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EARLY CAREER PERSPECTIVE

Shared Decision Making in Cardiovascular 
Patient Care to Address Cardiovascular 
Disease Disparities
Ruth- Alma N. Turkson- Ocran , PhD, MPH, RN, FNP- BC; S. Michelle Ogunwole , MD;  
Anika L. Hines , PhD, MPH; Pamela N. Peterson , MD, MSPH

Shared decision making (SDM) is a collaborative 
process in which patients and providers work to-
gether to create mutually agreed- on care plans.1 

SDM centers patients’ values and preferences and can 
improve patient- provider communication and patient 
experience. SDM is both grounded in and a natural ex-
tension of patient- centered care and has the potential 
to advance health equity.1,2 We further propose that 
SDM should take into account the unique social con-
text that contributes to health outcomes. In doing so, 
SDM can become a lever for improving the quality of 
cardiovascular care and reducing disparities in cardio-
vascular disease (CVD).1,3

DISPARITIES IN CARDIOVASCULAR 
CARE
Despite advances in prevention and treatment that 
have led to overall reductions in CVD prevalence, mor-
bidity, and mortality,4,5 significant disparities among 
historically marginalized racial and ethnic groups re-
main. Although factors beyond the health care set-
ting may contribute to these differences, the Institute 
of Medicine’s Unequal Treatment6 report revealed that 
disparities may be attributable to differences in quality 

of health care. For example, compared with White 
people, Black people are 3 times more likely to have 
CVD- related mortality,7 and the risk- adjusted mortality 
after acute myocardial infarction is significantly higher 
in hospitals that disproportionately serve Black pa-
tients.8 In addition, a “race- based invasive procedure 
gap” exists, where Black patients are less likely than 
White patients to receive potentially life- saving proce-
dures, such as percutaneous coronary intervention, 
coronary bypass grafting, or implantable defibrilla-
tor placement.9 Furthermore, race is often used as a 
correction factor for calculating cardiovascular- related 
risk scores, which often guide conversations related to 
risk assessment and treatment planning between clini-
cians and patients. Racial adjustments (eg, changing 
a patient’s race from White to Black) alter risk scores, 
and may result in inequitable distribution of resources 
and therapeutic options.10

RACISM, NOT RACE
Rather than reliance on race as a biological indica-
tor, risk scores and treatment discussions might be 
more accurately and effectively guided by understand-
ing lived experiences of racism. Race is a socially 
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constructed label and a poor proxy for physiological 
and biologic processes. Racism is a system that as-
signs values and structures opportunities “based on 
the social interpretation of how one looks.”11 Racism 
operates at individual and institutional or structural 
levels and has downstream social consequences 
that contribute to the differentials in observed health 
outcomes.11 Structural racism “refers to the totality of 
ways in which societies foster racial discrimination, 
through mutually reinforcing inequitable systems, that 
in turn reinforce discriminatory beliefs, values, and dis-
tribution of resources, which together affect the risk of 
adverse health outcomes.”12 A recent statement from 
the American Heart Association on structural racism 
describes how racialized historical and contemporary 
policies and practices have created fundamental dif-
ferences in access to health- supporting resources, 
including neighborhood environments, employment, 
educational opportunities, and health care access 
itself, also known as social determinants of heath 
(SDoH).2,13 We adapted concepts based on the sci-
entific statements by the American Heart Association 
on structural racism and health literacy to articulate 
the symbiotic relationships among structural racism, 
SDoH, SDM (with the patient- provider encounter as a 
conduit), and intermediate-  and long- term health care 
outcomes in (Figure 1). As clinicians and researchers 
seek interventions to mitigate consequences of struc-
tural racism, we propose SDM as a viable health care 
tool to identify and address structural inequities and 

resultant social risk factors to optimize care planning 
and promote health equity in CVD.4,5

SDM: A LINK BETWEEN PATIENT- 
CENTERED CARE AND CVD HEALTH 
EQUITY
In its 2001 report, Crossing the Quality Chasm: A 
New Health System for the 21st Century, the Institute 
of Medicine identified patient- centered care and eq-
uity as 2 of the 6 fundamental elements of high- quality 
health care.14 Patient- centered care refers to respon-
sive care focused on patients’ values, preferences, and 
needs. With patient- centered care, the patient- provider 
relationship is a partnership based on respecting the 
patient, promoting patient education, patients’ active 
participation in self- management of existing condi-
tions, and providing patients support and information 
to encourage informed decision making.14 Equity in 
health care refers to the provision of high- quality care 
regardless of personal attributes and the ability of each 
patient to have equal opportunity to attain his/her high-
est level of health.

