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Abstract The idea of shared decision making (SDM)

between patient and physician grew out of a generalized

challenge to traditional social hierarchies that occurred in

the middle of the last century. Governments have espoused

SDM, thousands of articles about it have been published,

and evidence has shown that it improves some of the

healthcare processes as well as patient outcomes. Yet it has

not been widely adopted. From their cross-disciplinary

perspective (practical theology and clinical medicine), the

authors locate this reluctance in the unfolding of scientific

paradigm shifts, summarize the perceived risks and benefits

of SDM and the evidence for each, and suggest practical,

achievable approaches for clinicians. Finally, they explore

some important emerging territories for SDM.

Key Points for Decision Makers

Shared decision making (SDM) has proved its worth

and is achievable … but debates continue.

Several validated models are available right now for

use in clinical practice.

People can and are being successfully trained in

SDM.

SDM is needed to address emerging value-laden

clinical decisions such as those about caring for the

elderly and about genetic testing.

1 Take the Patient’s History

In 1868, the Canadian Medical Association’s original Code

of Ethics clearly laid out the patient’s role in the patient–

doctor relationship: ‘‘The obedience of a patient to the

prescriptions of his physician should be prompt and im-

plicit. [The patient] should never permit his own crude

opinions as to their fitness to influence his attention to

them’’ [1]. Over a century later, Harvey Picker expressed

the tectonic shift in the patient–doctor relationship that

began about a century later with his slogan ‘‘no decision

about me, without me’’ [2].

This shift emerged from a broad-based social movement

around gender and race that applied insights about the

implications of human dignity and equality to longstanding

social and political structures and institutional norms. The

idea of consent appeared at least as early as 1911, when

physician George Gay said in court that ‘‘everyone knows
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it to be a well-established fact that a person in his right

mind has a right to decide as to whether any operation shall

be performed upon himself’’ [3]. The term informed con-

sent officially came into being in 1957 and has been de-

fined as a reasoned choice made by a reasonable individual

using relevant information about the advantages and dis-

advantages of all the possible courses of action, in accord

with his or her beliefs [3, 4]. This model was not yet in-

teractive, i.e. it still assumed a certain passivity on the part

of the patient, and did not make explicit the importance of

patient values and preferences. However, the definition has

evolved since then. In 1970, a ‘patient-centered’ model of

medicine, as opposed to an illness-centered or doctor-

centered model, was proposed by Michael Balint [5].

However, this movement was not only generated by

doctors or academics. Around the same time, a group of

women in Boston published a booklet entitled Women and

their Bodies, in which the authors critiqued a medical

system in which patients were discouraged from asking

questions and were always dependent on the opinions and

instructions of experts [6]. The booklet sold 200,000 copies

by word of mouth alone, and their subsequent publication,

Our Bodies Ourselves, sold millions [7]. Women, they said,

had a right to know about controversies surrounding

medical practices and about where consensus among

medical experts may be forming [8]. What they were de-

manding—translated into the language of knowledge

translation (KT), or KT-speak—was transfer of evidence-

based knowledge about treatment options to relevant

stakeholders. Their claims were upheld by scientific find-

ings, such as an epidemic of unneeded surgical interven-

tions [9]. John Wennberg’s [10] work on practice variation

in the USA showed that medical treatments provided had

more to do with subjective factors related to the attitudes of

individual physicians, or what he called the ‘‘practice style

factor’’, than with patient or population characteristics, or

with solid medical evidence. The 1989 Medical Outcomes

Study, involving 22,462 patients in three US cities,

demonstrated that there was a marked difference between

patients’ and physicians’ perceptions of outcomes, and that

involving patients can improve those outcomes [11]. In

other words, these problems could only be addressed by

rethinking the nature of the doctor–patient relationship

itself.

