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ABSTRACT

Person-centered medicine is a programmatic and collaborative initiative that positions the patient as a whole person at the focal point of health and healthcare. Its primary objectives are committed to improving the overall well-being of each individual, addressing both the challenges of disease and the positive dimensions of health. It signifies a paradigmatic effort aimed at redirecting the emphasis from disease to the patient and the person, bridging connections between the realms of science and humanism. Significant advances in the understanding of modern medicine underscore the importance of recognizing patients’ needs, a trend observed not only in general medicine but also in the field of ophthalmology. Glaucoma, being one of the primary causes of global blindness, represents a central focus in current research on patient-centered care in ophthalmology. Person-centered medicine presents substantial opportunities to enhance the care of glaucoma patients by facilitating collaborative treatment decision-making and improving medication adherence through a more engaged clinician-patient relationship. Despite these potential benefits, the current body of research on person-centered medicine in ophthalmology, particularly in the context of glaucoma, is limited. This scarcity of studies underscores the urgent need for further research and a more comprehensive understanding of how person-centered approaches can positively impact the care and outcomes of patients with glaucoma.
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INTRODUCTION

Person-centered medicine is a programmatic and collaborative initiative that positions the patient as a whole person at the center of health and healthcare [1]. Its core objectives are dedicated to enhancing the overall well-being of each person, addressing all aspects of illness and the positive dimensions of health. This holistic approach involves providing medical care for the person (assisting in the fulfilment of each individual’s life goals), by the person (in collaboration with clinicians who act as complete beings, grounded in science and guided by high ethical aspirations), and with the person (in cooperation with representatives of healthcare, fostering an environment based on respect and empowerment) [2].

The evolution of modern medicine, marked by considerable strides in understanding diseases and advancements in diagnostic and therapeutic technologies, has unfortunately resulted in an undue and hyperbolic emphasis on the disease itself, an excessive reliance on technology, and a fragmentation of care that treats the patient more like a commodity than an individual. Recognizing this, there is a growing need for a more balanced approach - one that utilizes science as a crucial tool within a humanistic and comprehensive biopsychosocial framework to understand disease and preserve and promote health. This renewed approach places the entire person at the center of understanding health and of clinical processes and outcomes, emphasizing the integration of care around the individual’s unique characteristics. Furthermore, it advocates for the infusion of ethics and humanism into every aspect of healthcare, with a deep commitment to upholding the dignity, autonomy, values, and responsibility of each person involved [2, 3].

Person-centered medicine represents a paradigmatic effort aimed at shifting the focus from the disease to the patient and the person, connecting the realms of science and humanism [2]. This approach not only enriches the essence of medicine but also brings substantial value to the discipline. Furthermore, as convincingly suggested by Miles [4], there is an imminent need to move beyond reductionism and embrace complexity in clinical practice. This involves not only demonstrating compassion, offering comfort, and fostering empathy but also promoting understanding, exercising discernment, and integrating intuition with scientifically informed strategies for treatment and health improvement [5].

The concept of human-centered medicine has its origins in ancient civilizations. From the Chinese and Ayurvedic India to Western civilizations epitomized by Hippocrates and Aristotle, there was a shared commitment to a personalized approach to addressing health. However, the scientific advancements of the last century led to a distortion in the field of medicine, where the primary focus shifted from the person, namely the patient, to the organs, specifically the disease. Currently, there is an increasing desire to restore the fundamental objectives of medicine, which have taken a backseat due to the increasing influence of dehumanization, reductionism, commercialization, and fragmentation on health programs. The establishment of patient-centered clinical care is a pivotal component of an international program effort. This initiative seeks to place both the individual and their context at the center of healthcare throughout different branches of medicine, serving as the primary objective of health services [5, 6]. Andrija Štampar, one of the significant reformers of medical care, similarly advocated for the concept of people-centered care, emphasizing its integral role in fostering a comprehensive and meaningful health perspective. His perspectives on positive health and the significance of patient-centered care gained notable recognition in the 20th century [7].

