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Objectives: To gain insight into healthcare professionals’ (HCPs’) perspectives on the use of outcome data in
consultations and to understand which aggregated outcomes patients find important.
Methods: This study had a mixed-methods design and consisted of two steps:

1. HCPs (n = 11) were interviewed about the use of outcome data in consultations. Thematic analysis
was used for data analysis.

2. Patients with prostate cancer, lung cancer, and inflammatory bowel disease (IBD) completed
questionnaires (n = 283) to identify important outcomes. Descriptive statistics were used for data
analysis.

Results: HCPs indicated that aggregated outcome data are not routinely used in consultations. They pointed out

various barriers to using outcome data, e.g., low response rates of PROMs, and suggested actions to address these

barriers, including training of HCPs in outcome data usage. Patients rated the majority of aggregated outcomes as
important, although preferences differed between the studied health conditions.

Conclusion: Both HCPs and patients underscored the importance of discussing outcome data in consultations.

Nevertheless, HCPs encountered several barriers to using outcome data. Furthermore, patients with different

health conditions have somewhat different information needs.

Practice implications: The study identified several actionable steps to enhance the collection and application of

outcome data in consultations.

1. Introduction

Value based health care (VBHC) is a healthcare model dedicated to
enhancing quality of care, while containing or reducing healthcare costs.
In the shift toward a VBHC system, the focus is on maximizing value for
patients, where value is defined as outcomes relevant to patients relative
to the costs needed to achieve these outcomes [1]. With the introduction
of VBHC, outcome data at the level of health conditions have become
available [2]. These outcome data encompass clinical outcomes, such as

blood test results, and patient-reported outcomes, such as quality of life
[3-5]. Outcome data can be used at the organizational level for quality
improvements and to benchmark between healthcare providers [6], or
at the individual level to inform the patient, monitor their health status,
and support shared decision-making (SDM) in patient consultations [7].

There are two types of outcome data: 1) individual outcome data, i.
e., data from one patient, and 2) aggregated outcome data, i.e., data
derived from a group of patients. Patient consultations mainly focus on
the patient’s individual outcome data to track their personal health
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status and quality of life. Meanwhile, aggregated outcome data are
mainly used in the context of quality improvement and benchmarking,
offering insights into group-level outcomes that can be compared across
institutions or over time [8]. However, they can also be used in patient
consultations to support SDM, for instance by developing
patient-like-me models that predict personalized outcomes based on
data from similar patients [9,10].

To effectively use both types of outcome data in patient consulta-
tions, two essential factors come into play: active patient participation
and training for HCPs. First, active patient participation is needed to
select outcomes that are relevant to patients and match their informa-
tion needs [11]. Current outcome measures are often determined by
healthcare professionals (HCPs) without asking patients about their
relevance [12]. Moreover, since outcome measures are mostly selected
to be used for quality improvement and benchmarking [13-15], these
outcomes might not be relevant to discuss in individual patient con-
sultations. Second, training HCPs on how to use outcome data in a
meaningful way is a crucial step in the implementation of outcome data
in patient consultations [16,17]. Currently, HCPs often lack the neces-
sary knowledge, skills, and sometimes attitudes for using outcome data
in consultations [18].

In recent years, several projects have been initiated in the
Netherlands to study and improve the use of both individual and
aggregated outcome data in patient consultations, such as the SHOUT
study, the QLIC-ON study, and the SOURCE study [17,19,20]. However,
it remains unclear whether outcome data are used in consultations
outside of these projects, and what the perspectives of HCPs and patients
are regarding the use of outcome data in patient consultations.

This study aimed to provide a deeper understanding of the use of
outcome data in patient consultations in the Netherlands by addressing
the following questions: 1) What are HCPs’ perspectives on the use of
outcome data in consultations?; and 2) Which aggregated outcomes are
important to patients and how does that vary across health conditions?
The answers to these two questions will provide an integrated view of
outcome data usage at the individual patient level and will guide further
steps to enhance the use of outcome data in patient consultations.

2. Methods
2.1. Study design

This study employed a mixed-methods design. Using a grounded
theory approach, we interviewed HCPs about the use of outcome data in
patient consultations. Patients were surveyed to identify which aggre-
gated outcomes they consider important by means of a questionnaire.

2.2. Healthcare professional interviews

The methodology of the qualitative part is described according to the
consolidated criteria for reporting qualitative research (COREQ)
guidelines [21].

