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MEDICINES OPTIMISATION  ■

The NICE guidance on Medicines 
Optimisation suggests that many 

people wish to be active participants in 
their own healthcare and that the use 
of patient decision aids can support 
health professionals in adopting shared 
decision-making approaches to consulta-
tions involving medicines.1 The guidance 
makes a number of detailed recommen-
dations in this area (see Table 1).
 In order to better understand and 
apply the NICE guidance, this article 
explores both shared decision-making 
as a concept as well as its application 
through the use of patient decision aids. 
In particular, it discusses: 
• Shared decision-making as a com-
ponent of broader policies to involve 
patients in healthcare provision
• How shared decision-making compares 
with alternative models in terms of the 
patient/clinician relationship 
• When shared decision-making is appro-
priate in relation to medicines use
• Use of patient decision aids as a mech-
anism for implementing shared decision- 
making. 

Shared decision-making 
and patient involvement in 
healthcare provision  
Patient involvement in all aspects of 
healthcare organisation and delivery is 
widely regarded as central in modern 
health systems for two main reasons.2 

Firstly, empirical evidence suggests 
that patients prioritise involvement 
in collective and individual decisions 
about care and its delivery. Hence, 
enabling patient involvement respects 
expressed desires and allows systems 
to deliver collective patient priorities.3-6 
Secondly, involvement may be consid-
ered intrinsically worthwhile from an 
ethical perspective since involvement 
respects patients’ rights both as indi-
viduals and as participants in demo-
cratic institutions.7

 Given that patient involvement in 
healthcare is fundamentally desirable, 
where in a given health system might it 
occur? Three tiers have been described: 
the macro, where there could be an influ-
ence on legislation and regulation of the 
whole system; the meso, where the influ-
ence is on the operation of organisations 
within the system; and the micro, where 
involvement concerns decisions inside 
and around the patient/clinician encoun-
ter.8 Thus shared decision-making real-
ises patient involvement in healthcare at 
a micro level.8,9 
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 So far, there would seem few reason-
able arguments against the application 
of shared decision-making; however, it 
is well documented that it is not always 
implemented.7 Some of the reasons for 
this disconnect are practical and proce-
dural. Some, however, relate to the legit-
imacy of shared decision-making in all 
clinical encounters.
 The prerequisites for involvement 
through shared decision-making need 
exploring; to do this it is necessary to 
briefly describe the alternatives. 

Models of patient/clinician 
relationships 
Three broad-brush typologies describe 
clinician/patient relationships.10-12 

Paternalism 
Paternalism is the traditional model of 
medical decision-making. Here, patients 
are essentially biomedical entities; 
health professionals know what is best 
and provide interventions that best pro-
mote health and well-being; and patients, 
in theory, dutifully comply.10 This model 
is evidently anachronistic when consid-
ered alongside the patient involvement 
agenda; however, in certain circum-
stances it remains entirely defensible, in 
particular where equipoise (a reasonable 
balance between the potential benefits 
and harms of treatment options) does 
not exist.13  

Informed decision-making 
Informed decision-making places 
patients completely in the driving seat. 
The model involves a number of steps: 
information transfer from clinician to 
patient; integration of the information 
received with knowledge of the par-
ticular clinical situation; and, finally, an 
informed and independent view about 
the best way forward. The level of auton-
omy and therefore responsibility placed 
on patients in such a model is worthy 
of note.11,12

Shared decision-making
This is often defined as a ‘third way’ 
since it is consistent with informed 
approaches in respecting the auton-
omy of patients, while also recognising 
the responsibility and accountability of 

clinicians that underpins paternalism.14 

There is no single definition of shared 
decision-making; however, the common 
thread running through all definitions is 
the idea that clinicians and patients bring 
different, but equally important, exper-
tise to decisions surrounding care, with 
the ultimate aim being that both parties 
reach decisions that respect their exper-
tise and autonomy.9,15-17

When shared decision-making 
is appropriate in relation to 
medicines 
Shared decision-making is often 
described as being underpinned by 
an ethical imperative that should drive 
implementation.9 In many respects this is 
true: as discussions surrounding patient 
involvement attest, shared decision-mak-
ing is consistent with how we might wish 
to be treated, both as individuals and as 
members of society.7 Such narratives in 
favour of shared decision-making are con-
vincing; however, as noted previously, cli-
nician/patient relationships are complex 
and nuanced. 
 Of particular note in relation to the 
application of shared decision-making 
for medicines use is consideration of 
the nature of the treatment options 
available in a given situation. For most 
clinical decisions, a range of options 
exists. Since no intervention is 100 per 
cent reliable and 100 per cent safe, sig-

nificant uncertainty may be present in 
balancing benefits against harms, with 
two or more valid approaches to care 
present. In such circumstances, uni-
lateral imposition of clinician opinions 
is inappropriate and patient views are 
paramount because preferences must 
be incorporated to reach reasonable 
and ethical decisions. Such a scenario 
describes equipoise, ie there is a rea-
sonable balance between harms and 
benefits associated with alternative 
courses of action. Where equipoise 
occurs, care is “preference sensitive”, 
ie a choice between options depends 
on how a patient values the risks and 
benefits of the treatments available. 
In these circumstances, application of 
shared decision-making is clearly highly 
desirable and achievable.18

