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Despite copious research and clear policies 
in many healthcare systems, evidence based 
practice has yet to be widely adopted. Part of 
the problem is insuffi cient consideration of the 
patient–clinician consultation, which lies at 
the heart of clinical practice and is where most 
decisions are made. Shared decision making 
(SDM)—the interactive process in which patients 
and clinicians decide on healthcare together—
capitalises on the consultation to better translate 
the best evidence into clinical decisions while 
taking the patient’s values and preferences into 
account. This paper takes stock of interventions 
that seek to embed SDM in clinical practice, 
such as patient decision aids that target 
both patients and clinicians. It also presents 
challenges that remain: among others, the 
paucity of evidence on effective implementation 
strategies and the lack of consideration of 
how SDM works when care is delivered by 
interprofessional teams. The paper then reviews 
current initiatives to improve and disseminate 
SDM across the healthcare continuum, and 
discusses why SDM should be encouraged as 
a means to leverage evidence based practice. 
The evidence suggests that fi nding ways to 
overcome the challenges and promote SDM 
will accelerate the uptake of evidence in 
gastroenterology and hepatology clinical practice.

Introduction
Although the healthcare systems of the 
developed world are unanimous as to the 
benefits of evidence based practice, evi-
dence based medicine is still not widely 
exercised.1 Part of the problem is insuf-
ficient consideration of the structure of 
patient–clinician consultations, which lie 
at the core of clinical practice and are the 
principal venue where decisions are made. 
Shared decision making (SDM)—the 
interactive process in which patients and 
clinicians collaborate to decide on health-
care—capitalises on the consultation to 
better translate best evidence into clinical 

decision making while taking the patient’s 
values and preferences into account.2 
In this paper, we review what is known 
about effective strategies for implement-
ing SDM in clinical practice, outstanding 
challenges to the implementation of SDM 
(and what policy makers and government 
agencies are doing to meet them) and how 
SDM can increase the use of evidence 
based practice in gastroenterology and 
hepatology.

Strategies for implementing SDM in 
clinical practice
A systematic review of 38 studies in 
10 countries revealed that when health-
care providers were asked about the big-
gest barriers to practicing SDM in the 
clinical setting, most often they named 
time constraints and lack of applicability 
of SDM because of the patient’s character-
istics and clinical situation.3 When asked 
about facilitators to practising SDM, they 
most frequently identified personal moti-
vation and SDM’s positive impact on the 
clinical process and on patient outcomes. 
These findings make valuable sugges-
tions for future SDM implementation 
strategies. They are also valuable in that 
they showed that the vast majority of the 
healthcare providers that participated in 
the studies—89%—were medical doc-
tors: far from mirroring conditions on the 
ground, this reveals an important discrep-
ancy between the focus of SDM research 
and actual healthcare practice, which 
is increasingly delivered by interprofes-
sional teams. For this reason, physicians’ 
perceptions of barriers and facilitators are 
not authoritative as to the most effective 
strategies for implementing SDM.

A recently published Cochrane system-
atic review on interventions for improv-
ing healthcare professionals’ adoption 
of SDM has attempted to fill this gap. 
The publication reviewed five studies, all 
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Group at the Ottawa Hospital Research Institute 
maintains an inventory of patient decision aids—the 
A to Z Inventory of Decision Aids (http://decisionaid.
ohri.ca/AZinvent.php)—that can be searched online.9 
The aids listed in this inventory address several clini-
cal topics relevant to gastroenterology and hepatology: 
for example, colorectal screening options, gastro-
oesophageal reflux disease treatment options, hepatitis 
treatment options and long term tube feeding in cog-
nitively impaired older persons.10

How popular are patient decision aids as a tool 
to promote SDM? Research shows that a significant 
number of patients prefer an active role in decisions 
concerning their health, especially once they under-
stand the benefits of participating.11 More specifically, 
patients’ participation in decision making is associated 
with greater patient satisfaction with the consultation 
process and better health outcomes.12 While a number 
of strategies can encourage patients’ participation,13 

14 a Cochrane systematic review of patient decision 
aids has indicated that several patient decision aids are 
singularly successful in this regard.7 This review con-
sidered various studies of patients’ perception of the 
decisions making process and concluded that patients 
exposed to patient decision aids felt more involved in 
decision making than did patients exposed to usual 
care (no decision making intervention).7

This said, a number of clinical conditions do not 
yet have their own decision aid. For these, the Patient 
Decision Aid Research Group has proposed a generic 
tool, the Ottawa Personal Decision Guide (http://deci-
sionaid.ohri.ca/decguide.html). This guide offers a 
four step process for making decisions (see table 1). 
The guide is available in English, Spanish, French and 
Japanese. It can be completed online or downloaded as 
a pdf file free of charge.

