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Differences between perspectives of physicians and
patients on anticoagulation in patients with atrial
fibrillation: observational study

P J Devereaux, David R Anderson, Martin ] Gardner, Wayne Putnam, Gordon ] Flowerdew,

Brenda F Brownell, Seema Nagpal, Jafna L. Cox

Abstract

Objective To determine and compare physicians’ and
patients’ thresholds for how much reduction in risk of
stroke is necessary and how much risk of excess
bleeding is acceptable with antithrombotic treatment
in people with atrial fibrillation.

Design Prospective observational study.

Setting Tertiary and peripheral referral centres in
Nova Scotia, Canada.

Participants 63 physicians who were treating patients
with atrial fibrillation and 61 patients at high risk for
atrial fibrillation.

Main outcome measures Participants underwent a
face to face interview with a probability trade-off tool.
Thresholds were determined for the minimum
reduction in risk of stroke necessary and the
maximum increase in risk of excess bleeding
acceptable for treatment with aspirin and warfarin in
people with atrial fibrillation.

Results The minimum number of strokes that needed
to be prevented in 100 patients over two years for
warfarin to be justified was significantly lower for
patients than for physicians (1.8 (SD 1.9) v 2.5 (1.6),

P =0.009), whereas for aspirin there was no difference
between patients and physicians (1.3 (1.3) v 1.6 (1.5),
P=10.29). The maximum number of excess bleeds
acceptable in 100 patients over two years for use of
warfarin and aspirin was significantly higher for
patients than for physicians (warfarin 17.4 (7.1) v 10.3
(6.1); aspirin 14.7 (8.5) v 6.7 (6.2); P<0.001 for both
comparisons).

Conclusions Patients at high risk for atrial fibrillation
placed more value on the avoidance of stroke and less
value on the avoidance of bleeding than did
physicians who treat patients with atrial fibrillation.
The views of the individual patient should be
considered when decisions are being made about
antithrombotic treatment for people with atrial
fibrillation.

Introduction

Atrial fibrillation is the most common chronic arrhyth-
mia' and is a major risk factor for stroke.* Clinical trials
have shown that warfarin’® and to a lesser extent
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aspirin’ reduce the rate of stroke in patients with atrial
fibrillation. Despite evidence of benefit, observational
studies have consistently shown, for reasons that are
not clear,; an apparent underuse of antithrombotic
drugs in these patients. *"

The decision to use antithrombotic drugs in
patients with atrial fibrillation involves a consideration
of the potential benefits versus the risks, inconven-
iences, and costs. We hypothesised that physicians and
patients would differ in how they weigh these factors,
which in turn would influence their decisions to
prescribe or take antithrombotic drugs. We studied
trade-offs in physicians and patients between risk of
stroke and risk of bleeding when antithrombotic treat-
ment is being considered.

Methods

Patients

We randomly selected patients who were at high risk of
developing atrial fibrillation (that is, those with a previ-
ous diagnosis of congestive heart failure or myocardial
infarction) from the database of the improving cardio-
vascular outcomes in Nova Scotia study (October 1997
to October 1998). The database comprised 1119
patients discharged with one of these diagnoses from
hospital in Nova Scotia."

Exclusion criteria included: history of atrial fibrilla-
tion; current or previous use of warfarin; previous
stroke; previous severe bleeding; no longer living in the
province; could not be located; inability to participate
due to illness; limited understanding of English; a score
of less than 24 on the mini-mental state examination'?;
or failure of either eligibility scenario (see below).
Patients with a history of aspirin use were not excluded
as the use of aspirin is so ubiquitous in this patient
population.

