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For medical decisions with more than one reasonable option,
patient participation in decision making is often necessary to
optimally match management decisions with patient preferences.
Health decision aids are designed to facilitate shared decision
making by helping patients and their physicians choose among
reasonable clinical options. Although these aids vary in content,
common denominators are the presentation of more than one
reasonable strategy for a clinical management question and a
description of the possible outcomes of the various options. Al-
though the number of published randomized trials assessing the
impact of health decision aids on the quality of medical decisions

is limited (but growing), various types of decision aids do gener-
ally appear to inform patients about their treatment options better
than “usual care” can. Little evidence is available to determine
whether one type of decision aid is optimal, but more complicated
programs seem to have larger effects. The cost-effectiveness of
decision aids has not been studied, although it is enticing to think
that the pattern of more conservative decisions by users of some
decision aids could reduce medical care costs in a manner that is
dictated by patient preferences.
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In the day-to-day practice of medicine, patients and
their physicians face an increasing number of complex

choices regarding prevention, diagnosis, and treatment.
The options usually have different profiles of potential
benefits and risks (not to mention costs). Deber and
colleagues (1, 2) have thoughtfully distinguished “prob-
lem solving” tasks in medicine, which involve one
“right” course of action and provide little room for pa-
tient involvement, and “decision-making” tasks, in
which there are several reasonable courses of action and
patient involvement is important (1, 2). The optimal
choice for a decision-making task depends not only on
the probabilities of various outcomes with each strategy
but also on the patient’s relative preferences for the pos-
sible outcome states (and their timing) and his or her
attitudes toward risk (3, 4).

HEALTH DECISION AIDS

Health decision aids are designed to facilitate shared
decision making by helping patients and their physicians
choose among reasonable clinical options (5, 6). Al-
though these aids vary widely in content, common de-
nominators are the presentation of more than one rea-
sonable strategy for a clinical management question and
a description of the possible outcomes of the various
options. Other components may include some form of
vicarious experience with possible outcomes (through
written or videotaped testimonies from former patients)
or exercises designed to help clarify patients’ values as
they pertain to the decision at hand. More complicated,

interactive decision aids allow patients to take an active
part in determining the amount and type of the infor-
mation they receive about their health problem. In gen-
eral, decision aids are meant to supplement, not replace,
the traditional process of patient counseling by clini-
cians.

Although decision aids generally present a menu of
standard management options, they have also been used
to present the additional option of a randomized clinical
trial for informed patients who are at personal equipoise
regarding two treatment options (7, 8).

Health decision aids take many forms. The most
common are combinations of written and oral informa-
tion (including audiotapes); personal counseling, some-
times supplemented by decision boards; linear video-
tapes; and interactive, computer-driven multimedia
programs. Randomized trials have examined the effec-
tiveness of each of these types of decision aids, address-
ing a variety of medical decisions. Of interest, although
simple written brochures are probably the most widely
used decision aids in office practice, they are the least
well studied.

MEASURING A GOOD DECISION

Later in this paper I discuss the evidence on the
impact of health decision aids. First, however, it is im-
portant to be clear about how one would expect such
programs to affect patients and the process and out-
comes of medical decision making. Several recent re-
views have addressed this topic (9, 10). In the “big pic-
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ture,” use of health decision aids should result in “better
decisions.” But how does one measure a good decision?
Commonly measured outcomes in trials of decision aids
include patients’ knowledge about the condition of in-
terest and its management options, their satisfaction
with the process of decision making or the decision,
their perceived level of participation in the decision-
making process, their level of conflict about the deci-
sion, the treatment choice actually selected, and overall
or disease-specific health status.