Historically, within the realm of modern medicine, the dynamics between doctor and patient followed a paternalistic model. In this setup, the patient typically sought assistance and the doctor expected their decisions to be implicitly honoured [8, 9]. Nevertheless, in recent decades, the rise of available treatments, along with societal shifts and enhanced information accessibility, has brought about a turn towards a more patient-centered approach [9]. At its essence, patient-centered care is healthcare that is attentive and responsive to the wants, needs, and preferences of patients [10, 11]. It acknowledges the responsibility to comprehend and fulfil the expectations of the patient [11]. Additional factors contributing to an increased desire for patient involvement in care and elevated expectations involve the growing influence of consumerism, heightened interest from mass media, and an overall increase in the education levels of patients [12].

PERSON-CENTERED CARE IN OPHTHALMOLOGY

The evolution of medicine in recent decades has underscored an increasingly emphasized focus on patient-centered care. Significant developments during this period have accentuated the importance of understanding patient needs, a trend evident not only in general medicine but also notably in the field of ophthalmology [11]. At present, there is no universally standardized approach for delivering patient-centered care, both within the broader healthcare context and in the field of ophthalmology [1, 13].

Ophthalmology is a medical specialty that investigates the structure and function of the eye in healthy and diseased states. It places particular emphasis on comprehending the pathology, clinical aspects, and therapeutic interventions for various eye conditions, including refractive errors. Common chronic eye conditions leading to vision impairment are glaucoma, diabetic retinopathy, macular degeneration, and cataracts. Globally, diabetic retinopathy, glaucoma, and macular degeneration primarily contribute to irreversible vision loss, while cataract remains the leading cause of reversible visual impairment, effectively treatable with surgical intervention [14]. It is important to highlight that patients often evaluate the quality of care not solely based on disease outcome measures but also interpersonal relationships and communication with their healthcare providers [15, 16]. The use of patient satisfaction ratings has significantly increased, aiming to incorporate patient perspectives into the orientation and design of healthcare [10]. Several studies have provided evidence suggesting that meeting patient expectations is linked to higher levels of patient satisfaction [10, 17, 18]. Moreover, greater patient satisfaction is associated with increased patient compliance with medical recommendations, enhanced patient retention, and reduced rates of malpractice lawsuits [10, 19, 20, 21]. However, a noticeable gap still exists between the care typically provided by most ophthalmologists and the expectations of patients dealing with chronic eye conditions, who require regular examinations and follow-up care. Presently, ophthalmology consultations primarily concentrate on enhancing the clinical aspects of the disease, with the main objective of disease management being directed at improving factors such as intraocular pressure (IOP) regulation and controlling visual field progression in cases of glaucoma [16, 22].

PERSON-CENTERED CARE IN GLAUCOMA MANAGEMENT

Glaucoma remains one of the primary causes of global blindness [23]. Regrettably, adherence to prescribed medications presents an ongoing challenge to effective treatment. A preliminary study revealed that glaucoma patients displayed a mere 42% compliance, even when informed about the potential risk of blindness. Compliance improved only marginally, reaching 58%, among patients already blind in one eye [24]. Despite advancements in medications, including reduced dosing frequency and minimized systemic side effects, nonadherence to current glaucoma medications still persists at approximately 50% [25].

Currently, research on patient-centered care in ophthalmology has predominantly concentrated on the management of glaucoma. This focus is justified by the nature of glaucoma, which often presents as an irreversible and vision-threatening condition, requiring sustained patient commitment to controlling IOP. Numerous studies have expressed concerns about the current treatment approaches and outcomes associated with glaucoma. The primary challenge arises from the fact that similar to other chronic diseases, individuals with glaucoma typically exhibit minimal symptoms in the early stages when their visual function remains unchanged. Consequently, during this initial phase, patients may lack a true awareness of the severity of the disease, leading to diminished motivation for consistent follow-up and treatment adherence. The inadequate perception is further exacerbated by a lack of knowledge among patients [9, 15, 16, 26, 27, 28].