The Patient Decision Aid Research Group also offers 
a patient decision aid development toolkit for research-
ers interested in developing their own patient decision 
aid (http://decisionaid.ohri.ca/resources.html). The 
group has also produced an implementation toolkit 

randomised controlled trials.4 In only two of the five 
was a statistically significant effect associated with an 
intervention to promote healthcare providers’ adop-
tion of SDM.5 6 The first trial compared a single inter-
vention (the Statin Choice decision aid) to another 
single intervention (the standard Mayo patient edu-
cation pamphlet)6 and found that the Statin Choice 
decision aid group outperformed the standard Mayo 
patient education pamphlet group. The second study 
compared a multifaceted intervention (the distribu-
tion of educational material, an educational meeting, 
and audit and feedback) to usual care.5 Interestingly, 
neither trial observed a difference in the duration of 
the consultation between the consultations of profes-
sionals who had been more successful in implement-
ing SDM in their clinical practice (the subjects) and 
the consultations of those who had been less successful 
(the controls). Although this systematic review did not 
draw firm conclusions about the most effective strate-
gies for increasing SDM in clinical practice, it none-
theless concluded that healthcare provider training in 
SDM may be important, as may the use of patient deci-
sion aids.

Patient decision aids are an SDM tool that involves 
patients in decisions by informing them of options and 
outcomes and helping them clarify their personal val-
ues. Designed to complement, not replace, counselling 
from a health provider,7 patient decision aids differ 
from usual health education materials by their detailed 
and personalised focus on options and outcomes for 
the purpose of preparing patients to make decisions. 
In implementation science, patient decision aids are 
referred to as patient mediated interventions—inter-
ventions aimed at changing healthcare professionals’ 
behaviour either through provider–patient interac-
tions or through information provided by or to the 
patient.8 Health education materials, in contrast, have 
a broader perspective and help patients understand 
their diagnosis, treatment and management in general 
terms: they do not necessarily help them participate in 
decision making. The Patient Decision Aid Research 

Table 1 Four step process for making decisions based on the Ottawa Personal Decision Guide (see http://
decisionaid.ohri.ca/decguide.html)

Step Examples of questions to ask patients

(1) Clarify the decision to be made What is the decision you face?

What is your reason for making this decision?

When does this decision have to be made?

(2) Explore the decision What is your preferred role in decision making?

Do you know which options you have?

Do you know the good and bad points of each option?

Are you clear about which good and bad points are most important to you?

Are you choosing without pressure from others?

(3) Assess decision making needs Can you list and review the options you are considering and list the pros and cons of each option?

Can you show how important each pro and con is to you?

(4) Plan the next steps What are you willing to try to address things making the decision diffi cult?
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on healthcare professionals’ adoption of SDM and to 
determine which implementation strategies are most 
worth stakeholders’ money and effort. The second 
obstacle is the lack of consensus on how to assess the 
successful implementation of SDM in clinical practice: 
should success be measured as a function of healthcare 
providers’ adoption of SDM related behaviours? Or 
would another indicator be more useful?19 Consensus 
on this subject would facilitate cross study comparisons 
and more reliably assess whether SDM is occurring.20 21 
The third obstacle is the academic community’s near 
total insistence on studying the practice of SDM by 
physicians alone. More and more care is now being 
delivered by interprofessional teams of healthcare pro-
viders, not just doctors. For that reason, it is essential 
that SDM be embraced by interprofessional teams.22 
Yet little is known about how providers other than 
doctors perceive SDM, or how SDM is seen by health-
care teams and players at other levels of the healthcare 
system.23