 However, equipoise does not always 
occur and clinicians may define “effec-
tive care” ie care with strong evidence 
of effectiveness and with few viable 
alternatives. Where equipoise is not 
present, professional and ethical dilem-
mas (which are often explicit) arise in 
the application of shared decision-mak-
ing. For example, clinicians who man-
date a particular course of action to 
patients may act with beneficence, but 
such a move to paternalism has clear 
implications for patient involvement. 
Opponents of moves to paternalism 
in cases lacking equipoise argue that 

•  All people should be offered the opportunity to be involved in making decisions 
about their medicines 

•  Discussions about a person’s values and preferences, which may differ from 
those of the treating healthcare professional, should by used to guide treatment 
decisions

•  The principles of evidence-based medicine should be used when discussing 
treatment options with patients 

•  Where appropriate, and particularly where decisions are preference sensitive, 
ie where there is reasonable trade off between the benefits and harms of 
the different options, patient decision aids may be used to help facilitate 
discussions (but not to replace them) 

•  Where a patient decision aid is appropriate to support the process of shared 
decision-making, ensure that it has followed a robust development process and 
that its content and format is understood by both healthcare professional and 
patient alike

Table 1. Recommendations of the NICE guidance on Medicines Optimisation relating to 
shared decision-making and using patient decision aids1
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patients have always acted auton-
omously outside paternalistic mod-
els (as indicated by, for example, low 
adherence to medication regimens). 
Nevertheless, the ideal situation for 
engaging with shared decision-making 
is in cases where preference sensitiv-
ity exists, and in such circumstances 
patient decision aids provide a mecha-
nism for implementation.

Use of patient decisions aids  
for implementing shared 
decision-making 
Patient decision aids are the best 
known and proven interventional tools 
to suppor t shared decision-making 
implementation.19 They provide an evi-
dence-based guide for patients: they 
present the decision to be taken, the 
options available, and the associated 
outcomes (including benefits, harms 
and uncertainties).2 Hence, they help 
people think through and reflect upon 
how options relate to individual values 
and preferences. An aid on osteoarthri-
tis, for example, might ask an individ-
ual to think through the importance of 
either returning to a high level of activ-
ity or of reducing pain to a minimum 
and the outcomes associated with 
either preference.20 Patient decision 
aids in a variety of therapeutic areas 
have been assessed through formal 
study; a Cochrane review concluded 
that they:  
• Improve patients’ knowledge of the 
options and their likely outcomes
• Lead to more accurate risk perceptions
• Reduce the likelihood of people being 
unable to decide
• Do not make people more nervous, 
anxious or uncertain about their care
• Have a variable effect on the duration 
of consultations.19  

However, while the evidence in relation 
to knowledge transfer and participation 
is positive, that in relation to effects 
on actual behaviours is more equivo-
cal. With particular reference to med-
icines use, patient decision aids have 
been proven to reduce uptake of HRT 
and increase uptake of antithrombotics, 
but in other areas, eg decision-making 
between antihypertensive drugs, their 

application seems to make little dif-
ference to behaviours. For medication 
adherence, of the six studies included 
in the Cochrane review that measured 
this, application of a patient decision 
aid had a positive effect in only one 
instance. In summary, when used as 
part of a broader application of shared 
decision-making, patient decision aids 
can help patients to become involved 
in decisions, but they do not universally 
affect behaviour and although some evi-
dence for their use suggests positive 
effects (particularly in relation to ena-
bling value-based behaviours), this is 
not universal.19 

Conclusion
Shared decision-making forms an 
important part of the broader patient 
involvement agenda that is para-
mount in modern healthcare systems. 
However, its implementation is not 
without difficultly, for a variety of rea-
sons. The recommendations in the 
NICE Medicines Optimisation guidance 
are to be welcomed in recognising the 
evidence base that underpins shared 
decision-making, and will be pivotal in 
moving the agenda forward in relation to 
the use of medicines. The recommenda-
tion the guidance makes in relation to 
the use of patient decision aids to sup-
port shared decision-making in patient/
clinician encounters where decisions 
are preference sensitive is to be par-
ticularly welcomed.
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