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Comedia de Calisto y Melibea.
Fadrique de Basilea, Burgos,
1499 (pero 1500-1502).
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NADIE ESTA TAN VIEJO
QUE NO PUEDA VIVIR UN ANO MAS
NI TAN JOVEN
QUE NO PUEDA MORIR MANANA.
















El Milagro de la Vida
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b2 anos de edad. Accidente de transito hace 20 anos.
Lesiones en columna vertebral y pélvis.
Exposicion conica al asbesto. Tabaquismo. Apnea del sueno
ACV multi infarto

“Ya no soporto la vida. No soporto el dolor. Tengo derecho a morir
dignamente.Ya tengo sentencia judicial que autoriza esto. Ayudenme a
morir por favor”



b anos de edad. Encefalopatia epileptica desde los dos meses de edad.
Episodios convulsivos hasta treinta veces al dia en los que su rostro
evidencia mucho dolor. Ceqguera y sordera desde las dos anos como

secuela.
Tragqueostomizado. Conectado a ventilador en casa.
Gastrostomia permanente. Neumonias a repeticion.

Excelente red de apoyo.
"Hemos hecho todo. Adoramos a Daniel. Su hermana duerme a su lado

cada noche. Europa, Estados Unidos , Colombia, han unido su saber
medico. No hay opcion de recuperacion. Ayudennos a que este
sufrimiento termine”
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PERSPECTIVE
Shared Decision Making: A Model for Clinical Practice

Glyn Elwyn, PhD'2, Dominick Frosch, PhD?#, Richard Thomson, MD?,

Natalie Joseph-Williams, MSc', Amy Lioyd, PhD', Paul Kinnersley, MD', Emma Cording, MB BCh',
Dave Tomson, BM BCh®, Carole Dodd, MSc’, Stephen Rollnick, PhD', Adrian Edwards, PhD', and
Michael Barry, MD??

'Cochrane Institute of Primary Care and Public Health, Neuadd Meirionydd, Cardiff University, Cardiff, UK; “The Dartmouth Center for Health
Care Delivery Science, Dartmouth College, New Hampshire, NH, USA; *Department of Health Services Research, Palo Alto Medical
Foundation Research Institute, Palo Alto, CA, USA; “Department of Medicine, University of California, Los Angeles, Los Angeles, CA, USA;
°Institute of Health and Society, Newcastle University, Newcastle upon Tyne, UK; °Collingwood Health Group, New York Surgery, North Shields,
UK; “Clinical Governance & Risk department, Newcastle upon Tyne Hospitals NHS Foundation Trust, Newcastle upon Tyne, UK; °General
Medicine Division, Massachusetts General Hospital, Boston, MA, USA; “Informed Medical Decisions Foundation, Boston, MA, USA.

emerged as two new outcome indicators of high-quality care.
Practice implications: This study provides a first qualitative fundament for understanding the components
of “quality of care” from a triangulated frontline perspective. Future research needs to validate our findings
with quantitative data to explore their usefulness for completing existing quality frameworks.
© 2021 The Author(s). Published by Elsevier B.V.
CC_BY_NC_ND_4.0
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The principles of shared decision making are well
documented but there is a lack of guidance about how
to accomplish the approach in routine clinical practice.
Our aim here is to translate existing conceptual
descriptions into a three-step model that is practical,
easy to remember, and can act as a guide to skill
development. Achieving shared decision making
depends on building a good relationship in the clinical
encounter so that information is shared and patients

L

Sy srer

(SDM) has been defined as: ‘an approach where clinicians
and patients share the best available evidence when faced
with the task of making decisions, and where patients are
supported to consider options, to achieve informed
preferences”.”

The principles of SDM are well documented and the
common elements have been summarized.” The earliest
mention was in 1982,° but the idea draws on and deepens

o 4 M FM



La toma de Decisiones compartidas ha sido definida
como un abordaje en el cual, clinicos y pacientes
comparten la mejor evidencia disponible cuando se
enfrentan a la tarea de tomar decisiones y durante el
cual los pacientes son acompanados para alcanzar

preferencias informadas.




Los principios de |as decisiones
compartidas estan bien documentados y su mas

temprana mencion data de 1982
profundiza los principios de ate

Instituciones en el mundo la han

nero la idea se basay

cion centrada en la

nersona. A pesar de la claridad en su concepto pocas

llevado a un plano de

prioridad y pocas saben como implementarlo




En su concepto medular las decisiones compartidas se basan
en la aceptacion de la autodeterminacion de las personasy en
la necesidad de que los clinicos den soporte al paciente para
que se logre el objetivo siempre que sea posible. En el
contexto de esta filosofia la autodetrminacion no implica que
el individuo sea abandonado



Muchos profesionales de la salud expresan dudas y manifiestan que los pacientes no
desean ser involucrados en las decisiones; que los pacientes no tienen la habilidad o
la capacidad de tomarlas y que por tanto van a tomar malas decisiones. 0tros
manifiestan que eso no es practico dadas las presiones del manejo del tiempo. Otros
manifiestan que “ya lo estan haciendo” pero los datos revelan otra cosa. Por ello un
primer paso en el proceso implica que los clinicos entiendan la trascendencia del
asunto



Por que las decisiones compartidas: mas alla del
imperativo ético

El concepto y la practica estan soportados por mas de 86 pruebas ramdomizadas
mostrando el conocimiento ganado por los paciente mayor confianza en las decisiones,
Involucramiento mas activo y, en muchas situaciones, los pacientes mas informados
escogen la opcidn mas conservadora del tratamiento.




