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Agenda Overview

Welcome and introductions
Brief background of SDM in Washington State

What is SDM and why is it important?

mplementing Shared Decision Making at Massachusetts General
Hospital

How PDAs Support Good Shared Decision Making

How Patient Decision Aids can support Shared Decision Making —
Panel discussion

mplementing Shared Decision Making into Practice: Next Steps



Housekeeping — Closed Captioning

We are providing live captioning services today through Ai-Live

This service allows our deaf and hard-of-hearing attendees to
access the content a few seconds after it is spoken

Please remember to introduce yourself before you speak to
assist the captioners

When speaking, please speak clearly and at a normal pace

If you are interested in accessing the captioning in real time
please reach out to a staff member
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Brief Background of SDM in
Washington

Judy Zerzan-Thul
Chief Medical Officer, Washington State Health Care Authority

Washington State
- Health Care Authority



What is Shared Decision Making?

A process in which clinicians and patients work together to make
decisions and select tests, treatments and care plans based on
clinical evidence that balances risks and expected outcomes with
patient preferences and values.

-National Learning Consortium, HealthIT.gov, 2013
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History of SDM in Washington

In the early 2000s, Jack Wennberg presented to leaders in Washington on clinical
variation across regions of the state

Response was legislation to support SDM, with aim of reducing variation without
restricting choice

» Goal was appropriate utilization based on patient preferences, rather than decreased utilization

» Evidence suggests SDM decreases overutilization, but helps correct underutilization

Several pieces of legislation support this work

» Established Robert Bree Collaborative, focused on unwarranted variation and evidence-based
improvement strategies (2011)

» Established authority of HCA to certify PDAs and legal protections for providers who use them

In 2019 the Bree Collaborative developed recommendations for implementing SDM

Ibrahim SA, Blum M, Lee GC, et al. Effect of a decision aid on access to total knee replacement for black patients with osteoarthritis of the knee: a randomized clinical trial. JAMA Surg 2017;
152(1): 164225 Slide 6



Health Care Authority role in SDM

Certification of Patient Decision Aids

Promotion of SDM and PDA use in our role as purchaser (2.1M
Medicaid lives, 400K public employees, 300K school employees)

» Incorporation into contracts

Providing training and support to providers*

» Most providers believe they do this at baseline, but with specific training
realize key elements have been missing

Collaborate on development and dissemination of Bree SDM
recommendations for implementation into practice

Convening statewide discussion around spread and sustainability

*Free online skills course for providers: https://waportal.org/resources/shared-decision-making
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Certified PDAs = 44 total

2016:
Maternity
Care

« Certified 5 PDAs

2019:

R 3

2017 - 2018:
E \ End of Life Care

« Certified 24 PDAs

Cancer

2017: 2018 -2019:
Total Joint Cardiac Care
Replacement «Certified 5 PDAs
and Spine

Care

« Certified 7 PDAs

Screening for

« Certified 3 PDAs

BREAST SCREENING IN WOMEN

2024:
o i i Behavioral
e ' Health
« Currently

reviewing 1 PDA

2020 - 2023:

Recertification
 Recertified 23 PDAs
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Shared Decision Making:
Why, How, Who, Me?
Ginny Weir, MPH

FOUNDATION FOR
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Home to complementary improvement communities...

CARE OUTCOMES SMOOTH
TRANSITIONS

WASHINGTON | coMMUNICATION

PATIENT SAFETY | AND RESOLUTION
COALITION

ASSESSMENT
PROGRAMS

COAP Registry B Building Consensus
Chart-

COAP Registry - Abstracted Developing Community Standards
Data T 1

COAP Registry B Transforming Clinical Practice

COAP Regist
< Improved population health status and equity

Improved patient and provider experience

Data Registry
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An opportunity to ask...

What makes Washingtonill?

Who gets to be healthy?
AND

How and when do we die?
Who gets to live a long life?
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Our framework for action

Public
Purchasers
Private |dentify health care services
. Purchasers SeL) et
House Bill -> [ —— * Variation

e Utilization
Without producing better
outcomes

1311 (2011)

Delivery
Systems
and
Hospitals

Ql

Organizations
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Life Expectancy

Figure 1. Life expectancy at birth, by sex: United States, 20002022 Figure 2. Life expactancy at birth, by Hispanic origin and race: United States, 2021-2022
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Esfmates for 2021 are based on final data. Life tables by Hispanic origin and race are based on death rales that have been adusied
MOTES: Esfimates are based on praovisional data for 2022, Provisional data are subjec! lo change as additional dala are recesved. for Hisparic-origin and race misdassificalion on death caftificabes; ses Techrcal Noles in this repan.

Esfmates for 2000-2021 are based on final dala. SOURCE: Malicnal Cenber for Health Statistics. National Vital Statistics Svslem. mortality data file.
SOURCE: Nalional Center for Health Slatistics, Naltional 'Wital Stalistics Sysiem, mortality dala fike.

Arias E, Tejada-Vera B, Kochanek KD, Ahmad FB. Provisional life expectancy estimates for 2021. Vital Statistics Rapid Release; no 23. Hyattsville, MD:Iiole .
National Center for Health Statistics. August 2022. DOI: https://dx.doi.org/ 10.15620/cdc:118999. https://www.cdc.gov/nchs/data/vsrr/vsrr023.pdi‘s



http://www.cdc.gov/nchs/da
http://www.cdc.gov/nchs/da
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nternational Comparisons

Life expectancy and per capita healthcare spending (PPP adjusted), 2021

Country Life expectancy Health spending, per capita

B Germany B0.8 37,518

gk United Kingdom B0.8 $5.467

= Austria 813 $6.690

== Netherlands 814 $6.785

|*| Canada 816 $6.278

11 Belgium 819 $6.022

Comparable Country Average 823 56,345

1l France 824 $6.106

IE Sweden 83.1 56,228
BB Australia B33 56,226
Switzerland B39 $7.582

® lapan 84.5 $4.899
Motes: Comparable countries include: Australia, Austria, Belgium, Canada, France, Germany. Japan, the Netherands, Sweden, Switzerland, ar d the UK. S5ee Methods section of "How does LS. life expectancy
compare to other countries?"
Petarson-KFF

Source: KFF analysis of CECD and UK. Office for Health Improvement and Disparities data » Get the data « PNG Health System Tracker
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Length of Life (50%) @ Health Care Quality

Quality of Life (50%)

Health Outcomes

|

Health Factors — Education

— Employment
Ecor I ctors Income
- — Family & Social Support
— Community Safety
Dhysical < Air & Water Quality

— Tobacco Use

Diet & Exercise

Alcohol & Drug Use

Sexual Activity

Access to Care

Quality of Care

Housing & Transit

Policies & Programs

County Health Rankings meGey § PR E-UWttbs: //nam.edu/social-determinants-of-health-101-for-health-care-five-plus-five/
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Life Course Perspective
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“Health equity is the state in which everyone has

a fair and just opportunity to attain their highest
level of health...”

“Achieving this requires focused and ongoing societal efforts
to address historical and contemporary injustices; overcome
economic, social, and other obstacles to health and

healthcare; and eliminate preventable health disparities.”

https://www.cdc.gov/nchhstp/healthequity/index.htm



http://www.cdc.gov/nchhstp/healthequity/index.htm
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Our Process

How

Improved health care
guality, outcomes,
affordability, and equity

W h a t Meeting Monthly

for 9-12 Months

/

Broader Health Care Community

Slide 18






Guidelines
+ 3 new topics for 2024

Pain (Chronic and Acute)
» Collaborative care for chronic pain (2018)
e Low back pain management (2013)
* Long-term Opioid Prescribing (2019)
* Opioid prescribing metrics (2017)
* QOpioid prescribing for older adults (2022)
» QOpioid prescribing in dentistry (2017)
* Opioid Prescribing for postoperative pain (2018)
* Palliative Care (2019)
Behavioral Health
* Integrating behavioral health into primary care (2016) (2024)
* Screening, Brief Intervention, Referral to treatment (2014)
* Pediatric Psychotropics (2016)
* Opioid Use Disorder Treatment (2017) (2024)
» Suicide care (2018)
* Risk of Violence to Others (2019)
Primary Care/Outpatient
* Primary Care (2020)
* Hepatitis C (2022)
* Pediatric Asthma (2022)
* OQutpatient Infection Control (2022)
* LGBTQ Health Care (2018)
» Telehealth (2021)
* Diabetes Care (2023)

FOUNDATION FOR
Health Care Quality

1 OR. ROBER
COLLABORATIVE
—

Obstetrics
* Obstetric care (2012)
* Reproductive and Sexual Health
* Maternity Bundle (2019)
* Maternal Mental Health (2023)

Procedural and Inpatient Care
* Bundled payment models and warranties:
* Total knee and total hip replacement (2013, re-review 2021)
* Lumbar fusion (2014, re-review 2018)
 Coronary artery bypass surgery (2015)
* Hysterectomy (2017)
* Data collection on appropriate cardiac surgery (2013)
« Complex Discharge (2023)
Oncology
* Cervical Cancer Screening (2021)
* Colorectal Cancer Screening (2020)
* Early stage testing (2016)
* Inpatient service use (2020)
* Prostate cancer screening (2015)
Aging
* Advance care planning for the end-of-life (2014)
- Alzheimer’s disease and other dementias (2017)

Shared Decision Making (2019)
+ Health-related needs from Climate Change (2024)

Slide 20
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What is Shared Decision Making?

A process in which clinicians and patients work
together to make decisions and select tests, treatments
and care plans based on clinical evidence that balances
risks and expected outcomes with patient preferences
and values.

-National Learning Consortium, HealthIT.gov, 2013
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Opinion | I treat colon cancer. Chadwi ¢ Black Americans 20% more likely

\‘_-: - DR. ROBERT
L E
A,
) COLLABORATIVE
|

i p—

Boseman’s death underscores health to get and 40% more likely to

. ’ ® " ] [ ] " LI ° °
care’s tragic racial disparities. die from colon cancer than white
S:p?::lzzrzf,)zznl)atiﬁS p.m. EDT Am e ri Ca n S

* The second leading cause of
cancer death in the United States

 Historically less attention than
breast, cervical, prostate cancers

¥

2020: Cervical Cancer Screening Guidelines
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Why High Mortality + Disparity?

Failures in Pathway

FOUNDATION FOR
Health Care Quality

®

» Mo CRC . Failure to "
screening tests " sereen ]
Screening
" initiated later than Fallure to
recommended ___ screen at
appropriate i
Test was
Screening negative, but S
eligible - *did not Faillure to
patients rescreen as _,No follow- follow-up a
recommended up positive
screening test L
Screening Positive No follow- Fa""f e
* initiated on time b .. ] P i .
incomplete Adenomas or surveillance
test malignant
Timely lesions Timely
hs::mmlng up | |y diagnostic remaoved follow-up |
:'":" i work-up Failure of
da resCTRen Normal »screening
Test
g MNegative
<r <r r r £r r o Screening
Accurately Timelyi . Regular Timely follow-up for Quality of Timely rocess
ely initiation Quality of P : P
identify screening ats :rennfn g rescreening to snmﬁng positive or incomplete treatment receipt of failures
eligible people remain up-to-date test or symptoms surveillance

Source: Doubeni CA, Fedewa SA, Levin TR, et al. Modifiable Failures in the Colorectal Cancer Screening Process and Their
Association With Risk of Death. Gastroenterology. 2019;156(1):63-74.e6.
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Failure Points led to Guidelines

e Tracking — outcomes + disparities, registry
e Measurement — by race, NQF

e Person-centered care — shared decision-making

where appropriate
e Payment — colonoscopy after positive FIT test often

not covered, nor those that start as screen and

change to diagnostic

Slide 24



Colorectal Cancer: Which Screening Test Should | Have? https://www.healthwise.net/
You may want to have a say in this decision, or you may simply want to follow your doctor's ohridecisionaid/Content/Std

recommendation. Either way, this information will help you understand what your choices Document aspx? DOCHWID=a
are so that you can talk to your doctor about them. - -

a69121

Colorectal Cancer: Which Screening Test Should | Have?

2 3 4 2 6

Compare Your Your Quiz Your
Options Feelings Decision Yourself Summary

Your options

* Get a stool test that you can do at home.

* Get a colonoscopy, sigmoidoscopy, or CT colonography at a doctor's office, clinic, or
hospital.

This information is for people who are at average risk for colorectal cancer. Your doctor may
recommend getting tested earlier or more often if you have a higher risk.

Key points to remember

* All of the screening tests work well to lower your risk of getting and dying from colorectal
cancer. No matter what test you choose, regular testing can find signs of cancer early,
when the cancer may be easier to treat.

* The tests differ in how they are done, how often they are done, and how you prepare for
them. Your preferences are important in choosing what test to have. Think about what
matters most to you as you look at what each test involves.

* No matter which test you choose, it's important that you have the test on the
recommended schedule and have any follow-up visits or tests as needed. That gives you Slide 25
the best chance of reducing the risk of dying from colorectal cancer.


https://www.healthwise.net/ohridecisionaid/Content/StdDocument.aspx?DOCHWID=aa69121
https://www.healthwise.net/ohridecisionaid/Content/StdDocument.aspx?DOCHWID=aa69121
https://www.healthwise.net/ohridecisionaid/Content/StdDocument.aspx?DOCHWID=aa69121
https://www.healthwise.net/ohridecisionaid/Content/StdDocument.aspx?DOCHWID=aa69121
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2019: Why Shared Decision Making?

