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SUMMARY

The second half of the consultation is where decisions are
made and future management agreed. We argue that this
part of the clinical interaction has been ‘neglected’ during a
time when communication skill development has been
focused on uncovering and matching agendas. There are
many factors, such as the increasing access to information
and the emphasis on patient autonomy, which have led to
the need to give more attention to both the skills and the
information required to appropriately involve patients in the
decision-making process. This analysis, based on a litera-
ture review, considers the concept of ‘shared decision-mak-
ing” and asks whether this approach is practical in the pri-
mary care setting. This study, and our ongoing research
programme, indicates that future developments in this area
depend on increasing the time available within consult-
ations, require improved ways of communicating risk to
patients, and an acquisition of new communication skills.

Keywords: patient involvement in decision-making; shared

decision-making; risk communication; patient-centred com-
munication.

Introduction

tioners (GPs) currently discuss treatments with their patients, and
to propose alternative methods by which they could share infor-
mation and achieve shared decision-making. We have not
attempted to consider patient involvement in decision-making at
the macro level of policy-making and prioritizing resources.

The second half of the consultation

Byrne and Lonfjanalysed over 2000 consultations and identified
a general structure that consisted of six phases:

Establish relationship

Determine reason for attendance

Conduct a verbal/physical examination (solve problem)
Consider the condition

Detail further management

Terminate consultation.

o~ wNE

Phases one to three cover the first half of the consultation up to
the point when the clinician considers that he or she has reached
a full understanding of the patient’s problem. Much emphasis has
been placed on the importance of this taskd if it is not
achieved it is unlikely that the consultation will have beneficial
outcomes. However, our focus with regard to information shar-
ing and shared decision-making is on phases four and five of the
consultation.

Byrne and Long reported that a discussion of the patient’s con-
dition occurred in less than 25% of consultations, and patients
have been found to be dissatisfied with the explanations of their
condition and the information they recef/@ur own research
confirms the findings of othet&° that, in many consultations,

-I-HE doctor—patient relationship is changing rapidly towards &here is little meaningful dialogue between GPs and patients
more active partnership, fostered by the increasing access &bout the nature of the problem and the possible therapeutic
information about treatments and the consumerist trends in moectionst®

ern society. This shift towards involvement is also evident in pol- We believe that skills necessary to enhance this ‘second half
icy statements. ‘Collaboration’ and ‘partnership’ are the keyof the consultation’ have been neglected to date and, thus,
political words of the late 1990s. But it was earlier, as if toinvolvement and empowerment are at present distant fantasies.
counter-balance the ‘internal market' reforms, that the policy ofwe will now describe conceptually and practically how these
involving patients in their healthcare decisions (both at individ-goals might be achieved, starting from a discussion of the differ-
ual and community levels) was published. In 198ie Patients’  ent models of decision-making in a medical context.
Charter?! included the statement that ‘you (the patient) have a
right to have any proposed treatment, including any risks . . .
involved in that treatment and any alternatives, clearly explainelyl0dels of decision-making in a medical context
to you before you decide whether to agree to it'. In 19@6ient  Models of clinical decision-making in the consultation can be
Partnership: Building a Collaborative Strateggmphasized the represented as a spectrum from a paternalistic model at one end,
intention to ‘promote user involvement in their own care, asto the informed choice model at the other é&tln between
active partners with professionals’. these is the model of shared decision-making (Figure 1).

While it may be necessary to change the way the second half The paternalistic model is supported by Parsémsnceptual-
of the consultation is conducted in order to achieve these goalgation of the sick role. Specifically, this obliges the patient to
how to do this within primary care encounters is less clear. Thgeek ‘expert’ help and comply with the medical regimen. It is a
aims of this paper, which is based on a literature reViem, t0  consulting style where the physician does what is thought best
describe the difficulties posed by the ways that general practfor the patient without necessarily eliciting the latter’s prefer-
ences. Byrne and LofAdound this style of consultation to be
used most frequently. By keeping the patient as passive recipient
of the doctor’s ‘expert’ advice, it clearly has the superficial
attraction of maintaining the professional’s status.

