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The notion of Shared Decision Making (SDM) has been 
evolving for a number of years. It appears to be growing in favour 
as patients become increasingly empowered and informed about 
their health conditions and options and health professionals are 
urged to promote patients’ engagement in their care. In fact, 
SDM is reflective of patient centered care at its best, because it 
necessitates awareness by the provider of the patient’s preferences 
and values. The purpose of this review article is to provide a broad 
overview of SDM that examines 1) definitions and models, 2) 
its relationship to the new paradigm of patient-centered care, 3) 
barriers to its implementation, 4) training methods for providers, 
5) tools for measuring SDM, and 6) research findings of SDM’s 
influence on patient outcomes. 

Shared Decision Making: Definitions and 
Models
Definitions

Shared decision making (SDM) is a “collaborative process 
that allows patients and their providers to make health care 
decisions together, taking into account the best scientific evidence 
available, as well as the patient’s values and preferences” [1].

A partnership between patient and provider is the essence 
of SDM. As Hain & Sandy [2] explain, communication and 
collaboration are also the hallmarks of SDM [2]. In this model of 
health care, treatment options that are appropriate to patient needs, 
preferences and values are examined, and medical recommendations 
are supported by best practices. This approach ideally will not only 
shape the future state of health care, but just as importantly, will 
likely empower patients and their loved ones in their decision 
making process. Barratt [3] asserts that SDM is, in fact, founded 
on the ethical notion of autonomy or self-determination. As a 
consequence, the likelihood of patient adherence to a mutually 
agreed upon treatment approach is increased, which can positively 
affect patient outcomes.

It should be noted, however, that participation necessitates 
the provider’s awareness of the patient as a unique individual. A 
strong therapeutic relationship between the patient and provider 
will likely support the patient in conveying thoughts as the decision 
making process unfolds [4]. SDM fosters patient engagement via 

questions from patient to provider, risk/benefit analysis of treatment 
options and, finally, a guided, yet shared, treatment choice. Trust, 
another element of SDM, facilitates communication twofold: 
patients and their loved ones trust their provider’s expertise and 
willingness to respect their preferences, and the provider trusts 
that their patients will be forthcoming in sharing “their concerns, 
strengths, and limitations in carrying out the plan of care” [2]. To 
this end, SDM can be said to be both a process and an outcome 
[4].

If patients and their providers are able to agree upon the 
definition of SDM, then consideration of how patient contributions 
will be valued is necessary. In their article that examines this, 
Rise et al. [5] use a qualitative method to highlight what matters 
most to patients versus providers and administrators in the SDM 
transaction [5]. Respect, for example, is necessary in that the 
patients need to feel as though their voices are being heard, and that 
their subjective contribution is equally weighed to the provider’s 
objective valuation. The dialogue that ensues, hence, should entail 
a balanced exchange of knowledge and ideas between patient and 
provider [5]. While ideas or belief systems of health may diverge 
at this point, ultimately a treatment goal must be agreed upon, 
which can only be attained via mutual effort from both patient and 
provider. Additionally, the likelihood of patient satisfaction, as an 
extension of positive psychosocial outcomes, may be increased 
because of productive encounters with the provider, “from which 
patients feel known, validated…reassured, and comforted” [6].

Models
Montori et al. [7] consider a model developed by Charles 

and colleagues in their discussion that considers one approach to 
increasing patient adherence to the agreed treatment plan. The 
authors note that chronic illnesses mandate patient’s taking an 
active role in the SDM process, although there also exists a longer 
timeline and/or window of opportunity to make decisions and to 
revisit them when compared with decisions made in the throes 
of an acute exacerbation of illness [7]. The authors identify four 
phases to SDM that entail: 1) establishing the partnership dynamic; 
2) sharing of information; 3) reflecting on options; 4) making 
the decision and acting upon it [7]. The partnership aspect, they 
elaborate, is especially important when the patient struggles with 
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maintaining a decision. Re-establishing the partnership, or perhaps 
redefining it, may be needed when a new or different decision has 
to be made. Furthermore, the establishment of trust and mutual 
respect are necessary in order to enable the patient to attain self-
management, which is needed in the management of chronic 
diseases [7]. Interestingly, the authors also point out that the level of 
trust should be such that the “patient should be able to acknowledge 
failures and shortcomings without fear of disappointing the 
clinician or damaging the relationship” [7]. Moreover, the patient 
should also be able to verbalize the provider’s misunderstanding 
or underestimating the influence of the patient’s context, as it 
relates to his/her ability to carry out agreed upon decisions.

Elwyn et al. [8] has developed a model for clinician use 
that translates conceptual descriptions into action steps. The three 
step model includes 1) introducing choice for the patient’s role, 2) 
describing care options available in the situation, and 3) helping 
patients explore preferences, clarify information, and make 
decisions. The article contains specific dialog the clinician can use 
in each of the steps to promote SDM.

Evans, Sharp and Shaw also explore a decision making 
model for patients considering the use of complementary therapy 
as an adjunct to cancer treatment. The authors employed a multi-
faceted approach entailing both observation and interviews to 
assess exchanges between patient and health care professionals 
at cancer treatment facilities where complementary approaches 
were available. These “holistic assessments” revealed that, while 
patients may exhibit varying levels of interest in their decision 
making involvement, it is equally as important to recognize their 
preferences as to how much or little they want to be involved, 
although this is likely to be influenced by the acuity of their disease 
process. Furthermore, it is likely for non-traditional treatment 
methods were considered, as opposed to standard therapies, it was 
more feasible to give priority to patient preferences.

