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Objective: To describe the exploratory use of short decision support tools for patients, called Option Grids.
Option Grids are summary tables, using one side of paper to enable rapid comparisons of options, using
questions that patients frequently ask (FAQs) and designed for face-to-face clinical encounters. To date,
most evidence about ‘patient decision aids’ has been based on tools with high content levels, designed for
patients to use independently, either before or after visits.
Methods: We studied the use of Option Grids in a quality improvement project, collecting ﬁeld notes and
conducting interviews with clinical teams.
Results: In the ‘Making Good Decisions in Collaboration’ (MAGIC) program, clinicians found that using
Option Grids made it easier to explain the existence of options and reported a ‘handover’ effect, where
patient involvement in decision making was enhanced.
Conclusion: Option Grids made options more visible and clinicians found it easier to undertake shared
decision making when these tools were available. Used in a collaborative way, they enhance patients’
conﬁdence and voice, increasing their involvement in collaborative dialogs.
Practice implications: Further work to conﬁrm these preliminary ﬁndings is required, to measure
processes and to assess whether these tools have similar impact in other clinical settings.
ß 2012 Elsevier Ireland Ltd. All rights reserved.
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1. Introduction
1.1. Background
Implementing shared decision making into routine care is
difﬁcult, even though the approach is receiving increasing health
policy interest in the US and Europe [1,2]. Clinicians report many
practical barriers, including a lack of tools and a shortage of time
[3,4]. Attempts to promote shared decision making by distributing
decision support tools (also known as decision aids) for use by
patients have not led to sustained implementation in routine
services, despite positive outcomes in many randomized trials [5].
However, almost all research so far has been based on decision
tools that have been designed for patients to use independently,
either before or after they visit clinicians.
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Research demonstrates that innovations are more likely to be
adopted when they confer advantage, when they ﬁt into existing
workﬂows and when there is, at minimum, no conﬂict with
existing priorities, targets and incentives [6]. It is not a surprise
therefore that interventions that have been designed to support
the active involvement of patients in decision making, such as
patient ‘decision aids’, have failed so far to become embedded
into routine practice [3]. The work of integrating these tools into
clinical pathways, asking clinicians to portray options, to
support patients to weigh pros and cons, and engage their
families in a decision making process is more demanding than
making a positive recommendation for treatment [7]. How best
to implement shared decision making remains an unresolved
challenge [8,9].
This is despite a decade of evidence from over 86 randomized
trials showing that patient decision support tools lead to positive
effects: these tools increase patients’ knowledge, improve patients’
perception of risks, lead to choices that are ‘more congruent’ with
their preferences as well as leading to reduced rates of elective
surgery in some settings [5]. As Marshall and Bibby noted, many
health care interventions have been supported and implemented
on the basis of less evidence [10]. Yet, although these effects can be
demonstrated in research contexts where there has been dedicated
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funding, these interventions seldom become embedded into
clinical pathways, beyond the duration of the research [11–13].
It is also clear that implementing shared decision making will
require more than embedding decision support tools into clinical
pathways. Health professionals will need to develop positive
attitudes to involving patients in decisions. This will be a difﬁcult
challenge. Health professionals cite multiple barriers – that time is
short, that many patients do not want them, that the tools are not
designed for use in face to face encounters and that other priorities
and targets demand their attention [3]. Shared decision making is
seen as an important aspiration albeit with the caveat that ‘‘it is not
feasible in busy clinics’’. If we are to make progress, what is to be
done?
1.2. Brief tools for use in face-to-face encounters: are they a solution?
Although most research so far has been done on the use of
extensive patient decision support tools (booklets, video, websites,
etc.), other types of tools also exist, though they have had less
attention [14]. Whelan and colleagues designed a decision board
for use in a consultation in the early 1990s [15]. Elwyn and
Edwards created brief bar charts for family doctors to communicate risk to patients during primary care encounters [16]. Montori
and colleagues have designed ‘issues cards’ [17], which allow
patients to prioritize areas for discussion in clinical encounters.
These brief tools are designed to facilitate a dialog about options
but do not attempt to be comprehensive. It is worth noting that
these brief tools have all been developed by medical clinicians
attempting to implement shared decision making during clinical
encounters. The documented advantages of this approach have
been the impact on the dialog, an improved realization that options
exist, and on tangible changes in the communication process, i.e. in
terms of turn-taking and body language [18]. These tools are, by
necessity, too brief to provide comprehensive information and
many, though not all, patients may want more. This could be
achieved by using short tools to initiate shared decision making in
clinical encounters and then referring patients to more extensive
tools (e.g. booklet, DVD, and other digital methods) to read and
share with other family members [14], as described by a recent
model of shared decision making [19].
To make progress, we designed interventions speciﬁcally used
in clinical encounters. The aim of this article is to describe our
experience with tools that have been designed for this purpose: we
called these tools Option Grids.

