
guidelines for judging the quality of the information
(such as those proposed for internet information
sources by the European Federation of Pharmaceutical
Industries and Associations6), along with training in
health literacy for consumers and providers. Develop-
ing such initiatives—and deciding how they should be
structured, funded, and maintained—is an important
opportunity for the European public health agenda in
the years ahead.

What might such information sources look like in
practice? Merck’s website (www.merck.com) provides
an example of what a pharmaceutical company can
offer, in its section Patients and Caregivers and in the
Merck Manual Home Edition. The latter provides
complete information about many therapeutic areas
written in readily understandable language. The
MerckSource website offers a portal into an extensive
library of authoritative and readable reference works,
balanced information on medical conditions and gen-
eral health issues, and practical guides (from an
independent source) of questions for patients to ask
their physician (see figure). Unlike advertising, which is
broadcast or “pushed” at people, these information
resources are available to be “pulled” from the web
when consumers and patients choose to seek them out.

Conclusions
Liberalisation of the guidelines governing direct to
patient information from the pharmaceutical industry

(in both print and electronic form) would help to
broaden the range of resources available to patients
who want to take a more active role in their own
health care, enrich the dialogue between patients and
health professionals, and thus improve adherence to
long term treatment, with consequent improvement in
clinical outcomes.
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“Doing prescribing”: how doctors can be more effective
Glyn Elwyn, Adrian Edwards, Nicky Britten

What is the best way to achieve concordance? The authors summarise the evidence and indicate the
way ahead for doctors to involve patients in making decisions about treatment

Much prescribed medicine is not taken, and we know
that few patients adhere to “prescription” guidance.1 It is
also clear that patients’ beliefs and attitudes influence
how they take drugs.2 This is particularly true for
preventive medicine (thus largely for conditions without
symptoms) and for drugs that have side effects or other
drawbacks. As interest in the concept of patient
autonomy increases, we are becoming more aware, and
more respectful, of intentional dissent—where better
informed patients decline certain drugs.3 Concordance
describes the process whereby the patient and doctor
reach an agreement on how a drug will be used, if at all.
In this process doctors identify and understand patients’
views and explain the importance of treatment, while
patients gain an understanding of the consequences of
keeping (or not keeping) to treatment.

Evidence base
Few well conducted, randomised controlled trials of
interventions to help patients follow their prescrip-
tions have been done.4 Our article is based on a
number of reviews in this field and a recent systematic
review of concordance.1 4–6 Changes in terminology in “When we want your opinion, we’ll give it to you”
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this area have mirrored an increasing rejection of the
power relation implicit in the term “to prescribe.” The
authority laden term “compliance” gave way to the
view that patients “adhered” (or not) to treatment.
Recently the term concordance has been used to
describe an agreed plan between patient and doctor
about the use of treatment—one of the results of a
shared decision making process.7 8

What is known about the prescribing
process?
Although the concept of patient centredness has
strongly influenced recent teaching practice, training in
communication skills has largely concentrated on
history taking and diagnosis. Less attention has been
paid to decision making tasks, and recent research shows
that patients are rarely involved in these processes.9 10

Doctors may initiate a discussion about treatment,
but then they dominate the discussion.6 They do not
always name the drug they prescribe and may not
describe how new drugs differ in mechanism or
purpose from those previously prescribed to a patient.
They do not usually check patients’ understanding of a
treatment or explore their concerns about a drug, and
when they do encourage patients to ask questions the
patients seldom do so.6 Evidence shows that doctors
rarely discuss their patients’ ability to follow a
treatment plan, even though doctors report that they
do this in about half of their consultations.6 They
discuss the benefits of treatment more than the harms,
precautions, or risks, even though patients see these
topics as essential.6 Even in formal assessment
conditions, where general practitioners are awarded
marks for sharing management options with patients,
videos show that they fail to do so.11 This failure to
explore patients’ beliefs and hopes about medicines
and to inform them of the pros and cons of treatment
options leaves much room for misunderstanding, for
unaddressed concerns, and for ambivalence about the
drugs prescribed to them.12 13

The patient’s perspective
Patients find it hard to adjust to the role of someone who
has to take drugs. During this adjustment many doctors
do not engage with patients’ points of view, seeing the
provision of a diagnosis as substantiation enough that
medication is a “good thing.”12 Of course, drugs are
essential for many patients to maintain reasonable lives:
to curb angina, restrain Parkinson’s disease, and control
asthma and other inflammatory diseases. But many
patients with chronic illnesses are ambivalent about
medication and experiment with dose titration and

drug-free intervals.14 Given that patients are circumspect
about taking drugs, such behaviour will be even more
marked when the benefits are less clear and not
immediate—as with drugs for controlling blood pressure
or lowering cholesterol. Gaining an understanding of
the harms and benefits of drugs may not go hand in
hand with the broader public health goal of reducing the
overall risk of a disease.

