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Do patients want to be involved in treatment decisions 
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Abstract 

In recent years, the increased accessibility to information has resulted in patients and their relacives 
becoming more familiar wich medical issues and perhaps desiring a more prominent role in creatment 
decisions. A study of che extent of involvement that orthopaedic patients wanted in decisions regard­
ing their treatment showed chat che majority (84%) wanred significanr decisions regarding their treat­
ment to rest wirh their accending doctor. Whether chis is characteristic when an individual assumes che 
sick role or a result of being inadequately informed remains to be determined. 

Key Words: Pacienc involvement, treatment decisions, treatment choice 

Introduction 

The law of informed consent seeks co actively involve 
patienrs in decision making (Lidz etaL, 1983). The right 
co consent co or decline a particular crearment option is 
based on che ethical principal of autonomy Respect for 
patients' autonomy requires chat che pacienc 1s informed 
of all possible respective outcomes of a parttcular treac­
menc option and is allowed to make an assessment of 
the quality of life associated with chese outcomes (Casali 
etnl., 1997). 

In recent years, che increased availability co informa­
tion via the media has resulted in patients and their 
relatives becoming relatively more informed of medical 
issues, and apparencly desiring an increasing role in treat­
ment decisions. Although increased inform:nion fur­
nished co pat1cnrs has been associated with improved 
ourcomcs (Bader & Brarde, 1998; I lornberger et al., 

1994) and involvement wich decisions regarding their 
treatment has improved patient satisfacnon (Hornberger 
et ,ti., 1994), 1c is conrroversial whether all patients are 
capable of, or, are prepared to make significant deci­
sions regarding their treatment. 

Patients may feel threatened when requested co make 
decisions regarding cheir treatment. They may view chis 
as rhe shirking of clinical and medico-legal responsibil-

Table 1. Departmencal clinical work.load 

icy by attending clinicians especially when constraints 
of time and work load commicmenc, compromise the 
required amount of unhurried communication between 
cltnicians and, patients and rheir relatives. f unher chey 
may noc have the required background underscandtng 
of clinical issues co bear the responsibility for treatment 
decisions. 

To evaluate whether patients considered or perceived 
chat, they had ample opportunity to, and whether they 
were prepared to make decisions regarding their treat­
ment, a study was performed on patients admitted for 
treatment by the Department of Orthopaedics of a 
Malaysian Government Hospital, the clinical work.load 
of which is shown in Table l. 

Materials and Methods 

One hundred consecutive adult patiencs whose condi­
tion could be create::d by more than one accepted stand­
ard method or procedure were identified and included. 
All had non-immediately life threatening conditions. 
The attending clinicians (doccors, nurses and medical 
assistants) involved in patient care were blinded as co 
which patients were included. The pariencs were inter­
viewed in the initial instance before their treatment pro-

--- ----- - ----- ---------------------------

No. of allocated beds 
No. of annual outpatient attendances 
No. of annual tnpac1enc admissions 
No. of operative procedures (annually) 
Av1:rage No. of patients per outpatient clinic session 
Average No. of daily inpatient admissions 
Average length of inpatient stay {days) 

1996 

132 
25502 
4121 
2746 

257 ± 28.4 
1 J.24 ± 1.09 
5.20 ± 0.70 

Year 

1997 

124 
26571 
4197 
2770 

279 ± 26.75 
11.36 ± 1.25 
5.17 ± 0.74 
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cedure and chcn, again after the procedure. The inter­
views were conducced by a clinician whom the pacienrs 
had nor pn:viously mec, who was nor involved in rhcir 
treatment and who was blinded as co the respective con­
ditions of the patients. 

Information was sought from the patients as to 
whether chey had received adequate information about 
their condition, whether they had che opportunity of 
being involved in treatment decisions and che extent 
they were prepared co be involved in decisions reagrading 
creacmenc as shown in Table 2 (before ucarmenr) and 
Table 3 (after m.>atmenr). 

Results & Discussion 
With the altruistic accicudc to fulfill che needs of pa­
tients in wanting to be involved in decisions regarding 
their creacmenr. and perhaps influenced by legislation, 
clinicians arc conrinously artempnng lo incorporate 
patient participation in rrearment decisions. However 
widespread patient involvement in treatment decisions 
is uncommon (Lidz et al., 1983). 
Although 97% and 94% of che patients 111 che scudy 
indicated char they had received adequate information 
on diagnosis and nacural history, and crearmenr options 
respectively, only 68% indicated chat che information 
received was adequate for their paniciparion in trear­
mcnc decisions. The reason for chis discrepancy is un-
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clear. Perhaps ir reflects lack of confidence on che pare 
of some of chc patients co participate in treatment deci­
sions with che blame being rendered on having insuffi­
cient information ro do so. 

Ac che initial interview, prior co their creacmenr pro­
cedure, only 43% of the paciencs indicated chat they 
had ample opporcuniry of being involved in treatment 
decisions. The majority (57%) indicated chat they did 
nol. Perhaps the patients did not have sufficient back­
ground knowledge and undemanding, and informa­
tion furnished by cheir accending clinicians was insuffi­
cient. However 68% of the paciencs indicated that they 
had received adequate information for participation in 
creacmenc decisions and only 32% indicated they did 
not. 

