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Concluding that “health care is about patients” should be self- evident, but 
sometimes stating the obvious has value. The letter that follows sets the stage for 
considering the interplay of patients and evidence when treating illness, a relation-
ship	that	may	not	be	as	obvious	as	first	appears.	
Letter to the Editor 

As a physician in practice for 3 decades I prided myself on being “evidence-
based” long before the term became a cliché. My medical practice has always 
rested on a triad of experience, evidence, and patient preference. I have become 
increasingly disenchanted, however, with the paucity of evidence available to 
guide clinicians in understanding and exploring a key element of this triad, patient 
preference. 

Seeking to improve my knowledge of patient preference, I searched the med-
ical literature for journal articles about “patient preference” or “shared decision 
making.” Of the nearly 22.5 million articles in PubMed from 1962 to 2014, only 1 
in 20,000 had either phrase in the title.1 The chance of an average physician stum-
bling	over	one	of	these	articles	is	about	as	likely	as	finding	a	needle	in	a	proverbial	
haystack. 

How	can	physicians	practice	best	Medicine	when	so	few	scientific	articles	
exist to help them understand patient preferences and facilitate shared decisions? 
Moreover, how many physicians actually read the paucity of evidence available? I 
was hoping you might be able to shed some light on these concerns. 

Inquisitively yours, 

Ignatius Inspired, MD  
Inspirational Inlet, USA 

Editor’s	Response	
A curious, yet unintentional, by product of evidence-based Medicine is re-

ducing patient preference in health care decisions. In theory, evidence-based Med-
icine explicitly takes into account patient preference, but in reality the seductive 
appeal of randomized trials, systematic reviews, and other high-level evidence 
increasingly makes the opinion of patients seem less relevant. Why bother with 
messy, subjective considerations of patient values and preferences when rigorous, 
objective evidence can illuminate optimal management? 

One way to reconcile the seductive certainty of evidence with the messy real-
ity of patient preference is to view physician- patient interactions as a continuum 
of shared decisions. First mentioned in 1982, shared decision making is “an ap-
proach where clinicians and patients share the best available evidence. When faced 
with the task of making decisions, and where patients are supported to consider 
options, to achieve informed preferences.”2 The continuum ranges from decisions 
exclusively driven by physicians to those exclusively driven by patients, with the 
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majority falling somewhere in between. Shared decision making involves identify-
ing evidence, sharing it with patients, and using it to make an informed decision 
consistent with the patient’s values and preferences. 

Shared decision making may be relatively new, but the concept of patient-
centered care is not. More than a century ago William Osler asserted, “He who 
studies Medicine with- out books sails an unchartered sea, but he who studies 
Medicine without patients does not go to sea at all.”3 A modern interpretation 
might involve replacing “books” with “current best evidence” and “patients” with 
“eliciting patient values and preference”: He who studies medicine without evi-
dence sails an unchartered sea, but he who studies Medicine without eliciting pa-
tient values and preference does not go to sea at all. Yes, one could clearly set sail 
without testing the waters for shared decision making, but the voyage would be 
rocky and the outcome suboptimal. 

Most doctors—and patients—clearly understand the importance of accu-
rately diagnosing a medical condition, but few appreciate the equal importance of 
accurately diagnosing the patients’ treatment preferences. In the words of Mulley 
and colleagues,4	“an	accurate	medical	diagnosis	is	no	longer	sufficient	to	identify	
the proper treatment. Just as important is an accurate preference diagnosis. Every 
option	for	treatment	.	 .	 .	has	a	unique	profile	of	risks,	benefits,	and	side	effects.	
Doctors . . . cannot recommend the right treatment without understanding how the 
patient values the trade-offs. Regrettably, patients’ preferences are often misdiag-
nosed.” And this misdiagnosis, or failure to even recognize the need for diagnosis, 
is the heart of the problem. 

Clinical practice guidelines, for example, often drive management decisions 
and health care policy, yet a review of 130 guidelines from the National Guideline 
Clearinghouse found that only 1 in 14 published in the United States had a patient 
or consumer on the development group.5 Specialty societies did slightly better (1 
in 10), and guidelines from outside the United States fared best at about 1 in 3. 
Ideally, a guideline development group should contain consumers (recipients of 
health care) to provide a layperson perspective and enhance relevancy to patients.6 

Further, the role of patient preference should be explicitly stated in the supporting 
profiles	for	the	guideline	recommendations.	

