
INTRODUCTION
Disease prevention is a major part of
current clinical practice in primary care.
This often requires asymptomatic patients
to take long-term treatment to reduce their
risk of a future adverse event. The
immediate inconvenience, cost, and risk of
taking medication are balanced against a
potential but distant benefit of treatment.
When deciding whether to accept such
treatment, patients and their doctors must
understand the likelihood of the treatment
conferring benefit and causing harm.
Theway inwhich likelihood information is

presented influences whether patients
accept treatment.1 The use of relative risk to
describe treatment benefits has been
shown to result in greater acceptance of
treatment than does presentation in
absolute terms.1–5 The effect of different
methods of risk presentation has previously
been examined using presentation of a
standard population risk scenario to
participants rather than using a calculated
personal risk estimate. Patients may
respond differently to a personalised risk
than they do to a hypothetical one, hence
this investigation of personalised risk.
Absolute risk estimates are considered to

lead to better understanding of the
magnitude of treatment effects than relative
risk estimates. The use of natural
frequencies (numbers rather than
percentages or fractions) has been
suggested as the clearest means of
communicating risk to both doctors and
patients.6,7

A gradient of absolute benefit is achieved
with long-term prophylactic treatment:
those at greatest baseline risk are more
likely to benefit from treatment than those
at lower risk. However, the adverse effects
of treatment are evenly shared regardless of
baseline risk. Themethod used to present a
treatment’s harms may be therefore as
important as that used to present benefits.
Different methods of presentation of
treatment benefits have been studied;
however, there are few studies of the effect
of risk presentation methods for describing
treatment harms and there is uncertainty
about the effect of different methods of
communicating this information. Qualitative
descriptions of side effects have been found
to exaggerate perception of side-effect
risk,8,9 while the use of natural frequencies
displayed using figure charts has been
suggested as a way of reducing side-effect
aversion.10 This study investigated the effect
of communication methods for both the
benefits and harms of treatment on
participants’ acceptance of fracture
prevention treatment in the context of a
personalised risk calculation for hip
fracture.
A range of preventive treatments is

available to reduce the risk of fracture.11–13
The absolute risk reduction achieved with
these treatments is determined by the
individual’s risk of fracture: those at greatest
risk of fracture will have the greatest
absolute reduction in their fracture risk.
Treatments for osteoporosis have been
associatedwith important sideeffects,13–17 so
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Abstract
Background
Treatment acceptance by patients is influenced by
theway treatment effects are presented.
Presentation of benefits using relative risk
increases treatment acceptance compared to the
use of absolute risk. It is not knownwhether this
effect ismodified by prior presentation of a
patient’s individualised risk estimate or how
presentation of treatment harms by relative or
absolute risk affects acceptance.

Aim
To compare acceptance of a hypothetical
treatment to prevent hip fracture after
presentation of the treatment’s benefit in relative
or absolute terms in the context of a personal
fracture risk estimate, and to reassess
acceptance following subsequent presentation of
harm in relative or absolute terms.

Designandsetting
Randomised controlled trial of patients recruited
from 10GPs’ lists in Christchurch, New Zealand.

Method
Women aged ≥50 years were invited to
participate. Participants were given a personal
10-year hip fracture risk estimate and
randomised to receive information on a
hypothetical treatment’s benefit and harm in
relative or absolute terms.

Results
Of the 1140women invited to participate 393
(34%) took part. Treatment acceptancewas
greater following presentation of benefit using
absolute terms than relative terms after
adjustment for age, education, previous
osteoporosis diagnosis, and self-reported risk
(OR 1.73, 95% confidence interval [CI] = 1.10 to
2.73, P = 0.018). Presentation of the treatment’s
harmful effect in relative terms led to a greater
proportion of participants declining treatment
than did presentation in absolute terms (OR 4.89,
95%CI = 2.3 to 11.0, P<0.001).

Conclusion
Presentation of treatment benefit and harm
using absolute risk estimates led to greater
treatment acceptance than presentation of the
same information in relative terms.

Keywords
communication; decisionmaking; hip fracture;
osteoporosis; preventivemedicine; risk.
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the decision to use these drugs requires the
patient and doctor to balance the likelihood
of benefit against the likelihood of harm.
This study was designed to compare the

effect of presenting a hypothetical
preventive treatment’s benefit and adverse
effect by relative risk or absolute risk using
natural frequencies, on participants’
acceptance of preventive treatment for hip
fracture. Participants were given this
information in the context of their personal
hip fracture risk estimate.

