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COMMENTARY

Patients, preferences, and evidence

This article shows that where good evidence exists, deci-
sion analysis is a feasible way of incorporating patients’
values and preferences into clinical decisions. The fact that
only about half of the patients who were approached par-
ticipated should not be viewed critically: decision analysis
will not suit all patients.

Patients’ choices of treatment frequently disagreed with
both consensus guidelines and guidelines based on an as-
sessment of absolute risk. Overall, the proportion of
people who preferred warfarin treatment was lower than
the proportion for whom such treatment is recommended
by either of the guidelines. Patients’ preferences did not,
however, all point in the same direction. Many people
preferred warfarin treatment, even though this was not
recommended by either of the guidelines. Given good
information, the participants were able to weigh the ben-
efits and drawbacks of the intervention and make a per-
sonal choice.

The study shows that when patients are actively in-
volved in clinical decision making, their preferences may
strongly influence treatment decisions. Successfully involv-
ing patients in clinical decisions requires good informa-
tion. The most reliable source of information about the
effects of interventions comes from sufficiently large, well-
conducted randomized controlled trials.*

By definition, randomized controlled trials measure the
effects of randomly assigned interventions. Randomiza-
tion is the key process by which bias and confounding are
minimized. Can the importance of patients’ preferences be
reconciled with the benefits of randomization? This issue
has been discussed in depth elsewhere.># The best study
design that has been proposed to tackle this dilemma uses

a 2-stage approach.® During the first stage, participants are
randomly allocated to 2 groups: a “random” group and a
“preference” group. In the second stage, participants in the
random group are randomly allocated a second time to the
2 interventions being compared in the trial. Participants in
the preference group are free to choose between the 2
interventions being assessed. This design has the unique
advantage of being able to measure the influence of pa-
tients” preferences on the estimate of the treatment effect.
Clearly there will be times when patients’ (or clinicians)
preferences for 1 treatment or another are sufficiently
strong to preclude randomization.

The study by Protheroe et al shows that shared deci-
sion making can be achieved when high-quality relevant
research evidence about clinical questions is available to
patients and clinicians. Good clinical practice can then be
informed by the evidence; it may not always follow the
evidence.
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