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Abstract

Objective To get insight into the changes over time of patients’

involvement in the decision-making process, and into the factors

contributing to patients’ involvement and general practitioners’

(GPs) communication related to the Medical Treatment Act (MTA)

issues: information about treatment, other available treatments

and side-effects; informed decision making; asking consent for

treatment.

Background Societal developments have changed the doctor–

patient relationship recently. Informed decision making has become

a central topic. Patients’ informed consent was legalized by the

MTA (1995).

Design Data of two cross-sectional studies, the First (1987) and

Second (2001) Dutch National Survey of General Practice, were

compared.

Setting and participants General practice consultations; 16 GPs

and 442 patients in 1987; 142 GPs and 2784 patients in 2001.

Methods Consultations were videotaped and rated using Roter’s

Interaction Analysis System and observer questionnaires; pre- and

post-consultation patient questionnaires; and GP questionnaires.

Descriptive analyses and multivariate, multilevel analysis were

applied.

Main results Most patients reported to have received the informa-

tion they had considered as important prior to the consultation.

There were discrepancies in involvement in treatment decisions and

in giving information about other available treatments, side-effects

and risks. GPs who were more affective and gave more informa-

tion, more often involved their patients, especially younger patients,

in decision making. In 2001, more informed decision making was
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observed and the GPs asked consent for a treatment more

often, but they less often asked for the patients’ understanding.

Conclusion Patients’ involvement in decision making has increased

over time, but not in every respect. However, this does not apply for

all patients, especially the older ones. It should be questioned

whether they are willing or capable to be involved and if so, how

they could be encouraged.

What is known

The doctor–patient relationship has changed

during the last decades. Informed decision

making has become a central topic in doctor–

patient communication.

What is new

Patients consider it as important to get informa-

tion from their GP and to (co)decide about

treatments. This happens not always as often as

they want. General practitioners’ (GPs) infor-

mation-giving and affective talk influence

patients’ involvement in decision making. Older

patients are least involved in the decision-making

process. Patients’ involvement in decisionmaking

has increased since 1987, but not in every respect.

In 2001, GPs still give little information about

other available treatments, side-effects and risks.

Introduction

Communication has always played an important

role in medicine. Recent changes in the relation-

ship between doctor and patient have even aug-

mented its significance.1–3 These changes have

been induced by several societal developments,

such as the strengthening of patients’ position in

health care, and the change from the traditional

supply-induced care into amore demand-induced

care. The growing availability of medical infor-

mation sources has enabled patients to get more

information about medical care.

Informed decision making has become a cen-

tral topic in doctor–patient communication.4

Patients could be encouraged to take on the task

of understanding the relevant information and

to share their values and views with doctor,5 if

this is in accordance with their wish. The prin-

ciples of shared decision makings have been

described and reviewed.6 The skills have been

elucidated and discussed.7

Shared decision making is based on the

assumption that it is acceptable, important and

probably therapeutically favourable to involve

patients in the decision-making process,8 and

strengthen patients’ autonomy.9 These may be

important issues for enhancing patients’ satis-

faction, compliance and understanding, which in

turn possibly influence patients’ health status

positively.10

In the Netherlands, the right of patients on

informed consent for treatment has been laid

down in the �Medical Treatment Act’ (MTA,

1995). The law is an elaboration of the changing

power balance during the last decennia and

guarantees a more equal relationship between

caregiver and patient. The aim of the Act is to

clarify and strengthen the legal position of the

patient, taking into account the own responsi-

bility of the caregiver for acting as a good

caregiver. According to the law, the caregiver

should put into practice the following issues:

inform the patient about the examination and

treatment, alternatives for the examination and

treatment, possible side-effects and risks; share

the decision-making process with the patient;

ask the patient’s consent for examination and

treatment. By fulfilling the patients’ �right to

know’ informed shared decision making could

be reached.