three options. Achieving this degree of brevity requires the
following steps:
(1) Decisions have to be made about the relevance of information,
and this leads to a selection based on ‘what matters most’ to
(most) patients when making decisions.
(2) Meticulous editing is needed to ensure that the language is
concise, accessible and clear.
These steps mean that the Option Grid can be read in a few
minutes by an individual with a reading age of 10–12 years, or read
aloud by the health professional if preferred. The one-page format
facilitates local printing so that the tools are available, provided
only that the user has access to the web and to a printer. This
format lends itself to digital formats as well, such as video and
mobile applications. The development of these short tools requires
access to evidence synthesis (preferably high quality systematic
reviews, e.g. NICE reviews of evidence). The FAQs need to be
derived by rigorously assimilating and ranking patients’ concerns,
preferably using multiple methods as well as incorporating the
perspective of experienced clinicians. Further details about the
development process are available from the Option Grid Collaborative [21].
2.2. The origin of Option Grids
Bresdex is a decision support website for patients who have
been diagnosed with breast cancer. During our evaluation of the
web tool [22], we noted that the most often visited page was a
table comparing treatment options, where we had organized the
questions patients most frequently ask on the rows and had
compared options in the columns. Patient and feedback were
also positive. We therefore developed this format to be a standalone tool and used the term Option Grid, creating further
similar tools and hosting them on a website [21]. Tables that
summarized pros and cons of treatment options were also
produced at Newcastle [24].
We have used these tools in an implementation program
(Making Good Decisions in Collaboration, MAGIC [23]) in seven
clinical teams over 18 months. Observations, ﬁeld notes and semistructured interviews (n = 52) were conducted by the facilitator
(AL), during the implementation work focused on the use of Option
Grids. These data form the basis for discussions and summaries of
the key ﬁndings from testing a new approach to facilitating shared
decision making.

2. Methods
2.3. Theoretical background
2.1. Background: what are option grids?
An Option Grid is a brief summary of options organized in
tabular format, limited to one side of standard size paper (see
Fig. 1 – Option Grid for breast cancer surgery). The questions
that patients frequently ask (FAQs), derived from patients’
common concerns, form the table rows. These questions should
be simple, e.g. ‘‘What are the common side effects?’’ and ‘‘When
can I return to work?’’ The features of the selected options are
presented across the table columns, in a way that allows
horizontal comparison.
Because the information presented on an Option Grid is
purposefully limited, judgments have to be made about the
number of questions that can be posed and which options are
summarized. It is usually possible to list 6–8 FAQs. Comparing
options using a small number of attributes is helpful, because
making a choice often rests on a small number of important issues,
sometimes even just the ‘single most important reason’ [20].
Option Grids work best when they show a maximum of two or

