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Respecting a person’s choices about the mental health services they do or do not use is a mark of quality support, and is
often pursued for moral reasons, as a rights imperative and to improve outcomes. Yet, providing information and
assistance for people making decisions about the mental health services can be a complex process, and has been
approached in various ways. Two prominent approaches to this end are ‘shared decision-making’ and ‘supported
decision-making’. This article considers each of these approaches, discussing points of similarity and difference and
considering how the two might complement one another. By exploring the contribution that each approach can make, we
conclude by proposing how future application of these approaches can account for the broader context of decisions,
including support for ongoing decision-making; the multitude of service settings where decision-making occurs; and the
diversity in supportive practices required to promote active involvement.
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Introduction
In recent decades, mental health policies have generally,
though with some notable exceptions, given greater
priority to the will and preferences of the people who
use them. This is evident in the rise of ‘recovery-oriented’
practice over the past 30 or so years (Slade et al. 2012),
which emphasises the right of people receiving care to
make decisions for themselves, including decisions that
involve risk (Australian Health Ministers’ Advisory
Council, 2013). Yet despite the existence of theoretical
frameworks and support at a policy level, it is less
clear the degree to which these ideals are realised in
practice. It seems fair to say that services still generally
rely on a medical model of care where the healthcare
professional is positioned as the dominant decisionmaker. In addition, there are some disturbing signs
of an increase in coercive psychiatric intervention.
For example, in England between 2014/2015, it was
reported that the proportion of ‘mental health
inpatients’ detained under the Mental Health Act 1983
(England and Wales), which has been increasing over
the 21st century, reached 51% (Care Quality Commission, 2015: 6), meaning that people hospitalised for a
mental health crisis were more likely to be detained
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than not – a situation which likely remains today. It also
appears that rates of non-consensual interventions are
rising outside the hospital in a number of countries,
in people’s homes and residences via compulsory
community interventions (see e.g. Johnson, 2013).
Despite this trend in some high-income countries
it seems reasonable to say that recent decades have
seen increasing interest among policymakers, service
users, service providers and others, in promoting
the decision-making of consumers1 in their own care.
There are several drivers for this shift, including:
a belief that involving people in making their own
decisions is a moral imperative (Drake & Deegan, 2009);
increasing respect for human rights and the equal
opportunity of people with mental health issues
(Minkowitz, 2010; Human Rights Committee, 2016);
and mounting evidence that involvement of consumers
reduces unnecessary treatment (Veroff et al. 2013)
and improves clinical outcomes (Clever et al. 2006).
Two prominent approaches for promoting consumer

1

We acknowledge the contested nature of psychiatric labels,
including how we refer to those who seek and provide mental healthcare. For the purposes of this article we use the term ‘consumer’ to refer
to somebody with an experience of mental ill-health, mental health
crises, profound distress, psychosocial disability, and so on, who is
using mental health services. ‘Clinician’ is used to refer to a person who
provides clinical care. Occasionally, ‘mental health professional’ is used
to refer to clinicians and/or other non-clinical providers of care (e.g.
social workers, peer workers, etc.).
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decision-making are ‘shared decision-making’ and
‘supported decision-making’.
‘Shared decision-making’ refers to a set of skills and
practices that clinicians can learn in order to engage in
a collaborative decision-making process for healthcare
decisions (Hoffmann et al. 2014), though precise deﬁnitions are debated and the process is likely to be applied
differently in different contexts and for different decisions.
Shared decision-making has been applied widely in many
areas of health, including throughout the National Health
System in the United Kingdom (Joseph-Williams et al.
2017), and is referred to in the Patient Protection and
Affordable Care Act (2010) in the United States. In 2010,
representatives from 18 countries came together for a
Salzburg Global Seminar focused on shared decisionmaking, demonstrating the growing interest and support
for shared decision-making in mental health policy and
practice worldwide (Alambuya et al. 2011).
‘Supported decision-making’ is an idea that emerged
from disability and human rights-related activity.