Physicians

We randomly selected family physicians and general
internists or subspecialists from the physician registry
of the Department of Health, Nova Scotia. Exclusion
criteria included: not currently practising medicine;
not having cared for a patient with atrial fibrillation in
the preceding year; not located or moved out of the
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0 Strokes can be minor or major in severity e

Minor stroke

Major stroke

Physical symptoms

*You suddenly cannot move or feel one arm
and one leg

*You are suddenly dizzy and black out
*You are unable to move one arm and one let
*You cannot swallow

Mental symptoms

*You are unable to understand fully what is
being said to you
*You have difficulty expressing yourself

*You are unable to understand what is being
said
*You are unable to talk

strokes

Pain *You feel no physical pain *You feel no physical pain

Recovery *You are admitted to hospital *You are admitted to hospital
*Your weakness, numbness, and problem *You cannot dress
with understanding improve but you still *The nurses feed you
feel slightly weak or numb in one arm and *You cannot walk
one leg *After 1 month with physiotherapy, you are
*You are able to do almost all of the able to wiggle your toes and lift your arm
activities you previously did before the stroke| off the bed
*You can function independently *You remain this way for the rest of your life
*You leave the hospital after one week

Further risk *You have an increased risk of having more | eAnother iliness will probably cause your

death

If you have a stroke as a result of atrial fibrillation, your chance of having a minor or major stroke are equal

g Severe bleeding while taking warfarin or aspirin c
(an example of a stomach bleed)

Physical

*You feel unwell for two days then suddenly you vomit blood

Treatment

*You are admitted to hospital
*You stop taking warfarin or aspirin

A doctor puts a tube down your throat to see where you are bleeding from
*You receive sedation to ease the discomfort of the test

*You do not need an operation

*You receive blood transfusions to replace the blood you lost

Recovery

*You stay in hospital one week

*You feel well at the end of your hospital stay

*You need to take pills for the next six months to prevent further bleeding

*You do not take warfarin or aspirin anymore

After that you are back to normal

Bleeding from the stomach is the most common type of serious bleeding while taking warfarin or aspirin, however,

rarely other serious forms of bleeding can occur such as bleeding within the head after a fall.

Taking warfarin can mean COSTS and inconvenience
to yourself and family.

For example:

*Necessity of blood tests

*Parking during hospital visits

*Cost of warfarin

Without any blood thinning medication

Chance of major or minor stroke over next 2 years
@ 120utof 100
Chance of severe bleeding over next 2 years

@ 3outof100

Warfarin or aspirin can also cause minor bleeding, including bruising and nose bleeds.

Taking aspirin can mean COSTS to yourself.
For example:
Cost of aspirin

Warfarin

Chance of major or minor stroke over next 2 years

@ ooutof100

Chance of severe bleeding over next 2 years

@ 5outof100
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Fig 1 Example of pictorial flip charts

province; inability to participate due to illness; or

failure of either eligibility scenario (see below).

Interview procedures

Participants underwent a structured face to face inter-
view and information was presented both verbally and
visually with the use of coloured pictorial flip charts (fig
1). The two people who interviewed the patients (BFB)
and physicians (PJD) followed prewritten text during

the interview. Seven physicians and seven patients par-
ticipated in a pilot interview to ensure understanding
and consistency.

Baseline information

Participants read flip charts describing major and
minor stroke, major and minor bleeding, and
inconveniences and costs of treatments (fig 1). We told
participants that the likelihood of a minor or major
stroke was equal.” We described the most common type
of major bleed: a non-fatal gastrointestinal bleed.” "

Screening

Participants completed two eligibility scenarios that
compared the outcomes of stroke and bleeding with
no treatment and with a blood thinning treatment.
The blood thinning medication decreased the risk of
stroke and bleeding in the first scenario and did not
affect the risk of stroke but increased the risk of bleed-
ing in the second scenario. If participants did not
select the blood thinning medication in the first
scenario or selected it in the second scenario, they
were excluded as we considered that their choice
reflected inadequate comprehension.

Eliciting thresholds

Participants completed four clinical scenarios, the
order of which was randomly assigned. Two scenarios
(one for warfarin, one for aspirin) determined their
thresholds for the minimum reduction in the risk of
stroke necessary to justify treatment; and two scenarios
(one warfarin, one aspirin) determined the maximum
acceptable increase in the risk of bleeding.