2.2.1. Context

HCPs from the Santeon hospitals were invited for an interview.
Santeon is a collaboration of seven non-academic teaching hospitals that
collectively strive to improve their care following the principles of
VBHC. They are geographically spread throughout the Netherlands,
each serving different patient populations. Each hospital has established
multidisciplinary Value Improvement (VI) teams for fifteen specific
health conditions. The VI teams collect predetermined outcome-, pro-
cess-, and cost-indicators that are used for benchmarking and improving
healthcare quality across all Santeon hospitals [22]. For three health
conditions (breast cancer, stroke, and chronic kidney disease) the San-
teon hospitals have started a study on the use of outcome data to
personalize healthcare (SHOUT-study) [17].
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2.2.2. Study sample

We contacted 27 HCPs who had previously participated in a study on
patient participation in VBHC via email. The inclusion criterion was:
medical specialists and nurses who were part of a VI team and thus had
experience with using outcome data for quality improvement and
benchmarking. The exclusion criteria were: 1) HCPs from recently
started VI teams with limited experience in outcome data collection and
2) HCPs who participated in the SHOUT study [17], as their perspectives
might be influenced by their role in the study. Participants were given
the choice to conduct the interview face-to-face or via
video-conferencing.

2.2.3. Data collection

HCPs were interviewed about the use of clinical and patient-reported
outcome data, both at the aggregated or individual level, in patient
consultations. See Appendix A for the interview guide of these semi-
structured interviews. Participants were requested to provide consent
to record the interview, and the interviews were transcribed verbatim
using transcription software (Amberscript). The first author (HJW)
conducted the interviews, made field notes during the interviews,
checked the transcriptions, and sent the transcriptions to the partici-
pants for a member check. HIW had previous experience with and
training in conducting and analyzing interviews. HJW had no prior
relationship with the interviewees.

2.2.4. Data analysis

The qualitative data obtained from the interviews were analyzed
through thematic analysis. An inductive approach for the coding was
used. To ensure the reliability of the analysis, three randomly selected
interviews were double-coded by two researchers (HJW and CCB). Any
discrepancies were resolved through a consensus meeting after coding
these three random interviews. Given the absence of major discrep-
ancies between the two coders, one researcher (HJW) proceeded to code
all the interviews, with the second coder (CCB) performing a cross-
check. The themes were organized into a schematic overview and dis-
cussed with the co-authors. This overview was sent to the interviewees
for a member check. Atlas.ti software was used for qualitative data
analysis.

2.3. Patient questionnaires

2.3.1. Study sample

Patients with one of the following three health conditions, i.e.,
prostate cancer, lung cancer, and inflammatory bowel disease (IBD),
were recruited via Dutch patient organizations and online forums
(Crohn & Colitis NL, kanker.nl, Prostaatkanker Stichting, Longkanker
NL, foundation DUOS). The three health conditions were selected based
on variations in chronicity and prognosis, with IBD being an incurable
chronic disease, prostate cancer being a slow progressive cancer with a
high survival rate, and lung cancer being a more progressive cancer with
a lower survival rate.

2.3.2. Data collection

Patients were asked to rate the importance of aggregated outcomes
on a 5-point Likert-scale. They were also asked whether they preferred
merely being informed about the outcome or desired a discussion with
their HCP about that outcome. The questionnaires incorporated out-
comes that were collected by VI teams for quality improvement of the
corresponding health condition. Examples of these outcomes are sur-
vival rate, prostate-specific antigen level, malnutrition, patient-reported
fatigue, and pain.

The questionnaires were written in Dutch B1 language level (Com-
mon European Framework of Reference for Languages) with the assis-
tance of two linguists. An example of a question of the prostate cancer
questionnaire is: ‘The number of patients that are incontinent after treat-
ment. Do you find this important information?’ Each question on the
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importance of an outcome was followed by the question ‘Do you only
want to know this information, or do you also want to discuss this infor-
mation with your healthcare professional?’ The complete questionnaires
and response options are available in Appendix B. Each questionnaire
ended with an open-ended question, allowing participants to suggest
relevant outcome data that had not been covered in previous questions.

To check whether we had reached an inclusive group of patients with
regard to health literacy, the three health literacy questions were added
to the questionnaire [23].

2.3.3. Data analysis

Outcomes were considered important if patients rated them with a
score of four or five (‘important’ or ‘very important’). Analysis was
conducted to examine differences between the three health conditions
and the type of outcome data (clinical or patient-reported). Descriptive
statistical analysis was performed with Excel. Open text data from the
questionnaire were categorized by HJW based on similarities between
responses from different patients. To enhance reliability and minimize
interpretation, HJW discussed the identified categories with several co-
authors.