It is possible to argue that the logical opposite to the ‘paternal-
istic’ model is consumerism, where patients (well informed or
otherwise) have predetermined views about preferred options.
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Shared | orned Why should we share decisions?

deci si on-naki ng choi ce ‘Sharing decisions’ may be a desirable end in itself on humanis-
tic groundst® In addition, there is a growing body of evidence
confirming the problems that occur owing to poor communica-

One extreme form is the patient who discharges him or herseion Petween doctors and patients and that contribute to non-
from care, despite advice to the contrary. However, the ‘informegjherencfa with thera_py, adv'ce' ?r other m_anagement lans.
choice’ decision-making model is usually placed at the opposit ecause shargd deusmn-makmg hag prewpusly been loosely
end of the spectrum and describes a process whereby patieﬁﬁd poorly _d_efmed, Fhef? IS no _specmc evidence to support
receive information from their physicians about treatment choicShared decision-making in practice. However, the benefits of
es, which they are then left to make. The information imbalanc ffECt'VE? _commun|(_:at|on on patl_ent satlsfactlon_have been clear-
between patient and doctor is recognized — ‘technical knowledg |q|ent|f|ed.9 Studies O.f ‘part|C|[,Jatory con;ultlng styles’ .and
resides in one party (the physician) while preferences reside in t%@atler_]t?-centred Oconsultlng styles have_prow‘ded cc_)nfl’rmatlon of
other (the patient)t — and a concerted effort is made to fully enefit! Stewar? reports that Wh’ere_ patients ‘perceive’ that they
inform the patient about the choices available. The patient noxgave achieved ‘common ground’ with physicians, there are fewer
has both the information required and the personal preferenc mands on Iaborator_y and_referral SEervices. I—_|er révieon-
necessary for decision-making. Indeed, the physician may fef‘ uded that four key 'dlmensmns of communication were related
‘proscribed from giving a treatment recommendation for fear of© POSitive outcomes:
imposing his or her will on the patient, and thereby competing for. the provision of clear information,
the decision-making control that has been given to the patfent’. questions from the patient,
There is concern that the ‘informed choice’ model, where control« willingness to share (discuss) decisions, and
over decision-making is vested entirely with the patient, may leade agreement between patient and doctor about the problem
to increased anxiety and, if taken to its extreme form, may lead to  and the plan
patients feeling that they have been abandéhéd. illustration . ) )
is the dilemma many feel when a clinician fully explains the risks !t has also been found that if people take an active part in mak-
and benefits of antenatal screening for Down’s syndrome, buf'd decisions about their care, they have better health outcomes,
steadfastly declines to guide the decision. as exemphﬂed in the .j:lchlevement of improved diabetic control
Sharing information and sharing decisions are not synonyl studies by Greenfield and Kapl&h?* Recent work also
mous?5 they are separate goals within the consultation andeveals the complexity that underlies these apparent relationships
require different skills. While it is possible for the sharing of Petween patient mvolver:ner3t and improved health outcomes.
information to occur alone (after which either the patient or theStreet® found that the patient's perception of decision control is
doctor makes the decision), shared decision-making cannot occ@rkey issue with both stable and dynamic characteristics, depend-
unless preceded by the sharing of information. It also requiré§d on the patient personality, their involvement within the con-
specific attention to be paid to how decisions are made in thgultation, and the eventual health outcome. Huygeaf®
consultation and the reaching of agreement over the treatmeppowed that certain types of consulting styles could improve the
decision. It may even be the case that the agreement will be tHgalth of patients across a practice list. Work confirming this is
one or other of the participants will make the decisions along?@ginning to be published from the secondary care sector, illus-
Charled! points out that none of the models explicitly describe ‘atrating the benefits on patient satisfaction and long-term out-
process in which both physicians and patients share in decisiofoMes of ‘participatory physician’ stylésThere will also be:
making, no matter how much information they share’. times whgn patient prefe;rences WI|.| be |n.d.|relct conflllct Wlth
It may well be that different types of health problems need difclinical guidelines: the wish to receive antibiotics for viral ill-
ferent decision-making models, and this requires further explo?€Sses is a classic example that can threaten both the
ration. But if we were to share decision-making with patients doctor—patient relationstiipand health outcomé8 Shared deci-
what would be the characteristics of the process? In summargion-making will need to accommodate many such modifiers.
the characteristics are reported as folld¥vs:

PREME i SIC gy

Fogrel Spectrumof petient clinicianinteraction

- Shared decision-making involves at least two participants —Effect modifiers’
the doctor and the patient — and often many more (theiDespite this and the breadth of evidence accumulating about the
respective networks of family or professional colleagues). benefits of ‘effective’ communication on patient satisfactén

» Both parties (doctors and patients) take steps to participat@nd on patient adherence to treatniéftthere are some discor-
in the process of treatment decision-making. dant notes from other studi&sThese give an indication of the

» Information sharing is a prerequisite to shared decisionimportant ‘effect modifiers’ on benefit from patient involvement
making. in their management — it is not always the most appropriate

» A treatment decision (which may be to do nothing) is mademodel for a consultation, depending on patient characteristics or
and both parties agree to the decision. the context of the consultation.

. - avage and Armstrofgrandomized 359 patients to receive
Contained within each step are areas that can be expanded aafictive’ and ‘sharing’ consulting styles, verified by assessing a

e e, e oaon an Sibsample of 40 recordings. The ‘drcing’ syl had a beftr
‘risk communication’, requires an ‘open two-way exchange Ofgaffect on satisfaction levels but only in those with self-limiting

information and opinion’ (i.e. preferences) about fiso that illness or chronic conditions, echoing similar work by Thofdas.
management decigions caﬁ bepbased on a better understandin Th?se results appear to indicate that if the ‘sharing strategies’ are
9 30 owed mechanically or ritualistically then they are insensitive

the options and outcomes. This process cannot, by definitio T . .
occur within a doctor-centred consultation, and the process Opufggms(;tsuatlonal context and will not produce improved health

Sgﬁéﬁ&%ﬁ;ﬁf&;gﬁﬁ:% Is integral to the wider concept of Other patient characteristics that are likely to be effect modi-
P ’ fiers are lower educational status, severity of illness, and advanc-
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An elderly lady (aged 82) has been suffering from right upper qfiad- taken,4the ability to elicit preferred choices is often Iacki.ng. A
rant pain for some two years and eventually consults her family foc- study* that followed up 425 women who consulted their GP

tor. He refers her to a surgeon who, with the aid of ultrasound {ind- With menorrhagia found that half the doctors were unaware of
ings, confirms a diagnosis of cholecystitis. The surgeon then sugpestgheir patients’ views. Other work in different settitfgi-*>has

that cholecystectomy is an option, and that he would be happy {o dodemonstrated that patients, perhaps because they feel their doc-
this if the patient is agreeable. This situation of contributing tofthe tors are not interested, rarely make demands for information or
treatment decision is completely novel to this lady — she has peenfqr increased involvement. This tendency can be modified, and

used to being told ‘what treatment she should have’ — and she nowpreviOus work demonstrates that patients can be ‘trained’ to
feels highly uncertain and anxious. She chooses to discuss the [situar

tion with her family doctor again who has more of an understangling increase their participatioi,although this approach is unlikely

about her expectations for involvement in decision-making, angd is 0 Pe practical on a widespread basis.

more positive about opting for cholecystectomy. She then infgrms ~ Assumptions and generalizations clearly cannot be made, and
the surgeon that she will have surgery. the literature points to the need to ascertain involvement prefer-
This scenario illustrates how a long-term context of involvement in ences within Consultatlons and for the need. tp dgvelop ways of
decision-making is important, and that it cannot be imposed ou-of- accurat_ely assessing p_referreq levels of part|C|pa_1t|on. ME."thOdS to
the-blue. Once introduced to the concept of involvement in decikion Categorize the role patients wish to take in decision-making have
making (whether suddenly or in the longer term), patients may|still @/s0 been developed, and can be used in research to indicate
find it hard to participate in the decision-making to the level expefted Which option patients favouf.