Patient Proven

Variation Strategy | Bree Role
Issue

Community
Equity support
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JAM4 Surg. Author Manuscript; available iy PMC 2017 December 12,
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JAMA Surg. 2017 January 1. 152(1): el64225, doi:lﬂ.IOOLjamasu:g.EﬂlﬁrlHS.

)duosnuew Joyny

Equity

* Black patients with advr?ncki(ie .
osteoarthritis (OA) of the

significantly less likely tharr1 white
patients to undergo su.rge y. -
* 40-minute video describes risks
benefits of TKR surgery d
e 13 of 168 controls (.7.7%)32ntS
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What is Shared Decision Making?

A process in which clinicians and patients work
together to make decisions and select tests, treatments
and care plans based on clinical evidence that balances
risks and expected outcomes with patient preferences
and values.

-National Learning Consortium, HealthIT.gov, 2013
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Patient Decision Aid

N
health@ws@

for every heajeh decision»
iIthwise Knowledgehase Is intended for profession;

al evaluation ang
For more information on licensmg Heal

ot intended for distribution directly to patients or consumers
thwise products send an email to: hwsglgg@hggﬂhw se.org.

Enter search term.

* Tool designed to help a person participate
in health care decision making

Pregnancy: Should | Haye

You may want to have a ga
o

* Provide information on options

Your Quiz Your
Decision Yourself

Summary

* Help weigh pros and cons

Iring childbirth.

other methods to control the pain,

The Ottawa | L'Hapital

ur lower body so that childbirth doesn't hurt as

— @ you partly nymp or completely numpb,
ing.
- i ision Aids
nt Decisi
i d'Ottawa Pat|e
Hospital
ARCH IN_51 I'LI'DlE
rhEEsTLIfTiJTE RECHERCHE

‘on that depends on tw,
"atural childbirth (lab.

© things: how worried yoy
or without pain Mmedicine)

and easily adjustable type of pain relief for
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L

When?

More than one clinically

appropriate treatment option,

Preference sensitive,

[Individualized Decisions|

Evidence For Evidence Against
(encourage the intervention Shared Decision Making (Do not offer the
for all or almost all) intervention)
e.g., MMR vaccine, e.g., Hip or knee asteoarthrosis, e.g., Antibiotics
Setting a broken bone Advance care planning, prostate- for o common
specific antigen test cold
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Don’t providers already do this?

Slide 32



| Pay no attentmn Fmthat |
man behind the 'ﬂurtamf
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Don’t providers already do this?

Specific skills * “Sign here”
* Reviewing all appropriate * “| would do this”
options L« *YouSHOULD do this..
* Eliciting values
* Helping the patient think
about the implications of
the.choice in light of their
options ..But isn’t all good provider
* Sharing control with the communication SDM?

patient

OR

Slide 34
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Components

* Ensuring understanding of:
* Condition
* All appropriate options

* Risks and benefits/pros and cons of each
 What are your values? What do you want?
* Let's talk about the impact of the options you have
e Shared decision between provider and patient
e Confirmation of decision, addressing questions, and documentation
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Jy Ghke
Bree Guideline Framework

e Definition and

benefit '
T movement using a
e Ten clinical areas stages of change

* Framework - framework
- Documentation, * Precontemplation

di - Contemplation
CO. Ing, - Preparation
reimbursement - Action

* Maintance

State-wide
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Drivers of Shared Decision-Making

Implementation

Aim: Effectively and
appropriately engage
patients in Shared
Decision Making

Skills-based
Education/Training

Patient Decision
Aids

Medical
School/GME

CME: online, in-
person, in-house,
centralized

Evidence Based
PDAs are
developed

Access/Availability
to PDAs

Keeping content
current/up-to-
date
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Training

IV Wl Healthier Washington Collaboration Portal

A resource for the state’s health and wellness
PORTAL professionals

News & Success Stories ~ Partners  Resources  About Us HowTo Login

Home / Resources / Shared Decision Making

Shared Decision Making

[ VISIT RESOURCE

CME credits available

Online Skills Course for Providers

Shared decision making is a key component of patient-centered care. It is the process in which clinicians and patients work together to

make decisions and select tests, treatments, and care plans based on clinical evidence that balances risks and expected outcomes with
patient preferences and values.

Today's health systems realize that providers need the training to improve the shared decision making conversation. Prioritizing and
implementing changes that matter most to patients and work best for providers doesn't have to be difficult when you have the right
strategies and tools. The Shared Decision Making (SDM) Skills Course developed by Healthwise® is an online interactive program that uses
the following six strategies to help you efficiently and effectively deliver a consistent approach to shared decision making:

1. Invite the patient to participate

2. Present options

3. Provide information on the benefits and risks

4. Assist patient in evaluating options based on their goals and concerns
5. Facilitate deliberation and decision making
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Drivers of Shared Decision-Making

Implementation

Understanding

Patient/Family

Activation
Engagement

Aim: Effectively
and
appropriately
engage patients
in Shared
Decision
Making

Engagement

Systems-
EN
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SDM Legislation in Washington

RCW 7.70.060

E2SSB 5930 (2007 - “Blue Ribbon Bill”)

*Multi-provider SDM Collaborative

*Informed Consent liability protections for SDM using certified patient decision aids

ESHB 1311 (2011 - Bree Collaborative)

*Established Robert Bree Collaborative, focused on unwarranted variation and evidence based
improvement strategies

ESHB 2318 (2012 - Decision Aid Certification)

*State Health Care Authority medical director may certify or recognize certifying entities meeting
specified criteria
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Priority Health Care Services

Surgical/Procedural
* Knee and Hip Osteoarthritis (HCA certified)
* Spine Surgery (HCA certified)
* Abnormal Uterine Bleeding
* Trial of Labor After Cesarean Section (HCA certified)

* Herniated disk
Advanced Care Planning (HCA certified)

* Cancer Screening
e Breast (HCA certified)
* Prostate
e Colorectal
* Lung

Behavioral health

* Depression Treatment
» Attention Deficit Hyperactivity Disorder Treatment

* Opioid Use Disorder Treatment

®

FOUNDATION FOR
Health Care Quality
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Implementation Framework

Highly reliable implementation using existing
framework customized to organization

Careers | ContactUs | Espafiol | FAQs | F4 Email Upg

% Agency for Healthcare Search all AHRQ sites
- BN Research and Quality

Topics Programs ~ Research ~ Data & Analytics ~ Tools ~ Funding & Grants + News v About ~

Home > Shared Decision Making

Shared Decision Making
v (—_—_‘ Professional Education and Training in Shared D
* Making

Programs to increase shared decision making skills
‘ ‘L'\’

S£EF% F
P ATIONA|
@0. .%ﬁ QUAL'Ty FORUM

/

Implementation Tools and Resources for Sharew - _
Making

Tools to help healthcare organizations, leaders, and professionals implement
shared decision making

)
. https.//www.quaI|tvforum.org/Nat|onaI Quality Partners Shared Decision Making Action Team .aspx

e https://www.ahrg.gov/sdm/index.html
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Health Care Delivery Organization

* Review
Vision,
Mission,
Values

Precontemplation

e |dentify

Contemplation clinical
champions

¢ Select one
of 10
areas to
pilot

Preparation

Action e Implement!

¢ Evaluation and
changeif

Maintance needed
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Action Steps for Stakeholders

* Patients and communities
* Be actively engaged and empowered

e Expect and ask for SDM approach
* Look for tools that impact YOU

https://decisionaid.ohri.ca/

* Providers and provider systems
* Think about how SDM can advance your goals/values
* Train providers and staff
* Implement pilot programs, then expand
* Develop workflows and supports Slide 44
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Jy Ghke
Documentation, Coding, Reimbursement

 Documented like any other clinical encounter
* Some limited existing codes (e.g., G0296 Counseling)

* Development of additional coding for added shared decision-making
reimbursement.

* Prior authorization
* Included as part of some alternative payment models

Slide 45
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Total Knee and Total Hip Replacement
Bundle

* Documenting disability despite explicit non-surgical care Shared Decision
* Patient meeting fitness requirements prior to surger Making
* Adhering to standards for best-practice surgery

* Implementing a structured plan to rapidly return patients to
function

+ Warranty

Lumbar Fusion
Coronary Artery Bypass Surgery
Bariatric Surgery

Slide 46



Arthritis: Should | Have Knee Replacement Surgery?

You may want to have a say in this decision, or you may simply want to follow your doctor's
recommendation. Either way, this information will help you understand what your choices
are so that you can talk to your doctor about them.

Arthritis: Should | Have Knee Replacement Surgery?

L 2 3 4 = 6

Get the Compare Your Your Quiz Your
Facts Options Feelings Decision Yourself Summary

Your options

* Have surgery to replace your knee.

* Don't have this surgery. Instead, use other treatments, like exercise, weight loss (if you're
overweight), medicines, or another type of surgery.

Key points to remember

* The decision you and your doctor make depends on your age, health, and activity level,
and on how much pain and disability you have.

* Most people have knee replacement only when they can no longer control arthritis pain

https://www.healthwise.net/ohridecisionaid/Content/StdDocument.aspx?DOCHWID=uh1514
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(Q e
What Comes Next?

(c) State purchased health care programs should partner with

private health carriers, third-party purchasers, and health care

providers in shared efforts to improve quality, health outcomes, and

cost-effectiveness of care.
(13} The collaborative shall report to the administrator of the

authority regarding the health services areas 1t has chosen and
strategies proposed. The administrator shall review the strategies
recommended in the report, giliving strong consideration to the direction

provided in section 1 of this act and this section. The

2011: Bree

Collaborative Implementation Language
Established

Slide 48




Evaluating Success
Total Knee and Total Hip Replacement Bundle

State as first mover

* January 2017 — HCA contracts with Virginia Mason Medical
Center for center of excellence for PEBB Program members

enrolled in Uniform Medical Plan for total knee and hip
replacement with
* Waived co-insurance

* Travel and lodging reimbursement

200+ completed surgeries

* "I thought the whole organizing from Premera to VM was
well handled, they did a wonderful job. It's been a good
experience.”

* "One of the most positive medical experiences I've ever

had! “
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Spreading Model

2019 — Premera Blue Cross
announces new contract with
Providence St. Joseph Health
naming seven facilities as
centers of excellence for total
joint replacement following
the Bree Collaborative
guidelines

1 DR ROBERT
COLLABORATIVE
—

2018 — HCA selected centers of
excellence for lumbar fusion bundled
payment — Capital Medical Center and
Virginia Mason Medical Center

Lower volume

More evaluation only bundles than

surgeries
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How to access the reports?

JOIN US

ABOUTUS CURRENTWORK QURTOPICS @ IMPLEMENTATION CALENDAR BLOG Q

FOUNDATION FOR
Health Care Quality

Our Topics

The Bree Collaborative is conducting an evaluation of the uptake and usefulness of our guidelines. Your participation is welcome - please take a moment
to fill out our brief survey below.

" hitos:/fwww.qualityhealth.org/bree/

Every year we choose health care services with variation in the how care is delivered, with frequent use but no impact on a person’s health, or with a
patient safety or equity issue. Please click on the blue hyperlinks to be directed to the full report for that topic.

= LGBTQ HEALTH CARE

» PRIMARY CARE

» SHARED DECISION MAKING
* SDOHAND HEALTH EQUITY
= TELEHEALTH

Aging

= ALZHEIMER'S DISEASE AND OTHER DEMENTIAS
» END-OF-LIFE CARE

Behavioral Health

= ADDICTION AND DEPENDENCE TREATMENT Sllde 51
= BEHAVIORAL HEALTH INTEGRATION
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Implementation Support

. Hepatitis C Vi
e Checklists Rég;n!u;:end;:?osn

¢ Weblnar Clini armacists-
The current state of the issue

* Looking into Opportunities for i R S e A 5 U B S0

2019, with an estimated 133% increase in acute cases reported in 2019 compared to 2012, While the
cure cascade for HCV is well-defined, disparities in testing and treatment prevent many patients

from accessing treatment. The greatest gap oocurs between diagnosis and treatment. in
‘Washington, only an estimated 12% of patients with diagnosed HCV infections start direct-acting
antiviral treatment. Together, we can support the screening and treatment of individuals with HCV
to reach our goal of eliminating Hepatitis C in Washington State by 2030,

d D | d b et es Increase screening opportunities

D Review the notification process in EHR system, alerting the clinician that the client is due for

* Perinatal Behavioral Health

Strengthen the capacity to treat and cure individuals

[ ] CO m p I ex H O S p ita I D i S C h a rge a i?:;;;ﬁﬁiﬁ.::i?l champion within your organization to support other providers in

|:| Mentor and teach Health Professicnal Trainees and Students on HCW management.

O uUnderstand that people fiving with HCY may have complex life domain issues and may need
support accessing care and adherence support. Refer people living with HCW who have
challenges to care navigation services.

Utilize an interdisciplinary team

[0 Connect pharmacists and physicians to facilitate collaborative drug therapy agreements
{CDTAs) to create models of care delivery to treat HCV.

[ Consider providing HCV counseling as a form of medication therapy management {MTM) for
reimbursement.

[0 Engage with interdisciplinary networks for treating HCV that include clinicians, pharmacists,
and care coordinators.

Measure outcomes

[ Suppert the implementation of two HCV metrics into value-based contracts.

O ©One metric on HCV screening for adults aged 18 to 79 .

