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CONSENSO INFORMATO E CHIRURGIA DELLA TIROIDE:
jeri 099i e .. domani

Vincenzo Glammarco

A) il cancro della tiroide ieri e oggi:
epidemia di cancri o abuso di ecografie ed agoaspirati?

B) il cancro della tiroide ... domani
e ¢ possibile fare marcia in dietro?

* il consenso informato: una "finzione legale" o una "decisione
condivisa" ?



Un esempio e il cancro alla tiroide:

e stimato che negli ultimi due
decenni 500.000 persone di oltre
12 paesi potrebbero aver ricevuto
"overdiagnosis", con conseguenti
inutili interventi chirurgici e
necessita per molti di assumere
medicamenti per tutta la vita
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cosa é accaduto!
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alla palpazione

prima 1994

5%

Prevalenza di
"anomalie strutturali"

della tiroide
dopo 1994

60%




abbiamo trovato tanti noduli!
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abbiamo punto tutti
i nodulie ...
sempre piu piccoli!!!
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JAMA May 9, 2017 Volume 317, Number 18

»,

How to Look for Thyroid Cancer

Anne R. Cappola, MD, ScM

* |e caratteristiche ecografiche possono essere utilizzate per
definire il rischio di malignita

* ['aumento di volume non e prerogativa di malignita
e raramente noduli follicolari benigni diventano maligni

* microcarcinomi papillari (< 1,5cm ) - 90% dei tumori operati
possono rimanere immodificati per tutta la vita

UOSD Endocrinologia Ospedale S.Spirito
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Natural history of thyroid cancer 7
Endocrine Journal Feb 2, 2017
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Natural history of thyroid cancer suggested by the thyroid cancer trilogy

Self-limiting cancers arise in the infantile period and then undergo rapid but limited growth. Most of them stop growing,
then tum into PMCs. Lethal cancers appear suddenly after middle age and undergo rapid and unlimited proliferation to cause
cancer death.

"la storia
naturale del
cancro della
tiroide"

/th

ow
Lethal .7
cancer .

alcuni noduli "maligni" sono stati riclassificati come benigni — NIFTP*

encapsulated follicular variant of papillary thyroid carcincima

Noninvasive Follicular Thyroid Neoplasm with papillary like
nuclear features (NIFTP)

10/11/17 UOSD Endocrinologia Ospedale S.Spirito
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R. Michael Tuttle, MD

Professor of Medicine and Endocrinologist
Memorial Sloan Kettering Cancer Center

New York, NY

"Forse la differenza fra noduli tiroidei

che richiedono la chirurgia e que

li che no

risiede nelle caratteristiche del paziente,
hoh helle caratteristiche del tfumore"
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OSSERVAZIONE nei carcinomi tiroidei a basso rischio

Thyroid. 2017 Apr;27(4):518-523.

Applying Criteria of Active Surveillance to Low-Risk Papillary Thyroid Cancer
Over a Decade: How Many Surgeries and Complications Can Be Avoided?
Brito JP, Griffin A, Bahl M, Hoang JK.

&S

"quanti interventi e
relative complicazioni
possiamo evitare?"
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Roma, 9-12 novembre 2017 ITALIAN CHAPTER

CONSENSO INFORMATO € CHIRURGIA DELLA TIROIDE:
jeri 099i e .. domani

VLINCEWZO GLAVAMAYCO

A) il cancro della tiroide ieri e oggi:
epidemia di cancri o abuso di ecografie ed agoaspirati?

B) il cancro della tiroide ... domani
e ¢ possibile invertire la direzione?

* il consenso informato: una "finzione legale" o una "decisione
condivisa" ?



