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“If I’d known that doctor, I would never have had the operation”. The voice of a regretful
elderly patient, following the difficulties of using frequent eyedrops and having frequent visits
to the hospital following her glaucoma surgery.
‘No decision about me, without me’1, has been pivotal for healthcare; emphasising the
importance for each patient to be involved in making informed choices about their own care as
a means of securing better care for them as an individual – and hence better outcomes.
Decision-making becomes a joint responsibility between doctor and patient – and Shared
Decision Making (SDM) is the process whereby the most suitable decision for a particular
patient is made by bringing together the best available medical evidence and the patient’s
personal values and preferences2.
The exchange of information between doctors and patients is central to this and it behoves the
doctor to unearth the patient’s values and simultaneously explain the options and communicate
risk in a form that is tangible to each patient. This should include the option to ‘do nothing’as the patient should not feel compelled to undergo any form of active intervention. The
‘Choosing Wisely UK’ initiative introduced a simple mnemonic “BRAN’, for use in
consultations, to ensure that all relevant information is discussed with patients in consultations.
BRAN stands for ‘Benefits’, ‘Risks’, ‘Alternatives’ and do ‘Nothing’3. The mnemonic has
been expanded to reflect the challenges of decision making during COVID-19 to ‘BRAND’,
where the ‘D’ is ‘defer’; which is different to ‘doing nothing’, but important to be recognised
during this unusual time and the risks and benefits of this option (including the risks of COVID
exposure) explained.
The Montgomery ruling in 2015, was a historical ruling and probably one of the most important
regarding ‘consent’ and ‘choice’ for patients. It enshrined in law that doctors have a duty to
advise patients about all material risks including those to which a specific patient may attach
particular significance.
More recently, in Nov 2020, the General Medical Council released guidance5, underscoring
the importance of consent being a process that starts from when a patient first seeks clinical
input and that patients being involved in decisions about their care is paramount. It outlines the
purpose for dialogue between doctors and patients:
1) to help the patient understand their role in the process, and their right to choose
whether or not to have treatment or care
2) to make sure the patient has the opportunity to consider relevant information that might
influence their choice between the available options
3) to try and reach a shared understanding of the expectations and limitations of the
available options.
Currently, draft NICE guidance on SDM is out for review and proposes that SDM is
ubiquitously embedded in healthcare delivery through training and robust governance
procedures; recognising that this is an essential aspect of contemporary medical practice.
Communication of options and risks can be challenging and it is important to remember that
about half of adults in the UK have low or marginal health literacy. Health literacy is important
as it affects a patient’s ability to explore options and ask questions, and their capacity to
understand risk6. A lack of understanding about surgical procedures and their implications7 is
recognised in a significant proportion of patients, even after they have agreed to surgery and
consent has been confirmed6. Patients are also influenced by their emotions8 and their own
experiences, for example: a relative who lost their vision from cataract surgery or conversely
all their friends and family having excellent outcomes following cataract surgery.

In addition, patients and clinicians tend to understand probability and risk differently, with
clinicians considering statistical probabilities across a population, whereas patients consider
them as all or nothing events for themselves. When explaining risk, it is also important to
consider everyday examples in order for the patient be able to attach significance. For example,
if everyone on a full double-decker bus had cataract surgery, only one would require a second
operation due to complications. Some authors have also associated medical risk with car
crashes and winning the lottery9.
Evidence suggests that SDM, when done well, enhances patient experience, improves
treatment adherence and outcomes and is associated with fewer risks of treatment regret2.
Patient choice is an imperative in modern medicine and with so many new treatments,
interventions and surgical options in ophthalmology, it is a collective responsibility to improve
the quality of service we provide by understanding and embracing SDM.
Although this might be termed ‘just good medicine’ there remains a huge variation in
comprehension and delivery by the profession during direct clinical care. A significant barrier
to this is a lack of professional education and training; core or specialist competences in SDM
do not, as yet, exist. Raising professional awareness and providing educational support are
currently key. In order to help address this in ophthalmology, a 4-unit e-learning module on
SDM has been developed specifically for this specialty, with the aim of improving the ability
of ophthalmic healthcare workers to better communicate risk [https://portal.elfh.org.uk/Component/Details/604821]. Using ophthalmic specific examples, simple evidencebased strategies are used to ensure that delivery of information is balanced and standardised;
such as use of absolute risk rather than relative risk, the use of common denominators when
explaining risk and the importance of pictorial representation, such as patient decision aids.
This course has been evaluated and been found to increase the confidence of clinicians to
facilitate SDM and to improve their knowledge regarding the principles of risk
communication10.
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