Whether the healthcare practice has followed

the law has recently been evaluated in some

studies in the Netherlands by means of patient

questionnaires. It appeared that the Act is
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known and complied with fairly. The Act has

contributed to the strengthening of the patients’

legal status, while the caregiver’s own responsi-

bility was also justified.11 Another study showed

that most patients are informed by GPs about

treatment (92%), side-effects (72%) and other

available treatments (68%).12

So far, it is not known whether patients con-

sider the main issues of the MTA important and

how often they are performed by the GPs. Nei-

ther the influence of GPs’ actual communication

on the decision-making process, nor the changes

over time has been investigated.

The added value of the present study is, first,

that the importance of the MTA issues as well as

the GPs’ performance of these issues was

measured. Secondly, the influence of GPs’

communication on patients’ involvement in

decision making is studied by means of video

observations of GPs’ actual practising of the

issues related to the MTA, in real-life consulta-

tions. Thirdly, a comparison is made between

1987 and 2001 to investigate the changes in time

of GPs’ communicative behaviour and patients’

involvement in decision making.

Patient involvement has been measured until

now inmanydifferentways, and a recent reviewof

the literature revealed that there was a lack of

validated tools for this purpose.13 The degree of

patients’ involvement in the decision-making

process was defined in the present article as �the
degree to which the doctor allows or encourages

the patients to decide about management options

and disclose their preferences and concerns’. The

instrument based on this definition aims at the

process of patient involvement, and has been

validated in earlier communication studies.14,15

Patients considering the decision-making

process as important are expected to be more

often involved in this process, as patient pref-

erence is a cornerstone of shared decision

making.16 Further, the more the doctors give

information to their patients and communicate

affectively, the more they are expected to involve

patients in the decision-making process.8 At the

patients’ side, assertiveness shown by asking

more questions to the GP may result in a higher

involvement in decision making. Also, a new

problem presented and a treatment during the

consultation may influence patients’ involve-

ment.16,17

Research questions

This article addresses the following research

questions:

1 To what extent do patients consider issues on

informed decision making as important and to

what extent do GPs perform these issues?

2 Which factors contribute to the involvement

in the decision-making process?

3 Has GPs’ communicative behaviour and

patients’ involvement in the decision-making

process changed over time?

4 To what extent has the realization of the

MTA issues changed over time?

Methods

Design

Data were derived from the Second Dutch

National Survey of General Practice (2001).18

Additionally, for the third and fourth research

question, data were used from the First Dutch

National Survey of General Practice (1987),19 to

study the changes before and after the estab-

lishment of the MTA. The second survey was

representative for the population of Dutch gen-

eral practitioners,20 but the representativeness of

the 1987 data set is limited, because less GPs

participated in this survey.21

On a random date, consecutive patients con-

sulting the GP’s office were informed about the

study. They were not informed beforehand.

They were asked to consent to the videotaping

of their consultation. If they agreed, they signed

a consent form. The privacy of the collected data

was laid down in privacy regulations, by which

ethical consent was safeguarded.

In the first survey (1987), consultations of 16

GPs and 442 patients were videotaped;21 in the

second survey (2001), 142 GPs and 2784 patients

participated. For the present study, only patients

of 18 years and older were included. In total,
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data of 297 and 1787 consultations (first and

second survey respectively) were used.

Measurement instruments

GP questionnaires

General practitioners’ age and sex were derived

from questionnaires within the framework of the

basic First and Second Dutch National Survey

of General Practice.18,19

General practitioners (only those participating

in the second survey) registered after each

videotaped consultation – among other things –

the influence of psychosocial aspects on the

health problem(s).

Patient questionnaires (only Second Dutch

National Survey of General Practice)

The patients filled in questionnaires before and

immediately after the consultation. The ques-

tions included demographic characteristics (sex,

age, education); patient’s health problems

(ICPC coded);22 first or follow-up consultation

for the presented problem. The relevance and

GPs’ performance of communication aspects

was measured by the QUOTE-COMM (quality

of communication through the patient’s

eyes).23,24 Before the consultation, the patients

reported per item how important communica-

tion aspects were on a four-point scale (1, not

important; 2, rather important; 3, important; 4,

utmost important). After the consultation they

filled in whether the GP had performed

according to these aspects, also on a four-point

scale (1, not; 2, really not; 3, really yes; 4, yes).

