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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 literature review, considers the concept of ‘shared decision-making’ and asks whether this approach is practical in the primary care setting. This study, and our ongoing research
programme, indicates that future developments in this area
depend on increasing the time available within consultations, 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 communication.

Introduction
HE doctor–patient relationship is changing rapidly towards a
T
more active partnership, fostered by the increasing access to
information about treatments and the consumerist trends in modern society. This shift towards involvement is also evident in policy statements. ‘Collaboration’ and ‘partnership’ are the key
political words of the late 1990s. But it was earlier, as if to
counter-balance the ‘internal market’ reforms, that the policy of
involving patients in their healthcare decisions (both at individual and community levels) was published. In 1991, The Patients’
Charter 1 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 explained
to you before you decide whether to agree to it’. In 1996, Patient
Partnership: Building a Collaborative Strategy2 emphasized the
intention to ‘promote user involvement in their own care, as
active partners with professionals’.
While it may be necessary to change the way the second half
of the consultation is conducted in order to achieve these goals,
how to do this within primary care encounters is less clear. The
aims of this paper, which is based on a literature review,3 are to
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tioners (GPs) currently discuss treatments with their patients, and
to propose alternative methods by which they could share information 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 Long4 analysed over 2000 consultations and identified
a general structure that consisted of six phases:
1.
2.
3.
4.
5.
6.

Establish relationship
Determine reason for attendance
Conduct a verbal/physical examination (solve problem)
Consider the condition
Detail further management
Terminate consultation.

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 task,5 and if it is not
achieved it is unlikely that the consultation will have beneficial
outcomes. However, our focus with regard to information sharing and shared decision-making is on phases four and five of the
consultation.
Byrne and Long reported that a discussion of the patient’s condition 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 receive.6 Our own research7
confirms the findings of others4,8,9 that, in many consultations,
there is little meaningful dialogue between GPs and patients
about the nature of the problem and the possible therapeutic
actions.10
We believe that skills necessary to enhance this ‘second half
of the consultation’ have been neglected to date and, thus,
involvement and empowerment are at present distant fantasies.
We will now describe conceptually and practically how these
goals might be achieved, starting from a discussion of the different models of decision-making in a medical context.

Models of decision-making in a medical context
Models of clinical decision-making in the consultation can be
represented as a spectrum from a paternalistic model at one end,
to the informed choice model at the other end.4,11 In between
these is the model of shared decision-making (Figure 1).
The paternalistic model is supported by Parsons’12 conceptualization of the sick role. Specifically, this obliges the patient to
seek ‘expert’ help and comply with the medical regimen. It is a
consulting style where the physician does what is thought best
for the patient without necessarily eliciting the latter’s preferences. Byrne and Long4 found 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 ‘paternalistic’ model is consumerism, where patients (well informed or
otherwise) have predetermined views about preferred options.
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Figure 1. Spectrum of patient clinician interaction.

