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Abstract

Shared decision making has become the standard of care, yet there remains no consensus

about how it should be conducted. Most accounts are concerned with threats to patient

autonomy, and they address the dangers of a power imbalance by foregrounding the

patient as a person whose complex preferences it is the practitioner's task to support.

Other corrective models fear that this level of mutuality risks abdicating the practitioner's

responsibilities as an expert, and they address that concern by recovering a nuanced but

genuinely directive clinical role. Cribb and Entwistle helpfully categorize models of shared

decision making as ‘narrower’ and ‘broader’ and praise the latter's ‘open‐ended and fully

dialogical ways of relating’. However, they stop short of providing a philosophical account

of how that dialogue works. In this paper, a nurse–midwife and a philosopher collaborate

to argue that the Socratic model of dialogue offers a solution to the practitioner–patient

dilemma. In the Theaetetus, Socrates compares dialogical reasoning to ‘midwifery with all

its standard features’. By means of a three‐way analogy, elements of midwifery practice

are used to illuminate features of Socrates' claim that his dialogue is like midwifery; those

features are then translated into an approach to shared decision making as the ‘midwifery

of good thinking’ which both midwives and physicians would do well to adopt. A key

concept that emerges is the need for practitioners to make a risk‐confidence assessment

of the particular content of any decision to appropriately modulate their role in the

practice of shared decision making.
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It is remarkably difficult to find a model that adequately captures the

unique relationship between a patient and a practitioner, yet such a

guiding framework is crucial to crafting an account of the proper

dynamics of clinical decision making (Labrie & Schulz, 2013). Clinical

decision making is a form of conversation that presumes roles for its

participants—are the practitioner and the patient peers? Is one

responsible for providing guidance? Is the other a consumer of

information and services? The model of practitioner–patient relation-

ship will therefore have implications for how a central aspect of this

relationship, shared decision making, ought to be carried out. The two

most influential models of the practitioner–patient relationship have

been paternalism and consumerism. In this paper, we highlight the

clinical limitations of paternalism and consumerism as frameworks for

shared decision making and propose a new model: midwifery.
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While we suggest that investigating the implications of midwifery

as a model for the whole practitioner–patient relationship will prove a

fruitful avenue for future research, in this paper we explore only one

aspect of this model: what it entails for clinical decision making. The

suggestion of midwifery as a model for dialogue is not novel, but

ancient, stemming from Socrates. We argue that in the context of

clinical decision making, Socratic dialogue as midwifery offers a more

satisfying account of how that decision making ought to proceed

than either paternalism or consumerism. Understanding shared

decision making as the midwifery of good thinking offers the

practitioner a conceptual framework that clarifies her role, including

the proper times and manner in which she ought to provide direction

in a clinical encounter. The model of shared decision making as the

midwifery of good thinking is further employed to suggest specific

techniques by which a practitioner may fulfil the responsibility to

guide clinical decision making in ways that respect the patient's

integrity and well‐being.

It will be helpful to begin by explaining what is meant by each of

our key terms—clinical reasoning, midwifery, shared decision mak-

ing, and Socratic dialogue. Clinical reasoning in nursing ‘is defined as a

complex cognitive process that uses formal and informal thinking

strategies to gather and analyse patient information, evaluate the

significance of this information and determine the value of alternative

actions’ (Simmons, 2010). A concept analysis of the same topic in

medicine yields similar, if subtly different results (Yazdani & Abardeh,

2017). Broadly speaking, clinical reasoning encompasses the ele-

ments of diagnosis, evaluation of severity and determination of a

treatment plan. The element of this process that shared decision

making most frequently refers to is the latter, and it is to this aspect

of clinical reasoning—coming to a considered conclusion about a

course of action—that we generally refer to in this paper. Midwifery,

likewise, comes under differing descriptions in different countries

and clinical settings, nonetheless, we consider it in terms of its

broadest contours. Etymologically, the word midwife is means ‘with

woman’, and midwives are those who accompany women throughout

their reproductive years, especially in the act of childbearing.

Midwifery proceeds from the belief that pregnancy and childbirth

are usually normal physiological processes in which the midwife is to

play a supportive role, partnering with and ‘empowering women to

assume responsibility for their health and for the health of their

families’ (International Confederation of Midwives, 2014). Midwives

need not be women, but currently in the United States the profession

of midwifery is comprised of only 1% men (Fullerton et al., 2015).

Internationally, that number is 0.63% (Sannomiya et al., 2019). Thus,

we here found the use of female pronouns most fitting when

speaking of midwives. It is the purpose of this paper to refine our

understanding of both shared decision making and Socratic dialogue,

so it is not possible to give a full account of either of these concepts

at the outset. Nonetheless, we may begin with an understanding of

Socrates' dialogical style as one in which he draws ideas forth by

means of careful questioning, and which he likens to the practice of

midwifery (Plato [1997d], Theaetetus 150b). Shared decision making

is a highly contested concept as our discussion below will show.

Nonetheless, it is possible to say, in brief, with the National Institute

for Health and Care Excellence, that shared decision making is ‘a

collaborative process through which a health care professional

supports a person to reach a decision about their care, now or in

the future (Wohlgemuth et al., 2019)’. Exactly how that

practitioner–patient collaboration ought to proceed is the topic of

this paper.

2 | CLINICAL REASONING

As this paper is an exercise in applied philosophy, it will be instructive

to have a few clinical scenarios on hand to show what is at stake

when differing philosophical models of decision making are applied.