This revolution would also involve changing commu-

nication strategies. Balint’s successors identified shared

decision making (SDM) as one of the ways in which

physician and patient could find the ‘‘common ground’’

needed for patient-centered medicine, or what Ian

McWhinney has called the ‘‘exchange and synthesis of

meanings’’ necessary to break the linear mechanical logic

of Cartesian medicine and face together the complexity of

the human experience of illness [12].

2 Define the Problem

SDM, first formally defined in 1982 [13], is a form of

informed decision making (IDM) that takes place in the

clinical setting (IDM also applies to communities or

healthcare systems) that is explicitly interactive and bal-

ances evidence with values [14]. In SDM, patient and

doctor relate to and influence each other as they work to-

gether to make a decision about the patient’s health. SDM

takes into account the medical evidence, the doctor’s

clinical expertise, the patients’ values and preferences, and

the unique attributes of the patient and his or her family,

such as cultural or linguistic affinity and mutual trust [15].

SDM often involves the use of decision aids, which are

leaflets or online tools that present the evidence briefly and

clearly and help patients clarify their preferences and val-

ues regarding the treatment. It is most appropriate

in situations where there is clinical uncertainty, ambiguity,

or simply an absence of sufficient evidence. Probabilities of

risks and benefits in a population as a whole, for example,

cannot always be directly applied to the individual patient.

SDM is appropriate when there is ‘‘equipoise’’ [16, 17], i.e.

when evidence for benefits and harms is closely balanced.

In these situations, the patient’s preferences play an im-

portant role—for example a woman with breast cancer

deciding whether to have a mastectomy in the face of equal

harms and benefits must consider what is most important

to her.

Public policy supports for encouraging patient involve-

ment in decision making are now in place in at least 13

countries [18]. Since 1989, more than 2,300 peer-reviewed

articles have been published about the theory and practice

of SDM, and the production of decision aids has flourished

[19, 20].

3 Determine the Decision to be Made

One apparent difficulty in achieving the goal of SDM is

that there is no single shared definition of SDM. Discussion

continues about whether broader or narrower definitions

should prevail and what precise skills SDM requires of

physicians [21, 22]. Some argue that patients do not nec-

essarily want to share decisions—they want the doctor to

make the decision for them [23]. At the other end of the

spectrum, critics charge that patients can choose harmful or

ruinously expensive options unchallenged by their physi-

cians [24]. Some argue that only the rich and highly

educated can engage in SDM because they are better

equipped to understand the evidence and assert their pref-

erences, and that if SDM is appropriated by a culture of

‘mandatory autonomy’ it will only benefit the powerful

[25, 26].
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4 Evidence of Risks and Benefits

SDM researchers have addressed many of these more

ethical or theoretical arguments [27]. When SDM is ap-

propriate, but the patient chooses an option the healthcare

professional does not consider beneficial (or legal), he/she

can disagree. Both partners in the consultation need to be

engaged in the decision, and SDM does not remove the

responsibility of the healthcare professional to provide

clear recommendations—on the contrary [28, 29]. How-

ever, if these options have been discussed to the satisfac-

tion of both parties, litigation is less likely to occur and

patients are more likely to follow the recommendations

[30, 31]. Patients by and large do want to participate in

decisions, but we need to distinguish between situations

that require problem solving and those that require decision

making [32]. As for SDM being only for the rich, in fact it

seems to benefit disadvantaged groups the most [33].

Davies and Elwyn [34] propose that ‘‘optional autonomy’’

is more appropriate in SDM, i.e. doctors ascertain what role

patients want to play in the decision.

Then there are the practical objections: SDM would take

too long [35], decisions involve whole professional teams

and this makes SDM too complicated [36], SDM makes

patients anxious and insecure [27]. Evidence to support

these objections is slim. Although consultation length

varies depending on the context, no-one has yet proved that

SDM systematically takes longer [37–39]. Models for in-

terprofessional SDM have been developed and are being

tested [40, 41]. As for patient insecurity, this can be

measured (e.g. the decisional conflict scale), and validated

tools have been developed to help reduce it [39]; studies

show that more equality between patient and doctor in-

creases patient satisfaction [42].