It refers simply to decisions, particularly legally recognised decisions, made with support. In crude terms,
supported decision-making promotes the idea that just
as people who use wheelchairs are entitled to ramps in
order to access buildings, so too people with mental
health-related disability – or ‘psychosocial disability’2 –
are entitled to support to exercise choices about their
lives. (The same idea holds for people with intellectual
disability, or any other disability that may affect
decision-making, including the way other people
perceive and/or denigrate a person’s decision-making
ability). Supported decision-making appears to be
driven by issues of power, stigma, discrimination and
human rights, and particularly the challenges to the use
of non-consensual psychiatric intervention promoted
in the Convention on the Rights of Persons with
Disabilities (CRPD) (United Nations, 2006). However,
the concept concerns choices beyond mental healthcare
decisions, and may relate to housing, ﬁnances,
relationships, and so on. Nevertheless, the idea of
supported decision-making is increasingly being
applied in the mental health context, for which practical
applications include personal advocacy services,
advance directives, and nominated representative
schemes (see Minkowitz, 2010; Gooding, 2013; ArsteinKerslake et al. 2017). We will use the term supported
decision-making ‘approach’ throughout this paper to
describe the range of ideas and practices associated
with this term.
2
Since the Convention on the Rights of Persons with Disabilities
came into force in 2007, the term ‘psychosocial disability’ is increasingly
being used, including by the Ofﬁce of the High Commission for Human
Rights, the World Health Organisation, the United Nations Committee
for the Rights of Persons with Disabilities, various governments and a
range of disabled people’s organisations.

Both shared and supported decision-making have
developed separately but in parallel, with relatively little
consideration given to the similarities and differences
between the two (for a notable exception, see Pathare &
Shields, 2012). Our paper aims to describe the deﬁning
features of both shared and supported decision-making.
We will discuss the similarities and differences between
the two, and consider points where they may complement one another as strategies for strengthening the selfdetermination of consumers. Our paper will largely
focus on high-income, English-speaking countries.

Shared decision-making
Shared decision-making rose to prominence as a process in
healthcare settings for increasing the agency of people
receiving treatment, services and care. There are a number
of models that describe what this process might look like
and involve, but in broad terms proponents suggest
that optimal decision-making occurs when a decision is
informed by the most relevant evidence and the consumer’s personal preferences and values. Although there is
a focus on collaboration between clinician and consumer,
according to Edwards & Elwyn (2006), the question of who
makes the actual decision is seen as less important than
the act of both parties engaging in the decision-making
processes. These processes include an initial discussion
about the need for a decision and beneﬁts of collaboration;
discussion and iterative deliberation about the relevant
options, including evidence for potential harms and beneﬁts as well as personal preferences and values about these
outcomes; and integration of this shared information into a
decision or choice (Elwyn et al. 2012, 2013, 2014). Decision
aids are tools (e.g. online, paper-based) that convey evidence-based information about the likelihood of potential
beneﬁts and harms of relevant treatment options. They
also invite users to consider their personal values and
preferences in relation to these potential outcomes and in
doing so are designed to facilitate shared decision making.
The evidence for shared decision-making
On the whole, evidence to support a shared decisionmaking model comes from non-psychiatric settings and is
mainly based on decision-related outcomes. A Cochrane
systematic review and meta-analysis of 115 studies
including 34 444 participants across different healthcare
decisions (including a small number of mental healthrelated decisions) demonstrated that decision aids increase
knowledge (including more accurate understanding of the
likelihood of beneﬁts and harms); help people to feel less
confused about what to do; result in more informed,
values-based choices; improve communication between
consumers and clinicians and help to activate people to
be more involved in making decisions (Stacey et al. 2014).

Spot the difference
Shared decision-making in mental health
There are now at least 13 randomised trials testing shared
decision-making intervention for mental health-related
decisions. These include for depression (Loh et al. 2007;
Simon et al. 2012; Aljumah & Hassali, 2015; Le Blanc et al.
2015); psychotic disorders (Hamann et al. 2006, 2007;
Woltmann et al. 2011; Dixon et al. 2014); substance use
disorders (Joosten et al. 2009); and for a range of disorders
(Alegria et al. 2008; Westermann et al. 2013). In addition to
the diversity in the disorder or decision targeted for
support, across trials there is a lack of ﬁdelity checking
(ensuring shared decision-making did occur, which is not
speciﬁc to mental health trials) and a lack of consistency
in the outcomes measured, meaning that these studies
are difﬁcult to compare. Further, almost all trials include
only adult participants, leaving a clear gap in our
knowledge about how best to promote shared decisionmaking for young people. Another gap is that although
shared decision-making has been studied in inpatient
settings, this has been for voluntary treatment decisions.
Despite the research gaps, there have been a number
of trials conducted and some sense can be made from
these initial ﬁndings. In the randomised trials that have
been conducted, based on the most consistently measured outcomes, there is emerging evidence to suggest
that shared decision-making helps people diagnosed
with depressive disorders to feel less confused about
what to do (Simon et al. 2012; Le Blanc et al. 2015;
Perestelo-Perez et al. 2017); feel more satisﬁed (Loh et al.