We offer two case studies designed to illustrate the serious

difficulties involved in clinical reasoning that any satisfactory model

of shared decision making should be able to navigate. The case

studies are drawn from real life examples, but the details have been

altered. Any resemblance to actual persons is coincidental. Although

both cases are drawn from perinatal care, and although our model for

dialogue has features analogous to midwifery, the model of shared

decision making proposed in this paper should be taken to apply to all

forms of clinical encounter regardless of discipline. It is worth noting

that our suggestion is to make the practical activity of midwifery,

which is itself a form of advanced practice nursing, into a model for

clinical reasoning for any advanced practice or physician care. Before

we offer the model of midwifery as a solution, it is best to fully

understand the problem. For that, consider the following clinical

scenarios as well as a brief history of the bioethics literature that

precedes them.

2.1 | Case studies

2.1.1 | Case 1: Overreach

Because of risk factors related to her age, Carolina, a 40‐year‐old

Hispanic female is told by the perinatologist that she will require

twice weekly testing beginning at 32 weeks. The patient states she

has transportation, childcare and work obligations at her minimum

wage job that make it impossible for her to keep the mandatory

appointments. The obstetrician expresses empathy but offers no

other options to facilitate shared decision making. Instead, the

obstetrician tells Carolina that if she refuses this surveillance, she is

required to sign an against medical advice (AMA) waiver, by virtue of

which the patient assumes all liability for any outcome of her

decision, up to and including maternal or foetal mortality.

2.1.2 | Case 2: Underreach

Because she strongly desires an unmedicated vaginal delivery,

Dakota, a 34‐year‐old Caucasian female pregnant with dichorionic
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diamniotic twins seeks out a naturally minded obstetrician whose

goal is to ‘bring birth back into the hands of mothers’ (Bootstaylor,

2020). Dakota's previous provider has advised her that the twins will

need to be delivered by scheduled caesarean at 38 weeks given that

Twin A has been diagnosed as footling breech (feet and legs

presenting) with polyhydramnios (excessive amniotic fluid) and a

loop of umbilical cord seen on ultrasound in the lower uterine

segment. After a process described as shared decision making,

Dakota elects to await spontaneous labour, and is allowed to

ambulate at 4 cm dilation with a bulging bag of water. When her

bag of water breaks spontaneously, the umbilical cord prolapses and

she is rushed to the operating room for an emergency caesarean

section.

2.2 | Limitations of current models for shared
decision making

The classic Hippocratic tradition long tended to endorse a

father–child paradigm for medicine in which ‘physician knows

best’. Beginning 60 years ago, bioethics literature began challenging

this model because of its threats to patient autonomy and over time

reconceptualized healthcare in terms of a provider–consumer model

of ‘patient‐centred, or person‐centred care’ (Håkansson Eklund et al.,

2019). Patient‐centred care has emerged as the moral consensus for

high‐quality care (Duggan et al., 2006), and once unabashedly

paternalistic medical practice has formally shifted in this direction

(Tran & Angelos, 2020). But if correcting bad patterns of clinical

decision making were as simple as avoiding the errors of paternalism

by foregrounding the patient as a person, the conceptual work would

have long since been complete. It is always possible for a pendulum

to swing too far and worries about the excesses of a consumerist

model emerged. The publication of Robert Veatch's seminal work on

patient‐centred care, The Patient–Physician Relation, in Veatch (1991)

served to unleash a decades‐long debate in which practitioners

sought simultaneously to acknowledge concerns about medical

overreach while reclaiming some ground on which the practitioner

might ‘make use of clinical wisdom, derived from experience with

many patients (Miller, 1993)’. Shared decision making emerged as a

middle way between paternalism and consumerism for describing

how it is that the patient and practitioner ought to reason together.

Nonetheless, there remains no consensus about what shared

decision making requires (Childress & Childress, 2020; Kon, 2010).

Cribb and Entwistle's (2011) insightful assessment of shared decision‐

making models has become a helpful shorthand for the state of

shared decision‐making theory (Childress & Childress, 2020). They

taxonomize shared decision‐making models into ‘narrower’ and

‘broader’ conceptions of the practice. ‘Narrower’ visions tend to limit

a practitioner's role to ensuring the adequacy of a patient's

knowledge and eliciting and enacting a patient's preferences,

including preferences about whether and how to be consulted

(Begley et al., 2019; Matthias et al., 2013; Truglio‐Londrigan & Slyer,

2018; Wolf et al. 2017; Drake & Deegan, 2009), while ‘broader’

conceptions allow some room for a practitioner's conscientious

critical engagement with a patient's preferences (Emanuel & Emanuel,

1992; Levy, 2012; Quill & Brody, 1996; Savulescu, 1995; Mazur,

et al., 2005). What this taxonomy amounts to, however, is an

acknowledgement that extant accounts of shared decision making

find themselves tending toward one of the two extremes of

practitioner direction (paternalism) or strictly informed choice

(consumerism). In this way, the solution inadvertently recapitulates

the problem it was designed to solve. Those who tended to favour

one horn of the dilemma about whom to prioritize in the

provider–patient dilemma tacitly incorporate that preference into

their model for shared decision making, and the plethora of accounts

of shared decision making are themselves strung between the two

extremes of paternalism and ‘informed choice’.