Patient Centered Care and SDM
aradigm shifts, by their inherent nature, entail a whole new 

waParadigm shifts, by their inherent nature, entail a whole new 
way of thinking. Patient centered care with its commitment to 
begin with the patient and to meaningfully engage the patient in 
his care is an example of a paradigm shift away from the well-
established and heavily engrained paternalistic approach in which 
the well-meaning provider chooses and recommends all treatment 
options. One should not underestimate how profound this shift is 
in healthcare. It could be equated to Copernicus’ discovery that 
the planets revolved around the sun (think patient) rather than 
revolving around the earth (think provider). To this end, evidence 
based practice embraces new approaches to patient care, creating 
paradigm shifts [3]. Furthermore, because substantial and quality 
evidence must be used as benchmarks for excellence in patient 
care, SDM is an example of evidence-based practice. SDM 
remains an evolving approach within patient centered care efforts 
to personalize health care.

In addition to epitomizing quality in health care, patient 
centered care offers the foundation for SDM, as it compels the 

provider to see and treat the patient as an individual, and not simply 
a disease process or health concern [9].

The Institute of Medicine describes the aim of patient-
centered care as: “providing care that is respectful and responsive 
to individual patient preferences, needs, and values and ensuring 
that patient values guide all clinical decisions” [10].

On a wide scale, providing patient centered care is an 
important goal when considering needed improvements of any 
health system [11]. As described by Lusk and Fater [12], patient 
centered care encompasses specific, important elements that must 
be present to attain quality patient care. The authors identify 
additional recommendations by the Institutes of Medicine, which 
address the recognition and respect of varying experiences, 
inclinations and needs of each patient, in addition to the provision 
of care and health and wellness preservation. In essence, excellent 
and quality patient care are the goals of patient centered care [12], 
and this speaks directly to the process of SDM.

As Moreau et al. [13] state, SDM accentuates patient centered 
care since meaningful and effective communication is necessary. 
This sets the foundation for a treatment method that incorporates 
the patient’s preferences and participation in the decision making 
process. The authors identify six components of patient centered 
care: disease exploration, seeing the patient as a biopsychosocial 
being, finding common ground, creating a therapeutic partnership, 
being realistic, and disease prevention/health promotion. However, 
the providers’ beliefs about shared involvement by the patient will 
also come into play. The establishment of a constructive patient-
provider relationship, the provider’s experience and expertise 
and interest in and respect for the patient as the subjective expert 
then come together to foster information sharing and discussion 
of choices [13]. Trust on the patient’s part can also promote their 
“self-confidence and self-efficacy”, thus facilitating involvement 
in the decision making process as a fully involved participant in 
the agreed upon treatment plan [13].

Of the six components outlined, finding common ground 
is the element that highlights the essence of SDM, although it 
does not speak to its totality [13]. Beyond the already discussed 
defining attributes of SDM, shared participation can only be 
attained where there is a “high-quality relational process” and 
resulting intervention that respects the patient’s values where 
information and treatment decisions are concerned [13]. Ferrer 
and Gill also ascertain that a sign of patient-centered care is that 
important choices are made through SDM [14]. The authors 
elaborate that SDM combines important aspects of patient care 
such as “patient preferences, scientific evidence on outcomes, and 
clinicians’ expertise in integrating clinical circumstances, values 
and evidence” [14].

Munthe et al. offer the concept of the patient narrative as a 
tool to guide the provider’s thought process in care provision and 
treatment approaches [15]. The collaborative method by which 
treatment options are agreed upon as well as how this further 
incorporates the patient’s story underscores that the ongoing 
nature of patient centered care is inherent within SDM [15]. This, 
in effect, individualizes the patient’s care. 
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Additionally, Lein and Willis suggest patient-centered 
interviewing methods as an approach to fostering “long-term 
therapeutic relationships with complex patients” [16]. Factoring 
in time constraints inherent to most outpatient visits, the authors 
describe patient-centered interviewing as “a skill that requires an 
optimal balance between completeness and efficiency” [16].

Finally, Robinson et al. maintain that adherence is increased 
when patient centered approaches are used [9]. The elements of 
communication, SDM, and self-management are explored, and 
specifically correlate understanding of the patient’s goals or desires 
of treatment with the likelihood of adherence [9]. The process of 
SDM should reveal any barriers to adherence, the authors elaborate, 
creating an opportunity for exploration of alternative options 
that align with the patient’s values. However, evidence based 
practice should still be incorporated, which can be accomplished 
by recognition of effective interventions and consideration of the 
risks/benefits of each treatment options, all the while keeping in 
mind and incorporating patient preferences [9].

As a tangible example of patient engagement, which requires 
SDM and effective communication, the Agency for Health Care 
Research and Quality (AHRQ) offers a toolkit titled, “Taking 
Charge of Your Healthcare: Your Path to Being an Empowered 
Patient.” This material addresses patient discharge needs after a 
hospitalization. A user friendly printout, lists crucial details for 
patients to be aware of, such as making a follow up appointment, 
having a list of medications and obtaining hospital records [17]. 
It can be located at http://www.consumersadvancingpatientsafety.
org/caps/wp-content/uploads/2013/03/EmpoweredPatientBooklet.
pdf 

An important addition to the literature is the 2018 Cochrane 
review: “interventions for increasing the use of shared decision 
making by healthcare professionals” [18]. The purpose of the 
metanalysis was to determine the effectiveness of interventions 
used by healthcare providers intended to increase shared decision 
making. They concluded that at this time there is insufficient 
evidence to be supportive of any such interventions because 
evidence of effectiveness is low or very low. 