Determining thresholds

In each scenario we used a probability trade-off with
the elicitation method of “ping-ponging” to determine
participants’ thresholds (fig 1). This method involved
alternating between high and low reductions in risk of
stroke in two scenarios and high and low increases in
risk of bleeding in two scenarios. All scenarios started
with a statement of the baseline risk—“without any
antithrombotic treatment there is a baseline risk of
major or minor stroke over the next two years of 12
patients out of 100 and a risk of severe bleeding
over the next two years of three patients out of 100
We based the risk of stroke on the average event rate
for patients with one or more risk factors in the
control arm of pooled analysis from five randomised
controlled trials on atrial fibrillation® and the risk
of bleeding on the average rate of bleeding in the con-
trol arm of six randomised controlled trials on atrial
fibrillation.”

Stroke threshold for warfarin

We have used the scenario for determining the
minimum reduction in likelihood of stroke necessary
to justify the use of warfarin (that is, the stroke thresh-
old for warfarin) to show how we determined a partici-
pant’s threshold. Throughout this scenario the rate of
episodes of severe bleeding with warfarin was fixed at
five in 100 patients over two years (based on the pooled
analysis of six randomised controlled trials).” "

The first flip chart presented the baseline risk and
physicians or patients decided whether they would be
willing to recommend or take warfarin if it decreased
the risk of major or minor stroke over the next two
years to 0 out of 100, given the increase in risk of
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bleeding (fig 1). If they refused to recommend or take
warfarin, the scenario was completed and the
threshold was infinity. If they agreed to recommend or
take warfarin, they viewed the next flip chart. The base-
line risk was repeated, and they then decided whether
they would be willing to recommend or take warfarin if
it decreased the risk of major or minor stroke over the
next two years to 11 out of 100, given the increased risk
of bleeding. If they now agreed to recommend or take
warfarin, the scenario was completed and their thresh-
old was 1 (that is, the difference between 12 and 11
strokes). If they refused to recommend or take
warfarin, the next flip chart asked whether they would
be willing to recommend or take warfarin if it
decreased the risk of major or minor stroke over the
next two years to one out of 100, given the increase in
risk of bleeding. The flip charts continued “ping-
ponging” the risk of stroke between high and low
values until we determined the minimum reduction in
the risk of stroke at which the participant would
recommend or take warfarin.

Remaining thresholds

To determine the remaining three thresholds, the
baseline risk remained fixed. Given that aspirin would
increase the risk of severe bleeding from three to 3.3 in
100 (on the basis of data from a large randomised con-
trolled trial of aspirin versus placebo in hypertension'®
because the atrial fibrillation trials had inadequate
power to estimate the increased risk of bleeding with
aspirin) we then determined the minimum number of
strokes that needed to be prevented for a participant to
think that taking aspirin was justified (that is, the stroke
threshold for aspirin). Given that warfarin would
decrease the risk of stroke from 12 to four in 100 (on
the basis of a relative risk reduction of 68%") we then
determined the maximum number of episodes of
excess severe bleeding that participants were willing to
accept (that is, the bleeding threshold for warfarin).
Finally, given that aspirin would decrease the risk of
stroke from 12 to nine in 100 (on the basis of a relative
risk reduction of 21%") we then determined the maxi-
mum number of episodes of excess severe bleeding
that participants were willing to accept (that is, the
bleeding threshold for aspirin).

We did not determine thresholds beyond whole
numbers (that is, we did not test any decimal points).
For the thresholds determining the maximum increase
in episodes of severe bleeding, we tested up to 25 epi-
sodes (that is, an increase of 22 episodes).