Any resolution between narrow and broad concepts of shared

decision making will need to acknowledge and accurately model the

distinct roles that patient and practitioner play in the clinical

relationship. A decision making conversation between a practitioner

and a patient is not just any conversation, but rather a conversation

that occurs in a professional context, as such there are tacit

assumptions about the nature of the clinical role at work in governing

the conversation. Whatever the relationship between patient and

practitioner is, it is not one between persons who are peers in every

respect, nor is it hierarchical. First, the patient has a uniquely vested

interest in any clinical outcome that results from their shared

endeavour, which fact is obvious and should remain central to any

account of shared decision making. Secondly, however, the patient

has also, it seems, come to the practitioner because the patient

expects there is something the practitioner can and ought to do for

her that she cannot do for herself. The patient has a uniquely vested

interest in her problem, and the practitioner is someone with a unique

set of skills, knowledge, and experience that relates to the patient's

circumstance.

Healthcare practitioners are committed to acting in accord with

beneficence (Beauchamp & Childress, 2019), but if a practitioner's

only obligation is to uncover the patient's current configuration of

beliefs and preferences to act upon them, she may very well not be

acting in the patient's true best interest. Patients' preferences, values

and beliefs may be more or less well‐founded, more or less coherent

and more or less long‐standing; this is true at any time, and may be

particularly so in varying states of health and illness (Cribb &

Entwistle, 2011). Thus, the narrowest models of shared decision

making collapse under their own weight, and suggest that there must

‘be circumstances in which it is appropriate for professionals to

explore carefully, check, encourage reflection on and, in that sense,

“cocreate” preferences’ (Cribb & Entwistle, 2011). That is, it is a

central feature of any adequate model for the patient–practitioner

relationship that it allows for not only the patient's central stake in

the outcome of the decision but also the practitioner's responsibility

for contributing to the decision‐making in accordance with the

relevant knowledge, skills and abilities the practitioner brings.

In arguing for the virtues of what they call a broader conception

of shared decision making, Cribb and Entwistle (2011) join ranks with
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the likes of Emanuel and Emanuel (1992), Quill and Brody (1996), and

William May (2002) in acknowledging the importance of the

practitioner's responsibility to bring her expertize to bear, and in

seeking a guiding image that would do the work of ‘disentangling the

fuzzy concept of doctor–patient deliberation’ (Labrie & Schulz, 2013).

However, in advocating for the practitioner to assist patients in

‘constructing and reconstructing’ their preferences, the images they

chose fall back into paternalistic valences like parent–child and

teacher–learner. In this, these guiding images risk losing the other

essential feature of the relationship, which is the patient's privileged

status.

What is at stake becomes clear if we reconsider the case

studies at hand. Concerned to avoid physician overreach in cases

like Carolina's, thoughtful practitioners and institutions shifted

toward a shared decision‐making model, which tends, in practice,

to lead practitioners to think they must defer to patient preference

in cases like Dakota's. Indeed, most current accounts of shared

decision making reveal themselves as aligned primarily with

consumerist clinical models of the healthcare relationship by the

way they tend to resolve clinical disagreements. Yet there is a need

for a corrective model that avoids collapsing into paternalism.

Clinical reasoning as the midwifery of good thinking offers a third,

middle way.

3 | A SOCRATIC MODEL: THE
MIDWIFERY OF GOOD THINKING

At this juncture, a turn to ancient philosophy is instructive. In the

Theaetetus, Socrates says proper dialogue is like midwifery. ‘All that is

true of the art of midwifery is also true of mine’ (Plato, Theaetetus,

150b). Unlike the provider–consumer, parent–child, or even

peer–peer models for the clinical relationship, midwifery is able to

offer a model for the clinical relationship within which shared

decision making simultaneously preserves the power of the patient's

epistemic position while acknowledging her need for a certain

measure of outside observation, accompaniment, and, on occasion,

guidance.

As noted, one of the asymmetries of the patient–practitioner

relationship is that while the practitioner bears responsibility for the

outcome of shared decision making, the outcome is uniquely the

patient's to live with. By imaging the patient as the only one ‘having

the baby,’ the model of midwifery avoids erasing the patient role as

paternalism would. Still, how does this avoid collapsing into

consumerism? Since this model highlights the way in which the

decision is one for the patient herself to make, it can seem that there

is no task for the practitioner. Socrates discusses the active role for

the midwife and cautions against underestimating her powers. He

describes people who, upon realizing that they are bringing forth

beautiful ideas from within themselves (and that Socrates is not

giving them these ideas), scorn Socrates' aid. He says, ‘But it is I, with

God's help, who deliver them of this offspring. And proof of this may

be seen in the many cases where people who did not realize this fact

took all the credit to themselves and thought that I was no good.

They then proceeded to leave me sooner than they should… with the

result that what remained within them miscarried’ (Plato, Theaetetus,

150e–151a).

What, then, does the midwife do exactly? We should consider

the features of midwifery that Socrates says are relevant to good

dialogue. Socrates enumerates four aspects of the analogy: midwives

are able to ascertain the status of a pregnancy, midwives are able to

augment or to allay labour, midwives are able to make a woman give

birth who is having trouble doing so and midwives are able to cause a

miscarriage (Plato, Theaetetus, 149c &d). Socrates intimates that he is

very familiar with the practice of midwifery, twice mentioning that he

is the son of a midwife (Plato, Theaetetus, 149a &a 151c). Thus, it

seems fruitful to employ a practical knowledge of midwifery to flesh

out what it could mean to conceptualize shared decision making as

the midwifery of good thinking.

Our methodological approach employs a three‐way analogy.

