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Abstract
Shared decision making (SDM) is a process in which individuals and clinicians work together to select tests, treatment and agree on management decisions based on the best available evidence, individual preferences, and values. SDM is based on a two-way communication on what matters most to individuals and empowers both the individual and clinician to arrive at a final management decision, which also includes medication management, self-care, and lifestyle changes. SDM is associated with better outcomes and greater patient satisfaction. Older people are a heterogeneous group of individuals whose needs often span several domains including social, psychological, cognitive as well as physical and as such require a different approach to SDM. Personalised care support planning is a future focused conversation that supports older people living with multimorbidity, frailty and disability. Goals for long term treatment and management plans are obtained through holistic, multidisciplinary led comprehensive geriatric assessment (CGA).
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Key points
· SDM enables people to make informed decisions based on what matters to them, and to decide on a plan of care
· SDM is a present-orientated conversation to decide on a course of action when a person’s health status changes
· Personalised care and support planning (PCSP) for an older person focuses on a medium to longer term goals identified through multidisciplinary comprehensive geriatric assessment (CGA)
· Part of the NHS Long Term Plan is to make the process of SDM and personalised care business as usual across all health care settings

Introduction 
The number of people aged 60 and above is predicted to rise from 841 million to more than 2 billion between 2013 and 2050, equating to 21.1% of the world’s population. The proportion of people aged 80 years or over is growing even faster, projected to increase to approximately 202 million in 2030. The prevalence of multimorbidity is rising, with 44% of people over 75 now living with more than one long-term condition. Around 10% of people over 65 will also be living with frailty, predisposing them to adverse outcomes. Older people living with multimorbidity and frailty often present with atypical symptoms, which require a different approach to assessment and management particularly at times of crisis. The challenges posed by cumulative demographic changes of such magnitude require immediate action in service provision to support patient-centred, age-friendly health and social care, that is sustainable in the face of rising demand. Older people want to continue to lead their normal lives for as long as possible and need to be supported to stay well and out of hospital as this has a profound impact on their overall health and well-being. Equally, assessment and management by a skilled multidisciplinary team based on shared decision making, and principles of Comprehensive Geriatric Assessment (CGA), followed by supported discharge is associated with better outcomes for an older person after an unscheduled admission to hospital.

What is shared decision making (SDM) and personalised care support planning (PCSP)?
Clinical information is readily available through a wealth of resources ranging from social media to medical online channels. People feel more empowered to be active in clinical decision making and want to be involved in decisions about their health, treatment, and care. However, at the point of diagnosis most people are not aware of the care, treatment, and support options available to them nor what is known of the benefits and harms of pursuing those options. SDM represents a paradigm shift in the relationship between people, their families or care givers and professionals in the health system, in contrast to the paternalistic approach of care in years gone by. SDM is a contemporaneous, focused conversation supporting people to navigate available information and make clinical and treatment decisions. The flow of information is bidirectional where the clinician provides their expertise, and the person provides insight into their concerns, expectations, personal situation, preference, values, and attitudes. This assures an engaged conversation from both person and clinician to discuss the pros and cons of each management option including doing nothing, with an emphasis on what matters to the person (Table 1). As people communicate their goals, physicians can then help translate those goals into medical care. In this way people are more likely to adhere to treatment regimes, more likely to have improved outcomes and less likely to regret the decisions that are made. SDM is relevant in any non-life-threatening situation when a health or care decision needs to be made (1). 

Personalised care support  planning (PCSP) allows people have choice and control over the way their care is planned and delivered, based on what matters to them and their individual strengths and needs. This happens within a system that makes the most of the expertise, capacity and potential of people, families, and communities in delivering better outcomes and experiences. Personalised care takes a whole-system approach, integrating services around the person. Conceptually, it is an all-age model from pre and post-natal life, childhood through to end of life, encompassing mental, social, and physical health support. Older adults, particularly those with multiple chronic conditions may have different goals for treatment and care compared to younger, healthier adults and their focus may solely be on quality of life, independence, and function rather than survival. In older people, personalised care in underpinned by the process of CGA, a pragmatic but proactive medium to longer term-focused intervention that identifies goals for treatment and management that supports people living with long term conditions to live well (Figure 1). 