The scores were dichotomized in the analyses of

the first research question only. The following

communication aspects were included: informa-

tion about treatment; information about other

available treatments; information about possible

side-effects and risks; involvement in decision

making; GP takes the final decision.

Observation protocol (First and Second Dutch

National Survey of General Practice)

Verbal behaviour during the videotaped con-

sultations was measured by observers by

means of Roter’s Interaction Analysis System

(RIAS), which is a well-documented, widely

used system in the USA, UK and the Neth-

erlands20,23,25,26 This observation system dis-

tinguishes instrumental (task focused) and

affective (socio-emotional) verbal behaviour of

doctors and patients, reflecting the cure–care

distinction. The unit of analysis is the utter-

ance or smallest string of words. All utterances

are assigned to mutually exclusive categories.

The RIAS categories are mutually exclusive

and exhaustive. The present study included the

following categories:

1 GPs’ information giving (included counsel-

ling) regarding medical/therapeutic subjects;

2 GPs’ affective communicative behaviour

(social talk, encouragements, concerns,

empathy, reassurements);

3 GPs’ asking for understanding;

4 GPs’ asking for the patient’s opinion;

5 Patients’ question-asking about medical/

therapeutic subjects.

The �Observer-Video-Pro’ computer program

of Noldus was used for the observation study.27

Observer questionnaire (First and Second Dutch

National Survey of General Practice)

The observer questionnaire was tested before-

hand on reliability, and validated items were

used. The observers of the second survey rated

the videotapes of both the first and second sur-

vey, on the following items:

1 MTA issues: information about other avail-

able treatments; information about side-

effects and risks of treatments; information

about prescriptions (as side-effects and dose);

written information (as leaflet); GPs’ asking

consent for treatment (no/yes);

2 patient involvement in the decision-making

process (a five-point Likert scale; 1 ¼ poor to

5 ¼ excellent). This instrument was valid-

ated14,15 and showed highly significant rela-

tionships with specific aspects of patient

involvement;

3 performance of treatments or diagnostic pro-

cedures, e.g. giving injection; blood pressure

measurement; PAP smear (no/yes).
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Interobserver reliability

The interobserver reliability of the ratings was

calculated on the basis of 20 consultations (one

per GP) that were selected at random before-

hand. In both studies, the interobserver relia-

bilities were good to excellent: between r ¼ 0.72

and 0.96 per category.

Controlling variables

At the GP’s level, the controlling variables were

sex and age. At the patient’s level, these were

sex, age, educational level (low ¼ no/primary

school, average ¼ secondary school, high ¼
higher vocational training/university), first con-

sultation (vs. follow-up consultation) for prob-

lems presented (no/yes), consultation length and

patients’ psychosocial problems (no/yes),

derived from data of GP, patient and observer

questionnaire.

Data analysis

Analyses were carried out using the Statistical

Package for Social Sciences (SSPS, version 11.5,

SPSS Inc., Chicago, IL, USA). To answer the

first research question, descriptive analyses were

done (t-test and chi-squared test).28 For the

purpose of the second question, multivariate,

multilevel analysis was performed to analyse the

influence of GP and patient factors (two differ-

ent levels) on GPs’ communication.29 Multilevel

analysis was necessary to account for the clus-

tering of patients within GPs. A significance

level of £0.05 (one-sided) was applied.

For the third question, differences between the

two surveys were tested for significance adjusted

for clustering by using multilevel linear regres-

sion analysis.

Results

Response rates

In the second survey, the response rate of GPs

and patients was high (73% and 88% respect-

ively), and 95% of the patients filled in the

questionnaires. Non-response analysis of age,

sex and type of insurance showed hardly any

bias resulting from patients’ refusal. The

response rate of GPs in the first survey was 10%.