SDM is one approach that may address the inter-
section of patient’s preferences and values, SDoH, 
and scientific evidence within the context of the clin-
ical encounter to promote health equity (Figure 2).14,15 
With SDM, patients are well informed about the details 
of their diagnosis, and their values and preferences 

Figure 1. Interdependence between structural racism, shared decision making, and social determinants of health on 
health care outcomes.
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are centered throughout care planning. The clinician 
and patient each bring unique expertise to the clini-
cal encounter and work as equal partners in making 
care- delivery decisions, such as selecting diagnostic 
tests, treatments, and other evidence- based ancillary 
services (eg, home health) that consider the balance 
of anticipated outcomes, risks, and benefits, as well 
as the patient’s values and preferences.1 Elwyn and 
colleagues describe an approach to SDM in clinical 
practice “based on choice, option and decision talk,”16 
with a 3- step model: (1) introducing choice, (2) describ-
ing options, often with decision aids, and (3) helping 
patients explore preferences and make decisions in 
the context of their values. We additionally believe that 
patients’ lived experiences of SDoH should be consid-
ered, as they reflect “the conditions in which people 
are born, grow, live, work and age, shaped by the dis-
tribution of money, power and resources at global, na-
tional and local levels … and are mostly responsible for 
health inequities.”17 Through SDoH- responsive SDM 
processes, patients take part in defining and planning 
toward their attainment of their “highest level of health.” 
In addition, by addressing SDoH, SDM could have a 
greater impact on the root cause of disparities, struc-
tural racism, from which SDoH have their origin.

SDM AND CVD OUTCOMES
Scientific statements have been published on SDM and 
cardiac surgery,18 and recent studies have evaluated 

the role of SDM in communicating absolute CVD risk, 
when considering a left ventricular assist device as 
destination therapy,19 and for treatment planning with 
symptomatic aortic stenosis.20 In addition, editorials 
exist discussing the role of SDM in specific patient care 
populations, including among patients with hyperten-
sion,3 patients with heart failure,21 older adults,22 and 
athletes with CVD.23 In some studies in hypertension 
and heart failure care, SDM is associated with better 
patient- reported satisfaction, quality of life,24 adher-
ence to medical therapy,25 symptom improvement, and 
decreases in both systolic and diastolic blood pres-
sures. Conversely, some studies examining SDM in 
cardiovascular care have found no appreciable impact 
in decisions, care, or outcomes,26 and poor SDM is as-
sociated with poor patient- reported health outcomes 
and lower satisfaction.27 However, little information is 
available on the quality and frequency of SDM. Future 
research should seek to understand consequences of 
poor SDM on the quality of cardiovascular care and 
related health outcomes as well as potential benefits 
for sustaining SDM models of care.

CONSIDERATION OF SDOH IN 
CLINICAL PRACTICE
Understanding SDoH is critical to reaching decisions 
that align with patients’ values, preferences, and life 
circumstances. To incorporate SDoH considerations 
into daily clinical practice, clinicians should make 
SDoH assessment and their potential impact, individu-
ally and interactively, on the patient’s care and decision 
making, a routine part of clinical encounters. Through 
SDM, decisions may be made that take into consid-
eration the interaction of different SDoH elements that 
may not only contextualize patient behavior, but reveal 
important details relevant for treatment/care planning 
to promote successful adherence. For example, reli-
able transportation or stable housing can impact pa-
tients’ engagement in care, affecting their ability to 
attend appointments regularly or store medications/
therapies safely. Assessment of cultural preferences 
and SDoH start with preferred language(s) of commu-
nication and health literacy and include education level, 
income, insurance, housing, transportation, and food 
security.