We begin with a problem: how can a practitioner share decision

making with a patient without doing too much or too little? Since

the models of shared decision making on hand—the paternalistic

model or the consumerist model—are not satisfactory, we look to

Socratic dialogue as a model for shared decision making. While

Socratic dialogue is rightly associated with careful and strategic

interrogation, a closer examination of Socrates' methods reveals

important nuances to the form of this interrogation. Not any form

of carefully asking questions will amount to what he claims to do:

intellectual midwifery. Our point is not that midwives are currently

particularly good in shared decision making contexts, but instead

that Socrates' descriptions of his activity illuminate the way in

which midwives' practice of midwifery itself can serve as a model

for effective shared decision making. In what follows, three

features of midwifery practice—assessment, intervention/non-

intervention, and practical techniques for assisting birth—are used

to illuminate the ways in which Socrates claims that his dialogue is

like midwifery. Those features are then translated into an approach

to shared decision making. In this way, the shared clinical

reasoning between a practitioner and a patient can be said to be

the ‘midwifery of good thinking’ (Figure 1).

F IGURE 1 Methodological approach: Three‐way analogy
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3.1 | Assessment

Socrates points out that ‘midwives should know better than anyone

else who are pregnant and who are not’ (Plato, Theaetetus, 149c). An

understanding of the practices of midwifery illuminates his analogy.

In a time without urine tests or ultrasounds, midwives possessed

invaluable skills of assessment that would allow a woman to know

whether she was pregnant. Far before quickening or even uterine

enlargement, there are subtle changes in the coloration and texture

of the reproductive tract known as Chadwick's, Goodell's

and Hegar's signs by which a trained midwife's eye and hand can

detect a pregnancy as early as 6 weeks gestation (Varney et al.,

2004, p. 547).

Careful and subtle assessment is essential to the practice of

midwifery, and it is this art of assessment that Socrates turns toward

his interlocutors. Of Theaetetus' intellectual distress, Socrates says,

‘yes, you are suffering the pangs of labour, Theaetetus, because you

are not empty, but pregnant’ (Plato, Theaetetus, 148e). Moving the

analogy forward, the assessment proper to Socratic dialogue as

midwifery can be applied to shared decision making. Whereas current

models of shared decision‐making leave practitioners wanting

‘guidance on when and how to lead decision making’ (Brown &

Salmon, 2018), the model of midwifery suggests that the first step in

any decision making must be assessment. Just as Socrates' dialogue is

predicated on assessing the state of a person's ideas, we contend it is

the practitioner's first job to assess the type of decision being made in

any clinical encounter.

A recent editorial in the Journal of Midwifery & Women's Health

(King et al., 2018) points to the need to attend to the differences

between ‘types of clinical scenarios in which shared decision making

occurs’. However, it is just this sort of account that is largely missing

from the literature. Practitioners lament their ‘uncertainty about

when and how it [i]s appropriate to query what people said’

(Entwistle et al., 2018), they are looking for ‘guidance on when and

how to lead decision making’ (Brown & Salmon, 2018), and are left

wondering ‘what sort of clinical situation is, or should be, “preference

sensitive”’ (Hasnain‐Wynia, 2006).

In response to these pressing questions, allow us to make the

following proposal for evaluating shared decision‐making encounters

in terms of their decisional content. We wish to propose a novel

account of the assessment that practitioners need to perform in the

course of shared decision making to determine the nature of their

role in any shared decision. It is our contention that while our

description of this process may be new, what we are operationalizing

is an element of clinical reasoning that frequently, if tacitly, governs

practitioners' thinking, and that upon reflection, they could readily

describe where any given clinical decision falls in our model. This

model of risk‐confidence assessment in shared decision making bears

a surface similarity with the risk‐benefit analysis Beauchamp and

Childress (2019) describe for the ethical evaluation of public policies.

However, it is not at all equivalent in important ways that relate to

the dynamics of practitioner–patient decision making, as the

following will make clear.

Imagine an x/y‐axis and the four quadrants that result. Label the

x‐axis ‘confidence’ and the y‐axis ‘risk differential’. Allow the x‐axis to

represent increasing confidence regarding the matter under consid-

eration, ranging from ‘I couldn't possibly say’ at the far left to and

moving toward ‘I am quite confident that’ at the far right. Allow the y‐

axis to represent the amount of difference in outcome that is

expected to result from the courses of action under consideration,

ranging from a negligible gap between expected harms and benefits

at the top of the graph to a potentially catastrophic difference

between the outcomes at the bottom. Whereas risk–benefit analyses

of public policies take probability of risk and the magnitude of harm

as givens (Beauchamp & Childress, 2019, pp. 244–247), our model

evaluates the practitioner's confidence or uncertainty about a

recommendation and evaluates the magnitude of the distance

between two potential outcomes, be it either for good or for ill.

In what follows, using case studies, we illustrate what kinds of

scenarios would fall into each quadrant of the graph. Since our focus

is on shared decision making generally, and not only in the context of

obstetrics, we deploy case studies from varied clinical settings in

explaining the graph. This demonstrates that the element of Socratic

dialogue that mirrors midwifery's capacity for assessment is important

for shared decision making in a variety of clinical contexts. The first

issue to hand is for the clinician to assess the extent to which the

patient is going to need midwifery with respect to their thinking in

the context of decision making (Figure 2).

Into the first quadrant fall decisions about which the practitioner

feels highly confident that there is unlikely to be much measurable

change to the patient's physical well‐being regardless of which course

of action is pursued. A case like this arises when a dermatologist

deems the mole on a patient's face to hold no real suspicion of

malignancy, and further expects the procedure for surgical removal to

have minimal risk of bleeding, infection, disfigurement or any other

material sequela (Halpern & Quigley, 2021).