2007; Aljumah & Hassali, 2015; Le Blanc et al. 2015);
adhere more to treatment (Loh et al. 2007; Aljumah &
Hassali, 2015); and improves knowledge about treatment options in those diagnosed with depressive disorders (Le Blanc et al. 2015; Perestelo-Perez et al. 2017)
and psychotic disorders (Hamann et al. 2006; Woltmann
et al. 2011). Of the ﬁve trials that measured reduction in
symptoms as an outcome, three showed no effect (Loh
et al. 2007; Aljumah & Hassali, 2015; Le Blanc et al. 2015)
and two did (Joosten et al. 2009; Dixon et al. 2014).
Evidence-based practice
According to Elwyn et al. (2012), improving knowledge
for both the consumer and clinician is an important goal
for shared decision-making interventions, as information about evidence and preferences is considered
essential information necessary for the decision-making
processes. Without critical knowledge about the decision at hand, including the exchange of evidence-based
and preference-based information, a person’s preferences are at least partially uninformed and there is a
risk of preference ‘misdiagnosis’, which means that the
person would have chosen a different option had they
had the necessary information (Mulley et al. 2012). In
order to make an informed decision, both the clinician
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and consumer need access to readily understandable,
evidence-based information about the potential harms
and beneﬁts of each option, and the likelihood of these
potential outcomes. (We will discuss the potential for the
evidence-base and the current state of research to devalue the service user and family perspectives shortly).
Access to information on current research and practice
has mainly been achieved through the use of decision
support tools (e.g. decision aids, decision grids) to be
used either outside or within clinical consultations.
Attempts have been made to include more sophisticated
information in these tools, such as an appraisal of the
quality of evidence presented, and how similar the trial
participants are to the person making the decision,
however these inclusions remain challenging. Achieving
a balance between including all relevant information and
having a tool that is user friendly and readily understandable by a wide range of people is difﬁcult, and is
perhaps why shared decision-making may be seen as
something only suitable for those with high levels of
cognitive capacity. In contrast, as we shall discuss later,
supported decision-making is premised on the idea that
even those who would not be seen to hold mental capacity, under current standards, can still express preferences,
which can help guide decisions, and that such individuals should be afforded the respect and dignity of continuing to have their preferences guide decision-making.
Misconceptions about shared decision-making
A number of misconceptions about shared decisionmaking have been addressed elsewhere (Hoffmann
et al. 2014). In short, shared decision-making is unlikely
to increase consultation time, result in anxiety or leave
people feeling unsupported. It is unlikely that clinicians
are already doing shared decision-making, as some
commentators have suggested (Loh et al. 2006;
Goossensen et al. 2007; Goss et al. 2007); and a number
of studies indicate that most people want to be involved
(McKinstry, 2000; Hamann et al. 2005; O’Neal et al. 2008;
Simmons et al. 2011), and are capable of being involved
in decision-making (Hamann et al. 2006); and it is
important not to exclude vulnerable people from
decision-making processes as this risks increased health
disparities. Efforts have been made to promote shared
decision-making for marginalised groups (Muscat et al.
2015); however, decision aids often fail to accommodate
individuals with low health literacy (McCaffery et al.
2013). Decision aids also tend to focus on discrete
decisions with deﬁned possible outcomes.
The nature of decision support in shared
decision-making
Shared decision-making focuses on the interaction
between clinicians and consumers within the clinical
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encounter, and decision aids reﬂect this. Decision aids
are usually related to a healthcare decisions, such as
whether or not to take a particular medication. However, other interventions, such as prompt questions for
consumers (Shepherd et al. 2011), have been shown to
improve the amount and quality of the information
shared within these encounters. Regardless, this focus
on speciﬁc decisions has also been largely conceptualised within the shared decision-making ﬁeld as
decisions that occur within localised interactions
between clinicians and consumers. Morant et al. (2016)
argue that shared decision-making models, largely
devised within non-psychiatric settings, cannot be
readily adapted for specialist mental healthcare
settings. As they point out, decisions about mental
healthcare are embedded in traditionally paternalistic
systems of care with an ongoing history of coercion,
presumption of lack of insight and decisional capacity
and disempowerment. They propose a new conceptual
model for shared decision-making in mental healthcare
that takes into account the relationship between the
decisions made within the clinical consultation with the
ongoing therapeutic relationship and the structural,
functional and cultural features of the mental health
system (Morant et al. 2016).
One structural feature of the mental health system is
the power imbalance that exists between mental
healthcare providers and consumers. One example of
the manifestation of this power imbalance is the disjuncture between professional and lay discourses. For
example, there remains a well-identiﬁed possibility for
service user perspectives to be devalued in research.
