
Effective communication is an essen-

tial element of patient centred

medical practice. Terminology has

developed to describe different aspects of

this interaction between health profes-

sionals and patients. While attempting

to do research in this field we came

across these terms many times and have

tried to make sense of them. We are

writing this editorial as a guide to those

who, like us, have struggled to under-

stand what these terms mean and the

differences between them.

The terms “non-compliance” or “non-

adherence” have been criticised for sug-

gesting an unequal, paternalistic rela-

tionship between health professionals

prescribing medication and their pa-

tients. To overcome this, the Royal Phar-

maceutical Society introduced the model

of concordance as a more patient centred

approach.1 In this model concordance is

reached through a therapeutic alliance

and negotiation between the prescriber

and the patient. The patient is encour-

aged to discuss concerns about medica-

tions that have been prescribed and

preferences for treatments and participa-

tion in decision making. The health

professional gives evidence based infor-

mation to the patient and shares his or

her clinical experience. During the nego-

tiation process compromises are made

on both sides and the decision is reached

together. If a patient decides to defer the

decision, the prescriber makes it for the

patient, taking his/her values, beliefs,

and concerns into consideration.

Shared decision making is seen as the

middle ground between informed choice

where decisions are left entirely to the

patient and traditional, paternalistic

medical decision making. Shared deci-

sion making developed in an attempt to

reduce uncertainty in the medical com-

munity about the most appropriate

course of treatment for some conditions.

This was accompanied by increased

world wide emphasis on patient centred

care, leading to the belief that the

patient’s preferences, rather than the

physician’s, should dictate disease

management.2 Shared decision making

involves two way information giving

(medical and personal) between the

clinician and the patient concerning all

the options available. The final decision

is made jointly with both parties in total

agreement.3

Shared decision making and creating

a therapeutic alliance for concordance

increases patient involvement in health

care decisions and allows a more open
exchange between the clinician and the
patient. Despite the evolutionary differ-
ences the model described for reaching
concordance in consultations is the same
as the one that has been described for
shared decision making. The health
professional and the patient have an
equal partnership. They share their
knowledge and experiences with each
other so that an understanding can be
reached and a decision about the man-
agement of a condition can be made (see
fig 1). They both have four common
essential elements—partnership, com-
munication (including negotiation),
information giving, and agreement.

Building a partnership between the
clinician and the patient is the first step
towards active patient involvement in
reaching concordance or shared decision
making. It is the health professional’s
role to help patients to feel at ease with
participating in decisions about their
health care. However, a patient may not
be comfortable taking on additional
responsibility and may want the clini-
cian to decide for him or her. Health pro-
fessionals must be adaptable and sensi-
tive to the preferences and beliefs of
individual patients. Each patient may
have different wishes for disease man-
agement, the format of information, and
particularly their level of participation in
making the decision.

Good communication skills are vital to
be able to draw out patients’ beliefs and
preferences about their condition and
the medications that they are prescribed.
The clinician’s views and the clinical evi-
dence have to be expressed clearly and
concisely and in the most appropriate
format for the patient. The patient needs
to understand the information presented
to him or her and to be heard and under-
stood by the clinician, for a negotiation
to take place. The health professional
and the patient have to listen to each
other and be prepared to compromise so
that an agreement can be reached.

Evidence based information must be
useful, acceptable and appropriate for
the patient to enable him or her to make
a fully informed decision.5 This is true for
either shared decision making or for
concordance in consultations. Evidence
based guidelines and summaries of the
evidence help to provide this infor-
mation. However, there are gaps in the
evidence and many patient directed
information materials are not balanced
or omit relevant data.5 Health profes-
sionals will need the necessary skills and
resources to be able to synthesise infor-
mation for their patients when it is not
readily available from other sources.

From the patient’s perspective shared
decision making and reaching concord-
ance in consultations will feel similar,
although very different from the tra-
ditional health care encounter that mostFigure 1 Stages in both concordance and shared decision making consultations.4
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patients are used to. Patients will have to

be educated in how to participate in

decisions about their health. Whether

they are discussing a particular medi-

cation that they have difficulty taking or

the management of a whole condition,

their views and preferences will be

sought. Most importantly they are being

given an opportunity to have some

control, if they wish, over how their

health is managed.

The main difference between these

terms is that shared decision making

terminology encompasses the whole

process, whereas concordance is the out-

come of that process. There is a danger of

taking the word concordance to mean

the process of reaching agreement as

well as the outcome. This is not neces-

sary as shared decision making already

describes this process sufficiently. Con-

cordance between the clinician and the

patient should be the goal of all shared

decision making encounters. However,

an agreement between the health

professional and the patient does not

always mean that the decision has been

shared.
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