O ©One metric for connecting people living with HCV to treatment. specifically the prescription of S| | de 52
direct-acting antivirals (DAAs)


https://www.qualityhealth.org/bree/implementation-guide-home-page/
https://www.youtube.com/watch?v=IVQFdbEXI-Q

J DR. ROBERT
COLLABORATIVE
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Contact Me

Ginny Weir, MPH

CEO, The Foundation for Health Care Quality
She/her/hers

705 Second Ave, Suite 410 | Seattle, WA | 98104
gweir@qualityhealth.org | (206) 204-7377

FOLUNDATION FOR
Health Care Quality

www.qualityhealth.org
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Shared Decision Making

Integrating into practice

Leigh Simmons, MD
H Health Decision Sciences Cen

0 HARVARD

@simmons_leighmd MEDICAL SCHOOL


mailto:lhsimmons@mgh.harvard.edu

Overview

 Shared decision making background

. History of SDM at our hospital
. Building a culture of SDM; launching

the HDSC
. Highlight 4 areas of implementation:
. Decision aid distribution in orthopedics and primary
care
. Decision aid development workshops
. Clinician training —the PRIMED study and online
trainings
. Advancing health equity and inclusion through SDM

efforts — CRC screening during COVID

Slide 55




What is Shared
Decision Making?

' Slide 56




Shared Decision Making
Interactive process between patient
(and family) and clinician(s)
= Engage patient in decision making

= Accurate information about options
and outcomes

= Tailor treatments to patient’s goals
and concerns

Slide 57



Extending definitions of ‘appropriateness’

RIGHT OPERATION

Clinical Evidence

RIGHT PATIENT GOAL RIGHT PROVIDER

High Quality

= Certification, Privileging
Decision

Shared Decision Making

RIGHT PLACE

COE, Joint Commission

Cooper Z et al. 2015 Anesthesiology Slide 58



Clinical

Evidence

Tailor

Evidence

The SDM Process

|dentify
Patient's
Values

Integrated
Shared
Decision

4

Having GOOD
DISCUSSIONS

Informed patients who
receive preferred
treatment

Slide 59



A Shift In Tools &
Understanding Training




Finding the Control Balance

Call when you need us ; Doctor knows best

Slide 61



How bothered are you by
pain/symptoms? How important is
it for you to relieve symptoms?

How worried are you about
complications of surgery?

ldentifying Personal Values

Treat others as they would like

to be treated.

How much do you think surgery
will help your symptoms?




Finding the Weight of Concerns

SIDE EFFECT CONCERN

LESS MORE

May need extra
support

SYMPTOM CONCERN

Start with Non surgical
least invasive options

Slide 63




Increase comfort discussing
the tradeoffs

Slide 64




U

section one

SDM History at Mass
General

& building a culture
to support SDM
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MGH innovator and early adopter

' nprEEE

treatments

For Better Treatment, Doctors And Patients Share The Decisions

oy MFR STAFF

wly 24, 2014 412 PMET

Listen to the Story

All Things Considered

WELCOME TO THE
HDSC!

We were founded in 2010 by
Dr. Karen Sepucha and Dr.
Leigh Simmons. However,
our history began in 1989

Dr. Karen Sepucha (on the left) and Dr. Leigh

Informed Medical Decision
Making and now spans over
30 years of progress and
implemenation of shared
decision-making. Browse
through our timeline to learn
more.

ENGAGING PATIENTS IN CLINICAL CARE

By Karen R. Sepucha, Leigh H. Simmons, Michael J. Barry, Susan Edgman-Levitan, Adam M. Licurse, and

por: 101377 /hithatf 20151376 Sreekanth K. Chaguturu
HEALTH AFFAIRS 35,
NO. 4 (2016): 630-636

= Ten Years, Forty Decision Aids,
And Thousands Of Patient Uses:
Shared Decision Making At

Massachusetts General Hospital

Simmons (on the right). with the Foundation for )

Slide 66
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Linked to strategy and mission

Access to care

Longitudinal Care ‘ Episodic Care
Primary Care Specialty Care Hospital Care
Patient portal/physician portal Access program

Extended hours/same day appointments Reduced low acuity

- . ) admissions
Expand virtual visit options

Design of care

Defined process standards in priority conditions
idisciplinar

e-admissions

High risk ca
managemen

making ogpital Acquired
Conditions

Shared decision }
H

100% prgventiv& Appropriateness /Hand-offand
services \ / continuity programs

Chronic conditio&anagement /

Measurement

Variance reporting/performance dashboards

Quality metrics: clinical outcomes, satisfaction

Costs/population Costs/episode

Milford, CE, Ferris TG (2012 Aug). A modified “golden rule” for health care organizations. Mayo Clin Proc. 87(8):717-720.
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A common sentiment about shared decision
making among healthcare providers:

1] “We already do that
ngi" e already do tha

Q/@ 7 all the time.”



®

HEALTH DECISION SCIENCES
Lel's Decide logeltrer

V
Advance understanding of and improve
quality of medical decisions

* Interventions

Shared Decision Making in

* Measurement = Practice at MGH

* Implementation

In This Issue Greetings!
Top 10 Video Programs
o o o Welcome to the Shared Decision Making (SDM) program
e newsletter. In this newsletter you will find: updates to the
CRMS available video programs, new shared decision making
Resident Training projects, practice-specific prescription data, upeoming
Prﬂcﬁc‘-e Dﬂta L S—TTTTY - 91302013: 2 (%) Total Prescription Rates
Upcoming Events The |
Decision Aids the. o
Stoe| ns
. Org
Online o dng
Opportunity! inc | I
The Shared Decision Making :‘:‘;; I III II I lll | N T and
team has a new opportunity Py, &, & FEE
that would allow patients to g D@f ’::j At '*"Ve" ‘fff‘f
wiaw a darician aid on tha 10C

www.mghdecisionsciences.org

FOUNDATION FOR
Health Care Quality
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Mr. M:
Hip Osteoarthritis

* Age:71
* Progressive right hip pain

e X-rays confirmed
moderate arthritis

e Surgeon note: “We
discussed the options and
Mr. M very much wishes
to proceed with hip
replacement.”

Case Study.

Slide 70



During

e Spoke to friends and family

e Continued exercise, had
minimal symptoms

. PCP sent decision aid

Case Study.




Dear Dr. [N

Re: Hip Replacement Surgery

I am writing to tell you that at this time I will not be proceeding with my right hip replacement
procedure. Therefore, will you please cancel my appointments for pre-admission testing on July

I . for surgery on iR

About six months ago I added daily biking to my exercise routine and after three months found
that the nighttime hip pain was gone, When I saw you in May, I was not sure if this important
change to my life style would hold. It has so far.

Based on a conference with Dr. SR} W my primary care physician, and on a viewing of
the very helpful information on a DVD that he prescribed (Treatment Choices for Hip
Osteoarthritis), sent to me by Massachusetts General’s Patient and Family Learning Center, |
have decided that waiting for the surgery is the best decision.

Thank you for your help and patience.

With kind regards,

Case Study.
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Two years later

 Nighttime hip pain came back

e  Mr.M went back to surgeon to
have the hip replacement

e Good painrelief and able to
get back to activities

* Noregrets ontiming

Case Study.
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Short, Interactive Tool

Arthritis: Should | Have Knee Replacement Surgery?

You may want to have a say in this decision, or you may simply want to follow your doctor's recommendation.
Either way, this information will help you understand what your choices are so that you can talk to your doctor
about them.

Arthritis: Should | Have Knee Replacement Surgery?

1 2 3 4 5

Get the Compare Your Your Quiz
Facts Options Feelings Decision Yourself

Get the facts
Your options

* Have surgery to replace your knee.

* Don't have this surgery. Instead, use other treatments, like exercise, weight loss (if you're overweight), medicines,
or another type of surgery.

Kev paoints to remember

* Covers key facts
about surgery and
non surgical options

* Helps patients clarify
their goals and
concerns

* Creates a summary

print out
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Short, Interactive Tool

Ower 10 years

1 0 people

will have a heart
attack

90 people

will have no
heart attack

Current Risk
of having a heart attack

Risk for 100 people like you who do not
medicate for heart problems

Future Risk
of having a heart attack

Risk for 100 people like you who do take
high dose statins

00088868686 °
00990808860
0999006 886°
0000888
009959088
L1
0000888

009959088

0990888860
000088880

e
@0
e
e
@0

Ovwer 10 years

6 people will
have a heart
attack

90 people

will have no
heart attack

4 people will
be saved from a
heart attack by
taking medicine

https://statindecisionaid.mayoclinic.org/
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Decision Aid Usage = Increased Patient Knowledge

105 RCTs with

Improved decision quality...

e 13% absolute increase in knowledge
e 2-fold improvement in accurate risk perception

e 2-fold improvementin match between
values & choices

Address overuse and underuse
k * 16% reduction in elective procedures

Stacey et al., 2017 Cochrane Review Slide 76
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Underserved patients = Better Results

Out of

 significantlyimproved outcomes for
disadvantaged patients

 maybe more beneficial to
disadvantaged patients than those
with higher literacy/ socioeconomic
status

e Unclear which features are most
effective

studies

Yen R, et al Med Decis Making 2021
Slide 77



Decision Aid Usage Across MGH and MGB

2,500+ clinicians ordered Top in 2023:

1. Quitting Smoking

2. Knee osteoarthritis

3. Hip osteoarthritis

4. Lung Cancer Screening

5. Spinal stenosis

decision aids for patients

Sepucha et al 2016 Health Affairs ~ Slide 78



Leading Orthopedic SDM Learning Collaborative

Kaiser Washington
Univ Rochester

UPMC

WA - NH e
MT ND .
o MassGeneral Brigham
MN .
D " wi NY Boston Medical Center
WY Ml TRl
1A PA
NV NE i OH DE
ut o5 Ik v’ o Sy Hartford Hospital
CA
= MO KY NYU Langone

NC
N

AR sC
MS AL GA

Decision aids delivered AZ oK

UCLA N

@ LA

FL

JPS Health
Dell Medical Center
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section two

Fostering creative
approaches within our

institution — decision aid

development

' Slide 80




Good intentions are not enough

“As soon as | saw Ms. R, she looked terrified, |
could see the fear in her eyes. She was
shaking, visibly anxious. And | reassured her,

“Don’t worry, I'm going to put you to sleep. You
won’'t know what happened.”

And right away Ms. R looked at me
and said “It’s not my cancer that
scares me, it’s not my surgery, or
my chemotherapy. The thing that
scares me the most is sedation—
being put to sleep.”

Slide 81
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Making it routine e,

Choosing a Medicine for Your Port Placement
IMAGING

Welcome to Interventional Radiology. You are having a brief procedure done today where a small device called a
port will be placed under your skin. We would like to know what type of medicine you would prefer to keep you

¢ Pa per dECiSion aid comfortable during the procedure. Your input is important to us.

Part 1: What is Important to You
Here are statements that will help you decide which medicine 15 best for you. Please civcle the number on the scale
below to show how important each statement is to you as you are thinking about your options.

* Training Not Engortan ki

[ don't want to feel “groggy” or “out of it.” 1 2 3
[ want to be awake as long as [ don't feel pain. 1 2 3
[ don't want a long recovery time. 1 2 3
I want to be drowsy and wake up when the procedure is over. 1 2 3
¢ WO rkfl OW I'want to be able to drive or work today. 1 2 3

Part 2: Your Sedation Options

There are 3 sedation options available to keep you comfortable during the procedure. Each option has different
benefits, risks, side effects, and recovery time. In general, patients do well with all options, but the chotce 15 up to
you depending on what is important to you. Please read the options below. Circle the option(s) you want to talk

¢ MObiIe app.” more about. Your care team member will go over them with you.

Sedation option Reasons to choose this option Reasons not to choose this option

No sedation: No recovery time. You will be awake, feel some pressure but

Medicine to numb 10 pain.

the area called local No affect on thinking, coordination, lungs,

anesthesia is given. and heart functions. You are very anxious about the procedure.
You can drive, refurn to work, and make Slide 82




Giving patients a choice

%% 42

Chose moderate sedation Fewer minutes of recovery time

1 Chittle et al 2016 Vascular Medicine
Slide 83




U

section three
Clinician training and
the PRIMED Study:

Promoting informed decisions
about colorectal cancer testing
for older adults

' Slide 84




Given your risk, how important is
it to you to try to prevent colon
cancer? How does this fit into
your overall health priorities?

How would you feel if your doctor
told you that you could stop
screening?

ldentifying Patient’s Values

Treat others as they would like

to be treated.

How difficult is it for you to do the
prep for colonoscopy? How
concerned are you about
potential complications?




Navigating the Tradeoffs

POTENTIAL BENEFITS

LOW HIGH

Stool test

JUST DO IT!
or stop

High conflict: may

JUST STOP!
need extra support

CONCERN PREP/COMPLICATIONS

Slide 86




Overcoming barriers to involvement

ing ®- =R ”’fmi
mMHmﬁx TEACHING | /7 KN ”

\ i nﬁvﬁmvﬂl’:nf
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NlH NATIONAL CANCER INSTITUTE

Colorectal Cancer Risk Assessment Tool V i d e O V i g n ett e S
RISK CALCULATOR ABOUT THE CALCULATOR .

