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Abstract

Shared decision-making (SDM) is the process of clinic-
ians and patients participating jointly in making health-
care decisions, having discussed evidence-based treat-
ment options and the potential risks and benefits of
each option, taking into consideration the patient’s
individual preferences and values. SDM is ubiquitous
in Australian healthcare policy. While there is good evi-
dence for utilising SDM, clinicians’ knowledge of SDM,
the current uptake, effectiveness and acceptability

of SDM in Australia is largely unknown. The challenges
perceived by clinicians to implementing SDM in clinical
practice and potential moral, legal and ethical dilemmas
require further debate and consideration.

Abbreviations: SDM - Shared Decision-Making.
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The principles of shared decision-making (SDM) are
essential in healthcare delivery and aim at developing a
genuinely patient-focused healthcare system. [1] Evidence
suggests SDM reduces healthcare costs and variations in
care while increasing patient compliance and satisfaction
with treatment. [2] Urgent and widespread implementation
of SDM in all healthcare settings has been advocated in
Australia, [3] including Australian healthcare policy. [4]
Despite emerging evidence of successful SDM models
and their benefit internationally, [5] there are also many
challenges and careful consideration needs to be exercised
in the widespread implementation in clinical practice in
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Australia. Few training opportunities in SDM currently exist
for clinicians, either at postgraduate level or continuing
professional development. [3] This may pose a risk of an
ad hoc implementation by ill-equipped clinicians, who
increasingly provide care to patients with multi-morbidity.

Coulter and Collins [5] describe three essential components

of shared decision-making:

- The patient is provided with current, unbiased evidence-
based information about potential care, support or
treatment, clarifying outcomes or uncertainties;

- There is decision support counselling with a clinician to
clarify options and patient preferences; and

« Thereis a robust system to record patient preferences,
communicate them to others and to implement the
preferred choice.

Discrepancies exist between clinicians’ self-reported use of
SDM and observations of usual care. [1] One of the criticisms
of SDM is the perceived time required to practise SDM with
patients, in settings that are already time poor with clinicians
overextended. [6,7] There are conflicting opinions among
researchers about whether additional time is required to
implement SDM. [3,6] Clinicians cite time constraints as
the most frequently anticipated barrier to SDM [8] and
policy or research has not satisfactorily addressed this. Time
constraints do not simply relate to the decision-making
process with patients, but also the time required to access
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up-to-date research evidence, which may not always be
readily accessible for clinicians, for specific treatment under
consideration.

Additional challenges which need to be addressed include
how clinicians can use the SDM process with patients who
have cognitive deficits [9, 10] or low levels of health literacy.
[11] Patients with diminished capacity add another layer of
complexity to the SDM process for clinicians. [12] Clinicians
must determine who can legally act as a surrogate decision
maker, which is not always clear and may require time and
skills from the clinician. [12] Further considerations include
the surrogates’ willingness to be involved, [13] and their
intention to act in the best interests of the patient. [14]

The Australian Council on Health Standards [4] advocates for
the implementation of SDM by all clinicians in all healthcare
settings. The process of SDM conflicts with some current
government directives and legislation that abrogate patient
choice, such as childhood immunisation, male/female
circumcision and euthanasia. This presents moral, ethical
and legal dilemmas for clinicians, with no clear directives
on how these are to be resolved. There is a tension for
clinicians between adhering to clinical guidelines and law
and respecting a patient’s treatment preferences. [15]

Existing activity demonstrates Australian government
agencies commitment to SDM by incorporating principles
into policy, guidelines and planned training programs.
[4,16,17] However, further research is warranted in all
healthcare settings, for all disciplines, to complement
emerging policy initiatives and to determine resource needs.

Over the past decade, a large gap between theory and
practice of SDM continues. [8] The uptake of SDM in
Australia, clinicians’ knowledge of SDM and the level of
preferred patient involvement are largely unknown. Rather
than acting urgently as suggested, [3] more debate is
warranted regarding training requirements and adequate
support to implement a SDM process that is acceptable to
both clinicians and patients according to ethical principles.
Australian health policy should encompass a nationwide
and co-ordinated approach in research, training and
professional development in SDM.
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