A frequent argument is that SDM is too expensive, or

that patients might choose an option that is risky, less ef-

ficacious, or more expensive. There is as yet little evidence

on the overall costbenefits of SDM [43, 44], although the

proponents of SDM have been accused of using SDM to

ration healthcare [26]. It is important to consider the

context of overuse, underuse, or misuse of treatments in

assessing evidence of its effectiveness. Studies have gen-

erally focused on contexts of overuse (e.g. antibiotic pre-

scriptions), in which SDM does appear to increase the

choice for treatments that benefit the majority and reduce

unwarranted practice variations [45]. Decision aids, too,

the principal tool used in SDM, seem to reduce over-di-

agnosis and over-treatment [39, 46]. But as few studies

have focused on contexts of underuse (e.g. pneumococcal

vaccination), it is premature to pronounce on whether SDM

is effective in all contexts at increasing the choice for

options that are associated with increased benefits for all

[44]. There is thus a need for further research on the

impacts of SDM, and on all the barriers to SDM, real or

perceived, to advance the participation of patients in de-

cision making [31]. Ethical, theoretical, and practical de-

bates around SDM are important. They are also inevitable.

Just as in SDM itself, the precise balance between one

model and another is likely to depend on the characteris-

tics, preferences—and budgets—of everyone involved. Let

the debates proceed: the goals of SDM are not all achiev-

able yet.

5 Eliciting Values and Preferences

Thus, SDM is complex and controversial, but it is utopian

for the public to continue to believe that every single pa-

tient who enters the doctor’s office will always benefit from

a treatment. Indeed, according to the BMJ Clinical Evi-

dence summary, 89 % (of 3,000 treatments) do not have

clear benefits for the majority [47]. In addition to a short-

age of relevant evidence, there is also the fact that evidence

is probabilistic (i.e. out of xx patients, yy will benefit from

a treatment—but we do not know which patients these are).

SDM has proved itself as an approach to addressing

these vast areas of uncertainty, but there is still a worrying

reluctance to put it into practice [48]. Are we still strug-

gling to change our ideas about patient obedience nearly

150 years after the Canadian Medical Association pub-

lished its Code of Ethics? Perhaps evidence is not enough

to convince us—as many sociologists have pointed out.

Rogers’ diffusion of innovations theory explains that in-

novations that depart from centuries-old traditions can be

slow to take hold, and require innovators to spread them

[49, 50]. In Kuhn’s theory of paradigm shifts, old models

that no longer adequately account for anomalies are slowly

replaced with new [51].

6 Making a Good Decision and Not Regretting It

Those who see the need to shift away from hierarchical

structures that assumed a caste system (women/men,

Black/White, patient/healthcare professional) may be dis-

couraged or blocked by the contradictions—they may have

decisional conflict. There are feminists, for example, whose

dreams were defeated when liberated mothers in the North

American workforce began to hire third-world nannies who

left their own children to be raised by their grandmothers—

only available for the task because they are from traditional

pre-feminist cultures [52]. But, if we trust that the original

insight was correct and important, we can continue to test

it, address each anomaly or challenge as it arises in the

spirit of the original insight, and at the same time seek

practical solutions and implement them in the real world
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[53]. SDM is a utopian dream only in the sense that Martin

Luther King’s was.

7 Following Through with the Decision

Meanwhile, many researchers have developed practical

tools to help clinicians and patients engage in SDM. In

2006, Makoul and Clayman [28] outlined the essential

elements by integrating all the notions they found in an

extensive literature search: explain the problem; present

options; discuss pros and cons; elicit patient preferences;

discuss patient ability; doctor’s recommendations; check

understanding; make or defer the decision; arrange follow-

up. Each one of these elements can be translated into an

SDM-related clinical behaviour [54]. More recently, Elwyn

et al. [55] proposed a model based on three ‘‘talk’’ mo-

ments: choice talk, option talk, and decision talk. Shepherd

et al. [56] took the patient’s point of view and showed that

three simple questions (What are my options? What are the

possible benefits and harms of my options? And how likely

are each of these to occur?) could improve information

given by family physicians and increase their facilitation of

patient involvement.