Inadequate health literacy was determined according to established
standards in the literature, where an average score of < 2 (on a 5-point
Likert-scale) of the three health literacy questions indicates inadequate
health literacy [24].

2.4. Patient and public involvement

Two patient advisors were part of the research team and actively
participated in research team meetings. Their involvement spanned all
aspects of the study, from grant proposal writing and drafting the patient
questionnaire to interpreting the results and co-authoring this article.

2.5. Ethical approval

The research protocol for this study was approved by the ‘Santeon
Beheercommissie’ (SDB-2022-004). The Medical Ethical Commission-
Utrecht declared that no further ethical approval was needed for this
study (W22.213). Each participating hospital also obtained approval
from their local scientific committee to ensure feasibility. HCPs provided
written informed consent to use and store their data for research. Pa-
tients were informed about the use of their answers for research and
consented to use and store their data for research by completing the
questionnaire. No personal identifiers were collected via the
questionnaire.

3. Results
3.1. Healthcare professional interviews

Eleven HCPs were interviewed; see Table 1 for interviewee charac-
teristics. The main reason for non-participation of the contacted HCPs
was due to time constraints. The interviews had an average duration of
23 ( £ 6) minutes, excluding the study’s introduction and explanation.
Interviews continued until data saturation was reached.

Five distinct themes emerged from the HCP interviews: importance
of the use of outcome data, current use of outcome data, barriers to the
use of outcome data, proposed actions, and ambitions and future per-
spectives (see Fig. 1). [llustrative quotes for each theme are presented in
Table 2. Overall, HCPs mostly referred to the use of Patient Reported
Outcome Measures (PROMs) when discussing outcome data in general.

3.2. Importance of the use of outcome data
The HCPs mentioned several reasons for the importance of using

outcome data in patient consultations. First, outcome data aid in treat-
ment decision-making. Second, the use of outcome data empowers
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Table 1
Interviewee characteristics.
Characteristics N (%)
Total 11
Gender
Male 4 (36%)
Female 7 (64%)
Function
Medical specialist 6 (55%)
Nurse (practitioner) 4 (36%)
Physician assistant 1 (9%)
Specialism
Orthopedics 2 (18%)
Inflammatory Bowel Disease 2 (18%)
Lung cancer 1 (9%)
Prostate cancer 3 (27%)
Diabetes 1 (9%)
Birth care 1 (9%)
Coronary artery disease 1 (9%)

patients to actively participate in their care, by allowing them to
monitor their own health status and treatment outcomes. Third, HCPs
mentioned that collecting outcome data helps to monitor the patients’
health status over time. PROMs were considered particularly valuable
for providing accurate insight into a patient’s health status, since pa-
tients can complete the questionnaires at home, which gives a more
veracious response of the patient. It was also thought that PROMs
facilitate discussions about sensitive topics, since patients do not have to
bring these up themselves, and the HCP does not need to carefully
introduce the topic. In general, nurses tended to place greater emphasis
on the positive aspects of PROMs compared to medical specialists.

3.3. Current use of outcome data

There are variances in the current use of outcome data among HCPs.
Aggregated outcome data were predominantly used for quality
improvement rather than in patient consultations. The use of individual
clinical outcome data, such as monitoring blood values, was seen as
common clinical practice, whereas the use of PROMs would require a
new way of working according to HCPs. Some HCPs acknowledged that
even though PROMs had been implemented for their health condition,
they or their colleagues do not consistently discuss them with their pa-
tients. HCPs reported the use or development of various tools, such as
decision aids or dashboards, to visually present outcome data and to
support treatment decision-making based on these data.

3.4. Barriers to the use of outcome data

HCPs encountered several barriers to the use of outcome data. First,
they noted a lack of practical support, including IT assistance or dedi-
cated staff responsible for PROMs implementation. Second, HCPs
pointed out that the quality of aggregated outcome data is often insuf-
ficient to use it in clinical practice, as it frequently originates from a
small and non-representative sample of patients. Third, several HCPs
believed or experienced that the discussion of PROM data is burden-
some, as it can consume additional time, while others believed it might
save time. A few HCPs considered PROM outcomes as ‘too soft’ and
outside the scope of their responsibilities. Fourth, HCPs mentioned that
they prefer traditional conversations with their patient over using tools
such as decision aids. Fifth, HCPs indicated that they find it challenging
to translate outcome data into treatment decisions. Last, the low
response rate of PROMs was cited as a barrier. HCPs identified four
possible reasons for the low response rate of PROMs: (1) patients do not
see the point of completing PROMs, (2) patients simply forget to com-
plete PROMs, (3) patients lack an incentive to complete PROMs when
the HCP fails to discuss them during their consultation, and (4) patients
are already burdened with numerous questionnaires.
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1. Importance of the use of outcome data:
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*  Discussing outcome data supports treatment decision-making