OVERTREATMENT di
carcinomi differenziati
della tiroide

"estimates that over 500.000 people may have
received overdiagnoses across 12 countries in
the past two decades, leading to unnecessary
surgery and lifelong medication for many"

é possibile invertire la direzione?
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sma group |

physicians can change the
direction of medical
care through public discourse.."

come

Beating thyroid cancer with accurate
information

inversione di corre
con corretta
comunicazione | |

SCIENtifiCa SUIi MEdia e srmmecmemm v

|

..
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METTERE IN PRATICA

raccomandazioni per la chirurgia dei
carcinomi differenziati della tiroide
(Linee Guida ATA / AME-AACE)

e sorveglianza puo essere praticabile per microcarcinomi (< 1,5 cm) papillari
(diagnosi citologica) a basso rischio.
(markers tumorali possono supportare questa decisione)
la lobectomia pu0 essere una valida alternativa

 tiroidectomia totale dovrebbe essere riservata ad una minoranza di casi a
medio alto potenziale aggressivo

CDT Carcinomi Differenziati Tiroide

UOSD Endocrinologia Ospedale S.Spirito
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overdiagnosis

!

overtreatment
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METTERE IN PRATICA

PER PRENOTARE
UOSD ENDOCRINOLOGIA @ o

LAZIO

con
ricetta rosa del medico

curante
RECUP 803333 ORE 8-18

dott Giar
Tel 066835 2265/7126 FAX 0668352162
vincenzo.,

1.it
cell 3476530630 visita intramoenia
06-77307447 ‘
lunedi-venerdi ore 8-18
MNG RICHIESTA FNA

MEDICO PRESCRIVENTE AGOASPIRATO APPROPRIATEZZA I-—II

W‘ I II ' I richlesta o

{elazione meaica data di nascita PRIOSIT955 [1e1[3389484908

1-3-2013: esegue eco tiroide per cardiopalmo ('!') con riscontro di nodulo misto a dx di dimensioni non precisate nel referto(!?). Nel
2014>2016: mastectomia sinistra in due tempi per K seguita da chemioterapia (attualmente assume Femara). Assume inoltre Cardicor 2,5
per extrasistolia; Eutimil. Ha eseguito nuovamente eco tiroide (stesso operatore diplomato SIUMB) il 7-4-2017 con riscontro di incremento
dimensionale del nodulo con vascolarizzazione peri ed intra. Consigliato FNAB

[20/09/2017 |

]
di fondo regolare ed omog In sede medio lobare destra % INDICE NEOPLASTICO
i di ECOGRAFICO tiroide
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legg irregolari , con rinf P . Lari peri e dul
Non linfoadenopatia LC di aspetto patologico
rolli

[20/09/2017 data 1° relazione g -
iperplasia nodulare a basso rischio lasti alla pazi le diagnosti Lt
terapeutiche secondo LG accreditate (AME/AACE) ele ive proiezioni prog: iche si decide di NO
sopr all' dell'agoasp fra 6 mesi.
oo 1 [istoloala hd N

ULTIMO indice di attenzione

CONTROLLO

apppropriatezza
prescrittiva e
gestionale da
parte del MMG

Medico -
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70-90%

Npsechok,
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Intermediate|
Suspicion
10-20%

Low
Suspicion
5-10%

*yerei0x 0k regue marge

Very low
Suspicion
3%

AMERICAN THYROID ASSOCIATION

DIDICATER 1O SCHNTIING INGUAY, CUMICAL ACTILINGE PURIC SERY

adottare l'indice di sospetto
neoplastico nella refertazione
ecografica
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METTERE IN PRATICA

raccomandazioni per agoaspirato ecoguidato
Linee Guida ATA / AME-AACE

12 MHzZ G 43% CFM F 6.6 MHz G 70%
4 4 cm XV C PRF 1.0kHz
PRC 9-3-A PRS 5§ PRC 3-B-A PRS 4
PST 2 FP M s |

sz | A R noduli inferiori a 10-15 mm

limitare |'agoaspirato a quelli con
caratteristiche "particolari"

CDT Carcinomi Differenziati Tiroide
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The Optimal Practice of Evidence-Based Medicine
Incorporating Patient Preferences

in Practice Guidelines

Research evidence Is necessary but Insufficient
making patient care decklons. An effective but
chemotherapeutic regimen Is the treatment on
patient with cancer can and will take, another patient
can take but will not, and yet ancther patient could not
take even If wanted. Careful attention to the blo-
psychosocid context of patients and to their informed
preferances when crafting treatments requires exper-
tise and practical wisdom. This represents the optima
practice of evidence-basad medkine.

