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Effectively engaging patients in 
everyday health-care decisions
You can improve health outcomes and patient 
satisfaction—without increasing the length of the patient 
visit—by employing the tenets of shared decision-making.

The discipline of family medicine is committed to provid-
ing patient-centered care through recommendations 
that are grounded both in evidence and in patients’ 

personal values.1,2 The current health care environment, how-
ever, often demands heavy reliance on outcome-based perfor-
mance metrics that can be insensitive to patient preferences.3  
This tension necessitates models of decision-making that 
maximize reliance on measured performance, yet fulfill the 
clinician’s fiduciary responsibility to prioritize patients’ inter-
ests. The philosophy and practice of shared decision-making 
(SDM) can facilitate these aims.

The 3 elements of shared decision-making
SDM provides a framework for offering everyday medical ad-
vice and facilitating informed consent.4 Its 3 elements are: 

• discussing with patients relevant information about 
their health conditions, possible treatments, and likely 
outcomes, 

• clarifying and understanding a patient’s unique val-
ues and priorities and how they relate to the treatment  
options, and

• enabling a patient to select a care plan that is in keeping 
with his or her personal goals.5 

This model is significant not only from a theoretical perspec-
tive, but also from a practical one. Studies have shown that both 
health outcomes and patient satisfaction improve when patients 
participate more actively in health care decision-making.6,7 

Unfortunately, there is evidence that some decision- 
making practices in primary care settings remain inadequate. 
For example, unlike the standard disclosure of procedure 
risks in surgical settings, the burdens of cancer screening are 
frequently omitted from primary care discussions.8 Moreover, 
agreement about what should be disclosed, as well as how to 
disclose it, is still not sufficient. The following 3 recommenda-
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Strength of recommendation (SOR)

 A   Good-quality patient-oriented 
evidence

   B    Inconsistent or limited-quality 
patient-oriented evidence

   C   Consensus, usual practice,  
opinion, disease-oriented  
evidence, case series

PRACTICE  
RECOMMENDATIONS
❯ Provide patients with 
information in terms of 
absolute and baseline 
risks, ideally using picto-
graph decision aids.  A

❯ Elicit the patient’s values 
and priorities by categorizing 
decisions and asking broad 
open-ended questions.  C

❯ Offer patients a profes-
sional (not a personal) 
recommendation, includ-
ing your rationale.  C
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tions, one for each element of SDM, aim to 
help clinicians effectively engage patients in 
everyday decision-making.

1| Provide patients  
with relevant information 
The first element of SDM requires discussing 
the health-related information that is relevant 
to the patient’s decision-making process. 
The literature about informed consent sup-
ports explaining the risks that are common, 
as well as those that are particularly danger-
ous, and the likely benefits of recommended 
treatment, nontreatment, and alternative 
treatments.9 Moreover, adequate informed 
consent requires identifying what a reason-
able person in a particular patient’s position 
would want to know.10 

Accounting for “a patient’s position” 
is significant because it signals that per-
sonal factors (eg, the individual’s beliefs, 
goals, and familial responsibilities) are as 
important as the patient’s external clini-
cal situation and what can be known by re-
viewing medical evidence. Incorporating a  
patient’s particular circumstances distin-
guishes patient-centered care from the me-
chanical application of generic best practices. 
This is the standard for what information 
should be provided. 

❚ When evidence is lacking. Clinicians 
facilitating decisions for which data is lacking 
should convey the best available evidence, 
including the inherent uncertainties. Like  
evidence-based medicine (EBM), the princi-
ples of  SDM should be at work in most clinical 
encounters. The extent to which one engages 
in SDM depends upon the seriousness of the 
proposed interventions, the degree to which 
the decision is preference-sensitive, and the 
availability of evidence. 

Statistics: Explain absolute  
and baseline risk 
It is generally better to provide absolute 
risk rather than relative risk, because peo-
ple perceive absolute risk reductions more  
accurately.11 Presentation of risks, in terms 
of relative risk or relative risk reduction, typi-
cally exaggerates the benefits of treatment, 
especially when the risk is small. This exag-

geration makes it more likely that patients will 
accept interventions they might otherwise 
have rejected after reviewing the data more 
fully. Furthermore, relative risk statistics can 
impact clinicians’ perceptions, leading them 
to recommend an intervention more often 
than they might when absolute risk statistics 
are discussed.12

