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SUMMARY The problem cards of 100 patients in a group
practice were shared and discussed with the patients con-
cerned. The patients then completed a questionnaire record-
ing their reactions to the experience. Although the sharing
ofproblem cards can cause patients to become anxious and
raises the questions of confidentiality, patients' rights and
autonomy, the replies to the questionnaire demonstrate that
patients valued seeing their problem lists. Sharing problem
cards gave patients an opportunity to review their health
needs and in some cases to correct inaccurate information
although the lists of problems were found to be reasonably
accurate.

The results of this experiment show that sharing problem
cards with patients has a beneficial effect on the accuracy
of the records and could increase the trust between doctor
and patient.

Introduction
THE 1980s have seen public feeling turn against paternalism.

Freedom of information has been debated in the House of
Commons and the College of Health has been formed to pro-
mote the interests of patients. It has been argued that profes-
sionals withhold information as a way of retaining status and
power - knowledge is power.l

Doctors have a reputation for failing to provide their patients
with complete and accurate facts about their health.2 Cohen
suggests that not only should records be available to the patient
but the patient should be party to what is written in them on
the grounds that this affects the doctor's perception of the pa-
tient in a way that may be unacceptable to the patient.3 Con-
cepts derived from transactional analysis suggest that an adult
to adult relationship is in most circumstances the most produc-
tive one in a professional setting and requires free exchange of
information.4 Pendleton and colleagues emphasize the value
both of establishing the patient's attitude to his illness and of
the doctor sharing with the patient information and ideas about
the patient and his illness.5 One way of breaking the monopoly
of information is to share problem cards from practice records
with patients.6 This has four possible advantages:
-the accuracy of the information may be checked;
- the patient's health problems can be fully reviewed;
- the patient becomes aware of the doctor's knowledge and

perception of his problems;
- management of outstanding problems can be negotiated on

an adult to adult basis.
However, there are, possible disadvantages:
- inaccuracies may diminish the patient's confidence in the

doctor;
- the patient may prefer not to know about certain health

problems;
- the patient's anxiety may be increased by a reminder of his

problems;
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the disclosure of information about relatives, or obtained
from relatives can be disconcerting and upsetting - this
calls for particularly delicate handling.

Method
For over a decade problem lists have been created for over 95%
of the patients in a group practice with a total list of 10 500
patients.7 The lists have been assembled by the partners from
their memories, by culling information from the notes, by ask-
ing patients, by using the data base questionnaire designed for
new patients8 and by recording problems as they emerge. The
list includes physical, psychological and social problems.

Before the beginning of every morning and evening surgery
a photocopy was made of the problem card of every third pa-
tient due to be seen. The problem card was not photocopied
if it had been created by a partner other than the author, or
if there was information on the card that the author was not
prepared to discuss with the patient.
At the end of the consultation the problem list was offered

to the patient or parent and each item was explained and reviewed
by the doctor and the patient together. All the errors were noted
and corrected on the list. The patient was then given a simple
questionnaire and asked to complete it and hand it to the
receptionist.

Results
Of the first 100 patients who were offered their problem list none
declined to see their card.
Problem cards were not shared with six patients who had the

following recorded: brain atrophy, schizophrenia, Downs syn-
drome, carcinoma of colon, a prescription for mist ferri et
arsenicalis or hysterical paralysis.
The total number of problems recorded was 672 and the mean

number of problems per person was 6.7 with a range from one
to 20. Seventeen patients suggested additions to their problem
cards, for example psoriasis, cervical spondylosis and low back
pain. Many of the problems were no longer applicable and only
the important problems were entered on the card after discus-
sion with the patient. livo patients suggested deletions from their
problem cards - one problem was hayfever and the other a
duodenal ulcer which was recorded in 1947 but the letter ap-
plied to the patient's mother and had been misfiled; the error
was not noticed when the problem card was created. Sixteen pa-
tients felt that amendments were necessary to the problems listed
on their cards, for example headache was changed to migraine
and overdose was changed to 'laced drinks.
Of the 100 questionnaires handed out 99 were returned. The

format of the questionnaire and the results obtained are shown
in Figure 1. There were a considerable number of favourable
comments from patients after they had been shown their pro-
blem cards.