Trisha Greenhalgh et al. have argued that ‘evidencebased medicine’, in general, may ‘inadvertently devalue the patient and carer agenda’, including through
limited patient input to research design, low
status given to experience in the hierarchy of
evidence, a tendency to conﬂate patient-centred
consulting with use of decision tools, insufﬁcient
attention to power imbalances that suppress the
patient’s voice, over-emphasis on the clinical
consultation, and focus on people who seek and
obtain care (rather than the hidden denominator
of those that do not seek or cannot access care)
(2015: 1).
This is an important consideration in shared
decision-making, where the language and evidence
used to communicate harms and beneﬁts, and the types
of knowledge that are valued and devalued, is most
likely going to be more aligned with professional
discourse. However, some adaptations of the shared
decision model have tried to ameliorate this power
imbalance. For example, the use of peer workers
employed to facilitate shared decision-making. Patricia

Deegan and colleagues developed CommonGround, a
software program delivered in waiting rooms of psychiatric medication clinics (Deegan, 2007 2010). Consumers of the clinic are invited by a peer worker to
complete a pre-consultation report about their personal
preferences and values before meeting with a medical
professional about their medication. This model was
designed to address both the power imbalance in the
session but also to maximise the amount of information
shared in a time limited consultation. CommonGround
has since been tested in early psychosis clinics (Dixon
et al. 2014), and the combination of peer support and
shared decision-making has been tested in early intervention services (Simmons et al. 2017), demonstrating
applicability for younger consumers who may be even
more at risk of receiving paternalistic care and experiencing power imbalances due to their age.
Programs such as CommonGround are designed to
help involve people with ‘serious mental illness’ in
making decisions about their own care. They go beyond
the speciﬁc treatment decision they are facing (e.g.
‘should I take this medication?’) and invite people to
explore contextual information with support from a
peer worker, which can then be shared with their
clinician. Contextual information might include
descriptions of ‘personal medicine’, that is preferred
activities that the person engages in to promote wellness and recovery (Deegan, 2005), and whole of life
personal goals, reﬂecting the importance of functional
recovery as well as symptomatic recovery. However,
the process of shared decision-making that programs
such as CommonGround seek to facilitate does not
provide the legal mechanism by which individuals can
make decisions, for example, through advance directives and nominated persons schemes, as discussed in
the following section on supported decision-making.
Supported decision-making
‘Supported decision-making’ is an approach increasingly used in mental health policy and practice since the
coming into force of the United Nations CRPD (United
Nations, 2006). The CRPD came into force in 2006 and
there are 173 ‘States Parties’ (countries and regions) to
have ‘signed’ and/or ‘ratiﬁed’ the CRPD.
The term ‘supported decision-making’ does not
appear in the CRPD. However, it has become prominent in debates about how to apply human rights to
areas of law, policy and practice, in which paternalism
and substituted decision-making have traditionally
dominated, whether formally (e.g. under guardianship
or mental health legislation) or informally (e.g. in
healthcare settings or family situations in which decisions are made for people) (Gooding, 2013). ‘Best
interests’ decision-making by third parties, where one
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person substitutes his or her decision on behalf of
another person, is then replaced by an emphasis on
adhering to the ‘rights, will and preferences’ (United
Nations, 2006, art 12(3)) of the individual. Supported
decision-making is premised on the idea that no one is
‘purely’ autonomous – and that most, if not all, people
are constantly making decisions with support from
others. Supported decision-making brings this interdependence out into the open, and invites people to
support but not take over the decisions of people in
mental health crises or those with ongoing disabilities.
The Ofﬁce of the High Commissioner for Human
Rights (OHCHR, 2007: 89) deﬁnes supported decisionmaking as simply, ‘the process whereby a person with a
disability is enabled to make and communicate decisions with respect to personal or legal matters’. We will
use this deﬁnition throughout the paper. Understood
broadly, this deﬁnition would seem to encompass
shared decision-making. However, elaborated deﬁnitions of supported decision-making, and the associated
literature, suggests that supported decision-making
appears to have a greater emphasis on the decisionmaker as the ﬁnal arbiter of choice (Pathare & Shields,
2012: 4). The OHCHR elaborates:
With supported decision-making, the presumption is always in favour of the person with a
disability who will be affected by the decision.