No information was available on the response

rate of patients in the first survey.

Study populations

In both surveys, three-quarters of the GPs were

male, and 60% of the patients were female

(Table 1). The doctors as well as the patients of

the first survey (1987) were younger than those

participating in the second survey (2001). The

problems mostly presented were – in hierarchical

order – musculoskeletal, circulatory, skin, res-

piratory and psychosocial problems (25–10%).

Most patients had an average educational level

(62%), 22% had a low and 17% a high educa-

tional level. In 82% of the consultations a

treatment was performed.

Relevance and performance of MTA issues

Most patients (2001) considered receiving

information from the GP important, especially

about the treatment (93.9%, Table 2). Four of

five patients wished to be involved in the decis-

ion-making process, but, at the same time, many

would leave the final decision to the doctor

(80%).

Most patients received the information about

the treatment as they had wanted (92.3%). The

final decision was also often taken by the GP

Table 1 Sociodemographic characteristics of general

practitioners (GPs)1 and patients (18 years and older)2

1987 2001

GPs

Number 16 142

Male (%) 75.0 76.1

Age (mean, SD) 39.4 (6.5) 47.8 (5.8)*

Patients

Number 210 1787

Male (%) 38.7 40.4

Age (mean, SD) 43.2 (19.2) 48.8 (17.2)*

* P < 0.05.
1Source: GP questionnaire.
2Source: patient questionnaire.
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(81.9%) if this was the patients’ wish. Discrep-

ancies between relevance and performance

especially concerned the involvement in the

decision-making process (63.3% was involved

following their wish), information about side-

effects and risks and, to a lesser extent, about

other available treatments.

There were also discrepancies with respect to

issues that patients considered as not important

but that still were performed. Examples of this

�overuse’ are receiving information about the

treatment and involvement in decision making.

Factors influencing the patients’ involvement

in the decision-making process

Information giving and affective talk of the

doctors (2001) was related to a higher involve-

ment in decision making (Table 3). Younger

patients and those presenting a psychosocial

problem were more often involved in decision

making than the older patients and those pre-

senting a somatic problem. Patients were less

often involved in decision making when a

treatment or diagnostic procedure was per-

formed. The importance attached by patients to

this involvement and patients’ question asking

was not related to patient involvement, neither

GPs’ and patients’ sex and GPs’ age.

The explained variance at the GP level was

37% and at the patient level 10%.

Changes in GPs’ communicative behaviour and

patients’ involvement in the decision-making

process over time

Compared with 1987, the GPs did not give more

information about medical and therapeutic

aspects in 2001 (mean utterances 29.7 and 34.5

respectively; Table 4). In contrary, asking whe-

ther the information was understood well by the

patient occurred more often in 1987 than now-

adays. The GPs involved the patients in the

decision-making process more often in 2001

than in 1987, but the difference is small.

In 2001, the GPs asked patients much more

often for consent to perform treatments or

diagnostic procedures: in 2001 in 20.6% and in

1987 in 1% of the consultations (Table 5). No

other differences were found between 1987 and

2001.

Discussion

The results of this study indicate that most

patients consider it important to be informed by

GPs with respect to the main issues related to the

MTA of 1995. They want information about the

treatment, possible other available treatments

and side-effects and risks of treatments. Infor-

mation about treatments was nearly always

given, independent of the importance patients

attached to this aspect. However, the patients’

Table 2 Discrepancies and correspondences between relevance and performance: patients considering Medical Treatment Act

issues (not) important and Medical Treatment Act issues (not) performed by the general practitioner (GP) (numbers and

percentages)1

Information

about

treatment

(n ¼ 1505)

Information

about other

available

treatments

(n ¼ 1294)

Information

about side-ef

fects and risks

(n ¼ 1266)

Involvement

in decision

making

(n ¼ 1348)

Final decision

taken by GP

(n ¼ 1366)