by the physician. (A footnote to this scenario records that|the  The fact that the majority of patients indicate a desire for more
patient’s gallbladder histology subsequently returned showing garly information about their illness and potential treatment options,
stage carcinoma, thus showing that if th_e patient’s participation in the hut a much smaller number express preferences to participate in
gggljéonncgngbﬁﬁ; ts‘?]adﬁg zgifgggtstmz e‘;‘;]osu't‘:];‘f‘é%;ifsmrﬁﬁ’s C;’tri‘l'ltreatment decisions, gives rise to interesting speculations such as,
retain responsibility to advise where necessary, and cannot opt gut o ow are preferences affected by situational factors or learnt

‘abandon’ the patient simply to an ‘informed choice’ without expdct- Pehaviours? Recent developments in ps‘ycholog)f indicate the
ing negative consequences.) existence in screening programmes of ‘blunters’ (avoidance

behaviour) or ‘monitors’ (attenders), and points to the effect that
personality has on levels of involveméftThe ‘preference’
ing age (Box 1). But no one variable, illness condition orstudies consistently show that sociodemographic variables are
sociodemographic, could be regarded as prediétiieis also  not useful in predicting who wants more or less active roles in
important that the imperative to ‘share decisions’ must not comenedical decision-making, and there is a concern that hypotheti-
out of the blue — if it is unexpected then it may cause anxietyal studies (the majority) do not accurately reflect ‘actual’ views.
rather than alleviate it, and fail to achieve the desired improvethe principles of ‘patient involvement’ however, should not
ments in health outcomes. override preferences for participation assessed within the consul-
tation. Doctors largely determine the communication styles:

. . patients do not insist on shared decision-making, however open
Do patients want to share decisions? they are about their preferences. Perhaps it is also illogical to ask
Most of the work evaluating patient preferences for participatiorabout a patient’s preferred role in decision-making until they
has been done in North America, and has been critically analysefve realised the possible harms and benefits of the choices they
by Debef>3¢and reviewed more recently by Guadagfdlt is  face, and the associated probabilities. Then, and only then, can it
not known whether these findings can be applied directly to otheje |egitimate to ask an individual whether or not they wish to
patients with different medical problems and contexts. Much ofake an active part in deciding what is best for them. The effects
the research is based on surveys using different instruments, thgswell-defined and skillfully implemented shared decision-mak-

making comparisons difficult. It would appear that patients’ing processes in real clinical contexts clearly require assessment.
desire for information is stronger than their desire to be involved

in decision-making#3"-3*However, research carried out using ) ) .

hypothetical questions or scenarios may not truly reflect patientd=thical and medicolegal perspectives

views when they are actually taking part in a consultation. Th&hese variations between patients also raise ethical and
link between ‘patient preferences for participation’ and actuamedicolegal issues. The law, as far as it concerns the
participation is not that strond.For example, a majority of doctor—patient relationship, has been static in the United
healthy subjects stated that they would want to select their owidingdom for a number of yeaf8put there is increasing pressure
treatment if they were to have cancer; however, only a minoritpn doctors to address the issue of ‘informed con$emt'.the

of patients with cancer shared this viétAgain it should be  United States, consumer and patients’ rights have been, and are
questioned whether such findings can be transferred to primastill, evolving to change the way in which patients and health
care where patients are most often likely to be involved in smalleare professional arrive at decisions. Many would argue that the

Box 1.Case history.

er decisions about less serious problems. move towards adopting the ‘informed choice’ model is a direct
Although patients may dislike the ‘doctor uncertainty’ that consequence of doctors consulting defensively.
may be conveyed by shared decision-makKingpctors tend to The ethical position itself is not clear-cut because the principle