METHOD
Ten GPs at four practices in Christchurch,

New Zealand, took part in the study.
Practices were selected to represent the
range of socioeconomic and geographic
environments of the city. All women aged
≥50 years and enrolled with participating
GPs were invited to take part in the study
and were recruited by invitation letter from
their GP. Recruitment was from December
2008until April 2010. Exclusioncriteriawere
severe cognitive or communication
problems, including non-English speakers,
and terminal illness.
Clinics and hence participants were

randomised to one of four groups:

i. benefit described pictorially in absolute
terms, harm described pictorially in
absolute terms;

ii. benefit described pictorially in absolute
terms, harm described in relative terms;

iii.benefit described in relative terms, harm
described pictorially in absolute terms;
and

iv. benefit described in relative terms, harm
described in relative terms.

Participants were seen at research
clinics. Participantswere booked to attend a
clinic at their convenience. Clinics were
randomly allocated to treatment by
minimisation of the imbalance over the four
arms, and initial allocation and ties were
allocated by a table of random numbers.
Enrolment and randomisationof clinicswas
by a research nurse. Participants and
researcherswere aware that the purpose of
the study was to assess the effect of
different methods of description on the
acceptance of treatment. Researchers used
a standard interview approach and forms
for all participants to ensure consistency.
Participants were asked to rate their self-
reported risk of hip fracture. Demographic
and medical data were recorded and used
to inform participants of their 10-year hip
fracture using the FRAX® software.
Participants were presented with

information on treatment benefit either in
absolute (pictorial) terms or in relative
terms. The following were recorded:

• acceptance of treatment; and

• ease of understanding of treatment
benefit.

Participants were then presented with
information on treatment harm either in
absolute (pictorial) terms or in relative
terms. Treatment acceptance was recorded
again. (Figure 1).

How this fits in
Presentation of treatment benefits in
relative risk terms increases treatment
acceptance when compared to presentation
using absolute risk. In practice, this effect
may bemodified by prior discussion of an
individual’s own 5- or 10-year risk of
disease (as when considering osteoporosis
treatment or cardiovascular disease
prevention). The presentation of a
treatment’s harmsmay also affect
treatment acceptance, but this has received
less attention. This study found that,
following presentation of a personal hip
fracture risk estimate, absolute risk
estimates of both the benefit and harm of a
hypothetical preventive treatment led to
greater treatment acceptance than did
presentation using relative risk estimates.
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Figure 1. Participant flow.



Participants allocated to the relative risk
group for presentation of benefit were told
that treatment would reduce their risk of
hip fracture by 40%. Those in the absolute
(pictorial) risk group were presented with a
chart of 1000 human figures on which the
number of women expected to have a hip
fracture in the following 10 years was
highlighted. The number of fractures
avoided by taking treatment was then
indicated on the same chart . The number
of expected fractures, and hence the
number of fractures avoided with
treatment, varied between participants
according to their calculated 10 year
fracture risk (1–200 per 1000 people over
10 years).
After presentation of the treatment’s

benefit, participants were told that the
treatment increased the risk of stroke.
Those allocated to the relative risk group
were told that stroke risk was increased by
67%. Those in the absolute (pictorial) risk
group were shown another chart of 1000
human figures on which was highlighted
the number of women expected to have a
stroke in the following 10 years without the
treatment (12 per 1000) and the additional

strokes expected with the treatment (8 per
1000).
Treatment acceptance was measured on

a 4-point scale and participants were asked
to choose one of ‘very likely’, ‘quite likely’,
‘quite unlikely’, or ‘very unlikely’ to accept
treatment. Ease of understanding was also
recorded on a 4-point scale and participants
were asked how easy it was to understand
the effect of the treatment on their risk of
hip fracture and to choose oneof ‘very easy’,
‘easy’, ‘quite difficult’, and ‘difficult’.
The treatment described to participants

was hypothetical, no actual fracture
prevention medication wasmentioned.

Statistical analysis
Data were recorded in booklets by the
interviewer and then entered into an
Access® database. Data were analysed in
the R language for statistical computing.18
Odds ratios and 95% confidence intervals
(CIs) were calculated, results were
considered statistically significant at P =
0.05. Descriptive statistics were analysed by
ANOVA or Fisher’s exact test where
appropriate. Multiple logistic regression of
main effects was used to adjust for
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Figure 2. CONSORT flow diagram.



covariates and to estimate the strength of
covariate effects. Covariates were
eliminated from the finalmodels by forward
and backward substitution based on theAIC
(Akaike’s information criterion) measure of
fit. Only significant effects were included in
the final models.