If important: 1413 93.9 1048 81.0 1076 85.0 1100 81.6 1093 80.0

Performed 1304 92.3 541 51.6 394 36.6 696 63.3 895 81.9

Not performed 109 7.7 507 48.4 682 63.4 404 36.7 198 18.1

If not important: 92 6.1 246 19.0 190 15.0 248 18.4 273 20.0

Performed 75 81.5 87 35.4 44 23.2 120 48.4 181 66.3

Not performed 17 18.5 159 64.6 146 76.8 128 51.6 92 33.7

The values are expressed as n (%).
1Source: patient questionnaire.
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preference for information was not always ful-

filled. The GPs gave less information than some

patients wished beforehand about side-effects

and other available treatments. Apparently,

these patients did not ask for more information

of their own accord. Another reason may be that

they have changed their mind about the rele-

vance of specific communication aspects and did

not need the information anymore, or the con-

sultation worked out differently than they had

expected beforehand. The present findings are in

agreement with earlier studies, showing that

Table 3 Factors contributing to

patients’ involvement1 (scale 1–5) in

the decision-making process in multi-

variate multilevel analyses; regression

coefficients and standard errors (n

GPs ¼ 142, n consultations ¼ 1787)

Regression

coefficients 95% BTI

GP level

Sex (1 ¼ female)2 )0.043 )0.182–0.096

Age (years)1 )0.004 )0.013–0.006

Patient level

Sex (1 ¼ female)3 )0.002 )0.092–0.088

Age (years)3 )0.005* )0.007–)0.003

Educational level3,a

Average 0.087 )0.035–0.209

High 0.130 )0.023–0.283

Psychosocial problem (0 ¼ no, 1 ¼ yes)4

0.277* 0.116–0.438

Treatment (0 ¼ no, 1 ¼ yes)4 )0.189* )0.281–)0.097

First consultation (0 ¼ no, 1 ¼ yes)3 )0.077 )0.165–0.011

Relevance of (co)decision3,b
0.002 )0.045–0.049

GPs’ affective talk (freq.)5

0.004* 0.002–0.007

Patients’ medical questions (freq.)5

0.011 )0.004–0.028

GPs’ medical information giving (freq.)5

0.004* 0.001–0.007

Consultation length (min) 0.009 ).0008–0.025

* P < 0.05.
1Source: observer questionnaire.
2Source: general practitioner (GP) questionnaire.
3Source: patient questionnaire.
4Sources: patient questionnaire/observer questionnaire/observation protocol.
5Source: observation protocol.
aReference group ¼ low educational level.
b
1 ¼ not important, 2 ¼ rather important, 3 ¼ important, 4 ¼ utmost important.

Table 4 General practitioners’ (GPs) communicative beha-

viour (mean frequencies and standard deviation), patients’

involvement (mean and standard deviation) and consultation

length in 1987 and 2001
1

1987

(n ¼ 210)

2001

(n ¼ 1787)

GPs’ utterances2

Medical/therapeutic

information

29.7 (23.6) 34.5 (21.8)

Ask for understanding 6.6 (5.9) 1.2 (1.8)*

Ask for opinion 1.0 (1.8) 0.3 (0.7)*

Involvement in decision making3

(1 ¼ poor, 5 ¼ excellent)

3.0 (1.0) 3.4 (0.9)*

Consultation length (min) 4

10.3 (5.2) 10.0 (4.8)

* P < 0.05.
1Significance was tested by using multilevel analysis.
2Source: observation protocol.
3Source: observer questionnaire.
4Source: observation protocol.

Table 5 Realization of Medical Treatment Act (MTA) issues in

1987 and 2001 (number of consultations and percentages)1

MTA issues

1987

(n ¼ 210)

2001

(n ¼ 1787)

n % n %

Information about other

available treatments

39 18.6 295 16.6

Information about side-effects

and risks of treatments

31 14.8 320 18.0

Information about prescriptions 92 43.8 821 45.9

Written information 2 1.0 28 1.6

Asking consent for treatments 2 1.0 366 20.6*

*P < 0.05.
1Source: observer questionnaire.
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patients expressing preferences for some form of

decision making did not necessarily act follow-

ing these preferences.6,23,30

More than half of the patients (60%) were not

involved in the decision about a treatment, at

least in their own view; most of them had a

preference to be involved, but not all of them.