Obstacles and Solutions
If SDM is such a needed approach to achieving excellence 

and effective patient care, why does it seem to be so infrequently 
used by American health care providers? Friedberg et al. found that 
treatment recommendations and care delivery are still taking place 
without sufficient explanation of treatment options or inclusion of 
patients’ input [11]. This may be attributed to providers lacking 
the communication skills or competencies needed to achieve 
SDM [11]. In addition, a problem of non-adherence may lie in 
the “bureaucratic approach” to healthcare management on behalf 
of health care providers for their patients. That is to say, a focus 
on managing costs, outcomes, and efficiency may inadvertently 
inhibit patients from choosing to be accountable for their health, at 
least to the best of their capability [2]. 

Legare and Witteman [19] evaluated a number of studies 
to explore perceived barriers to SDM. Time constraints, patient 
characteristics, and greater need for data supporting positive 
patient outcomes were the most reported by providers [19]. 
Interestingly, they found that time has been the most often listed 
barrier to any change in clinical practice, although the authors 
suggest this could likely be minimized through provider training in 
SDM. Providers were also found to inaccurately assume whether 
or which patients would be interested in participating in SDM: the 
roles were minimized for older adults, immigrants, or those with 
lower education or literacy levels [19]. The authors suggest that 
these vulnerable populations can be empowered to take a more 
active role in decision making by learning communication skills 
that might facilitate SDM, which by extension would empower 
them enough to participate in making health care related choices. 
Furthermore, this aligns with knowing patients’ needs and 
preferences. 

Politi et al. also address why SDM isn’t more popular 
among providers at this time [20]. In their discussion of how 
scientific uncertainty can affect providers’ interest in using SDM, 
the authors looked at what provider characteristics made them 
more or less likely to incorporate SDM into their current practice. 
Provider responses to questionnaires examined patient encounters 
that employed SDM methods before and after providers attended 
SDM training sessions. Respondents were largely physicians, and 
the authors established correlations between having additional 
educational training (in addition to a medical doctorate degree), 
being male, established providers (as opposed to residents) and 
lower reported rates of anxiety from uncertainty as well as lower 
reported rates of reluctance to verbalize uncertainty. 

The issues of uncertainty as they relate to the risks and 
benefits, or even a diagnosis, can quickly surface as a consequence 
of closely involving patients in their decision process. O’Riordan 
et al. [21] consider the skills needed to cope with uncertainty (as 
it relates to diagnosis) as a challenge within general medicine 
[21]. The authors outline how the provider’s thought process 
could play out, and this could provide useful traits that might 
make one provider engage in SDM with his/her patients versus 
another. The use of evidence-based medicine is considered as an 
example, although not always used, when providers must choose 
the appropriate diagnostics to order. The notion of pattern seeking 
is also differentiated in the practice of primary care providers, as 
this may alleviate or reduce the possibility for uncertainty when 
making a diagnosis. Additionally, the challenge of how the patient 
presents his symptomology can also confound efforts, although an 
experienced or expert provider is suggested to be more able to hone 
in on important details that might be embedded within the patient’s 
“story of illness”. To this end, the use of closed ended questions is 
provided as a means to ascertain an initial diagnosis.  

As Politi and Street [20] state, “collaborative decision making 
assumes that the uncertainty that complicates medical decisions” 
is communicated with patients, and this is where decision aids 
or tools can be used to facilitate the patient’s decision making 

http://www.consumersadvancingpatientsafety.org/caps/wp-content/uploads/2013/03/EmpoweredPatientBooklet.pdf
http://www.consumersadvancingpatientsafety.org/caps/wp-content/uploads/2013/03/EmpoweredPatientBooklet.pdf
http://www.consumersadvancingpatientsafety.org/caps/wp-content/uploads/2013/03/EmpoweredPatientBooklet.pdf
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process [20]. Elwyn et al. [22] consider the use of option grids 
or summary tables that patients can review during their provider 
office visit. The FAQ formatting allows the patient to quickly hone 
in on possible topics of discussion as a guide. The patient can 
also print the table ahead of time. The format was borrowed from 
the web tool Bresdex, a website designed for patients diagnosed 
with breast cancer. One must also consider that, while providers 
may have struggled with the possibility of more than one possible 
treatment option, a decision still needs to be made [19]. This is 
where a discussion may take place about what role patient/provider 
will make in the decision-making process. 

Finally, Elwyn et al. [8] assert that providers have received a 
lack of guidance about how to accomplish SDM in their practices. 
They propose that having clearly stated guidelines and steps as 
presented in their model will result in increased use of SDM 
strategies. While this assertion is understandable and may be true, 
guidelines alone may not be sufficient to overcome the many 
barriers that exist in a clinical practice.

In their examination of fibromyalgia treatment that used 
SDM, Bieber et al. [23] established that effective treatment 
methods are best accomplished via partnership. In fact, the patient 
is enabled and supported to the extent that greater responsibility can 
be assumed on their part for medical choices, which underscores 
the importance of autonomy for this dynamic to exist [23]. The 
process in itself surfaces as provider’s employ specifically needed 
capabilities, “such as inviting patients explicitly in the decision-
making process, checking patients’ role preference, explaining the 
notion of medical equipoise (to have more than one valid medical 
option), available options, checking patients’ understanding, 
identifying and responding to any expectations and fears, and, 
finally, negotiating a treatment decision” [23].

However, Shortus et al. also point out the distinction of the 
patient’s clinical context, such as being in imminent danger versus 
management of chronic diseases. In other words, providers can 
safely and appropriately promote and employ SDM to improve 
implementation of patient care to achieve mutually agreed upon 
goals where decisions are flexible, and this tends to exists in 
management of chronic diseases [24]. 

