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The power of a shared decision-making approach in the field of ophthalmology:  
will what is written in the medical and lay press work for my patient?
O poder da decisão compartilhada em oftalmologia: o que está escrito nos artigos científicos  
e da imprensa funciona nos meus pacientes? 

Eduardo M. Rocha1, Monica Alves2, Rosália M. S. Antunes-Foschini1,3, Wanderley Marques Bernardo4,5

In March 1996, several new eye drops entered the market. During his fellowship, one of the authors of this 
editorial had just finished preparing a prescription for a patient. He listed six medications, with the precise 
dosage for each, and envisioned the patient safely making it through to follow-up four months later. He was very 
proud of having matched a clinical diagnosis to the patient’s presenting complaint, understood its mechanisms, 
and recommended treatment with efficacy supported by the medical literature. Before his final talk with the 
patient, he stopped to confirm his plan with his supervisor. The simple question from this senior doctor was 
never forgotten: How will this patient, whose corrected vision is counting fingers, who lives by herself and who 
has several other limitations and prescriptions, be able to follow your recommendations? 

The young doctor returned to the patient with a simpler prescription, more modest goals, and a more fre-
quent follow-up schedule. He has been trying to not forget that lesson since then. The lesson relates nowadays 
to a movement in medicine called “shared decision-making,” which is defined as an approach for treatment or 
screening that is decided with the patient after an informed discussion with the doctor who communicates the 
harms and benefits of a course of action and takes the patient’s preferences into consideration(1,2). Studies call 
this movement “a public imperative.” Including the patient in the decision-making process aims to promote a 
more open, respectful, and transparent medical practice. In addition, it is hoped that it will reduce the influence 
of the marketing of medical procedures and treatments by advertising that is taking the place of evidence-based 
decisions, a recent topic of interest in both the medical and the lay press(3-5). 

Including the patient’s views in the medical decision is not new, although it is probably now being  
applied to more informed, demanding, and empowered patients. In 1992, Emanuel and Emanuel classified the 
doctor-patient relationship as paternalistic, informative, interpretive, and deliberative, a spectrum in which the 
last two types are closer to the shared decision-making approach(6). Several examples were given where the 
treatment was tailored according to the patient’s decision, cultural and economic background, professional 
activity, and historical context. 

In the field of ophthalmology, there are a number of opportunities for including patients in the shared 
decision-making process. Patients want to be involved, and we must be ready. This is particularly important 
in light of frequently asked questions: “When should I go for cataract surgery?” “Are contact lenses possible at 
my age?” “Is that type of anesthesia or re-operation the best option?” “Is this frequency of visits or exams really 
necessary or safe?” These are just a few examples of the questions we encounter in everyday practice. Indeed, 
this is particularly important nowadays as patients have easy access to a lot more information, which can be 
either good or bad. 

Recent reports in the literature have revealed that the shared decision-making approach improves the 
doctor-patient relationship and compliance, reduces medical malpractice litigation, and potentially saves 
money for both patients and health care providers(1,7-9). This last observation is based on the idea that the  
shared decision-making approach works well in contrast to the so-called defensive medicine model, where 
more diagnostic tests and treatments are ordered without discussion with the patient to provide legal protec-
tion for the doctor. On the other hand, this model has been questioned in the literature as possibly being more 
expensive and time-consuming, but also because it may induce patient insecurity(1,7,10). The latter concern is 
that patients may simply be left on their own to decide on a treatment or procedure. Other excuses or barriers 
to applying shared-decision have been noted. “I already do it.” “My patients do not understand enough or do 
not want to share the decision.” “I cannot use this approach in vulnerable patients.” These and other myths 
about shared-decision making have been addressed by Légaré and Thompson-Leduc(11). 
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Ophthalmology is a field ripe with opportunities for research on improvements in practice and outcomes 
using the shared decision-making approach. The current medical models of clinical research are difficult to 
apply in predicting any particular patient’s outcome when so many different drugs and surgical techniques 
are available. To overcome that difficulty, several groups in other specialties have proposed methods to help 
doctors supply patients with consistent and accessible information to assist in decision-making (12,13). Similar 
approaches would be useful, for instance, in glaucoma, where more than fifty thousand treatment options have 
been rather facetiously described, frequent changes in treatment are a predictor of a worse outcome, and factors 
related to noncompliance are rarely taken into consideration(14-17). Also, it is possible that we could offer better 
options for the outliers who do not respond to treatment according to the guidelines and who want precision 
and personalized medicine(18). 

The shared medical decision-making approach in the field of ophthalmology can be a valuable tool, which 
needs to be used wisely, taking into consideration demography, accessibility, and financial resources available 
for health care. Moreover, as has recently been pointed out, this approach can help to rescue the integrity 
and credibility of health care(5). 
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