GPs should be aware of overburdening these

patients who do not prefer to be involved in

decision making. They should ascertain just

what information their patients want before

scaring them with informed consent.31 Further,

it should be questioned whether GPs should

always fulfil the patients’ need of information.

Not every patient is willing or capable to take a

decision or to share in decision making, in spite

of having received good information. This may

change depending on the patients’ perceived lack

of knowledge, low self-efficacy or fear,17,32 and

also on the problem presented, patients’ age and

social class.16

Older patients were involved in decision

making less often than younger patients, which

is in line with findings described in earlier

studies.33,34 Schneider35 found that doctors

were able to estimate the preference for shared

decision making presumably on the basis of

the patients’ age and education. This may be

favourable for older patients who want to be

involved in the decision-making process. An

appurtenant benefit might be that the doctor

support older patients’ ability to manage their

health problems and their confidence in self-

efficacy by giving them more responsibility in

the consultation room. This may be important

in view of the growing number of elderly,

especially patients with chronic diseases, in the

near future.

Information about medical and therapeutic

issues seems to contribute to the decision-

making process, irrespective of the influence of

other factors on this process, as was found

earlier.7,8,30 This is an understandable finding,

because knowledge is necessary for taking a

deliberate decision with consequences for the

patient’s own health. Moreover, knowledge may

contribute to a better compliance to treatment,

and, therefore, also to a better health status.10

From this viewpoint, the establishment of the

MTA was a logical step for aiming at well-

informed patients sharing in decision making.

Further, an affective communication style of

doctors increases the involvement of patients in

the decision-making process. This is an expected,

but still important finding, as, patients need both

a caring and a curing doctor to meet their wishes

to �know and understand’ as well as �to be

known and understood’ and, in line with it, to

share in the decision-making process.3,20,23

When a new health problem is presented or a

treatment is performed, patients are more often

involved in decision making. This is rather

logical and confirms earlier studies.16,17

As expected, the communicative behaviour

of the GPs about issues related to the MTA

has changed. Compared to 1987, the GPs in

2001 more often involved their patients in the

decision-making process, but asking for

understanding to the patient was less often

done in 2001. Moreover, today’s GPs more

often asked consent for a treatment or a

diagnostic procedure to their patients than

their colleagues in 1987, who almost never

asked for consent. To increase asking consent,

doctors should be allowed to offer patients a

simplified form of consent.36 However, some

other aspects of patient involvement, as med-

ical information giving have not increased over

time, and information giving about other

available treatments and their possible side-

effects and risks, is still lacking. So, patients’

involvement in decision making has increased

over time, but not in every respect.

There are some strength and weaknesses of

the study. The second survey includes many

consultations, more than ever has been inclu-

ded. So, data of this second survey are repre-

sentative of the GP population. Data of the

second survey used in the present study were

useful for comparative purposes, but the rep-

resentativeness of the 1987 data set is limited.

Besides, there was a large discrepancy between

the two sample sizes. Therefore, the observed

historical change to increased patient involve-

ment in decision making should be treated

carefully. Still, the results give a first insight in
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the changing patient involvement in decision

making.

Further, the instrument used to measure

patient involvement was validated, but is a

subunit within broader assessments. Elwyn

et al.13 concluded in a review study that this type

of instruments do not measure accurately,

because they do not give a detailed assessment of

patient involvement in shared decision making.

The new instrument they developed, the

OPTION scale, does respond to this demand.5

The present study had already started when this

new instrument was available, but is seems

valuable to use the OPTION scale in the future.