Sample size

On the basis of work by Man-Son-Hing et al we
assumed that on average patients would accept the
increased risk of three (SD 1.7) bleeds in 100 patients if
warfarin prevented two strokes."” We thought it would
be a meaningful difference if physicians would accept
the increased risk of three bleeds in 100 patients only if
warfarin prevented three strokes. A sample size of 46
physicians and 46 patients would provide 80% power
to detect such a difference with a=0.05 (two sided).
Before starting the study we decided to interview 60
physicians and 60 patients.

Data analysis
Our primary analyses compared thresholds of patients
and physicians by using the exact test for trend in an
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Patients
Randomly selected
for interview (n=107)

I
Agreed and |  Unable to Refused Ineligible (n=35)
interviewed | coordinate (n=2; Taking/taken warfarin (n=14)
(n=69) (n=1) both women)! Past/present atrial fibrillation (n=9)

¢—+ Too ill to participate (n=3)

(one receiving chematherapy,
Include in | Excluded (n=8)

one inpatient,
study (n=61;| (seven (6 men) failed

one bedridden in nursing home)

35 men) eligibility questionnaire | Previous stroke (n=1)
" one man failed mini- Not located or moved (n=3)
mental state exam) Died (n=5)
Physicians
Randomly selected

for interview (n=132,
80 family physicians/
52 specialists)

Y Y Y

Agreed and Unable to Refused
interviewed coordinate (n=16,
(n=63, (n=3, 15 family physicians
30 family physicians/ 2 family physicians/ 1 specialist)
33 specialists) 1 specialist)
Ineligible (n=50)

No atrial fibrillation patients (n=14, 6 family physicians, 8 specialists)
Not located or moved (n=19, 12 family physicians, 7 specialists)
Retired (n=4, 2 family physicians, 2 specialists)

Too ill to participate (n=2, both family physicians)

No longer family physicians (n=11)

Fig 2 Recruitment and response rate in patients and physicians

xx2 table, where x denotes the number of rows in the
table.® " We determined means (SD) for both
thresholds. We carried out univariate analyses using
Spearman’s correlation coefficient to determine if
there was an association between patients’ thresholds
and age, sex, location, income, education, mini-mental
state score, duration of interview, and randomisation
scheme. Similar analyses examined whether any
associations existed between physicians’ thresholds
and specialty, location, years since medical school
graduation, number of patients with atrial fibrillation in
the preceding year, duration of interview, and random-
isation scheme.

Ethics

The research ethics board of Queen FElizabeth II
Health Sciences Centre in Halifax, Nova Scotia,
approved this study protocol.

Results

Recruitment and characteristics of participants
Figure 2 shows recruitment of participants and reasons
for exclusion. Sixty one patients and 63 physicians
completed the interview. Table 1 presents patient
demographics and socioeconomic status. The mean
duration of the interview for patients was 64 minutes
(including time for consent and the mini-mental state
examination). Table 2 shows demographic details and
clinical experience for physicians. The mean duration
of the interview with physicians was 25 minutes
(consent occurred before the interview, and there was
no mini-mental state examination).

Thresholds
Figure 3 shows stroke thresholds for warfarin. Forty
five patients (74%) were willing to take warfarin if it
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Table 1 Demographic characterictics and socioeconomic status

2
in 61 patients who participated in study of views of physicians kS % [ Physicians (n=63)
and patients on anticoagulation § s [] Patients (n=61)
Characteristic No of participants g 40
Age (range) (years): § 35
<75 (40-74) 32 s 30
>75 (75-93) 30 § o5
No of women 26 20
Seen at tertiary referral centre 30
Education: 15
Some elementary (age 13 years) 5 10
Completed elementary (grade 9, age 14 years) 10 5 h
Some secondary (age 16 years) 8 0 I] I] I:, O o
Completed secondary (age 17 years) 9 t2 3 4 5 6 7 8 9 10 M
Some higher 5 Minimum No of strokes necessary to prevent
Completed higher 23 Fig 3 Stroke thresholds for warfarin
Household income (known for 44 patients) ($C):
<19999 15
20-29 999 9 2 50 .
30-49 999 13 3 [0 Physicians (n=63)
50-69 999 6 g [] Patients (n=61)
>70 000 2 ; %0
Patients with unknown household income: 3
No difficulty meeting basic needs 1 S 40
Some difficulty meeting basic needs 1 ~§
Difficulty meeting basic needs 1 g 30
. . . 20
prevented just one stroke in 100 patients over a two
year period, whereas 24 physicians (38%) were willing 10
to recommend warfarin for the same reduction in
stroke (P = 0.009 for difference between physicians and 0 b = = o o = o
1 2 3 4 5 6 7 8