Option
Talk

Decision Support
Brief as well as Extensive
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Table 1. Models of shared decision-making about treatment [2, 42]

Paternalistic model
(‘traditional medical model’)

Shared decision-making

‘Informed medical model’

Role of the Active: Reports only selected  Active: Reports all information and Passive: Reports all information and
clinician information to the patient, treatment possibilities to the patient. treatment possibilities to the patient.
chooses the therapy he Can recommend an option. Decideson =~ Withholds his recommendations.
considers best for the patient.  the therapy together with the patient. Makes no decision.
Role of the Passive: Accepts the proposal ~ Active: Receives all information. Forms Active: Receives all information.
patient of the clinician. Is obliged to his own judgement on harms and benefits Forms his own judgement.
cooperate in his recovery. of treatment options. Discusses his Is free to choose between all options
preferences with the clinician. Decides unbiased by his clinicians’ own option.
on the therapy together with the clinician. Decides on the therapy alone.
Information One way (largely): Two way: One way (largely):
Clinician — patient Patient « clinician Clinician — patient
Deliberation Clinician alone or with other =~ Clinician and patient Patient (plus potential others)
clinicians (plus potential others)
Who decides?  Clinician Clinician and patient Patient




ANALYSIS

Implementing shared
decision making in the NHS

Creation of a platform of tools to provide information to doctors
and patients should be the first step in giving patients choice
about their treatment, say Glyn Elwyn and colleagues

LIFE IN VIEW/SPL
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Despite considerable interest in shared deci-
sion making, implementation has proved diffi-
cult and slow.” At least three conditions must be
in place for shared decision making to become
part of mainstream clinical practice: ready access
to evidence based information about treatment
options; guidance on how to weigh up the pros
and cons of different options; and a supportive
clinical culture that facilitates patient engage-
ment. This article outlines some options for cre-
ating a sustainable decision support platform for
patients that may facilitate a wider adoption of
shared decision making in clinical practice.



Evidence of benefit

A large number of decision aids are now avail-
able, most of which were developed in North
America. The latest iteration of the Cochrane sys-
tematic review includes 55 trials® and provides
evidence that patients who have used these tools
are better informed (mean difference 15.2/100
959 confidence interval 11.7 to 18.7) and less
passive in decision making (relative risk 0.6,
0.5 to 0.8). There is some evidence that when
patients have made well informed decisions,
they also adhere better to treatment regimens??
and that when informed patients face discretion-
ary surgery, they make more conservative deci-
sions, often deferring or declining interventions
(relative risk 0.8, 0.6 to 0.9).° These effects seem
to be strengthened when patients are given deci-
sion coaching (a brief discussion with a trained
facilitator) to help them with the process of
deliberation.!? 13



In short, there is consistent evidence that deci-
sion support interventions designed for patients
ensure that the ethical imperative of informed
patient choice and consent is met, with a range
of benefits for patients. In some examples, espe-
cially where there are choices between more
and less invasive options, these may lead to cost
reductions; the Cochrane review of decision aids
found that, in some contexts, they could reduce
rates of elective surgery by 25%. This means
that the NHS might be able to save considerable
amounts if shared decision making, supported
by decision support, could be achieved before
common elective surgical procedures. Shared
decision making might also reduce the likelihood
and cost of litigation, although there is no formal
evidence for this yet.




Organisational culture

Although it is clear that patients desire and
value information about treatment choices,!8 °
it is difficult to embed the attitudes, skills, and
interventions into routine practice.” Many
barriers are cited, including concerns about
insufficient time and lack of fit into organisa-
tional routines. Professionals often claim that
there is no need for this approach because
shared decision making already occurs,’ but
the available evidence contradicts this asser-
tion.?° 2! The latest results from the Care Qual-
ity Commission’s national patient surveys show
that 48% of inpatients and 30% of primary care
patients would have liked more involvement in
decisions about their care.”

T™ 1T ) T 74 3 _ & e« 3 & 3



Do patients want a choice and does it work?

The government in England wants to give patients more choice about their healthcare.
But Angela Coulter argues that treatment choice is more popular with patients
than provider choice, with much greater evidence of benefit

“Nothing about me without me” was the guid- on the basis of their expectations of its effects, Patients could choose where they were referred
ing principle adopted by 64 participants from 29  but research evidence to confirm or refute these to, rather than an individual specialist, and a
countries at a 1998 Salzburg global seminar con-  assumptions is only now beginning to emerge. website, NHS Choices (www.nhs.uk), was set up
vened to develop ideas for improving the quality of In contrast, evidence about the effects of engag-  to publish information on quality indicators to
health care by involving patients.! The catchphrase ing patientsin treatment choices hasaccumulated inform people’s choices. In 2008 the available

1 [ 1



Hablamos un lenguaje diferente. No nos entienden.
Las mamas tiene que aprender nuestro lenguage para entendernos.
Se nos olvida el espanol.
Lenguaje en Rayos X.




Olvidamos que no somos duenos de los pacientes




Todo cuanto proviene de lo incierto
queda a merced de fantasias y
conjeturas
el alma atemorizada







Toma de decisiones compartidas

De |la Teoria a la Practica

Pablo Lemos. IECS. Planetree América Latina Sur.
HPUC.
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El paciente
“mirando desde
afuera”
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Modelo medico
hegemonico

. 33° Foro Internacional OES
en abanza con s Fundacion Santa Fe de Bogota
Q!

y Planetree Internacional

My ipgte!

IRIEY
1 G
it
BT LT e

et}

7}' i

.~' I,




Toma de decisiones compartidas
Objetivos:

* Definir el concepto de toma de decisiones compartidas.
e Porqué: Toma de decisiones compartida

* Qué: Conversaciones elegir

 Como: Tener la conversacion con el paciente

* Cuanto: El costo de las decisiones

* Herramientas para la toma de decision

* Barreras, dificultades y desafios.