But even absolute risk, if presented on its 
own, can be misleading. A reasonable person 
trying to determine the value of an interven-
tion needs to know his or her baseline risk of 
an event, in addition to his or her absolute 
risk with the intervention. For example, a hy-
pothetical absolute risk reduction associated 
with a breast cancer treatment of 10% has dif-
ferent meanings, depending upon whether 
the baseline risk is 10% or 80%. A reduction 
from 10% to 0% would be a miraculous cure, 
while going from 80% to 70% may be viewed 
as only a slight improvement. Try as we might 
to present a single neat statistic, presenting 
both baseline risk and absolute risk with in-
tervention is often necessary.13

How to effectively communicate  
medical information
Many patients struggle with processing in-
formation that is expressed as a probability.14 
Patients process frequencies (eg, 10 in 100) 
better than probabilities (eg, 10%), and there 
is evidence that they understand best when 
decision aids are used.15 Decision aids, such 
as pictographs (FIGURE16), are supplementary, 
evidence-based tools for effectively commu-
nicating with patients and their families in 
a way that facilitates comparison between 
available options. Such aids are readily avail-
able online for many conditions or can be 
created using various software tools.16,17

Pictographs reveal that there is a values- 
sensitive decision to be made and visu-
ally demonstrate the outcomes associated 
with each option. Both pictographs and bar 
graphs have been shown to improve patient 
understanding and satisfaction.11 The benefit 
of pictographs is their ability to effectively, 
and simultaneously, convey both the nu-
merator and the denominator in frequency 
statistics.12,18 

❚ There is high-quality evidence dem-
onstrating that decision aids enhance an 

Studies have 
shown that both 
health outcomes 
and patient  
satisfaction  
improve when 
patients  
participate more 
actively in health 
care decision-
making.
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individual’s knowledge about the treatment 
and screening options available to them. A 
2014 Cochrane review of the effects of deci-
sion aids found that they increased average 
knowledge scores when compared to usual 
care.15 Decision aids also improved accurate 
perception of risk.15 It is our belief that one of 
the reasons pictographs work so well is that 
they combine the salience of absolute risks 
with and without intervention.12,13

Beyond increased understanding, the 
Cochrane review also found high-quality 
evidence indicating that people who make 
decisions using decision aids feel less de-
cisional conflict when compared to usual 
care.15 Moreover, in the context of SDM, de-
cisional conflict may contribute to patients 
passing the decision-making responsibil-
ity to their clinician.19 And finally, there is  
moderate-quality evidence that patients are 
more likely to participate in decision-making 
when given tools such as pictographs.15

❚ A potential barrier to putting picto-

graphs into practice concerns perceptions 
that decision aids increase the length of office 
visits. Indeed, previous studies have identified 
perceived time constraints as one of the major 
barriers to enacting SDM in clinical settings.20 
On this topic, the Cochrane review offers vari-
able yet potentially promising results: Studies 
of the effects on appointment length ranged 
from a decrease of 8 minutes to an increase of 
23 minutes.15 These results suggest that, under 
the right circumstances, pictographs can be 
used to facilitate SDM within the constraints 
of current clinical practice. More research 
is needed to determine the optimal circum-
stances that promote efficient SDM.

2| Elicit the patient’s  
unique values and priorities 
Formalized approaches to building rapport 
with patients have been popular for more 
than 2 decades,21,22 and they are now rou-
tinely part of medical training. Nevertheless, 

FIGURE 

Pictograph illustrates a patient’s absolute risk  
of heart attack at baseline and with treatment16 

While showing the above pictograph to a patient, a clinician might say, “This picture shows that for 100 people like you, over 
the next 10 years, 25 will have a heart attack. It also shows that if those same 100 people took a statin medication daily over 
the next 10 years, then only 15 would be expected to have a heart attack. The 10 blue dots represent the people who would 
have their heart attacks prevented by the medication. What questions do you have about this information?”
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There is  
evidence that 
decision aids, 
such as  
pictographs, 
enhance  
patients’  
knowledge 
about the 
treatment and 
screening  
options  
available  
to them.

there is always room for improvement when 
it comes to aligning treatment and screening 
recommendations with patient values. Some 
decision aids are designed to offer the added 
benefit of clarifying individual values and, 
thus, increase the likelihood that patients 
will make decisions that are more in line with 
their goals.15 

When decision aids are not available 
to elicit patient values, clinicians can inte-
grate preference-clarifying questions as part 
of the standard patient encounter.23 These 
questions are aimed at surfacing the values 
underlying what the patient wants, what the 
patient does not want, and most importantly,  
why. 

“Why” matters because it ultimately 
helps the clinician understand the patient’s 
mindset, enabling the clinician to help the 
patient make choices that serve his or her val-
ues.24 Eliciting values not only promotes pa-
tient well-being and self-determination, but 
also facilitates the development of empathic 
patient-clinician partnerships.