If the choice of a screening or treatment strategy is
to be truly “informed,” patient knowledge about the
decision seems a straightforward outcome measure. In-
vestigators studying the impact of decision aids have
usually used short, problem-specific questionnaires to
assess the impact of decision aids on patient knowledge.
Satisfaction with the decision-making process and the
decision itself can be measured by using validated instru-
ments (11, 12). Participation in decision making is com-
monly assessed by using a single-item (13) or multi-item
scale (14), the Autonomy Preference Index (14). The
degree of conflict a patient feels about a decision is often
measured by using the Decisional Conflict Scale (5).
Choice of treatment is also decision specific, but changes
in what patients elect to do alone do not indicate
whether the therapeutic choices are “better” with a de-
cision aid. Another logical end point for choice of strat-
egy is whether decision aids result in selections that are
more consistent with a patient’s assessed outcome pref-
erences, risk attitudes, and time preferences.

Finally, improved decision making may lead to bet-
ter health status in some situations, which can be mea-
sured by using a host of disease-specific or generic health
status measurements. Of note, older research with
coaching interventions used to encourage patient partic-
ipation at their office visits has suggested that increasing
patients’ participation in their care appears to improve
health status, independent of effects on their diseases
(15, 16). More recently, we found similar results in a
trial of a decision aid for men facing a decision about
treatment for benign prostatic hyperplasia (12).

There is no clear consensus on which combination
of these measures best assesses the impact of a decision
aid. Other attributes, such as level of patient anxiety and
trust in the physician, may be important as well. I be-
lieve that measurements of knowledge, satisfaction with
the decision-making process, choice of management

strategy, and decisional conflict form a core set of out-
come measures for trials of health decision aids. Ideally,
trials should also assess patients’ preferences for the im-
portant outcomes of the candidate strategies (and per-
haps risk attitudes and time preferences as well) to de-
termine whether exposure to the decision aid indeed better
tailors management choices to patient preferences.

THE THORNY ISSUE OF BALANCE

When patients face medical decisions with multiple
options, there may be many stakeholders. Manufacturers
of screening tests, pharmaceutical agents, and medical
devices may have a financial interest in promoting a
particular choice, as may different specialty groups. Fi-
nancial conflicts aside, different parties may strongly feel
that one particular course of action is “right.” Recent
debates about the value of screening mammography for
women in their 40s (17–19) or the value of prostate-
specific antigen (PSA) screening (20–23) demonstrate
these passions in action. Obviously, decision aids should
be developed to present the risks and benefits of candi-
date options in a nonbiased way; but bias, like beauty, is
in the eye of the beholder. Avoiding real or apparent
financial conflicts of interest in the development of de-
cision aids and obtaining assessments of balance from
viewers (patients and physicians without an obvious
stake in the management decision) are two approaches
for minimizing bias while developing decision aids.
However, ratings of balance by viewers can be tricky.
For example, my colleagues and I have shown that al-
though men with benign prostatic hyperplasia rated a
decision aid balanced overall, men leaning toward sur-
gery rated the program as being somewhat more sup-
portive of surgery whereas men leaning toward nonsur-
gical treatment rated the program as being somewhat
more supportive of avoiding surgery (24).

EFFECTIVENESS OF HEALTH DECISION AIDS

Two recent systematic reviews have described the
results of studies of health decision aids. O’Connor and
colleagues (25) conducted a Cochrane systematic review
of randomized trials of health decision aids, while Mo-
lenaar and colleagues (26) examined both noncontrolled
and controlled studies (26).

O’Connor and colleagues’ review covered trials pub-
lished through early 1998. Only randomized, controlled
trials comparing decision aids to controls or alternative
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interventions were included. Patients had to be facing
actual management decisions, and the decision aids be-
ing evaluated had to include, at a minimum, informa-
tion on options and outcomes relevant to the user’s
health. The authors identified 17 trials addressing 11
screening or treatment decisions.