* CoOmo educar en TDC

I 33° Foro Internacional OES
‘ en abanza con la Fundacién Santa Fe de Bogota
I¢ . y Planetree Internacional




Definicion de TDC:

“un enfoque donde los médicos y los pacientes comparten la
mejor evidencia disponible cuando se enfrentan con la tarea de
tomar decisiones, y donde los pacientes se sienten apoyados
para considerar opciones, para lograr informacion acorde a sus
preferencias y valores "

Elwyn G, Coulter A, Laitner S, Walker E, Watson P, Thomson R.
Implementing shared decision making in the NHS. BMJ. 2010;341:
c5146
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Toma de decisiones compartidas

4.2 Toma de Decisiones Compartida

Directriz: Los pacientesfesidentes y sus familias reciben la informacion y el
apoyo que necesitan para tomar decisiones de tratamiento basadas en la
evidencia y que se alineen con sus objetivos y valores personales. Cuando existe
mas de una opcion de tratamiento clinicamente apropiada, la informacion
proporcionada incluye una revision de los riesgos, beneficios y evidencia de
efectividad de cada opcion.

Planetree:wzlantematlonal

Declaracion de intencion: los pacientegfresidentes estan  plenaments
informados sobre su condicion medica y 1as opciones disponibles para ellos. La
toma de decisiones se realiza de manera colaborativa para considerar tanto |
conocirmiento clinico especializado del equipo de tratamiento y el conocimiento
del pacientefresidente sobre sus preferencias, valores y estilo de vida. Los
pacientegfresidentss saben que pusden participar en las decisiones relacionadas
COn suU 3tencion y que sus decisiones seran respetadas.

Oro 421, En los altimos tres anos se ha puesto a disposicion de los
medicos, formacion basada en habilidades para la toma de
decisionss compartida.

Oro 4.22. Se utilizan herramientas o procesos de toma de decisiones
compartida para ayudar a las personas a diferenciar entre |as
opciones disponibles y para aclarar como las diferentes opciones se
alinean con sus prioridades y valores personales.

Ejemplos de evidencia:

Documentacion de cualguier capacitacion basada en competencias sobre 13
toma de decisiones compartida ofrecida en los ultimos 12 meses, incluyendo
objetivos de aprendizaje.

Ejemplos de herramientas yfo procesos de toma de decisiones compartidas
utilizados con pacientesfresidentes.

33° Foro Internacional OES
en abanza con s Fundacion Santa Fe de Bogota
y Planetree Internacional




Toma de decisiones compartidas
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A menudo estamos equivocados sobre las
preferencias de los pacientes
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A menudo estamos equivocados sobre las
preferencias de los pacientes

Mujer Medico
Mantener la mama 7% 71%
Vive tanto tiempo - 969,
como sea posible 0 0
Aspecto hatural 339% o
sin ropa
Evitar la 33% 0%
protesis

rnacional

‘Vﬂ s o i s e 0 S Fuente: Karen Sepucha, MD, Massachusetts General Hospital
¢ ' y Planetree Inte



Proporcionar informacion o

la evidencia por si sola no son
suficientes para ayudar a los
pacientes para que tomen una
decision.

Se necesitan conversaciones

significativas.
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Proporcionar informacion o

la evidencia por si sola no son
suficientes para ayudar a los
pacientes para que tomen una
decision.
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‘ en abanza con s Fundaciéon Santa Fe de Bogota
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ENGAGING PATIENTS IN CLINICAL CARE

By lan Hargraves, Annie LeBlanc, Nilay D. Shah, and Victor M. Montori

VIEWPOINT

Shared Decision Making: The Need
For Patient-Clinician Conversation,

Not Just Information

ABSTRACT The growth of shared decision making has been driven largely
by the understanding that patients need information and choices
regarding their health care. But while these are important elements for
patients who make decisions in partnership with their clinicians, our
experience suggests that they are not enough to address the larger issue:
the need for the patient and clinician to jointly create a course of action
that is best for the individual patient and his or her family. The larger
need in evidence-informed shared decision making is for a patient-
clinician interaction that offers conversation, not just information, and
care, not just choice.

“Ofrecer cuidado, no solo
elecciones”.

April 2016 35:4 Health Affairs
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Toma de decisiones compartidas

Lograr la TDC depende de ayudar a conferir agencia, donde
agencia se refiere a la capacidad de individuos para actuar
independientemente, para hacer sus propias elecciones libres.

Activar la Agencia de las

Personas
Proveer la informacién médica Promover y apoyar el proceso
basada en la evidencia de toma de decisiones

I 33° Foro Internacional OES
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Elwyn et al.JGIM 2010;27(10):1361-7
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Toma de decisiones compartidas
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Interdependencia de Ia

Optimo cuidado del
paciente

J medicina basada en la

Medicina Habilidades de

Basada en la
Evidencia

centradas en el

evidencia y la toma de
decisiones compartida
v la necesidad de
ambos como parte de
la atencion optima

comunicacian

Paciente

JAMA October 1, 2014. Volume 312, Number 13 N\
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Toma de decisiones compartidas

33 Fo o Intemac

Mnereel maioml

Optimo cuidado del
paciente

Medicina
Basada en la
Evidencia

Habilidades de
comunicacian

Centradas en
la persona

JAMA October 1, 2014. Volume 312, Number 13

Interdependencia de Ia
medicina basada en Ia
evidencia y la toma de
decisiones compartida
v la necesidad de
ambos como parte de
la atencion optima
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Toma de decisiones compartidas

Ejemplos de condiciones sensibles para TDC:

* Screening Cancer: mama, prostata, colon
* Vacunas: COVID, HVZ, Dengue etc.