Several studies support the claim that there is a widespread lack of awareness about glaucoma, both in the general population and among those diagnosed with the condition [26, 27, 28]. Notably, 13% of glaucoma patients were unaware of the preventive actions of antiglaucoma drugs on blindness and only 25.8% could recall the specific eye drops they were using [26, 27]. Due to a limited understanding of the disease, individuals with glaucoma may follow their treatment plan without fully understanding how it helps slow down the progression of the condition. There is a noticeable difference in expectations between physicians and patients regarding glaucoma treatment. Research indicates that 10% of patients believe they should have a more active role in deciding on glaucoma treatment, a perspective not shared by any of the surveyed ophthalmologists [29].

Patients often heavily depend on the guidance given by their attending ophthalmologist. At the same time, many ophthalmologists hold the view that patients should receive some of their glaucoma education outside the clinical environment. The restricted involvement of patients in decisions about their treatment can lead to issues such as missed follow-up appointments and a higher likelihood of not adhering to prescribed medications [30, 31].

Until now, various patient-centered approaches have been explored in glaucoma care. These include broad glaucoma education, employing patient-centered communication techniques during consultations, using personal glaucoma records, and conducting joint medical examinations. Overall, all methods, except for the glaucoma personal record, have shown some effectiveness in enhancing patient comprehension of glaucoma, increasing patient satisfaction, fostering a more thorough understanding of the patient’s condition, and reducing stress or anxiety levels in both patients and medical staff. Furthermore, a recent study found a notable connection between elevated anxiety in glaucoma patients and factors such as peak IOP, disc atrophy, and retinal nerve fiber thickness [32]. By adopting patient-centered care the anxiety of glaucoma patients can be alleviated as they gain more choices in managing their disease and treatment, ultimately resulting in improved disease outcomes [33].

Non-adherence to chronic therapy is a prevalent issue across various diseases and plays a significant role in contributing to suboptimal outcomes. On average, patients adhere to only 75% of prescribed medications [34]. Numerous studies indicate that physicians often face challenges in identifying nonadherence, primarily because patients hesitate to acknowledge this undesirable behaviour [31, 35]. However, evidence suggests that once non-adherence is identified, interventions can effectively enhance patient compliance. This involves increasing patient awareness about the importance and necessity of medication intake. Additionally, addressing concerns related to anxiety and overcoming cost and logistical barriers can contribute to improved adherence [31]. Medication non-adherence poses a significant barrier to successful glaucoma treatment, and unfortunately, it is often underappreciated and not systematically addressed in most ophthalmology practices [24]. Successful detection of nonadherence, motivation of patients, and overcoming barriers to adherence depend on effective physician-patient communication. Patient-centered communication, which integrates the patient’s understanding and experience of illness and treatment, has been associated with improved care outcomes [24, 36]. Despite its significance, the frequency of patient-centered communication falls short of optimal levels [24, 37, 38]. To enhance overall adherence and patient outcomes, it is imperative to foster more effective and patient-centric communication between physicians and their patients. Prior studies have established a connection between the communication style of physicians and enhanced adherence in chronic diseases. This correlation is, in part, influenced by the effective transmission of crucial and motivating information regarding the consequences of the disease [24, 39].

Friedman et al. [29] conducted a comprehensive study using sociolinguistic analysis, examining recorded physician-patient communication before and after an educational program tailored to instruct physicians on employing patient-centered communication for the management of glaucoma. The results indicated a noteworthy scarcity of patient-centered communication and a relatively limited identification of adherence issues in interactions between ophthalmologists and glaucoma patients. Notably, these outcomes persisted despite the implementation of communication skill training as part of continuing medical education [24, 40].

The Glaucoma Adherence and Persistence Study [41, 42] revealed significant insights into glaucoma patient behaviour regarding medication adherence. The findings indicated that, on average, patients adhere to only 64% of prescribed medications, often experiencing interruptions in their medication schedules, with merely 10% successfully maintaining a consistent treatment for a year. Furthermore, the study underscored the impact of patient beliefs and behaviours influenced by doctor-patient communication on adherence. Specifically, patients who expressed little concern about nonadherence leading to vision loss (14% of respondents) and those who passively relied on their doctors for information about glaucoma (30%) exhibited suboptimal adherence. Strikingly, both unconcerned and physician-dependent patients reported a lack of communication from their physicians regarding expectations for the future of their glaucoma, a factor associated with non-adherence. This emphasizes the critical role effective doctor-patient communication plays in promoting medication adherence and overall glaucoma management [41, 42].