One outcome measured in 8 trials was patient
knowledge about the condition of interest and its man-
agement options (Table 1). Four trials comparing a de-
cision aid against “usual care” showed a significant im-
provement in patients’ knowledge; the weighted mean
difference in scores was 19 points (95% CI, 13 to 25
points) on a scale of 0 (none correct) to 100 (all correct).
Four trials comparing a more intensive with a less inten-
sive decision aid found a more modest (but still signifi-
cant) improvement with the more complex program,
with a weighted mean difference of 3 points (CI, 0.7 to
5 points). The clinical significance of a difference of this
magnitude is uncertain. Decision aids also positively af-
fected decisional conflict in 3 of 4 trials measuring that
outcome, with a weighted mean difference of 0.3 (CI,
0.1 to 0.4) on a 0 to 5 scale. Only 1 of 5 studies mea-
suring some aspect of patient satisfaction showed signif-
icant improvement with a decision aid (on satisfaction
with the decision-making process), and the overall mea-
sure of effect was not statistically significant.

Fourteen trials examined the impact of a decision
aid on the choice of a management strategy (Table 2).
Here, the results depended on the type of decision. For
major surgery, decision aids led to more conservative

therapeutic choices, with 21% to 42% reductions in
selection of the most invasive treatment option and an
overall relative risk for choosing the most invasive op-
tion of 0.74 (CI, 0.6 to 0.9). No significant effect was
seen with decision aids for circumcision, BRCA1 gene
screening, amniocentesis, or hormone replacement ther-
apy. One study found a significant increase in hepatitis
B vaccination with exposure to a decision aid. Three
included trials addressing PSA screening gave conflicting
results: Two trials showed a reduction in PSA testing,
and one showed no impact. Finally, 3 of 3 trials showed
that a significantly increased proportion of patients ex-
posed to decision aids assumed a more active role in
their health care decisions compared with patients re-
ceiving usual care, and 4 of 4 trials showed no increase
in anxiety with the use of decision aids.

The search strategy for Molenaar and colleagues’
review covered the literature through mid-1998. The 16
randomized trials identified by Molenaar and colleagues
differed in definitions of decision aids, inclusion criteria,
and search strategies. As result, 9 of these 16 trials were
also included in O’Connor and colleagues’ review. Mo-
lenaar and colleagues did not attempt a quantitative
meta-analysis of the outcomes of the trials they identi-
fied. In general, these authors found less consistent ef-
fects among the trials they examined on the outcomes
studied by O’Connor and colleagues and noted more
heterogeneity in study results.

In addition, Molenaar and colleagues identified 14
noncontrolled studies of decision aids. Four of these

Table 1. Effect of Decision Aids on Patients’ Knowledge of Options and Outcomes*

Decision (Reference) Decision Aid Comparison Intervention Weight Mean Difference
(95% CI)

Patients, n Mean Knowledge
Score ± SD

Patients, n Mean Knowledge
Score ± SD

Compared with usual care
Benign prostate disease (12) 104 75 � 45 123 54 � 45 14.1 21 (9 to 33)
Ischemic heart disease (27) 86 75 � 17 94 62 � 17 29.4 13 (8 to 18)
Ischemic heart disease (28) 61 83 � 16 48 58 � 16 26.4 25 (19 to 31)
BRCA1 gene test (29) 122 69 � 19 164 49 � 21.7 30.1 20 (15 to 25)

Total 373 429 100 19 (14 to 25)
Compared with less intensive decision aid

Hormone therapy (30) 83 87 � 11 87 84 � 12 47.4 3 (�0.4 to 6)
Hormone therapy (31) 81 75 � 20 84 71 � 21 14.3 4 (�2 to 10)
Prenatal screen (32) 67 88 � 15 88 87 � 16 24.7 0.9 (�4 to 6)
Mastectomy (33) 30 83 � 12 30 76 � 14 13.5 6 (�0.3 to 13)

Total 261 289 100 3 (0.7 to 5)

* Knowledge tests for options and outcomes were specific to the decision and were scored from 0 (0% items correct) to 100 (100% items correct). Reprinted with permission
from O’Connor and colleagues (25).
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studies addressed the feasibility of a variety of decision
aids in clinical practice, while 10 reported positive eval-
uations from patients on the decision aids they used. Of
interest, 3 noncontrolled studies found correlations be-
tween participants’ elicited preferences for outcomes and
their preferences or choices about treatment. These find-
ings suggest matching of patient preferences with a man-
agement strategy, perhaps the most important theoreti-
cal goal of shared decision making. Unfortunately, in
the absence of controls, it is impossible to conclude that
decision aids actually improved the degree of correlation
between preferences and choice of management.