Acknowledging that patient preference is as important, and at times perhaps 
more important, than evidence in making health care decisions, what can clini-
cians do to ensure that both are appropriately considered? Here are some practical 
suggestions: 
1. Put the patient first. Begin with the conviction that patients and their prefer-

ences really matter. Patients do best when given a meaningful explanation, 
care, and concern by the healer and an enhanced sense of mastery or control 
over the illness or its symptoms.7 Beyond this humanistic and patient-cen-
tered approach, simply listening to patients and taking time to ensure they 
understand available options goes a long way to promoting the best outcome. 
When clothing retailer Seymour Merinsky (Sy Syms) said “an educated con-
sumer is our best customer,” he could just as easily have been speaking about 
health care as discount apparel.8 
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2. Diagnose patient preference. Recommendations to patients should be based not 
only on a medical diagnosis but on a preference diagnosis, or inference of what 
the	patient	might	elect	to	do	if	fully	informed	and	confident.	Information	about	
a preference diagnosis can be obtained by observing how the patient reacts (eg, 
facial	expressions,	body	language)	when	presented	with	risk,	benefits,	and	side	
effects of treatments.4 Resist asking yourself “What would I do if it were me?” 
or “How would I advise a loved one?” because the patient’s values and prefer-
ences may differ greatly from your own. Detachment is necessary for successful 
preference diagnosis to avoid projecting your own values on the patient. 

3. Identify best evidence and your confidence in it. Doctors have an obliga-
tion to identify and use the best available evidence in treating patients. Yet 
all evidence is not created equal; our confidence in it will vary based on the 
quality, quantity, and consistency of the research. Even the most robust evi-
dence, however, may not apply to a given patient after taking into account 
coexisting illnesses, chronic medical conditions, and overall health status. 
The clinician’s role, therefore, continues beyond identifying evidence to en-
suring that patients understand what evidence exists, how credible it is, and 
how relevant it is to their own situation. 

4. Proceed with shared decision making. A practical way to implement shared 
decisions is by talking in terms of choices, options, and decisions.9 Choice talk 
coveys an awareness that reasonable treatment options exist, patient prefer-
ences matter, and the patient has an important role in choosing how to proceed. 
Option talk informs	patients	about	the	benefits	and	harms	of	treatment	options,	
during which the clinician describes options, offers decision support (eg, ex-
planations, handouts, option grids, videos, web links), and summarizes the dis-
cussion. Decision talk allows patients to explore “what matters most to them” 
based on informed preferences, followed by a treatment decision. Decisions 
can be facilitated by explicitly asking “What, from your point of view, matters 
to you most?” and “Are you ready to decide . . . or do you want more time?”9 

Of	important:	putting	patients	first.	This	may	seem	obvious,	but	the	complex-
ity of modern health care and the tangled web of stakeholders argue to the contrary. 
Doctors, hospitals, group practices, surgicenters, insurers, governmental agencies, 
policy analysts, and manufacturers of drugs and devices all derive personal gain 
from health care, and these competing interests can steal attention from the most 
important stakeholder of all, the patient. The situation is compounded by the dehu-
manizing impact of new technology, the seductive objectivity of evidence-based 
Medicine,	and	a	relentless	quest	for	efficiency	that	forces	doctors	to	focus	more	on	
the computer screen of an electronic health record than the patient in front of them. 

Why take the trouble to strive for a consistently patient-centered approach to 
medical care? First, it’s the right thing to do. Second, patients will appreciate it and 
reward you: doctor rating websites are increasingly used to evaluate physicians and 
are often based on only a few reviews,10 so fostering patient satisfaction and appre-
ciation	can	reap	rich	benefits	for	the	online	“face”	of	your	practice.	Third, listening 
to and partnering with patients is the best way to develop empathy and a clearer fo-
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cus on outcomes that matter most. Last, engaged and empowered patients consume 
less health care,2 have better results,4,7 and are less likely to cancel elective surgery.11 

A traditional view of evidence-based Medicine focuses primarily on clini-
cians, encouraging them to incorporate best evidence when managing individual 
patients. A more enlightened approach shifts the focus to patients, whose goal is to 
make the best decisions about their own health care by partnering with their clini-
cian. The doctor’s role as healer is thus expanded to include making best evidence 
available, relevant, and understandable to patients. 

Osler suggested “The good physician treats the disease; the great physician 
treats the patient who has the disease.”3 Taking this one step further, I suggest the 
really great physician empowers patients to translate best evidence into informed 
preference	and	shared	decisions.	We	could	all	benefit	as	clinicians	from	honing	our	
translation skills. 

Rosenfeld R. M., Patients. Otolaryngology - Head and Neck Surgery 2014; 
151:371-373. Reprinted with permission by SAGE Publications, Inc.
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