One extreme form is the patient who discharges him or herself
from care, despite advice to the contrary. However, the ‘informed
choice’ decision-making model is usually placed at the opposite
end of the spectrum and describes a process whereby patients
receive information from their physicians about treatment choices, which they are then left to make. The information imbalance
between patient and doctor is recognized — ‘technical knowledge
resides in one party (the physician) while preferences reside in the
other (the patient)’11 — and a concerted effort is made to fully
inform the patient about the choices available. The patient now
has both the information required and the personal preferences
necessary for decision-making. Indeed, the physician may feel
‘proscribed from giving a treatment recommendation for fear of
imposing his or her will on the patient, and thereby competing for
the decision-making control that has been given to the patient’.13
There is concern that the ‘informed choice’ model, where control
over decision-making is vested entirely with the patient, may lead
to increased anxiety and, if taken to its extreme form, may lead to
patients feeling that they have been abandoned.14 An illustration
is the dilemma many feel when a clinician fully explains the risks
and benefits of antenatal screening for Down’s syndrome, but
steadfastly declines to guide the decision.
Sharing information and sharing decisions are not synonymous; 15 they are separate goals within the consultation and
require different skills. While it is possible for the sharing of
information to occur alone (after which either the patient or the
doctor makes the decision), shared decision-making cannot occur
unless preceded by the sharing of information. It also requires
specific attention to be paid to how decisions are made in the
consultation and the reaching of agreement over the treatment
decision. It may even be the case that the agreement will be that
one or other of the participants will make the decisions alone.
Charles11 points out that none of the models explicitly describe ‘a
process in which both physicians and patients share in decisionmaking, no matter how much information they share’.
It may well be that different types of health problems need different decision-making models, and this requires further exploration. But if we were to share decision-making with patients,
what would be the characteristics of the process? In summary,
the characteristics are reported as follows:11
• Shared decision-making involves at least two participants —
the doctor and the patient — and often many more (their
respective networks of family or professional colleagues).
• Both parties (doctors and patients) take steps to participate
in the process of treatment decision-making.
• Information sharing is a prerequisite to shared decisionmaking.
• A treatment decision (which may be to do nothing) is made,
and both parties agree to the decision.
Contained within each step are areas that can be expanded and
discussed. For the purpose of this paper, the information sharing
stage, which, if it contains probabilistic data, is often known as
‘risk communication’, requires an ‘open two-way exchange of
information and opinion’ (i.e. preferences) about risk16 so that
management decisions can be based on a better understanding of
the options and outcomes. This process cannot, by definition,
occur within a doctor-centred consultation, and the process of
shared decision-making is integral to the wider concept of
patient-centred consulting.17
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Why should we share decisions?
‘Sharing decisions’ may be a desirable end in itself on humanistic grounds.18 In addition, there is a growing body of evidence
confirming the problems that occur owing to poor communication between doctors and patients and that contribute to nonadherence with therapy, advice, or other management plans. 19
Because ‘shared decision-making’ has previously been loosely
and poorly defined, there is no specific evidence to support
shared decision-making in practice. However, the benefits of
effective communication on patient satisfaction have been clearly identified.9 Studies of ‘participatory consulting styles’ and
‘patient-centred consulting styles’ have provided confirmation of
benefit.7 Stewart20 reports that where patients ‘perceive’ that they
have achieved ‘common ground’ with physicians, there are fewer
demands on laboratory and referral services. Her review21 concluded that four key dimensions of communication were related
to positive outcomes:
•
•
•
•

the provision of clear information,
questions from the patient,
willingness to share (discuss) decisions, and
agreement between patient and doctor about the problem
and the plan

It has also been found that if people take an active part in making decisions about their care, they have better health outcomes,
as exemplified in the achievement of improved diabetic control
in studies by Greenfield and Kaplan. 22-24 Recent work also
reveals the complexity that underlies these apparent relationships
between patient involvement and improved health outcomes.
Street25 found that the patient’s perception of decision control is
a key issue with both stable and dynamic characteristics, depending on the patient personality, their involvement within the consultation, and the eventual health outcome. Huygen et al 26
showed that certain types of consulting styles could improve the
health of patients across a practice list. Work confirming this is
beginning to be published from the secondary care sector, illustrating the benefits on patient satisfaction and long-term outcomes of ‘participatory physician’ styles.27 There will also be
times when patient preferences will be in direct conflict with
clinical guidelines: the wish to receive antibiotics for viral illnesses is a classic example that can threaten both the
doctor–patient relationship28 and health outcomes.29 Shared decision-making will need to accommodate many such modifiers.

