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Patients should be involved in making decisions about
their health care. The ethical imperative of autonomy is
reflected in legal trends that require a high standard of
disclosure for informed consent, amounting to a prin-
ciple of informed choice.1–3 Outcomes of care and
adherence to treatment regimens improve when
patients are more involved.4 5 Consumerism is part of
the social spirit, and governments exhort citizens to
take more responsibility.

Models of doctor-patient encounters that result in
increased involvement of patients and that are
informed by good evidence have been termed, for
example, “informed patient choice”6–8 but do not
describe the interactive process clearly. We use the
term informed shared decision making to describe
decisions that are shared by doctor and patient and
informed by best evidence, not only about risks and
benefits but also patient specific characteristics and
values. It occurs in a partnership that rests on
explicitly acknowledged rights and duties and an
expectation of benefit to both.

We propose that a demonstrated capacity to
engage in informed shared decision making is charac-

terised by a set of necessary and sufficient competen-
cies. By competencies we mean the knowledge, skills,
and abilities that represent the instructional intents of a
programme, stated as specific goals.9 They are a frame-
work for teaching, learning, practice, and investigation

Summary points

Competencies for the practice of informed shared
decision making by physicians and patients are
proposed

The competencies are a framework for teaching,
learning, practice, and research

Challenges to putting informed shared decision
making into practice are perceived lack of time,
physicians’ predisposition and skill, and patients’
inexperience with making decisions about
treatment

Education and debate

Faculty of Medicine,
University of British
Columbia,
Vancouver, BC,
Canada V5Z 4E3
Angela Towle
director, MD
undergraduate
programme

Department of
Pathology and
Laboratory
Medicine,
University of British
Columbia
William Godolphin
professor

Correspondence to:
A Towle
atowle@interchange.
ubc.ca

BMJ 1999;319:766–71

766 BMJ VOLUME 319 18 SEPTEMBER 1999 www.bmj.com



of what should be a coherent process and an
accomplishment of any doctor-patient encounter in
which a substantive decision is made about treatment
or investigation for which reasonable choices exist.
They are mainly related to communications skills, but
at a higher level than those typically taught in medical
schools and continuing medical education, where the
emphasis tends to be on obtaining information from
patients (diagnostics), breaking bad news, and health
promotion. We present them with an intent of
parsimony and coherence. The sequence is not
intended to be prescriptive, nor do they describe verbal
phrases or a check list of behaviours. The time and
attention paid to the separate elements will vary with
circumstances; they may occur over several encounters
and will probably be iterative.

It seems logical that if informed shared decision
making takes place in partnership then patients should
bring certain abilities to the encounter. If the sole
responsibility for informed shared decision making rests
with physicians then we tend to perpetuate the paternal-
istic “doctor knows best” relationship. Others (such as a
doctor’s nurse or receptionist and a patient’s spouse or
parent) may also make important contributions to
informed shared decision making. Although our work
has mainly focused on the development of competen-
cies for physicians, we have developed a preliminary set
of complementary competencies for patients.

Methods
We performed a literature search using electronic
databases (Medline, cinahl, and HealthSTAR) and ref-
erences listed in textbooks to produce a draft list of
competencies. We then tested their validity in
semistructured interviews with five family doctors, four
patients, and three patient educators (health profes-
sionals whose role is to educate and counsel patients
about their condition) who were identified by their
peers as having good communication skills. We also
tested the validity of the competencies in focus groups
with cancer patients, diabetic patients, and patient
educators.

Physician competencies
We defined a working set of eight competencies for
physicians through the literature review, interviews,
and focus groups (see box). The basic concepts
inherent to informed shared decision making, and thus
underlying the competencies, are partnership (compe-
tency 1), explicit dialogue (all, but especially 2 and 3),
an informed patient (4 and 6) and physician (4 and 5),
shared decision making (6 and 7), and completeness.8

Partnership
The defining characteristics of partnership derive from
the models of mutual participation and contracts.10–12

From the literature and our interviews and observa-
tions, we conclude that partnership
x Implies mutual responsibilities (both physician and
patient have something to gain and contribute)
x Requires attention to, and explicit discussion about,
the relationship
x Is dynamic and adapts to changing circumstances of
either party

x Can be initiated at any time, but takes time to
develop; most encounters ought to provide opportuni-
ties for partnership building
x Is key to the other informed shared decision making
competencies.