Patient preferences refer to patient parsr-
beliefs, expectations, and goals for b=~
to the processas that Indivi~
the potential ben=*

== P
? P\l\E _0se not to follow a

st Ncorporate their preferences.

- guideline (Adult Treatment Panel 1), for

_wiple, recommended statins for all patients with
diabetes. Patients with diabetes atlow cardiovascular
risk were 70% less likely to opt for a statin after

Getting the evidence right—the right

options, outcomes, and outcome

data—is an obligatory prerequisite for

considering informed patient
preferences.

receiving Information about the small absolute reduc-
tion In coronary risk statins could afford them than
patients racelving guidaine-diracted care. Where the
use of statins In patients with diabetes is linked to
quality measures of performance Incentives, clinkians
face the conflict of following either the guideline or
the informed patient.

Challenges in the Incorporation of Preferences

in Guidelines

Access to patients’ preferences ks complex. Individuals
form their preferences when they have to make a
decision, In a context replete with emotional and
soclal Influences. This context ks often absent when

Hindsight bias, cognitive dissonance, and regret can
reduce the validity of surveys of preferences in
patients who are living with the consequences of a
or decislon. Indeed, a systematic review of patie~
eference literature for the antithromb~*

0\ e 0 bdj
6 - other panelists.

.nd expertise may hinder

\&EE patlent bteferences or only produce

_.. patient Involvement, false inclusion, and
=valued Input.®

These challenges could be considerad opportuni-
ties to develop new and batter methods. This optimism
b somewhat temperad by the stubbornly poor quality
of contemporary guidelines. Getting the evidence
right—the right options, outcomes, and outcome
data—Is an obligatory prerequisite for considering
nformed patient preferences. For Instance, In 3 survey
of more than 2000 patients with dabates Iiving In Min-
nesota, 1 In 4 respondents considered
hemogobin A,_, a measure of glycemic
control, to be as iImportant as death or
major morbidity.® For dacades, experts,
dabetes organizations, and Industry
have Indoctrinatad patients and physi-
clans to belleve that hemoglobin A,
captures the beneficial effects of disbe-
tes care, a view not supported by large
randomized trids. If panels were to con-
sider the preferences from these patients, in this con-
text of Inaccurate Information, guidelines would prob-
ably look just like the ones produced by similarly
misguided diabetes experts.

This example lllustrates a key Insight: the chal-
lenges Intrinsic to Incorporating patient preferences
are the same as those Involved In Incorporating expert
views Into guidelines. These include advocacy and
activism of a particular position; lack of appreciation
for evidence-based medicine and its methods for the
selection, appralsa, summary, and presentation of the
evidence; complicated power, language, geal,” and
experlence differences across panelists; and lack of
respect for the rigorous methods of guideline formu-

volunteers, not facing a deciskin) B9 DPEfredess rilwho gia Ospedale S.Spirito

Ro.ma December 13,2013 Volume 310, Numbsr 23
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disseminare

LG ai pazienti: e possibile?

Schipper et al. implementation Sdence (2016)11:82 . )
D01 101186/5130120160447-x Implementation Science

SYSTEMATIC REVIEW Open Access

Strategies for disseminating @
recommendations or guidelines
to patients: a systematic review

diffusione -~

@CUMIW} ASSUCIAZION Linee Guida
MZENT mnucmm AME
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J. BRITO alla Mayo Clinic

i l i n i c al 1 rl a l b gov ClinicalTrials.gov is a database of privately and publicly funded clinical studies

conducted around the world.

Home >  Study Record Detalil

Shared Decision Making in Patients With Thyroid Nodules

This study is currently recruiting participants. < rg

See P Contacts and Locations

Ven‘ﬁeo[October 2017 by Juan P Bn‘to]Campana, MBBS, Mayo Clinic

Sponsor:
Mayo Clinic
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“"MEDICINA CONDIVISA"
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JAMA 2017

SHARING MEDICINE

Opinion

Sharing Medicine—A JAMA Internal Medicine Series

Robert Steinbrook, MD; Rita F. Redberg, MD, MSc

In this issue of JAMA Internal Medicine, we launch a series on
“Sharing Medicine.” Encompassing the mutual decisions by
physicians and patients that are often referred to as “shared
decision making,” sharing medicine describes a broader ecol-
ogy of the sharing of knowledge, data, skills, and experiences
within the medical profession, with patients, and with the pub-
lic and society.