Overall, the literature suggests that patients respond
favorably to decision aids. In general, knowledge appears
to be improved (sometimes substantially) with the use of
decision aids, although how “high tech” decision aids
need to be to accomplish this end is still an open ques-
tion. Thus, decision aids can help make “informed
choice” for testing or treatment a reality. In theory, bet-
ter-informed choices should reduce risks for malpractice
allegations against clinicians, but no study has addressed

this hypothesis directly. The impact on patients’ treat-
ment choices varies and may depend on the type of
decision aid, the nature of the decision, and the back-
ground rates of treatment in “usual care.” Randomized
trials of decision aids for major surgical interventions
suggest that decision aids lead to less invasive treatment
choices. Decisional conflict appears to be reduced, with
no increase in anxiety, but there is little evidence of
impact in other areas, including patient satisfaction and
health status.

The number of well-designed, adequately powered
randomized trials assessing the effectiveness of decision
aids is still relatively small. Given the variety of types of
decision aids and the number of clinical problems for
which such interventions would seem appropriate, the
low number and poor quality of published studies are
especially disappointing. On the other hand, in some
cases, there are more randomized trials of decision aids
for a particular clinical problem than there are random-
ized trials comparing the outcomes of the different man-
agement strategies for these problems themselves.

Table 2. Effect of Decision Aids on Patients’ Decisions*

Decision (Reference) Decision Aid Comparison Intervention Weight Relative Risk
(95% CI)

Patients Patients Choosing
Option

Patients Patients Choosing
Option

n % n %

Major surgery
Coronary revascularization (28) 61 41 48 58 26.4 0.7 (0.5–1.0)
Coronary revascularization (27) 86 59 94 76 57.2 0.79 (0.6–1.0)
Prostatectomy (12) 104 5 123 8 6.2 0.74 (0.3–2)
Mastectomy (33) 30 24 30 42 10.1 0.58 (0.3–1.0)

Total 281 295 100 0.74 (0.6–0.9)
Circumcision of newborn boys

Maisels et al. (34) 23 91.3 28 96.4 67.3 0.95 (0.8–1.1)
Herrera et al. (35) 56 84 47 87 32.7 1.07 (0.9–1.3)

Total 79 75 100 0.96 (0.85–1.07)
Testing for prostate-specific antigen

Davison et al. (36) 50 48 50 38 31.1 1.26 (0.8–2)
Flood et al. (37) 103 11.7 93 22.6 21.8 0.52 (0.3–1.0)
Wolf et al. (38) 103 60.2 102 76.5 47.2 0.79 (0.6–0.9)

Total 256 245 100 0.83 (0.6–1.3)
Other screening

BRCA1 gene test (29) 122 69.7 164 65.2 38 1.07 (0.9–1.3)
Amniocentesis (39) 441 37 431 34.1 62 1.08 (0.9–1.3)

Total 563 595 100 1.08 (0.95–1.22)
Other†

Hepatitis B vaccination (40) 753 23.4 263 13.3 1.76 (1.3–2.5)
Dental surgery (41) 37 85 37 70.3 1.19 (0.9–1.5)
Hormone therapy‡ (31) 81 13.6 84 15.5 0.88 (0.4–1.8)

* Reprinted with permission from O’Connor and colleagues (25).
† Results were not combined because of heterogeneity in topics.
‡ Comparison between more intensive and less intensive decision aids.
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CASE STUDY OF HEALTH DECISION AIDS:
THE PSA SCREENING DECISION