What can be done?
The interaction between doctor and patient is full of
emotional undercurrents, including hope, trust, belief,
and confidence. Such emotions are active ingredients
in the placebo effect and ought not to abandoned, but
the prescribing process has to change for concordance
to be achieved. It is no longer tenable for doctors to
prescribe without first completing four largely
neglected tasks (box 1). These tasks form the basis of
the decision sharing skills—the “how to do it” steps for
doctors to achieve concordance (box 2).

Patients’ views on using drugs may differ widely
from those of professionals and should be elicited
early, especially as patients may be reticent. For exam-
ple, it is known that patients don’t like to disclose previ-
ous self treatments, including complementary treat-
ments. Such disclosure is affected by patients’
perceptions of the legitimacy of self treatment, which
can only be addressed if doctors discuss it directly.16 If a
patient does not want to take a drug for a particular
problem you need to acknowledge this wish and
discuss the reasons. Patients may have various
concerns about drugs that may or may not correspond

Box 1: Concordance tasks

Elicit the patient’s views on the possibility of having to
take medicine
Explore those views with the patient
Inform the patient of the pros and cons of taking and
not taking medicine
Involve the patient in the treatment decisions—over
time, if necessary, and after reflection

Box 2: Steps for sharing decision making with
patients15

Define the problem: clearly specify the problem that
requires a decision, taking in your views and the
patient’s views
Convey equipoise: make it clear that professionals may
not have a set opinion about which treatment option is
the best, even when the patient’s priorities are taken
into account
Outline the options: describe one or more treatment
options and, if relevant, the consequences of no
treatment
Provide information in preferred format: identify the
patient’s preferences if this will be useful in the
decision making process
Check understanding: ascertain the patient’s
understanding of the options
Explore ideas: elicit the patient’s concerns and
expectations about the clinical condition, the possible
treatment options, and the outcomes
Ascertain the patient’s preferred role: check that the
patient accepts the decision sharing process and
identify his or her preferred role in the interaction
Involve the patient: involve the patient in the decision
making process to the extent the patient wishes
Defer, if necessary: review the patient’s needs and
preferences after he or she has had time for further
consideration, including with friends or family, if the
patient needs it
Review arrangements: review treatment decisions after a
specified time period
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to the drug’s actual adverse reactions or side effects, as
described in pharmacological texts. A difficult chal-
lenge to concordance is when the doctor and patient
disagree over the need for a drug, such as when the
patient wants an antibiotic but the doctor is not
convinced of the need. In such cases doctors need to
pay special attention to the tasks in box 1.

When is a patient “informed”?
For patients to be informed, is it sufficient for doctors
to outline the options and share information? Critics
would say that the key outcome is not the giving of
information, or even information exchange, but the
achievement of understanding by the patient. This
understanding should include awareness of particular
outcomes of treatment and their characteristics,
including benefits, possible harms, the seriousness of
the harms and their probabilities (as expressed in
absolute and relative terms), the factors that influence
susceptibility, and the difficulty of avoiding harmful
consequences.17 It is more likely that such understand-
ing occurs when decision making is seen as a process
and not as an outcome (see box 2). Proper understand-
ing means that patients can make informed decisions
about treatment, based on balancing assessment of
information with their own priorities (box 3).18

Achieving concordance by sharing
treatment decisions
Treatment options may be as simple as whether or not
to take a drug. When doctors have addressed patients’
concerns and provided information the foundation is
laid for involving them in the decision itself. Current
research into the role of patients in health care is looking
at how the role develops as the patient’s confidence
grows, through engagement in the treatment process
and as patients become “expert” at managing their con-
dition during its course. The use of conversation analysis
in the study of actual consultations shows that patients
need to be helped to play an active role.19 20 However, the
roles that patients play are not fixed. Patients sometimes
take on more responsibility for their treatment than at
other times, according to their particular social
circumstances.21 Concordance is a dynamic concept, and
achieving it needs continual exploration.

Finding out whether patients wish to take part in
the decision making process is a critical step. Although
this may be necessary at various specific decision
points (tests or referrals, for example), taking a drug is
the ultimate expression of personal decision making
and “agency,” as it is something we do to ourselves by
ourselves, often every day for many years. Even when
patients do not want to take part in decision making

their views should be taken into account in the
prescribing process—otherwise there is a chance of
misunderstanding and of low motivation to use the
drug. Interactions in which patients are well informed
and satisfied with a decision (whether it is to accept or
decline an intervention) is better.