Adherence to glaucoma treatment is impeded by various challenges, including features of medication regimens, logistical issues like scheduling difficulties, patient-specific factors such as memory problems, and suboptimal physician-patient communication [9, 15, 19, 25, 43]. A survey uncovered notable insights from ophthalmologists: 50% identified patients’ lack of motivation as a barrier to adherence, 55% pointed to drug costs reducing patient acceptance and 41% highlighted patients’ insufficient knowledge about treating the primary problem hindering adherence [44]. Contrary to these perceptions, studies investigating actual patient treatment behaviour have indicated only a modest association between treatment knowledge and adherence [45]. Notably, patients’ negative attitudes toward treatment seem to be a more influential determinant of non-adherence. Those who doubted the impact of non-adherence on their vision or expressed concerns about costs were less likely to adhere to treatment [42]. Approximately one-third of glaucoma non-adherence is intentional, with patients being less likely to take medication if they perceive no immediate need or are unconcerned about potential consequences [46]. Demographic and clinical variables, such as gender, marital status, geographic location, and treatment duration did not predict adherence [45]. However, certain studies suggest that age, minority race/ethnicity, and the presence of comorbid medical conditions predict nonadherence [26].

A comprehensive study evaluating the alignment of glaucoma consultations with the principles of effective collaborative clinician-patient interaction and shared decision-making unveiled a prevailing “clinician-centered” approach. Throughout the majority of consultations, clinicians took the forefront, assuming the lead in posing most questions. Discussions about glaucoma medications were prevalent, occurring in 97% of consultations with medication adherence being the focal point in 73% and possible side effects being addressed in 36% of cases. Notably, when a change in treatment was proposed, diverse options were explored in only 53% of instances and the possibility of maintaining the current therapy was mentioned in just 32%. Towards the conclusion of the consultation, patient involvement in decisions related to the timing of the next appointment or the opportunity to pose questions was limited, occurring only in minor instances [9].

There is a wealth of evidence from various fields of medicine indicating that despite the well-established benefits of effective physician-patient communication and shared decision-making, clinician-patient communication. and collaboration often falls short of optimal standards [9, 42, 47, 48]. One of the significant advantages of good communication is increased treatment adherence. In the Glaucoma Adherence and Persistence Study, patients with a more passive doctor-patient relationship were found to be less informed about their glaucoma and exhibited lower adherence to treatment [42]. Given that adherence poses a major challenge in glaucoma, enhancing the communication skills of clinicians has the potential to improve adherence [16, 49]. In a follow-up to Friedman’s study, it was demonstrated that training ophthalmologists to enhance their collaborative counseling skills and engage in shared decision-making resulted in improved communication skills and a heightened ability to detect treatment nonadherence [31]. Furthermore, there is evidence suggesting that combining patient education with personalized interventions has proven effective in improving adherence in glaucoma [50].

Glaucoma best practice guidelines, as articulated by the American Academy of Ophthalmology, the Canadian Ophthalmological Society, and the European Glaucoma Society, stress the crucial role of involving patients in decisions about their treatment [9]. Despite this emphasis, the field of ophthalmology lacks a strong evidence base regarding clinician-patient communication and shared decision-making. Existing research, however, suggests a connection between insufficient communication between glaucoma patients and their clinicians and decreased adherence. Moreover, patients who are less inclined to pose questions during their ophthalmology visits tend to demonstrate lower adherence to their glaucoma treatment regimens [9, 51]. Additionally, a separate study underscores the positive association between patients’ active engagement in their care and improved self-management, ultimately leading to enhanced vision-related quality-of-life outcomes [52].

Person-centered medicine holds significant promise for enhancing the care of glaucoma patients, given its ability to facilitate collaborative decision-making in treatment and improve adherence through a more engaged clinician-patient relationship (Table 1). Despite these potential benefits, the current body of research on person-centered medicine in ophthalmology, particularly in the context of glaucoma, is limited. This scarcity of studies underscores the urgent need for further exploration and a more comprehensive understanding of how person-centered approaches can positively impact the management and outcomes of glaucoma patients [29, 31, 47]. Evidence from other medical domains indicates that interventions directed at both patients and clinicians can enhance their collaboration [48].