Discussion
Medical records have been designed for use by doctors and the
relevant team members'and not for communicating with patients;
most would require interpretation. Strictly, within the National
Health Service, these records belong to the Department of Health
and Social Security but the information they contain could be
said to belong to the patient.
The question of sharing problem cards with patients touches

on the wider issues of the rights of patients to information about
their health and to a greater degree of autonomy in its manage-
ment.9 But to a large extent these issues stem from the practical
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Could you understand it? Yes 91
No 3
No reply 5

Did you learn anything new about
your health by seeing your
problem card? No 59

Nothing of
importance 23
Important
new facts 10
No reply 7

What new facts were learnt? 1965, tuberculosis
as a child
Large babies
associated with
diabetes
Gastroenteritis as a
child
Spastic diplegia
possibly due to
forceps delivery
Other less important
facts

Having seen your problem card
do you feel? Grateful 79

Confused 1
Worried 1
Angry 0
Regretful 0
No feelings 18

Do you think problem cards should
be shared with patients? Yes 88

Perhaps 10
Definitely not 1

Would it help you to manage your
own health better? Yes 51

Perhaps 28
No 20

Figure 1. Questionnaire completed by patients after seeing their own
problem card. The number of responses to each question is given.

considerations which are the chief concern of this study.
Although this study was carried out in general practice the
arguments apply equally to hospital work. The most obvious
advantage to be gained from sharing problem cards with patients
is that the accuracy of information can be checked, although
in this study none of the inaccuracies identified were particularly
important. The second major area of benefit is the increased
autonomy that sharing problem cards can give to the patient.
This can encourage a more positive attitude of shared respon-
sibility and self-direction in health matters. A third advantage
may be that sharing problem cards improves the doctor-patient
relationship but this needs further study.

In this study patients offered a number of additions to their
problem lists. Some of these problems appeared to be offered
merely for the sake of completeness and many were now inac-
tive, however, some were important to the patient and needed
to be discussed. Deciding whether the new problems suggested
by the patient should be entered on the card promotes the idea
that what is written in the notes should be discussed with the
patient before it is added. Some notes may be written in such
a way that a perspective of the patient is created which may be
unacceptable to that patient. The amendments to the problem
lists suggested by the patients were interesting; for example, a
discussion about 'overdose' being changed to 'laced drinks' was
profitable to both the patient and the doctor.

It is interesting that there were six patients whose problem
cards were withheld. The following problems were listed:

Brain atrophy. This was an elderly person whom it was felt
would be unable to comprehend the meaning fully but who
might be made unduly anxious.

Schizophrenia. It is difficult to share this label with some
patients. While much is written and some effort has been made
to evaluate patients' views on sharing knowledge about cancer
there are few guide-lines about sharing the diagnosis of
schizophrenia in general practice.
Downs syndrome. This five-year-old boy was brought by a

friend and not by a parent.
Carcinoma of the colon. Normally it is preferable to share

the knowledge of cancer with patients unless they indicate a wish
not to know the diagnosis. However, this was a new patient whose
previous doctor had not discussed the diagnosis and the con-
sultation coricerned a different problem.

Prescription for mist ferri et arsenicalis. This tonic had been
prescribed by a previous doctor 20 years ago for an unknown
length of time. It is known to give an increased risk of develop-
ing carcinoma of the skin and bronchus. This knowledge might
cause anxiety to the patient.

If we take overall responsibility for the health of our patients
we make the decision on the basis on a balance of profits (shared
knowledge) and losses (anxiety). If however we state that patients
are autonomous and therefore have a right to know all that we
know about their health we must share all the information
available. In this study six problem cards were withheld but
perhaps it should be said that while we are moving towards the
ethical stance of autonomy this has not yet been achieved. There
will always be some cases in which, at least in the short term,
the overall responsibility will be borne by the doctor.

Other difficulties were also highlighted by the study. It is im-
portant to phrase the problems in a non-pejorative way and to
retain them as problems and not let them escalate into diagnoses.
For example, it would have been wiser to have described one
patient as having 'paralysis df unknown origin' and not
'hysterical paralysis' Information concerning relatives should
not be on the problem card but entered elsewhere in the notes
in the interests of confidentiality.
As yet no patients have demanded to see their problem card

but as public opinion changes and as more patients in the prac-
tice see their problem lists it is likely that other patients will ex-
pect to do the same. This eventuality must be prepared for but
hopefully not by editing out contentious information to the detri-
ment of information management.

Sharing problem cards with patients does increase the length
of time of consultations. However, the benefits compensate for
this and in this practice the number of patients who see their
problem cards will continue to increase.
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