Clinicians can assess SDoH using screening tools, 
such as the Protocol for Responding to and Assessing 
Patients’ Assets, Risks, and Experiences, the Health- 
Related Social Needs Screening Tool, or the EveryONE 
Project. These assessments can be incorporated into 
the clinical workflow or electronic medical record and 
documented in patients’ records. Health care support 
staff can be instrumental in this process, especially in 
the outpatient or nonemergent settings, where these 

Figure 2. Expanded model of shared decision making, 
accounting for patient- centered care, social determinants 
of health, and health equity.
Reproduced with permission from JAMA. 2014;312:1295– 1296.15 
©2014 American Medical Association. All rights reserved.
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assessments can be performed and documented be-
fore the clinician encounter. The urgency and complex-
ity of the clinical decision may affect when to address 
the SDoH that influence SDM. Some SDoH, such as 
preferred language and education level, need to be 
addressed before engaging in SDM. Patients’ physical 
and social environments must also be considered be-
fore making treatment decisions.

Similarly, to implement lifestyle modifications to 
reduce the risk of CVD risk factors (eg, obesity and 
hypertension), patients should have access to healthy 
food and safe outdoor spaces to exercise. To facilitate 
this process, clinicians can engage in social prescrib-
ing, which is an interdisciplinary approach involving re-
ferrals to community nonclinical services, to integrate 
food and exercise prescription programs into their prac-
tice. Food prescription programs (eg, FoodRx and Fruit 
and Vegetable Prescription, among others) allow clini-
cians to prescribe fruits and vegetables to people who 
are food insecure and provide information about com-
munity resources, often incorporating food coupons.28 
Physical activity programs (such as the Prescribing 
Parks, ParkRx, and Exercise Is Medicine programs) 
can connect patients to parks and community- based 
resources to provide safe places for physical activity.29

Beyond identifying SDoH elements that impact 
SDM, clinicians should work together with other mem-
bers of the health care team to resolve identified SDoH 
gaps. Collaboration with care coordinators, case man-
agers, and/or community health workers may provide 
much- needed aid. These evidence- based health care 
support staff have access to and knowledge of insti-
tutional and community resources to improve patients’ 
quality of life and reduce health disparities. These 
support staff can go a long way in helping to improve 
patients’ access to beneficial resources when relevant 
SDoH deficits are encountered.30 For example, these 
support staff often help in arranging alternate trans-
portation or home health visits for those with barriers 
to transportation, and they may provide information 
on food assistance or safe community resources for 
physical activity. Referrals to relevant support staff can 
be incorporated to workflows in the electronic medical 
record when relevant SDoH deficits are encountered. 
SDoH deficits may be revealed with inquiries about 
food insecurity before prescribing medications that re-
quire food consumption, internet access, and stability 
before scheduling telemedicine visits, and housing sta-
bility or refrigeration for medication storage. Involving 
support staff in these roles may help address chal-
lenges to implementation, such as lack of time.

Finally, in discussing SDoH deficits, it is important to 
consider financial insecurity as they play a significant 
part in decision making. Although often outside the 
purview of the support staff, the support staff can refer 
patients to medical financial advisors; and interactions 

that address patients’ financial situations and medical 
costs can help socioeconomically disadvantaged pa-
tients choose treatment courses that align with their 
resources.

Addressing the SDoH requires interdisciplinary sup-
port and ultimately may require policy- level solutions 
to improve health determinants (eg, access to healthy 
food and safe spaces for physical activity). This may be 
outside the scope of general medical practice; how-
ever, clinicians can advocate for the ways in which so-
cial and structural determinants of health can change 
among the people in communities they serve to car-
diovascular health. For example, with community edu-
cation/outreach, there may be written or oral testimony 
on health or SDoH- related policy and collaborations to 
fundraise or mobilize resources, among others.31

SDM THAT ADDRESSES SDOH AND 
COMMUNICATION
Above all, patients have the need and right to un-
derstand clinical options and alternatives, and have 
enough information to weigh the pros and cons, and 
make informed decisions. Clinicians should there-
fore engage patients in dialogue that goes beyond 
the risk and benefits of their decisions to address the 
impact of the decision at hand on other aspects of 
the patients’ lives. Conversations that equally values 
psychosocial or socioemotional exchanges and the 
lived experiences of patients as much as biomedical 
or procedural talk and the clinician’s clinical expertise 
are required.32 Clinicians should also pay attention to 
patients’ health literacy needs and assess patients’ 
knowledge and understanding throughout the SDM 
process.