Second, our research has shown that both doctors in

training and practising doctors can be taught to share de-

cisions with their patients [57]. The number of training

programs in SDM is increasing exponentially worldwide

[58], but they are so heterogeneous that it is still hard to say

what kind of training works best and, at the minimum, what

an effective program needs to include. However, a recent

Cochrane review suggests that any training is better than

none, and that programs targeting both patients and

physicians are more promising than those targeting one or

the other. Linked to (and often part of) training programs,

decision aids are also proliferating [20], and a Cochrane

review has shown that they improve people’s knowledge

regarding options and reduce their decisional conflict re-

lated to feeling uninformed and unclear about their per-

sonal values [39].

8 Follow-Up

As we solve some of the obstacles to achieving the goals of

SDM, we encounter new challenges, which lead us prac-

tical dreamers to new areas of exploration. Most impor-

tantly, we need to broaden our perspective on the

stakeholders in the decision. For example, the family

caregivers of elderly patients living at home are important

players in decision making about treatments or manage-

ment options for those patients. Our research on sharing

decisions about the relocation of frail elderly people being

cared for at home to long-term care facilities suggests that

the values and preferences of family caregivers may be

deeply conflicted: while they believe that the patient should

be involved in this difficult decision, they are often elderly

persons themselves, with their own health issues, who may

be physically or emotionally overwhelmed by the patients’

needs [59]. Clarifying their role in the decision-making

process and exploring how health professionals can support

them in reconciling their needs and preferences with those

of their relatives is a complex and yet vital next step in

SDM research with this population.

Our team is also exploring SDM in the context of newly

available genetic testing options. Our society’s ability to

perform predictive genetic testing has outstripped its ability

to manage the consequences. Genetic testing implies new

kinds of options, new kinds of decisions, and therefore new

implications for how to share them. The most familiar

example is that of a pregnant woman who has to decide

whether or not to undergo a prenatal genetic test. The

consequence of choosing to do the test will be a decision

about whether or not to do a more invasive diagnostic test,

and the consequence of choosing to do that diagnostic test

may be a decision about whether or not to terminate the

pregnancy. The last decision is a more value-laden decision

than the first, yet the process began with a decision for

which the pros and cons of each option were relatively

simple. Our focus in SDM has been to communicate evi-

dence about the pros and cons of the options while trying to

find ways to clarify values. But if we are serious about

patient values, as genetic testing becomes more widespread

in every domain, we may need to also calculate the weight

of the benefits and risks of each option in terms of the

number and nature of further options and decisions it will

entail.

Moreover, genetic testing confronts us with a crying

lack of evidence. Our search for decision aids that might

assist physicians presenting options about a recently

available prenatal test, for example, has found not a single

relevant study. How should physicians support patients in

choosing among ‘no-data’ options? How can doctors and

their patients weigh the benefits and risks of a predictive

test for diseases for which there is no data—and moreover,

perhaps no cure?

Where there is not so much a grey zone of evidence but

rather no evidence at all, not just the preferences of patients

but also their belief systems will play an increasing role in

decision making. The day when physicians make decisions

for their patients is long past—the genie escaped from the

bottle years ago [60]. We need to face these new challenges

with courage, returning to our original inspiration for new

energy, turning to the literature for new evidence, and

working towards making respect, sensitivity, and empathy

towards the patient a reality in daily practice—and if that
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sounds highly preference-sensitive, there is evidence that

SDM is an ‘effective’ treatment, i.e. that with SDM, out-

comes may be better [39, 61]. As we say in Quebec, on

lâche pas!1
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58. Légaré F, Politi MC, Drolet R, Desroches S, Stacey D, Bekker H.

Training health professionals in shared decision-making: an in-

ternational environmental scan. Patient Educ Couns. 2012 (Epub

2012/02/07).
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