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Editorial

Temporomandibular Disorders in the Context of  
Value-Based Medicine and Patient-Centered Care 
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As Associate Editor, I came across a manuscript 
to be shortly published in this journal that com-
pared the costs of two different treatment 

modalities for managing arthrogenous temporoman-
dibular disorders (TMD).1 As expected, the two mo-
dalities did not differ for pain improvement, but did for 
cost and rate of improvement. 

It is a fact that several modalities are used for the 
management of TMD that vary greatly in the degree 
of invasiveness, treatment time, treatment-related pain, 
costs, benefits, and risks, but—and most importantly—
not in the degree of effectiveness. Indeed, randomized 
or quasirandomized clinical trials have reported that all 
treatment modalities are generally equally effective in 
alleviating pain, and when a treatment has proven to be 
statistically more effective, the difference in effect size 
was moderate.2–6 Given this evidence and the world-
wide increase in medical expenditure, it is plausible to 
include costs in the treatment decision-making pro-
cess. Nevertheless, financial considerations should 
not happen at the price of jeopardizing patients’ auton-
omy, preferences, and values. 

In the context of value-based medicine (VBM), 
“value” does not refer only to the costs of a treatment, 
but also to the appraisal of the improvement in the 
patient’s well-being (eg, utility) and satisfaction, as 
well as in the functional, emotional, and psychosocial 
dimensions.7 VBM is the practice of medicine based 
on the patient’s values and their financial consider-
ations associated with health care interventions8 or 
on the integration of the best evidence-based data 
with the patient-perceived quality of life improvement 
conferred by a health care intervention.9

Offering the intervention that provides the best 
value to the patient requires a patient-centered ap-
proach and/or a shared decision-making process. 
Patients need an exhaustive explanation of all treat-
ment options with all possible outcomes, including 
side effects and uncertainties for the short and long 
term. This information must be provided in an objective 
manner by refraining from toning down risks and diffi-
culties to influence the patient to agree to a proposed 
treatment. Moreover, it must be based on scientific 
evidence. Thus, each treatment decision-making pro-
cess relies on integrating research evidence of the 
patient’s condition and their preferences to help them 
arrive at an optimal decision. Evidence-based data 
are collected for “highly” selected samples, while 
decision-making is at the level of a single patient who 

may differ considerably from the subjects included in 
the experimental sample in comorbidities, psycho-
social and emotional features, quality of life, and 
treatment-related values. Each patient has their own 
perspective of their condition and what they consider 
good or bad care, as well as of treatment outcome, 
risks, benefits, treatment modalities, and amount of 
information.

In shared decision-making, patients are encour-
aged to think about the available options and the like-
ly benefits and harms of each one so that they can 
participate and help select the best course of ac-
tion. As this process is difficult, there is the need to 
develop decision aids. These inform patients about 
treatment options from an evidence-based perspec-
tive, encourage the patient to actively participate in 
the decision-making process, and help patients think 
of what is important to them and choose the proce-
dures that best reflect their values and preferences. 

Shared decision-making respects patient auton-
omy and promotes patient engagement.10 Patients 
involved in shared decision-making have a more ac-
curate risk perception, make more decisions that are 
consistent with their values, have lower decisional 
conflict related to feeling uninformed and unclear, 
and are generally more satisfied with the treatment 
outcome than patients involved in usual care.11–13 In 
addition, patient-centered practice increases the ef-
ficiency of care by reducing diagnostic tests and re-
ferrals.14 To that end, the best treatment option is one 
that not only maximizes the probability of success 
by minimizing the risks and costs, but—and perhaps 
most importantly—one that leads to a result the pa-
tient finds favorable.15

Unfortunately, clinical experience and the litera-
ture show that shared decision-making is rarely used 
in the orofacial pain field. In general, patients desire 
to participate in deciding their treatment; in reality, 
this occurs far less than they would wish.13,16,17 It must 
be underlined that care providers and patients often 
place a different value on treatment outcome: what 
the clinician considers to be a good outcome may not 
be the same as what the patient considers a good 
outcome. Therefore, the value that a patient gives to 
the treatment outcome should always be considered 
in the decision-making process. In other words, no 
treatment decision should be taken without knowing 
the patient’s preferences, because it is the patient 
who decides whether a treatment option is good or 
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bad. Thus, where more than one reasonable choice 
exists, the preferences of the patient, and not of the 
health care provider, become the determining factors 
in choosing the treatment. Clinicians have an ethical 
responsibility to assess the values and preferences 
of their patients.18 As Rickert19 wrote, there is a need 
to move from “what’s the matter” with our patients to 
“what matters” to our patients.

Sandro Palla
Associate Editor
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