An example tying the elements just discussed to-
gether could include the following: A 47- year- old man 
with a history of stage 3 chronic kidney disease is diag-
nosed with viral pericarditis. Treatment options include 
glucocorticoids, colchicine, or an NSAID, which should 
not be taken on an empty stomach. During the course 
of his interactions with his medical team, he has the 
diagnosis and treatment options explained to him, and 
an assessment of his health priorities, values, and so-
cial situation (SDoH) is made and he is found to have 
up to a high school education, be food insecure, and 
be able to afford only about half of his monthly medica-
tion needs. He agrees to take the colchicine but is con-
cerned about the cost of the medication; in addition, 
he expresses hesitation in taking the NSAIDs given 
his renal impairment. He also considers an alternative 
treatment option, a glucocorticoid, and the clinician 
discusses risks and benefits of the NSAID compared 
with glucocorticoid use. Together, the patient and cli-
nician decide on a combination of glucocorticoids and 
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colchicine, and case management is engaged to work 
with him to find affordable sources of the medication 
through a scaled financial assistance plan. A follow- up 
appointment is made to assess his status and toler-
ance for the treatment, with options for pursuing al-
ternative therapies. Case management also provides 
him with information for food pantries close to his 
residence.

Patient- provider relationships that encourage open 
and transparent communication may help identify rele-
vant SDoH. However, SDM is often what helps patients 
and clinicians consider those SDoH that are relevant to 
treatment planning and are potential barriers to prac-
tical application of treatment recommendations. To 
improve patient- provider interactions, clinicians should 
engage in communication techniques that reinforce 
SDM, including using open- ended questions, using 
periodic pauses (to assess understanding), summariz-
ing, or using teach- back at the end the interaction and 
even using communication aids.

Certain groups of people (including older adults, 
immigrants, and people with less education and liter-
acy) may perceive high- quality SDM differently for sev-
eral reasons, including low health literacy, mistrust (of 
health care providers), cultural norms on clinician inter-
actions, or preconceived notions about the physician- 
provider relationship, among others. For example, a 
study examining SDM among Black patients with di-
abetes reported that Black patients perceived high- 
quality SDM as being able to “tell their story and be 
heard” by clinicians.33 These findings imply that in the 
context of health disparities, a disconnect may exist 
between what clinicians believe high- quality SDM to 
be and patients’ perception of what high- quality SDM 
is; and therefore, clinicians must not use a one size fits 
all approach to achieve high- quality SDM. High- quality 
SDM may also be beneficial in ways that are not as 
tangible (eg, promoting trust and feelings of respect). 
For example, when the patient’s well- being is the focus 
of care (patient- centered care) and the clinician takes 
the opportunity to incorporate the patient’s values, so-
cial situation, and goals, engaging in SDM may build 
trust, value, and mutual respect. Thus, high- quality 
SDM improves the therapeutic alliance between clini-
cians and patients, short- term outcomes, intermediate 
outcomes, and, ultimately, long- term outcomes.

It is possible that our current models of SDM do 
not prioritize our patients’ values related to defining 
SDM or that clinicians need to pay more attention to 
patients’ preferences and their self- described needs. 
As clinicians, the onus is on us to ensure that patients 
are engaged in SDM, even if that requires modifying 
our communication behaviors and providing more 
resources to specific groups of people, especially 
people who have been historically marginalized and 
underserved.

