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Abstract

Objective To evaluate the incremental e�ect of a graphic weigh-scale

values clari®cation exercise to explicitly consider the personal

importance of the bene®ts versus the risks in a woman's decision

aid regarding postmenopausal hormone therapy.

Design Randomized controlled trial.

Intervention Decision aid including information on options,

bene®ts and risks, and their probabilities either followed by: (1) a

graphic weigh-scale values clari®cation exercise to explicitly

consider the personal importance of each bene®t and risk; or

(2) a summary of the main bene®ts and risks to implicitly consider

bene®ts versus the risks.

Sample Two-hundred and one women aged 50±69 years from

Ottawa, Canada, who had never used hormone therapy.

Outcome Perceived clarity of values, a sub-scale of the decisional

con¯ict scale; congruence between personal values of bene®ts and

risks (measured on 0±10 importance rating scale) and choices

(accept, decline, unsure regarding preventive hormone therapy

[HRT]) using discriminant function analysis.

Results There were no statistically signi®cant di�erences between

interventions in perceived clarity of values and overall congruence

between values and choices. Amongst those choosing HRT, there

was a trend in those exposed to the graphic weigh-scale exercise to

have better congruence between values and choices compared to

implicit values clari®cation (P � 0.06).

Conclusion The use of the graphic weigh-scale exercise in a decision

aid conveys no overall short-term bene®t. Further study is needed to

speci®cally determine e�ects in those changing the status quo and on

the quality of patient-practitioner communication and persistence

with decisions.

This project was supported by the

Medical Research Council of Canada.



Introduction

Practice guidelines for treatment decisions that

are considered `values sensitive' recommend that

practitioners discuss with their patients not only

the personal probability or likelihood of the

bene®ts and harms, but also the personal value

or desirability that patients attach to them.1±4

For example, in the case of preventive hormone

therapy (HRT) after menopause, a woman needs

to weigh up both the likelihood and the

desirability of protection from osteoporosis

and heart disease and relief of menopausal

symptoms against the possible increased risk of

breast and endometrial cancer, the side-effects of

HRT, and her attitudes toward taking long-term

preventive medication. To support decision

making about such complex issues, shared

decision making programmes or patient decision

aids have been developed as adjuncts to

counselling.5±11 All of the decision aids provide

information on the options and outcomes,

including details regarding their functional

impact and probabilities of occurrence for a

given set of risk factors. Although the detailed

information on outcomes assists patients to

judge their value, it is not known whether the

implicit consideration of outcomes goes far

enough in clarifying for the patients and

practitioners the values patients attach to the

outcomes. Some decision aids also include

explicit valuing exercises6,7,9±12 whereas others

do not.5,8 Some5±7 also include examples of

others' values so that patients can learn how

values in¯uence decisions and can recognize

which value pro®les apply to them.

The incremental bene®t of including explicit

valuing exercises and examples of other patients'

values in decision aids is unknown, but it does

add to the cost and complexity of administering

decision aids. Our study objective was to

evaluate the incremental e�ect of explicit values

clari®cation using a weigh-scale exercise that

included examples of other patients' values, by

comparing women's responses to an HRT

decision aid in which the exercise was included

in one version but not in another. Although in

previous studies7,13 we demonstrated that the

HRT decision aid that included the exercise had

positive effects on awareness of personal values

and congruence between values and the patients'

choices, we were not able to determine the extent

to which the exercise in the decision aid

contributed to the overall bene®t. Such

information would be useful in determining

how to streamline the decision aid; values

clari®cation accounts for a quarter of the time

to complete the programme.