The Sharing Medicine series begins with 7 Viewpoints,
starting in this online issue' and continuing weekly online.
These articles will consider such topics as the importance of
understanding the goals and preferences of individual pa-
tients, the sharing of medical knowledge among physicians,
and the sharing of experiences of illness and care.

The articles have been commissioned and developed for
publication in collaboration with Richard Lehman, BM, BCh,
MRCGP, the guest editor for the series. In the first article,
] Lehman' offers a vision for
sharing, writ large, as the fu-
ture of medicine. Sharing
< medicine begins with shared
Related article decision making, which, as
Lehman notes, is not a “single act of choice,” but “something
more wide-ranging and complex.”' Itis part of an ongoing dia-
logue between clinicians and patients, which elicits goals and
preferences and continues with an exchange of knowledge that
is relevant and understandable to the patient.

Also in this issue is a Special Communication from
Tulsky and colleagues® that proposes research approaches to

Viewpoint

improving the quality of communication between physi-
cians and patients in serious illness. Starting from the prem-
ise that poor communication has a central role in the suffer-
ing of patients living with serious illness, the article
considers shared decision making, advance care planning,
communication about prognosis, and related topics. That
improvements in the quality of communication in serious ill-
ness can help to ease the suffering of patients is a powerful
concept and closely aligned with the themes of the Sharing
Medicine series.

Individual patients will vary in the extent to which they
wish to make shared decisions with physicians and in their
ability to make them. Nonetheless, the days of paternalism
and the view that “the experts” alone know best are behind
us. A recent article focused attention on shared decision
making, and noted that “informed patients often choose
more conservative and hence less expensive medical
options.”*®1399 The article also summarized what was
needed for successful implementation, including “common
definitions, trusted certified decision aids, clinician engage-
ment, strategies to enable successful implementation into
practice, and a commitment to rigorous evaluation and
improvement.”3®1210)

This series aims to enable sharing medicine as the future
direction of medicine. The driving forces are improving medi-
cal care and making it more patient centered. We hope you find
the series informative and thought provoking and a stimulus
to move forward.

ARTICLE INFORMATION

Author Affiliations: Department of Internal

Medicine, Yale School of Medicine, New Haven,

Connecticut (Steinbrook): Editor at Large, JAMA
of

Internal Medic "

Medicine, University of California, San Francisco
(Redberg): Editor, JAMA Internal Medicine
(Redberg).

C Author: Robert Steir MD.
Department of Internal Medicine, Yale Schoel of
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Informare

™ responsabilizzare . .
condividere

BMJ 2014;349:g5811 doi: 10.1136/bmj.g5811 (Published 25 September 2014) Page 1 of 2

EDITORIALS

Decision aids, empowerment, and shared decision
making

Each works or fails to work in patient-clinician conversations

lan Hargraves lead designer, Victor M Montori professor of medicine

Knowledge and Evaluation Research Unit, Mayo Clinic, Rochester, MN 55905, USA

UOSD Endocrinologia Ospedale S.Spirito )8
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Informare

Cancer. 2013 Jan 1;119(1):189-200
Patient decision aids for cancer treatment: are there any alternatives?
Spiegle G

aiuti decisionali comprendono
* registrazioni audio,

e schede decisionali,

* interventi computerizzati,

* interviste e opuscoli,

* diverse combinazioni di questi

UOSD Endocrinologia Ospedale S.Spirito
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"supporto decisionale”

Weight change Low blood sugar (hypoglycemia)
Metformin Metformin
- +
None
No severe risk Minor=0-1%
Insulin Insulin
4 to 61b gain
Severe=1-3% Minor=30-40%
Pioglitazone Pioglitazone
- PRbE [+ ]+ [+ B