Table 1. Principles and strategies for person-centered clinical care and medical education in glaucoma treatment
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CONCLUSIONS

In conclusion, the adoption of a person-centered approach in ophthalmology, particularly in the context of optimizing glaucoma care, represents a critical paradigm shift. This approach emphasizes active patient involvement, collaborative clinician-patient communication, and shared decision-making. The literature underscores the multifaceted benefits of person-centered care, ranging from improved adherence to treatment plans to enhanced patient education and increased patient satisfaction. Recognizing that poor communication is a leading cause of patients switching ophthalmologists, it becomes imperative for practitioners to prioritize effective communication strategies. As the field continues to evolve, there is a clear need for further research, particularly in the realm of ophthalmology, to explore the dynamics of clinician-patient interactions and the impact of person-centered care on long-term outcomes. By continually refining communication skills, embracing collaborative counseling, and actively involving patients in their care, ophthalmologists can strive towards not only optimizing glaucoma care but also elevating the overall patient experience and outcomes.
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Strategies for person-centered care and medical educ:
glaucoma treatment

medicine
Ethical « Respect for the full dignity and autonomy of the individual
commitment « Empowering individuals to take responsibility for their eye health and
adherence to therapy.
+ Utiizing a dialogical ethical process as the foundation for informed consent.
« Advocating for glaucoma care as a lifelong commitment for all individuals
involved.
Cultural « Embracing and honouring the cultural diversity of both the patient and
awareness and clinician.
responsiveness | » Acknowledging the patient's dual role as both a learner and a teacher.

« Implementing an integrative approach in diagnosing and planning the
treatment of glaucoma that considers the cultural identity of both the
patient and the clinician.

Holistic approach

« Holistic integration encompassing biological, psychological, social,
economic, environmental, cultural, and spiritual dimensions is vital for
promoting the positive health and well-being of individuals with glaucoma.

« Highlighting the pivotal role of the family context is crucial in fostering
health, comprehending and supporting the health status of patients with
glaucoma.

« Emphasizing the integral nature of individuals, and considering them
holistically, becomes imperative within the realm of a comprehensive
and interactive dynamic treatment strategy for glaucoma.

Relational focus

« Elevating communication proficiency in the care of individuals with
glaucoma.

« Prioritizing empathy as a fundamental support in effective
communication and education regarding glaucoma care.

« Implementing public health initiatives to educate the public about the
mechanisms of visual damage caused by glaucoma.

+ Emphasizing the vital role of education and communication within both
the family and the collaborative team of experts.

« Upholding ethical principles to foster a respectful and meaningful
relationship between clinicians and patients.

Individualization
of care

« Taking into account the individual’s biological, psychological, and social
profile.

« Identifying both risk and protective factors for the eye health of each
patient.

« Offering education on the critical significance of medication adherence
and training on the art of using effective therapeutic procedures such as
eye drops.

« Acknowledging and incorporating the unique experiences, values, and
preferences of the individual in the development and implementation of
a personalized care program.

Common ground
for collaborative
diagnosis and
shared
decision-making

« Fostering collaboration among clinicians, patients, and family members
to collectively make decisions for clinical care.

« Implementing collaborative health literacy and initiatives aimed at the
early detection of glaucoma.

People-centered
organization of
services

« Identifying health issues and community needs associated with glaucoma.

« Collaboratively planning, developing, and implementing services in
partnership with the community.

« Establishing community mechanisms to oversee glaucoma surveillance
and monitor service and treatment outcomes.

+ Integrating health, educational, and social services under the aegis of
people’s health homes within the community.

Person-centered
education and
research

« Prioritizing the holistic development of students, teachers, and researchers
by emphasizing personal growth alongside professional advancement

« Conducting comprehensive scientific studies that address an individual
as a complete person affected by glaucoma, moving beyond a narrow
focus on the disease itself.

+ Acknowledging and encouraging active participation of individuals in
various phases of scientific research related to glaucoma.

« Strengthening organizational policies and mechanisms to promote
ethical practices within educational and research institutions.











