
Many medical decisions exist in a “grey zone,” where
the best choice differs depending on how patients
weigh the benefits and risks. A common example

is the decision of whether to initiate a more aggressive treat-
ment when simpler therapies fail to control moderate or se-
vere symptoms, such as whether to choose hormone replace-
ment therapy for symptoms of menopause; selective
cyclooxygenase-2 inhibitors or joint replacement surgery for
osteoarthritis; surgery for benign prostatic hypertrophy or
back pain; or endometrial ablation or hysterectomy for be-
nign uterine bleeding. Such decisions also commonly arise
with issues involving genetic testing, reproductive choices
(e.g., birth control, infertility options, vaginal birth after ce-
sarean section), treatment of early cancer (e.g., mastectomy v.
breast-conserving surgery; prostatectomy v. radiation ther-
apy), and the intensity of care at the beginning and end of life.

As discussed by Holbrook and coauthors in this issue,1 the
choice of anticoagulant therapy for atrial fibrillation is an-
other “grey zone” decision for patients. Although warfarin is
more effective than acetylsalicylic acid in preventing strokes,
it brings with it a higher risk of major bleeds plus the incon-
venience of having the international normalized ratio moni-
tored and managed. Consequently, there is significant varia-
tion in how patients weigh the benefits and risks.2

Patient decision aids are adjuncts to counselling that pre-
pare patients for discussions about treatment options with
their physicians. They help patients to understand choices,
outcomes and probabilities tailored to their clinical risk pro-
file and to clarify which positive and negative consequences
matter most to them.3 In the context of anticoagulation for
atrial fibrillation, patient decision aids have been found to be
superior to general education for increasing the proportion of
patients whose international normalized ratios are managed
in the appropriate range (absolute improvement of 19% at
3 months), although other strategies may be needed to main-
tain long-term effects.4

With mounting evidence for the efficacy of patient deci-
sion aids (the Cochrane database currently lists 55 random-
ized controlled trials), the increasing number of available de-
cision aids (currently more than 500 exist) and increasing
access through the Internet (decision aids were accessed ap-
proximately 9 million times last year), issues about standards

have been raised.5 Last year, an international collaboration of
researchers, practitioners, patients and policy-makers en-
dorsed the first set of standards for the content, development
and evaluation of patient decision aids.6 However, issues re-
garding the best format of decision aids and the best graphic
presentation in them of data on harms and benefits of treat-
ment options remained unresolved.

The study by Holbrook and coauthors1 provides reassurance
that methods in current use are equally good in helping pa-
tients arrive at informed decisions and that these benefits occur
regardless of patient age or education level. The authors also
noted a labelling effect (changes in preference based on know-
ing the name of the treatment), although confounding cannot
be ruled out because labelling of the treatment options was not
randomized. Labelling effects have been observed previously
among patients and clinicians.7 For example, the attractiveness
of surgery relative to radiation therapy for lung cancer was
found to be greater when treatment options were identified
than when they were not.7 Labelling may bring to mind other
attributes of the processes involved, which are not evident in an
unidentified description focusing solely on outcomes. In the
case of anticoagulant therapy, patients with initial concerns
about adding another drug may feel more reassured once they
know it is acetylsalicylic acid, a familiar, inexpensive, accessible
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Key points about patient decision aids

• Patient decision aids prepare patients to discuss “grey
zone” treatment options and to clarify which benefits and
harms matter most to them

• They differ from educational aids by not only providing option
information but also tailoring it to the patient’s clinical risk
profile and guiding patients to express their personal values

• They promote informed values-based decisions and improve
patient participation and comfort levels in decision-making 

• They prevent the overuse of “grey zone” options that informed
patients do not value (e.g., aggressive discretionary surgery
such as hysterectomy, prostatectomy and back surgery)

• They will be used routinely at the point of clinical care only
if they are made easy for clinicians to use and become
something patients expect as part of high-quality care



therapy. The international standards for patient decision aids
maintain that information should be provided not only on out-
comes of options but also on the processes involved.6

Although methodological studies will help us build better
patient decision aids, we should not lose sight of the great
gains that can be made with the adoption of existing ones.
Randomized trials involving patients making real treatment
or screening decisions have shown that standard counselling
is inadequate: patients’ knowledge was poor, their risk per-
ceptions were unrealistic, and there was a mismatch between
the option chosen and the benefits and harms that mattered
most to them.3 Patient decision aids have consistently supe-
rior effects on these indicators of decision quality. They also
help undecided patients decide, and they improve participa-
tion and comfort levels in decision-making.

Moreover, patient decision aids prevent the overuse of
“grey zone” options that informed patients do not value, and
consequently some decision aids are cost-neutral or cost-
effective. For example, decision aids have been found to
reduce the rates of aggressive discretionary surgery (e.g., hys-
terectomy, prostatectomy, mastectomy, discectomy and coro-
nary artery bypass graft surgery) by 25% and the rate of
prostate-specific antigen testing by 20%. It should be noted
that decision aids do not always result in lower procedure
rates. In cases of underuse, they may increase utilization; for
example, rates of prostatectomy for benign prostatic hyper-
trophy increased in a setting where general practitioners’ sur-
gical referrals were low owing to a shortage of urologists.3

It is time to ensure that the uptake of “grey zone” options
is consistent with the distribution of informed patients’ pref-
erences. By preventing overuse of options that informed pa-
tients do not value, resources can be reallocated to options
that are currently underused. Patient decision aids may also
be useful tools in managing the anticipated increase in wait
lists for surgical consultations as the elderly population
grows. A combination of standardized screening for surgical
eligibility plus patient decision aids may make better use of
surgeons’ time so that they see patients who need and want
discretionary surgery.

The routine use of patient decision aids at the point of
clinical care will not happen unless decision aids are made
easy for clinicians to use and become something patients ex-
pect as part of high-quality care.8 We need to make patient de-
cision aids a mandatory part of the informed consent process
for “grey zone” decisions. Access to decision aids is improv-
ing (the provincial governments of British Columbia and

Saskatchewan have 130 patient decision aids on their con-
sumer information Web sites), but it is not uniform across
the country. Possible implementation strategies include “in-
formation prescriptions” (the provision of timely evidence-
based health information to patients that is targeted to meet
their specific needs and that supports sound decision-making
[www.informationtherapy.org]) and “preference laborato-
ries” (places where patients can view decision aids and an-
swer a few key questions about their knowledge, values and
preferences). An automated report can be sent back to the cli-
nician to close the loop on decision-making with the patient.5

We also need to accelerate professional training in shared de-
cision-making.8 Finally, new accreditation and reimburse-
ment strategies that reward clinicians and other health care
providers for the quality of “grey zone” decisions would ac-
celerate the adoption of patient decision aids, with resulting
benefits to patients, practitioners and the health care system.
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