More than 2 to 6lb gain

e No severe risk Minor=0-2%
Liraglutide/exenatide Liraglutide/exenatide
-HEEE +
3 to 6lb loss
No severe risk Minor=0-1%

Fig 1 Part of Diabetes Medication Choice, Mayo Clinic
(http://shareddecisions.mayoclinic.org/files/2011/08/Diabetes-brochure.pdf)

UOSD Endocrinologia Ospedale S.Spirito
Roma
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responsabilizzare

BMJ 2016:;353:i3200 doi: 10.1136/bmj.i3200 (Published 27 June 2016) Page 1 of 5

<«<Una buona pratica clinica richiede di prospettare al paziente le SIS

soluzioni alternative e navigare con accortezza nei diversi
contesti INDIVIDUALI

®

CrossMark
N

AARE

Clinical encounters in the post-guidelines era
Glyn Elwyn and colleagueshighlight the potential benefits of fast and frugal knowledge tools

UOSD Endocrinologia Ospedale S.Spirito
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condividere

Narrative based medicine: Narrative based
medicine in an evidence based world

Trisha Greenhalgh
BMJ 1999;318;323-325

.. condividere veramente le decisioni non significa mettere il

paziente davanti a una serie di opzioni, ma trovare cosa interessa al

paziente, cosa e in gioco per lui e ... chiedersi qual € il miglior piano

dazione per questo paziente, in queste circostanze, a questo punto
della sua malattia?”

UOSD Endocrinologia Ospedale S.Spirito
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ridurre i costi

EricaS. Spatz, MD,
MHS

Section of
Cardiovascular
Medidne, Yale School
of Medicine, New
Haven, Connecticut;
and Center for
QOutcomes Research
and Evaluation.

10/11/17

Prime Time for Shared Decision Making

JAMA April 4, 2017 Volume 317, Number 13

The recognition that informed patients often choose
more conservative and hence less expensive medical op-
tions has made shared decision making a focus of value-
based care.' In 2007, Washington State passed legisla-

tion incentivizing shared decision making as an alternative
to traditional informed consent procedures and forms
for preference-based treatment decisions that include an
elective procedure, such as joint replacement for hip or

scelgono opzioni conservative

e quindi meno costose

to guide the implementation of high-quality and achiev-
able shared decision making, policy makers and health
systems may consider the following key steps.

Shared Decision Making to Improve Care and Reduce Costs
Emily Oshima Lee, M.A., and Ezekiel J. Emanuel, M.D., Ph.D.

sleeper provision of the Af-

fordable Care Act (ACA) en-
courages greater use of shared
decision making in health care:
For many health situations in
which there’s not one clearly su-
perior course of treatment, shared
decision making can ensure that
medical care better aligns with
patients’ preferences and values.
One way to implement this ap-

UOSD Endocrinologia Ospedale S.Spirito

Roma

to achieve three important goals:
promote an ideal approach to cli-
nician—patient decision making,

NEJM 368;1 nejm.6 org january 3, 2013

than 1000 office visits in which
more than 3500 medical deci-
sions were made, less than 10%
of decisions met the minimum
standards for informed decision
making.! Similarly, a study
showed that only 41% of Medi-
care patients believed that their
treatment reflected their prefer-
ence for palliative care over more
aggressive interventions.?

However, more than 2 years

33



SHARING MEDICINE
m Sharing as the Future of Medicine

* knowledge

e Evidence Based Medicine
la conoscenza

¢ Skl”S non basta!
e capacita di ascolto
* diagnosirazionale
e comunicazione efficace
con il paziente

* experiences

e condividere l'esperienza
del paziente

UOSD Endocrinologia Ospedale S.Spirito
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TOLERATING UNCERTAINTY

NEJM 375;18 November 3, 2016

PERSPECTIVE

BECOMING A PHYSICIAN

Tolerating Uncertainty — The Next Medical Revolution?
Arabella L. Simpkin, B.M., B.Ch., M.M.Sc, and Richard M. Schwartzstein, M.D.