* Enfermedad Coronaria (medicamentos, angioplastia/colocacién de
stents, CABG)

* Cancer de prdstata (vigilancia activa, radiacion, cirugia)

* Osteoartritis (medicamentos, cirugia)

* Cuidados al final de la vida (curativos, paliativos, hospicio, etc.)
* Estenosis espinal (medicamentos, PT, cirugia)

* Hernia de disco (medicamentos, PT, cirugia)

* Cancer de mama en estadio temprano (tumorectomia/radiacion,
mastectomia +/- reconstruccién)

Afecciones uterinas benignas (medicamentos, histerectomia)
Obesidad (cambio de comportamiento, medicamentos, cirugia bariatrica)

°
°
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Toma de decisiones compartidas
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Toma de decisiones compartidas

Cuando se le ofrece participar en la
toma decisiones, algunos pacientes se
sienten sorprendidos, inquietos por la
oferta de opciones e incertidumbre
sobre lo que podria ser mejor.

Si toda la responsabilidad de la
toma de decisiones se transfiere a
los pacientes que puede sentirse

Charla de Charla de "abandonado”
Participacion Opciones

Soporte a la decision
Tanto breve como extenso

33° Foro Internacional OES
en abanza con la Fundacién Santa Fe de Bogota

AER Elwyn et al.JGIM 2010;27(10):1361-7
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JIM Shared decision-making interventions / P. Scalia et al.

Charla en equipo

“Trabajemos en equipo para
tomar la decision que mas le
convenga”

Indicar eleccion
Brindar apoyo
Identificar Objetivos

Deliberacion
Pensar cuidadosamente
en las opciones al
enfrentar una decision

Charla de opciones

“Comparemos diferentes
opciones”

Comparar alternativas
Discutir riesgos y beneficios

Escucha Activa
Prestar mucha atencion
y responder con
precision

Charla de decision

‘Dime que es lo que mas te importa para esta

decision ”

Obtenga preferencias informadas

Tome decisiones basadas en las preferencias

Fig. 1 El modelo de las tres conversaciones

de la toma de decisiones compartida.

Journal of Internal Medicine, 2022, 291; 408—425
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Toma de decisiones compartidas

Ayudando al paciente a decidir:

a) Centrarse en las preferencias.
Guie al paciente para que forme preferencias. Frases sugeridas:
"éQué es lo que, desde su punto de vista, le importa mas?"
b) Obtener una preferencia.
Preparese con un plan de respaldo ofreciendo mas tiempo o estando
dispuestos a guiar al paciente, si indica que este es su deseo.
c) Pasar a una decision.
Intente verificar la necesidad de aplazar o tomar una decision:
Frases sugeridas: "éEstas listo para decidir?" o "éQuieres
mas tiempo? ¢Tienes mas preguntas?" "éHay mas cosas que deberiamos hacer?
discutir?"
d) Revisidn de la oferta.
Recordar al paciente, cuando sea factible, que las decisiones pueden ser
revisadas es una buena manera de llegar al cierre.

l 33° Foro Internacional OES
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Toma de decisiones compartidas
El caso Raul:

* Vardon de 67 anos en 2016
* Historia de Cl con Stent en 2001 y 2007
* Operado de cadera derecha en 2009

* Infeccion de RTC izquierda en 2016 se re-opera para
toilette y se aisla propionibacterium acnes.

* Cumple 40 dias de vancomicina EV en atencion
domiciliaria

* |Infectologia y traumatologia le proponen retirar la
protesis..

33 Fo ro Internacnonal OES
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Toma de decisiones compartidas

iQuiero seguir jugando al golf
y trabajar activamente...No

quiero operarme de nuevo! Preferencias

post
Informacién

Iniciales

Charla de Charla de
Opciones Decision

Charla de
Participacion

—» Decision

Joporte a la decision

0to breve como extenso
Se le presentan las
opciones quirurgicas y
conservadoras con ATB

. 33° Foro Intemacnonal OES
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Toma de decisiones compartidas

E I c a S O R a l:' I : Datoz del Evento: Turno del jueve: , 22 de septiembre de 2016

Médico: LEMOS, PABLD ALETANDHO

Evolucion: Sin fiebre, sin dolor
FCR 0.08
Bajo tratamiento supresivo ATE con Doxicicling 1004100 desde 1 de junio de 2016.-

Fp

Valsartan
Carvedilal
Atorvastatinag 20
AAs 100
Coxicilcina

Asma estable
Meurmateral ..

Exarmen:

Llarmativarente Bien
P& 120,80

Ruidos normales
reqgular

pulmones limpios
Abdormen nada palpakle

plan Lab ver lo rmetabdlico

. 33° Foro Internacional OES
‘ en abanza con s Fundaciéon Santa Fe de Bogota
% ' y Planetree Internacional



Toma de decisiones compartidas

, Datoz del Evento: Tumo del lune: | 05 de agosto de 2024 [ rnprirnie
El caso Raul: — — |
Médico: LEMOS, PARLD ALEJANDROC
Evolucion: Control
Bien en genral
Rp/ _
Aforvastatina 20 mg
Carvedilol 25+25 mg
dosiciclinal00+100 mg —
A05 100
Mejor del prurito, sigue pensando en histaminosis
no agitacion
Mo hace ejercicio si fisioterapia para fortalecimiento
Lab cartrol Hoy 2024 sigue tomando antibioticos...
Problema Estado al evolucionar Estado actual Tipo :
Dishiniderniz Activo Activo Eroblema

Médico: LEMOS, PARBLD ALEIAMDROD
Evolucion: Lab en orden
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OPINION