Recently, SDM was evaluated in a study of lung cancer 
screening discussions and decisions [25]. Such discussions between 
physicians and patients averaged less than one minute and potential 
harms of the procedure were never mentioned even though there 
can be a false positive rate of 98%. CMS provides guidelines to 
promote SDM in situations in which lung cancer screening is being 
considered and these were clearly not implemented.

Implementation science experts have begun to address the 
realities of how the health care system could more effectively 
begin to implement SDM [26]. They engaged with several 
stakeholders to better identify the issues and challenges involved 
is using SDM in clinical practice. One of their key findings was 
that “…translating SDM into practice is complex and requires 
… attention to multilevel contextual factors” (page 11). Many 
levels of stakeholders must be involved to continue to develop the 
required approaches.

Training Health Professions 
Having the capacity to establish an effective patient-provider 

dynamic requires good communication skills from the provider, in 
addition to genuinely listen to what the patient is saying, or not 
saying; even non-verbal cues can offer insight as to what are the 
patient’s values and preferences [2]. Providers can emulate the 
tenets of SDM by first trying to elicit the patient’s understanding 
of their disease process or condition, what the treatment goals 
are and their understanding of the risks involved of treatment 
options or no treatment at all [27]. Only then should the provider 
go into an explanation of the patient’s condition, in addition to 
self-management approaches, and finally conclude with treatment 
options. Outcome goals can then be mutually agreed upon [27].

Legare et al. [19] offer a review of existing SDM training 
programs for health care providers. They noted foremost the 
novelty of these programs, suggesting perhaps that greater and 
wider scale efforts are now being implemented. The authors found 
that physicians tended to be the focus of skill development in 
SDM, although they also offer that an interdisciplinary approach 
might increase its frequency in health care settings. 

Legare et al. [19] also maintain that patients making 
decisions in the primary care setting usually work with more than 
one type of health care provider, and hence SDM models should 
reflect this multi-faceted perspective. Training of various types 
of health care providers, whether via educational intervention or 
continuing education certification, is one approach to help increase 
patient participation, as well as the likelihood of adherence to the 
agreed decision [28]. In fact, Lown and colleagues developed their 
own continuing education training tool to teach and encourage 
needed skills to achieve SDM for health care providers at the 
interdisciplinary level. 

Communication skills, as identified by this interprofessional 
decision support tool include listening and exploring varying 
perspectives, clarifying responsibilities, recognition of one’s 
limits, asking for/offering/receiving feedback, reflection of group 
process, discussion of possible options and identification of whom 
will offer the interdisciplinary group’s opinion or thoughts to the 
patient/family members [28].

Is the patient passively listening, or are they asking questions •	
as the treatment plan is discussed?

Have they shared any meaningful information about their •	
life or beliefs that could create obstacles to upholding an 
agreed upon treatment plan?

Are several approaches to a treatment plan feasible? Has the •	
patient even verbalized agreement to the treatment plan?

Has the patient opted not to have or implement any treatment •	
at all?
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Has the patient expressed interest or had previous experience •	
with complementary therapies, and if so, would it be possible 
to include these as an approach to improve adherence to a 
treatment plan?

Have printed or written materials been offered?•	

Table 1: SDM questions providers may want to consider.

Tools to Measure SDM 
Also useful are tools that measure SDM from the patient’s 

perspective, in addition to attributes that may be needed from 
the patient and/or provider to achieve SDM. What is essentially 
being measured here is the quality or efficacy of communication 
[29]. Hibbard and Greene discuss the quantification and outcomes 
of patient activation as it relates to health outcomes and patient 
experience [30]. Named the Patient Activation Measure (PAM), 
this tool was designed to assess the patient’s self-understanding 
and capacity to manage their own health care. The authors state 
findings that established patients scoring higher Patient Activation 
Measure with regular provider visits, screenings, immunizations, 
and improved outcomes such as BMI, HgA1C, blood pressure and 
cholesterol within normal ranges [30]. Furthermore, the authors 
found evidence indicating that being highly activated as a patient 
was linked to more positive patient care experiences. Indeed, 
“highly activated patients may have the skills and confidence to 
elicit what they need from their providers” [30]. While the PAM 
does not measure SDM, it would be a useful tool to correlate with 
a SDM tool. 

The OPTION scale (abbreviated for “observing patient 
involvement”) has also been developed as a method to determine 
the level of patient participation [3]. Developed by Elwyn and 
colleagues, it provides a determination of whether or not patient 
participation in SDM is an option, and if so, at what point of care 
or level of treatment this may be possible. The existence of this 
tool lays the necessary foundation for open communication, so 
that patients are enabled to understand the “nature of the problem, 
that there are uncertainties and different likelihoods of harms and 
benefits and that the patient can…influence the decision itself” [31].

Elwyn and colleagues are also refining another measurement 
that assesses SDM from the patient’s perspective called CollaboRATE 
[8]. Based on SDM, this patient-reported measurement tool also 
seeks to establish its barriers in the patient-provider dynamic. 
The very use of the term “decision” was found to be problematic 
where patients were unaware of how or whether they were making 
decisions. Hence, confusion sets in and patients may not feel 
cognitively equipped to participate in making choices. It was 
established that using specific terms such as “what matters most” 
and “choosing what to do next” were more patient-friendly [8]. 