Sample size
The proportion accepting treatment given a
relative explanation of benefit was expected
to be about 80%.2 A sample of 200 was
aimed for in both groups by explanation of
benefit which using Fisher's exact test at
0.05% significance could detect a drop of
20% in the acceptance proportion with
93.5%power. The sample size achievedwas
393 which allowed the detection of a drop of
18.6% in the acceptance proportion with
90% power.

RESULTS
Three hundred and ninety-three women
from an eligible population of 1140
responded to invitations to participate. The
response rate 34% (Figure 2). Recruitment
was carried out over 16 months between
December 2008 andApril 2010. Participants
were similar with respect to personal or
family history of fracture, self-reported
fracture risk, weight, and height (Table 1).
Differences in age, European ethnicity, and
calculated 10-year hip fracture risk were
statistically significant although small in
magnitude.

Acceptance of treatment after
presentation of benefit
All participants were allocated to first
receive information on the treatment’s
benefit in either relative or absolute
(pictorial) terms. Characteristics of both
groups of participants are shown in Table 2.
A larger proportion of participants in the

absolute (pictorial) risk group (43%) than in
the relative group (36%) indicated they
would be likely to accept treatment (Table 3).
Crude odds for acceptance of treatment
showed no difference between the absolute
and relative risk groups (Table 3). After
adjustment for age, education, previous
diagnosis and self-reported risk, a
significantly higher acceptance of treatment
after presentation of treatment effects in
absolute terms was detected (OR for
acceptance of treatment after presentation
of treatment effects in absolute terms 1.73,
95% CI = 1.10 to 2.73, P = 0.018).
Difficulty in understanding the effect of

treatment was reported by 9% of
participants. Twice as many participants
given a relative explanation of the
treatment’s effect reported difficulty than
those given an absolute (pictorial)
explanation, however this was not
statistically significant and the CI was wide
(adjusted OR 2.06, 95% CI = 0.97 to 4.58).
(Table 3).
Multiple regression was used to

investigate the effect of covariates on the
likelihood of taking treatment (yes/no) after

Table 1. Participant characteristics in each armof the study
Benefit description Absolute Relative
Harmdescription Absolute Relative Absolute Relative Total

n 99 93 98 103 393
Age, years (SD) 63.0 (9.1) 61.5 (8.7) 62.1 (8.1) 65.7 (8.3) 63.1 (8.7)
Weight, kg (SD) 69.3 (12.5) 72.6 (17.6) 71.9 (15) 73.7 (16.1) 71.9 (15.4)
Height, cm (SD) 160.5 (12.3) 161.5 (6.6) 161.4 (7.1) 161.1 (6.9) 161.1 (8.5)
Previous diagnosis of osteoporosis (%) 5 (5.1) 3 (3.2) 2 (2.0) 7 (6.8) 17 (4.3)
Fracture history
Personal (%) 14 (14.1) 14 (15.1) 12 (12.2) 17 (16.5) 57 (14.5)
Family history of hip fracture (%) 13 (13.1) 19 (20.4) 13 (13.3) 14 (13.6) 59 (15.0)
10-year hip fracture risk,% 1.2 0.7 1.7 2.6 2.6
Median (interquartile range) 2.3 (0.4–2.7) 2.1 (0.4–2.5) 1.6 (0.5–2.1) 2.8 (0.7–3.5) 2.2 (0.5–2.7)
Self-reported risk
Unlikely (%) 83 (83.8) 70 (75.3) 87 (88.8) 81 (78.6) 321 (81.7)
Likely (%) 16 (16.2) 23 (24.7) 11 (11.2) 22 (21.4) 72 (18.3)
Ethnicity
European (%) 79 (79.8) 78 (83.9) 90 (91.8) 94 (91.3) 341 (86.8)
Mãori (%) 8 (8.1) 6 (6.5) 7 (7.1) 6 (5.8) 27 (6.9)
Other (%) 18 (18.2) 16 (17.2) 8 (8.2) 12 (11.7) 54 (13.7)
Education
School only/none (%) 45 (45.5) 48 (51.6) 52 (53.1) 49 (47.6) 194 (49.4)
Tertiary (%) 35 (35.4) 28 (30.1) 32 (32.7) 38 (36.9) 133 (33.8)
Degree (%) 19 (19.2) 17 (18.3) 14 (14.3) 16 (15.5) 66 (16.8)
10-year hip fracture risk is right skewed (skewness 3.2), median, (interquartile range), [Q2–Q3] are reported. Differences in age, European ethnicity, and calculated 10-year hip