) medici,

iatrogenic injury and withhold-
ing of information from patients.?
In addition, by attempting to
achieve a sense of certainty too
soon, we risk premature closure
in our decision-making process,
thereby allowing our hidden as-
sumptions and unconscious biases
to have more weight than they
should, with increased potential
for diagnostic error.

Our need to tolerate uncertain-
ty has never been more urgent.
Technology is advancing at light-
ning speed, and we are now able,

10/11/17

need to thrive in 21st-century
medicine.

We believe that cultivating a
tolerance of uncertainty, and ad-
dressing the barriers to this goal
for physicians, patients, and the
health care system, will require a
revolutionary change in medicine’s
cultural attitude and approach to
uncertainty. Our curricula (for-
mal, informal, and hidden), as-

sessments, and evaluations will

need to be mod
size reasoning,
more than one r

tivity in the illness narrative, diag-
nostic sensitivity and specificity,
unpredictability of treatment out-
comes, and our own hidden as-
sumptions and unconscious bias-
es, to name a few. We can then
teach physicians specifically how
to communicate scientific uncer-
tainty, which is essential if pa-
tients are to truly share in deci-
sion making, and we can reduce
everyone’s discomfort by refram-

pazienti,
amministratori

La medicina &
la scienza dell'incertezza
e |'arte della probabilita.

7S

William Osler

UOSD Endocrinologia Ospedale S.Spirito

Roma
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il consenso informato

una "finzione legale"” o una
"decisione condivisa" ?



Se ...

SHARING MEDICINE
Sharing as the Future of Medicine
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vecchio e nuovo

"richiedere la firma di un consenso scritto potrebbe
insospettire il paziente e provocare la richiesta di
spiegazioni per chiarire la ragione di tanta formalita ”

il vicepreside della facolta di Medicina di Harvard 1974

"e necessario ricercare la cooperazione
del paziente per combattere meglio la malattia”

Ippocrate di Cos, 460 ac
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rapporto medico/paziente

il medico = missionario il paziente = suddito
e guida

e decide * obbedisce

e sceglie

W_/

cultura paternalistica
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VIEWPOINT

The New Era of Informed Consent

Getting to a Reasonable-Patient Standard
Through Shared Decision Making

JAMA May 17, 2016 Volume 315, Number 19

The rights of patients to beinformed about care dedisions

are aritical tomeaningful patient decision making. Informed

mamm inclinical practice is yet again under scrutiny, bothinthe  consentdocuments for procedures, surgery, and medical
Section of United States and around the world. The well-ingrained  treatments with material risks (eg. radiation therapy) tend
c"" mi.me ethical-legal process of informed consent, sofundamen-  to be generic, containinginformationintended to protect
University School of tal to patient autonomy—or the patient’s right to self-  thephysician or hospital from litigation. These documents
Medicine, New Haven determination—was the subject of a 2015 UK Supreme  areoftenwritten atahigh reading level and sometimes pre-
mm Court case (Montgomery v Lanarkshire Health Board).'In  sented in nonlegible print, putting a premium on health
AT T that case, a woman with insulin-dependent diabetes, literacy and proactive mfocmabon-seeklng betnmor3
Evakstion, Yale-New claimed that her obstetrician faled to communicatetherisk ~ Moreover, informed conse

mlbspital..m of shoulder dystocia during vaginal delivery (acomplica-  minutes before thestarta

tion associated with fetal macrosomia) that ultimately re-
sulted in severefetal brain anoxia. She claimed that had she
received full information about therisks, she would have

cionc optedfor cesarean delivery Yetthetreatingobstetrican * Suprema Corte inglese ha
czdk!mﬁ(l;: (and other expert physicians called totrial) claimed that the 2 . d 5 d.
Muckcim. ensuing risk was very small and thus appropriately not
mmj‘m communicated because a cesarean delivery is not in the Sp azzato via aecenni ai

necticut; aternal i The obstetrici ed that "...had . .
et S e S T S s paternalismo per avviare
m’;’*N ew  Shewould havenodoubt requesteda caesarean section, :
i ki it un nuovo modello di
Haven, Connecticut. Inits final decision, the UK Supreme Court ruled that d d .