. Patient becomes more partner in their own care by completing PROMs prior to consult
*  Collecting outcome data helps to monitor the patient

*  PROMs give a more accurate insight into the patient’s health status

*  PROMs give accurate information and help to discuss ‘embarrassing’ topics

2. Current use of outcome data:

Not all HCPs work with outcome data

* Aggregated outcome data are used for
quality improvement

* Individual outcome data are used in
consults

* PROMs are used for several health
conditions

* Decision aids or prediction tools are
available for some health conditions

v

3. Barriers to the use of outcome data:

* Lack of practical/IT support

¢ Quality of outcome data is too low

* Discussing PROM data is a (time) burden

* Conversation with patient is preferred over
tools

* Challenging to translate outcome data into
treatment decisions

* Low response rate of patients to PROMs

5. Ambitions and future perspectives:

* Use aggregated outcome data to support
treatment decision-making

* Use outcome data for preventive care

* Monitor the patient from home with
outcome data

4, Proposed actions:

Assign staff to increase response rate and

support patients with PROMs

* Added value of outcome data should be
made more clear to patient

* Organize training for HCPs on the use of
outcome data

* Key decision moments should be made
more clear for HCP

Fig. 1. Themes identified from interviews with healthcare professionals (n = 11). HCP = healthcare professional, PROM = patient reported outcome measure.

3.5. Proposed actions

To solve the abovementioned barriers, HCPs reported the need for
support staff to coordinate PROMs, as well as to inform and assist pa-
tients with PROM completion. In particular, patients unable to complete
PROMs themselves should be offered support, possibly by having
someone (e.g., a nurse) present in the waiting room with a tablet to aid
patients in completing the questions. Furthermore, HCPs recommended
educating patients about the advantages of discussing outcome data in
clinical practice to enhance their motivation for completing PROMs.
Additionally, HCPs reported a need to be trained on how to effectively
use outcome data in consultations (e.g., by having insight into key de-
cision moments).

3.6. Ambitions and future perspectives

All HCPs believed that outcome data will assume a more prominent
role in healthcare in the future. They expressed a desire to incorporate
aggregated outcome data in patient consultations to support treatment
decision-making. They also aspired to use outcome data for preventive
care, since it can help them to detect symptoms earlier. HCPs envisioned
a future where patients receive more care from home, as outcome data
enable the HCP to remotely monitor their patients.

3.7. Patient questionnaires

A total of 283 patients completed the questionnaire. This included 72
patients with lung cancer, 104 patients with prostate cancer, and 107
patients with IBD. Seven of the respondents had low health literacy.

Generally, patients considered the majority (77%) of the aggregated
outcome data (encompassing both clinical and patient-reported data) as
crucial to support treatment decision-making. When evaluating

individual outcomes, it was evident that lung and prostate cancer pa-
tients rated the majority of outcomes, either clinical or patient-reported,
as important, while IBD patients tended to prioritize patient-reported
outcomes, such as fatigue and pain, over clinical outcomes (see Fig. 2).

Prostate and lung cancer patients expressed the need to discuss most
of the patient-reported and clinical aggregated outcomes with their HCP
(69% and 76% respectively) instead of solely receiving information
about it. In contrast, IBD patients indicated that they wanted to discuss
only 42% of all patient-reported and clinical outcomes with their HCPs,
and for 40% of all outcomes they were content with merely being
informed about them. The majority of outcomes that IBD patients
wanted to discuss with their HCP were patient-reported (see Fig. 3).

In the open text fields, patients expressed the desire for more insight
into alternative treatment options, future perspectives, the treatment
process, personalized treatment outcome expectations, outcomes from
different hospitals, and relevant research and trials. Lastly, patients
wished to discuss the impact of their disease or treatment on their daily
lives, including the impact on relationships and work.

An integrated overview of both the qualitative and quantitative re-
sults can be found in Appendix C.