CGA is underpinned by several core principles. These include person-centred care where the emphasis on patient involvement and choice promotes a positive patient experience in creating a care plan. Continuity of care across health care settings relies on strong professional relationships, collaboration and communication across the community and secondary care interface. Multidisciplinary working, use of virtual wards, urgent care or rapid response teams and care coordinators who draw together professionals from health and social care services including but not limited to GPs, hospital specialists, medical trainees, advanced nurse practitioners, physiotherapists, occupational therapists, nutrition and dietetics, social workers, community psychiatric nurses can facilitate a CGA. Individual members of the workforce who are aware of local community resources can signpost people to the appropriate service(s) in their local area e.g., dial-a-ride, day centres, activity classes and charities supporting older people e.g., Age UK, Alzheimer’s Society. Principles of CGA are supported by continuing education, training and financial investment in developing a skilled workforce as well as shared electronic patient records (2). 

Implementing SDM and PCSP in clinical practice 
Principles of SDM and PCSP for older people can be implemented in various settings such as outpatient surgical clinics, ophthalmology, cardiac devices e.g., implantable pacemaker and inpatient pathways such as in acute surgery. Education and teaching are key foundations to successful implementation of SDM within an acute hospital trust.  Growing a knowledge base within clinical teams and helping them to understand the intricacies of SDM in older people and how it links to their practice will help them understand anticipated benefits such as better adherence to treatment and management plans, higher patient satisfaction post treatment and reduced litigation.

Clinical teams are encouraged to produce bespoke patient information resources, such as Patient decision aids (PDA) and guidance videos that should be readily available to service users before their appointment. The main aim in producing these materials is to allow people and their caregivers to understand their role in an SDM conversation to ensure they feel empowered to make their decision collaboratively with the clinician and feel that their individual voice is heard. PDAs are tools to support SDM that are up to date, evidenced based and relevant to the discussions that need to be made. They encourage active participation of patients in health care decisions and provide balanced information on treatment benefits, risks and can help patients reflect on their personal values and preferences.  PDAs are particularly useful for conditions that have multiple treatment options with different outcomes and adverse effects. For example, in neuro-oncology and cancer care. However, given the under-representation of older people in clinical trials and the paucity of evidence for treatments in older people especially in those with mutimorbidity and frailty, use of PDAs are not always appropriate. The clinician’s best possible pragmatic and experiential professional opinion may well be the only option available.

Measuring the quality of SDM in clinical practice 
Several surveys are available to measure the quality of SDM. When completed by people before their appointment they enable teams to assess an individual´s knowledge, skill, and confidence for managing their health and health care, as well as how involved they would want to be in decision making. In an out-patient setting responses from people before and after the initial appointment and up to six months after a decision about treatment appears to be accepted practice.  Clinicians can also self-rate the quality of the SDM conversations through a survey after the appointment. Initial surveys comprise Patient Activation Measures (PAM), EQ5D, a standardised measure of health-related quality of life based on domains such as mobility, self-care, ability to complete usual activities, pain/discomfort and mood, SDMQ9 (3), a brief self-assessment tool for measuring perceived level of involvement in decision-making related to treatment and care and the Control Preference Scale (4). Analysis of the responses flag people who may need extra social, cognitive or psychological support pre or post treatment decision or those who are not happy with the level of explanation about their care or treatment. The Decisional Regret Scale is a useful indicator of health care decision regret at a given point in time. This tool is used in conjunction with other surveys to establish whether an individual felt that the decision made was right for them, they felt included, informed and their own opinions were considered in discussion about treatment options (5). Alongside patient surveys, quantitative metrics such as length of stay, mortality and readmission data can also be collected and analysed in tandem. 

Challenges in implementing SDM and PCSP for older people
Older person’s needs are often more complex spanning several domains from social, cultural, psychological, physical, and cognitive. Cognitive bias based on chronological age should not be a barrier on effective SDM. However, to enable a successful SDM conversation adequate time is needed, sometimes staggered over a defined time period to enable the exchange, and understanding of sometimes complex clinical information around treatment, side effects and the outcomes of doing nothing. There are several barriers to having an in-depth decision-making conversation. These include the presence of cognitive impairment, which can be both overt and covert but affect receipt, processing and the rationalisation of information being presented. Delirium in an acute setting can have a profound effect on the quality of conversation in a time pressured environment.  Hearing and visual loss in older people are common and can influence engagement and overall satisfaction, knowledge, skills, and confidence about options for treatment and management; especially since PCSP involves sharing of information digitally, or most commonly through printed letters. SDM, PCSP and implementation of one or more surveys measuring the effectiveness of SDM in older people is more challenging but not impossible in an inpatient/ward-based setting and relies on a highly motivated multidisciplinary team. 