The approach draws on the work of the ABC Group in Berlin
[20]. Gigerenzer’s group has demonstrated that heuristics (rules of
thumbs) are an efﬁcient method to arrive at good decisions when
we are faced with complex information tasks and are the naturally
occurring approaches to human decision making [20]. Their
research demonstrates that by using rules of thumb, which they
have described as ‘fast and frugal heuristics’, we arrive at decisions
that are as good as, and often signiﬁcantly better, than methods
which draw on more complicated methods such as in-depth
reasoning or decision analysis – methods that assume ‘unbounded
rationality’ [25].
In the past, many decision researchers based their analyses on
assumptions of unbounded rationality. In this approach, the
models rely on the premise that decision makers are processing
information in a ‘rational’ way with access to perfect information
and limitless computation. Decision making in the real world,
especially in brief clinical encounters, is clearly more ‘bounded’
and characterized by high degrees of uncertainty. It is only
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Fig. 1. An example of an Option Grid.
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relatively recently that the concept of bounded rationality has
gained prominence, and the applicability of this idea to ﬁelds such
as clinical practice recognized [26]. Option Grids are based on these
assumptions – that decisions often have to be made on limited
information and in relatively short time frames – and that the best
way of supporting decisions is to keep information brief and
focused on the attributes that support relevant comparisons.
Option Grids are speciﬁcally designed to provide comparison
points on the basis of key attributes (organized by FAQs).
3. Results
3.1. How to use Option Grids
Based on observations and the result of workshops with
clinicians, we observed that Option Grids were used in different
ways. However, we noted that clinicians emphasized the value of
following these key steps:
 Describe: that the goal of the Grid is to initiate a conversation
about options, that it is organized as a table to enable comparison,
using questions that many other patients found useful.
 Check: ask if the patients wish to read it themselves or whether
they prefer the comparisons to be vocalized.
 Handover: give the Option Grid to the patients and also provide a
pen so that they can mark their copy and jot questions, if they
wish.
 Create space: ask permission to perform other tasks if the
patients wish to read the Grid, so that they do not feel ‘observed’
as they take time to assimilate the information.
 Ask: encourage questions and discussion.
 Gift: the patients should be told that they should take the Option
Grid with them, so that they have an aide-mémoire and an
opportunity to discuss their options with others, as well as look
for more information (referral to speciﬁc sources encouraged).
The clinician will need to establish whether patients are willing
to read the Grid. If not, the clinician could use the Grid structure as
the basis for their comparison of options. Either way, the grid
should still be given to the patient so that both patients and
clinicians collaborate as they view the content.
Typically, patients take about 3 min or so to read an Option Grid
– in some cases less time than it might take to explain the same
information verbally. Yet, being asked to read an Option Grid will
be a novel experience for many patients. To remove the pressure of
feeling observed, clinicians suggested that they should ask the
patient’s permission to do another task, typically turn to use their
computer to enter notes. The clinician should remain silent until
the patient indicates that they have read the Option Grid.
3.2. Handover effect
Interviews with participating clinicians and observations
during training events conﬁrmed that handing the Option Grid
to the patient had an impact on the communication process.
Interpreting what clinicians said from a sociological perspective
the patients receive a representation of institutional knowledge,
endorsed by virtue that it is given to them by their clinician. It also
makes concrete two of the most difﬁcult steps in shared decision
making – to make options visible, and to enable comparison of
options in relation to personal questions and preferences.
Reﬂecting on their experiences of using Option Grids, clinicians
felt that the handover step achieves two things:
(1) Respect: It signals the clinician’s respect for patients as
relevant contributors to the process of making decisions.

Box 1. Using Option Grids in practice.

Case 1
A 48 years old man with high cholesterol.
Concerned about a history of heart attacks in his family, a 48 years old man
asked his family doctor for a cholesterol test. It came back raised. Initially he
wanted to have medication, but after reading the Option Grid with the doctor
he realized that he also had to make radical changes to his lifestyle in order to
reduce his risk as becoming aware that statins were not free of side effects.
Case 2
A 50 years old woman with breast cancer.
This patient used an Option Grid to compare mastectomy to lumpectomy
(conservation surgery with radiotherapy). She noticed the difference in the
local cancer recurrence rate, observing that it was double in lumpectomy.
She was also alerted to the side-effects of radiotherapy, such as breast
tenderness and shrinkage. These issues were important to her decision.
Case 3
A 60 years old man with early cancer of the vocal cord.
Radiotherapy and surgery are both reasonable treatment options. As the
patient read the Option Grid he underlined issues for discussion. He asked
about the degree and duration of hoarseness associated with radiotherapy.
He emphasized that, for him, communicating with his family were of more
importance than survival at any cost. The Option Grid helped to highlight his
own preferences. It did so in a short time, as well as indicating the need for
more detailed deliberation before making a ﬁnal decision.