patients). Figure 4 presents stroke thresholds for
aspirin. Most physicians and patients were willing to
recommend or take aspirin if it prevented just one
stroke (P = 0.29 for difference between groups).

Figure 5 shows bleeding thresholds for warfarin.
Thirty five patients (57%) were willing to accept 22
extra episodes of bleeding in 100 patients over a two
year period. Physicians’ thresholds varied widely
(P<0.001 for difference between groups). Figure 6
presents bleeding thresholds for aspirin. Again there
was wide variability among physicians’ thresholds, and
30 of 61 patients (49%) were willing to accept at least
22 extra episodes of bleeding (P <0.001 for difference
between groups).

The mean threshold for the minimum reduction in
risk of stroke in 100 patients over a two year period
with warfarin was 2.5 (SD 1.6) for physicians and 1.8
(1.9) for patients. For aspirin the figures were 1.6 (1.5)

Table 2 Demographic characteristics and clinical experience in
63 physicians who participated in study of views of physicians
and patients on anticoagulation

Characteristic No of physicians

Family physician 30
Internist/subspecialist 33
Location of practice:
Tertiary 31
Non-tertiary 32
Mean (range) time since graduation (years) 20 (2-47)
No of patients with AF seen in past year:
1-5 6
6-10 4
11-20 12
21-30 9
>30 32

AF=atrial fibrillation.

Minimum No of strokes necesary to prevent
Fig 4 Stroke thresholds for aspirin

for physicians and 1.3 (1.3) for patients. The mean
threshold for the maximum increase in risk of excess
bleeding acceptable in 100 patients over a two year
period with warfarin was 10.3 (6.1) for physicians and
17.4 (7.1) for patients. For aspirin the figures were was
6.7 (6.2) for physicians and 14.7 (8.5) for patients.

Association between participants’ factors and
thresholds

There was no association between patients’ thresholds
and any of the factors assessed in the univariate analy-
ses. Physicians who saw more patients with atrial fibril-
lation were willing to accept a higher number of

40

[ Physicians (n=63)
35

[] Patients (n=61)

No of physicians or patients
w
o

oubba il ol |
IR iy Il ol ol
1234567 8 91011121314151617 181920 21 22

Maximum acceptable No of excess bleeds

Fig 5 Bleeding thresholds for warfarin
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= [ Physicians (n=63)
g‘ 30 il
2 [J Patients (n=61)
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Maximum acceptable No of excess bleeds

Fig 6 Bleeding thresholds for aspirin

episodes of excess bleeding (P=0.01 for warfarin and
P =0.002 for aspirin).

Discussion

We have shown significant differences between the
thresholds of physicians and patients for the risk of
excess bleeding deemed acceptable with antithrom-
botic treatments and the amount of reduction in risk
of stroke thought necessary to justify treatment with
warfarin.

Strengths and weaknesses

Our study evaluated physicians’ thresholds for stroke
and excess bleeding, patients’ thresholds for excess
bleeding, compared thresholds between the two
groups, and interviewed patients who had not
previously made a decision about antithrombotic
treatment but were at high risk of needing to do so in
the future. We randomly selected participants from
across the province of Nova Scotia, and the response
rate was high.

