
Relying on daily discussions with our 
colleagues, and without conducting 

research, we can affirm undoubtedly that 
the Choosing Wisely (CW) project is not 
widely recognized by physicians. CW is 
an initiative of the American Board of In-
ternal Medicine (ABIM) Foundation Fo-
rum, launched in 2012. The mission of the 
CW project is to promote conversations 
between clinicians and patients by help-
ing the patient make healthcare choices 
that are supported by evidence; avoiding 
overuse of unnecessary and potentially 
harmful tests, procedures, or treatments; 
and reducing low value healthcare [1]. To 
participate in the CW project, each medi-
cal specialty developed a list of tests, pro-
cedures, or treatments that are commonly 
overused in their field. 

This project garnered the participation 
of over 70 medical specialty societies that 
have published more than 400 recom-
mendations aimed at avoiding overuse of 
tests and treatments, a serious problem for 

healthcare systems. An unnecessary medi-
cal test can be either patient’s or physician’s 
initiative. For example, some physicians 
order unnecessary tests if a patient insists.

The Israel Medical Association joined 
the CW project within various national 
medical projects: qualitative leadership, 
society of preventable over diagnosis 
and overtreatment, society of quality in 
medicine, and the institute of quality in 
medicine. The Israeli recommendations 
are adapted to local characteristics [2].

Several studies have shown that pa-
tient involvement (PI) in medical treat-
ment decision-making (TDM) is low 
worldwide.

TDM models range from paternalistic 
decision-making (PDM) to informed de-
cision-making (IDM). Between the two 
extremes lies the shared decision-mak-
ing (SDM) option [3]. PDM results in 
passive involvement of the patient, who 
leaves the decision to the physician. The 
concept of SDM, which first appeared 
in the literature in the 1990s, is based 
on sharing and negotiation toward de-
cision-making. SDM involves both the 
physician and the patient so that both are 
responsible for the final decision. 

In contrast, the PDM model is an au-
tocratic style of decision-making, where 
physicians make health-care decisions 
based on what they feel is in the best in-
terest of the patient. In the case of IDM, 
only the patient makes the final decision 

receiving the required information. 

As healthcare is increasingly involv-
ing the SDM process, one may wonder 
what are the differences between SDM 
and CW? [4]. In SDM the patient and 
physician search for common ground. But 
sometimes there is not enough common 
ground to make a plan. SDM is an import-
ant principle underpinning CW. In SDM, 
the physician can present explanations 
and can try to sway the patient decision. 

When SDM is based on CW recom-
mendations, and if the physician supports 
them, we can assume that the result of 
the physician–patient dialogue is closer 
to reality.

During the initial pandemic lockdowns, academics submitted 
scientific manuscripts at an increased rate. Squazzoni and 
colleagues analyzed data on more than 5 million authors 
and referees related to submitted manuscripts for Elsevier 
journals between February and May of 2018–2020 as a way 
of investigating the demographics behind the increased 
submissions. Results revealed an unsurprising gender 
pattern, with women submitting fewer manuscripts than 
men. Unfortunately, more junior cohorts of women, likely 

women without permanent positions who are competing for 
tenure, promotion, and grants, experienced the lowest rates 
of submission. Perhaps most upsetting is the finding that 
women took on a greater service responsibility for journals. 
Collectively, these data contribute to a growing number 
of studies suggesting that the pandemic exacerbated 
cumulative advantages for men.