(2) Power transfer: It signals a transfer of power and responsibility – the handover of an Option Grid effects a shift in the
interactional relationship.
Clinicians noted that this shift in power seemed to be
emphasized by providing the patients with a pen, saying that it
can be used, if they wish, to underline relevant issues or makes
note. It was as if giving the patient the instruction to annotate the
document symbolizing a transfer of ownership and the legitimacy
of participation, permitting relevant questions. Box 1 provides
examples of their use in clinical practice.
3.3. Clinician views on the value of Option Grids
Feedback from teams in the MAGIC program who routinely
used the Option Grids (for a range of clinical topics including breast
cancer, tonsillectomy, head and neck cancer, cholesterol-lowering
therapies) provided evidence that the tools provide the following
beneﬁts: (1) standardization, (2) visualization and (3) operationalization.
(1) Standardization: Option Grids standardize the provision of
information, facilitate patients’ understanding of treatment
options, and make consultations easier:
‘‘We have always done this – give information to patients –
but now it’s in a more organised fashion . . . everybody will
use the same Grid, so all the patients will have the same
information.’’ (surgeon, multi-disciplinary head and neck
cancer team)
(2) Visualization: Second, the tool helps patients to visualize the
difference between treatment options:
‘‘. . . patients can now actually see for themselves the actual
differences in the choices they have, on a piece of paper.
Previously they had to imagine it. Now they can actually see
it on a piece of paper . . . This visualisation . . . makes things
easier for them to understand.’’ (breast surgeon, multidisciplinary breast cancer team)
(3) Operationalization: Third, it acts to operationalize this step, as
an aide-mémoire for experienced staff and a training tool for
junior staff:
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‘‘When I started, . . . I always used to ask the nurse, did I
forget anything . . . But if you have an Option Grid in front of
you it gives you the points you have to go through, then you
know you haven’t missed anything. So it’s a very good
training tool for juniors as well . . . it gives them conﬁdence
that they’ve covered all the points.’’ (breast surgeon, multidisciplinary breast cancer team)
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suggest that Option Grids are one example where effective tools
generate better interactions and we are undertaking further work
to consolidate this.
Funding

4. Discussion and conclusion

Work on developing Option Grids has been supported by Cancer
Research UK (Bresdex), The Health Foundation (MAGIC), Cardiff
University, UK and Dartmouth College, USA.

4.1. Discussion

Conﬂict of interest

We have described the experience of UK NHS teams in a quality
improvement project as that used a new type of tool to facilitate
shared decision making. It ﬁts the requirement of a conceptual
model illustrated in Fig. 2, and described in detail elsewhere [19].
The model calls for two different types of tools to support shared
decision making: brief tools for use inside clinical encounters and
more elaborate tools for independent use. Option Grids stimulate
choice talk and support option talk – therefore providing a visible
and concrete platform for decision talk, in short: shared decision
making. We have observed that Option Grids catalyze shared
decision making and lead to patients being more willing to ask
questions, seek out further information and deliberate, with
others, helping them become better informed to discuss decisions
with clinicians.

None of the authors have a conﬂict of interest to declare. At
completion, Option Grids are published online on an open access
website.

4.2. Conclusion
We argue that the process of providing brief decision support
tools should become a central part of the clinical encounter and not
a process that is divorced from the face-to-face dialog. By using
brief summaries, that are organized according to the questions that
patients frequently ask, these tools provide a way to make rapid
comparisons between alternatives, and we have noted how
clinicians become enthusiastic about using them to accomplish
shared decision making.
4.3. Practice implications
Although clinicians generally report motivation to involve
patients in decisions [27,28], they also wish for support to develop
both their communication skills and the tools they feel could help
them. When clinicians observe the use of Option Grids, it seems to
overturn the claim that clinicians often make – that patients ‘‘don’t
want to be involved in decisions’’. Patients also want treatments
they understand and that they feel with serve their interests. Our
observations in this early work with Option Grids, suggest that
these tools facilitate shared decision without the need to focus on
communications skills as such, reinforcing Salmon’s claim that
clinicians are, by and large, effective communicators [29]. We

