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Clinical practice guidelines (CPGs)
EEEElE:
P FERZ AT EE?

F 1M = E2EM
FAFFEZ BT EE? = T ITE R 227
EIRNZEE?

HEZ—<=RESFENEEN:
J/> overuse, underuse, Elmisuse




Shared deusmn making (SDM)

= Em AR
itlf";%ﬂiﬂ'l'l"”"?

= mA
B EZIMTE?=- TETHARRETERNEBEIR?

Shared decision making (SDM) 2 Bifw A
- B O DI AEE

- REMPERE (8% BE)

. \Tﬁzﬂ%ﬂlﬁ/\\\ﬁ/\EE%%%E’H‘HE@;E’E

y’fxEl’J 5“‘22 AFA




Myth, opinion,

The paths from research to improved health outcomes

C PG 4. Decision Aids, Patient Education,

Compliance aids
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Guidelines, Evidence === En % "\%(

Journals, ...

Studies

(primary research studies: sound & unsound)

The research-to-practice pipeline. New research, of varying soundness, is added to the expanding pool and enters practice both directly or is reviewed,
summarised, and systematised (delay) before entering practice, with leakage occurring at each of several stages between awareness and patient
outcome. Different knowledge translation disciplines focus on different parts of the pipeline (1-4). EBM Volume 10 February 2005
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People-centred care
means ensuring that

HEALTH SERVICES

are tailored to people’s

NEEDS
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and are provided
in partnership

WITH THEM

Rather simply given

TO THEM
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IMPLEMENTING

people-centred care
requires

FUNDAMENTAL CHANGES

in our approach to health care
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It means

RETHINKING

how health services are

ORGANIZED, MANAGED, AND DELIVERED
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It means
shifting away from asking

‘what is the matter

WITH YOU?’
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Global Competency and Outcomes Framework
for Universal Health Coverage @'@v World Health

Y ¥ Organization
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Competencies related to self-governed
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People-
centredness
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Evidence-informed
practice

Collaboration
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Competencies related to the provision of
health services that incorporate
perspectives of individuals, caregivers,
families and communities as participants
in and beneficiaries of health systems

Competencies related to the approach to
decision-making
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Competencies related to effective
communication
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Epistemic justice is the basis of shared decision making
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ARTICLE INFO ABSTRACT

Keywords Background: There is little evidence that share decision-making (SDM) is being successfully implemented, with a
Shared decision-making significant gap between theory and clinical practice. In this article we look at SDM explicitly acknowledging its

Epistemic justice
SDM definition
Communication

social and cultural situatedness and examine it as a set of practices (e.g. actions, such as communicating,
referring, or prescribing, and decisions relating to them). We study clinicians’ communicative performance as
anchored in the context of professional and institutional practice and within the expected behavioural norms of
actors situated in clinical encounters.

Discussion: We propose to see conditions for shared decision-making in terms of epistemic justice, an explicit
acknowledgment and acceptance of the legitimacy of healthcare users and their accounts and knowledges. We
propose that shared decision-making is primarily a communicative encounter which requires both participants to
have equal communicative rights. It is a process that is started by the clinician’s decision and requires the
suspension of their inherent interactional advantage.

Conclusion: The epistemic-justice perspective we adopt leads to at least three implications for clinical practices.
First, clinical training must go beyond the development of communication skills and focus more on an under-
standing of healthcare as a set of social practices. Second, we suggest medicine develop a stronger relationship
with humanities and the social sciences. Third, we advocate that shared decision-making has issues of justice,
equity, and agency at its core.
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