Additionally, the SDM-Q-9 was designed to address the 
patient’s perspective of the SDM process in the primary care 
setting, a tool that was generated from a German federally funded 
research team [32]. The questionnaire starts with identification of 
the chief complaint and treatment decision. Nine statements then 

follow, and are presented on a Likert scale where the patient rates 
answer from “completely disagree” to “completely agree”. The 
total raw score can range from 0, which would indicate the lowest 
level or no SDM occurring, to 100, meaning that the highest level 
of SDM [32]. 

Finally, Kasper et al. compared four instruments purporting 
to measure SDM. They concluded that existing measures do not 
refer to a single construct and that a gold standard is not present to 
judge current SDM tools.

Research Findings of SDM’s Influence on Patient 
Outcomes

Nurses are involved with SDM on two levels. Nurses are part 
of interdisciplinary teams who collaboratively work together with 
patients to reach treatment decisions. Nurses are also individual 
providers who work with patients to make choices about treatment 
and delivery choices that are wholly within nursing care. Research 
conducted by nurse researchers in the context of SDM exclusively 
in nursing practice is still in its infancy. Most research around SDM 
includes nurses as part of the interdisciplinary team providing care 
to a target population, but is not exclusively about SDM only in 
nursing practice.

Research conducted by and about nursing practice in SDM 
has been frequently qualitative and studies the nurses’ perceptions 
regarding SDM. Often the dilemmas surround end-of-life decisions. 
Kryworuchko et al. have provided a thorough review of extant 
literature on interventions used in SDM in end-of-life for nursing 
literature, but the trials are much broader than nursing practice 
alone [33]. Frank also has provided a review of qualitative studies 
focused on end-of-life decision making which involve nurses in 
various roles [34]. Kahveci produced a qualitative study since then 
that describes SDM in paediatric intensive care units in Turkey [35]. 
Oliver et al. [36] evaluated the shared decisions between hospice 
nurses, patients, and family members. They concluded that hospice 
staff can benefit from a more purposeful process which includes 
more focus on patient and family understanding and ability to 
implement a plan of care. Allen et al. [37] studied the effectiveness 
of a an intervention supporting shared decision making on patient 
decision quality and concordance between stated values and actual 
treatment received. The intervention modestly improved patient 
decision quality, but did not affect concordance. 

Outside of end-of-life decisions, Upton and colleagues 
produced a qualitative study describing how primary care asthma 
nurses share decision making with patients regarding inhaler device 
selection. Truglio-Londrigan is the only author from the US to 
publish a study, also qualitative, which describes their experiences 
with SDM. She interviewed home care nurses to describe their 
experiences in SDM [38]. The contribution of this study is its focus 
on the process and understanding of SDM that is more generic in 
nature and not focused on critical end-of-life decisions. Smith et 
al. [39] conducted qualitative interviews with patients to discover 
whether or not patients had discussed out of pocket medication 
costs as part of the decision making process around a specific 
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pharmacologic agent for their form of congestive heart failure. 
Few patients could recall ever having had a discussion around out 
of pocket costs and all shared that cost played a considerable role 
in their ability to adhere to the agreed upon plan of care. 

So there is research, as well as clinical practice opportunities, 
for nurses to participate in SDM with patients as part of a team 
and in direct practice as individual nurses caring for a patient or 
family. Nursing research on SDM seems to focus primarily on the 
experience of the nurse in SDM, thus, descriptive and qualitative 
in nature. Nurses have yet to use the quantitative tools described 
earlier in this manuscript to describe their practice of SDM [40]. 

Physicians have recently demonstrated in a small study that 
they are not using a SDM approach in conversations with their 
patients about lung cancer screening [25]. It is unclear what other 
choices regarding screening patients may have made had SDM been 
used to inform them of benefits versus harms in this screening. 

Conclusion
As one can appreciate, SDM, while certainly no longer a 

novel concept, still remains an evolving effort towards quality 
based patient care. As a process from the provider’s assessment, 
it starts with a willingness to believe that patients are capable of 
directing their care when fully informed. As an outcome from the 
patient’s experience, it obliges not only active participation in 
one’s health care, but also implies self-management, which can 
exist in varying degrees. This discussion of SDM demonstrates 
its complexity, particularly because effective communication 
between patients and providers, among other elements of SDM, 
is often lacking. Another challenge is that SDM, which has 
inherently intuitive elements, necessitates provider training and 
for many providers, this translates into an entirely new approach 
to patient care. However, the use of decision aids, as briefly 
discussed, can provide an excellent avenue for opening the door 
to communication, and also serve as educational opportunities that 
can be reinforced or revisited.

References
(2014) Informed Medical Decisions Foundation. What is shared deci-1. 
sion making?

Hain DJ, Sandy D (2013) Partners in care: Patient empowerment 2. 
through shared decision-making. Nephrol Nurs J 40: 153-157.

Barratt A (2008) Evidence Based Medicine and Shared Decision Mak-3. 
ing: the challenge of getting both evidence and preferences into health 
care. Patient Educ Couns 73: 407-412.

Vranceanu AM, Cooper C, Ring D (2009) Integrating patient values 4. 
into evidence-based practice: effective communication for shared de-
cision-making. Hand Clin 25: 83-96.

Rise MB, Solbjor M, Lara MC, Westerlund H, Grimstad H, et al. (2013) 5. 
Same description, different values. How service users and providers 
define patient and public involvement in health care. Health Expect 
16: 266-276.

Street RL Jr, Makoul G, Arora NK, Epstein RM (2009) How does com-6. 

munication heal? Pathways linking clinician-patient communication to 
health outcomes. Patient Educ Couns 74: 295-301.

Montori VM, Gafni A, Charles C (2006) A shared treatment decision-7. 
making approach between patients with chronic conditions and their 
clinicians: the case of diabetes. Health Expect 9: 25-36. 