The potential promise of decision aids for patients
facing difficult, preference-driven decisions may be best
appreciated by examining the results of studies of deci-
sion aids for one clinical problem. The PSA screening
decision would seem an ideal issue to address with a
decision aid. Randomized trials have not yet demon-
strated whether early detection of prostate cancer is ben-
eficial, ineffective, or harmful. Nevertheless, the PSA test
has been available for more than a decade and is widely
used for screening in the United States. Recent national
guidelines on PSA screening suggest that the decision to
test should be individualized on the basis of a discussion
of the pros and cons of the test. Given the complexity of
the decision, the amount of information that men (and
their partners) think it would be helpful to have (42),
the generally low level of knowledge about the advan-
tages and disadvantages of the PSA test among men
eligible to be screened (43), and limited time to discuss
any one preventive intervention in primary care practice,
it is perhaps not surprising that at least eight random-
ized trials have examined three different decision aids for
PSA screening. Most of these trials were published after
the end dates for the searches reported in the two over-
views.

Three trials studied the impact of providing infor-
mation about PSA screening in written or verbal form to
men considering this test (36, 38, 44). In the first trial,
patients in the intervention group assumed a signifi-
cantly more active role in decision making and had
lower levels of decisional conflict than controls. Levels of
anxiety and the proportions of men selecting screening
in the two groups did not significantly differ (36). In the
second trial, the main outcome was interest in undergo-
ing PSA screening, assessed on a five-point Likert scale.
The intervention reduced interest in PSA screening by a
group mean difference of 0.8 point (P � 0.001) (38).
The last trial compared the provision of general written
information about PSA screening with the provision of
more specific quantitative visual information on the
probability of false-positive and negative results. Knowl-
edge and beliefs about PSA testing, as assessed by a pre-
and a post-exposure test, were significantly more accu-
rate in the intervention group (44).

More recently, results of five trials of the same linear

videotape addressing the PSA screening decision have
been reported (37, 45–47). The 22-minute videotape,
developed by our group, includes testimonials by two
physicians, one who has regular PSA testing for his own
health care and another who does not. The first two
trials were quasi-randomized trials of the PSA screening
videotape in two settings: one among older men attend-
ing a free prostate cancer screening clinic and one
among older men scheduled to visit a general medical
clinic for a routine visit (37). In the first trial, men in
the control group were assigned to review a videotape,
funded by a drug company, that presented only the ben-
efits of screening. In the second trial, the control group
was assigned to receive “usual care”; group assignment
depended on dates of clinic attendance. In both trials,
assignment to the intervention group resulted in im-
proved knowledge about prostate cancer screening. For
example, the proportion of participants who answered
“yes” to the question asking whether most men with an
elevated PSA level do not have prostate cancer increased
from 30% to 64% in the screening clinic and 14% to
72% in the general medical clinic (P � 0.001 for both
comparisons).

Volk and colleagues randomly assigned 145 men to
one of three interventions: a prostate cancer screening
videotape only (the same videotape as that used in Flood
and colleagues’ two trials), the screening videotape plus
a utility assessment exercise, or “usual care” (45, 48).
Two weeks after enrollment, the number of knowledge
questions answered correctly in both intervention
groups together increased from a mean of 3.0 to 4.8 of
10 (P � 0.001), with no significant improvement in the
control group. In addition, participants viewing the vid-
eotape rated the experience in many domains. In partic-
ular, 79% of viewers rated the videotape as completely
balanced, while 16% thought it was slanted to favor
screening and 5% thought it was slanted in favor of not
screening; these findings suggest fairly good balance.

In a multicenter trial, Wilkins and colleagues (46)
randomly assigned 422 men to a group that viewed the
same PSA videotape before a scheduled primary care
visit or to a group that received usual care. Patients
assigned to the intervention group were more satisfied
with the information they received, demonstrated signif-
icantly greater knowledge of PSA testing, and expressed
significantly stronger preferences for active participation
in making medical decisions about their health care.
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Finally, Frosch and colleagues (47) most recently
reported the results of a four-arm randomized trial
among 176 men recruited through the Health Appraisal
screening program of the Kaiser Permanente health
plan. Participants were randomly assigned to usual care,
a face-to-face discussion about the pros and cons of PSA
testing, the same PSA videotape used in the previous
trials, or a combination of the videotape and the discus-
sion. The proportion of men selecting PSA testing was
about 98% with usual care, 82% with the discussion,
60% with the videotape, and 50% with both the video-
tape and the discussion (P � 0.001).