What is being done to meet these challenges? We 
discuss recent developments in three countries that tes-
tify to interesting progress at the policy making level. 
The first is the UK. Home to a significant number of 
SDM implementation studies during the past decade,24 
the UK has declared its intent to improve health out-
comes by involving patients in their own care and by 
having decisions made by patients in partnership with 
clinicians, rather than by clinicians alone.25 Supporting 
this initiative is a study by the National Steering 

targeting patients and healthcare teams that uses a 
five step process to implement decision aids in clini-
cal practice (http://decisionaid.ohri.ca/implement.
html). Table 2 provides details about the following 
five steps: (1) to assess patients’ and practitioners’ 
information and decision making needs, (2) to review 
patient decision support tools to find those relevant 
to the needs identified, (3) to offer practitioners edu-
cation and training to enhance their decision support 
skills (note that an international research collaborative 
is currently surveying SDM training programmes for 
healthcare professionals),15 (4) to implement patient 
decision support tools using strategies tailored to the 
practice setting and (5) to monitor the quality of the 
decision support provided as well as the quality of the 
decision—for example, by assessing decisional conflict 
and patients’ decisional regret.16–18

Challenges to implementing SDM in 
clinical practice
Notwithstanding the recent work on patient deci-
sion aids, at least three obstacles continue to slow 
the adoption of SDM in clinical practice. The first is 
the paucity of evidence on productive, cost effective 
strategies for the large scale implementation of SDM. 
The solution to this obstacle could very well lie in 
research: more specifically, well designed theory based 
implementation studies that have appropriate power, 
follow procedures to minimise bias and target two 
goals: to better estimate the effects of interventions 

Table 2 Five step process for implementing decision aids in clinical practice (see http://decisionaid.ohri.ca/
implement.html)

Step Examples of specifi c activities to be conducted

(1) To assess patients’ and 
practitioners’ information and 
decision making needs

Conduct a needs assessment to identify patients’ and practitioners’ perception of patients’ decision making needs

Survey practitioners to determine barriers and facilitators to providing decision support to patients and sharing 
decisions with patients

(2) To review patient decision 
support tools

Audit the quality of patient education resources currently used within the practice

Review the inventory of patient decision aids maintained by the Patient Decision Aids Research Group (http://
decisionaid.ohri.ca/AZinvent.php)

Consider using a generic worksheet if the above inventory does not include the desired patient decision aid (http://
decisionaid.ohri.ca/decguide.html)

(3) To offer practitioners education 
and training

Access the Ottawa Decision Support Tutorial, an online tutorial designed to help practitioners develop skills in providing 
decision support to patient and engaging patients’ decision making (https://decisionaid.ohri.ca/ODST/index.php)

Register to a training programme in SDM

Embed training in patient decision support and SDM as a thread across a curriculum for health professionals (http://
decisionaid.ohri.ca/docs/implement/PtDS_Curriculum.pdf)

(4) To implement patient decision 
support tools using strategies 
tailored to the practice setting

Assess the gap between the patients’ identifi ed decision making needs and current practice

Engage health professionals to identify needed resources and strategies to address barriers

Embed patient decision support tools within care pathways

Ensure organisational mandate includes supporting patients to be engaged in decision making and self-care

Increase patients’ and family members’ awareness of resources

Link health information resources to electronic health records to ease documentation and fl ag relevant resources ‘just 
in time’

(5) To monitor the quality of the 
decision support provided

Assess decision quality (http://www.informedmedicaldecisions.org/quality_initiative.html)

SDM, shared decision making.
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for the realisation of evidence based medicine? What 
mechanisms make it so?

Even in a meeting as brief as a clinical consulta-
tion, participants have the potential to influence each 
other’s cognition, emotions and behaviour.35 Research 
confirms the dynamic: the doctor and the patient 
influence each other during the clinical decision mak-
ing process. A particularly poignant example can be 
found in a study of 112 dyads of doctors and patients 
where the personal uncertainty of doctors and patients 
(ie, how confident each party felt about the decision 
being made) was influenced not by each party’s own 
deficit in knowledge but rather by the deficit of the 
other member of the dyad.36