Recent developments
The recent history of guideline implementation shows
that exhortations have little impact, however prestig-
ious their source. Doctors can improve their communi-
cation and become more skilled at involving patients in
decisions, but improving doctors’ skills takes time and
may not be practical amid the pressure of current clini-
cal settings.6 However, several ways to improve patients’
medicine taking hold promise, including the use of
patients’ groups to inform, educate, and manage drug
use22; the monitoring by administrative staff of drug
use23; and failsafe reviews of repeat prescribing (of
underuse and overuse). In the United Kingdom the
Medicines Partnership Task Force is supporting
concordance facilitators who can lead local initiatives.
An educational resource that helps prescribers to
monitor their prescribing has been developed.24

Possible directions
Health care has to come to terms with “agency”—that
is, that patients should be able to determine their own
preferences. Doctors who start from the position of
recognising, respecting, and enhancing the agency and
autonomy of patients will also legitimise their own
agency as experts and will practice differently. To what
extent the enhancement of patients’ agency depends
on shifts in attitudes of healthcare professionals or on
the development of tools to help patients become
involved in decision making processes is not yet
known.25 It is probable that interventions and
innovations in both these areas will be needed, leading
not to “adherence” to treatment but to fully considered
decisions to take or not take a treatment. Concordance
refers to the process by which decisions are made and
is not necessarily linked to a behavioural outcome. If
we achieve such levels of “informedness” we will have

Box 3: Characteristics of informed decisions

An informed decision about a treatment option is
based on:
(a) Accurate assessment of information about the
relevant alternatives and their consequences
(b) Assessment of the likelihood and desirability of the
alternatives, in relation to the patients’ priorities, and
(c) A “trade-off” between (a) and (b)

Summary points

The way patients take medicines varies widely and
is strongly influenced by their beliefs and attitudes

Concordance describes the process whereby
patients and professionals exchange their views
on treatment and come to an agreement about
the need (or not) for a particular treatment

Concordance requires that patients are involved
in decision making processes

Ensuring that patients use drugs effectively
sometimes requires additional support, such as
involvement of patients’ support groups and
systems for monitoring adherence to treatment
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gone a considerable way to involving patients
effectively in treatment decisions. Engaging patients in
this way is likely to achieve better results for the
clinician-patient relationship and to improve health
outcomes in the long term, albeit with an acceptance
that a trade-off between biomedical improvement and
patients’ wishes is needed.
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research in this field. NB is an expert on prescribing behaviours
and concordance.
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The challenge of concordance
This paragraph from The Spirit Catches You and You Fall Down by Ann Fadiman (New York: Farrar, Straus and Giroux, 1997; ISBN
0 374 52564 1) describes the drugs taken by Lia Lee, a Hmong child with severe epilepsy. Her parents came from the mountains of
Laos to California, and Fadiman’s book describes the mutual incomprehension of the healthcare workers in California and Lia’s
family. For more information on the book read Editor’s Choice.

By the time she was four and a half, Lia’s parents had been told to
give her, at various times, Tylenol, ampicillin, amoxicillin, Dilantin,
phenobarbital, erythromycin, Ceclor, Tegretol, Benadryl,
Pediazole, Vi-Daylin Multivitamins with Iron, Alupent, Depakene,
and Valium. Because these medications were prescribed in
varying combinations, varying amounts, and varying numbers of
times a day, the prescriptions changed twenty-three times in less
than four years. Some of the drugs, such as vitamins and
anticonvulsants, were supposed to be given every day no matter
how Lia was feeling, and when they ran out, her parents were
supposed to renew the prescriptions; some, such as antibiotics,
were supposed to be given for a specific period of time, and
though they were prescribed only when Lia displayed certain
symptoms, the prescriptions were to be finished (but not
renewed) even if those symptoms disappeared; antifebrile
medications, prescribed in the hope of warding off fever-triggered
seizures before they happened, were supposed to be administered
only if Lia had a temperature, a plan that might have worked
better if her parents had been able to read a thermometer.
Several of the medications were available in different forms, and
were sometimes prescribed as elixirs (all of which were pink or
red and came in round bottles) and sometimes as tablets (almost
all of which were white and came in round bottles). Foua and Nao
Kao, of course, had no idea what the labels said. Even if a relative
or the hospital janitor was on hand to translate when a bottle was

handed to the Lees, they had no way of writing down the
instructions, since they are illiterate in Hmong as well as English;
and because the prescriptions changed so frequently, they often
forgot what the doctors told them. Measuring the correct doses
posed additional problems. Liquids were difficult because the
Lees could not read the markings on medicine droppers or
measuring spoons. Pills were often no easier. At one point, when
Lia was two, she was supposed to be taking four different
medications in tablet form twice a day, but because each of the
pills contained an adult dose, her parents were supposed to cut
each of the tablets into fraction’s; and because Lia disliked
swallowing the pills, each of those fractions had to be pulverized
with a spoon and mixed with food. If she then ate less than a full
helping of the adulterated food, there was no way to know how
much medicine she had actually consumed.

We welcome articles up to 600 words on topics such as
A memorable patient, A paper that changed my practice, My most
unfortunate mistake, or any other piece conveying instruction,
pathos, or humour. Please submit the article on http://
submit.bmj.com Permission is needed from the patient or a
relative if an identifiable patient is referred to. We also welcome
contributions for “Endpieces,” consisting of quotations of up to
80 words (but most are considerably shorter) from any source,
ancient or modern, which have appealed to the reader.
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