Sample Scripts
The Colorectal Cancer Risk Assessment Tool

[ ]
The Colorectal Cancer Risk Assessment Tool was designed for doctors and other health care providers to use
with their patients. The tool estimates the risk of colorectal cancer over the next 5 years, 10 years, and the This tool cannot accurately I S C a C u a O rS

lifetime risk for men and women who are: estimate risk of colorectal
cancer for people who
+ Between the ages of 50 and 85 have the following health
+ White conditions:

+ Black/African American
+ Asian American/Pacific Islander
+ Hispanic/Latino

+ Ulcerative colitis
+ Crohn disease

+ Familial adenomatous
This tool takes about 5 minutes to complete.

polyposis (FAP)
. R + Hereditary
—-a P
ctalcar % | # ColonCancer X | @ NewTab x |t insight40-1 x | B Whatstime: x | ) Mortalityver: x | ) Ademonstrs: X | @ LaunchMeer x [ efrognosis  x =+ o - =2 X
P Fu:sf,sdu/mciex.php 2w & 0 @ &
veness.. 4 REDCap 2P ERACommons 3 Login-Dropbox R Ganguli Medical Te. Other bookmarks

niversity of California San Francisco Search UCSF  About UCSF
ePrognos]s HOME ABOUT CALCULATORSY CANCERSCREENING  DECISION TOOLSY COMMUNICATION

yo COVID-19 Prognosis Information

WHAT WOULD YOU LIKE TO DO?

5
8
w

2 - |

——

CALCULATORS COMMUNICATING

PROGNOSIS

Slide 88
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Do interventions improve practice?

RCT with

Patient-reported SDM scores

(primary)

e Discussion of screening

Knowledge

Intentions

Physicians across 5 networks

Satisfaction
Slide 89



Collecting the data

Patient surveys

m) 466

Physician surveys

631

Slide 90



Patient Sample (Q L

Training Group Reminder Only
N=236 N=230
Age Mean (SD) 79.5 (2.8) 79.2 (2.8)
Female % 58% 48% e
Prior Test:
Colonoscopy 67% 66%

Stool-based test 22% 14%

None on record 12% 20% a—
Physical health (% excellent or 54% 50%
very good)
White, non Hispanic 92% 94%
Education (>college degree) 56% 47%
Prior polyp 51% 48%
Family history 20% 19%

Slide 91



Involving patients in decision

1.1

Reminder only Training group

Adj p=0.01
Sepucha, et al. JGIM 2022 .
Slide 92




Discuss screening

0% 72%

Reminder only Training group

Adj p=0.03
Sepucha, et al. JGIM 2022 ,
Slide 93
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Similar preferences for testing

Reminder only | Training group

Prefer Colonoscopy 26% 25%
Prefer Stool-based test 31% 39%
Prefer no testing 23% 20%
Not sure 19% 14%
Adj p=0.46

Sepucha, et al. JGIM 2022 ,
Slide 94



More likely to make a recommendation

9% 79%

Reminder only Training group

Adj p=0.03
Sepucha, et al. JGIM 2022 ,
Slide 95




Stronger intentions

(% 98%

Reminder only Training group

Adj p=0.02
Sepucha, et al. JGIM 2022 ,
Slide 96




No impact on patient knowledge

61% 63%

Reminder only Training group

Adj p=0.36
Sepucha, et al. JGIM 2022 ,
Slide 97




High satisfaction for both

6% 67%

Reminder only Training group

Adj p=0.08
Sepucha, et al. JGIM 2022 ,
Slide 98




Higher increase in SDM scores for older
patients 80-85yo:

+0.5 +0.2

80-85 years old 76-79 years old

' Slide 99




Higher increase in SDM scores for male
patients:

+0.60 +0.15

Male Female

' Slide 100




Higher increase in scores for those at higher
CRC risk:

+0.5 +0.2

Prior polyps No prior polyps

' Slide 101




Higher increase in scores for those
physicians with <25 years in practice:

+0.7 +0.2

<25 years experience 25 or more years

' Slide 102




section four advancing health equity and

inclusion

Slide 103




What is the role of SDM in a crisis?

! SCIENTIFIC . . :
Latest Issues AMERICAN. Sign In | Newsletters Q

Coronavirus Health Mind & Brain Environment Technology Space & Physics Video Podcasts Opinion Store

PUBLIC HEALTH

The Pandemic Is Delaying
Cancer Screenings and Detection

The missed checkups could result in later, more severe diagnoses down the line

By Anna Goshua on December 24, 2020

Slide 104
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RCT (n=800) compared “usual care” vs. SDM approach

* Collaboration with Gl dept for patients
who had colonoscopy cancelled

 Brief, scalable intervention

* Mailed worksheet plus call from decision
coach

» Offered options (incl stool test, delay)

e Usual care focused on rescheduling
colonoscopy

Promotina Informed Decisions

2PRIMED

LAY

People make different choices based on their situation and goals.
Here are some quotes from our patients discussing choices they have made:

“ am at low risk and “l didn’t know about the “Given my family history,
would rather wait another stool tests—that seems | want to keep going with
year. Relieved fo not have like an easier way to test the celenoscopy as soon
to go in now.” right now.” as | can getin.”

More about stool-based tests

Stool-based tests involve checking your steol for tiny amounts of blood or abnormal DNA, which
could be signs of colorectal cancer.

You can get an order for an at-home stool test from your doctor. These tests are mailed to you, can
be done in your home, and mailed back either to the hospital or the testing laboratory. You will
receive notification from your doctor’s office about your results.

There are different types of stool-based tests:

+ Fecal immunochemical test (FIT). This test checks for blood in the stool. The test kit
contains the things that you need for collecting small samples of stool. This test needs to be
done every year.

+ Stool DNA (sDNA/Cologuard). This test checks the stool for blood and genetic changes in
DNA that could be signs of cancer. The test kit has a container for collecting an entire
bowel movement. This test needs to be done every 3 years.
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SDM arm had better outcomes

FOUNDATION FOR
Health Care Quality

l DR. ROBER
COLLABORATIVE
—

v 13% higher screening at 6 months

Lagrank P <=0.001

T T
0 30 G0 a0 120

Time to screening completion (days)

| Contral — Intervention |
a7 &

v’ Intervention had big impact in non-White T
participants (+18%) and those with high i;
COVID worry (+17%) 5 e

v’ Patients reported more SDM and less ol
decisional conflict

T T
150 180

Sepucha et al 2022 Cancer Med
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What's next?

Building coaching capacity with
student interns — Patient
Support Corps

Clinical decision support for
clinicians — a reminder to have
the conversations

Micro decision aids as part of
intake questionnaire
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Recap

Shared decision making, supported by
patient decision aids, can be part of a
fundamental change to patient care
processes

Integration into routine care is possible,
but requires time, training, and constant
communication with practices

Need for feedback on performance and
accountability, opportunity for incentives

to drive change, collaboration with
leadership Slide 108
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Leigh Simmons, MD
MGH Health Decision Sciences Center
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The patient side of

shared decision making

Case #1

* Sue

* 65-year-old female
* Diagnosed with CVD

* Decision: to have/or not have
LVAD



How patient decision aids support
good shared decision making

Dawn Stacey RN, PhD, FRSC, FAAN, FCAN, FCAHS

Vice-Dean of Research, Faculty of Health Sciences
Research Chair Knowledge Translation to Patients
Distinguished Professor, University of Ottawa, Canada
Senior Scientist, Ottawa Hospital Research Institute

January 11, 2024
Washington State Health Care Authority, SDM Workshop
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Outline

* Shared decision making

* Patient story

* [nternational Patient Decision Aid Standards (IPDAS)
* Evidence on patient decision aids

* Proposed changes to IPDAS

* Implementation of patient decision aids
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Shared decision making

¢

A process by which decisions are
made by the patient (+family) and
the clinician using:

Decision to be made

H

Information han
- The best available evidence ation exchanos

and
- Patient’s informed preferences

H

Values/preferences

.}

“The crux of patient-centred care” weston 2001

(Legare et al., 2010; Makoul et al. 20006)
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Evidence-based clinical decisions

(Guyatt, Haynes, & DiCenso, McMaster University)

Patient preferences &

Clinical state, setting, & ,
actions

circumstances

Healthcare
Professionals

evidence Healthcare resources

120
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The Problem

— 50% of patients are not offered more than one option
— clinicians are poor judges of patients’ values and preferences
— hence, patients often achieve poor quality decisions

— effective interventions, such as patient decision aids and decision coaching, are not
used routinely in clinical practice
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Myths about Shared Decision Making

* Shared decision making is not compatible with clinical practice guidelines

* Shared decision making is a fad — it will pass
* We’re already doing shared decision making
* Inshared decision making, patients are left to make decisions alone
* Not everyone wants shared decision making
* Not everyone is good at shared decision making
* Shared decision making is not possible because patients are always asking me what | would do
* Shared decision making takes too much time
* Shared decision making is only about the doctors and their patients
e Shared decision making will cost money
» Shared decision making is easy! A tool (patient decision aid) will do
* Shared decision making does not account for emotion
(Légaré & Thompson-Leduc, 2014) slide 118



Patient identified barriers & facilitators to SDM
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Patient identified barriers & facilitators to SDM

"""""""""""""""""""" m!!f;}'.‘,?_?ﬁ;‘;}iﬁ}’fﬁén To enhance SDM nurses can: Decision
.., ............... _ Explain information .
Tin i .xﬁFfiliﬂ?éi‘F_.Tkliias - Provide support by listening CoaChmg
m ....................... S to patient preferences
""""" - Provide doctors with patient
Ny — preferences
Knowledge Power
Knowledge about Perceived influence :
disease/condition, options, on decision-making .
outcomes encounter: ’
& - permission to
Knowledge about participate
personal values and - confidence in own
preferences knowledge
- self-efficacy in using
»— . SDM skills
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Fig. 2 Knowledze and power: patient-reported influences on individual capacity to participate in shared decision making.



Ottawa Personal Decision Guide for Two
For People Making Health or Social Decisions

© Clarify your decision.

What decision do you face?

What are your reasons for making this decizion?
When do you need to make a choice?

Person 1

How far along are you with [ Mot thought abouwt it
making a choice? [ Thinking about it

& Explore your decision.

F
#?"LJ Knowledge ¢, Values
(WE

Lizt the options and benefits
and risks you know.

©)

Rate each benefit and rigk
using stars (%) to show how

much each one matters to you.

D Close to choosing
D Made a choice

& & 52 A4

Person 2

[ Mot thought about it O ciose to choosing
[ Thinking about it [] Made a choice

f-lﬁ] Certainty

Choose the option with the benefits that matter
most to you. Avoid the options with the risks
that matter most to you.

How much it How much it
Reasons to Choose matters to you: Reasons to Avoid matters to you:
this Option 0* not at all this Option 0™ not at all
Benefits ! Advantages / Pros 5% a great deal Risks / Disadvantages / Cons 5™ a great deal
Person 1 | Person 2 Person 1 | Person 2
Option #1 =) = =] =]
=] =] = [
=1 =1 = =]
Option #2 = = =] =i
=l =] =1 I
=] EE =] =
Option #3 =i =) =i =l

Ottawa Personal Decision Guide
(Two-page interactive PDF. Fill in, save your answers, and print
Adobe Reader.)

French Spanish

Swedish German

Dutch Japanese

Danish Mandarin Chinese
Norwegian Sinhala

Canada - Indigenous Polish

Ottawa Personal Decision Guide for Two
(Allows 2 people involved in the decision to complete the guide.

French Danish

Swedish Japanese

(O'Connor, Stacey, Jacobsen, 2015)
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Patient Decision Aids Becisionto bamads
-
Inform
eProvide facts 3

eCondition, options, benefits, harms

«Communicate probabilities (optional) fiformation exchangs

™
Clarify values
eAsk which benefits/harms matters most
e Patient experience (optional) ~

Values/preferences

.}

Support
eGuide in steps in deliberation/communication
e Worksheets, list of questions

(Stacey et al., Cochrane Library, in press; Stacey et al., JAMA, 2017)
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Formats for patient decision aids
(used prior to or within consultations)

3. Online/computer-based
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Decision aids for patients facing health treatment
or screening decisions: systematic review
Annette M O'Connor, Alaa Rostom, Valerie Fiset, Jacqueline Tetroe, VikkKi

Entwistle, Hilary Llewellyn-Thomas, Margaret Holmes-Rovner, Michael Barry and
Jean Jones

BMJ 1999;319;731-734

Patient decision aids:

improve knowledge

reduce decisional conflict

stimulate patients to be more active in decision making
do not increase anxiety

variable effect on decisions (chosen option)
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Patient Decision Aids: Ensuring Quality

Patient decision aids can affect uptake of options
= reduce use of some options
" increase use of other options

Concern if uptake of options is due to biased information

Need for national/international standards on quality

(Elwyn et al., 2005; NQF Report 2016; Stacey et al., 2017)
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Outline

* [nternational Patient Decision Aid Standards (IPDAS)
* Evidence on patient decision aids

* Proposed changes to IPDAS

* Implementation of patient decision aids
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INTERNATIONAL
PATIENT DECISION
AID STANDARDS
COLLABORATION

Since 2003

International Patient Decision
Aid Standards (IPDAS)

Evidence Update 2.0 - Updating the Standards



‘ |] |] H g To enhance the quality and effectiveness of patient

decision aids by establishing a shared evidence-
informed framework for improving their content,
INTERNATIONAL

ATIENT DECISON  development, implementation, and evaluation.

AID STANDARDS
COLLABORATION IPDAS Steering Committee: D Stacey & R Volk (co-chairs),
M Barry, H Bekker, N Col, A Coulter, K Dahl Steffensen,
M Harter, T Hoffman, K McCaffery, M Pignone, K Sepucha,
R Thompson, L Trevena, T van der Weijden, H Witteman

Stacey & Volk, Medical Decision Making volume 41(issue 7) October 2021
https://journals.sagepub.com/toc/mdma/41/7



IPDAS Timeline

2003

International Patient
Decision Aid Standards
(IPDAS) Collaboration
launched

International Shared
Decision Making Conference
in Swansea, Wales.
September 2003.

2012-2013

Evidence Update 1.0
completed

Updated the conceptual,
theoretical, and empirical
evidence underlying the
12 dimensions for
addressing the quality of
patient decision aids.