fracture risk were small but statistically significant.
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its benefit had been explained. The initial
logistic model containing all main effects
was reduced by forward and backward
substitution leaving increased age, lower
level of education, previous diagnosis of
osteoporosis, higher self-reported risk and
benefits explained in absolute (pictorial)
terms all producing significantly higher
likelihood of taking the treatment (Table 4).
The strongest of these effects was a
previous diagnosis of osteoporosis (OR 5.4,
95%CI = 1.52 to 26.12). History of fracture by
trauma and New Zealand ethnicity
increased the fit of the final model but were
not significant, while there was no evidence
for significant main effects due to 10-year
hip fracture risk, alcohol, smoking, bone
mineral density, weight, height, fracture
(spontaneous or family history),
employment or ethnicity other than New
Zealand. The finalmodel had adequate fit to
the data (P<0.001), correctly predicting 65%
of responses and had pseudo R2 of 0.14
using maximum likelihood and 0.19 using
Cragg and Uhler’s method.

Influence of presentation of harm on
acceptance of treatment
Of the 153 participants who, after
presentation of the treatment’s beneficial
effect had indicated that they would accept
treatment, 12 (14%) of those who were then
presented harm in relative terms and 32
(46%) of those who were presented harm in
absolute (pictorial) terms remained likely to
again accept treatment. Thus, 109 (71%) of
those who had initially indicated they would
accept treatment altered their initial
decision after the drug’s harmful effect was
presented. Participants who received the
information on harm in relative terms were
more likely to change their minds than
those who received the same information in
absolute (pictorial) terms (OR 4.89, 95%CI =
2.30 to 11.00, P<0.001) (Table 5). Of the 239
participants who had already declined
treatment after the benefit was described,
only three changed theirminds and opted to
take the treatment after presentation of
harm.
Multiple regression was used to

investigate the effect of covariates on the
likelihood of accepting treatment (yes/no)
after its benefit and harm had been
explained. The initial logistic model
containing all main effects and an
interaction term between harm and benefit
indicated no evidence of a significant
interaction between the presentation
methods for harm and benefit. After
elimination of covariates by forward and
backward substitution only higher self-
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Table 2. Participant characteristics for presentation of treatment
benefit

Communicationmethod
Absolute Relative Total

n 192 201 393
Age, years (SD) 62.3 (8.9) 63.9 (8.4) 63.1 (8.7)
Weight, kg (SD) 70.9 (15.3) 72.9 (15.6) 71.9 (15.4)
Height, cm (SD) 161.0 (9.9) 161.3 (7) 161.1 (8.5)
Previous diagnosis of osteoporosis (%) 8 (4.2) 9 (4.5) 17 (4.3)
Fracture history (%)
Personal 28 (14.6) 29 (14.4) 57 (14.5)
Family history of hip fracture 32 (16.7) 27 (13.4) 59 (15.0)
10-year hip fracture risk,% 1.0 1.3 2.6
Median (interquartile range) 2.2 (0.4–2.6) 2.1 (0.6–2.7) 2.2 (0.5–2.7)
Self-reported risk (%)
Unlikely 153 (79.7) 168 (83.6) 321 (81.7)
Likely 39 (20.3) 33 (16.4) 72 (18.3)
Ethnicity (%)
European 157 (81.8) 184 (91.5) 341 (86.8)
Mãori 14 (7.3) 13 (6.5) 27 (6.9)
Other 34 (17.7) 20 (10.0) 54 (13.7)
Highest qualification (%)
School only/none 93 (48.4) 101 (50.2) 194 (49.4)
Tertiary 63 (32.8) 70 (34.8) 133 (33.8)
Degree 36 (18.8) 30 (14.9) 66 (16.8)
10-year hip fracture risk is right skewed (skewness 3.2), median, (interquartile range), [Q2–Q3] are reported.