The acrending clinicians, perhaps because of rime and 
workload constraints may not have appeared co pro­
vide ample opportunity for patient participation in creac­
mcnt decisions, by formally and repeatedly seeking pa­
tients views and opinions. Only 49% of the patients 
indicated char the nature and risks of complications was 
adequately explained. This possibly depicts the shore­
comings of rhe clinicians in noc ensuring effective ad­
equate communication and impamncnc of information, 
and, or rhe patients inability co comprehend clinical 
issues. 

Although 57% of the patients indicated char they 
did not have the opportunity co be involved in treat• 

Table 2. Facts on aspects of management sought from patients during initial imerview prior co treatment 
procedure 

Faces sought 
-------- - - -.=....-----------

Diagnosis & natural history adequately explained 
Treatmem options adequately explained 
Risks & nature of complications adequately explained 
Information provided adequate co make treatment decsions 
Opportunity co be involved 111 treatment decisons adequate 
Felt uneasy because coo much information was provided 

Yes% 

97 
94 

49 

68 
43 
10 

n = 100 

No% 

3 
6 
51 
32 
57 
90 

Table 3. Faces on aspects of management sought from patient during subsequent interview after subsequent 
interview 

Faces sought 
-------- -- --------------

Information about treatment adequate 
Treatment adequate & appropriate 
Happy with opporcunity co be involved in crearment decisions 
Pinal or major decision should rest on doctor 
Final or major decision should rest on patient 

Yes% 

92 
89 
87 

,, 84 

16 

11 = 100 

No% 

8 
l I 
13 
16 

84 



PAlll!NTS' [NVOLVl,\1ENT IN TRtiATMEl<T DccJ.SltJNS 

menc decisions only 32% indicated thac chey did not 
have ade,1uace information co do so. Lack of adequate 
information was possibly and probably noc che sole fac­
tor responsible for che paticncs' apparent lack of oppor­
cunicv to parriciace in crearmenc decisions. 

Clinicians are duty bound, nor co reflexly accept and 
inslicuce patients' requests, bul co place chese requescs 
alongside ocher medical, prognostic, ethical and legal 
policy issues (Asch et ttl., 1995). When patients' requests 
are nor complied with by clinicians, they may be per­
ceived co be hindering patient requests and patient par­
cicipacion in treatment decisions. 

Although, ac che inical interview prior co che crear­
mcnr procedure, only 43% of che patients indicated chat 
they had the opporcunity co participate in treatment 
decisions, cwice as many (87%) indicated char they were 
happy chcy had che opportunity co participate in treac­
menc decisions when they were interviewed again after 
chc creacmenc procedure. A reason for chis rwo fold 
d1scerpancy between che incial and second interviews 
could possibly be that the patients have had che rime to 
assimilate and better understand clinical issues prior co 
the second interview and were in a beccer position, to 
recognise char there was ample opporcuniry for their 
involvement in treatment decisions. Also, having un­
dergone che treatment procedure may have enabled 
them to better understand clinical issues regarding cheir 
rrcacmenr. 

The majomy (8 4%) of rhe paticms in the study in­
dicated chat the final decision regarding rhe1r treatment 
should rest with the doctor. This draws similarities with 
the work of Davidson tt al. (1995), where the majority 
of patients in their study wanted only co be informed 
of the crcarmenc decisions and wanted che final deci­
sion co be made by their physicians. Ir is also in accord­
ance w1rh the obscrvanon by Lidz el al ( 1983) chat 
although most patients want information about Lreat-
1111:nc, they typically believe chat dec1S1on making 1s the 
physician's cask. 

The responses obtained from che patients in our study 
population indicate chat they were not prepared co be 
responsible for decisions regarding their cn.-acmcnt as 
84% indicated char chc final crcacmcnt decision should 
resc with che doccor. Also, the rwo fold rise 111 the number 
of p:ments, from 43% to 87% who indicated chat rhey 
had the opponuniry co be involved in trearmenc dec1-
s1ons when imcrvicwed before and after the creacment 
procedure rcspecuvdy, may possibly reflect denial of the 
opportunity co be involved 111 crearmcm decisions prior 
to their creacmcnr because they were not prepared co be 
involved. Whether the reluctance of being involved in 
treatment dcc1s1ons 1s an 111rrinsic pcrsonalicy trait of 
pauents when they assume the sick role or whether it is 
excnns1c, due to inadequ:ne information, inadequate 
opportunity or soc1ocultural faccors, remams ro be de-
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termined. 
This reluctance of being involved in rreacmenr deci­

sions may perhaps diminish in future, as clinicians con 
tmue to educate and en·courage their parienrs through 
increasingly comprehensive comrnun1cauon ro assume 
increasingly significant roles 111 rreatmem decisions. 

Although this study was performed on patients wich 
non immediately life chreacening orchopaedic condi­
tions, where emotional and sensitive issues are possibly 
less predominant, ic has its limitations. They were, the 
small sample size, and selecrion bias, 111 chat the sample 
population was drawn from patients admitted for treat­
ment by a single speciality deparcment at a public hos­
pital. 

Although the widespread dissemination of informa­
tion has resulted 111 patients and their relatives being 
exposed co increas111g information and resulted in ap­
parent cnchusiasm for participation in uearmenc deci­
sions, chis study on orthopaedic patients has shown that 
rhe maJority (84%) of patients feel that che final deci­
sion reagarding their trearmenc should rest wich the 
doctor. Whether chis articude is due co "incrinsic" pa­
tient characteristics when they assume che sick role, or 
has come about because of ineffective communcanon 
and inadequate impartmenc of information remains co 
be determ111ed. 
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