Explicitness
In the absence of explicit discussion, physicians make
incorrect assumptions and unilateral decisions about
patients’ information needs and preferences, and incor-
rectly assess their own information giving behaviour.13–15

A consistent theme in the literature is that patients want
more information than they get, although studies on
patients’ preferences for decision making show more
variation. The obvious solution is to engage in an explicit

M
A

R
K

H
U

D
S

O
N

Competencies for physicians for informed
shared decision making

1 Develop a partnership with the patient
2 Establish or review the patient’s preferences for
information (such as amount or format)
3 Establish or review the patient’s preferences for role
in decision making (such as risk taking and degree of
involvement of self and others) and the existence and
nature of any uncertainty about the course of action
to take
4 Ascertain and respond to patient’s ideas, concerns,
and expectations (such as about disease management
options)
5 Identify choices (including ideas and information
that the patient may have) and evaluate the research
evidence in relation to the individual patient
6 Present (or direct patient to) evidence, taking into
account competencies 2 and 3, framing effects (how
presentation of the information may influence
decision making), etc. Help patient to reflect on and
assess the impact of alternative decisions with regard
to his or her values and lifestyle
7 Make or negotiate a decision in partnership with
the patient and resolve conflict
8 Agree an action plan and complete arrangements
for follow up.
• Informed shared decision making may also:

Involve a team of health professionals
Involve others (partners, family)
Differ across cultural, social, and age groups
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discussion. Preferences should be rechecked since needs
vary over time and at different stages of illness.16 Some
decisions are inherently more difficult, and uncertainty
remains about the course of action to take—for example,
because of a lack of information about alternatives and
consequences, emotional distress, or perceived pressures
from others.17 Through discussion the physician may
help to clarify the existence, nature, and degree of these
uncertainties.

The informed patient
Patients bring information to the consultation that
needs to be shared. In relation to decision making
patients bring three perspectives to the problem: infor-
mation, expectations, and preference.18 Eliciting these
concerns, ideas, and expectations is at the heart of
patient centred care (finding common ground)19 and
again needs to be done explicitly. The patients we
interviewed gave examples of how doctors make
assumptions and inaccurate guesses about patients’
concerns,20 and there is always the potential for misun-
derstanding. For example, a reassurance such as “It’s
nothing to worry about” may be interpreted as
ignoring important anxieties.

The informed physician
Physicians need to be able to find and evaluate current
evidence.21 22 Two points emerged from our interviews:
the patients assumed that this is what doctors do
already, and they wanted physicians to consider all
options available (not just drugs) including those
suggested by the patient. Alternative and complemen-
tary therapies are a challenge. The patients noted that
physicians are often not open to or informed about
such therapies (“Saying ‘It can’t do you any harm’ is no
discussion”), and there is rarely any evidence about
their efficacy. Even if these are not included as valid
choices they cannot be ignored. Many patients
contemplate and use them, and only a minority
disclose this to physicians.23

Shared decision making
A rich and complex literature on decision making,
decision analysis, communication of risk information,
and framing effects underlies this competency.24 25

Theories about decision making suggest that people
do not have stable and pre-existing beliefs about self
interest but construct them in the process of eliciting
information or deciding a course of action.26 The way

information is provided by the physician is therefore
crucial in assisting patients to construct preferences.