underestimate both how much information patients wish taf autonomy is not necessarily benefigiaind may conflict with
receive and the level of involvement they prefer to have in decithe equally valid principle of beneficence. In many ways, the
sion-making*? GPs are often unaware of patients’ views on treatrecent developments in palliative care communication made
ment!® and may also lack the skills to elicit patients’ preferredexplicit the duty of the clinician to respect patient chdke.
choices. Recent work has showed that prescribing decisiorlsuptor?® has described the ambivalence patients feel between
about antibiotics are guided by GPs’ perceptions of patientvanting to behave ‘in a consumerist manner’ and their equally
expectations rather than actual expectatféns. strong desire ‘at other times to take on the passive role’ and
Although many doctors now subscribe to the view that patieninvest their trust in professionals. Shared decision-making offers
preferences should be considered when treatment decisions aéalance to these opposing positions by actively involving
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patients in decision-making but also by requiring the professionalon about the probabilities of the available treatment outcomes.
to use his or her expertise and experience to guide the patient alds very difficult to obtain and present data about risks and ben-
make decisions if required. Consequently, shared decision-malkfits to patients in a meaningful non-technical way. Only
ing would appear to be consistent with the new ethical principld0%-30% of clinical decisions are backed up by evidéhce.
of ‘relationality’ proposed by Bottorfét al>* This principle pro-  Furthermore, the information that is available is often not in a
motes the provision of accurate honest information in the contextorm that actually assists &%Information about diagnoses, drug
of the individual situation, examining the ethics of care in termgherapy, and operative interventions are inevitably pooled data,
of such factors as response, interpretation, accountability, arahd are therefore difficult to ‘particularize’.
social solidarity, often counterbalanced against other values suchThe ‘average’ patient is a rarityThe patient in the consulting
as truth and confidentiality. room may have heart failure, osteoarthritis, live alone, take war-
farin, and be at risk of falling down the stairs. Arriving at a
.. . shared decision in this context involves more than obtaining
What problems prevent shared decision-making in the  information about the best way to treat heart failure in an elderly
primary care context? man. Developing risk communication tools for a course on
Studies of consultatio®§1%2%in general practice have consis- shared decision-makifghas illustrated how difficult it is to por-
tently revealed that sharing information about the identifiedray the risks and benefits of commonly met problems. Our pilot
problems, identifying treatment options, and sharing the decisiowork indicates that how information is presented (verbal, tabular,
about the preferred future management rarely occurs, and thegeaphical versions) has a major influence on the depth of patient
do not seem to have been any significant changes since the midvolvement in decision-makiny.The development of decision
1970s!° There are many proposed explanations for this, drawraids (leaflet$? videos®® boards3® and web pagéd needs to be
from practitioners themselV&sand from social science analysis, undertaken in the light of this type of research, and our findings
such as: also indicate that communication skills in shared decision-mak-
ing will need to be developed if professionals are to make appro-

* ittakes time, priate use of these tools.

» it is threatening to the ‘power’ relationship between doctor
and patient,

 continuity of care means that treatment decisions are oftehlow might we achieve shared decision-making within
coloured by prior experiences of both patient and clinicianconsultations?

in that particular setting, ) ) Shared decision-making clearly rests in the paradigm of patient-
* there is a lack of training/experience/modelling, _ centred medicin& Stewart! has described the concept of find-
* alack of skill in ‘sharing” and ‘involving’ patients in deci- ing common ground, and it is this component of the consultation
sion-making, _ _ that is being considered in detail. The conceptual clarification
* alack of information about risks and benefits, . that has occurred recerithf® allows a set of ‘competencies’ to
* alack of skills and tools to convey information about riskspe described® skills that facilitate the shared decision-making
and benefits? and _ _ . _process within consultations. Box 2 illustrates the steps that need
* patients are perceived not to like the ‘doctor uncertainty’ itto pe taken in order for patients to share in the decision-making
may convey? process; it is assumed that the agenda-matching and problem-

golving phases of the consultation have been successfully com-

Lack of time may be used as a reason for not giving patien X
pleted, and that patient role preferences are respected.