‘Effect modifiers’
Despite this and the breadth of evidence accumulating about the
benefits of ‘effective’ communication on patient satisfaction9,21
and on patient adherence to treatment,19,30 there are some discordant notes from other studies.31 These give an indication of the
important ‘effect modifiers’ on benefit from patient involvement
in their management — it is not always the most appropriate
model for a consultation, depending on patient characteristics or
the context of the consultation.
Savage and Armstrong32 randomized 359 patients to receive
‘directive’ and ‘sharing’ consulting styles, verified by assessing a
subsample of 40 recordings. The ‘directing’ style had a better
effect on satisfaction levels but only in those with self-limiting
illness or chronic conditions, echoing similar work by Thomas.33
These results appear to indicate that if the ‘sharing strategies’ are
followed mechanically or ritualistically then they are insensitive
to the situational context and will not produce improved health
outcomes.
Other patient characteristics that are likely to be effect modifiers are lower educational status, severity of illness, and advanc-
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An elderly lady (aged 82) has been suffering from right upper quadrant pain for some two years and eventually consults her family doctor. He refers her to a surgeon who, with the aid of ultrasound findings, confirms a diagnosis of cholecystitis. The surgeon then suggests
that cholecystectomy is an option, and that he would be happy to do
this if the patient is agreeable. This situation of contributing to the
treatment decision is completely novel to this lady — she has been
used to being told ‘what treatment she should have’ — and she now
feels highly uncertain and anxious. She chooses to discuss the situation with her family doctor again who has more of an understanding
about her expectations for involvement in decision-making, and is
more positive about opting for cholecystectomy. She then informs
the surgeon that she will have surgery.
This scenario illustrates how a long-term context of involvement in
decision-making is important, and that it cannot be imposed out-ofthe-blue. Once introduced to the concept of involvement in decision
making (whether suddenly or in the longer term), patients may still
find it hard to participate in the decision-making to the level expected
by the physician. (A footnote to this scenario records that the
patient’s gallbladder histology subsequently returned showing early
stage carcinoma, thus showing that if the patient’s participation in the
decision had been to defer treatment this would have had major consequences. Truly sharing decisions means that doctors must still
retain responsibility to advise where necessary, and cannot opt out or
‘abandon’ the patient simply to an ‘informed choice’ without expecting negative consequences.)
Box 1. Case history.

ing age (Box 1). But no one variable, illness condition or
sociodemographic, could be regarded as predictive.34 It is also
important that the imperative to ‘share decisions’ must not come
out of the blue — if it is unexpected then it may cause anxiety
rather than alleviate it, and fail to achieve the desired improvements in health outcomes.

Do patients want to share decisions?
Most of the work evaluating patient preferences for participation
has been done in North America, and has been critically analysed
by Deber35,36 and reviewed more recently by Guadagnoli.18 It is
not known whether these findings can be applied directly to other
patients with different medical problems and contexts. Much of
the research is based on surveys using different instruments, thus
making comparisons difficult. It would appear that patients’
desire for information is stronger than their desire to be involved
in decision-making.34,37-39 However, research carried out using
hypothetical questions or scenarios may not truly reflect patients’
views when they are actually taking part in a consultation. The
link between ‘patient preferences for participation’ and actual
participation is not that strong. 11 For example, a majority of
healthy subjects stated that they would want to select their own
treatment if they were to have cancer; however, only a minority
of patients with cancer shared this view. 40 Again it should be
questioned whether such findings can be transferred to primary
care where patients are most often likely to be involved in smaller decisions about less serious problems.
Although patients may dislike the ‘doctor uncertainty’ that
may be conveyed by shared decision-making,41 doctors tend to
underestimate both how much information patients wish to
receive and the level of involvement they prefer to have in decision-making.42 GPs are often unaware of patients’ views on treatment,10 and may also lack the skills to elicit patients’ preferred
choices. Recent work has showed that prescribing decisions
about antibiotics are guided by GPs’ perceptions of patient
expectations rather than actual expectations.43
Although many doctors now subscribe to the view that patient
preferences should be considered when treatment decisions are
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taken, the ability to elicit preferred choices is often lacking. A
study44 that followed up 425 women who consulted their GP
with menorrhagia found that half the doctors were unaware of
their patients’ views. Other work in different settings10,39,45 has
demonstrated that patients, perhaps because they feel their doctors are not interested, rarely make demands for information or
for increased involvement. This tendency can be modified, and
previous work demonstrates that patients can be ‘trained’ to
increase their participation,46 although this approach is unlikely
to be practical on a widespread basis.
Assumptions and generalizations clearly cannot be made, and
the literature points to the need to ascertain involvement preferences within consultations and for the need to develop ways of
accurately assessing preferred levels of participation. Methods to
categorize the role patients wish to take in decision-making have
also been developed, and can be used in research to indicate
which option patients favour.47
The fact that the majority of patients indicate a desire for more
information about their illness and potential treatment options,
but a much smaller number express preferences to participate in
treatment decisions, gives rise to interesting speculations such as,
how are preferences affected by situational factors or learnt
behaviours? Recent developments in psychology indicate the
existence in screening programmes of ‘blunters’ (avoidance
behaviour) or ‘monitors’ (attenders), and points to the effect that
personality has on levels of involvement. 48 The ‘preference’
studies consistently show that sociodemographic variables are
not useful in predicting who wants more or less active roles in
medical decision-making, and there is a concern that hypothetical studies (the majority) do not accurately reflect ‘actual’ views.
The principles of ‘patient involvement’ however, should not
override preferences for participation assessed within the consultation. Doctors largely determine the communication styles:
patients do not insist on shared decision-making, however open
they are about their preferences. Perhaps it is also illogical to ask
about a patient’s preferred role in decision-making until they
have realised the possible harms and benefits of the choices they
face, and the associated probabilities. Then, and only then, can it
be legitimate to ask an individual whether or not they wish to
take an active part in deciding what is best for them. The effects
of well-defined and skillfully implemented shared decision-making processes in real clinical contexts clearly require assessment.