Elwyn G, Frosch D, Thomson R, Joseph-Williams N, Lloyd A, et al. 8. 
(2012) Shared decision making: a model for clinical practice. J Gen 
Intern Med 27: 1361-1367. 

Robinson JH, Callister LC, Berry JA, Dearing KA (2008) Patient-cen-9. 
tered care and adherence: definitions and applications to improve out-
comes. J Am Acad Nurse Pract 20: 600-607.

Institute of Medicine (2001) Crossing the quality chasm: A new health 10. 
system for the 21st century. National Academy Press. Washington DC.

Friedberg MW, Van Busum K, Wexler R, Bowen M, Schneider EC 11. 
(2013) A demonstration of shared decision making in primary care 
highlights barriers to adoption and potential remedies. Health Aff (Mill-
wood) 32: 268-275.

Lusk JM, Fater K (2013) A concept analysis of patient-centered care. 12. 
Nurs Forum 48: 89-98. 

Moreau A, Carol L, Dedianne MC, Dupraz C, Perdrix C, et al. (2012) 13. 
What perceptions do patients have of decision making (DM)? Toward 
an integrative patient-centered care model. A qualitative study using 
focus-group interviews. Patient Educ Couns 87: 206-211.

Ferrer RL, Gill JM (2013) Shared decision making, contextualized. Ann 14. 
Fam Med 11: 303-305.

Munthe C, Sandman L, Cutas D (2012) Person centred care and 15. 
shared decision making: implications for ethics, public health and re-
search. Health Care Anal 20: 231-249.

Lein C, Wills CE (2007) Using patient-centered interviewing skills to 16. 
manage complex patient encounters in primary care. J Am Acad Nurse 
Pract 19: 215-220.

(2014) Taking charge of your healthcare: Your path to being an em-17. 
powered patient. AHRQ innovations exchange.

Légaré F, Adekpedjou R, Stacey D, Turcotte S, Kryworuchko J, et al. 18. 
(2018) Interventions for increasing the use of shared decision mak-
ing by healthcare professionals. Cochrane Database Syst Rev 7: 
CD006732.

Légaré F, Witteman HO (2013) Shared decision making: examining 19. 
key elements and barriers to adoption into routine clinical practice. 
Health Aff (Millwood) 32: 276-284.

Politi MC, Clark MA, Ombao H, Dizon D, Elwyn G (2010) Communi-20. 
cating uncertainty can lead to less decision satisfaction: a necessary 
cost of involving patients in shared decision making? Health Expect 
14: 84-91.

O’Riordan M, Dahinden A, Aktürk Z, Ortiz JM, Dağdeviren N, et al. 21. 
(2011) Dealing with uncertainty in general practice: an essential skill 
for the general practitioner. Qual Prim Care 19: 175-181. 

Elwyn G, Barr PJ, Grande SW, Thompson R, Walsh T, et al. (2013) 22. 
Developing CollaboRATE: a fast and frugal patient-reported measure 
of shared decision making in clinical encounters. Patient Educ Couns 
93: 102-107.

http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
http://www.informedmedicaldecisions.org/what-is-shared-decision-making/
https://www.ncbi.nlm.nih.gov/pubmed/23767339
https://www.ncbi.nlm.nih.gov/pubmed/23767339
https://www.ncbi.nlm.nih.gov/pubmed/18845414
https://www.ncbi.nlm.nih.gov/pubmed/18845414
https://www.ncbi.nlm.nih.gov/pubmed/18845414
https://www.ncbi.nlm.nih.gov/pubmed/19232919
https://www.ncbi.nlm.nih.gov/pubmed/19232919
https://www.ncbi.nlm.nih.gov/pubmed/19232919
https://www.ncbi.nlm.nih.gov/pubmed/21838833
https://www.ncbi.nlm.nih.gov/pubmed/21838833
https://www.ncbi.nlm.nih.gov/pubmed/21838833
https://www.ncbi.nlm.nih.gov/pubmed/21838833
https://www.ncbi.nlm.nih.gov/pubmed/19150199
https://www.ncbi.nlm.nih.gov/pubmed/19150199
https://www.ncbi.nlm.nih.gov/pubmed/19150199
https://www.ncbi.nlm.nih.gov/pubmed/16436159
https://www.ncbi.nlm.nih.gov/pubmed/16436159
https://www.ncbi.nlm.nih.gov/pubmed/16436159
https://www.ncbi.nlm.nih.gov/pubmed/22618581
https://www.ncbi.nlm.nih.gov/pubmed/22618581
https://www.ncbi.nlm.nih.gov/pubmed/22618581
https://www.ncbi.nlm.nih.gov/pubmed/19120591
https://www.ncbi.nlm.nih.gov/pubmed/19120591
https://www.ncbi.nlm.nih.gov/pubmed/19120591
https://www.ncbi.nlm.nih.gov/pubmed/25057539
https://www.ncbi.nlm.nih.gov/pubmed/25057539
https://www.ncbi.nlm.nih.gov/pubmed/23381519
https://www.ncbi.nlm.nih.gov/pubmed/23381519
https://www.ncbi.nlm.nih.gov/pubmed/23381519
https://www.ncbi.nlm.nih.gov/pubmed/23381519
https://www.ncbi.nlm.nih.gov/pubmed/23600637
https://www.ncbi.nlm.nih.gov/pubmed/23600637
https://www.ncbi.nlm.nih.gov/pubmed/21903355
https://www.ncbi.nlm.nih.gov/pubmed/21903355
https://www.ncbi.nlm.nih.gov/pubmed/21903355
https://www.ncbi.nlm.nih.gov/pubmed/21903355
https://www.ncbi.nlm.nih.gov/pubmed/23835815
https://www.ncbi.nlm.nih.gov/pubmed/23835815
https://www.ncbi.nlm.nih.gov/pubmed/21786152
https://www.ncbi.nlm.nih.gov/pubmed/21786152
https://www.ncbi.nlm.nih.gov/pubmed/21786152
https://www.ncbi.nlm.nih.gov/pubmed/17489953
https://www.ncbi.nlm.nih.gov/pubmed/17489953
https://www.ncbi.nlm.nih.gov/pubmed/17489953
https://innovations.ahrq.gov/qualitytools/taking-charge-your-healthcare-your-path-being-empowered-patient
https://innovations.ahrq.gov/qualitytools/taking-charge-your-healthcare-your-path-being-empowered-patient
https://www.ncbi.nlm.nih.gov/pubmed/30025154
https://www.ncbi.nlm.nih.gov/pubmed/30025154
https://www.ncbi.nlm.nih.gov/pubmed/30025154
https://www.ncbi.nlm.nih.gov/pubmed/30025154
https://www.ncbi.nlm.nih.gov/pubmed/23381520
https://www.ncbi.nlm.nih.gov/pubmed/23381520
https://www.ncbi.nlm.nih.gov/pubmed/23381520
https://www.ncbi.nlm.nih.gov/pubmed/20860780
https://www.ncbi.nlm.nih.gov/pubmed/20860780
https://www.ncbi.nlm.nih.gov/pubmed/20860780
https://www.ncbi.nlm.nih.gov/pubmed/20860780
https://www.ncbi.nlm.nih.gov/pubmed/21781433
https://www.ncbi.nlm.nih.gov/pubmed/21781433
https://www.ncbi.nlm.nih.gov/pubmed/21781433
https://www.ncbi.nlm.nih.gov/pubmed/23768763
https://www.ncbi.nlm.nih.gov/pubmed/23768763
https://www.ncbi.nlm.nih.gov/pubmed/23768763
https://www.ncbi.nlm.nih.gov/pubmed/23768763