'.} Check for updates |

1 Harvard Medical Schoal,
Massachusetts, USA

2 Department of Global Health and

Population, Harvard T.H. Chan Schoal
of Public Health, Massachusetts, USA

Department of Computer Scence,
Jacobs Technion-Cornell Institute at
Comell Tech, Cormell University and
the Technion-Isragl Institute of
Technology

‘4 Department of Population Health
Sciences, Weill Cornell Medical
College, Mew York, USA

@leah_pierson

@2plusZmakes

Cite this as: BMJ 2022,378:01747

ity dioi.org M0 1136/bmj.o1747

Published: 15 |uby 2022

Patients cannot consent to care unless they know how much it costs

Given the impact that medical expenses have, disclosing them should be a part of the informed
consent process, argue Leah Pierson and Emma Pierson

Leah Pierson, “ Emma Pierson™*

Americans rarely know how much their medical care
will cost and most have received a medical bill that
they did not expect.' The lack of transparency around
medical costs leads people to avoid seeking necessary
care, fosters distrust in the US healthcare system,
and has implications for informed consent.” If
patients do not know how much their care will
cost—and the financial risk they may face asa
result—can they really consent to it?

What information must be disclosed to patients in
the process of acquiring consent has often been the
subject of ethical debates. A widely accepted principle
is the reasonable person standard, which requires
divulging the details a reasonable patient would want
to know about a procedure, including its risks, its
benefits, and alternative treatment options.

How you decide which risks should be disclosed is

mlna ssem Bno o oleobon oo snsema i b mammaalal Luo oo

Readers might raise two objections to this view.
Firstly, some might argue that the financial hardships
associated with care are distinct from the medical
risks inherent to it. Perhaps, following this line of
thought, informed consent only requires that patients
understand the medical risks of treatment.

However, it is arbitrary to limit the risks clinicians
must disclose to only risks of bodily harm, as
financial harms can adversely affect patients’ lives
more than physical ones. Furthermore, financial risks
and medical risks are intertwined. The anxiety and
depression medical debt can inflict constitute side
effects that, in other medical contexts, it would be
obligatory to disclose. Weighty financial burdens can
also compound existing medical risks, preventing or
dissuading people from accessing care as they
otherwise would. As one patient noted, “Charges for
my insulin exceeded $1200 amonth . .. [ had to
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'Ij Check for updates

! Harvard Medical Schoa, Patients cannot consent to care unless they know how much it costs

Massachusetts, USA
2 Dessaprent o okl skl Given the impact that medical expenses have, disclosing them should be a part of the informed
Population, Hanard TH.Chan School  CONSENE process, argue Leah Pierson and Emma Pierson

-:I'l Fublic Hegjth Bacearhiicatte 11540

: | SN @Mbargo, es arbitrario limitar los riesgos que los médicos

Jacobs Techr|

«nei=n l@ben revelar solo a los riesgos de dano corporal, ya que los danos

the Technion|

rrie | financieros pueden afectar negativamente la vida de los pacientes
e ni Mas que los fisicos. Ademas, los riesgos financieros y los riesgos
™ médicos estan entrelazados. La ansiedad y la depresion que la

ex=rt deuda médica puede infligir constituyen efectos secundarios que,

1 en otros contextos médicos, seria obligatorio revelar...

Published: 15 Juf

subject of ethical debates. A widely accepted principle  depression medical debt can inflict constitute side
is the reasonable person standard, which requires effects that, in other medical contexts, it would be
divulging the details a reasonable patient would want  obligatory to disclose. Weighty financial burdens can
to know about a procedure, including its risks, its also compound existing medical risks, preventing or
benefits, and alternative treatment options. dissuading people from accessing care as they
otherwise would. As one patient noted, “Charges for

How you decide which risks should be disclosed is my insulin exceeded $1200 a month . . . 1 had to

mlnan ssem Bno o aloobon oo snssmnne ibsismaslad Lo oo
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7000 -
B RT
6000 []sT
5000
e 4000
7]
=]
— 3000
20004
1000 1 I
oL
Operative Anesthesia Consumables Robotic Cost, Total
Time System  Excluding Cost
Cost Difference, Mean Robot

Figura. Diferencias de costos medios entre la tiroidectomia robética (RT) y la tiroidectomia
abierta (ST) estandar por los principales contribuyentes a los costos de los procedimientos. Los
valores medios representan una combinacion de los costes relativos de los casos cortos y

largos.
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“La medicina industrializada”: Ve

Estandariza practicas para pacientes como este, LA
en vez de cuidar a este paciente. REBEL ION
DE LOS

Victor Montori PACIENTES
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Ejemplos de herramientas:

The Ottawa | L'Hdpital
"q Hospital d'Ottawa
RESEARCH NSTITUT

UT DE
IKETITUTE RECHERCHE

Patient Decision Aids

For specific conditions
For any decision

Developed in Ottawa

Other KT Tools
Decision Coaching
Conceptual Frameworks

Development Toolkit
Development Methods
International Standards
Systematic Review

Decision Aid Library Inventory

Evaluation Measures

Implementation Toolkit
Step 1: Identify the decision
Step 2: Find patient decision aids
Step 3: Identify barriers

Step 4.1: Implementation
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Patient Decision Aids

& 8¢ 512 A4

Alphabetical List of Decision Aids by Health Topic

Click on the title below to view a summary of the decision aid and a link for getting access to it. The developer is listed after each
title.