the standard for what physicians should inform patie vention, morethanSO

mwm‘“‘- about therisks, benefits, and alternatives of treatmentwill  inpatient procedures arep rapporto me ICO/
ST no longer be determined by what a responsible body of  patients, informed conse / n
oecmm physicians deems important but rather by what a rgason- pOZIente
Healthwise Research able patient deems important. In rendering thisdecision,
zm‘:"m the court swept away decades of medical paternalismin c
Public Health, Boston,  the United Kingdom to embrace anew patient-centered  an opportunity to reﬂectondlerpreferences vdues
Massachusatts. standard. Perhaps more compelling, the head oftheRoyal  and goals; to learn more about their prognosis; and to

College of Surgeons urged that the only way to operation-
alize such a substantial and needed change is through
shared decision making, a collaborative communication

signal concerns about safety and rehabilitation. Reason-
ably, patients may request more information, a second
opinion, or support from a family member or friend in

process between dlinidians and patients that integg@gthe F n thedécisitognakingpeekess. S. Spirito
10/11/17 pest evidenceavailable withthe patients valuesandpref-  What yould a high-value, patient-centered process 40
erences, to promote high-quality health care decisions. ~ forinformed consent look like? A comprehensive, trans-



m Era 3 for Medicine and Health Care

DoakiM Derwik | Comstant confiict rofistho hoalth Gro landscape, indud-

v, NP Ing e refated to the Affordatbio Cam Act, aloctronic
inctuts for Healihcas  haith secords, payment changes, and consolication of
Snprovesmt. hospitats and hasith plars. The morake of phiysicians and
orocer_ B8 ot cracaans s oopardy

One founciational Caurso of thadiscorndis.an apic al-
Rsion of 2 aras with Incomgatible ballofs.

=

Eortl e 530 Eral

B B2 1 was the ascandincy of the profession, with roots
Viewnonts milennia deep-—-back 1o Hppooates. Its norms incude

papn Il BN ad  these: the profession of maciana & nobie: 1t s spocl
0% Inowiocdge. naccesstio tokaty R is bonaficant: and itwel
solf-reguiate. In rohum, sodety concadod to the medical
Profe=son 3 prvikige most othor work groups donot get:
the atharity to judge the quaity of s own work.*
However. the idaalsm of 963 1 waes shaken whan ro-
searchers axamining the systom of care found prob-
loms, such 25 enarmous unagiained varkation in prac-
tice, rates of injury from aeTors In Cre high anough 1o
ks haalth Cre 3 putiic health menace, ndgnties, in-
Jesticosaiatod b0 race and socl s, and profitoonng.
They o reportad that some of the soarng costsof cre
wors wastoful —not producng bettor cutcomes.
Thesa Ancings Mad 3 puse reliance on trueshod pro-
fessonaitsm soom natve. If madicl profassionals ware
scontific, wiy was thar so much variation? If thay were
banaficant, how coulcthay parmit 50 much harm? If thay
self soguiato. how could thay wasto so much?

Era2
The Inconsisiancy helpad birth ara 2, wihich dominates
the present. Exponents of aca 1 baliowe In professional
trust and prarogative: thosa of e 2 baleve In aomurnt-
abtty, scutiny, memrement. Incontives, and markets.
The mactinery of ara 2 s the mantipuition of contingen-
O rowars, purnistimants, and pay for parformane.
Tha colilson of noams from theso 2 aras—betwoen
the romanceof professonal atonomy on the onahand,
and the various todks of axtormal accountabéty on the
other—laads to discomfort and salf-protective reac-
tons. Physicians, other dinidans. and many heath cre
managers fodl angry, misundarstood. and overcon-
troflad. Payors. povermimeants, andconsumer groups foel
KRepoious, reststod, and often halpless. Cramplons of
ara ) arda the wagons to defond profossional prarogs-

thves. Champions of ora 2 invest In more and more rav-
enous inspaction and control.
mu Thesconfict impadesthe pursut of the sockl goatsof
g fundamentaly battar G, botter haath, and ower cost.