Citation: Courtney M, Daniel K, Abraham C (2019) Shared Decision Making in Primary Care: An Overview. J Family Med Prim Care Open Acc: JFOA-129. DOI: 
10.29011/JFOA-129/100029

7 Volume 3; Issue 02

Bieber C, Müller KG, Blumenstiel K, Hochlehnert A, Wilke S, et al. 23. 
(2008) A shared decision-making communication training program for 
physicians treating fibromyalgia patients: effects of a randomized con-
trolled trial. J Psychosom Res 64: 13-20.

Shortus T, Kemp L, McKenzie S, Harris M (2011) Managing patient 24. 
involvement’: provider perspectives on diabetes decision-making. 
Health Expect 16: 189-198.

Brenner AT, Malo TL, Margolis M, Elston Lafata J, James S, et al. 25. 
(2018) Evaluating Shared Decision Making for Lung Cancer Screen-
ing. JAMA Intern Med 178: 1311-1316.

Tan ASL, Mazor KM, McDonald D, Lee SJ, McNeal D, et al. (2018) 26. 
Designing Shared Decision-Making Interventions for Dissemina-
tion and Sustainment: Can Implementation Science Help Translate 
Shared Decision Making into Routine Practice? MDM Policy Pract 3: 
2381468318808503.

Bryant L (2012) Shared decision-making: What’s new, and why is it so 27. 
important? Practice Nurse 42: 38-43.

Lown BA, Kryworuchko J, Bieber C, Lillie DM, Kelly C, et al. (2011) 28. 
Continuing professional development for interprofessional teams sup-
porting patients in healthcare decision making. J Interprof Care 25: 
401-408.

Weiss MC, Peters TJ (2008) Measuring shared decision making in 29. 
the consultation: a comparison of the OPTION and Informed Decision 
Making instruments. Patient Educ Couns 70: 79-86.

Hibbard JH, Greene J, Sofaer S, Firminger K, Hirsh J (2012) An ex-30. 
periment shows that a well-designed report on costs and quality can 
help consumers choose high-value health care. Health Aff (Millwood) 
31: 560-568. 

Elwyn G, Hutchings H, Edwards A, Rapport F, Wensing M, et al. (2005) 31. 
The OPTION scale: measuring the extent that clinicians involve pa-
tients in decision-making tasks. Health Expect 8: 34-42. 

Kriston L, Scholl I, Hölzel L, Simon D, Loh A, et al. (2010) The 9-item 32. 
Shared Decision Making Questionnaire (SDM-Q-9). Development and 
psychometric properties in a primary care sample. Patient Educ Couns 
80: 94-99.

Kryworuchko J, Hill E, Murray MA, Stacey D, Fergusson DA (2013) 33. 
Interventions for shared decision-making about life support in the in-
tensive care unit: a systematic review. Worldviews Evid Based Nurs 
10: 3-16.

Frank RK (2009) Shared decision making and its role in end of life 34. 
care. Br J Nurs 18: 612-618.

Kahveci R, Ayhan D, Döner P, Cihan FG, Koç EM (2014) Shared de-35. 
cision-making in pediatric intensive care units: a qualitative study with 
physicians, nurses and parents. Indian J Pediatr 81: 1287-1292.

Oliver DP, Washington K, Demiris G, Wallace A, Propst MR, et al. 36. 
(2018) Shared Decision Making in Home Hospice Nursing Visits: A 
Qualitative Study. J Pain Symptom Manage 55: 922-929.