Ethical and medicolegal perspectives
These variations between patients also raise ethical and
medicolegal issues. The law, as far as it concerns the
doctor–patient relationship, has been static in the United
Kingdom for a number of years,49 but there is increasing pressure
on doctors to address the issue of ‘informed consent’.50 In the
United States, consumer and patients’ rights have been, and are
still, evolving to change the way in which patients and health
care professional arrive at decisions. Many would argue that the
move towards adopting the ‘informed choice’ model is a direct
consequence of doctors consulting defensively.
The ethical position itself is not clear-cut because the principle
of autonomy is not necessarily beneficial51 and may conflict with
the equally valid principle of beneficence. In many ways, the
recent developments in palliative care communication made
explicit the duty of the clinician to respect patient choice. 52
Lupton53 has described the ambivalence patients feel between
wanting to behave ‘in a consumerist manner’ and their equally
strong desire ‘at other times to take on the passive role’ and
invest their trust in professionals. Shared decision-making offers
a balance to these opposing positions by actively involving
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patients in decision-making but also by requiring the professional
to use his or her expertise and experience to guide the patient and
make decisions if required. Consequently, shared decision-making would appear to be consistent with the new ethical principle
of ‘relationality’ proposed by Bottorff et al.54 This principle promotes the provision of accurate honest information in the context
of the individual situation, examining the ethics of care in terms
of such factors as response, interpretation, accountability, and
social solidarity, often counterbalanced against other values such
as truth and confidentiality.