92 stakeholders from
9 countries contributed
to the update.

2020-2021

Evidence Update 2.0
completed

Updated the conceptual,
theoretical, and empirical
evidence informing the
IPDAS Checklist and
recommended changes
to the IPDAS criteria.

Involved 105 stakeholders
from 11 countries.

YEAR 2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022

2005-2006

IPDAS Checklist
published

Internationally approved criteria
for determining the quality of
patient decision aids. 74

criteria/items and 11 dimensions.

Evidence-informed consensus
process involving more than
100 stakeholders from

14 countries.

2009

IPDAS Instrument
published

Instrument for rating
the quality of patient
decision aids. 47 items.

Involved 25 research-
members of IPDAS.

2013

IPDAS Minimum
Standards published

Includes 6 criteria for defining
decision aids, 10 criteria for
certifying decision aids (to
minimize risk of bias), and

28 criteria for quality.

101 stakeholders from
16 countries participated
in consensus voting.

2017

SUNDAE Checklist
published

Reporting standards for
patient decision aid
evaluation studies.

International group of
14 experts in patient
decision aids.

o [POHS



H]|]H IPDAS Defining Criteria

NA l

T E[ T
ADSTAN r
COLLABC _".""._|\ ) ‘~..

AL
ZISION

describes the health condition or problem

explicitly states the decision that needs to be considered
identifies the target audience (Martin et al., 2021)
describes the options available

describes the positive features

describes the negative features

S A o A

values clarification:
a) describes what it is like to experience the consequences

b) asks to rate importance

Joseph-Williams, et al., MDM. 2013 Aug 20. https://www.ncbi.nlm.nih.gov/pubmed/23963501



http://www.ncbi.nlm.nih.gov/pubmed/23963501

”]I]Hg IPDAS Certifying Criteria to Minimize Risk of a Biased Decision

NTERNATIONAL
PATIENT DECISION
AL STANDARDS
COLLABORATION

equal detail for negative/positive option features
citations to the evidence

production or publication date

update policy

information about uncertainty around probabilities

A A

funding source used for development

For screening decision aids

7. describes what the test is designed to measure
8. next steps after positive test result

9. next steps after negative test result

10. consequences of detecting a benign condition

Joseph-Williams, et al., MDM. 2013 Aug 20. https://www.ncbi.nlm.nih.gov/pubmed/23963501
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Presenting balanced information about options

H]I]Hg IPDAS Quiality Criteria by Domains - Examples

SATEENT DECISION e Shows negative/positive features with equal detail
coLABORTION Guidance and decision coaching
e Provides step by step way to make a decision
Based information on scientific evidence
e Describes the quality of the scientific evidence
Conflicts of interest
* Includes authors’/developers’ credentials or qualifications
Health literacy
e Written at a level that can be understood by at least half of the target patients
Presenting probabilities
e Presents probabilities using event rates in a defined group of patients for a specific time
Development of patient decision aids
e Patients were asked what they need to prepare them to discuss a specific decision
Effectiveness

e There is evidence that it helps patients know about the available options



Washington State ) Q

Health Care /uthority Search LL I efemss (23 kogin

Free or low-cost healthcare  Employee & retiree benefits  Billers, providers & partners About HCA Contact

Home > AboutHCA > Programs & initiatives > Making informed health care decisions > Shared decision making > Patient decision aids (PDAs)

Patient decision aids (PDAS)

Learn about patient decision aids: what they are and how to use them.

First
On this bage - R — certification
pag at are patient decision aids ( s)? program
How does HCA ensure the quality of PDAs? in the world
What PDAs has HCA certified? (2016)

Can | use the PDAs on this page?

www.hca.wa.gov/about-hca/healthier-washington/patient-decision-aids-pdas
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WASHINGTON

Patient Decision Aid Certification Criteria

Does the patient decision aid adequately:

1.

2.

Describe the health condition or problem

Explicitly state the decision under consideration

Identify the eligible or target audience

Describe the options available for the decision, including non-treatment

Describe the positive features of each option (benefits)

Describe the negative features of each option (harms, side effects, disadvantages)

Help patients clarify their values for outcomes of options by a) asking patients to consider or rate
which positive and negative features matter most to them AND/OR b) describing each option to help
patients imagine the physical, social (e.g. impact on personal, family, or work life), and/or psychological

effects
Make it possible to compare features of available options

Show positive and negative features of options with balanced detail
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| https://decisionaid.ohri.ca o )
r* ;En?g:“ :mp;::; Patient Decision Aids Eﬁ ’ﬁ! £ | 1 @ 9
d

Frangais

Patient Decicion Aids Decision Aid Summary

For specific condiions

Far any decisian During the COVID-19 pandemic, should | go to live elsewhere or stay in my retirement/assisted living home? | Pendant la pandemie de

Do i Ot Title COVID-19, dois-je aller vivre ailleurs ou rester dans ma maison de retraite ou ma residence pour personne semi-autonome?
Cther KT Tools Audience Adults/=eniors living in retirement home or assizted living home.
Decision Coaching Options Mowve Bo live with familyfriend.
Conceoiual Frameworie. included Etayin the retirement home or azsisted living home.
Development Toolkit Year of last 2020

Dewelopment Methods llFFI:lEI‘tE or

rewview
Intermarional Standerds
Systematic Review Format

Deasean Axd Library Inventany

¥ to obtain ecision aid on the developer webs

Ewaluation Maasures

- : Developer WIS P, cl, J Lavoie MSW RSW, 5 Sinha MD DPhil FRCPC.
Imnplennentation Toolkit
Siep 1: Identify the decisian Where was it hittps:/ decisionsid.chri.ca
Siep 2: Find pabent decsion aids I:|E'..I'E|D|:-E|:|? OHRE; uOttawa; MLA
Slep 3: Identify barmers Canads
Siep 4.1: Implementation Health Assisted Living
Siep 4.2 Prowide training condition
Siep 5: Monilor use and ouloomes
Type of Treatment
About Us decision aid
Miz=ion & Histary
Language Englizh, French
People
Fur

ased on IPDAS criteria (Intermmational Patient Decision Aid Standards) this decision aid (andfor supporting materi

Websile Stalistics

Mews & Evenis

Search this sie

| —




Outline

* Evidence on patient decision aids
v'  Update the Cochrane Systematic Review on the effectiveness of patient decision aids

v' Conduct a network meta-analysis to determine contributions of elements in patient
decision aids

* Proposed changes to IPDAS
* Implementation of patient decision aids
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Patient Decision Aids Review Team

Dawn Stacey (Ca)

Krystina B Lewis (Ca)
*Maureen Smith (Ca)

Meg Carley (Ca)

Robert Volk (USA)

Elisa Douglas (USA)

Lissa Pacheco-Brousseau (Ca)

*Patient/Caregiver partners

Jeanette Finderup (Dk)
*Janet Gunderson (Ca)
Michael Barry (USA)

Carol L Bennett (CA)
Paulina Bravo (Chile)
Karina Dahl Steffensen (Dk)
Amédé Gogovor (CA)

lan D Graham (Ca)
Shannon E Kelly (Ca)
France Légaré (Ca)
*Henning Sendergaard (Dk)
Richard Thomson (UK)
Logan Trenaman (Ca)
Lyndal Trevena (AU)
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PICO Eligible Ineligible

Population

Intervention

Comparison

Outcomes
Study design

Language

Adults making decisions about screening or
treatment options for themselves, a child, or an
incapacitated significant other

Patient decision aid for treatment or screening
decisions

Usual care or alternate intervention (e.g.,
general information, clinical practice guidelines,
placebo interventions, no intervention)

Broad range (e.g., decision quality; decision
making process; adverse events)

RCT only (including cluster RCTs)

All languages that can be translated

Decisions: hypothetical, lifestyle, clinical
trial entry, advance directives

Education programmes not geared to a specific
decision; interventions designed to promote
adherence or elicit informed consent regarding
a recommended option; inadequate detail

2 different types of patient decision aids

Anxiety and/or depression, quality of life,
and/or litigation rates only

All other designs

Unable to translate
Slide 138



Search Results (2015 - Mmarch 2022)

{ 4775 + 9 citations J é)

l Cochrane

{4784 title/abstract screen}

{4429 irreIevantJ

\ 4

{ 355 full-text screen J

149 excluded
102 ongoing

v
{104 + 105 =209 trials}




Countries of the trials (n=209)

Conducted in 19 countries

USA (106) Germany (8) *France (2) *New Zealand (1)
Canada (23) China (7) *Japan (2) Sweden (1)

UK (21) Spain (6) *Greece (1) *Switzerland (1)
Australia (17) *Denmark (2) *Italy (1) “Turkey (1)
Netherlands (10) |Finland (2) *Malaysia (1)

*9 NEW countries not included in previous review

4 studies conducted in 2 countries (Au+CA; Swit+Germ; CA + USA; NZ+ USA)
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Topics in Decision Aid Trials (N=209)

 Medical (n=82)

22 Cardiovascular (e.g., atrial fibrillation, LVAD)
10 Mental health (e.g., depression, anxiety)

7 Diabetes

4 Breast cancer chemoprevention

4 Contraceptive options

4 Kidney disease

31 Other (e.g., osteoporosis, sleep apnea)

* Screening (n=59)

17 Colorectal cancer

15 Prostate cancer

12 Breast cancer

6 Prenatal testing

3 Diabetes

2 Cardiovascular

4 Other (e.g., brain injury, cervical cancer)

e Surgery (n=50)

15 Breast cancer (surgery, reconstruction, prophylactic)
11 Prostate

9 Knee and/or hip osteoarthritis

3 Cardiovascular

3 Hysterectomy

9 Other (e.g., back surgery, dental)

e Obstetrics (n=11)

5 birth options after cesarian
6 other (e.g., embryo transfer, post-partum care)

e Vaccine (n=5)

Flu, Hep B, MMR, Rotavirus

* Other (n=2)

— Autologous blood donation, Cystic fibrosis referral for

transplant



Elements in Patient Decision Aids (N=209)

Total Elements Previous review | Updatedreview | Change
N=209 N=105 N=104

100% | b iievalues canfications | 10% | 100% =
92% Clinical condition 90% 94% t
88% Probabilities of benefits and harms |91% 84% ‘
73% Guidance in decision making steps |67% 79% '
67% Explicit values clarification 62% 72% '
37% Examples of others/ patient stories | 46% 29% ‘

*required to be defined as a patient decision aid
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75% better informed values/choice match

Decision Aid Comparison Risk Ratio Risk Ratio
StudyorSubgroup Events Total Events Total Weight M-H,Random,95% CI M-H,Random, 95% CI 2023 U pd ate
Mathieu 2007 227 309 136 279 5.8% 1.51[1.31,1.73] -
Trevena 2008 14 134 2 137 1.4% 7.16 [1.66 , 30.89] B wm — 2 1 St u d | es
Nagle 2008 127 167 111 171 5.8% 1.17[1.02, 1.35] =
Smith 2010 121 357 21 172 4 7% 2.78 [1.81,4.25] g . .
Mathieu 2010 65 g1 70 110 57% 1.12[0.93 , 1.36] L —_— 9’377 pa rt|C|pa ntS
Steckelberg 2011 345 785 101 792 56% 3.45[283, 4.20] -
Fagerlin 2011 202 383 6 102 3.1% 897410, 19.60] - . .
Bjorklund 2012 128 179 123 197 58% 115[0.99 . 1.32] . — RISk RatIO (RR) 1.75 [95% CI 1.44, 2.13]
Schwalm 2012 36 76 19 74 4 5% 184117 ,2.91] -
Stacey 2014a a 55 14 56 4 3% 2.25[1.35,3.75] s — @@@eModerate Confidence (GRADE)
Stacey 2016 87 155 69 155 56% 1.26 [1.01 ,1.58] -
Beulen 2016 102 124 83 125 58% 1.24[1.07 ,1.44] =
lckenroth 2016 (1) 96 224 76 241 55% 1.36 [1.07 ,1.73] e .
Ickenroth 2016 (2) 51 217 54 240 51% 1.04[0.75 . 1.46] il 2017 REVIeW
Perez-Lacasta 2019 47 203 1 197 0.8% 4561 [6.35 , 327 .38] e o by
Berger—Huger 2019 18 3 0 22 0.5% 26.59[1.69, 419.10] s da & —_— 10 Stud |es
Singh 2019 62 151 46 147 5.2% 1.31[097,1.78] la
Roberto 2020 207 472 195 529 5.8% 1.19[1.02,1.38] la . e
Fisher 2020 (3) 22 40 17 44 45% 1.42[0.89 , 2.27] e - 4; 626 pa rtici pa nts
Ye 2021 107 386 22 387 4 6% 4 88 [315, 7.55] ——
Crew 2022 48 117 31 135  4.9% 179 [1.22 , 2.61] e —_ RR 206 [95% Cl 146, 291]
Zadro 2022 56 204 50 205 51% 1.13[0.81 ,1.56] -

BN CISISIS) i

Total(95% Cl) 4860 4517 100.0% 1.75[1.44,2.13] . LOW co nflde nce
Total events: 2199 1247
Heterogeneity: Tau? = 0.17; Chi? = 248.91, df = 21 (P < 0.00001); P = 92% N —— z e W
Test for overall effect: Z =5.63 (P < 0.00001) Favours usual care Favours decision aid

Test for subgroup differences: Not applicable



Decision Aid Usual Care Mean difference Mean difference

StudyorSubgroup  Mean SO Tolal Mean SO Tolal Weight IV, Random, 85% CI IV, Random, 85% CI

