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Patient involvement and shared decision making
is gaining more and more attention in primary
healthcare services. Patients, family doctors (FD),
health professionals, insurance companies and
authorities all request more active involvement of
patients in health care. The patient–health professional relationship is moving rapidly towards a more
active patient-oriented relationship.1
The engagement of patients in management decisions has been shown to have positive outcomes.
Enhanced knowledge of management options, better
adherence to treatment procedures and reduced
preference for expensive procedures are some of
them.2 Improvement of treatment intensity and
quality of life, better understanding of the patient’s
problem, improved satisfaction with doctor–patient
communication, improved patient confidence in
sensitive matters, better treatment adherence and
better integration of preventive and promotional
care interventions have been shown to improve.3
Despite this evidence, FDs seems not to be good
at predicting the preferences of patients. FDs are
expected to help patients choose from the different
options offered by specialists, which might hide a
danger for patients without a voice, risking the potential for inequality of access for vulnerable groups.2
From the patient’s perspective good communication opportunities with FDs are seen as an indicator of quality. Patients expect more explanation,
sufficient consultation time and more involvement

in their own health problem decision process from
their FD. Nevertheless the intensity of this expectation is dependent to the culture of the patient.4
Communication between FDs and patients may
sometimes create conflict. Patients are upset when
some of their wishes have not been fulfilled or a
patient who has paternalistic expectations from
their FD may perceive a shared decision-making
approach from their FD as a source of low selfconfidence and insecurity.5
Besides that, shared decision making may not be
appropriate for all types of patients;6,7 it is often
difficult to achieve in practice,8 and it seems like an
ideal.
To overcome this problem further insight into this
process is needed. Barriers like attitudes of health
professionals, skills and time burden have been
described,9 while factors such as experience of shared
decision making, personal preferences, relationships
and others (i.e. social class, education, culture and
ethnicity) need to be investigated.
A tension between empowerment and medicalisation is prevalent. This is created by the separation
between biomedical and biopsychosocial medicine.10
Enriching the FD professional paradigm with a
more patient oriented approach is a major challenge.
Training is an important tool to overcome this. CME
activities might not be sufficient, more intensive
training might be needed. An early involvement in
shared decision making in the early years of medical
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study and delegating some duties to the nurse might
help. Introducing patient oriented decisions in
guidelines might also be of importance. An integration
of professional guidelines with the decision-making
tools of patients is needed.11
Family doctors often do not know the preferences
of their patients concerning their treatment. Prescription decisions are generally guided by the perception of the FD and not by the expectations of the
patient. Diverse expectations of patients have been
observed. Some just want more information on their
illness and their treatment; others desire more involvement in their treatment decisions. Problems
that prevent shared decision making in the family
practice context have been shown as lack of time, a
threatening power relationship between FD and
patient, lack of training and lack of information
about risks and benefits.1
The Alma Ata Declaration has recently celebrated
its 30th anniversary and primary health care remains
the main benchmark for most member countries;
more emphasis on health equity, social justice and
the prevention of exclusion are needed. Oversimplification of primary care services in low-resourced
settings has been a common problem.3 It is expected
that primary care is building enduring relationships
between patients and family doctors, and participation in the decision-making process is expected as
part of this relationship. The forming of a network
between family members and healthcare staff is
anticipated. A healthcare service devoted solely to
a one-way delivery channel for priority selected
interventions is not appropriate.
This observation provokes new questions. For
example, if there is a need for democracy in healthcare services, if the decision-making process were
totally left to the initiative of the patient could the
direct interference of government policies, finance
systems, insurance and social security companies,
religious and cultural structures, the structures of
law and exterior effects such as the social and economic situation of the nation and service fields to this
system be ignored? How does education and the
perception of service fields affect the progress of
decision making? What kind of effect will this have
on the medical profession and doctors? Such questions can be taken further, and even though democracy sounds well, questions still remain on its
presence in health services.
Democracy today is not only a concept of law and
politics; it appears to be a need and necessity in the
presentation of health services. In a democratic
environment the provision of equitable health services to everyone is a basic principle, which has been
ratified in the Universal Declaration of Human
Rights: ‘the achievement of highest level of health,
without distinguishing between race, religion, poli-

tics, confession, economic and social status is a basic
right’.12 The utilisation of health and other rights at
the highest level is only possible with democracy.
The World Health Organization defines health as a
‘physical, mental and social wellness, rather than
being ill or disabled’.2 There are now debates to add
the ‘political wellness’ statement into the definition
of health. The most important reasons for this
debate are newly evolving diseases due to the presence of inequity, the insufficient practice of democracy or non-democratic conditions, which cause
trauma and distress. Modern medical practice in
the 21st century recommends considering health
along with the environment of the individual and
that healthy people, as well as those who are ill,
should also be approached in a holistic, comprehensive, preventive, curative and rehabilitative way.
Today we experience a ‘mixed’ situation, which is
more difficult. Some patients leave it to the FD; some
prefer to intervene in their current situation. This is
also the case for the FD. The expectations of patients
increase with the development of human thought,
improvement of technology, innovations in medicine and progress of communication. The diversity
and choices of diagnostic and treatment opportunities is increasing life duration and quality of
life, but is causing trouble during the decision process for the FD, patients and relatives. These decisions sometimes end in law suits.
Democracy is inevitable for medical practice and
health services. Patient-centred medicine is democratising and vitalising clinical medicine, which
gives validity to the patient’s illness experience and
healing potential. Patients’ attitudes, values, perceptions, expectations, experiences and potential
for promoting their health need to be considered.13
This will improve the relationship between doctors
and patients, provide patients with control over
their own body and will safeguard doctors because
of their practice. It will diminish the weight of the
sword which is hanging over the doctor’s head and
will enhance the satisfaction of both patients and
doctors.
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