The individual is the decision maker; the support
person(s) explain(s) the issues, when necessary,
and interpret(s) the signs and preferences of the
individual. Even when an individual with a disability requires total support, the support person(s)
should enable the individual to exercise
his/her legal capacity to the greatest extent
possible, according to the wishes of the individual. (2007: 89)
The OHCHR acknowledges that supporting people
to make decisions in practice, will take many forms:
Those assisting a person may communicate the
individual’s intentions to others or help him/her
understand the choices at hand. They may help
others to realise that a person with signiﬁcant
disabilities is also a person with a history, interests and aims in life, and is someone capable of
exercising his/her capacity (2007: 89)
Applied to the mental health context, Pathare &
Shields deﬁne supported decision-making in the
following terms:
supported decision-making … can consist of
organisations, networks, provisions or agreements with the aim of supporting and assisting
an individual with a mental illness to make and
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communicate decisions. In supported decisionmaking, the individual is always the primary
decision maker, but it is acknowledged that
autonomy can be communicated in a number of
ways, thus provision of support in different
forms and intervals can assist in the expression of
autonomous decisions. (2012: 4)
Tina Minkowitz (2006) has argued that ‘recoveryoriented practices’ can help to understand supported
decision-making in the mental health context. She
argued that supported decision-making could be
understood ‘from a user/survivor point of view’ as ‘an
application of the recovery perspective to the situation
of decision-making’ (Minkowitz, 2006: 19). Given the
variety of forms supported decision-making can take, it
may be better thought of as an ethos rather than a
mechanised model to be applied in practice – though
again, we will use the term ‘approach’ here.
Nevertheless, it is useful to consider several practical
examples of supported decision-making; namely,
advance planning, nominated persons (or healthcare
decision-making proxies), and personal advocacy.
Practical examples of supported decision-making
Advance planning may consist of formal legal
mechanisms (such as advance statements and advance
directives) and informal/non-legally binding agreements [such as ‘joint crisis plans’ (Henderson et al.
2004)]. The Committee on the Rights of Persons with
Disabilities (2014: para 17), which is the UN body that
offers guidance on how countries should interpret the
CRPD, has written:
For many persons with disabilities, the ability to
plan in advance is an important form of support,
whereby they can state their will and preferences
which should be followed at a time when they
may not be in a position to communicate their
wishes to others.
Penelope Weller (2008: 102) has argued that advance
directives are a practical method for formalising
supported decision-making in ways that ‘take account
of varying mental health conditions and the speciﬁc
institutional contexts in which mental health treatment
is provided’. Advance directives can strengthen
self-determination by clarifying a person’s will and
preference before mental health crises occur. Advance
planning tools – both formal and informal – exist in
most common law countries, in mental health legislation, and elsewhere (see Weller, 2013).
Nominated representative schemes (or healthcare
decision-making proxies) can also offer a practical form
of supported decision-making. This entails a person
electing a representative to assist them during crises.
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Powers of attorney are a widely-known nominated
representative scheme in law. In British Columbia,
Canada, the Representation Agreement Act 1996
(Government of British Columbia, 1996), provides for a
nominated persons scheme that can be used effectively
in the mental health context. The Vancouver/
Richmond Mental Health Network Society (2005)
describes the potential beneﬁts of representation
agreements and advance planning:
Mark had episodes of mood disorder. Each episode created great disruption in his life… Out of
desperation, Mark decided to try [advance
planning]. He asked four members of his extended family to act as his Representatives. He
divided their responsibilities into three major
areas: health care, ﬁnancial affairs and employment. He very clearly described the circumstances that would signal his Representatives to
act on his behalf and also said what he wanted
them to do. His doctor agreed to help. Mark and
his family members executed the agreement. His
Representatives have acted on the agreement
several times. They’ve used it to freeze bank
accounts and credit cards, to help Mark get
treatment and to manage his personal affairs. The
banks and professionals who have been called on
by the Representatives have honoured the
agreement. In retrospect, Mark says that having
[this binding advance planning option] ‘saved his
life’. He no longer has to pick up the pieces and
start over after each episode of illness.
Nominated persons schemes are increasingly appearing in mental health legislation in common law countries,
though each differs in the extent to which the advanced
decisions are binding, and the circumstances in which
they can be over-ridden (see e.g. Victorian Government, 2014b; Government of British Columbia, 1996).
The Swedish Personal Ombudsman (PO) Skåne
program is another commonly cited example of supported decision-making (OHCHR, 2007: 89). The program is a form of personal advocacy for mental health
service users in various areas of life (Gooding, 2013: 14).