4. Discussion and conclusion
4.1. Discussion

This study underscores the importance of using outcome data in
patient consultations from both the HCPs’ and patients’ perspectives.
HCPs emphasized that aggregated outcome data are preliminarily used
for quality improvement. Furthermore, since HCPs are used to discus-
sing individual clinical outcomes with their patients, they mainly talked
about patient-reported outcome data during the interviews. Patients
rated the majority of aggregated outcomes, both patient-reported and
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Table 2
Identified themes with quotes from the healthcare professionals interviews (n =
11).

Theme Quote

Importance of the use of
outcome data

“So you can say [to the patient]: ‘choose the treatment that
you prefer, because now you know what to expect’ [based
on outcome data]” — Medical specialist 1
“The use of a questionnaire that the patient has to complete
from home makes it easier [for the patient] to write it
[embarrassing symptoms] down, so that I already know
this and can bring it up during a consultation instead of the
patient [having to bring it up]” — Nurse 1
“It [outcome data] is very valuable, because you can give
the patient insight in the changes over time” — Medical
specialist 2
Current use of outcome “I think it [using PROMs] is challenging, because it

data requires a new way of working. But if you want what is best
for the patient, I would recommend using PROMs” —
Physician assistant 1
“Currently we are waiting [with sending out PROMs],
because the IT doesn’t have staff to support us” — Medical
specialist 3
“Often I do not have PROMs data available (...) People are
not very motivated to complete the questionnaire.” —
Medical specialist 4
“And it is a little time-consuming to prepare and discuss it
[PROMs]” — Nurse 2
“I do not use it [decision aid] anymore, because the tool
was more steering than the conversation with the patient.
That did not work for me, to look at the screen with a
patient to see what he has answered. I prefer the
conversation over the system.” — Nurse 2
“It will only work if you have a nurse that is responsible for
the PROMs, but then the money is often lacking” — Medical
specialist 5
“When patients can measure their blood sugar from home
and send it to us, and they feel fine, that will be
advantageous for us, and for the patient too, since they
don’t have to come to the hospital every time” — Nurse 1

Barriers to the use of
outcome data

Proposed actions

Ambitions and future
perspectives

clinical, as important. Nevertheless, the information needs regarding
these aggregated outcomes varied among the three patient groups.
Meanwhile, the HCPs experienced several barriers to using outcome
data in patient consultations, such as low response rates of PROMs. They
proposed actions to address these barriers, e.g., assigning staff to assist
patients in completing PROMs. Last, both HCPs and patients expressed
several ambitions and desires to increase the use of outcome data in
consultations in the future.

According to HCPs, several barriers limit the use of outcome data in
patient consultations. First, discussing outcome data is believed to be
time-consuming, which can be linked to the often mentioned barrier in
the literature that SDM is time-consuming [25-27]. However, some
HCPs in this study believed that discussing outcome data might actually
save time in patient consultations, as it ensures that patients are better
prepared for their consultation and that HCPs are more up-to-date on the
patient’s health status. A recent systematic literature review concluded
that SDM, in general, does not necessarily prolong consultations, sup-
porting our finding [28]. Moreover, some HCPs highlighted the chal-
lenge of translating outcome data into treatment decisions, indicating a
potential misinterpretation of HCPs regarding the use of outcome data,
since outcome data cannot be directly translated into treatment de-
cisions, but can be used to support conversations hereon [17]. Last,
several HCPs expressed a preference for traditional conversations with
their patients over using decision aids. This barrier might show another
possible misinterpretation among HCPs, as decision aids are not devel-
oped to replace the traditional conversation with the patient, but rather
to facilitate more structured and coherent consultations. This allows
HCPs to engage in more essential conversations with their patients [29].

According to the HCPs, several actions could be undertaken to
enhance the use of outcome data in patient consultations and to address
the aforementioned barriers. First, the HCPs suggested that staff is
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needed to increase PROM response rates. However, we believe the issue
lies not in staff shortages but in the improper integration of PROMs into
the workflow. This leads to HCPs forgetting to discuss PROMs, which in
turn leads to patients lacking an incentive to complete them. A sys-
tematic review already pointed out that this ‘design-phase’ of PROMs is
often overlooked [30]. Furthermore, HCPs stressed the importance of
training them on the use of outcome data in clinical practice, which is a
recurring recommendation [31-33]. Therefore, widespread training of
HCPs in the use of outcome data in patient consultations is imperative.
Last, HCPs pointed out the need to have more insight into key decision
moments (i.e., important decisions in the patient pathway, such as
choosing between surgery or conservative treatment [34]) to recognize
when to use outcome data in their consultations. Developing care
pathways can aid in identifying these key decision moments [35].
Several of these actions are already undertaken in pending initiatives
such as the SHOUT-study [17], indicating that these actions should shift
from the research setting to implementation in daily practice. Alto-
gether, these practical suggestions could contribute to improved quality
and use of outcome data. Moreover, raising awareness among both pa-
tients and HCPs about the importance of using outcome data in patient
consultations is essential.