Table 3. Outcomes by presentation of benefit, irrespective of
presentation of harm
Communication OR OR
method (crude) 95%CI P-value (adjusted) 95%CI P-value

Acceptance
of treatment

Likely Unlikely
Absolute (%) 82 (43) 110 (57) 1.35 0.90 to 2.04 0.146 1.73 1.10 to 2.73 0.018
Relative (%) 71 (36) 129 (65)

Easeof understanding
treatment effect
Easy Difficult

Absolute (%) 180 (94) 12 (6) 2.03 1.00 to 4.34 0.051 2.06 0.97 to 4.58 0.066
Relative (%) 176 (88) 24 (12)
OR = odds ratio. Risk of taking treatment is adjusted for significant effects of age, previous diagnosis of

osteoporosis, education, and self-reported risk. The model also included effects for fracture by trauma and

New Zealand ethnicity which improved the fit of the model but were not significant. Understanding treatment

effect is adjusted for New Zealand European ethnicity (not significant), working status and self-reported risk.

Table 4. Logistic regression predicting likelihood of taking treatment
after benefit presented

OR 95%CI P-value
Age (per decade after 50 years) 1.4 (1.05 to 1.78) 0.020
Education (relative to high school or less)
Tertiary 0.6 (0.38 to 0.99) 0.046
Degree 0.2 (0.09 to 0.44) <0.001
New Zealand ethnicity 1.7 (0.84 to 3.49) 0.151
Previous diagnosis of osteoporosis 5.4 (1.52 to 26.12) 0.017
Self-reported risk (relative to very unlikely to have a fracture)
Quite unlikely 1.8 (1.1 to 3) 0.021
Quite/very likely 1.9 (1.01 to 3.65) 0.045
History of trauma fracture 3.1 (0.88 to 12.3) 0.089
Benefit (absolute) 1.7 (1.1 to 2.73) 0.018



reported risk (OR 2.7, 95%CI = 1.3 to 5.5,
P = 0.007) and harm explained absolute
(pictorial) terms (OR 3.8, 95%CI = 1.9 to 8.1,
P<0.001) produced significantly higher
likelihood of taking the treatment. The final
model had a pseudo R2 of 0.05 using
maximum likelihood indicating there is
considerable unexplained variation.
Given that benefit was explained first

followed by presentation of harm in all four
arms of the study, the effect of presentation
of harmdescribedhere is always contingent
on prior explanation of benefit. Hence
participants’ likelihood of accepting
treatment after presentation of benefit may
be included as an explanatory variable in a
multiple regression model with the
outcome being the final likelihood of
accepting treatment after both benefit and
then harm have been explained, along with
all interaction terms with method of
presentation of harm and benefit and main
effects for the other demographic and
explanatory variables. There was no
evidence of interaction in the full model and
after forward and backward substitution the
only significant terms were the likelihood of
acceptance after benefit was explained (OR
41.6, 95%CI = 14.4 to 176.9, P = 1.7x10–9) and
absolute (pictorial) presentation of harm
(OR 5.3, 95% CI = 2.6 to 11.8, P = 1.5x10–5).
Both were associated with higher likelihood
of accepting treatment after presentation of
harm following presentation of benefit. The
final model had pseudo R2 of 0.21 using
maximum likelihood, the higher R2 due to
71.4% of participants not changing their
mind after presentation of harm.

DISCUSSION
Summary
After adjustment for age, education,
previous diagnosis of osteoporosis, and
self-reported risk, presentation of a
hypothetical treatment’s benefits in
absolute (pictorial) terms resulted in
greater acceptance of the treatment. For
participants who initially accepted

treatment, presentation of the treatment’s
harm in relative terms was more likely to
alter their decision thanwas presentation of
the treatment’s harm in absolute (pictorial)
terms.
A number of other factors influenced the

decision to accept treatment. The strongest
effect was a previous diagnosis of
osteoporosis (OR 5.4, 95% CI = 1.52 to
26.12). This effect was independent of the
calculated 10-year fracture risk, which is a
more accurate estimate of fracture risk
than a finding of osteoporosis alone.19,20 This
may be an important consideration when
discussing fracture risk with women who
have confirmed osteoporosis but have a low
calculated fracture risk.
Participants’ level of education was also

shown tohaveaneffect on their likelihoodof
accepting treatment. Participants with a
lower level of education were more likely to
accept treatment than those with a tertiary
level qualification. This may be related to
better numeracy, a greater tolerance of risk
or greater confidence in declining anoffered
treatment among better educated
participants.