The Ofﬁce of the High Commissioner for Human
Rights (OHCHR, 2007: 89) recommend the PO Skåne
program as an appropriate supported decision-making
practice in the mental health context, given its emphasis
on being facilitative rather than paternalistic. This
vignette offers an example of how the program works:
After a stay in hospital, a client wanted to live in a
ﬂat of his own. Since this was the client’s wish, he
was supported by the PO, while many other
professional involved with the client advised
against it, saying that it would not work out. This

in fact turned out to be the case: the client
eventually moved into housing with special
support and was very happy there. Professionals
in the social services and psychiatric services
thought that this was an unnecessary failure,
while the PO’s view was that the reason why the
client was so happy in the special housing was
that he had been given the chance to live in his
own ﬂat (Swedish National Board of Health and
Welfare, 2008: 10).
The vignette demonstrates the PO’s emphasis on
respecting the will and preference of the consumer in
this case, rather than prioritising risk-aversion or ‘best
interests’-recommendations by family members or
experts. It should be noted that there is little in the way
of robust research on the operation of the PO scheme, at
least for English language readers, including its application to Anglo-Celtic jurisdictions.
Although supported decision-making has largely
developed in higher income countries – to which this
paper is focused – there is emerging provision for supported decision-making in low- and middle-income
countries (see Special Rapporteur for Disability, 2017;
Pathare and Shields, 2012). For example, in 2017 India
introduced a new Mental Health Care Act (Ministry of
Law and Justice, 2017) that acknowledges that people
may need varying levels of support to make decisions
about their care, including the provision of a nominated
person. India’s Mental Health Care Act appears to be
the ﬁrst attempt at implementing such mechanisms
(advance directives, nominated representatives) in a
low- or middle-income country. In Bulgaria, a supported decision-making pilot program was conducted
by various non-government organisations in cooperation with the Canadian Institute for Research and
Development on Inclusion in Society (Bulgarian Centre
for Not-For-Proﬁt Law, 2014).
Supported decision-making in ‘hard cases’
Critics might immediately highlight risks that cannot
be said to carry dignity (e.g. a person who thinks
jumping off a building will save the world, or someone
who perceives no danger in walking onto a six-lane
highway). These are important concerns. Yet, emphasising ‘hard cases’ may overshadow efforts to address
the risk-aversion that can so negatively affect the lives
of people who come into contact with mental health
services (as well as the professionals who endeavour to
support them). Supporting someone to take risks does
not mean ‘turning away’ from someone in crisis or
being prohibited from intervening in the risky scenarios
described previously; instead, it invites supporters to
consider the dignity that accompanies risk-taking and
the personal growth that can come from making
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mistakes (OHCHR, 2007), as captured in the example of
the PO Skåne advocacy noted previously. Concerns
may also be raised that there will be instances in which
a person does not appear to be expressing any will or
preference, or whose will and preferences are unclear or
unknown. In such ‘hard cases’ the Committee on the
Rights of Persons with Disabilities (2014: para 21)
advises that respondents should be guided by the ‘best
interpretation’ of the person’s will and preference:
Where, after signiﬁcant efforts have been made,
it is not practicable to determine the will and
preference of an individual, ‘best interpretation of
will and preference’ must replace ‘best interests’
determinations.
Applying the ‘best interpretation of a person’s will and
preference’ is a work in progress (see Gooding, 2015). It is
outside the scope of this paper to elaborate further, but
needless to say that such a shift will challenge the traditionally risk-averse terrain of mental health policy and
practice, as governments move from the majestic generalities of international human rights law to its implementation in national law, policy and practice.
Supported decision-making as ethos rather than model
As noted, although supported decision-making practices exist, the approach may be better understood as an
ethos rather than a mechanised model to be applied in
practice. In summary, supported decision-making is
characterised by:

∙ support to strengthen self-determination, regardless
∙
∙
∙

∙
∙

of a person’s apparent cognitive ability; under current
laws
viewing autonomy as relational or interdependent
(and recalling that no person makes choices in a
purely autonomous or individualistic manner);
respecting so-called ‘dignity of risk’;
providing an alternative to substituted decisionmaking, paternalism and a ‘best interests’ approach,
and instead, being driven by the ‘rights, will and
preference’ of those concerned;
upholding principles of equality and nondiscrimination; and
reﬂecting developing human rights norms.

This list is non-exhaustive, and much has been
written about what supported decision-making means
in theory and practice (see e.g. Committee on the Rights
of Persons with Disabilities, 2014).