We included those at high risk of atrial fibrillation
to provide a group of patients personally at risk of the
disease and its ramifications, thus allowing decision
making to be relevant and important. Patients with
atrial fibrillation who have made a decision about anti-
thrombotic treatment have already received infor-
mation on the risks and benefits (which may or may
not have been accurate). Cognitive dissonance (a state
of psychological discomfort due to inconsistent cogni-
tions) could readily lead patients to modify their
interpretation of information provided during the
study to ensure it was consistent with their previous
decision.” *' By excluding patients with atrial fibrilla-
tion who had previously made a decision about
antithrombotic treatment we avoided this problem.

Potential limitations

Our study has several limitations. Ideally we would
have determined thresholds for patients who were
newly diagnosed with atrial fibrillation before any
input (such as an interaction with their family
physician) that may have influenced their decision
about antithrombotic treatment. Logistic limitations
inhibited our ability to do this. The selection of patients
who were at high risk for atrial fibrillation but without
a history of use of warfarin, stroke, or major bleeding
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provided the best alternative. Given that one individual
interviewed physicians and another interviewed
patients, interviewer bias may have influenced the
results. However, to standardise their approach, the
interviewers piloted the entire interview on seven phy-
sicians and seven patients together. We also ensured
that the wording was neutral in presentation and that
both interviewers consistently used the prewritten text.
Although we did not establish the stability of the
thresholds through a second interview, several investi-
gators have shown that thresholds do remain stable
over time."” #7*

Comparisons with other studies

Several studies have evaluated patients’ preferences for
antithrombotic treatment in atrial fibrillation. Three
studies used probability trade-offs to determine
patients’ thresholds for reduction in risk of stroke or to
assist in management decisions.” * * One study inter-
viewed patients who had previously decided to take
warfarin, and the thresholds for reduction in risk of
stroke were low, as they were in our study.”” In a second
study, with a mix of patients who were and were not
taking warfarin, the thresholds showed more variation,
with patients not taking warfarin requiring a higher
reduction in risk of stroke than those taking warfarin.”
In this study patients who decided not to take warfarin
after the interview did not see themselves as at risk,
despite the probability trade-off clearly showing such
risk.” This finding suggests that cognitive dissonance
played a part in patients’ responses. The third study
evaluated patients from the SPAF-III (stroke preven-
tion in atrial fibrillation) aspirin cohort* Nearly all
patients selected aspirin rather than warfarin (there
was no option of no treatment), but patients who had
previously taken warfarin were more likely to select
warfarin than those who had only taken aspirin.*® Once
again, cognitive dissonance probably explains the
differences between these results and ours.

Two studies used another method (decision
analysis) to incorporate patients’ preferences into deci-
sion making and, as in our study, found that patients
placed a high value on avoiding stroke and a much
lower value on avoiding a bleed.”” ** Despite this, both
decision analyses suggested that patients may be less
likely to want warfarin treatment than our results sug-
gest. However, in one decision analysis their model was
sensitive to patients’ feelings about monitoring
anticoagulation, and for patients with no disutility
associated with the inconvenience of treatment, warfa-
rin was preferred by virtually all patients.” One study
directly compared decision analytic modelling with
probability trade-off techniques; it showed that recom-
mendations regarding treatment vary significantly
depending on which method is used.” After patients
were presented with their individual treatment thresh-
olds as determined by both methods, over twice as
many patients stated that they would base their prefer-
ences on the results of the probability trade-off as
opposed to the decision analysis.*’ Further research
should compare these methods directly.