The second quadrant describes decisions about which there is

either very limited or no data, but about which there is reason to

suspect the minimal difference between the harms and benefits

attending the two courses of action. Many cases that arise in

orthopaedic medicine fall into this category; herniated disks are

expected to resolve spontaneously, but the surgery is considered a

minor one and is routinely offered despite no evidence of its being

beneficial in nonprogressive cases (Levin et al., 2021).

The third category of decisions are those about which the

practitioner has minimal or uncertain data, but for which the stakes

are very high. Consider the case of a person with a new‐onset seizure

disorder, who needs to know what to do about operating a motor

vehicle. Patients with epilepsy consistently rate their chief concern to

be driving, yet there is very limited evidence about the relationship

between epilepsy and the severity, frequency, or relative risk of

motor vehicle crashes (Gilliam et al., 1997; Krumholz & Hopp, 2021;

Moran et al., 2004).

Finally, the fourth category of decisions are those where the

practitioner has a high degree of confidence that there is a wide

margin between the expected outcomes of two courses of action.
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Consider a patient with peripheral artery disease whose left lower leg

is compromised by critical limb ischaemia and severe infection with

extensive tissue damage. In this case, the practitioner will feel quite

confident that the limb is actively killing the patient (Neschis

et al., 2021).

Clinical decision making should then, like midwifery, begin with

assessment, and indeed we suspect it often tacitly does. Even when

the process described above has not been formalized, we suggest

that a basic sensibility of the relative weightiness and certainty of any

clinical decision forms the backbone of a practitioner's daily

reasoning, and is something that the practitioner could quantify if

presented with this type of decisional model. Indeed, it is precisely

this sort of sensibility that seems to drive practitioners' uneven

willingness to implement shared decision making (Hamann & Heres,

2014), or which seems to be in play when they raise pressing

questions about when and how shared decision making should be

applied (Brown & Salmon, 2018; Entwistle et al., 2018; Hasnain‐

Wynia, 2006)

Let us return to our two initial case studies to see how decisional

assessment would apply in these cases. We must first determine

what decisional category each case is treating. Dakota's decision to

labour rather than have a scheduled caesarean for a footling breech

twin with a cord presentation falls squarely in Category IV, where

there is a great deal of certainty about the likelihood of an obstetric

emergency either occurring or being averted based on the chosen

course of action. Carolina's case may seem to fall into Category III, of

low certainty/high risk. Certainly, in all perinatal cases the difference

between live birth and stillbirth looms large and can threaten to rank

every obstetric decision as high risk. But this case would rank that

highly only if surveillance were an adequate intervention to prevent

stillbirth, or if other measures of surveillance, like foetal kick counts,

were not similarly predictive of well‐being. In view of those

considerations, Carolina's case falls into Category II. This case ought

then to be one in which the practitioner is right to allow for

accommodating a patient preference which differs from the

practitioner's judgement about the best course of action clinically.

However, assessing the decisional content of a clinical encounter

is merely the starting point. More needs to be said as to how a

categorization of a decision's content might rightly determine the

shape that the particular shared decision making encounter ought to

take. Having determined what sort of decision is at hand, how ought

a practitioner proceed?

3.2 | Nonintervention or intervention

Socrates draws attention to a second aspect of the analogy between

dialogue and midwifery; ‘midwives, by means of drugs and incanta-

tions, are able to arouse the pangs of labour and, if they wish, to

make them milder’ (Plato, Theaetetus, 149d). Again, an understanding

of the practice of midwifery clarifies what is meant by Socrates'

analogy. While labour is something that happens on its own and often

proceeds best unaided, the midwife's role is sometimes to intervene

in various ways. The goal of intervention is to help the labouring

woman make good progress. Both action and inaction are essential to

midwifery, and this knowing when to act and when not to act is an

essential feature of Socratic dialogue. Ordinarily, Socrates can allow a

person to develop their ideas on their own, yet he has a keen sense of

when to ask questions and draw out implicit difficulties. It is

important to note that Socrates' interventions are of the least

forceful sort he can manage. He does not tell people that they are

wrong and ask them to accept his authority on the matter. By

questioning them and drawing out inconsistencies in their own

thoughts, he shows them that their own ideas do not hold together

the way they thought. In the case of his dialogical interlocutors,

Socrates claims that, ‘all whom God permits are seen to make

progress—a progress which is amazing both to other people and to

themselves’ (Plato, Theaetetus, 150d).

Moving the analogy forward, the element of action and inaction

proper to Socratic dialogue as midwifery can be applied to shared

decision making in the clinical encounter. Before she can determine

how to help a woman progress, a midwife begins with the assumption

F IGURE 2 Assessment: Risk‐confidence
analysis
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that she must first determine whether any intervention is necessary.

Likewise, in a clinical encounter, it is usually evident to both the

patient and the practitioner when their shared decision making is

going well. This may be as straightforward as recognizing that they

find themselves agreeing. For any of the four types of decisions

above, the patient and the practitioner may find that they share a

judgement about how best to proceed and about the reasons for

doing so. In these cases, the mechanics of shared decision making

fade into the background, as something that seems to be humming

along naturally, and not requiring any special attention. The analogy

to midwifery holds. One of the guiding principles of midwifery is to

‘honour normalcy of women's lifecycle events’ as evidenced by

‘watchful waiting and nonintervention in normal processes’ (Ameri-

can College of Nurse Midwives, 2019). If, however, a labour is not

going well, the midwife is answerable for the ‘appropriate use of

interventions and technology for current or potential health

problems’ (American College of Nurse Midwives, 2019). Any

practitioner knows the experience of walking out of an exam room

and tossing her hands in frustration when reasoning with the patient

has come to an impasse. What is one to do when shared decision

making has broken down? On the analogy to midwifery, there is a

valid role for the practitioner to intervene in the patient's reasoning

to assist or facilitate good thinking.