Table 3 summarizes the impact of all the decision
aids studied in these trials on participants’ actual PSA
screening decisions. In four of the seven trials that re-
ported this outcome and four of the five trials of the
videotape-based decision aid, the proportion of men
having PSA testing significantly decreased. All six trials
examining men’s knowledge about PSA testing revealed
large, statistically significant improvements, suggesting
that the generally more conservative decisions about
PSA screening in the intervention group were indeed
better informed.

CHALLENGES OF IMPLEMENTING HEALTH DECISION

AIDS TO FACILITATE SHARED DECISION MAKING IN

PRIMARY CARE

Barriers to the use of decision aids in office-based
primary care practice are both psychological and logistic.

From the psychological perspective, most physicians
probably think they already are doing a good job of
educating patients and involving them in decision mak-
ing, despite some growing evidence to the contrary (50–
52). Some clinicians undoubtedly prefer a more pater-
nalistic role and genuinely feel that such an approach is
better for their patients. In fact, in a recent small survey
performed as part of the implementation of two inter-
active health decision aids addressing choice of treat-
ments for breast cancer and ischemic heart disease, phy-
sicians generally agreed with the statement, “Most
patients prefer the doctor to take responsibility for their
medical problems” (53). Moreover, a 1996 survey com-
paring internists’ and their patients’ ratings of the im-
portance of different elements of outpatient care found
that physicians rated the importance of providing
health-related information considerably lower than did
their patients (54).

However, logistic problems with implementing
shared decision making have been a real issue, too. Mak-
ing time and space available in office practice for patient
education in general and use of decision aids in partic-
ular is problematic, particularly for more complex vid-
eotape- or computer-based decision aids. Coordinating
mailings or in-office viewings of videotapes, as was done
in many of the trials of the PSA decision aid, may be too
much for small offices to take on. Hospitals or larger
practices might centralize these tasks, but the process of

Table 3. Summary of Studies Evaluating the Effect of Decision Aids on Prostate Cancer Screening Behavior*

Source (Reference) Participants Type of Decision Aid Screening Rate, % (n per group) Odds Ratio
(95% CI)

Patients Receiving
Decision Aid

Control Patients

Flood et al. (37) Unselected patients with scheduled
ambulatory visits

Linear videotape† 11.7 (103) 22.6 (93) 0.45 (0.21–0.98)

Flood et al. (37) Men presenting for free prostate-
specific antigen screening

Linear videotape† 98.4 (184) 100 (188) NA‡

Volk et al. (45, 48) Unselected family medicine patients Linear videotape† 34.3 (70) 59.7 (67) 0.35 (0.18–0.70)
Wilkins et al. (46) Unselected Veterans Affairs patients

recruited from outpatient clinics
Linear videotape† 54 (213) 80 (209) 0.30 (0.19–0.45)

Davison et al. (36) Men presenting for a periodic health
examination

Verbal and written discussion 28 (50) 21 (50) 1.38 (0.56–3.41)

Schapira and VanRuiswyk (44) Veterans Affairs patients responding
to a letter solicitation

Specific quantitative information 82 (122) 84 (135) 1.13 (0.59–2.16)

Frosch et al. (47) Male patients participating in a Health
Appraisal screening program

Discussion
Linear videotape†
Linear videotape† and discussion

82.2 (45)
60.0 (46)
50.0 (42)

97.7 (43)§ 0.11 (0.02–0.67)
0.04 (0.01–0.17)
0.02 (0.01–0.10)

* Modified with permission from Volk and Spann (49). NA � not available.
† All these trials used the same linear videotape addressing the decision to have prostate-specific antigen screening.
‡ Odds ratio cannot be computed because all controls selected screening.
§ Control group was the same for all three comparisons.
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referral can then become cumbersome and even rate-
limiting (53). Finally, time spent by practice personnel
in helping patients access and use decision aids often
represents an extra burden and expense. As reflected in
Molenaar and colleagues’ review, however, patient ac-
ceptance of health decision aids does not appear to be a
barrier, once the logistic difficulties in getting them to-
gether at the right place and time are overcome. Clini-
cians interested in a catalog of existing health decision
aids for various medical conditions can access a list pre-
pared by the Ottawa Health Decision Centre (available
at www.LRI.ca/programs/ceu).