SDM recognises this context of mutual influence and 
capitalises on it to encourage the uptake of the best 
available evidence in situations where clinical deci-
sions are commonly made: clinical consultations. A 
systematic review that identified 31 SDM components 
and summarised the key ones in an integrative model 
posited that three elements must be present for SDM 
to occur: the parties must acknowledge that a decision 
is needed, they must both know and understand the 
best available evidence concerning the risks and ben-
efits of every option and, in making a decision, they 
must take not only the doctor’s recommendations but 
also the patient’s values and preferences into account.37 
In this way, we see that SDM not only requires that 
the best evidence be considered, but requires that it 
be considered by both members of the decision mak-
ing dyad: the healthcare provider(s) and the patient. In 
other words, SDM does not assume that the doctor is 
the only party to need access to evidence in order for 
patients to experience evidence based practice: rather, 
it assumes that both the doctor and the patient need 
access to the best evidence and that they also need to 
weigh this evidence in light of the values and prefer-
ences of the patient and the recommendations of the 
doctor. By practising SDM, clinicians can thus be 
expected to boost their uptake of evidence while tak-
ing patients’ values and preferences into account and 
reducing patients’ personal uncertainty and their own. 
In the process, of course, they will be ensuring that 
healthcare decisions are made on a sounder, more evi-
dentiary basis that cannot but improve patients’ expe-
rience of the healthcare system.38

Conclusion
This journal aims to improve the fields of gastroen-
terology and hepatology by accelerating the uptake of 
best evidence in clinical practice and considering the 
needs of both patients and healthcare providers. SDM 
is fully consistent with these ambitions. Yet patients’ 
low level of involvement during consultations in vari-
ous clinical settings confirms that SDM is still largely 
ignored in clinical practice.19 39 40 In 2006, for exam-
ple, 26 NHS surveys showed that 32% of primary care 
patients and 48% of hospital patients had not been 

Group for Decision Support Aids in Urology, which 
has stated that implementing patient decisional sup-
port in UK urology departments would likely benefit 
both patients and professionals and optimise the use of 
National Health Service (NHS) resources.26 The NHS 
Direct helpline and website are already working in this 
regard, having created a platform for publicising deci-
sion aids recently developed in the country.27 And in 
August 2010, the Health Foundation began supporting 
an 18 month programme steered by the universities of 
Newcastle and Cardiff that is exploring how SDM can 
be embedded in clinical practice and form a core part 
of mainstream health services (http://www.health.org.
uk/current_work/programmes/shared_decision.html).

In the USA, healthcare reforms led by the Obama 
administration include a section on SDM and patient 
decision aids.28 The provision for SDM is not new: 
the state of Washington, for example, has passed 
legislation to make SDM a standard of practice.29 
Meanwhile, certain American medical institutions, 
such as the Dartmouth–Hitchcock Medical Center 
in New Hampshire, have pioneered SDM infrastruc-
ture that offers patients a systematic approach to 
SDM and patient decision aids.30–32 For example, the 
Dartmouth–Hitchcock Medical Center offers patients 
a Center for Shared Decision Making where patients 
facing difficult health related decisions can request one 
on one counselling for any clinical condition; access a 
library of patient aids that includes videotapes, audio-
tapes, booklets, CD-ROMs and websites; and find a 
healthcare decision guide worksheet that helps them 
work through a decision on their own.33

In Canada, sundry initiatives to extend SDM are 
also taking place. One such initiative consists of the 
province of Saskatchewan’s introduction of patient 
decision aids in surgical specialties, a practice that 
Saskatchewan plans to expand to all medical special-
ties over time.34 These actions are the realisation of a 
promise made by the administration during the last 
election campaign, when its platform advocated fos-
tering patient centred care.

Lastly, the BMJ hosted an expert roundtable event 
to discuss SDM on 24 March 2011 and published the 
Salzburg Statement on Shared Decision Making (http://
www.bmj.com/content/342/bmj.d1745.full.pdf). This 
statement follows a seminar attended by 58 people 
from 18 countries and highlights the need for all stake-
holders (eg, clinicians, researchers, editors, journalists, 
policy makers) to take immediate actions so patients 
and their families are supported when facing difficult 
decisions.

How SDM can leverage evidence based practice
We know about barriers and facilitators to implement-
ing SDM, especially from physicians’ point of view, 
and we have identified obstacles to the implementa-
tion of SDM and ways that three countries hope to 
promote SDM, but is SDM really an efficient vehicle 
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involving patients in decisions and ultimately improv-
ing the outcome of care. More research— especially in 
clinical areas in which experiments with SDM have not 
yet taken place—and greater recognition of the impor-
tance of multidisciplinary teams in clinical decision 
making would speed progress further in this important 
domain.
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