Implications

The average decrease in the absolute risk of stroke that
participants required for them to recommend or take
warfarin (physicians 2.5%, patients 1.8%) and aspirin
(physicians 1.6%, patients 1.3%) could be achieved by
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What is already known on this topic

Several observational studies have shown an
apparent underuse of antithrombotic drugs in
patients with atrial fibrillation, despite evidence of
efficacy

What this study adds

There is considerable variability between
physicians and patients in their weighing up of the
potential outcomes associated with atrial
fibrillation and its treatment

For anticoagulation treatment to be acceptable
patients required less reduction in risk of stroke
and were more tolerant of an increase in risk of
bleeding than physicians

Physicians varied considerably in how much risk
of bleeding they thought was acceptable for a
given reduction in risk of stroke associated with
antithrombotic drugs

treating patients older than 65 years or those with one
or more associated risk factors for cardioembolic
events.

The most striking variability between physicians
and patients was in the thresholds for risk of bleeding
with warfarin and aspirin. Patients were willing to
accept a much higher risk of bleeding for an associated
reduction in risk of stroke. Physicians as a group
showed little consistency as to how much risk of excess
bleeding was acceptable. This variability may be
accounting for some of the underuse of antithrom-
botic drugs.”" Physicians may make strong recom-
mendations against warfarin or not offer warfarin as a
treatment if they think the risks outweigh the benefits.

In summary we have shown considerable variability
between physicians and patients in their weighing up
of the potential outcomes associated with atrial fibrilla-
tion and its treatment. Patients’ preferences should be
incorporated into decisions about antithrombotic
treatment in atrial fibrillation. If physicians make deci-
sions about management without such input then they
risk finding themselves out of step with the people
whose care they are striving to optimise.
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Commentary: Varied preferences reflect the reality of clinical

practice
Tom Fahey

This study by Devereaux et al is an important addition
to the expanding literature on shared decision making
between patients and health professionals. It shows
that patients may be more averse to the potential con-
sequences of stroke and less bothered by the side
effects of antithrombotic treatment than doctors are. It
also shows that individual responses in both groups
vary substantially. Responses for the minimum number
of strokes that need to be prevented before warfarin is
acceptable ranged from one to six for doctors and one
to 11 for patients. For aspirin the figures were one to
seven for doctors and one to eight for patients.
Individual responses to the maximum number of
excess bleeds that would be acceptable was even more
diverse, ranging from one to 22 in both doctors and
patients for both forms of antithrombotic treatment.
These findings are consistent with other observational
studies that have compared the preferences of patients
and health professionals when they are faced with
choices about treatment. Differences in such prefer-
ences are difficult to predict, vary in direction and mag-
nitude, and are often specific for a given condition.'
Devereaux et al highlight potential biases that
might account for the reported difference in responses
in their study. These biases include non-blinded
interviewers questioning each of the two groups sepa-
rately (interviewer bias) and the fact that patients’ inter-
views lasted considerably longer (even with allowance
for consent and the mini-mental test undertaken in the
patient group alone). Furthermore, selection of
patients who had no experience of either a stroke or
side effects of treatment might bias their results.
Patients who have experienced an episode of bleeding
due to warfarin treatment report significantly lower
quality of life scores.” Many would argue that it is not
surprising that differences in preferences for anti-
thrombotic treatment were found. Patients seem to be
older and have lower educational attainment than the
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doctors taking part in this study. Differences in charac-
teristics between patients and doctors may have
produced differences in preferences for antithrom-
botic treatment. This is precisely the reason why health
professionals should explicitly seek patients’ views
when they are making decisions about treatment.
Unfortunately, asking patients about their preferences
for treatment when decisions are being made on future
management is often neglected by doctors.’

Important developments are likely to alter the
dynamics of decision making between patients and
doctors in the future. Information is now a freely avail-
able commodity. Initiatives such as the Cochrane
collaboration actively promote consumer involvement
and patient orientated information about medical
effectiveness. Decision aids and other tools are being
developed that will give patients access to information
and allow them to express their preferences for
treatment options." Some clinical guidelines explicitly
express and quantify the impact of patients’ prefer-
ences on recommendations for treatment” The
findings from this study show that health professionals
should be sensitive to patients’ preferences and
encourage the use of decision aids and information
sources that can facilitate shared decision making.
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