Acne
« Acne Decision Aid. Windsor Clinical Research Inc.
= Acne  Should | see my doctor? Healthwise
« Acne: Should | take isotretincin for severe acne? Healthwise

Allergy
s Allergies: Should | Take Allergy Shots? Healthwise
o Allergies: Should | Take Shots for Insect Sting Allergies? Healthwise

Alternative Medicine
+ Complementary Medicine: Should | Use Complementary Medicine? Healthwise

Alzheimer's Disease
« Alzheimer's disease: Should | take medicines? Healthwise
« Alzheimer's or other dementia: Should | move my relative into long-term care? Healthwise
= Alzheimer's: Consider options for long-term care. Mayo Clinic
= Gene Test or Not. An online tool to help vou decide whether or not to get tested to learn your aenetic risk for 1ate-01 anwiemn 15 ansotin an o

https://decisionaid.ohri.ca/AZlist.html
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Soporte a las Decisiones Clinicas Centradas en el Paciente

4 @ N\

CONOCIMIENTO

Uso de investigacion de
efectividad comparativa o
Datos de resultados
centrados
en el paciente

o

. J
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N

DATOS

Incorpora datos de salud
generados por el paciente,
resultados informados por el
paciente, preferencias del
paciente, datos especificos del
paciente y / u otros datos
centrados en el paciente (por
ejemplo, determinantes sociales

4 N

ENTREGA

Involucra directamente a los
pacientes o cuidadores
(atencion al paciente) a través
de aplicaciones, portales de
pacientes en diferentes
entornos (por ejemplo, en el
hogar, la comunidad o el
consultorio del médico)

de la salud)
- J

N /

4 )

U

uso

Apoya la participacion directa
del paciente y / o cuidador en
la aplicacion del apoyo a la

_ decision (por ejemplo, como
parte de un proceso
compartido de toma de
decisiones)

- /

Figura 1. Factores centrados en el paciente para PC CDS. PC CDS existe en un continuo que
refleja el grado en que su base de conocimientos, datos, entrega y uso se centran en las

necesidades y experiencias de los pacientes. Abreviaturas: PC CDS: apoyo a la decisién clinica

centrada en el paciente.

Journal of the American Medical Informatics Association, 29(7), 2022, 1233-1243




CLINIC Decision sobre Estatinas
@ Ayuda en |la Toma de Decisiones

:::::::::: Bienvenidos a esta
0000000000 herramienta para ayudar en
0000000000 |atoma de decisiones sobre
Q000000 PO®O® (| uso de estatinas
0000000000

Esta herramienta le ayudara a usted y a su médico a discutir
como le gustaria reducir su riesgo de un infarto cardiaco.

Empecemos

Afencion: Esta aplicacion es para ser
usada exclusivamente durante la
consulta con su médico

y Planetree Internacional
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CLINIC Decision sobre Estatinas
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X Notas

Riesgo Actual

Seleccione una calculadora de riesgo

Cmel’ngham} C Fteynu:ulds:)

iTiene usted el antecedente de infarto cardiaco,
accidente cerebrovascular, sindromes coronarios agudos
{angina de pecho, angina inestable), angioplastia y/o

colocacion de stents, etc?
e

Estas cifras nos permiten calcular su riesgo de tener un
infarto cardiaco en los proximos 10 afios:

Edad| 40-75 |

Género | M

Grupo de Poblacion

Fumador | S0

Diabetes | si
HTA Sis Tratada | S0

Presidn Arterial Sistdlica | 90 - 250
10 - 120

=1 = =
=] =] =]

Unid 51 . .

| mmHg

Colesterol HOL | | mgrdL

Colesterol Total | 100 - 350 | mg/dL

Seleccione la Intervencion Actual

Estatinas @ no @ Dosis std @ Dosis Alta
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Ventajas vs. Desventajas segun mis antecedentes meédicos

1 nueva notificaci



cl:fﬁﬁ% Decision sobre Estatinas

@ Ayuda en |la Toma de Decisiones <

Notas Documento

Riesgo Actual

Seleccione una calculadora de riesgo

(meingham} (Reynu:ulds)
\ctual

iTiene usted el antecedente de infarto cardiaco,

accidente cerebrovascular, sindromes coronarios agudos rto cardlacn 0 3 _, N
{angina de pecho, angina inestable), angioplastia y/o A Ninguna intervencion ha sido seleccionada
colocacion de stents, etc? como Ud. que no
= No azon
A Estas cifras nos permiten calcular su riesgo de tener un
infarto cardiaco en los proximos 10 afos:
Eadl_% )OO0 8o 0000000000
cirer all )OO 8O 0000000000
Grupo de Poblacidn | Blanca u otra v |
T AL 11 0000000000
e )08 0000000000
e )08 D 0000000000
=D e L-1-1-1=) 0000000000
.. )OOOO 0000000000
ColesterolHDL | 39 | ma/dL
— e 111 0000000000
Seieccions s ntervenci Actus »O88O 0000000000

Estatines O o @ ocssss @i~ VO OO OO0 0OOO

Ventajas vs. Desventajas segun mis antecedentes médicos
Utilizando la Calculadora ACC/AHA ASCVD

=
=]

Riesao Actual
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Riesgo Actual Intervencicén Temas

Riesgo Actual

MNotas

de tener un infarto cardiaco

Riesgo para 100 personas como Ud. que no

Alo largo de 10 afios

9 personas
tendran un
infarto cardiaco

91 personas

no tendran un
infarto cardiaco

33 Foro Internamonal OES

s Fundacién Santa Fe de Bogota

Fl netree lnlemacional

usan estatinas para el corazon

Documento

Ventajas vs. Desventajas segun mis antecedentes medicos

Utilizando la Calculadora

Riesgo a Futuro
de tener un infarto cardiaco

Riesgo para 100 personas como Ud. que usan
estatinas a dosis alta

000000068
000088886 -o
0000086 6°
00008 8866°
000088860
000088880
00008888 -o
00008886 ~0o
00008886 ~o
000088886 a0