What problems prevent shared decision-making in the
primary care context?
Studies of consultations4,8-10,20 in general practice have consistently revealed that sharing information about the identified
problems, identifying treatment options, and sharing the decision
about the preferred future management rarely occurs, and there
do not seem to have been any significant changes since the mid1970s.10 There are many proposed explanations for this, drawn
from practitioners themselves55 and from social science analysis,
such as:
• it takes time,
• it is threatening to the ‘power’ relationship between doctor
and patient,
• continuity of care means that treatment decisions are often
coloured by prior experiences of both patient and clinician
in that particular setting,
• there is a lack of training/experience/modelling,
• a lack of skill in ‘sharing’ and ‘involving’ patients in decision-making,
• a lack of information about risks and benefits,
• a lack of skills and tools to convey information about risks
and benefits,56 and
• patients are perceived not to like the ‘doctor uncertainty’ it
may convey.55
Lack of time may be used as a reason for not giving patients
information or involving them in decisions. However, Howie has
demonstrated the benefits of providing patients with more time
and has developed the concept of ‘patient enablement’ as an outcome in its own right. He has shown that time spent within consultations appears to be directly related to the quality of care:
more time producing greater benefit and increasing the ability of
patients to understand and cope with their health problems.57,58
Beisecker39 found that the degree to which patients sought information from their doctors depended, among other things, on how
long the consultation lasted and whether they were invited to
make inquiries. Street59 confirms that participation in decisionmaking is increased when physicians exhibit patient-centred
behaviours. Although having enough time within consultations is
important for ‘shared decision-making’, perhaps time should be
regarded as necessary but not sufficient.
The lack of time will not be contested, but GPs may not be as
ready to admit that a lack of skills in sharing decisions and information are also significant obstacles.60,61 Pilot work we have
undertaken with GP registrars using simulated patients indicates
that these doctors are not familiar with the skills required to
‘share decisions’, and that patients are equally tentative about the
process of involving themselves in decisions. This may occasionally backfire, deterring the doctor from continuing efforts to
share decisions.
Our traditional skills enable us to achieve working diagnoses,
to suggest treatment strategies, and to plan future management,
but we are not usually well equipped to share detailed informa-
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tion about the probabilities of the available treatment outcomes.
It is very difficult to obtain and present data about risks and benefits to patients in a meaningful non-technical way. Only
10%–30% of clinical decisions are backed up by evidence.62
Furthermore, the information that is available is often not in a
form that actually assists us.63 Information about diagnoses, drug
therapy, and operative interventions are inevitably pooled data,
and are therefore difficult to ‘particularize’.
The ‘average’ patient is a rarity.41 The patient in the consulting
room may have heart failure, osteoarthritis, live alone, take warfarin, and be at risk of falling down the stairs. Arriving at a
shared decision in this context involves more than obtaining
information about the best way to treat heart failure in an elderly
man. Developing risk communication tools for a course on
shared decision-making55 has illustrated how difficult it is to portray the risks and benefits of commonly met problems. Our pilot
work indicates that how information is presented (verbal, tabular,
graphical versions) has a major influence on the depth of patient
involvement in decision-making.55 The development of decision
aids (leaflets,64 videos,65 boards,66 and web pages67) needs to be
undertaken in the light of this type of research, and our findings
also indicate that communication skills in shared decision-making will need to be developed if professionals are to make appropriate use of these tools.

How might we achieve shared decision-making within
consultations?
Shared decision-making clearly rests in the paradigm of patientcentred medicine.17 Stewart21 has described the concept of finding common ground, and it is this component of the consultation
that is being considered in detail. The conceptual clarification
that has occurred recently11,68 allows a set of ‘competencies’ to
be described:69 skills that facilitate the shared decision-making
process within consultations. Box 2 illustrates the steps that need
to be taken in order for patients to share in the decision-making
process; it is assumed that the agenda-matching and problemsolving phases of the consultation have been successfully completed, and that patient role preferences are respected.
Pilot work in clinical contexts suggests that this model will
need to be modified.55,70 We suggest a further competency to be
included after the ‘transfer of technical information’, which concerns checking patient understanding of this information (personal
communication: W Rosenberg, 1998). The understanding of
apparently simple information still varies enormously between
individual patients, and requires careful and sensitive
clarification.71

Steps:
•
•
•
•
•

Establishing a context in which patients’ views about treatment
options are valued and necessary
Eliciting patients’ preferences so that appropriate treatment
options are discussed
Transferring technical information to the patient on treatment
options, risks, and their probable benefits in an unbiased, clear,
and simple way
Physician participation includes helping the patient conceptualize
the weighing process of risks versus benefits, and ensuring that
their preferences are based on fact and not misconception
Shared decision-making involves the physician in sharing the
treatment recommendation with the patient, and/or affirming the
patient’s treatment preference.

Box 2. Steps for patients to share in the decision-making process.69
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Conclusion
Shared decision-making offers a model for the management
stage of the consultation, with the underlying aim of achieving
an active partnership between patient and doctor. There is no
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 (patient
understanding and satisfaction), patient adherence, and a reduction in the use of resources (laboratory services and referral).20
As we have stated, shared decision-making does not happen
regularly. Some of the ‘competencies’ required for shared decision-making are being formulated, but a checklist of behaviours
or steps taken during a consultation may never ‘resonate with
patient’s models of decision-making or constructions of their illness experience’.11 It should be possible to obtain observable evidence of shared decision-making, but we may need to go beyond
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, ultimately, decision-making occurs. Neither will observation of
interaction enable the longitudinal aspect of decision-making to
be determined: the effects of patients discussing options with
family and others.
Having learnt to explore both the biomedical and personal
agendas, GPs are now faced with the challenge of providing
patients with information and learning how to share decisions
with them. How these skills are best developed and what tools
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 information16) will sway the patient.
A mood of questioning consumerism and the unprecedented
electronic access to information is re-defining the role of the generalist. The clinician should be prepared to adapt to the patient’s
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 benefits.
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.