Theory underpinning decision aids and values

clari®cation

Although the developers of decision aids have

di�erent conceptual frameworks of decision

support,7,9,14±18 many have their roots in

decision theories from economics or cognitive

psychology19±22 that structure decisions

according to options, outcomes, and probabi-

lities of outcomes so that individuals are better

able to judge the value of the bene®ts versus the

risks. Many frameworks broaden this rather

cognitive perspective by including emotional,

social, or environmental dimensions.23±27 In

those that use explicit valuing approaches, some

handle probabilities and values for outcomes

separately, asking patients to value each

outcome via formal utility assessments9,10 and

then combining the values for outcomes with

their associated probabilities using expected

utility decision analysis to arrive at a

recommendation for the patient. Others ask

patients to value treatments, by considering both

probabilities and values together, using

probability trade-off tasks,11,12 relevance

charts,6 and weigh-scale exercises.7 The purpose

of these valuing exercises are to structure and

provide insight into the deliberation process.

Decision aids have been shown to impact

favourably on patients' perceived clarity of

values7,13 and the congruence between values

and the decision.7,10,28,29 One of the studies used

an implicit valuing approach but also included

examples of how others made decisions.28

The three remaining studies used explicit

values clari®cation techniques such as utility

assessments,10 relevance charts,14,29 and graphic

weigh-scale exercises.7 Two of the three explicit
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approaches6,7 also used examples of how others

value bene®ts versus risks.

There are at least three possible mechanisms

explaining improvements in perceived values

clarity and congruence between values and

choices.

The ®rst mechanism, common to all decision

aids, was described by Fischho� et al.21 who

found that individuals are better able to form an

opinion about the value of an outcome when it is

familiar, simple and directly experienced. The

detailed descriptions of outcomes including their

physical, emotional and social impact, may

translate each outcome into simpler and more

familiar terms and may provide vicarious

experience from which to better judge the

personal value of each bene®t and risk and to

select an option consistent with personal values.

The second mechanism for decision aids with

explicit valuing methods may further increase

awareness of personal values. All of the explicit

valuing methods involve quantifying a patient's

strength of preference for outcomes or

treatments. There is an active grappling with

the trade-o�s inherent in the decision: the

relevance chart and the weigh-scale exercise

ask patients to shade the personal importance

of each bene®t and risk relative to one another.

The utility assessments and trade-o� tasks

provide patients with a series of paired choices

in which the probability of bene®t from the

preferred option is systematically varied until

patients switch choices. These active exercises

may increase one's personal awareness of the

importance one attaches to bene®ts versus risks

and the value trade-o�s one needs to make in

choosing an option. As a consequence, patients

may be more likely to choose an option

consistent with the way they value the outcomes.

A third mechanism is possible in decision

aids that include examples of how other

patients make decisions based on their values.

The use of examples may enhance patients'

understanding of what values are and how

values contribute to the di�erent choices people

make. Patients may be better able to recognize

the value pro®les of others that correspond to

their own, and those that do not, and to learn

how to select an option consistent with their

personal values.

The downstream bene®ts of clearer values and

better value congruence with choices have yet to

be established. Patients may be more satis®ed

with the choice and more likely to persist

with the choice. They may also be better at

communicating their values to their practitioners

and therefore more satis®ed with the decision

making process and the patient-practitioner

interaction. Possible disadvantages of explicit

valuingmethods include the increased complexity

and potential for confusion, and the increased

time and cost of producing and administering

the decision aid.

The present study examined the incremental

short-term bene®ts (over and above outcomes

description in familiar simple and experiential

terms) of a values clari®cation exercise using a

weigh-scale exercise that included examples of

others' values. This method was chosen because:

it was simpler than other methods; could be

self-administered; and had the potential to

convey to others, at a glance, anything that

was personally important to an individual.

Hypotheses

The hypotheses were that a decision aid with

explicit values clari®cation using a graphic

weigh-scale exercise and examples of others'

values would improve perceived clarity of

values and improve the congruence between

personal values and choices made. In this study

we did not evaluate the downstream impact on

patient-practitioner communication, persistence

with decisions, or satisfaction with the decision-

making process.

Methods

Design

Following screening for eligibility and written

informed consent, we randomized postmeno-

pausal participants to use either: (1) a decision

aid with the explicit values clari®cation exercise

using a graphic weigh-scale and examples of

Postmenopausal hormone therapy, AM O'Connor et al.

