
sick role as a chosen role for the ma-
jority of patients.

Some patients play a different sick
role. They often mistrust physicians
and when they do seek help are un-
able to take advice because of their
rigid ideas. Some patients resist tak-
ing and sometimes refuse to take an-
tidepressant drugs for fear of “poi-
soning themselves.” In such cases
the patient often wants to take
charge of decisions involving treat-
ment. Most physicians will be un-
comfortable if they have to treat
someone inappropriately, at the pa-
tient’s insistence.

It takes a lot of effort and under-
standing to work with these patients
and to establish a therapeutic alliance
whereby the patient has enough trust
to follow the doctor’s advice. By re-
quiring patients to collaborate and
make their own decisions we might
sometimes be failing to take responsi-
bility for our own role within the
doctor–patient relationship.

Perhaps we need to assess each
patient for the impact of the illness
in terms of demoralization and ca-
pacity to make choices, as well as the
capacity to collaborate and trust. It
would then be part of treatment
planning to encourage the patient’s
increased self-care.
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[The authors respond:]

Our paper did not state or suggest
that people consciously choose

to play the sick role once they be-
come patients. We hypothesized that
being a patient makes people behave
in a less active way than they might
have foreseen for themselves when
still healthy. Neither did we speculate
on the mechanism of such a change.
It may be the result of a process of
emotional regression or demoraliza-
tion, as suggested by Dr. Salole. It

could also relate to a fear of responsi-
bility for a decision and its outcomes.
Perhaps the misunderstanding is
caused by the expression “playing the
sick role,” which was employed by
Dr. Laine in her editorial. The phrase
“playing a role” implies a conscious
and voluntary act. We think that the
role known in medical sociology as
the “sick role” is adopted subcon-
sciously.

In our paper we deliberately did
not embark on an ethical discussion of
the ideal of shared decision-making.
However, in light of the emphasis
given this topic by both the editorial
and Salole’s letter, we feel we should
respond, to prevent readers from as-
cribing to us a moral viewpoint that is
not ours. It is not clear whether Laine
promotes shared decision-making be-
cause of patient preferences or be-
cause of empirical evidence for better
health outcomes. An important differ-
ence exists between arguing for
shared decision-making out of respect
for patients’ preferred role in deci-
sion-making (respect for autonomy)
and doing so because of better health
outcomes (for reasons of beneficence
or from utilitarian motives). We indi-
cated that, as long as evidence is lack-
ing about patients’ motivations re-
garding decision-making preferences,
we should hold on to patient-centred
medicine and respect patients’ per-
spectives on their role in decision-
making. We do not feel that evidence
showing improved health outcomes is
strong enough to “force” shared deci-
sion-making upon patients.

Finally, we subscribe wholeheart-
edly to Salole’s point about the im-
portance of the physician’s role in this
complicated process of people be-
coming patients. Not only must
physicians be capable of gauging a
patient’s mental state and his or her
reserves for coping with disease and
treatment, but they must also be flex-
ible and creative in adopting an idio-
syncratic role that best responds to
the patient’s needs. Part of their role

is to stimulate patients’ participation
in, compliance with and acceptance
of personal responsibility in the treat-
ment plan — certainly not an easy
task.
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Clinical opinions 
on transfusion triggers

Transfusion decision-making has
become much more complex

than it used to be, and the process is
now frequently aided by published al-
gorithms or consensus statements.1–5

Unfortunately, these sources do not
always provide specific suggestions
for specific clinical situations. We
used the Internet to sample the opin-
ions of a number of practising physi-
cians about the transfusion trigger
they would pick in a set of hypotheti-
cal clinical settings and then con-
structed a series of histograms of
minimum acceptable hemoglobin
concentrations for a variety of clinical
scenarios. For example, for a sample
of 26 practising anesthesiologists
asked to provide a perioperative
transfusion trigger for an otherwise
healthy anemic 45-year-old woman
undergoing total abdominal hysterec-
tomy for menorrhagia, the mean
transfusion trigger was 76.3 g/dL
(standard deviation 7.7). Opinion
data were also obtained for perioper-
ative scenarios involving patients with
coronary artery disease, patients with
prior successful myocardial vascular-
ization, elderly patients and others.

With this method, clinicians deal-
ing with an actual clinical situation
might choose a transfusion trigger
that is the mean of the opinion his-
togram corresponding to that sce-
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