References
1. Department of Health. The Patient’s Charter. London: HMSO, 1991.
2. NHS Executive. Patient partnership: Building a collaborative strategy. Leeds: NHSE, 1996
3. Elwyn GJ. Shared decision-making in primary care. Cardiff: Welsh
Office of Research and Development, 1997.
4. Byrne PS, Long BEL. Doctors talking to patients. London: HMSO, 1976.
5. Stott NCH. Primary health care: bridging the gap between theory and
practice. Berlin: Springer-Verlag, 1983.
6. Cartwright A, Anderson R. General practice revisited. London:
Tavistock, 1981.
7. Kinnersley P. The patient-centredness of consultations and the relationship to outcomes in primary care. [MD thesis.] Bristol:
University of Bristol, 1997.
8. Roter D. Which facets of communication have strong effects on outcome - a meta-analysis. In: Stewart M (Ed). Communicating with
medical patients. Newbury Park: Sage, 1989.
9. Roter DL, Hall JA, Doctors talking with patients, patients talking
with doctors. Dover MA: Auburn House, 1992.
10. Tuckett D, Boulton M, Olson I, Williams A. Meetings between
experts: an approach to sharing ideas in medical consultations.
London: Tavistock Publications, 1985.
11. Charles C, Gafni A, Whelan T. Shared decision-making in the medical encounter: what does it mean? (Or, It takes at least two to tango.)
Soc Sci Med 1997; 44: 681-692.
12. Parson T. The social system. Glencoe: The Free Press, 1951.
13. Emanuel EJ, Emanuel LL. Four models of the physician-patient relationship. JAMA 1992; 267: 2221.