Last, differences in information needs were observed among patients
with different health conditions. IBD patients tended to assign lower
overall importance to aggregated outcomes compared to lung and
prostate cancer patients, possibly because IBD patients often receive
personalized treatment [36], rendering aggregated outcome data less
informative for them. These patients might benefit from patient-like-me
models, where they can gain insight into expected treatment outcomes
based on data from patients with similar characteristics and treatments
[37,38]. Moreover, prostate and lung cancer patients wanted to discuss
the majority of the outcomes with their HCP, while IBD patients indi-
cated that being informed on the outcome data is sufficient. These dif-
ferences might be explained by the fact that patients with chronic health
conditions, such as IBD, are more familiar with self-management than
cancer patients [39], and are therefore more used to interpreting and
applying information independently. All in all, the different information
needs among patients suggest that patients may benefit the most from
tailored and personalized outcome information.

There are a few important limitations of this study that deserve
consideration. First, our aim was to interview both HCPs and patients,
but HCPs were hesitant to recruit patients for the interviews due to their
own lack of familiarity with the use of outcome data in consultations.
Consequently, our results provide insight into which outcomes are
important to patients, but not into how to use and when to discuss them
in clinical practice from the patient’s perspective. Research has shown
that the method of communicating outcome information significantly
influences how patients perceive it [40,41]. Second, we aimed to include
an inclusive sample of patients, including patients with low health lit-
eracy, by simplifying questionnaire language and distributing the
questionnaire via different forums and platforms, but only seven pa-
tients with low health literacy responded to our questionnaire. However,
we believe that having low health literacy does not affect the type of
outcomes that is important to these patients, but rather influences the
method of how these outcomes should be used, discussed, or provided to
them. Future studies should therefore include a larger number of pa-
tients with low health literacy potentially by employing more inclusive
research methods, such as graphical presentations instead of text-based
questionnaires. Third, our study exclusively focused on the use of
outcome data in Dutch hospitals. While our findings offer important
insights, we recognize that the current state of outcome data collection
and usage varies greatly between countries. For instance, a review on
the implementation of PROMs in Western countries revealed a signifi-
cant concentration of relevant articles from the Netherlands, suggesting
that the Netherlands might be ahead in the collection of PROM data
compared to other countries [42]. Last, we found some differences in
perspectives among different types of HCPs, including specializations
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Prostate cancer
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Fatique
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Quality of life
Pain
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Other bowel symptoms

Control of IBD

o Social engagement delay or cancel
- Depressed or discouraged

Satisfaction with treatment

Unplanned (re)admission |, so.5%
malnutrition |, /5.5
visit emergency care | /5%

76,6%
73,8%
PROMs prostate cancer
70,1%
65,4%

63,6%

Clinical prostate cancer
PROMs lung cancer
Clinical lung cancer
PROMs IBD

Clinical 1IBD

Fig. 2. Percentage of patients who rated outcome as important or very important for three health conditions. PROMs= patient reported outcome measure.

IBD= inflammatory bowel disease.
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Fig. 3. Percentages of total of outcomes that patients want to know or also
discuss with their healthcare professional for three health conditions.
IBD= inflammatory bowel disease.

and roles. We believe that it is a significant topic that warrants further
in-depth investigation in future studies.

5. Conclusion

This study shows that aggregated outcome data are often not used in
patient consultations, despite the importance patients and HCPs attach
to having insight into this type of data during consultations. Further-
more, the information needs of patients concerning outcome data differs
between different health conditions. Currently, HCPs encounter several
barriers to using outcome data in patient consultations and propose
multiple actions to address these barriers.

5.1. Practice implications

Practical steps to enhance the use of outcome data in consultations
include training of HCPs on the use of outcome data, and the integration
of PROMs into the workflow to ensure that HCPs consistently discuss
them, which in turn would result in an incentive for patients to complete
them. Moreover, HCPs should receive better guidance on how to use
outcome data in patient consultations, as several misconceptions about
their usage were identified. Overall, the results of this study can be used
to improve the use of the different types of outcome data in patient
consultations. Future studies should focus on patients’ perspectives
regarding outcome data selection, collection, presentation, and usage in
consultations.
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