CONCLUSIONS

Health decision aids are a theoretically attractive
option for informing patients about their management
options and facilitating their participation in preference-
driven medical decisions. Although the number of pub-
lished randomized trials assessing the impact of health
decision aids on the quality of medical decisions is lim-
ited (but growing), various types of decision aids gener-
ally appear successful in better informing patients about
their treatment options than “usual care” does. For
some, the ability of decision aids to make “informed
choice” more truly informed may be sufficient to advo-
cate their use. Moreover, exposure to decision aids for
major elective surgical interventions and the PSA screen-
ing decision appears to lead to more conservative treat-
ment choices by patients. However, the impact of deci-
sion aids on treatment choice probably depends on the
setting, the decision, and the nature of the decision aid
itself. Decision aids studied in randomized trials are het-
erogeneous in format and content; in particular, the vol-
ume of quantitative information in the programs and
how that information is communicated vary consider-
ably. Little evidence is available to determine whether
one type of decision aid is “optimal,” although more
complicated programs in general seem to have larger
effects. Relatively few trials have specifically studied po-
tential side effects of health decision aids, including po-
tentially heightened anxiety. The cost-effectiveness of
decision aids has not been studied, although it is entic-
ing to think that the pattern of more conservative deci-
sions by users of some decision aids at least has the
potential to reduce medical care costs in a manner that is
dictated by patient preferences.

Further study of the impact of decision aids on pa-

tients and their decisions in randomized trials, including
trials comparing different types of decision aids, is
clearly needed (although a realist might argue that the
body of evidence from randomized trials supporting the
positive effects of decision aids for the PSA screening
decision is already considerably more convincing than
the randomized trial evidence in favor of the widely
popular PSA screening test itself). Incorporating deci-
sion aids into office practice remains a formidable chal-
lenge. Major questions remain about how to avoid bias
in decision aids, how much quantitative information to
present and how it should be presented, and how to
tailor presentations for users from different cultural and
ethnic groups and with different education levels. How-
ever, all these questions are equally applicable to how
clinicians themselves present information to patients
about their medical decisions behind closed office doors,
a process that has also been understudied.

From Massachusetts General Hospital, Boston, Massachusetts.

Disclaimer: Dr. Barry has received salary support through an agreement
between Massachusetts General Hospital and the not-for-profit Founda-
tion for Informed Medical Decision Making, Inc., Hanover, New
Hampshire.

Acknowledgments: The author thanks Elizabeth Walker-Corkery,
MPH, for assistance in preparing the manuscript and Albert G. Mulley,
MD, MPP, Floyd J. Fowler, PhD, Karen Sepucha, PhD, and John E.
Wennberg, MD, MPH, for helpful comments on earlier drafts of the
manuscript.

Requests for Single Reprints: Michael J. Barry, MD, General Medicine
Unit, Massachusetts General Hospital, 50 Staniford Street, 9th Floor,
Boston, MA 02114; e-mail, mbarry@partners.org.