Fig. 2. Shared decision making: a model for clinical practice.
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Shared decision making: really putting patients at the centre of healthcare. Brit
Med J 2012;344:e256. http://dx.doi.org/10.1136/bmj.e256.
[10] Marshall M, Bibby J. Supporting patients to make the best decisions. Brit Med J
2011;342:d2117.
[11] Elwyn G, Légaré F, Weijden TVD, Edwards A, May C, van Der Weijden T.
Arduous implementation: does the Normalisation Process Model explain why
it’s so difﬁcult to embed decision support technologies for patients in routine
clinical practice. Implement Sci 2008;3:57.
[12] Frosch DL, Moulton BW, Wexler RM, Holmes-Rovner M, Volk RJ, Levin CA.
Shared decision making in the United States: policy and implementation
activity on multiple fronts. Z Evidenz Fortbild Qual Gesundheitswes
2011;105:305–12.
[13] Härter M, van der Weijden T, Elwyn G. Policy and practice developments in the
implementation of shared decision making: an international perspective. Z
Evidenz Fortbild Qual Gesundheitswes 2011;105:229–33.
[14] Elwyn G, Frosch D, Volandes AE, Edwards A, Montori VM. Investing in
deliberation: a deﬁnition and classiﬁcation of decision support interventions
for people facing difﬁcult health decisions. Med Decis Making 2010;30:
701–11.
[15] Whelan T, Levine M, Willan A, Gafni A, Sanders K, Mirsky D, et al. Effect of a
decision aid on knowledge and treatment decision making for breast cancer
surgery: a randomized trial. J Amer Med Assoc 2004;292:435.

212

G. Elwyn et al. / Patient Education and Counseling 90 (2013) 207–212

[16] Elwyn G, Edwards AA, Hood K, Robling MMR, Atwell CLA, Russell I, et al.
Achieving involvement: process outcomes from a cluster randomised controlled trial of shared decision making skill development and use of risk
communication aids in general practice. Fam Pract 2004;21:337–46.
[17] Breslin M, Mullan RJ, Montori VM. The design of a decision aid about diabetes
medications for use during the consultation with patients with type 2 diabetes. Patient Educ Couns 2008;73:465–72.
[18] Jones LA, Weymiller AJ, Shah N, Bryant SC, Christianson TJH, Guyatt GH, et al.
Should clinicians deliver decision aids? Further exploration of the Statin
Choice randomized trial results. Med Decis Making 2009;29:468–74.
[19] Elwyn G, Frosch D, Thomson R, Joseph-Williams N, Lloyd A, Kinnersley P, et al.
How to do shared decision making: a model for clinical practice. J Gen Intern
Med 2012 [Epub ahead of print].
[20] Gigerenzer G, Todd P, Todd PM. Simple heuristics that make us smart. New
York: Oxford University Press; 1999.
[21] The Option Grid Collaborative; 2012.
[22] Sivell S, Marsh W, Edwards A, Manstead ASR, Clements A, Elwyn G, BresDex
group. Theory-based design and ﬁeld-testing of an intervention to support

[23]

[24]
[25]
[26]
[27]

[28]

[29]

women choosing surgery for breast cancer: BresDex. Patient Educ Couns
2012;86(2):179–88.
MAGIC Making Good Decisions in Collaboration: an implementation programme. London; 2012. http://www.health.org.uk/areas-of-work/evaluation/
evaluation-magic-shared-decision-making/.
http://www.patient.co.uk/pils.asp; n.d. [accessed May 2012].
Marewski JN, Gaissmaier W, Gigerenzer G. Good judgments do not require
complex cognition. Cogn Process 2010;11:103–21.
Gigerenzer G, Goldstein DG. Reasoning the fast and frugal way: models of
bounded rationality. Psychol Rev 1996;103:650–69.
Davis RE, Dolan G, Thomas S, Atwell C, Mead D, Nehammer S, et al. Exploring
doctor and patient views about risk communication and shared decisionmaking in the consultation. Health Expect 2003;6:198–207.
McGuire AL, McCullough LB, Weller SC, Whitney SN. Missed expectations?
Physicians’ views of patients’ participation in medical decision-making. Med
Care 2005;43:466.
Salmon P, Young B. Creativity in clinical communication: from communication
skills to skilled communication. Med Educ 2011;45:217–26.

