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 Shared Decision Making should be our basic approach  

SDM – decision making with: 

At a minimum physician and 

patient being involved in decision 

making 

Both sharing information and 

preferences 

Both deliberating 

Both making a decision and 

agreeing on the treatment to be 

implemented 
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EBM and SDM  

SDM – decision making with: 

At a minimum physician and 

patient being involved in decision 

making 

Both sharing information and 

preferences 

Both deliberating 

Both making a decision and 

agreeing on the treatment to be 

implemented 

 

 

EBM – clinical decision making 

based on: 

Current best research evidence 

Clinical expertise 

Patient values and preferences 
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Ten steps to make SDM the norm in clinical practice 

1. Recognition that health care involves choices and of patients’ autonomy 

2. Evidence of clinical effectiveness and cost-effectiveness 

3. Favourable policy climate with supporting regulation and professional 

and legal standards 

4. National implementation plan 

5. Supportive health system with financial incentives 

6. Rapid synthesis of latest evidence (2 week systematic review) and link 

to decision support intervention development and certification 

7. Readily accessible decision support interventions 

8. Clinical champions and clinician training 

9. Consumer champions and consumer training 

10. Metrics to monitor progress 
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Ten steps to make SDM the norm in clinical practice 

1. Recognition that health care involves choices and of patients’ autonomy 
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› Ethically desirable 

› Better health outcomes 

› Cost-effective relative to other options 
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Ten steps to make SDM the norm in clinical practice 

1. Recognition that health care involves choices and of patients’ autonomy 

2. Evidence of clinical effectiveness and cost-effectiveness 
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Health as an industry 

Source: Australian Institute of Health and Welfare 2011. Health expenditure Australia 2009-10. Health and welfare expenditure 

series no. 46. Cat. no. HWE 55. Canberra: AIHW.  
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Chalmers I, Glasziou P.  Avoidable waste in the production and reporting of 

research evidence. Lancet 2009;374:86-89. 
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9. Consumer champions and consumer training 
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STUDY AIM 

› To test the effect of a brief, consumer-led intervention 

consisting of three questions on  

Information provided to patients about their treatment options 

Patient involvement in the consultation (shared decision 

making)  
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Intervention: Ask 3 questions 
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The Intervention: Treatment Decision Questions 

 A set of questions which represent the minimum dataset required to make 

an informed choice under conditions of uncertainty: 

 

1. What are my options? 

 

2. What are the possible benefits and harms of those options? 

 

3. How likely are the benefits and harms of each option to 

occur? 

 

(and, if not offered by physician) What will happen if I do 

nothing? 
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Study Design   
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Participating family doctors 

 

Control SP Visit  

Visit 1 or 2  

Intervention SP visit 

Visit 1 or 2 

 

Randomised allocation of SPs for unannounced visits  

 

Assessment of outcomes based on audio-recordings  

ACEPP, OPTION Score, length of consultation 



Outcome measures 

› ACEPP, Assessing Communication about Evidence and Patient Preferences 

Detailed coding scheme applied to transcripts of audio-recorded consultations 

Four subscales assessing information/evidence about treatment options, expression of 
patient preferences and information about patient circumstances 

Assesses amount and quality of information about treatment options and outcomes, eg 
distinguishes between qualitative and quantitative information about treatment effects and 
nature of any quantitative information such as RR, RRR, ARR, event rates.  

Each scale generates a score out of 10, giving a total score range 0-40 

 

› OPTION (Elwyn 2003, 2005) 

 a 12-item, validated coding system of physician behaviors that facilitate patient 
involvement.  

 Items are rated on a 0-4 scale, scores are transformed to give a total out of 100  

 

› Additional outcomes 

 Length of consultation 
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Analysis 

Consultations were audio-recorded and transcribed verbatim 

Two coders coded all audio-recordings, one coder coded using OPTION and the 

other coded using ACEPP.  