References
1. Deber RB. Physicians in health care management: 8. The patient-physician
partnership: decision making, problem solving and the desire to participate.
CMAJ. 1994;151:423-7. [PMID: 8055402]

2. Deber RB, Kraetschmer N, Irvine J. What role do patients wish to play in
treatment decision making? Arch Intern Med. 1996;156:1414-20. [PMID:
8678709]

3. Weinstein M, Fineberg H. Clinical Decision Analysis. Philadelphia: WB
Saunders; 1980.

4. Mulley A. Improving the quality of decision making. Journal of Clinical Out-
comes Management. 1995;2:9-10.

5. O’Connor AM. Validation of a decisional conflict scale. Med Decis Making.
1995;15:25-30. [PMID: 7898294]

6. Llewellyn-Thomas HA. Patients’ health-care decision making: a framework
for descriptive and experimental investigations. Med Decis Making. 1995;15:
101-6. [PMID: 7783569]

Academia and ClinicHealth Decision Aids in Office Practice

www.annals.org 15 January 2002 Annals of Internal Medicine Volume 136 • Number 2 133



7. Cockett AT, Barry MJ, Holtgrewe HL, Sihelnick S, Williams R, McConnell
J. Indications for treatment of benign prostatic hyperplasia. The American Uro-
logical Association Study. Cancer. 1992;70:280-3. [PMID: 1376197]

8. Wilt TJ, Brawer MK. The Prostate Cancer Intervention Versus Observation
Trial (PIVOT). Oncology (Huntingt). 1997;11:1133-9. [PMID: 9268976]

9. Entwistle VA, Sowden AJ, Watt IS. Evaluating interventions to promote
patient involvement in decision-making: by what criteria should effectiveness be
judged? J Health Serv Res Policy. 1998;3:100-7. [PMID: 10180658]

10. Edwards A, Elwyn G. How should effectiveness of risk communication to aid
patients’ decisions be judged? A review of the literature. Med Decis Making.
1999;19:428-34. [PMID: 10520681]

11. Holmes-Rovner M, Kroll J, Schmitt N, Rovner DR, Breer ML, Rothert
ML, et al. Patient satisfaction with health care decisions: the satisfaction with
decision scale. Med Decis Making. 1996;16:58-64. [PMID: 8717600]

12. Barry M, Cherkin D, Chang Y, Fowler F, Skates S. A randomized trial of a
multimedia shared decision-making program for men facing a treatment decision
for benign prostatic hyperplasia. Disease Management and Clinical Outcomes.
1997;1:5-14.

13. Strull WM, Lo B, Charles G. Do patients want to participate in medical
decision making? JAMA. 1984;252:2990-4. [PMID: 6502860]

14. Ende J, Kazis L, Ash A, Moskowitz MA. Measuring patients’ desire for
autonomy: decision making and information-seeking preferences among medical
patients. J Gen Intern Med. 1989;4:23-30. [PMID: 2644407]

15. Greenfield S, Kaplan S, Ware JE Jr. Expanding patient involvement in care.
Effects on patient outcomes. Ann Intern Med. 1985;102:520-8. [PMID:
3977198]

16. Greenfield S, Kaplan SH, Ware JE Jr, Yano EM, Frank HJ. Patients’
participation in medical care: effects on blood sugar control and quality of life in
diabetes. J Gen Intern Med. 1988;3:448-57. [PMID: 3049968]

17. Fletcher SW. Breast cancer screening among women in their forties: an
overview of the issues. J Natl Cancer Inst Monogr. 1997;5-9. [PMID: 9709267]

18. Fletcher SW. Whither scientific deliberation in health policy recommenda-
tions? Alice in the Wonderland of breast-cancer screening. N Engl J Med. 1997;
336:1180-3. [PMID: 9099666]

19. Kopans DB. The breast cancer screening controversy and the National Insti-
tutes of Health Consensus Development Conference on Breast Cancer Screening
for Women Ages 40-49 [Editorial]. Radiology. 1999;210:4-9. [PMID: 9885578]

20. Barry MJ. PSA screening for prostate cancer: the current controversy—a
viewpoint. Patient Outcomes Research Team for Prostatic Diseases. Ann Oncol.
1998;9:1279-82. [PMID: 9932155]

21. Svetec D, Thompson IM. PSA screening—current controversy. Ann Oncol.
1998;9:1283-8. [PMID: 9932156]

22. Neal DE, Donovan JL. Screening for prostate cancer. Ann Oncol. 1998;9:
1289-92. [PMID: 9932157]
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