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Editorial

On how to define and measure SDM

In their paper in this issue of PEC, Callon et al. introduce an expanded framework to define
and measure shared decision making (SDM) between clinicians and parents making decisions
about elective otolaryngology surgery for their children [1]. They aim to allow for a more
comprehensive understanding and analysis of SDM. Their endeavor to develop the coding
scheme was based on their felt need to supplement the more theoretical ‘top-down’ approach
through which existing coding schemes often were developed with a descriptive ‘bottom-up’
approach, based on observation of patient-clinician dialogue. The problem they indicate with
existing coding schemes is that some of the required elements are rarely performed in
practice. Why this is a problem is not fully clear to us, but it seems that they dislike clinicians
being penalized for not performing SDM to an acceptable standard. With their bottom-up
approach, they wish to expand the range of communication behaviors related to SDM by
including behaviors that clinicians display more commonly. Their investigation raises a
number of questions that we deemed worth further thought.

To our surprise, Callon et al. do not start by providing a definition of SDM but by indicating
how they compiled their coding system, consisting of clinician and patient behaviors. Their
top-down approach was to select behaviors from the OPTION-12, MAPPIN’SDM, and
Braddock et al.’s model. The selection of these three coding schemes seems somewhat
arbitrary. The behaviors of the MAPPIN’SDM were largely based on the OPTION12,
including those rephrased to assess patient behavior [2], and few authors have applied the
instrument to date. Braddock developed a scheme that was used by others to assess SDM [3]
but SDM was not the underlying construct that it aimed to measure [4]. One may argue that
the latter is true also for the OPTION12 [5], but it has been used so extensively to code SDM
that we may concede that there is agreement that it captures relevant clinician SDM
behaviors. Noteworthy is that Callon et al included any clinician behavior, but for patient, in
casu parent, behavior they limited their selection to those that made most sense to them. This
‘sense’ could be, e.g., that their group felt that a role assigned to the patient was unrealistic.

Their bottom-up approach consisted of audiotaping patient-parent-clinician encounters, and
selecting those behaviors that were ‘relevant to decision making’. In this way they identified
three domains not present in the three selected coding schemes: emotional environment of the
encounter, clinician use of clear language, and recommendations. Partnership between
clinicians and patients [6-8], the use of clear language [9-11] and checking patient
understanding [8,9,12,13], and the provision of recommendations [9-11,13-16], are part of
existing SDM definitions. Yet, based on a bottom-up approach it cannot be determined
whether these domains are SDM domains. This is the first problem we identify with the
authors’ bottom-up approach. Observed behavior may be relevant to any model of decision
making, or may even be considered general communication skills, and not exclusive for
SDM. Measuring such behavior will not inform the extent to which SDM occurred if there is
no external criterion for, nor definition of, the occurrence of SDM. Secondly, behavior may
be specific to SDM but not necessarily part of the process itself, and rather a facilitator or
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condition for the occurrence of SDM. For example, regarding emotional support, we know
that distress may (temporarily) hamper patient’s ability to absorb and understand information
[17-19], weigh information [17], and voice questions [19], and adequate clinician
communication can help relieve concerns [20]. Paying attention to the emotional environment
of the encounter thus seems to impact aspects that are highly relevant to SDM. Joseph-
Williams and colleagues [21] thus identified e.g., listening to patient concerns and having
positive interpersonal skills as patient-reported facilitators for SDM. Third, observation of
behavior necessarily happens from a particular theory or preconceived idea of what is
relevant to attend to. The authors do not make explicit what their definition is of SDM. They
relate selection of relevant behaviors to the broader question of whether the focus should be
on a descriptive or normative approach. This question may be problematic, as we do not have
a theory of SDM that can guide us in what SDM is, from a normative point of view. Also, we
cannot describe SDM simply by observing consultations, without any criterion or definition
as we have argued above. There exist at least 22 different definitions of SDM that aim to
describe the process [22]. A specific model, or an integration of the models can be used to
determine what SDM should entail, and a description of how decision processes unfold can
then be weighed against this model.

The inclusion of the clinician’s recommendation is part of several definitions of SDM. The
authors describe four types of recommendations, and conclude that recommendations are
possibly only to be seen as negative in a situation of complete equipoise. And even in such a
situation, it may be positive if the patient asks for it. But what is an ‘SDM-proof’
recommendation? Recommendations, especially when posited as ‘authorized decisions’ such
as “The standard of treatment is surgery” can be considered as implicit persuasive utterances
[23] and may not, contrary to the authors’ judgment, be qualified as soft reccommendations in
preference-sensitive decision situations. Moreover, evidence suggests that recommendations
can steer patients towards options that patients do not prefer [24]. The key question is how
the recommendation should be formulated and, perhaps more importantly, at what point in
the decision process it should be provided [25]. We suggest that the crucial distinction
between a fitting provider recommendation in an SDM setting versus one in other, clearly
effective decision situations, is whether or not patient goals or preferences were incorporated
into the recommendation. Patients consider receiving a recommendation as part of SDM
[15,26] and if the recommendation incorporates the patient’s goals or preferences, it is clearly
part of the SDM process [27]. Thus, even upon explicit patient request for a recommendation,
clinicians should withhold it until “preference talk” has occurred.

Finally, SDM cannot be assessed from one perspective only and, as the authors note, an
observer-based instrument is inherently limited. SDM can hardly be considered as some
object out there, and evidence has shown how the perspective from which it is being
evaluated matters [2,28,29]. SDM is displayed in communicative behaviour and is perceived
in participants’ minds. E.g., a patient can report to have received full information, without
being told all the relevant information based on observation [30]. A provider can also recount
to have heard a patient’s preferences, while the patient reports to have withheld relevant
concerns. Moreover, limiting assessments of SDM to observation requires the selection of
specific occasions to observe. This will necessarily restrict the view on SDM in ways that



may leave out relevant parts of the process, especially those that occur outside of medical
consultations [31], and involve patients’ consultation with significant others [6,32].

In conclusion, Callon et al. offer a detailed coding scheme that aims to capture goals key to
SDM. Their selection of goals and underlying behaviors may warrant additional testing, to
determine face and content validity of the instrument. In addition, patient outcomes, as the
authors suggest, should not be used for validation of an SDM instrument, since results
regarding possible relations may be inconclusive [33,34]. The authors rightly advocate the
investigation of a broader view on SDM, allowing the incorporation of elements that may
have been excluded in many existing schemes. We strongly recommend to involve the
perspective of clinician, patients, and others involved to clearly delineate what is SDM and
what should be considered the broader context: patient-centred communication.
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