 These coders were kept blind to study hypothesis and intervention  

A third coder dual coded 36% of the transcripts (13) using the ACEPP scale to 

assess inter-rater agreement; intra-class correlation co-efficient was 0.8 (0.48-

0.94).  

 

Paired t tests used to compare intervention and control consultations   

 ACEPP score 

 OPTION score 

Consultation duration 

›   
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ACEPP scores 

Mean scores Paired Samples Test – Paired 

Differences 

Intervention Control Mean  

 

95% CI (Lower-

Upper) 

p 

ACEPP score 21.4 16.6 4.7 2.3-7.0 <0.001 

OPTION score 35.6 25 11.6 5.5-17.7 0.001 

Consultation time 26 26 0 0.83 
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Shepherd HL, Barratt A, Trevena LJ et al. Three questions that patients can ask to 

improve the quality of information physicians give about treatment options: A cross-

over trial. Patient Education and Counseling 2011;84:379-385. 



CONCLUSIONS 

A brief consumer-led intervention consisting of three questions: 

Increased the amount and quality of information given about treatment 

options and possible outcomes 

 

Improved communication behaviours that encourage patient involvement 

in decision-making  

 

Did not increase consultation time in family practice. 
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Implications for practice 

These 3 simple questions appear to have potentially important effects on 

decision quality in clinical consultations. 

 

However, this study trained actors to serve as SPs and ask the questions.  

 

Next steps involve testing how ordinary patients would learn and ask the 

questions in routine healthcare situations.  
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Australian Cancer Trials Online 

› Australian consumers identified a need for a national consumer friendly 

website about cancer clinical trials 

 

› In Australia, most trials are registered with ANZCTR & ClinicalTrials.gov 

 

› These trial registries are a useful source of data about cancer trials for the 

Australian Cancer Trials website which was developed in 2008 by The 

University of Sydney, ANZCTR, Cancer Voices NSW & Cancer Australia 

 

› www.australiancancertrials.gov.au 
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http://www.australiancancertrials.gov.au/
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Outcomes 

› Proportion of patients with whom the possibility of participation in any 

clinical trial was discussed 

› Assessed by coding transcripts from audio-recordings of medical 

oncologist & patient consultations 

› Outcome assessors blind to intervention status of transcripts 

› 2nd coding of a proportion of transcripts to check inter-rater reliability 

› Secondary outcomes included proportion invited to join a trial, proportion 

who entered a trial, nature and complexity of information given about trials, 

consultation duration, website acceptability to consumers.  

 

   Dear RF, Barratt AL, Askie LM et al. Impact of a cancer clinical trials 

website on discussions about trial participation: a cluster randomized trial. 

Annals of Oncology January 18 2012: doi:10.1093/annonc/mdr585 

 



 



Ten steps to make SDM the norm in clinical practice 

1. Recognition that health care involves choices and of patients’ autonomy 

2. Evidence of clinical effectiveness and cost-effectiveness 

3. Favourable policy climate with supporting regulation and professional 

and legal standards 

4. National implementation plan 

5. Supportive health system with financial incentives 

6. Rapid synthesis of latest evidence (2 week systematic review) and link 

to decision support intervention development and certification 

7. Readily accessible decision support interventions 

8. Clinical champions and clinician training 

9. Consumer champions and consumer training 

10. Metrics to monitor progress 
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Conclusion 

SDM should be the basic and widely endorsed approach to clinical 

decision making, but must be based on current best evidence 

Will need widespread system reform and  professional change for SDM to 

be the norm in clinical practice 

Consumers have an important role to play in implementing SDM 

Will need to be outspoken, persistant and innovative to achieve change  

Opportunities to accelerate change include 

• DESIs developed for and distributed by population screening programs 

• Need to contain health care costs 

• Opportunities to access DESIs and other evidence via the internet 

• Consumer pressure and consumer driven interventions 

 

 

 

 