Ó Blackwell Science Ltd 1999 Health Expectations, 2, pp.21±32

23



others' values; or (2) a decision aid without the

values clari®cation exercise. Immediately after

the participants used the assigned decision aid,

they completed a self-administered questionnaire.

Randomization of participants was handled

centrally. Research assistants called the research

o�ce with screening information and were

issued the participant's identi®cation number

and intervention assignment. Participants were

blinded to intervention assignment in that they

were told we were comparing di�erent methods

of decision support, but not the speci®c

di�erences in the intervention. Research assis-

tants were not blind to the intervention but were

provided with strategies for remaining neutral

during the participant's self-review of the

intervention and self-completion of the

questionnaire (e.g. refraining from expressing

opinions or conveying approval or disapproval

in facial expressions; postponing questions until

after the completion of data collection). Data

analysts were blind to the assignment of the

intervention.

The study received approval from the local

ethics committee.

Decision aid interventions

Both groups used an HRT decision aid delivered

via a self-administered, self-paced booklet and

audiotape providing information on:

� coronary heart disease (CHD), osteoporosis,

endometrial cancer, and breast cancer includ-

ing de®nition, incidence, median age of onset,

mortality rates, and the social impact of these

diseases;

� major risk factors for CHD, osteoporosis and

breast cancer;

� disease prevention and early detection strate-

gies;

� HRT regimens, bene®ts and risks including

e�ects on CHD, osteoporosis, menopausal

symptoms, endometrial cancer, breast cancer,

side-e�ects, contraindications, and other

reasons women decide not to take HRT;

� probabilities of disease with and without HRT

tailored to the woman's risk of disease and

hysterectomy status;30 and

� prompts to identify her own: probabilities

of HRT bene®ts and risks according to her

risk factor pro®le; preferences for decision

participation, and questions.

For the group assigned to the decision aid

without explicit values clari®cation, the last

section of the decision aid involved having the

audiotape guide them in considering the

importance of the bene®ts and risks by

reviewing a summary of the main bene®ts

and risks that had been described previously

(Fig. 1).

For the group assigned to the decision aid

with a values clari®cation exercise, the last

section of the decision aid involved having the

audiotape guide them to consider how impor-

tant the bene®ts and risks were to them using a

weigh-scale exercise (Fig. 2).

There were three steps in the exercise. Firstly,

a woman was provided with an overview of the

exercise. Secondly, examples of how other

women had completed the weigh-scale exercise

were provided: one who was considering accept-

ing HRT; one who was considering declining

HRT; and two who were unsure. This segment

re-enforced the steps of the exercise and helped

the women: to understand how values in¯uence

decisions; to understand that decisions do vary

and that there is no right or wrong answer; and

to identify from the sample value pro®les which

ones corresponded to their own. Thirdly, women

were guided in completing their own weigh-scale

exercise which involved: (1) reviewing each

bene®t and risk box situated in the weigh-scale;

(2) personalizing the boxes labelled `other

positives' and `other negatives' by inserting

other reasons one would take or not take HRT

in addition to those listed; (3) valuing the

personal importance of each bene®t and risk

by shading the boxes in the scale (completely

shaded � very important to me; partially shaded

� quite or slightly important; no shading � not

at all important to me); and (4) indicating her

predisposition or `leaning' toward taking HRT

using a 15-point scale situated under the weigh-

scale anchored by `yes HRT' and `no HRT' with

`unsure' situated at the midpoint.
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Sample

We recruited 201 participants for the trial using

convenience sampling. Inclusion criteria were:

female; aged 50±69; cessation of menses at least

1 year either surgically or naturally; and ability

to read English. Exclusion criteria were: pre-

vious HRT use; and absolute contraindications

to HRT. We recruited women interested in

learning more about HRT via: referrals from

health practitioners; posters in clinics and

community billboards; newspaper and radio

announcements; and personal networking by

12 research assistants. A broad age range was

used to accommodate women who might have

one of several reasons for being interested in

HRT: relief of symptoms such as hot ¯ashes or

genitourinary problems, or prevention of disease

such as osteoporosis or heart disease. We

eliminated those already on HRT, having

discovered in a previous study that these women

had less uncertainty and more familiarity with

the issue and a strong predisposition to continue

taking hormones.7

Evaluation measures

The self-administered questionnaire was

completed by participants immediately after

using the decision aid and elicited: perceived

clarity of values; personal values for bene®ts

and risks; decisions; decisional con¯ict; and

acceptability of the decision aid.