USE OF DECISION AIDS
Patient decision aids are often used to support SDM. 
Decision aids can take the form of brochures, vid-
eos, web- based programs, and the like, and can be 
used before (in preparation for) or during the clinical 
encounter. These tools help facilitate patient- provider 
discussions, increase patient knowledge and well- 
being, decrease anxiety and decisional conflict, and 
serve as a reference for future use.34 Within CVD care 
specifically, evidence suggests that decision aids 
have a positive impact on decision making across a 
broad range of therapeutic decisions.34 In addition, 
decision aids can help patients access information in 
a way that allows them to reflect on whether the pre-
sented therapeutic option is in line with their values. 
This is particularly important for historically marginal-
ized patient populations or those with low health lit-
eracy. However, the potential role of decision aids in 
improving health inequities among these populations 
remains understudied.

To improve health equity, innovative culturally rele-
vant decision aids are needed to engage patients with 
low literacy levels, patients who are socioeconomically 
disadvantaged, and those from underrepresented and 
marginalized backgrounds. There is also a need for 
more rigorous evaluations to understand how decision 
aids can best acknowledge the social, historical, and 
contemporary contexts of marginalized and underrep-
resented populations.

POTENTIAL BARRIERS TO USING 
SDM IN PRACTICE
Despite its potential utility, there is a dearth of literature 
on the implementation of SDM to improve CVD dispari-
ties. Several practice- based factors, including those 
specific to cardiovascular care, may render the ben-
efits of SDM unrealized: underuse of SDM in clinical 
practice, reliance solely on the biomedical model (while 
excluding psychosocial factors) in the choice of treat-
ment modalities, need for decision planning in urgent 
situations (eg, cardiac catheterization for acute coro-
nary syndrome), time constraints of clinical practice, 
and perceptions of social and professional roles in ad-
dressing SDoH within the context of clinical practice. 
Not specific to cardiovascular care, bias, both implicit 
and explicit, may play a role in providers’ perceptions 
of patients’ ability to participate in decision making or 
adhere to specific therapeutic options. Although SDM 
does not address the structural bias that may be inher-
ent in the health care system, a clinician’s conscious 
choice to include patients as equal partners in care 
planning through SDM may help mitigate individual- 
level bias and improve patients’ experience and quality 
of care.
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FUTURE DIRECTIONS FOR SDM 
IN CVD CARE AND DISPARITIES 
ELIMINATION
The value of SDM and its potential in improving equity in 
cardiovascular care should be recognized by clinicians 
and institutions alike. Federal agencies, such as the 
Centers for Medicare and Medicaid Services, require 
SDM, including the use of evidence- based patient de-
cision aids, as a condition for provider reimbursement 
for some cardiovascular conditions (for nonprocedural 
therapies or decisions) and procedures. Currently, the 
Centers for Medicare and Medicaid Services requires 
SDM for reimbursement for some CVD procedures, in-
cluding implantable cardioverter- defibrillator placement 
and left atrial appendage closure therapy. In addition 
to procedures, tools specifically designed to support 
SDM for nonprocedural therapies and conditions in 
cardiovascular care exist and include decision aids for 
acute chest pain, arrhythmias (eg, nonvalvular atrial fi-
brillation), hypertension, heart failure, peripheral artery 
disease, hyperlipidemia (statin therapy), and stroke, 
among others. However, despite the requirements for 
SDM, more evidence is needed to shed light on the im-
pact that these requisites and established SDM tools 
have on actual health outcomes and disparities.

CONCLUSIONS
SDM requires valuing patients as equally positioned 
and important partners in their care. It is not only the 
right thing to do from the standpoint of autonomy, but 
it is essential for collaborating with patients to achieve 
their desired outcomes and is particularly important 
when the goal is sustained behavioral change. Sharing 
power in the prioritization of care needs as well as 
options for treatment may lead to a greater sense of 
self- determination and agency, which ultimately may 
augment patient activation, improve outcomes, and 
advance health equity. This requires a cultural shift in 
the practice of medicine from top- down to a position 
that honors patients as experts in their own lived ex-
periences. Such a level of respect for diverse perspec-
tives may facilitate a sense of mutual respect between 
clinicians and patients during the health care encoun-
ter, which could lead to more effective decision sharing 
and better, more equitable management of cardiovas-
cular conditions.
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