these is recognising that people
benefit, wherever possible, from information in advance of
clinical interactions to help them think through the purpose,
content and potential outcomes. This can save time within
consultations and enables a consistency of approach between
clinicians dealing with the same issues. It also, critically, gives
people time to think through what both the condition and the
options mean for them, as well as acting as a starting place for
discussion. Once plans have been made people may need other
support within the health system, community or third sector,
to address personal needs alongside health needs. Teams need
to be aware of these and how they can be accessed.

Drivers and barriers to adoption

As mentioned, cultural and societal changes are driving a need
to re-think the way we deliver healthcare so that it becomes
more collaborative. For most people there is easier access to
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information, including health information. At the same time,
fragmentation of care, increasing health complexity in an
ageing population, and the difficulties in expressing risk and
benefit in relation to myriad health choices all put patients at

a disadvantage. The recognition of this has led to successive
health policy intent, from the NHS Plan in 2000, through the
NHS mandate’s guidance on commissioning to the Five Year
Forward View in 2014."® These have all emphasised the need to
involve patients and carers much more, and to develop plans for
their care ‘with’ them rather than ‘for’ them in a way that gives
weight to their preferences and priorities. Meanwhile, evidence
of the benefits of this approach is growing, including a series of
Cochrane reviews of SDM, SSM and care planning."”~!

For some time, collaborative consultations with patients
have been a professional requirement for doctors in terms of
General Medical Council standards.?? Since April 2015, a legal
precedent™ also obliges health professionals, at least in the
context of consent, not simply to advise on the professional
view of what may be the best option for an individual, but
to provide information and support to the person to weigh
all reasonable options in light of their own preferences and
circumstances when arriving at a health decision.

Despite this there are barriers at every level. In terms of
attitudes and roles, some clinicians find the idea of partnership
working disconcerting. Others feel that ‘we do that already’
despite evidence to the contrary. We are still at the stage of
learning what skills we need as clinicians and how to apply
them to be competent at partnership working. There is a dearth
of consistent high quality tools for patients to access, and those
that we already have become dated quickly. Many of the clinical
systems and processes that we employ seem to be designed more
to make the systems and processes work better than to support
real collaboration with patients in their decisions and plans. It
is therefore encouraging that increasing numbers of clinicians,
professional representative bodies, including royal colleges,
health charities and voluntary organisations, and patient
representative bodies, stimulated and supported by the work of
organisations such as the Health Foundation, the King’s Fund
and Nesta, are making this a priority.

The Royal College of Physicians has worked hard to understand
what this means for physicians in particular' and has put this at
the heart of the Future Hospital Programme. Specialist physician
groups, and individual members and fellows have been stimulated
to work through what this means for their practice, workshops
have been developed to support this, and a community of interest
has emerged. Work has been carried out to consider how skills
and attitudes can be tested through clinical examinations, and
the next step is to clarify these in undergraduate and postgraduate
medical curricula.

Summary and next steps

Working in partnership with patients makes sense at every level.
After more than a decade of policy aspiration, a start is being
made and evidence is growing that it makes a real difference. It
requires a change in attitudes, skills and systems to become part
of normal practice and there is still a long way to go.

We now have a clearer understanding of what isn’t working,
why it isn’t working, and what we want to achieve. There is also
an accumulating body of practice that helps us to understand
how we can go about changing what we do in a coherent way and
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the benefits of this. There is now a need for a determined and
consistent will to put what we know into practice more widely
across the system. m
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