Recall, however, that it was worries about just such practitioner

intervention that led to the dilemma in shared decision making as we

have it. ‘Narrower' versions of shared decision making resolve

disagreements in favour of the patient, along the lines of ‘the

customer is always right’. ‘Broader’ models advocate for the

professional's ‘role to question, challenge or influence the patient's

preferences’ but if applied indiscriminately can lead to ‘well‐

intentioned forms of paternalistic pressure’ in favour of the

practitioner's view (Cribb & Entwistle, 2011).

The model of shared decision making as the midwifery of good

thinking suggests a way forward by reframing the clinical relation-

ship. Rather than seeing a clinical decision as a source of potential

conflict between patient and practitioner preferences, the clinical

decision is reframed instead as a matter belonging entirely to the

patient. The patient is the one ‘having the baby’ and the practitioner

is the patient's birth attendant. When faced with a disagreement,

the practitioner's choice in the encounter is not between doing

things the practitioner's way or the patient's way, but rather a

choice between action or inaction, between assisting or not

assisting as the patient does her decisional work.

Consider, for instance, a patient and a dermatologist who share

different judgements about whether the patient's facial mole should

be removed or not. This Category I disagreement simply does not

demand resolution. While it might be a matter of interest to both

parties to discover what reasons they have for their positions (e.g.,

why what seems to one a blemish strikes the other as a beauty mark),

and while their discussing these differences might be an occasion to

build trust, rapport and capacity for more careful shared decision

making in the future, it is unnecessary. Given the practitioner's

relatively high level of confidence about the low margin of risk to the

patient's health with either course of action, the practitioner is under

no obligation to carry the conversation forward. The practitioner may

instead simply defer to the patient's preference.

Category II decisions function similarly. An orthopaedist might

think that exploratory surgery is an overly aggressive course of action

for a nonhealing tibial stress fracture, but can easily be led to say, ‘if

it's bothering you that much, we can do surgery’ and can be well

within clinical guidelines in doing so. Indeed, in orthopaedic care

plans, patient preference and quality of life are frequently the

deciding factors (Fields, 2021).

If, however, a patient with epilepsy or early‐onset Alzheimer's is

insisting that the practitioner offer a clearance to drive authorization,

this Category III decision ought not be readily resolved with a blithe,

‘if you really want to drive, then alright’. Category IV disagreements

cry out to be resolved jointly and a practitioner ought not easily or

lightly defer to patient preference in these cases. If, for instance, a

patient expresses a preference to remain in bodily possession of all of

four limbs, but the practitioner has great confidence that the patient's

left leg is clearly and actively killing the patient, shared decision

making has come to a critical juncture and the practitioner should be

attuned to the need to intervene to facilitate a good decision on the

part of the patient (Figure 3).

Just as a midwife's role becomes more active in cases of

problematic labour, the dynamics of the practitioner's role in shared

decision making becomes more active when disagreement arises in

decisions of higher valence. The activity in question on the part of the

practitioner is the act of intentionally continuing the conversation. The

lower the decision ranks, the more the outcome is a matter of

material indifference, and the more permissible it is for the

practitioner to leave a difference of judgement unexplored. In these

cases, it might be beneficial, though not necessary, to reason through

the topic to agreement. The higher a decision ranks on the risk‐

confidence grid above, the more there is at stake, and the more

responsibility the practitioner has to ensure that the shared decision‐

making process be carried out thoroughly and not cut short. This

means that it is impermissible, in such cases, for the practitioner to

wash her hands of the matter prematurely, either by insisting that the

patient sign an AMA waiver or by carrying on with the patient's plan

unreflectively. To be explicit, in Categories I and II, given the low level

of perceived risk, disagreement is tolerable. In Categories III and IV

disagreement varies from inadvisable to intolerable, in accordance

with increasing risk. In Category III disagreement ought to be

exceptional, in Category IV it risks being tragic.

Returning to our case studies, we can name what has gone

wrong. The decision at hand in Carolina's case involves a Category II

decision; there is relatively low certainty that the intervention in

question, biweekly surveillance, can significantly improve foetal

outcomes in an advanced maternal age patient (Fretts, 2021). Given

that lack of certainty, and the lack of material risk improvement

attached to the intervention, the practitioner ought to remain

willing to tolerate a disagreement about a clinical plan of care.

The obstetrician may however, not be simply willing to dismiss

the matter entirely. Depending on where the obstetrician takes the
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decision to fall within this box, along the axes of certainty and risk,

the practitioner should be more or less motivated to continue the

conversation or to find other relatively acceptable alternatives such

as formalized foetal kick counts. In Dakota's case, what has gone

wrong is just the opposite. The decision to await spontaneous

labour and to ambulate with a bulging bag of water in the context of

a known footling breech and cord presentation is Category IV, a

matter about which a practitioner can be quite confident there is a

high risk of significant clinical compromise. If the practitioner in this

case does not persist in the conversation but blithely defers to

patient preference, the obstetrician has done the patient a grave

disservice. While they may or may not finally achieve agreement, for

the practitioner to abandon the conversation entirely is tantamount

to abandoning the patient.