Allen 2010 66 3548 201 60 2024 3¢ 10%  6.00[086.11.14) —

Allen 2018 70 2142 104 648 2068 132 10%  510[0.32,1082] —

Arterburn 2011 2 12 75 e 7 TT 10%  T00[233,1167] s

Barry 1997 s 45 104 54 45 123 O6% 21.00[925,3275| o L
Beidker 2004 74 145 50 715 16 S5 10%  250(331,831 1

Berger-Hoger 2019 6986 1875 36 4528 491 28 09% 24.38(17.99, 30.77] —_—

Bomsioin 1998 83 16 61 58 16 4B 10% 2600(18.95,3108) o
Beulen 2016 7842 1263 131 6737 1632 13 1.4% 11.05(7.51,1450) -

Bjorklung 2012 7 71, 20 204 11%  600[231,060) —

Brown 2018 6038 2567 16 2751 2373 2 04% 32.88(16.72,490¢] —

Carison 2019 2083 1333 92 8833 1583 105 11%  250(-157,657] L

Carroll 2017 665 238 41 524 232 41 07% 1420[4.03,2637] e

Case 2019 80.5 129 43 694 144 48 10% 11.10 (549, 16.71] =

Chabrara 2015 77 19 61 498 18 &1 09% 25.80(19.57, 32.03] b

Cox 2019 7.5 201 10 663 204 114 1.0% 1.20[4.10, 6.50] = St

Coylewright 2016 65.1 2447 65 427 2587 50 08% 22.40[13.51,31.20) e

Cuypers 2018 TS 21 28 72 20 101 0%  300(A74, 774 e

Durand 2021 563 225 66 548 214 267 0%  140(463,7.43) -+ .
Fisher 2020 7313 1468 68 6328 1403 62 10%  9.84(4.90,1678] ¥

Frosch 2008a 814 18.7 155 724 197 151 1.1% 9.00 (4.69,13.31] -

Gabel 20202 7443 2445 17 N 2348 166 10% 272(-2.38 . 782) |-

Gattellari 2003 50 184 106 45 159 108 1.0% 5.001(0.39,9.61] | 55

Gattellari 2005 57.2 213 1 422 167 136 1.0% 15.00(10.40, 19.60] -

Gordon 2017 B6T4 2121 133 4487 1687 185 1.1% 21.77[17.29, 26.25) —

Green 2001 a5 7 2 ] 21 14 08% 3000[1871,41.29] —_—

]
Hanson 2011 884 2164 127 795 2164 120 10%  890[3.60,14.20] -
Hess 2012 5143 182 101 4286 183 103 10%  8.57[3.56,1350) — —
Hess 2016 47 167 451 40 167 447 12%  670[452,668)
6 2 3 2 1 E

Hess 2018 62 4@ 53 478 19%  9.00[6.48,11.52)
Hoffman 2017 3 16 E 8 67 28 09% 13.30(5.67,2073) e
Jall 2022 4895 15 27 4448 153 22 08% 448[4.06,1302] +—
Jibaja-Weiss 2011 6122 2038 44 435 2661 3 07% 1763(7.33,27.93) i
Johnson 2006 28 n @ ez 156 a5 09%  7.40[0.98,1382]
Karagiannis 2016 684 7513 9 707 8984 103 03% -230[25.10,2050] _ [ []
Knalifeh 2019 7873 1083 23 7625 1188 23 09%  188(4563,839]
Krops 2014 7602 1682 8 723 1875 8 10%  462(-045,060] —
Kostick 2018 678 156 2% 3 124 3 09%  850(1.46,155¢] —
Krist 2007 63 0321 180 54 3321 75 08%  15.00(6.15,25.6¢) _— ’
Kupke 2013 60 233 50 2r e7 31 08% 33.00(24.27,41.73) —
Kuppermann 2014 627 213 37 ST3 213 383 1% 540(227,853) =
Kuppermann 2020 625 225 676 625 2125 681 12%  000(233,233)
Lam 2013 &1 21 m 5= 21 M2 0% 200(3.9,7.49] o
Laupacis 2006 @ 195 53 674 7 53 09% 1560 [B.64,2256] — .
LeBlanc 2015b 635 234 1% 563 184 116 10% 7.20[205,1235 s
Leighl 2011 725 2686 100 60 2686 100 09% 1250(5.05,19.95 — — I 0
Lepore 2012 616 013 215 547 013 218 12%  6.90(888,602 [} [ ] ’ [ ]
Lerman 1967 8.8 ERE] 49 207 i8¢ 10% 10.00[15.17,2663) =
Lewis 2010 454 3401 93 467 3401 107 07% -160(-105,7.85) —
Lewis 2018 &2 2 46 24 212 1% 3600(31.62,40.38] =
Lewis 2021 74 168 1 14 2 15 05% 26.30(11.30,41.30] I
Love 2016 8143 20 13 5643 1571 16 05% 25.00[11.68,3832] —_
Man-Son-Hing 1999 7591 1572 137 6646 1607 136 11%  945(568,1322 - ° b
i 2188 73 4128 ] 134 1.1% 2285[18.45,27.25] — I
2308 46 8133 2221 47 07%  11.14[1.94,20.3¢] S
78 13 €27 278 189 09% 10.80[437,17.23
McCafiery 2010 8 2351 77 72 250 71 09%  9.00[142,1658] —
MeGrath 2017 718 1533 30 5173 1513 a7 09% 2007(1273,27.41] —
Melivennan 2018 764 2226 68 733 212 1M 09%  3.10(-3.60,980 +—
MeLean 2020 823 183 16 7288 1409 15 07%  964(042,18.88) =
Meade 2015 8185 15 78 @68 1368 66 1.1% 1495[10.71,19.19] —
Metcalfe 2017 s 4 76 @8 88 T4 11% 0.00(:307,307] £
Montgomery 2003 75 17 50 &0 18 58 09% 15.00(8.39,2161) —
Montgemery 2007 [:x4 8 196 575 185 202 11% 1220[B.61,1579] £y 0, o,
it NV oan D R R anen wl Total (95% CI) 12851 12641 100.0% 11.90[10.60, 13.19] .
Montoys 2019 8833 667 15 7947 1167 15 09% 9.16[2.36,1598]

o ow Eoun @ dmesin = Heterogeneity: Tau? = 36.39; Chiz = 1351.85, df = 107 (P < 0.00001); I = 92%

Mulan 2008 €5 24 4 5 182 I 08% . 19.56] =
Nassar 2007 58 19 £l 7 18 80 10% ,18.28] — | 4 4 4
Omak| 2021 &4 22 65 56 20 59 08% -2.00 838, 5.38] Test for Overa" effect Z — 'T? gg (P < 0 00007) o o . Y .
Oostendorp 2017 58 2 68 70 kO 40 07% -200[-12.15,6.15] :: 5 g -20 -1 0 0 1 0 20
Petzer 2018 6780 2122 226 6088 2078 217 1%  7.00(309,1081] e f ¥ - .
Perestein-Peraz 2016 4763 2288 T8 2938 265 T4 09% 18.25[10.70,2580] — Test for SUbgrOUp differences: Not apphcable Favours Usual Care Favours Decision Aid
Perestein-Perez 2017 8513 1563 65 5788 185 79 10% 28.25(2273,3377) e

Peresteio-Peraz 2019 75 144 43 54 164 40 09% 1560(3.40,2180) e

Perestelo-Perez 2019 ars 13 10 80.1 174 14 06% 27401591, 38.89]

Polit 2020a 86 142 60 ST 18 B0 10% 24.90(18.10,3070] =

Protheroe 2007 567 184 54 488 198 S 0% 1080(3.73.1807] —

Ruero-Santana2021 6127 1967 67 5088 1680 96  10% 1038 (a.84.1562) =

Sawka 2012 ar 6 s 78 13 a7 10% 1900(18.39,2861] e

Schapira 2019 T 2624 5 B4 243 53 07% 1200(210,21.90] e

Schonberg 2020 7i82 1520 283 5727 474 263 1% 14551203, 17.07] o .

Scheoy 2011 8917 15 223 TI6T 225 231 11% 17.50[1389,21.01] i

Schwalm 2012 60 30 76 40 b T4 08% 20.00([11.02, 28.98) — 2 O 1 7 R e V I e W

Schwartz 2001 8571 1429 191 §7.14 1571 190 1.1% B.57 [6.56, 11.50] -

Shorten 2008 7533 16 09 683 1707 82 10% 1480[1023,1037] _

Singn 2018 789 1220 151 738 1334 47 L1%  3.00[009,501] L

Smith 2010 5417 2783 3857 41T 1425 173 1.1% 2000(16.2,2358] =

Stacey 2074 712 27 66 466 214 66 08% 24.60(16.90,32.30| —_— .

Sy 2015 ©S5 85 e o 1 T 1me  Tmmernss 2 — 5 2 St u Ies

Stamm 2017 6429 2404 28 6429 2439 20 09% 0.00 [-6.93 , 693

Steckelberg 2011 5375 2875 785 nazs 15 82 12% 22.50[20.23,24.77] -

Subramanian 2018 20.3 ns 63 765 153 0 10% 13.80 (9.7, 18.43) -

Taylor 2006 T3 155 80 6T RLE] T4 1.1% 14.80[10.27, 18.83] -

‘Themsaon 2007 6201 1426 53 6235 14.1 56 1.0% 0.56 [-4.77 , 5.80] L] L]

Tiburt 2022 % 167 & 55 232 6 08% 200614, 1014 i 1 3 3 16 a rtICI a nts

van Dijk 2021 925 15 66 8285 225 65 09% 10.00 3.48, 1656 =1 —

van Pepersiraten 2010 6 283 12 48 205 1%  09% 19.00(12:50,25.10] —_ V4

‘Vangemheen 2009 7 zrer 70 49 2333 L 08% 25.00(16.83,33.17] J—

Varelas 2020 831 138 13 708 155 13 06% 12.30(1.02,23.58 —

Vigod 2018 678 B28 39 656 106 43 1.1% 2.30(-1.80, 6.40] S

Volk 1968 48 216 8 31 188 a0 08% 17.00(10.68,23.32] J— 0

Volk 2020 575 219 235 401 174 233 1.1% 17.40[13.84,20.06] = — 0

Wallace 2021 70 13 15 58 155 6 05% 1200[-206,2604] J e ] . ) .

Watts 2015 7083 2167 63 8542 2042 65 09% 15418112271

Wnelan 2003 B2 144 82 717 133 83 11%  850(4.37,1263) =8

Wikams 2013 644 185 196 617 178 185 11%  270(0.85,639) -

Wang 2006 8 267 154 6 217 159 10% 2500(19.60,3040] i ° .

Zadro 2022 a7 23 204 BA 236 25 10% 2601204, 7.24) L — I g CO n I e n C e

Total (95% ci) 1285 12641 100.0% 11.90 [10.60,13.19] \

1
Heterageneity: Tau = 36.30; ChF = 1351.85, af = 107 (P < 0.00001); F = 92%
Test for overal affect: Z = 17.99 (P < 0.00001) 20100 10 20

Test for subgroup differances: Not applicable Favours Ususl Care  Favours Decision Aid




94% more accurate risk perceptions

Decision Aid Control Risk ratio Risk ratio
Study or Subgroup  Events Total Events Total Weight M-H, Random,95% ClI M-H, Random, 95% Cl
Berger-Hoger 2019 15 32 0 22 04% 2161[136,343.21] S
Crew 2022 64 114 50 128 4.8% 1.44 [1.10 , 1.88] g

Gattellari 2003 57 106 1 108 35% 5.28[2.93 , 9.50]

Hess 2012 24 101 1 103  08% 24.48[3.37,177.53] _
Hess 2016 152 451 42 44T 4T% 3.59[2.62 , 4.92] ey
Kostick 2018 15 20 9 21 37% 1.75[1.00 , 3.05] | s
Kunneman 2020 40 445 31 434 41% 1.26 [0.80 , 1.97] o -

Laupacis 2006 14 47 5 50  2.3% 2.98(1.16 ,7.63]

LeBlanc 2015 23 32 12 45  3.8% 2.70[1.59, 4.58] o g
Lerman 1997 90 122 108 164  5.2% 1.12[0.96 , 1.31] s
Man-Son-Hing 1999 92 139 35 148 4T% 2.80[2.05, 3.83] e

Mann D 2010 35 80 22 70 42% 1.39[0.91,2.13] |

Mathers 2012 67 95 4 75  22%  1322[5.05,34.62] —
McAlister 2005 66 175 25 155  4.3% 2.34[1.56 , 3.51] o
McBride 2002 109 265 82 274 50% 1.37 1.0, 1.73] e

Montori 2011 23 49 10 43 34% 2.02[1.08, 3.75]

Perestelo-Perez 2016 37 81 22 78 42% 1.62[1.06 , 2.48] S

Schapira 2019 36 54 32 59 47% 1.23[0.91, 1.66] s

Schwalm 2012 47 76 29 74 46% 1.58 [1.13 , 2.20] 45

Stacey 2016 88 156 68 158  5.0% 1.31[1.05, 1.64] =

Steckelberg 2011 361 785 141 792 52% 2.58[2.18, 3.05] e
Vandemheen 2009 46 70 23 79 44% 2.26[1.54 , 3.31] 3
Whelan 2003 47 82 34 92 46% 1.55[1.12 , 2.15] g

Whelan 2004 73 94 62 107 5.1% 1.34 [1.10, 1.63] &

Wolf 2000 189 266 72 133 52% 1.31[1.10, 1.56] 5

Total (95% Cl) 3937 3859 100.0% 1.94 [1.61,2.34] *

Total events: 1810 930

Heterogeneity: Tau? = 0.17; Chi? = 190.86, df = 24 (P < 0.00001); I* = 87% 0102 05 1 2 & 10