The three-item Values Clarity Subscale of

the Decisional Con¯ict Scale was used to

measure perceived clarity of personal values.31,32

Participants used a 5-point Likert scale ranging

from strongly agree to strongly disagree to

indicate their agreement that they were: (1) clear

about the personal importance of the bene®ts;

(2) clear about the personal importance of the

risks; and (3) clear which were more important

(the bene®ts or the risks). The subscale

is sensitive to change,7 and discriminates

between groups exposed to decision supportFigure 2 Weigh scale values clari®cation exercise.

Figure 1 Completion of decision aid

without explicit values clari®cation

involved a review of main bene®ts and

risks.
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interventions versus general educational inter-

ventions.13 Scores range from 1 (strongly agree

clear re personal values) to 5 (strongly disagree

clear re personal values) and those who make (as

opposed to delay) decisions usually have mean

scores at 2.0 or below.

Personal values or importance ratings of HRT

bene®ts and risks were assessed by having

women rate each bene®t and risk using a scale

anchored by 0 `not at all important to me' and

10 `extremely important to me'. Decisions were

assessed by asking what decision they would

make about taking HRT with the information

they currently had: taking it; not taking it;

unsure. Congruence between personal values

and choices was determined by examining the

degree to which personal values discriminated

between the choices women made using discrim-

inant function analysis.

The questionnaire also included the remaining

subscales of the Decisional Con¯ict Scale

measuring uncertainty and perceptions of feeling

informed, supported, and having made an e�ec-

tive decision.31 Acceptability of the decision aid

was also assessed by asking women to: (1) rate

the comprehensibility of each component of the

decision aid on a 100 mm visual analogue scale

anchored by `poor' and `excellent'; and (2)

evaluate the length; pace; amount of informa-

tion; and balance using structured response

categories (e.g. too long; just right; too short;

slanted toward HRT; balanced; slanted against

HRT).

Analysis plan and sample size

To analyse di�erences between intervention

groups in perceived clarity of values (hypothesis

1), we used the Student t-test. We also described

the di�erences between the interventions groups

according to their choices (accept, decline,

unsure) by examining means and 95% con®-

dence intervals of the di�erences between the

means.

Di�erences between interventions in the con-

gruence between personal values and choices

(hypothesis 2) were evaluated using discriminant

function analysis (DFA). For each intervention

group, we performed a DFA using choice as the

dependent variable (accept, decline, unsure) and

values as the dependent variable. We then

compared the intervention groups using Fishers

Exact tests on the percentage of cases correctly

classi®ed overall, and for each choice group.

We were particularly interested in the value

congruence of acceptors because their decisions

represents a change in the status quo and,

therefore, they are more susceptible to non-

persistence with decisions.

For the remaining outcomes, di�erences

between intervention groups were analysed

using t-tests or chi-square tests as appropriate.

The sample size of 100 participants per arm was

selected to detect an absolute di�erence of 0.25

in the values clarity subscale and an e�ect size of

0.40 with a signi®cance level of 0.05 and 80%

power. The e�ect size was judged clinically

important because e�ect sizes observed between

those who make and delay decisions have ranged

between 0.43 and 0.82.31,32

Limitations

The study results are generalizable only to

women who have never been on HRT and are

interested in the HRT issue; they may be

considering the issue for the ®rst time or

reconsidering the issue having discussed HRT

previously and deciding or being advised not

to take it. No baseline assessment of the

dependent variables was obtained to avoid

exposing the groups to measurement of values

prior to the use of the decision aid. Only short-

term e�ects were assessed post-intervention;

the impact on long-term persistence and satis-

faction with the decision in a population with

varying motivations and HRT use patterns

cannot be ascertained. In this phase of the

evaluation, the intervention was not directly

linked to follow-up with a primary care

practitioner. Therefore, the degree to which

participants thought they were truly making a

decision may have varied and the impact on

patient-practitioner communication was not

assessed.
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Results

Baseline characteristics of the sample

We recruited 201 participants; 101 were

randomly assigned to use the decision with

explicit values clari®cation and 100 used the

decision aid with implicit values clari®cation.