Discussion
Both the shared and supported decision-making
approaches have begun to appear in mental health
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policy and practice throughout the world, and are likely
to affect many mental health services, their staff, the
people who use services, and others. Clearly there are
many similarities between the two. Both emphasise
self-determination and the importance of making
decisions about one’s own life. Both are premised on the
view that decisions do not occur in a vacuum; they occur
in the context of a person’s relationships, whether to
experts or others. This is true for people making mental
healthcare treatment decisions, as it is for most, if not
all, people making decisions in major areas of life, such
as ﬁnancial, education and housing-related decisions.
Both approaches are based on recognition that power
imbalances have existed, and continue to exist, in psychiatric and other mental health services. Emergency
crises inevitably occur in the mental health context,
which will challenge those wishing to authentically
apply either shared or supported decision-making –
particularly where powers for involuntary psychiatric
intervention exist. It is important to note that unexpected, complex decisions requiring rapid responses
will arise no matter how well-prepared consumers,
families, carers or clinicians are. However, both shared
and supported decision-making seem to be premised
on the view that mental health service providers should
expect to involve consumers and their supporters in all
relevant decisions. Ideally, clinicians will be committed
to, and skilled in, facilitating this involvement. A range
of tools would need to be available to improve the
chances that involvement is meaningful to each individual. From a policy perspective, forms of regulation
could encourage or even mandate measures to promote
active involvement (e.g. service user representation on
high-level decision-making bodies; accreditation rules
to mandate professional training in facilitative rather
than tutelary support; the kind of coalface support
reﬂected in the CommonGround software; or the statutory recognition of advocates under the PO Skåne
model). ‘Active involvement’ in this sense is ambiguous, and will depend on many factors, such as the
resources available, the people involved, the speciﬁc
issue being addressed, and so on. As such, multiple
mechanisms are needed across multiple settings, from
formal legal mechanisms to informal decision aids, all
of which could reasonably appear in different parts of
policy and practice, from legislation to healthcare and
community service procedures and guidelines.
However, clear differences between the two concepts
also appear. Shared decision-making emerged from
healthcare provision, and is more targeted to treatment
decision-making in speciﬁc circumstances. Supported
decision-making emerged from thinking around
disability and human rights, and refers to a collection of
various demands for strengthening the self-determination
of persons with disabilities, of which people using mental
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health services are but one group making decisions in
one area of their lives. Each concept brings its own ideas,
values, vocabularies, practices, disciplinary leanings, and
so on. Such ‘baggage’ will impact upon the application
of either concept to policy and practice, including the
measuring of successes and shortcomings.
On this latter point, consider that a randomisedcontrol trial might be appropriate in assessing the
utility of shared decision-making for improving patient
outcomes. In contrast, supported decision-making is
generally advanced by advocates who view autonomy
and the necessary support to exercise agency as a good
in and of itself, borne of rights inherent to all. Utility may
be important, or might be important for evaluating the
most ‘effective’ ways to apply supported decisionmaking, but according to human rights agencies such
as the UN Committee on the Rights of Persons with
Disabilities, the motive is not proving whether or not
supported decision-making works; rather, it is about
ensuring that consumers, and indeed all people with
disabilities, have their rights to make decisions about
their own lives respected on an equal basis with others,
including being provided with the support needed to
exercise that right (see Gooding, 2015: 67–70). This is
not to suggest that supported decision-making will not
improve outcomes – for example advance planning may
well lead to lower rates of crises and hospitalisation,
which would be useful to identify – merely that utility is
not the driving concern. A number of other differences
are noteworthy.
Many of the supported decision-making practices,
such as advance planning and nominated persons
schemes, require pre-planning, which may not be as
useful for people who are ﬁrst engaging with mental
health services. In such cases, shared decision-making
can happen the moment a person engages with
services, because it provides consumers and clinicians
with ready-made tools for collaborative decisionmaking. It may be that in real terms, such practices
fall within the deﬁnition of supported decision-making –
after all, a person is being supported to decide with
support from clinicians and other service providers.
Yet, shared decision-making tends to emphasise
the clinicians role in decision-making, suggesting the
decision is shared with the doctor. The focus turns to the
partnership between the healthcare professional and
consumer, advocating for them to work together to
exchange the necessary information, deliberate on it
and arrive at a decision together. Critics of shared
decision-making may argue that this will allow
healthcare professionals to have undue inﬂuence
over the decision-making processes under the guise of
collaborative decision-making. In contrast, supported
decision-making holds that the person accessing
services has the right to make their own decisions

(including refusing treatment), and the right to
take risks with their decisions on an equal basis with
others, regardless of others perceptions or judgements
about the choice.