Test for overall effect: Z=7.00 (P <0.00001)
Test for subgroup differences: Not applicable

Favours Control

Favours Decision Aid

2023 Update

25 studies

7,796 participants

RR 1.94[1.61, 2.34]
—OODOOHigh confidence

2017 Review

17 studies

5,096 participants

RR 2.10[1.66, 2.66]

DD DO Moderate confidence




Blepinimn Ald Lisual Care Hoan differance Mean differance
Fiudy or Subgroup Wamn 50 Tobl o 5D Total Welghi ¥, Random, BE% CI ¥, Raredoes, B5% Ci
4,11 Urinfermad subscals
Bheicoes 2004 s 18 By MUET 1447 oO1aN 083 [-4.74 , 3400
Bstyr-Hogar JH§ OB 154 = 842 44 - -E 53 [-0.0d , -2.00 —
Beergaron: 200 404 514 o4 Mg 13T o 8% TS 1A Do) =
Bieulen 2B 184 s &1 267 561 2 1% T3 A, 2T
Benadi 2078 124 1w 53 1.4 152 5 18% 1.00 [-4. 55 , 6.3 .
Begwm 2NS 156 F1A5 8 180 3300 4l 05% -RAZ 2104 14250 —
Camoll 2117 8.9 5 4 508 2 41 15% 0T 012, 2128 .
Chabdaa 215 i i0E &f Bi.d Ty &f i 21400 2701, -15. 79 ——
Copraright 2018 154 8. 4 18 163 48 1A% 6501270, 0.5 e
Cuypers 218 168 96.9 F] b hgt ] o 1% 80 [-4.52 , 2,03
D Ashareal 3013 158 1878 L] T3 188 L] 18% 1401880, S0 .
Codan 2002 1573 13 41 LR b 1) 1% AATE0ET . 0B ———
Efrbar 2019 AT 1430 e R O O1E% AT 104, TAT)
Fagedin 2011 a7 433 -0 574 1y 180 0D9% 4470|6815, -3128
Fisher 2000 21T 19 LA YL & L 8 L -TRAID, DAl ——
Hess 2012 28 2B k] 408 2153 103 18% 7B0[-2288, 1.7
Herfman 3017 158 ITA ] £3 388 m 1 FLE TE T T .
Hbaia-iels 2011 A 4 a3 #|n M| 1A% BA2808, 2T -
Wicadick 2078 16.1 12 5 1532 138 B 1% 080 [-5.73 , 7.53
Haningiian 2020 18 182 53 My ir.a &5 20% -2 10 -4 50, 0.5 —
Hoppermann 0 13 T2 L A a8 B 20% Q00 168, .08
Lavcpmcis 2008 182 137S MO 18 B 18% 11001643, 557
LisBians 30150 4 8% ix T8 108 114 1 501238, 2T R
Legam Kl Tar: BT 4] M Fa 4 1A% A304ETRET —
Lerwis 2021 B 2.7 14 g 1as 15 15% SR E1TE L
MiA-San-Hing 1 151 1335 13 4TS 148 200 ~5.25 [-6.40 , -3.01) -
Maen D 2000 It ERE LY s LRS- 1% ST0EN. -0 —_
Fanne 2020 1243 139 45 1713 124 47 1.9% <370 [-8:83 , 1.5
Pathis 2017 18.1 133 s . 6.8 &) 9% -TH01241, 3.3 —
Mgty 2007 e 1348 Ny BE 1338 o 2% -k [ 5 G0 -
MoAkasar 2005 15 125 20 2 15 202 20% <5.00 [-T.58 , -2.37]
Miade 2005 M5 1T T 3T TS & 1% -0 3243, £07) ——
Morlgomerny 2000 Fr Ak FAT oy 480 FCE] ML - RN 5E —
Monigomany 2007 3sA i 189 358 i 200 19% 41 7D [543 , 4.0
Mot 2010 e 153 15 283 08 1% 13%  230[0TT 1537 —l e
Morgain 2000 e FiE- L ars FiE- MM JH0ETm. L ———
Mullan 2009 12085 158 48 1528 1548 w 1% +1.53 [-8.14 , 5.83]
Mgy 2020 1678 8.5 k- 5 164 18 15% MR 4850, 20
Moy 20078 F B ] e uin 43 1% 1K TR, .07 ——_
Murray 20090 o 1T W Mg 25 53 18% A861473,40.19
Mnghe 2008 15325 GLE- Wy 12T 14T i 2.0% 2 50 e S | -
Sl 2021 ¥ i3 [} &= s B 4% T R8sl 30 L
Capicy 20T i 14 = . 158 55 1% 280 [T 48, 2.65]
Pargabshs-Pans 2008 3 NS ™ XNm S5 m 18% 595 L300, 1400 S
Perestoic-Paraz 2517 447 AT o A Fas O 1A% -BTE 0S8, 500
Pereshsin-Penaz 2018 133 e 10 g 7 14 10% <0uB0 B30, 15104
Paraabsky-Paras 2000 =kl 75 43 E- i} A0 1 5000 |05, SREE
Hrepro-Saniang 027 . 190 LU - = o0 1A% -NEY 0SS, -MND] -
Sohapira 2018 a1 .. B 1] 5 359 84N 53 1.5% H00 1881, 3.81]
Seshenbaiy F030 4 ieT a7 24 1418 b 2.0 ~300 [5.77 , 0.3 =
Sehell JUET LEE- L e.1 . v LR ) X 1% B30 21 A -
Sorwalm 212 16.7 135 s 223 205 L 18% AB0E124T, .03
Smsury 13 i 1535 44 4835 - & 1,0 IE00 edE 3T E
v e 2UE0 X Fat) L] ¥ Fal L5 Le  -TROEFTIES . 4 —
‘Vardamheen 2009 a5 i Lk ir2 205 g 19% SJ2T0EITTT, 7Y
‘wiged HHE s irs 4 ] A 43 185 12,90 3084 | -3.08
Wodermaes N &2 1R 3 X} Fra o0 LM -BROETEEY G0N B —
ol 2120 mA i M 421 308 233 19% 150020156, 5.55
Wang 2008 21,75 1% i¥ X7 1% 148 200 4,00 [-T 50, 0.5 —
Subtotal (5% €I) (o] 569 100.0% 1082 231, T *

Heterogensdty: T = S8.44; Ch' = 638,11, i = 58 [P < 000001 |; P = 82%
Tat for cvaral offecs: 2 = 555 [P < 0.00001)

10% Feel less uninforme
(Decisional Conflict subscale)

2023 Update

— 58 studies

— 12,104 participants

— MD -10.02 [-12.31, -7.74]
—ODDOHigh confidence

2017 Review

— 27 studies

— 5,707 participants

— MD-9.28 [-12.20, -6.36]
— ©O®PHigh confidence
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4.1.2 Unclear vailues subscale

B Hogas J11§ L E.7] 954 k] 4.4 553 Fl
Bergaros KUE [ 5 B ET =] o I AL 155 ]
Beviban 218 HE HS 1] K] 173 1]
Benpill 2014 153 155 53 ir2 0.1 &1
Beown 2018 LI B % s i Zn
Caroil 2017 68 TE &1 569 3 &1
Chislsram 2115 Fi N 1.2 L1 532 15 &
Capaerighd 2076 F.rAl B4 -1 24 LK 47
Carypeers 2018 1] T8 235 3.8 17 L]
D Aazhuresd 3012 1789 1455 & M1 L &
Dofan 2062 1 1% 41 I35 | 1]
Ervbar 2009 A 148 M 4 N i)
Fagadin i1 128 503 i 477 1284 L]
Figher 2021 ALY LI M RE o L]
Hoss 2012 T P L] 414  F208 103
Haifrran 3017 8.7 1 L] 389 40 Fil
Jibaja- e 2001 48 e 4 23T 418 M
Woatok 2018 149 14 3 iTe 177 i
Kl S030 68 18.1 SE3 a8 1211 45
Kuppermann H12G0 17.2 84 LT 12 15A 8]
Lewpacs 2006 1878 1655 54 Nl 17 &5
LB 301 & a7 1 -] T 109 114
Legam Hi#da 18T L1 L b &1
Lirwts 2018 33 154 212 e 18 213
Livwis 2021 T 12 14 154 183 15
Mar-Son-Hing THed 1825 1245 135 w147 148
Manne 2020 155 139 a8 e 13.03 47
Mathirs A3 8.7 139 ] T 163 &)
Mathay 20T 18481 L ny Fae ] ool
MoAliser 2005 1% 125 205 LI ] 18 i)
Moade 2015 F - BT ™ M M3 [}
Monigemeny 2K b1 23 0 3 B =]
Monigomery 2007 178 132 201 249 158 203
PMexsierpm 2019 M 128 15 Xl 159 15
Mgrgan 20 bl h o) ] M p 2
Murphy 2020 GUns 58 M M 172 18
Mureay 30018 e i1x B3 4058 1844 45
Muray HXTh s 13 B 42 10ET L
Maghe 2008 19 1825 &7 156 1678 ra
i 200 124 84 [-x] irs 33 L]
Cmpics 2007 M3 sa ™ 1l en L]
Pereshaio-Peras 2016 2188 A T M7 H48 T
Paraabik-Parg 01T ivH 129 &3 18.87 1554 ™
Persstols-Permz 018 19 a7 43 452 8| A
Pereshsld-Feraz 2018 1T i ] 10 304 148 14
Riwir-Siritits 2021 Mwig 1248 7T 3TE3 1877 -
Schapra 2018 7 23 i M e ]
Sohonberg 7120 HE &7 282 231 18.08 253
Senoti #1321 aET T3 X3 irs  32m 3
Sohwaim JNE 18 153 [ o FL T [ ]
Showe 013 1. 13 as TE IS &
ey (DA ek = 18 [ &) ] &5
Wardombeen 2005 BE LR [+ "6 4] [
Wigod ANE Ha 8.7 iz x2 48 43
Wodermbe J000 T 155 B MM 155 L]
Wolls H120 178 ik Fel] n.a x] i)
Subioial (35% Ci €318 S5E1

Hatsroginity: Ti® s 38.00; Chit & 47207, of = 55 (P < QuD0001Y P = BA%
Tk for cprall eflpct X = B8 [P < 000001

2%
16%
1%
18%
0%
18%
2.1%
1.7%
2%
0%
1.3%
1%
11.8%
1.5%
1.5%.
184
n5%
1%
24%
24%
1.5%
2.1%
1.7 %
2.3%
1.3%
2%

2.1%
1.:3%
2%
1.7%
L%
2%
1.4%
24%
1.8%

2%
2%
1.3%
1.5%
2.1%
1.1%
1.4%
2.1%
1.3%
2%
1.1%
1.5%
18%
1.9%
1.5%
15%
208
2%
100.0%

258 0,85 , 8.3
598 14,58, 2,704
3 B0 [B.20, .00
1,90 8,53 , 5.0

508 2180, 1.7

.10 |- X385, <2225
E510 2T, 20,50

& 20 [0 | 205

«1 B0 [-5.82 , 2.23]
A0 1352, 248
B 1080 G0N
=18.39 [-29.86 , .87

-35. 10 [-55.35 , -14.65

8,18 10038 , 2.16)

A7 2277, -100EY

-2 M) 880, 5T
-15.08 08 4.0
B0 [ 11,58 , 4.08]
330|454, 008
0.00 [-1.65 , 168
A1 25 [1T.54 , o 5
A0 1270, 3.34)
00 [-11.55 , 4.58]
<350 [-6.58 , 43.31}
T80 1900, 3.0
20 [P, B4T]
B35 10T, 02T
-0 14 &7, 510
208 12 0.2
250 [5.18 , 0.18]
574 1340, 1,83

T8 000 100

£50[.0.4 , 3,68
A80 1447 , 8.47]
0.00 [-0:85 , 0.8

24 BT -32AT 1817

<518 [0, 0,88
538 [-10.18., 0.54]
350 [0, , BB

S AN |-18.71, 5.51)
300 [-8.X5 , 1.2Y
of 02 1058 |, 2.54]
0 O[553 287)

0 3508, -1).]