Strengths and limitations
The study was powered to detect a clinically
important 18.6% difference in the
proportion accepting treatment in the group
presented with treatment benefits in
relative and absolute terms.
The study’s method closely mirrors

current clinical practice in which treatment
effects are interpreted in a patient-centred
context. When long-term preventive
treatments are considered, doctors are
encouraged to calculate a 5–10 year
estimate of risk (for example in fracture and
cardiovascular disease prevention) and to
use this to inform their discussion and
treatment options. Therefore these findings
may better reflect patient-centred decision
making than previous studies which have
used non-personalised baseline disease
risk estimates.
Participants were recruited from the lists

of 10 GPs at four practices in Christchurch,
New Zealand. The participants were largely
European and had a high level of education.
The results may not be generalisable to
other populations.
Differences in mean age and 10-year

fracture risk in the four groups of
participants were detected which may have
introduced a bias to these findings.
However, these differences were small in
magnitudeand itwas found that the 10-year
fracture risk did not have a significant effect
on likelihood of accepting treatment in the
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Table 5. Likelihood of accepting treatment following presentation
of harm
Take treatment Methodused Take treatment
after benefits to describe after harm
explained harm explained OR 95%CI P-value

Unlikely Likely
Likely Relative 71 12 1.0

Absolute 38 32 4.89 2.30 to 11.00 <0.001
Unlikely Relative 113 0

Absolute 123 3 – – –



model, and differences in age were
effectively accounted for in the model.
The power calculation was based on an

expected treatment acceptance rate of 80%
for participants presented with treatment
benefit in relative terms. The acceptance
rate was lower than this (36% for relative
description and 43% for absolute
description) which may have limited the
ability to detect smaller differences in
treatment acceptance between the two
communication methods.
While the presentation of a treatment’s

effects using different methods of risk
communication may result in differing
degrees of enthusiasm for treatment, it is
not possible to determine from this study
whether participants’ decisions were
congruent with the value they placed on hip
fracture and its avoidance. However,
participants with a higher level of self-
reported fracture risk were more likely to
accept treatment.

Comparison with exiting literature
Greater acceptance of treatment after
presentation of benefit in absolute terms is
an unexpected finding as previous work has
found that relative presentation of benefits
is associated with greater treatment
acceptance.1–5 A difference between this
study and previous work is that all
participants in this study were given
information about the treatment’s effects in
the context of their own personal risk
presented as an estimated 10-year risk in
absolute percentage terms. As this riskwas
low for most participants (mean risk 2.6%;
standard deviation 3.9), its disclosure may
havemitigated theusual effect of describing
treatment benefits in relative terms as
participants given information in relative
terms in the current study may have made
their own calculation of the absolute benefit
treatment would offer them. However, this
does not explain the increased acceptance
of treatment in those participants informed
of the treatment’s benefit in absolute terms.
As this is a novel finding that was significant

only after adjustment for demographic and
fracture risk factors, further investigation is
required.
Presentation of treatment harm in

relative terms was significantly more likely
to cause participants to decline treatment
than was presentation of the same
information in absolute terms. This is an
area of risk communication that has not
been well studied, but this finding is
consistent with previous observations of the
effect of relative risk on treatment
acceptance where this method of
communicating risk appears tomagnify the
perceived effect of treatment.

Implications for research and practice
This study’s findings suggest that when
discussing preventive treatments with
patients in the context of their personalised
risk estimate, presentation of a treatment’s
beneficial effects in absolute terms may
increase treatment acceptance compared
to presentation of treatment benefits in
relative terms. This is an unexpected finding
which may have been due to the use of
participants’ personal fracture risk to set
the context for the effect of treatment. This
possible effect warrants further study.
The use of absolute estimates to explain

treatment effects is considered to convey
more meaningful information to patients
and health professionals and therefore to
allow better informed decision making. If
the finding of increased treatment
acceptance with absolute (pictorial)
presentation of a treatment’s beneficial and
harmful effects is correct, then this doesnot
undermine thewell-established reasons for
preferring this communication method.
Indeed, it may reassure health
professionals that using this method will
not necessarily lead to reduced acceptance
of valuable treatments by patients and
hence encourage its more widespread use.
Presentation of the harmful effect of

treatment in relative terms may strongly
increase the chance of a patient declining
treatment.
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