British Journal of General Practice, June 1999

Discussion paper
14. Quill TE, Brody H. Physician recommendations and patient autonomy: finding a balance between physician power and patient choice.
Ann Intern Med 1996; 125: 763-769.
15. Ong LML, de Haes JCJM, Hoos AM, Lammes FB. Doctor-patient
communication: a review of the literature. Soc Sci Med 1995; 40: 903.
16. Edwards AGK, Barker J, Bloor M, et al. A systematic review of risk
communication - improving effective clinical practice and research
in primary care. London: NHS Executive, 1998.
17. Stewart M, Brown JB, Weston WW, et al. Patient centred medicine:
transforming the clinical method. Thousand Oaks, CA: Sage
Publications, 1995.
18. Guadagnoli E, Ward P. Patient participation in decision-making. Soc
Sci Med 1998; 47(3): 329-39.
19. Haynes RB, McKibbon KA, Kanani R. Systematic review of randomized trials of interventions to assist patients to follow prescriptions for medications. Lancet 1996; 348: 383-386.
20. Stewart M, Brown JB, Donner A, et al. The impact of patient-centred
care on patient outcomes in family therapy. London, Ontario: Centre
for Studies in Family Medicine, University of Western Ontario,
1997.
21. Stewart M. Studies of health outcomes and patient-centered communication. In: Stewart M, Brown JB, Weston WW, et al (eds). Patientcentered medicine. Thousand Oaks, CA: Sage, 1995.
22. Greenfield S, Kaplan SH, Ware JE Jr, et al. Patients’ participation in
medical care: effects on blood sugar control and quality of life in diabetes. J Gen Intern Med 1988; 3: 448-457.
23. Kaplan SH, Greenfield S, Ware JE. Assessing the effects of physician-patient interactions on the outcomes of chronic disease. Med
Care 1989; 27(Supplement): S110-S127.
24. Brody DS, Miller SM, Lerman CE, et al. Patients’ perceptions of
involvement in medical care. J Gen Int Med 1984; 4: 506-511.
25. Street RL, Voigt B. Patient participation in deciding breast cancer
treatment and subsequent quality of life. Medical Decision Making
1997; 17: 298-306.
26. Huygen FJA, Mokkink HGA, Smits AJA, et al. Relationship
between the working styles of general practitioners and the health
status of their patients. Br J Gen Pract 1992; 42: 141-144.
27. Kaplan SH, Greenfield S, Gandek B, et al. Characteristics of physicians with participatory decision-making styles. Ann Intern Med
1996; 124: 497-504.
28. Bradley CP. Uncomfortable prescribing decisions: a critical incident
study. BMJ 1992; 304: 294-296.
29. Little P, Gould B, Williamson I, et al. Re-attendance and complications in a randomised trial of prescribing strategies for sore throat:
the medicalising effect of prescribing antibiotics. BMJ 1997; 315:
350-352.
30. Young M, Klingle RS. Silent partners in medical care. A cross-cultural study of patient participation. Health Communication 1996; 8:
29-54.
31. Kinmonth AL, Woodcock A, Griffin S, et al. Randomised controlled
trial of patient centred care of diabetes in general practice: impact on
current well-being and future disease risk. BMJ 1998; 317: 12021208.
32. Savage R. Effect of a general practitioner’s consulting style on
patient satisfaction: a controlled study. BMJ 1990; 301: 968-970.
33. Thomas KB. The consultation and the therapeutic illusion. BMJ
1978; 1: 1327-1328.
34. Ende J, Kazis L, Ash A, Moskowitz MA. Measuring patient’s desire
for autonomy. J Gen Intern Med 1989; 4: 23-30.
35. Deber RB. Physicians in health care management: 7. The patientphysician partnership: changing roles and desire for information.
CMAJ 1994; 151: 171-176.
36. Deber RB. Physicians in health care management: 8. The patientphysician partnership: decision-making, problem solving and the
desire to participate. CMAJ 1995; 151: 423-427.
37. Strull WM, Lo B, Charles G. Do patients wish to participate in medical decision making? JAMA 1984; 252: 2990-2994.
38. Fallowfield LJ, Hall A, Maguire P, et al. Psychological effects of
being offered choice of surgery for breast cancer. BMJ 1994; 309:
448.
39. Beisecker A, Beisecker J. Patient information-seeking behaviors
when communicating with doctors. Med Care 1990; 28: 19-28.
40. Degner LF, Sloan JA. Decision making during serious illness: what
role do patients really want to play? J Clin Epidemiol 1992; 45(9):
941-950.
41. Logan RL, Scott PJ. Uncertainty in clinical practice: implications for
quality and costs of health care. Lancet 1996; 347: 595-598.
42. Entwistle VA, Sheldon TA, Sowden IS, Watt IS. Evidence-informed
patient choice: issues of involving patients in decisions about health
care technologies. Int J Technol Health Care (In press).
43. Cockburn J, Pit S. Prescribing behaviour in clinical practice:
patients’ expectations and the doctors’ perceptions of patients’
expectations - a questionnaire study. BMJ 1997; 315: 520-523.