These challenges can be partially overcome. Giving sufficient time, providing access to important information in advance, but also being cognisant of the role of caregivers, family, professional interpreters, and independent advocates who can provide important collateral information, but can also support the person in the medium to longer term. This is especially important where there are limited treatment and management options. Simple tests such as the 10-point abbreviated mental test score and 4AT score for memory and delirium respectively, can identify individuals who may well need more time but also multidisciplinary input to the SDM process.  CGA allows coordination of several professionals who can input into a plan for treatment and follow up. 

Conclusion
Shared decision-making enables people and their clinical team to contribute their differing but equally important areas of expertise to find the best path toward the persons personal care goals. Implementing shared decision making in older people is challenging. It may take longer as there are often several non-clinical factors to consider, but the process is possible. Successful outcomes of SDM requires application of comprehensive geriatric assessment that brings together a bundle of interventions working together holistically across all healthcare settings culminating in a personalised care and support plan. Key to the success of SDM in older people is clinical leadership and advocacy from a trust’s executive team.


















Tables and Figures

Table 1 Three steps to facilitate a shared decision making conversation
	1
	Provide access to relevant information and decision support materials before, during and after an appointment with a healthcare professional. In an in-patient setting this may be achieved over several days

	2
	Encourage people to ask 3 questions:
i. What are my choices?
ii. What is good and bad about each choice?
iii. How do I get support to help me?

	3
	Encourage people to ask 4 questions:
i. What are the benefits of each treatment
ii. What are the risks of individual treatments
iii. What are the alternatives?
iv. What are the consequences of doing nothing?

	Heath care considerations for older people

	1.
	Allow sufficient time, sometimes over several consultations to ensure full understanding of options, risk, and benefits of treatment options

	2. 
	Allow for cognitive impairment and sensory deprivation. Use caregivers, family members, professional interpreters, and independent advocates to facilitate discussions with the clinical team

	3
	Obtain multidisciplinary team input to facilitate shared decision making conversations and identify goals for medium and longer term treatment and management to inform the personalised support care plan











Clinics in integrated care

Identify problems

· Establish ideas, concerns and expectations and an accurate history of all comorbidities as well as non -health care factors spanning social, and psychosocial domains. 
· Establish concurrent use of medicines
· Take into account patient factors such as nutrition and physiology to establish the potential adverse drug reactions (ADR)
Consider multidisciplinary team (MDT) input for those who

· Find it difficult to manage day to day living
· Are receiving care from multiple sources
· Are frequent users of health care

Establish priorities/shared decision making

Explore disease and treatment burden
· Explore which health problems affect day-to-day living and have the most impact on well being

Explore patient priorities
Establish what matters most to the person

This may include:
· Achieving a specific health related or non-health related goal e.g., improving physical fitness, getting out of the house/participating in social events
· Avoiding a specific adverse outcome e.g., stroke, heart attack, falls, musculoskeletal injury
· Reducing treatment burden
· Improving overall quality of life
Agree to goals for treatment and management, including consequences of doing nothing

Personalise management

Develop an integrated plan for treatment and care
· Account for physical, social and psychological factors
· Make use of social prescribing opportunities
Optimize medication
· Consider deprescribing through the use of evidence-based tools
· Consider non-pharmacological interventions e.g., nutrition, physical activity
· Consider alternative prescribing based on up-to-date evidence
Arrange appropriate follow up and timed review
· Share the personalised care plan with patient/care giver/appointed attorney
· Assign responsibility to co-ordinate the personalised care plan to a professional member of the MDT 
· Monitor patient’s response to treatment or intervention
· Alter treatment regime/care plan based on patient or caregiver feedback





















Figure 1 Putting SDM, Comprehensive Geriatric Assessment (CGA) and personalised care support planning (PCSP) for older people into clinical practice


Figure 1 Legend
Comprehensive Geriatric assessment (CGA is multidimensional and interdisciplinary assessment of medical, psychological, and functional capabilities aimed at developing a personalised support, integrated care plan for treatment and is associated with favourable clinical and health care outcomes. Core principles of CGA and PSCP includes comprehensive history taking, multidisciplinary led assessment culminating in goals for current and future management.  These principles can be applied across any health and social care setting The process is iterative and the key to its success is timely review and coordination so that the care plan generated remains responsive to the patient’s needs.
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Further reading 

1. NICE guidance on Shared Decision Making 
https://www.nice.org.uk/about/what-we-do/our-programmes/nice-guidance/nice-guidelines/shared-decision-making
2. Patient activation measure
https://www.insigniahealth.com/products/pam
3. EQ5D
How to obtain EQ-5D – EQ-5D (euroqol.org)