The two intervention groups were comparable

in their baseline demographic or clinical

characteristics (Table 1). The modal respondent

was: in the 50±59 age bracket; had some

post-secondary education; had discussed HRT

previously with her physician; preferred a shared

role in decision making regarding HRT; and had

no major risk factors for CHD, osteoporosis or

breast cancer.

Tests of hypotheses

Perceived clarity of values

As shown in Table 2, the primary hypothesis

that explicit values clari®cation using the

weigh-scale exercise and examples' of others

values would increase clarity of personal values

was not supported. There were no statistically

signi®cant di�erences in perceived clarity of

values between intervention groups (t � 1.24,

P � 0.22). The percentage agreeing or strongly

agreeing they were clear regarding their values

was high (>78%) following both interventions.

Table 1 Baseline demographic and clinical characteristics of the participants

Variable Explicit No explicit 1991

values clari®cation values clari®cation regional

decision aid decision aid census (%)

n = 101 (%) n = 100 (%)

Age group (years)

50±59 55 57 50

60±69 45 43 50

Highest education level

Less than High School Diploma 22 16 27

High School Diploma 21 17 18

Some post-secondary 36 44 39

University degree 21 24 16

Ever discussed HRT

With personal physician 59 60

Preferred decision

Participation role woman decides 27 29

Shared decision 60 56

Physician decides 0 1

Unsure 13 14

CHD risk factors (self-reported)

Early family history 28 29

High cholesterol 21 23

Hypertension 13 19

Diabetes 8 8

Smoking 6 14

Osteoporosis risk factor (self-reported)

Low bone density 4 2

Breast cancer risk factor

Mother/sister has BrCa 8 13
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Congruence between personal values

and the decision

Following the use of the decision aid, about two

thirds declined HRT (62% explicit group; 67%

implicit). The next most frequent response was

unsure (24% explicit; 25% implicit). The

proportion of those accepting HRT when

exposed to the explicit weigh-scale exercise was

15 versus 8% for those exposed to implicit

values clari®cation, but the di�erence was not

statistically signi®cantly di�erent (P � 0.10).

The hypothesis that explicit values clari®cation

using the graphic weigh-scale would improve the

correspondence between personal values and the

decision was not supported. As shown in Table 3,

there were no signi®cant di�erences between

groups in the discrimination of personal values

amongst choices (65 versus 67%). However, in

the small group accepting HRT, there was a

non-signi®cant trend toward better discrimi-

nation (P � 0.06) in the group exposed to the

weigh-scale exercise (40%) than the group that

was not exposed (0%).

Test of di�erences in other variables

As shown in Table 4, there were no statistically

signi®cant di�erences in the remaining subscales

of the DCS nor in the acceptability of the

decision aid.

Table 3 Post-intervention dierences in congruence between values and choice

Variable Explicit values clari®cation Implicit values clari®cation

n/total % 95% CI n/total % 95% CI

Percentage of correct classi®cation of values in discriminating between choices

Total 66/101 65% (55,74) 67/100 67% (57,76)

Accept HRT 6/15 40% (17,67) 0/8 0%* (0,40)

Decline HRT 60/62 97% (88,99) 62/67 93% (83,97)

Unsure group 0/24 0% (0,17) 5/25 20%* (8,41)

*Fisher's Exact, P = 0.06. Congruence between values and decisions was quanti®ed for each intervention groups using the percentage correctly

classi®ed from discriminant function analysis tables where the dependent variable was decision (decline, accept, unsure) and the independent

variables were personal values for each HRT bene®t and risk. Scores range from 0% (no agreement between values and decisions) to 100%

(complete agreement between values and decisions).