From a recent evaluation study it appeared

that caregivers have difficulties to translate legal

rules into practice.37 Moreover, often patients

do not know their legal rights. Solutions could

be found in implementation strategies as edu-

cation of and information giving to both care-

givers and patients. Cornerstones of these

processes are transfer of knowledge, creation of

a broad base, influence of attitude and beha-

viour of caregivers and patients, and possibilities

offered by the organizational context and future

developments.37

Intervention studies have shown that GPs are

able to acquire the skills to implement shared

decision making.38,39 The results with regard to

the explained variances suggest that informing

and involving patients may be a consistent

doctor style, rather than a response to patients’

preferences.

Skill development in this area should be

incorporated in postgraduate education.38

Moreover, the increasing patient participation is

seen as ethically justifiable.38,40 However, it has

been questioned whether the training costs offset

the benefits.40,41 Nevertheless, the promotion of

patient involvement appears likely to continue.38

In view of this process, GPs should be aware of

the possibility and desirability of involving

patients in the decision-making process.31,42

Supplementary information

Additional information accompanies this paper

at: http://www.nivel.nl.
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in Nederland (Focus on Communication: Doctor–
Patient Communication in the Netherlands]. Utrecht:
NIVEL, 2004.

21 van der Pasch MAA, Verhaak PFM. Communication
in general practice: recognition and treatment of
mental illness. Patient Education and Counseling,
1998; 33: 97–112.

22 Lamberts H, Wood M (eds). International Classifi-
cation of Primary Care. Oxford: Oxford University
Press, 1987.

23 van den Brink-Muinen A, Verhaak PFM, Bensing JM
et al. Doctor–patient communication in different
European health care systems: relevance and per-
formance from the patients’ perspective. Patient
Education and Counseling, 2000, 39: 115–127.

24 Sixma HJ, Kerssens JJ, van Campen C, Peters L.
Quality of care from the patients’ perspective: from
theoretical concept to a new measurement instrument.
Health Expectations, 1998; 1: 82–95.

25 Roter DL. The Roter Method of Interaction Process
Analysis. The Johns Hopkins University: Baltimore,
MD, 2001.

26 Roter DL, Larson S. The Roter Interaction Analysis
System (RIAS): utility and flexibility for analysis of
medical interactions. Patient Education and
Counseling, 2002; 46: 243–251.

27 Noldus LP, Trienes RJ, Hendriksen AH, Jansen H,
Jansen RG. The Observer-Video-Pro: new software

for the collection, management and presentation of
time-structured data from videotapes and digital
media films. Behavorial Research Methods,
Instruments and Computers, 2000; 32: 197–206.

28 Blalock HM. Social Statistics. Tokyo: McGraw-Hill,
1979.

29 Leyland AH, Groenewegen PP. Multilevel modelling
and public health policy. Scandinavian Journal of
Public Health, 2003; 31: 267–274.

30 de Haes H, Koedoot N. Patient centered decision
making in palliative cancer treatment: a world of
paradoxes. Patient Education and Counseling, 2003;
50: 43–49.

31 Rowbotham D. Informed consent (and a flatter in
Vegas). British Medical Journal, 2005; 331: 973.

32 Wood CPJ, Blackburn SC. Informed consent. Is
frightening patients really in their best interests?
British Medical Journal, 2005; 331: 1082.

33 Krupat E, Bell R, Kravitz RL, Thom D, Azari R.
When physicians and patients think alike: patient-
centered beliefs and their impact on satisfaction and
trust. Family Practice, 2001; 50: 1057–1062.

34 Robinson A, Thomson R. Variability in patient
preferences for participating in medical decision
making: implication for the use of decision support
tools. Quality in Health Care, 2001; 10: i34–i38.

35 Schneider A, Korner T, Mehring M, Wensing M,
Elwyn G, Szecsenyi J. Impact of age, health locus of
control and psychological co-morbidity on patients’
preferences for shared decision making in general
practice. Patient Education and Counseling, 2005; 61:
292–298.

36 Davies J. Doctors should be allowed to offer patients
a simplidief form of consent. British Medical Journal,
2005; 331: 925.

37 Witmer JM, de Roode RP (eds). Van wet naar prak-
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