While this point of difference seems clear, it is
important to note that the literature on shared decisionmaking tends to focus on the information exchange
(i.e. the decision-making processes) rather than who
actually makes the decision (Edwards & Elwyn, 2006).
In addition, decision aids present information on
possible outcomes if the consumer chooses to do
nothing (i.e. natural course of the disorder without
treatment) and this is reﬂected in most models of
shared decision-making which stipulate that consumers should be presented with all options, including
‘doing nothing’. As such, there may be more overlap
here than ﬁrst appears to be the case. For example,
individuals who are initiating supported decisionmaking methods like advance statements and nominated persons, might beneﬁt from the practical
guidance and tools of shared decision-making in order
to engage in collaborative processes.
It also bears repeating that the shared decision-making
practices discussed in this article tend to presume a
level of cognition – as related to presenting different
types of research and evidence for treatment options – an
emphasis that is given far less priority, if any, in
supported decision-making practices. However, this is
not always the case; for example, advance directives
under current laws often require a certain cognitive
capacity at the time of making the directive, particularly where they are authorised within mental health
legislation [as is the case, for example, under the Mental
Health Act 2014 (Victorian Government, 2014a, s 20(1)
(d)(i)), for which accompanying documents explicitly
refer to its advance directives as forms of supported
decision-making (Victorian Government, 2014b)]. This
highlights the contested nature of the term ‘supported
decision-making’ between those who see it as complementary to coercive psychiatric intervention
(Victorian Government, 2014b), and human rights
agencies who see it as a replacement for coercion
requiring the abandonment even of the very idea that
someone lacks mental capacity (see Committee on the
Rights of Persons with Disabilities, 2014). In addition, it
does not seem unfeasible for shared decision-making
to occur with people who may not be interested
or responsive to bodies of health science research
(e.g. certain consumers with intellectual disabilities,
and many others without). Again, it is important to
recognise the diverse uses of the terms ‘shared’ and
‘supported’ decision-making, while also recognising
the social, historical, legal, political and professional
contexts in which the ideas developed and are
applied today.

Spot the difference
Conclusions
Overall, there seem to be fewer differences than similarities between shared and supported decision-making.
In several ways, the issue is terminological, with each
concept being used by various parties to refer to a
cluster of demands and practices aimed at improving
the self-determination of consumers. Szmukler & Rose
deﬁne self-determination in the mental health context
as, ‘freedom from forms of control or coercion deriving
from external limitations imposed through common
treatment practices and social institutions’ (2015: 879).
It seems reasonable to say that promoting selfdetermination in this way is common to both the
shared and supported decision-making approaches,
though the extent to which this is achieved with the
speciﬁc application of each concept in different circumstances is likely to be debated. At times, the ideas
and practices are likely to overlap and complement one
another – seemingly, more often than not – while other
times they are likely to diverge, such as in relation to
coercive intervention, treatment refusal or a preference
to completely disengage with services.
Terminological issues aside, there are clear conceptual
differences between shared and supported decisionmaking, which should not be ignored. These differences
seem to play out mostly along the lines of the unique
history of each concept – one, emerging from health
sciences, the other from developments in law and
advocacy for the rights of people with disability.
From a purely pragmatic perspective, clinicians and
other mental health professionals may be more likely to
embrace shared decision-making given its origins in
health science, and its emphasis on sharing decisionmaking with consumers. The resulting tools may be
more appealing to clinicians than exhortations from
human rights advocates, where clinicians are more
interested in practical guidance for applying shared
decision-making (e.g. checklists, accessible information
for consumers, decision-making aids, and so on). In
contrast, the emphasis in supported decision-making
on tolerating risk, or in guaranteeing a person’s right to
refuse psychiatric intervention in all circumstances,
may raise concerns for some professionals and others
for whom assertions about human rights may not be
enough to change practice. At present, many jurisdictions do not necessarily permit such an acceptance of
risk (nor may professional and ethical guidelines and
duties), and clinicians may raise concerns about where
their duty to support risky decisions begins and ends.
This tension suggests the development of shared and
supported decision-making, and the connections
between the two will unfold in relation to developments in law, particularly related to the CRPD and
international human rights law.
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There is clear scope for further research to tease out
the connections and differences between shared and
supported decision-making, including with more speciﬁcity – for example, looking at particular supported
decision-making practices, such as advance planning or
the use of nominated representatives, and integrating
tools from shared decision-making practices. Such
efforts, particularly with the input of service userresearchers (see Szmukler & Rose, 2015), are likely to
prove fruitful in strengthening the self-determination of
consumers across law, policy and practice, and in
transforming public perceptions of distress, disorder
and disablement more broadly.
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