Coming to a shared judgement about a course of clinical action is,

by definition, the goal of shared decision making. However, this is not

always necessary or possible. In low‐risk cases like Category I and II

decisions, there is no need to reach agreement. In high‐risk cases like

Category III and IV, the obligation to come to some shared

understanding is much higher. This does not mean that the patient

must consent to the practitioner's preference, but rather that if the

patient elects what the practitioner considers to be a high‐risk course

of action, the practitioner has an obligation to obtain a robust

account of the patient's reasons for taking this otherwise highly

counterintuitive course of action. Depending on the timeline and

nature of the decision at stake, the practitioner may well be expected

to revisit the topic at intervals and to employ some of the techniques

for supporting patient decision making that are explored under the

notion of midwifery of good thinking below.

3.3 | Practical techniques

The third analogy that Socrates draws between midwifery and

dialogue is that like the midwife, Socrates can make ‘… those to bear

who have difficulty in bearing’ (Plato, Theaetetus, 149d). At the

conclusion of the dialogue, Theaetetus proclaims, ‘Socrates, with your

help I have already said more than there was in me’ (Plato, Theaetetus,

210a). Here again, understanding the practices of midwifery

illuminates what is meant by Socrates' analogy. How does a midwife

get a woman to give birth and how might this be analogous to what a

skilled interlocutor is able to do in dialogue? And how, for our

purposes, can this be applied in a clinical setting?

It is at this point that it can be fruitful to examine Socrates'

dialogical techniques side by side with some of the techniques of

midwifery as relates not just to assessment or to managing labour,

but specifically to the process of delivering an infant. It is possible on

this basis to make suggestions about how practitioners engaged in

shared decision making ought to comport themselves. Mining the

details of midwifery is something Socrates himself suggests, urging

Theaetetus ‘just take into consideration the whole business of the

midwives, and you will understand more easily what I mean’ (Plato,

Theaetetus, 149b). If we are correct about midwifery as a model for

shared decision making, there is no reason to think that the set of

features shared decision making that we highlight here is at all

exhaustive in terms of useful techniques for guiding discussion. We

suggest that examining techniques for clinical conversations accord-

ing to this model is an area for further exploration.

3.3.1 | Nonverbal communication

In helping a woman pushing out a baby, midwives are responsible for

assessing the woman's nonverbal expressions and for facility in

communicating nonverbally herself. She may, for instance, notice fear

or apprehensiveness in a woman's eyes and be able to reassure her

through tone of voice or through touch. Midwives possess skills of

matching a woman's tone to gain her attention and deescalate the

intensity as needed. Midwives know that a woman in labour

frequently cannot respond to verbal commands, but that firm steady

pressure from a well‐placed hand can convey just what is needed.

Just as midwifery requires nonverbal communication, so too Socratic

F IGURE 3 Intervention: Obligation to
continue dialogue
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dialogue. Consider now the way that Socrates' assesses Thrasyma-

chus in the Republic: ‘Thrasymachus agreed to all this, not easily as I'm

telling it, but reluctantly, with toil, trouble, and—since it was summer

—a quantity of sweat that was a wonder to behold. And then I saw

something I'd never seen before—Thrasymachus blushing’ (Plato

[1997a] Republic, 350d). Not only does Socrates point out such

nonverbal cues, but it could be argued that the form of the Platonic

dialogue itself is fundamentally geared toward situating argument

within the lived experience of those engaged in discussion. If all that

mattered were the argument itself, then a treatise would have been a

much wiser form for Plato to choose. Any subtle reader of a Platonic

dialogue will be aware of the way that it gives us access to features of

the interlocutors and their situations that extend well beyond mere

verbal argumentation.

Turning the analogy between midwifery and Socratic dialogue

toward the task conceptualizing shared decision making, we

understand better the role of nonverbal communication between

practitioner and patient. Ideally, a practitioner engaging in shared

decision making deals not only with what the patient says but also

with what goes unsaid, ‘paying attention to para‐verbal and

nonverbal language’ (Slim & Bazin, 2019), and should be practiced

at nonverbal expression as well (Epstein et al., 2016; Suojanen et al.,

2018). While many models of shared decision making highlight the

role of dialogical tools to guide the conversation (Arandjelovic et al.,

2017; Klifto et al., 2017; Woodhouse et al., 2017; Epstein & Street,

2011), to midwife a decision involves far more than leading a patient

through a decision support aid. To midwife a patient's thinking is to

practice a keen attentiveness to the patient's ease and disease, and to

express responsiveness to that decisional state both verbally and

nonverbally.

3.3.2 | Mirroring

When a woman is having great difficulty pushing effectively, her birth

attendants often find themselves alternately cheering and admonish-

ing at intervals ‘Yes, yes, that's it, just like that!’ ‘Not quite’ ‘No,

more’. This feedback is rarely effective. Against this bewildering

cacophony of useless advice, the most effective tool is a mirror. The

room can fall silent as the woman sees for herself exactly what

actions of hers move the baby forward, and precisely how far. She

often begins experimenting with different techniques and finds her

own inner resolve to see the task through.

Just as one of the most effective tools in midwifery involves

mirroring, so too in Socratic dialogue. We often see Socrates'

mirroring back the thoughts of his interlocutors. Rather than

approach them with his own views on the matter, he asks them a

series of questions and then repeats their own views, reminding them

of their own positions at various points in the discussion. This

happens frequently, but consider just one instance in the Euthyphro.

Socrates reminds Euthyphro only a few lines after he has originally

made the claim: ‘But you say that the same things are considered just

by some gods and unjust by others, and as they dispute about these

things they are at odds and at war with each other. Is that not so?’