Table 2 Post-intervention dierences in perceived clarity of values

Variable Explicit values clari®cation Implicit values clari®cation

Values clarity score a n mean n mean mean difference (95% CI)

Overallb 97c 1.9 100 1.8 0.1 ()0.06, 0.3)

Decline HRT 62 1.8 67 1.7 0.1 ()0.1, 0.3)

Accept HRT 14 2.2 8 2.0 0.2 ()0.2, 0.8)

Unsure 21 2.2 25 2.2 0.0 ()0.3, 0.3)

Percentage agreeing/strongly agreeing with each item in values clarity subscale

n/total % n/total %

Clear importance of

HRT bene®ts to me 82/98 84% 93/101 92%

Clear importance of

HRT risks to me 86/98 88% 97/101 96%

Clear which more important

(bene®ts or risks) 78/97 80% 78/100 78%

aAveraged response to three items of the subscale range from 1 (strongly agree clear re personal values) to 5 (strongly disagree clear re personal

values). A score of 2.0 or less is usually associated with making a decision. bt-test for differences between groups was t = 1.2, P = 0.22. cFour

outliers that were two standard deviations from the mean were eliminated from the analysis.
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Discussion

For the participants in our study, explicit values

clari®cation using a graphic weigh-scale exercise

and the provision of examples how other women

values outcomes was no more bene®cial than an

implicit approach in promoting clarity of values

and congruence between values and choices.

This result suggests that the main mechanism

explaining the improvements in perceived clarity

of values we observed in our previous studies7,13

was likely due to the description of bene®ts and

risks in familiar, simple, experiential terms from

which one can better judge their personal value

and select an option consistent with personal

values. The perceived values clarity scores in this

study (1.9, 1.8) were comparable to the group

exposed to the HRT decision aid with the

graphic weigh-scale exercise in a previous trial

(2.0),13 but better than baseline scores before

administering a decision aid (2.6),7 or after

women used a simple pamphlet (2.3).13 For

most of our current study participants, who were

low risk for CHD and osteoporosis, and who

had discussed HRT in the past but declined,

implicit approaches were enough to make

women feel clear about their values and to make

a choice consistent with personal values and

consistent with their current status quo.

Amongst those considering a change in the

status quo by accepting HRT, there was a trend

toward a better congruence between values and

choices in the group exposed to the weigh-scale

exercise. However, this trend must be interpreted

with caution because of the small numbers

accepting HRT and the multiple comparisons

made. If the result was con®rmed in a larger

study, it may be important for two reasons.

Firstly, non-persistence with HRT is a problem.

Over 20% of women prescribed HRT never ®ll

their prescriptions;33 suggesting women are not

convinced they should be taking it. Moreover,

an additional 20% of those who ®ll prescriptions

stop taking them within 9 months.33 Therefore,

it would be important to determine in larger,

longitudinal studies whether the improved value

Table 4 Post intervention dierences in other outcomes

Variable Explicit values clari®cation

decision aid (n = 101)

No explicit values clari®cation

decision aid (n = 10)