ACC/AHA ASCVD

Alo largo de 10 arios

5 personas
tendran un
infarto cardiaco

9 1 Personas

no tendran un
infarto cardiaco

4 personas no
tendran infarto
cardiaco por

usar medicinas
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CLINIC Decision sobre Estatinas
@ Ayuda en la Toma de Decisiones

Riesgo Actual Intervencicén

Riesgo Actual
de tener un infarto cardiaco

Riesgo para 100 personas como Ud, que
no usan estatinas para el corazon

Temas MNotas Documento

Ventajas vs. Desventajas segun mis antecedentes meédicos
Utilizando la Calculadora ACC/AHA ASCVD

L]
Riesgo a Futuro

Dosis altas de estatinas Dosis altas de estatinas L2 SLE T ET D
aprox. 5150/mes

Riesgo para 100 personas como Ud, que
usan estatinas a dosis alta

Efectos adversos comunes
nauseas, diarrea, estrefimiento

20000000
20000000
0000000
20000000
0000000
20000000
20000000
20000000
20000000
20000000

(]
(]
(]
(]
(]
(]
(]
(]
[ ]
D

Alolargo de 10 arios

9 personas tendran un infarto cardiaco
91 personas no tendran un infarto

cardiaco

33° Foro Internacional OES
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Dosis altas de estatinas
Una tableta diaria

Dosis altas de estatinas
Las estatinas reducen el riesgo de
ataque al cerebro en un gquinto.

. e (la mavoria los tolera):
Rutina Diaria o
Dolor/rigidez muscular

en 5 de cada 100
{algunos deben dejar de tomar
estatinas);

Laboratorios anormales
(pero sin dolor ni dafio permanente al
higadal:

2decada 100

{algunos deben dejar de tomar
estatinas):

Darno en los musculos v en los
rifnones

en 1 de cada 20,000

(se debe dejar de tomar estatinas).

El riesgo de estos efectos adversos
puede ser mas alto cuando se usan
estatinas de mavor potencia o en
altas dosis.

00000
0022000
00002000
20000320

A lolargo de 10 anos

5 personas tendran un infarto cardiaco
91 personas no tendran un infarto
cardiaco

4 personas no tendran infarto cardiaco
por usar medicinas
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-
Shared Decision Making
and the Importance of Time
e == - R e
= Se=c—s e
“La barrera mas comun para la toma de decisiones = =5 s
compartida, Eo Soooeas Shmma
° ° V ° ° ) . e e —
citado por pacientes y médicos, es el tiempo -
S what e e, i
s S
g i i i . Pt g kP 1
e
e e e e
e ol e e et
= = e
= eeu

JAMA April 19, 2019 \
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Otras Barreras...

* Falta de Informacion

* Falta de Conciencia

* Falta de alfabetizacion en salud
* Sesgos

* Temores

JAMA April 19, 2019 (\/
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Jourmad of Cancor Eaucation [3004) 30-374-3180
hittpeidol org B 0T 13T 04-I410-8

K.

Tm o

Integrating Shared Decision-Making into Undergraduate Oncology
Education: A Pedagogical Framework

Aaron Lawson Mclean' 2 - Anna C. Lawson McLean'(

Accapiod: 29 Febnuary J124 J Pulishod onling: & March 2004
& Tha Authiors) HE4

Abstract

The mtegrafion of shamd decision-making (S8} into undergraduste onoodogy educafion mpesents a critical evolution in madi-
czl pedagogy, reflecting the grow ing complxity 2nd patient-ceniric focus of conemporry healithcare. This paper introduces
a comprehensive pedapogical frmmework desipned to embed S0 within the enderpradme medical curricelum, particularhy
in oncalogy, whene the multiplicity of treatment options and their profoend impact on patient lide snderscore the sty of
this approach. firounded in 2 sysematic Femue eview and digned with estshlished educational theories, this famework
proposes bwehe siategic spproache s i cultivate future phydcians proficient in both chinical aoemen and patient-collsborative:
decision-making. The framework emphasizes mal-world clinical experience, role-playing, case studies, and decision aids o
deepen siudents’ enderstanding of S, 1t advocates for the deve lopment of communication skills, ethical deliberation, 2nd
culturs] compeence, moognizing the multifsceted nature of patient care. The inclusion of patient namstives and evidene-based
decision-making ferther enriches the comiculum, ofiering a holistic view of patient care. Additionally, the imtegration of digital
toals within the SIM proce ss scknowdedpes the evolying technological landscape in healthcane. The paper aleo sddwxses chal-
lenge s in implementing thiz fremework, much as curricalsr constraints and the need for educstor treming. It endersooms the
imporiance of continual evalmition and adapiation of these smiegies (o the dy namic Geld of medical education and practice.
Orverall, this compee hensive approach aims not anly to enhance the gqmbity of oncologicsl case but slso o prepane: medicsl

studemis for the complexities of modern medicine, whes patient mvehement in dedsion-making is both 2 necessity and an
e n o
[ ] Eeywonds Onmlogy education - Shesed decision-making - Undergradeabe medical curricelum - Patent-clinicin

collshomtion - Evidence bassd medicine - Mediczl pedagogy

¢Como educar

Introduction in healthcan:, when: patient prefesnoes and values = inie-
grated imio the decison-making prozss[1].