❚ Categorizing decisions. Regardless of 
the particular method chosen to elicit patient 
values, the underlying questions faced by 
many patients often fit into one of 2 catego-
ries: 1) Do I prefer quality of life over length of 
life? or 2) Am I willing to be inconvenienced 
now to prevent more severe illness later? 
Clarifying the category into which a decision 
falls may open the conversation and help to 
explore patients’ values and priorities. Alter-
natively, asking questions such as, “Thinking 
about this decision, what is the most impor-
tant aspect for you to consider?”25 may facili-
tate the conversation. 

Much of the research on techniques geared 
to elicit values comes from the palliative care 
and oncology literature.26 Although this re-
search generally focuses on decisions about 
serious illness or end-of-life preferences,  
preference-sensitive decisions in primary 
care settings create a need for clinicians who 
are effective in eliciting patient values. 

The more serious and preference- 
sensitive the decision, the deeper the clini-
cian needs to explore the patient’s personal 
goals. Despite scant literature about seem-
ingly innocuous decisions, we recommend 
that clinicians elicit from their patients a 

brief, but overt, acknowledgement of the val-
ues guiding their choice for most preference-
sensitive decisions.

3| Offer a professional  
recommendation
Once clinicians have a sense of an individu-
al’s values and priorities, they are positioned 
to make a professional recommendation that 
aligns with these values and priorities, and 
leaves room for the patient to reach a deci-
sion. Historically, one of the clinician’s major 
roles was to provide advice and recommen-
dations to patients. For a long time, this was 
done without the patient’s involvement in the 
decision-making.27

With an increasing emphasis on patient 
self-determination over the last 50 years, 
there has been some concern that the pen-
dulum is swinging too far in the opposite 
direction, with clinicians shying away from 
providing specific recommendations.28 Al-
though this line of thinking acknowledges the 
power of the clinician to influence patients, 
it falls short of distinguishing between a per-
sonal recommendation and a professional 
one. While personal recommendations 
have no place in medical decision-making, 
clinicians should offer patients a profes-
sional recommendation, along with their  
rationale.

How do personal and professional  
recommendations differ?
Personal recommendations arise from cli-
nicians considering what they themselves 
might decide if they were in the patient’s 
position. Such recommendations are inap-
propriate because every person has unique 
values and priorities. 

In contrast, professional recommenda-
tions stem from the clinician’s knowledge 
of the best available evidence, his or her 
understanding of the patient’s values, and  
his or her weaving of these pieces together 
in the context of the patient’s specific clinical 
presentation. Experienced clinicians bring all 
3 elements of SDM to bear in making profes-
sional recommendations, even if these rec-
ommendations are at odds with what they 
might choose for themselves. 
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EBM and SDM:  
Not so different after all?
Another way to understand the legitimacy of 
a professional recommendation is to view the 
parallels between SDM and EBM. From the 
outset, EBM positioned itself as arising from 
the best available evidence, the patient’s val-
ues, and clinical expertise29—elements that are 
strikingly similar to the components of SDM. 

❚ Although commonly overlooked, the 
concept of EBM recognizes that established 
evidence alone is not sufficient for decision-
making.30 Additionally, EBM allows for mak-
ing a recommendation that may not appear 
to be guideline-based, because guidelines 
typically do not take into account individual 
patient preferences.30-32 What’s more, both 
EBM and SDM highlight the essential contri-
bution of the clinician’s judgment about his 
or her patient’s unique presentation.  

Thus, both EBM and SDM are dependent 
on the professional communicating a recom-
mendation to the patient. This communication 
involves not only making clear what one rec-
ommends, but also why one recommends it. 
For example, a clinician might say the following 
to a patient with worsening asthma symptoms: 

“The asthma guidelines give us 2 treat-
ment options. We can either double the dose 
of your inhaled corticosteroid, or start a 5-day 
course of corticosteroid pills. Given your con-
cerns about the adverse effects of the pills, 
and the moderate severity of this exacerba-
tion, I recommend doubling the dose of your 
inhaled corticosteroid. We can reconsider the 
pills if your symptoms worsen or if you don’t 
improve within the next week. How does that 
sound to you?” 

❚ An informed choice. Explaining the 
evidence, articulating the patient’s values, 
and summarizing the clinical elements that 
went into the clinician’s recommendation 
clarifies and signals to the patient that this is 
a professional recommendation. Ultimately, 
the process of SDM concludes with the pa-
tient considering the clinician’s recommen-
dation and making an informed choice from 
the available options.                 JFP

CORRESPONDENCE 
David J. Satin, MD, 2020 E 28th St., Minneapolis, MN 55407; 
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