Practising the competencies for informed shared
decision making should lead to an agreed decision.
Problems may arise if there is no obvious best option
(for example, because of lack of good evidence) or
disagreement about the best option. Physician and
patient are then in conflict, and a solution needs to be
negotiated. If decision making is not explicit, conflict
may go unrecognised by the physician, with conse-
quences such as patient dissatisfaction and non-
adherence with treatment. In the context of informed
shared decision making, we take negotiation to mean
“a back and forth communication designed to reach an
agreement when you and the other side have some
interests that are shared and others that are
opposed.”27 28

Completeness
Informed and shared decisions do not just happen.
Both parties need to be clear on what decision has
been made, the plan to carry it out, the expectations,
roles and responsibilities, and arrangements for follow
up.29 All encounters for informed shared decision
making should conclude with an action plan. This may
range from an informal verbal agreement to a formal
written contract.

Patient competencies
In the absence of good literature on communication
skills for patients, we asked our informants what
patients should be able to do to play their part in
informed shared decision making. The family physi-
cians found it difficult to identify specific skills that
patients should possess, but the patient educators and
patients (particularly those with chronic diseases) had
many suggestions, which we distilled into a preliminary
set of competencies (see box).

Patients who are active in managing their health
and illness are also active in managing the relationship
with their doctor.30 The patients with chronic
conditions confirmed that they learn how to engage in
partnership and improve their communication
through experience. Patients can be taught these skills
formally,31–33 although experiments have been piece-
meal. The refinement of patient competencies and
ways to teach them are major challenges for successful
implementation of informed shared decision making.

Other challenges
We have met three recurring objections in the course
of our work.

“It would take too much time to do all that”
Several studies have shown that doctors trained in
some of these communications skills do not take
significantly longer to conduct patient interviews.34–36

An encounter involving informed shared decision
making may take longer but may still be more efficient
because of improved health outcomes. Well developed
skills may permit time savings. These are research
questions. Our preliminary experiments with stand-
ardised patients (patients or actors trained to present
with a consistent history) and physicians willing and

Competencies for patients for informed shared decision making*

1 Define (for oneself) the preferred doctor-patient relationship
2 Find a physician and establish, develop, and adapt a partnership
3 Articulate (for oneself) health problems, feelings, beliefs, and expectations
in an objective and systematic manner
4 Communicate with the physician in order to understand and share
relevant information (such as from competency 3) clearly and at the
appropriate time in the medical interview
5 Access information
6 Evaluate information
7 Negotiate decisions, give feedback, resolve conflict, agree on an action plan

*Preliminary list
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able to practise informed shared decision making sug-
gest that competence in such decision making can be
demonstrated in a 10 minute encounter.

“But we [physicians] already do that”
There is a wealth of somewhat depressing evidence that
physicians and patients do not communicate well.
Patients rarely give direct feedback about communica-
tion problems. This may encourage physicians to believe
that the studies do not apply to them personally. Skills in
communications and critical appraisal can be improved
by training. In our experience the use of standardised
patients with common problems has the advantage that
good communications are focused on improved health
outcomes, and physicians tend to be more accepting of,
and responsive to, feedback about communications
from patients (even standardised patients) than from
peers or educators.

“What about patients who don’t want to be
involved?”
Specialist knowledge and the law create an imbalance
in the power relationship between physician and
patient. Any shift from a paternalistic physician
practice toward a “meeting between experts”37 requires
the physician to encourage patient autonomy.38 Most
studies and theories of shared decision making are
illustrated by “hard cases”—that is, situations in which
decisions are for high stakes (such as treatment options
for cancer). If physicians and patients are to become
proficient at making informed and shared decisions it
would be sensible to begin with common problems.39

We are not surprised that patients shun making
decisions about treatment for breast cancer if their
prior experience gave little opportunity or encourage-
ment in relatively minor medical situations.

Our informants noted the much commoner occur-
rence of elements of informed shared decision making
in encounters about chronic disease such as diabetes
or arthritis. Presumably, practice improved perform-
ance. Social, cultural, and language factors may be bar-
riers to putting informed shared decision making into
practice, but these probably occur as serious problems
in only a minority of encounters for most physicians,
and possible solutions have been proposed.40 There are
many situations in which informed shared decision
making could be practised, in which patients wish it
were practised, and in which the major barriers are lack
of predisposition and skill.
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