information or involving them in decisions. However, Howie has | K in clinical hat thi [ will
demonstrated the benefits of providing patients with more time P10t work in clinical contexts suggests that this model wi

o 5670
and has developed the concept of ‘patient enablement’ as an oﬁ'@ed to be mod|f|¢?§1 We suggest a fqrther comp’eteng:y to be
included after the ‘transfer of technical information’, which con-

come in its own right. He has shown that time spent within Coné-:erns checking patient understanding of this information (personal
sultations appears to be directly related to the quality of care: - i
uttat bp I y quaity ommunication: W Rosenberg, 1998). The understanding of

more time producing greater benefit and increasing the ability o . . . . g
patients to understand and cope with their health problétfs. apparently simple information still varies enormously between
Beisecket® found that the degree to which patients sought infor_lndl_\{ldqal71pat|ents, and requires careful and sensitive
mation from their doctors depended, among other things, on hoﬁ,a”f'cat'on'

long the consultation lasted and whether they were invited to

make inquiries. Stre&tconfirms that participation in decision-
making is increased when physicians exhibit patient-centr
behaviours. Although having enough time within consultations is Steps:

important for ‘shared decision-making’, perhaps time should be . Establishing a context in which patients’ views about treatmeht

regarded as necessary but not sufficient. options are valued and necessary
The lack of time will not be contested, but GPs may not be gs+ Eliciting patients’ preferences so that appropriate treatment
ready to admit that a lack of skills in sharing decisions and info-  options are discussed

mation are also significant obstacR8$! Pilot work we have » Transferring technical information to the patient on treatment]
undertaken with GP registrars using simulated patients indicates opgor}s, rlusks, and their probable benefits in an unbiased, clepr,
that these doctors are not familiar with the skills required t and simple way

h . ; B - » Physician participation includes helping the patient conceptuglize
share decisions’, and that patients are equally tentative about the the weighing process of risks versus benefits, and ensuring that

process of_ involving t_hemselves in decisions. Thls_ may 0ccasiof-  heir preferences are based on fact and not misconception

ally backfire, deterring the doctor from continuing efforts tof .  shared decision-making involves the physician in sharing the

share decisions. treatment recommendation with the patient, and/or affirming {he
Our traditional skills enable us to achieve working diagnose$,  patient’s treatment preference.

to suggest treatment strategies, and to plan future managemert;
but we are not usually well equipped to share detailed informaBox 2.Steps for patients to share in the decision-making prégess.
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Conclusion 14.

Shared decision-making offers a model for the management
stage of the consultation, with the underlying aim of achievingl5.
an active partnership between patient and doctor. There is
specific evidence for the shared decision-making model, but the™
patient-centred approach — in which it is embedded — has
demonstrated improvements in short-term outcomes (patierdf’.
understanding and satisfaction), patient adherence, and a reduc-
tion in the use of resources (laboratory services and reféral). g

As we have stated, shared decision-making does not happen
regularly. Some of the ‘competencies’ required for shared decil9:
sion-making are being formulated, but a checklist of behaviours
or steps taken during a consultation may never ‘resonate witpg
patient’s models of decision-making or constructions of their ill-
ness experiencélt should be possible to obtain observable evi-
dence of shared decision-making, but we may need to go beyong
the analysis techniques currently used to assess the
physician—patient interaction. Observation alone will not capture
the process that takes place ‘in the patient's head’, where, ultf?-
mately, decision-making occurs. Neither will observation of
interaction enable the longitudinal aspect of decision-making t@3.
be determined: the effects of patients discussing options with
family and others. 4

Having learnt to explore both the biomedical and persona% ’
agendas, GPs are now faced with the challenge of providings.
patients with information and learning how to share decisions
with them. How these skills are best developed and what toolsg
should be deployed to share information about risks are areas
that need further work. There will always be a concern that the
doctor’s view (mediated via the way the doctor frames the infor27-
mation'®) will sway the patient.

A mood of questioning consumerism and the unprecedentezs.
electronic access to information is re-defining the role of the gen-
eralist. The clinician should be prepared to adapt to the patient
preferred role, to hand over, share, or take overall responsibility
for decision-making. For the patient, involvement will bring new
responsibilities: a requirement to evaluate risks and benefits0.
Primary care practitioners are uniquely placed to share decisions
with patients. It is an important task, best done before patients .
enter the potential bias of secondary care perspectives. For too
long we have neglected the second half of the consultation.
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