481

G Elwyn, A Edwards and P Kinnersley
44. Coulter A, Peto V, Doll H. Patients’ preferences and general practitioners’ decisions in the treatment of menstrual disorders. Fam Pract
1994; 11: 67-74.
45. Bloor M. Professional autonomy and client exclusion: a study in
ENT clinics. In: Wadsworth M, Robinson D (eds). Studies in everyday medical life. London: Martin Robinson, 1976.
46. McCann S, Weinman J. Empowering the patient in the consultation:
a pilot study. Patient Education and Counselling 1996; 27: 227-234.
47. Hack T, Degner L, Dyck D. Relationship between preferences for
decisional control and illness information among women with breast
cancer: a quantitative and qualitative analysis. Soc Sci Med 1994; 39:
279-289.
48. Miller SM. Monitoring versus blunting styles of coping with cancer
influence the information patients want and need about their disease.
Implications for cancer screening and management. Cancer 1995;
76: 167-177.
49. Byrne P (ed). Medicine in contemporary society. London: King’s
Fund, 1987.
50. Smith R. All changed, changed utterly. BMJ 1998; 316: 1917-1918.
51. de Haes HC, Molenaar S. Patient participation and decision control:
are patient autonomy and well-being associated? Medical Decision
Making 1997; 17: 353-354.
52. Buckman R. Talking to patients about cancer. BMJ 1996; 313: 699-701.
53. Lupton D. Consumerism, reflexivity and the medical encounter. Soc
Sci Med 1997; 45: 373-381.
54. Bottorff JL, Ratner PA, Johnson JL, et al. Uncertainties and challenges: communicating risk in the context of familial cancer. British
Columbia: School of Nursing, University of British Columbia, 1996.
55. Elwyn GJ, Edwards A, Gwyn R, Grol R. Shared decision-making
using simulated patients in general practice: perceptions and reactions. (In press.)
56. Marteau T. Framing of information: its influence upon decisions of
doctors and patients. Br J Soc Psychol 1989; 28: 89-94.
57. Howie JRG, Heaney D, Maxwell M, Walker JJ. A comparison of a
Patient Enablement Instrument (PEI) against two established satisfaction scales as an outcome measure of primary care consultations.
Fam Pract 1998; 15: 165-171.
58. Howie JGR, Heaney DJ, Maxwell M. Measuring quality in general
practice: a pilot study of a needs, process and outcome measure.
London: Royal College of General Practitioners, 1997.
59. Street RL, Voigt B, Geyer C, et al. Increasing patient involvement in
choosing treatment of early breast cancer. Cancer 1995; 76: 2275-2284.
60. Smith R. What clinical information do doctors need? BMJ 1996;
313: 1062-1068.
61. Edwards A, Matthews E, Pill RM, Bloor M. Communication about
risk: diversity among primary care professionals. Fam Pract 1998;
15(4): 296-300.

482

Discussion paper
62. Naylor DC. Grey zones of clinical practice: some limits to evidencebased medicine. Lancet 1995; 345: 840-841.
63. Gorman PN, Helfand M. Information seeking in primary care: how
physicians choose which clinical questions to pursue and which to
leave unanswered. Medical Decision Making 1995. 15: 113-115.
64. Meredith P, Emberton M, Wood C, Smith J. Comparison of patients’
needs for information on prostate surgery with printed materials provided by surgeons. Qual Health Care 1995; 4: 18-23.
65. Sheppard S, Coulter A, Farmer A. Using interactive videos in general
practice to inform patients about treatment choices: a pilot study.
Fam Pract 1995; 12: 443-448.
66. Whelan TJ, Levine MN, Gafni A, et al. Breast irradiation postlumpectomy: development and evaluation of a decision instrument. J
Clin Oncol 1995; 113: 847-853.
67. Lenert LA. The Stanford Center for Study of Patient Preferences: An
internet-based clinical trials resource. http://www.preferences.stanford.edu/definitions/background.html
68. Coulter A. Partnerships with patients: the pros and cons of shared
clinical decision-making. Journal of Health Services Research and
Policy 1997; 2: 112-121.
69. Towle A. Physician and patient communication skills: competencies
for informed shared decision-making. [Informed Shared Decision
Making Project.] Vancouver, Canada: University of British
Columbia, 1997.
70. Elwyn G, Edwards A, Robling M. Skills needed to share decisions
with patients are complex, non-linear and important: results from
key informant focus groups. Cardiff: Department of General Practice,
University of Wales College of Medicine, 1998.
71. Edwards A, Matthews E, Pill R, Bloor M. Communication about
risk: the responses of primary care professional to standardising the
‘language of risk’ and communication tools. Fam Pract 1998; 15(4):
301-307.

Acknowledgements
Thanks are due to Professor Nigel CH Stott, Professor Richard Grol,
Professor Ian Russel, Professor Roisin Pill, Professor Richard Edwards, Dr
Jane Moore, Dr Richard Gwyn, Dr Simon A Smail, Dr Michel Wensing,
Dr S Koppel, and Professor Clare Wilkinson. Funding was provided by
the Welsh Office of Research and Development.

Address for correspondence
Dr G J Elwyn, Department of Postgraduate Education for General Practice
and Department of General Practice, University of Wales College of
Medicine, Cardiff CF4 4XN. Email: elwynG@cf.ac.uk

British Journal of General Practice, June 1999