@
€\
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The concept of shamed de-cision-making (SDM) has under-
gaone = significant evolution, mimoring the shifis in the
broader healthca: landscape. Historically, medical decision-
meking was predominzntly chnician-driven, with limited
patient imvolvement. Thix paradipm shifted notahly over
the past few decades, as patient avionomy and individual
rights gained prominence. The athos of SDM emerped trom
this transition, advocating for 2 mome e galitarizn approach

A Aann Lawson kiclean
aaron Lawsonmiclean Smisd o era de

Deparimend of Meprosrgery, Jena Universty Hospiial

~ Fridrich Schiller Universaty Jena, Am KEmikom 1,
BT 4T Jena, Germany

&1 dpsingar

In cncolegy, this shift is particularty salient. The field
haswitneswed anexponential growth in therapeutic options,
manging from tarpeied therapies to immunaothetapies, each
accompanied by its own riskhenetit pratile. This burpeon-
ing complexity makes SDM not only desirable but also
exwential. SDIM in oncology mspects the patiend's right to
be an xctive participant in their care, acknowledging the
prodound persomal impact of oncological decisions |2, 3.

Despite the acknowledped importance of SDM, there
mmains a significant pep in its indegration into medical adu-
cation, parficalarty af the undergraduzte kevel [4]. Traditional
medical curriculz ofen =main focesed on the biomedical
made], with lesx emphasis on the skills necessery for effec-
tive DM, sech as communication, ethical defiberation, 2nd
appecistion of patient valees. This educational shortall is

Journal of Cancer Education (2024) 39:374—-382



Toma de decisiones compartidas

Jourmad of Cancor Escation (P04} 30-374- 360
it ol g MU 1 113744198

* Fundamentar el concepto de TDC en =

Integrating Shared Decision-Making into Undergraduate Oncology
Education: A Pedagogical Framework

escenarios del mundo real. N —

Arcapiod: 79 Fobruary 124 § Publishor onling: & March 2024
& Tha Authors) G4

 Facilitar ejercicios de juego de roles s

The mtegrafion of shamd decision-making (S8} into undergraduste onoodogy educafion mpesents a critical evolution in madi-
czl pedagogy, reflecting the grow ing complxity 2nd patient-ceniric focus of conemporry healithcare. This paper introduces
a comprehensive pedapogical frmmework desipned to embed S0 within the enderpradme medical curricelum, particularhy
im oncalogy, whene the multiplicity of treatment options and their profoend impact on patient lide enderscore the neoe-ssity of
this approach. Grounded in 2 sysematic Bemure eview and digned with estshlished exducationz] theories, tis famework
proposes bwehe siategic spproaches i cultivate future phyicians proficient in both chinicel aoomen and patient-collaborstive
decision-making. The framework emphasizes mal-world clinical experience, role-playing, case studies, and decision aids o
deepen siudents’ enderstanding of S, 1t advocates for the deve lopment of communication skills, ethical deliberation, 2nd
culturs] compeence, moognizing the multifsceted nature of patient care. The inclusion of patient namstives and evidene-based
decision-making tarther enriches the cormiculum, ofiering a holistic view of patient e, Additionally, the imegration of digital
toals within the SIM proce ss scknowdedpes the evolying technological landscape in healthcane. The paper aleo sddwxses chal-
lenge s in implementing thiz fremework, such as curriceler constraings and the need for educator treming. 1t enderccoms the
imporiance of continual evalmition and adapiation of these smiegies (o the dy namic Geld of medical education and practice.
Orverall, this compee hensive approach aims not anly to enhance the gqmbity of oncologicsl case but slso o prepane: medicsl
studenis for the complexities of modern medicine, whes patient Ivehement in dedsios-making is both 2 necessity 2nd =n
expeciaiion.

* Analisis de casos

* Introducir ayudas para la toma de
decisiones

Eeywonds Onmlogy education - Shewed decision-making - Undergradeate medical curricalum - Patent-clinician

* Ensefnar habilidades de comunicacion T ————
Introduction in healthcan:, when: patient prefesnoes and values = inie-
grated imio the decison-making prozss[1].
. . The concept of shamd de-ciston-making (SIM} hes under- In cncolegy, this shift is particularty salient. The field
[ J FO m e n ta r e I u S O d e I a IVI e d I C I n a B a S a d a e n gone = significant evolution, mirroring the shifis in the  hacwitneswed anexponential growth in therapeutic options,
bruader healthcae: lendscape. Historically, medical decision-  manging from tarpeied themapies o immunotherapies, each
meking was predominzntly chnician-driven, with limited  accompanied by its oo risk—henefit profile. This burgean-
M M patient imvolvement. Thix pamdigm shifted notably over  ing complexity makes SV not only desirable but slso
a EV I e n C I a the pasi few decades, as patient avionomy and individual — essential. SDM in oncology espects the patiend’s right to
rightx gained prominence. Theethos of 50M emerped from be an active participant in their care, acknowledging the
this transition, advoceting for 2 mome epaliterizn approach prodound persomal impact of oncological decisions |2, 3]
Despite the acknowledped importance of SDM, then
mmains a significant pep in its indegration into medical adu-
[ ] cation, parficalarty af the undergraduste level [4]. Traditional

Adoptar herramientas digitales para TDC
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=1 Aamm Lawson hiclean

aaron lawsonmiclean Grmad mi-jena de medical curriculz ofien mmain focesed on the biomedizal

made], with lesx emphasis on the skills necessery for effec-
Deparimers of Memrosmaery, Jora Univeraty Hosgilal tive: SIPM. sech as commumnication, ethical defiberation, znd

C-Lm%:lm Uniscray kena, Am Kiaikam 1, appecistion of patient valees. This educational shorifall is
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Journal of Cancer Education (2024) 39:374—-382



_POR TERRIBLE QUE SEA QUIERO SABER LA VERDAD, DOCTOR : ¢SER
UN SER HUMANO ES UNA EFERMEDAD INCURABLE?
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