(Plato [1997b,c] Euthyphro 8a, emphasis ours) The point of mirroring

back these views is to remind his interlocutor of different things that

they think so that they can bring them all to mind at once and see for

themselves if they are working well together or not. Often, when the

interlocutor hears himself, he is able to see that his own thoughts

aren't quite holding together or holding still (the metaphor that

Euthyphro himself uses to describe the phenomenon of talking to

Socrates) (Plato Euthyphro, 11 b‐c).

Likewise in shared decision making, the practitioner ought to be

prepared to mirror back different things that the patient has said in

different moments. This may require sustained attention and

discussion in order for the practitioner to get enough of a sense of

the patient's mind to understand which features need to be brought

back into view at any particular point in the discussion. But the goal

of the conversation should be for the patient to have insight in

hearing her own words reflected back to her and thereby to be able

to see herself and to see for herself when the decision making is going

well and when poorly.

3.3.3 | Eliciting Courage

There is no easy way to have a baby. Even in the most

straightforward of births, the act of being parted from an infant

brings a woman to the limits of her human capacities. In nearly every

labour the woman reaches a point which she must refuse to shirk

from, but instead do, what seems to be the impossible. The midwife's

role is to inspire courage in the woman, activating the woman's

spiritedness. The spirited part of the soul, like a wild stallion, is the

seat of fear and anger. So the midwife may ask the woman to imagine

how angry she has been at her state of pregnancy for the last few

weeks or, in dire situations, may activate fear if the baby is in

imminent danger. These responses allow the woman to tap into a

visceral energy that she may not have known she had to endure and

to push forward in the face of what has seemed impossible.

Socrates similarly taps into his interlocutors' fear and anger. The

questions he is asking are difficult. It is frustrating to see that one is

unable to answer what seemed before to be simple questions. It can

be frightening that one is tied up in knots when trying to give an

account of how one is living one's life. Trying to say what it is to live a

good life, under Socratic pressure can begin, after a while, to seem

like an impossible task. Socrates' made the Athenians so angry and

fearful, in fact, that they eventually put him to death. Still, Socrates

seeks to channel this fear and anger into a resolve not to give up the

search for wisdom. In Laches, the dialogue on courage, Socrates

exhorts Laches, ‘If you are willing, let us hold our ground in the search

and let us endure, so that courage itself won't make fun of us for not

searching for it courageously…’ (Plato, [1997c], 194a) In this case,

Laches, a general, responds well. His spirit has been roused and he

replies, ‘I am not ready to give up, Socrates, although I am not really

accustomed to arguments of this kind. But an absolute desire for

victory has seized me with respect to our conversation, and I am
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really getting annoyed at being unable to express what I think in this

fashion’ (194b).

If we employ this analogy between Socratic dialogue and

midwifery to draw a lesson for shared decision making in a clinical

setting, it is that practitioners should be attuned to the fact that

disagreements with patients can inspire fear and anger in both parties

involved. The feelings of fear and anger that arise in such contexts

need not be viewed as a sign that something is going wrong, but may

instead be alerting the patient and the practitioner to a need to

assess how high a decision ranks in the risk/confidence constellation.

The higher the valence of the decision, the more unacceptable it is to

leave disagreement unresolved. Aware of the Socratic injunction

toward courage in dialogue, the adept practitioner will seek ways in

which the passions may be harnessed in the service of what may

seem to be impossible: coming to a shared understanding of a

situation that seems acceptable to both parties. For their part,

practitioners must be ready to endure difficult conversations with

courage and to refuse to cut off dialogue prematurely either by too

readily acquiescing to the desires of the patient or by insisting on

having their own way. However, the chief act of courage is required

of the patient. She is being asked to radically interrogate the

preferences, beliefs and dispositions she has towards a weighty

matter to come to clarity about her willingness to take what strikes

her practitioner as a grave risk.

Returning for a final time to our case studies, we might imagine

how the clinical decision making could have gone differently. In

Carolina's case, because the decisional content was category II, none

of these conversational strategies would have been required.

However, the obstetrician might have used the intensity of her

response to Carolina's disagreement to drive the practitioner back to

the literature to assess her confidence about the intervention's risk

profile rather than immediately abdicate responsibility through a

signed refusal of care. In Dakota's case, the practitioner ought not

have abandoned an attempt to achieve consensus but would have

instead shown respect for a woman's choices about where and how

she labours by attending to the patient's nonverbal cues, mirroring

her own words back to her, and calling forth the woman's courage to

take on an undesired course of action for the sake of other goals she

holds dear.

4 | CONCLUSION

In this paper, we propose a new normative model for clinical decision

making: midwifery. We draw on Socrates' account of his own

philosophical conversations, which he describes as allowing his

interlocutors to make good progress in giving birth to ideas, to

develop a robust account of shared decision making between

practitioner and patient in a clinical setting. Although the goal of

many accounts of shared decision making is to avoid the problems of

paternalism or consumerism, this can be difficult to achieve without a

third model of the practitioner–patient relationship. Thinking of the

practitioner's role as modelled on that of midwife allows us to

acknowledge the practitioner's power and authority, while recogniz-

ing that these must be exercised in the service of aiding the patient,

who is uniquely situated with respect to her own decisions, to make a

good decision for herself. Against the grain of the received wisdom

that nurse practitioners ought to think more like physicians (Rashotte

& Carnevale, 2004), we contend that when it comes to facilitating

shared decision making, physicians, midwives and all practitioners

would do well to engage with patients in ‘the midwifery of good

thinking’.
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