Allen LA, McIlvennan CK, Thompson JS, Dunlay SM, LaRue SJ, et 37. 
al. (2018) Effectiveness of an Intervention Supporting Shared Deci-
sion Making for Destination Therapy Left Ventricular Assist Device: 
The DECIDE-LVAD Randomized Clinical Trial. JAMA Intern Med 178: 
520-529.

Truglio-Londrigan M (2013) Shared decision-making in home-care 38. 
from the nurse’s perspective: sitting at the kitchen table--a qualitative 
descriptive study. J Clin Nurs 22: 2883-2895.

Smith G, Shore S, Mitchell A, Moore M, Morris A, et al. (2018) Dis-39. 
cussing out-of-pocket costs with patients: Shared decision-making for 
sacubutril-valsartan in congestive heart failure. Journal of the Ameri-
can College of Cardiology 71: A2626.

De Oliveira GS Jr, Errea M, Bialek J, Kendall MC, McCarthy RJ (2018) 40. 
The impact of health literacy on shared decision making before elec-
tive surgery: a propensity matched case control analysis. BMC Health 
Serv Res 18: 958.

https://www.ncbi.nlm.nih.gov/pubmed/18157994
https://www.ncbi.nlm.nih.gov/pubmed/18157994
https://www.ncbi.nlm.nih.gov/pubmed/18157994
https://www.ncbi.nlm.nih.gov/pubmed/18157994
https://www.ncbi.nlm.nih.gov/pubmed/21645187
https://www.ncbi.nlm.nih.gov/pubmed/21645187
https://www.ncbi.nlm.nih.gov/pubmed/21645187
https://www.ncbi.nlm.nih.gov/pubmed/30105393
https://www.ncbi.nlm.nih.gov/pubmed/30105393
https://www.ncbi.nlm.nih.gov/pubmed/30105393
https://www.ncbi.nlm.nih.gov/pubmed/30560204
https://www.ncbi.nlm.nih.gov/pubmed/30560204
https://www.ncbi.nlm.nih.gov/pubmed/30560204
https://www.ncbi.nlm.nih.gov/pubmed/30560204
https://www.ncbi.nlm.nih.gov/pubmed/30560204
https://www.researchgate.net/publication/281688930_Shared_decision-making_What's_new_and_why_is_it_so_important
https://www.researchgate.net/publication/281688930_Shared_decision-making_What's_new_and_why_is_it_so_important
https://www.ncbi.nlm.nih.gov/pubmed/21657852
https://www.ncbi.nlm.nih.gov/pubmed/21657852
https://www.ncbi.nlm.nih.gov/pubmed/21657852
https://www.ncbi.nlm.nih.gov/pubmed/21657852
https://www.ncbi.nlm.nih.gov/pubmed/17942270
https://www.ncbi.nlm.nih.gov/pubmed/17942270
https://www.ncbi.nlm.nih.gov/pubmed/17942270
https://www.ncbi.nlm.nih.gov/pubmed/22392666
https://www.ncbi.nlm.nih.gov/pubmed/22392666
https://www.ncbi.nlm.nih.gov/pubmed/22392666
https://www.ncbi.nlm.nih.gov/pubmed/22392666
https://www.ncbi.nlm.nih.gov/pubmed/15713169
https://www.ncbi.nlm.nih.gov/pubmed/15713169
https://www.ncbi.nlm.nih.gov/pubmed/15713169
https://www.ncbi.nlm.nih.gov/pubmed/19879711
https://www.ncbi.nlm.nih.gov/pubmed/19879711
https://www.ncbi.nlm.nih.gov/pubmed/19879711
https://www.ncbi.nlm.nih.gov/pubmed/19879711
https://www.ncbi.nlm.nih.gov/pubmed/22490044
https://www.ncbi.nlm.nih.gov/pubmed/22490044
https://www.ncbi.nlm.nih.gov/pubmed/22490044
https://www.ncbi.nlm.nih.gov/pubmed/22490044
https://www.ncbi.nlm.nih.gov/pubmed/19491735
https://www.ncbi.nlm.nih.gov/pubmed/19491735
https://www.ncbi.nlm.nih.gov/pubmed/24752630
https://www.ncbi.nlm.nih.gov/pubmed/24752630
https://www.ncbi.nlm.nih.gov/pubmed/24752630
https://www.ncbi.nlm.nih.gov/pubmed/29128433
https://www.ncbi.nlm.nih.gov/pubmed/29128433
https://www.ncbi.nlm.nih.gov/pubmed/29128433
https://www.ncbi.nlm.nih.gov/pubmed/29482225
https://www.ncbi.nlm.nih.gov/pubmed/29482225
https://www.ncbi.nlm.nih.gov/pubmed/29482225
https://www.ncbi.nlm.nih.gov/pubmed/29482225
https://www.ncbi.nlm.nih.gov/pubmed/29482225
https://www.ncbi.nlm.nih.gov/pubmed/23331469
https://www.ncbi.nlm.nih.gov/pubmed/23331469
https://www.ncbi.nlm.nih.gov/pubmed/23331469
http://www.onlinejacc.org/content/71/11_Supplement/A2626
http://www.onlinejacc.org/content/71/11_Supplement/A2626
http://www.onlinejacc.org/content/71/11_Supplement/A2626
http://www.onlinejacc.org/content/71/11_Supplement/A2626
https://www.ncbi.nlm.nih.gov/pubmed/30541541
https://www.ncbi.nlm.nih.gov/pubmed/30541541
https://www.ncbi.nlm.nih.gov/pubmed/30541541
https://www.ncbi.nlm.nih.gov/pubmed/30541541