iattuts for Hoathcws  THE DSt OUES b these s s tha continesal dosign and

oot kg of haath <25 25ystom. Whan theathas o pro-
”mllu:‘m fessoralsy cxhes with the athas of marksts and ac-

orberechgpred | CUPLIOIR ETITENSO S0 G5 gt Ahartad O tha U
camd 10/11 /ds7ind amas entorprisacf re-cutng G

ATM T

The tactics.of aras 1 and 2 seflect doopily hald bolefs.
Tho dash will continue uniess and untl thoso boliofs
chunge and takhaoldors act aiforantly 25 2 resut.

freaeneeeene L@ 3 €re di Berwick
R A JAMA 2016

First, Roduco Mandatory Measuroment
Ex2 2 hastrought with it excessive measurameant, much
of which &5 usaiess but nonethaios mandatod intem-
perate maxuroment Is 25 U and ITesponstie X
Is Intemparate haaith care. Purveyors of measure-
mant_incuding theCantiors for Madicre & Modcakd Sar-
vices {CNS). commartil nsurors, andregutions, work
ng with tho Natoral Quality Forum. shousd commit to
reducng (by S0% in 3 yoars and by 75% In 6 years) the
volume and total cost of mGErments QurTantly baing
usad and enforcad in haatth care. The aim shoukd be to
maasure onfy what matters, and mainly for leaming,
With that focus, il haaith cre stakohalders could
Inow whiat thoy neod toknow with 25%. of thecost and
o ks usk vty oo
ITRITY [ OORSS MGRIeS . .
g mppmmenme=sn=ace ERA T paternalismo professionale
come mezasesneads tobe fastor. Suchasciplinewould
Testone to GIre providans an encrmous amourt of tme
mmwmmm“ and responding 1o reports
noone -
ERA 2 controllo contabile e legale
Second. Stop Compiax indvicsal Incentives g
Algring prymant sysems and iIncontives with tripke am
goals for organizations makes sansn. but payers and
health cro aaeautives should dockre 3 moratoruem on
compiax incantive programs for ndhvadual cinkcans,
which are confusing, unstatie. and Invite gaming. The

g menmesarse = RA 3 Sia 'era MORALE

Ing more trust in the Intrinsic motvation of the haalth
Greworifore and putting more affort intokerming and
loss Intoamanagng CaTORs and sticks. For many, fnot af,
dinictars, the best form of ndvidual paymant to -
port a focus on nead ks, simply, salarked practica in
pationt Jo0used OGEANLIItONS.

Third, St the Business Stratogy From Revarue
to Qualty

FeVENU CoMtinueS 100 much to dominate
the businass modcts of health car organtzations. Trat
raflacts short.term thinking. A botter, more ustain.
abio routo 10 fnancil aucrees s improving quaity. This
ToquIres mastering the thaory and mathods ol imgrove-

M S . .
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beneficio e rispetto

Brendan C. Stack Jr,
MD

Department of
Otolaryngology-Head

and Neck Surgery,
University of Arkansas

for Medical Sciences,
Little Rock.

Peter Angelos,

MD, PhD

MacLean Center for
Clinical Medical Ethics,

10/11/17

Department of Surgery,

The Ethics of Disclosure and Counseling

of Pati%s With Thyroid Cancer

The ethical basis for the interactions between physu
cians and patients is primarily groGntes he

ciples of beneficence and respect for persons. Benefi-
cence emphasizes the importance of actinginsucha way

ICIO e rispetto

that patients will benefit from theinteraction. The prin- 2 alla persona: le basi
ciple of beneficence is central to patients’ expectations : :

of their physicians. Patients expect that their physi- i plai=1d(o{g[=Ne (S| N =] o] o o) o
cians will make recommendations that are inthe pa- i . .

tient's best interests rather than primarily in the physi- < medICO/paZIente

cians' bestinterests. In previous generations, physicians
were given wide latitude to make choices on behalf of oW € e ars
their patients because, basedontheireducationandex- a d'lvng force to perform a biopsy.?
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