Mean (SD) Mean (SD) t P

DCS subscalesa uncertain 2.6 (1.2) 2.3 (1.2) 1.7 0.08

Uninformed 1.9 (0.7) 1.8 (0.7) 0.9 0.36

Unsupported 2.1 (0.6) 2.0 (0.7) 0.7 0.52

ineffective decision 2.0 (0.7) 1.8 (0.6) 1.4 0.16

Valuesb protect'n CHD 5.8 (3.5) 6.4 (3.1) 1.3 0.47

Protect'n osteoporosis 5.9 (3.4) 6.4 (3.2) 1.0 0.34

Other positive factors 3.2 (4.1) 4.1 (4.4) 1.5 0.13

Risk breast cancer 8.0 (2.8) 8.3 (2.3) 0.8 0.42

Risk of side-effects 8.0 (2.6) 8.3 (2.2) 0.9 0.34

Other negative factors 5.5 (4.4) 6.2 (4.2) 1.1 0.28

Comprehensibility ratingc 72 (18) 74 (20.0) 0.5 0.63

% Stating length of

Intervention just right 91% 87% 0.3v2 P=0.63

% Stating amount of

Information in intervention

just right

77% 74% 1.1v2 P=0.60

% Stating intervention

was balanced 77% 67% 2.3v2 P=0.13

SD = standard deviation. aScores range from 1 (no dif®culty) to 5 (extreme dif®culty). Scores 2.0 or less are associated with making a decision.
bScores range from 0 (not at all important to me) to 10 (extremely important to me). cScores range from 0 (poor) to 100 (excellent).
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congruence with a decision to take HRT can be

replicated and whether such an effect leads to

better satisfaction and persistence with

decisions. Secondly, the decision aid may

stimulate some women who had never been on

HRT before to consider taking it. Indeed, the

proportion of those accepting HRT was nearly

doubled in those exposed to the weigh-scale

exercise. It would be important to ensure that

any decision support intervention that changes

the acceptance of HRT does so in a way that is

commensurate with personal values.

The mechanism for promoting increased

acceptance and better congruence between

values and choice should be studied further

with a larger sample. It would be important to

ensure that better congruence is not merely

due to better statistical precision because of

larger numbers accepting HRT when exposed

to weigh-scale compared to implicit approaches.

Also, one would need to tease out the separate

e�ects of: the act of considering whether an

outcome is personally important or not; the

act of quantifying the amount of personal

importance; or exposure to di�erent examples

of women's values and decisions. An under-

standing of these separate e�ects may provide

direction for future decision aid development.

For example, if it were found that merely

considering which bene®ts and risks were

important to them was just as bene®cial as

quantifying their importance, the values

clari®cation exercise could be simpli®ed.

Moreover, it would be interesting to determine

if the acceptance of HRT is comparable in

those who are exposed to examples of di�erent

women making decisions (including

acceptance) as in decision aids where this

example is not provided.

Our study results highlight the importance of

analysing the value of decision-supporting

interventions based on the extent to which the

choice represents a change in the status quo. In

future studies it would be important to measure

baseline predispositions in order to identify the

type of intervention from which a person is

most likely to bene®t. In those who are not

predisposed to change, possibly because of

polarized values, there may be less need for

intensive values clari®cation once it is clear to

them what the bene®ts and risks are.

Although the results suggest that for the

majority of participants, we should be using

implicit approaches to values clari®cation, this

recommendation may be premature for four

reasons. Firstly, the current sample was likely

predisposed toward not taking HRT, given

their low risk status and previous discussion

regarding HRT. The generalizability of these

results needs to be established in situations

where predispositions are more variable.

Secondly, it would be important to study

decision making that is directly linked to follow-

up discussions with women's practitioners to

establish the communication value of the values

clari®cation exercise. Given that 60% preferred

a shared decision, and many were unsure about

what to do, it is likely that their practitioner's

advice would be important in the deliberation

process. The weigh-scale exercise may be useful

as a communication tool and may have a

positive impact on patient-practitioner interac-

tion. For example, the practitioner may be better

able to `hear' the woman because she is more

able in expressing her values; both in words and

pictures.

Thirdly, other explicit approaches to values

clari®cation have not been evaluated (e.g.

relevance charts, probability trade-o� tasks,

utility assessments). These approaches use di�erent

strategies and are administered personally.

Finally, the downstream e�ects on decision

persistence and satisfaction with the decision

should be examined.

In conclusion, there were no short-term

bene®ts of explicit values clari®cation using a

graphic weigh-scale in the majority of partic-

ipants who were not predisposed to change

the status quo; but a bene®t for those making

a change cannot be ruled out. Further

investigations are required to establish the

replicability of these e�ects in groups with

varying baseline predispositions and to observe

the downstream e�ects on persistence with

decisions and satisfaction with patient-

practitioner communication. Moreover, the
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e�cacy of other values clari®cation approach-

es should be examined.
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