1,30 [9.02 , 1162
DTS 1830, 519
810 F1843 , 0.2
+1.30 [4.07 , 1.47]
B83 20,19, 30
B.00 1850 , =750

38.25 [-33.14 , -19.35)
35,00 [-37,80 , -18.40]

.90 [-12.12 . G5
<1040 [-18.72 , -1.08
400 [-9.TT , 1,77
=R T0 1830 0
T 86 550, 502]

8% Feel less unclear values
(Decisional Conflict subscale)

2023 Update

— 55 studies

— 11,880 participants

— MD -7.86 [-9.69, -6.02]
—OOODHigh confidence

2017 Review

I [ ] I, ™
] ']||\|||||'|||..H| NEm

— 23 studies

— 5,068 participants

— MD-8.81[-11.99, -5.63]
— OOOOHigh confidence
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28% Less clinician-controlled
decision making

Decision Aid Usual Care Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 93% CI
5.1.1 Clinician-controlled decision making
Davison 1887 3 30 10 30 0.4% 0.30[0.09,098] 4—m0mMm ——uo
Man-Son-Hing 1998 16 137 23 146 1.2% 0.74 [0.41, 1.34] —_—
Morgan 2000 25 86 39 94 1.9% 0.70 [0.47 , 1.09] —_—
Murray 2001b 2 94 5] 95 0.4% 0.84 [0.27 , 2.67] —
Murray 2001a 5 57 4 48 0.3% 1.05[0.30, 3.70]
Dolan 2002 T 43 6 43 0.5% 1.17[0.43, 3.19] il
Whelan 2003 6 80 12 91 0.6% 0.57 [0.22 , 1.45] S
Auvinen 2004 31 103 73 100 2.5% 0.41[0.30, 0.57] ——
Krist 2007 20 196 14 [ 1.1% 0.55[0.29, 1.03] —a |
Kasper 2008 6 134 10 139 0.5% 0.62 [0.23 , 1.66] g
Vodermaier 2009 14 53 16 54 1.2% 0.89[0.48 , 1.64] S—
Legare 2011 26 81 24 70 1.7% 0.94 [0.59 , 1.47] —
Smith 2010 3 357 0 173 0.1% 3.40[0.18 , 65.50]
Legare 2012 58 163 65 165 2.7% 0.90 [0.68 , 1.20] —
Mathers 2012 8 92 16 7 0.8% 0.42 [0.19, 0.92] S
Sawka 2012 4 37 g 37 0.4% 0.44 [0.15, 1.32] P S —
Perestelo-Perez 2017 43 68 35 9 2.6% 1.43[1.05, 1.84]
Schonberg 2020 33 280 48 256 1.9% 0.63 [0.42 , 0.95] —_—
Chen C 2021 13 67 16 63 1.1% 0.76 [0.40, 1.48] S——
Lewis 2021 2 5 4 8 0.3% 0.80[0.22 , 2.87]
Stubenrouch 2022 25 191 32 151 1.6% 0.62[0.38 , 1.00] —_—
Subtotal (95% CI) 2354 1994 23.9% 0.72 [0.59, 0.88] ’
Total events: 353 462

Heterogeneity: Tau® = 0.09; Chi* = 44.16, df = 20 (P = 0.001); I? = 55%
Test for overall effect: Z = 3.26 (P = 0.001)

2023 Update
— 21 studies
— 4,348 participants
— RR 0.72[0.59, 0.88]
—OODODHigh confidence

2017 Review

— 16 studies

— 3,180 participants

— RR0.68 [0.55, 0.83]

— DDDO Moderate confidence



More discussed topic with their clinician

Decisionaid Usualcare

Risk Ratio
Studyor Subgroup Events Total Events Total Weight M-H,Random,95% CI

Risk Ratio
M-H,Random, 95% ClI

2023 Update

Fraenkel 2012 49 69 11 66 5.5%
Hanson 2011 58 126 42 127 8.7%
Ibrahim 2013 305 331 142 167 115%
Lepore 2012 34 215 18 216 57%
Lewis 2018 122 209 87 209 102%
Madden 2020 156 161 78 80 116%
Miller 2018 150 197 103 213 10.7%
Schonberg 2020 146 279 111 260 105%
Sheridan 2006 16 41 8 34 4 1%
Sheridan 2011 70 79 45 78 1019%
Tebb 2021 285 320 301 436 11.4%
Total(95% CI) 2027 1886 100.0%
Total events: 1391 946

Heterogeneity: Tau® = 0.07; Chi¥ = 206.44, df = 10 (P < 0.00001); I° = 95%
Test for overall effect: Z =3.81 (P =0.0001)
Test for subgroup differences: Not applicable
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— 11 studies
— 3,913 participants
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2017 Review
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But variable for

patient-clinician

communication,
based on

measurement tool

2023 Update
— 8 used OPTION-12
— 2 used OPTION-5
— 2 used Collaborate
— 3 used SDM-Q9

2017 Review

— Not enough studies to
pool results

Decision aid Usual care

Study or Subgroup  Mean SD Total Mean sSD Total Weight

Mean Difference
IV, Random, 95% CI

Mean Difference
IV, Random, 95% CI

7.1.1 OPTION-12

Mullan 2009 49.7  17.74 48 277 11.75 3r 6.2%
Hess 2012 26.6 85 101 7 5.7 103 7.3%
LeBlanc 2015b 46.6 16.4 57 325 12.9 39 6.3%
LeBlanc 2015 57 16.9 25 43 9.1 13 5.5%
Hess 2016 18.3 9.4 264 7.9 5.4 272 7.4%
Hess 2018 25 85 267 13.3 6.5 249 T7.4%
Meier 2019 28.8 10.9 48 24.9 10.9 38 6.7%
Kunneman 2020 33 10.8 419 28.1 13.1 411 7.4%
Subtotal (95% Cl) 1229 1162 54.2%

Heterogeneity: Tau® = 28.90; Chi® = 168.22, df = 7 (P < 0.00001); P = 96%
Test for overall effect: Z = 5.92 (P = 0.00001)

7.1.2 OPTION-5

Durand 2021 T3 14.2 66 41 275 257 6.7%
Stubenrouch 2022 ar.s 12.4 191 28.7 12.4 151 7.2%
Subtotal (95% CI) 257 408 13.9%
Heterogeneity: Tau® = 258.29; Chi* = 67.05, df = 1 (F < 0.00001}; I =99%

Test for overall effect: £ = 1.78 (P = 0.07)

7.1.3 Collaborate

Kostick 2018 884 19.3 28 a0 15.6 34 5.3%
Bergeron 2018 98.56 552 24  96.56 2.04 26 7.3%
Subtotal (95% CI) 52 60 12.5%
Heterogeneity: Tau® = 0.00; Chi* = 0.59, df =1 (P = 0.44); I = 0%

Test for overall effect: £ = 1.53 (P = 0.13)

7.1.4 SDM-Q-9

Kostick 2018 84.8 16.8 27 84.3 13.6 34 5.6%
Kuppermann 2020 T4.4 14.9 664 74.8 15.9 672 T.45%
Chen C 2021 87.5 12.3 66 B1.8 19.5 62 6.4%
Subtotal (95% CI) 757 768 19.4%

Heterogeneity: Tau® = 6.29; Chi* =4.08, df = 2 (P =0.13); P =51%
Test for overall effect: Z = 0.70 (P = 0.49)

Total (95% CI) 2295 2398 100.0%
Heterogeneity: Tau® = 49.10; Chi* = 450.43, df = 14 (P < 0.00001); * = 87%

Test for overall effect: £ = 5.14 (P < 0.00001)

Test for subgroup differences: Chi* = 23.26, df = 3 (P < 0.0001), I* = 87.1%

22.00[15.71 , 28.29]
19.60 [17.61 , 21.59]
14.10[8.22 | 19.98]
14.00 [5.73 , 22.27]
10.40 [9.10, 11.70]
11.70 [10.40 , 13.00]
3.90 [-0.74 , 8.54]
3.90([2.26 , 5.54]
12.14 [8.12 , 16.16]

32.00 [27.20 , 36.80)
9.10[6.45, 11.75]
20.46 [-1.98 , 42.90]

-1.60 [-10.47 , 7.27]
2.00[-0.34 , 4.34]
1.76 [-0.50 , 4.03]

0.50 [-7.31, 8.31]
-0.40 [-2.05, 1.25]
5.70[0.01, 11.39]
1.38 [-2.50 , 5.25]

9.85 [6.10 , 13.60]

Fawvours usual care

*

-50

-25 0 25

50

Favours decision aid



Consult time was variable based on
when DA used

Decision aid Usual care Mean Difference Mean Difference
Study or Subgroup Mean sSD Total Mean sSD Total Weight IV, Random, 95% CI IV, Random, 95% CI
12.1.1 In consultation
Ozanne 2007 243 7.5 15 21.9 8.51 15 1.3% 2.40[-3.34 , 8.14] g
Loh 2007 29.2 10.7 191 26.7 12.56 96 4.6% 2.50[-0.42 , 5.42] L
LeBlanc 2015b 44 22 168 48 27 139 1.4% -4.00 [-9.65 , 1.65] =
Perestelo-Perez 20186 18.1 8.07 61 19.65 12.61 63 3.0% -1.55[-5.26 , 2.186] .
Hess 2016 4.4 0.4 264 3.1 0.29 272 32.0% 1.30 [1.24 , 1.36] ™
Hess 2018 76 0.4 267 5.5 0.2 249 32.0% 2.10[2.05, 2.15] =
Kunneman 2020 32 16 419 3 17 411 7.1% 1.00[-1.25, 3.25] i,
Tilourt 2022 56.7  20.23 32 58  54.37 50 0.2% -2.30[-1892, 14.32]
Subtotal (95% CI) 1407 1295 81.7% 1.50 [0.79, 2.20] ’
Heterogeneity: Tau® = 0.32; Chi* = 389.98, df =7 (P < 0.00001}); I* = 98%
Test for overall effect: £2=4.16 (P < 0.0001)
12.1.2 In preparation for consultation
Bozic 2013 209 6.8 61 21 7.2 62 6.1% -0.10 [-2.57 , 2.37] =8
Wilkens 2019 11 6.7 45 11 5.8 45 5.8% 0.00 [-2.55, 2.55] S
Berger-Hoger 2019 12.8 6.6 34 24.3 6.3 27 3.8% -11.50[-14.75, -8.25] e
Varelas 2020 47 8 13.7 13 51 7.8 13 06% -320[-11.77,5.37] S 1
Politi 2020a 299 12.4 60 30 13.7 60 2.0% -0.10 [-4.78 , 4.58] o
Subtotal (95% CI) 213 207 18.3% -2.97 [-7.84 , 1.90] .‘,
Heterogeneity: Tau® = 25.84; Chi* = 37.78, df = 4 (P < 0.00001}); I* = 89%
Test for overall effect: Z2=1.18 (P = 0.23)
Total (95% CI) 1620 1502 100.0% 0.73 [0.05, 1.41] '
Heterogeneity: Tau® = 0.37; Chi* = 459.40, df = 12 (P < 0.00001); I = 97%
Test for overall effect: Z=2.12 (P = 0.03) 2.3 _1:0 0 10 2=|:,

Test for subgroup differences: Chi* = 3.16, df = 1 (P = 0.08), I* = 68.3%

Favours decision aid

Favours usual care

2023 Update

8 used DA during consult
— 2,702 participants
— MD 1.50[0.79, 2.20]

5 used DA in prep for consult
— 420 participants
— MD -2.97 [-7.84, 1.90]

2017 Review

Not enough studies to
pool results




No difference in decision regret

2023 Update

Decision aid Usual care Mean Difference Mean Difference
Study or Subgroup Mean SD Total Mean sSD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Legare 2012 12.38 19.08 162 7.8 1367 164 6.2% 4.79[1.18, B.40] —
van Tol-Geerdink 2013 16.1 16.2 140 19.4 16.6 61 5.1% -3.30 [-B.26 , 1.66] —
Lam 2013 20.1 14.5 88 246 18.8 80 5.1% -4.50 [-9.43, 0.43] e |
Brazell 2014 121 18.5 28 10 201 26 2.3% 210 [-B.23 , 12.43] S I
Kuppermann 2014 8.29 125 357 6.83 10.8 353 7.7% 1.46 [-0.26 , 3.18] e
Luan 2016 3.8 3.8 8 206 5.2 8 5.8% -16.80[-21.26, -12.34] —_—
Beulen 2016 14.5 143 131 14 15.4 130 6.2% 0.50 [-3.11, 4.11] £
Cuypers 2018 13.5 16.9 207 12.7 15.4 96 6.0% 0.80 [-3.05, 4.65] il D
Berry 2018 14.38 16.32 87 17.07  19.04 104 5.2% -2.69 [-7.58, 2.20] — il
Kostick 2018 1.5 133 26 129 16.6 31 3.3% -1.40[-9.16, 6.36] —dgh
Mcllvennan 2018 17.1 239 50 104 21.73 78 3.1% 6.70 [-1.49 , 14.89] A g =
Allen 2018 19.1 30.2 104 121 26.2 132 3.5% 7.00[-0.33 , 14.33] L
Wilkens 2019 23 2214 45 27 2147 45 2.7% -4.00 [-13.01, 5.01] — Xy
Ehrbar 2019 12.84 13.24 17 22 20867 20 2.0% -9.06 [-20.09 , 1.97] S S
Fisher 2020 17.05 14.68 a4 25.11 22.95 a7 3.2% -8.06 [-15.93 , -0.19] R i
Durand 2021 10.4 14.1 66 7.6 14.3 257 6.0% 2.80[-1.02, 6.62] 1.
Wyld 2021 11.2 14.5 13 1.7 12.2 9 2.0% -0.50 [-11.71,10.71] —
Wang 2021 18.8 36 s 18.21 3.3 75 8.0% 0.59 [-0.52, 1.70] e
Kleiss 2021 B 13 52 18 13 49 5.0% -10.00 [-15.07 , -4.93] —
Wallace 2021 15.6 11.8 15 19 18.2 5] 1.1%  -3.40[-19.88 , 13.08]
Riverc-Santana 2021 23.54 19.25 24 20 13.19 26 2.6% 3.54 [-5.68 , 12.76] BT
Lin 2022 7.46 3.8 76 6.44 2.42 75 8.0% 1.02 [0.01, 2.03] o
Total (95% CI) 1825 1882 100.0% -1.23 [-3.05, 0.59]

Heterogeneity: Tau® = 10.42; Chi* = 105.47, df = 21 (P < 0.00001); I* = 80%
Test for overall effect: £ =1.33 (P = 0.18)
Test for subgroup differences: Mot applicable

Favours decision aid

!

20 -10

0 10 20

Fawvours usual care

— 22 studies
— 3,707 participants
— MD -1.23 [-3.05, 0.59]

2017 Review

Not enough studies to
pool results




Costs: 3 of 8 trials showed savings $

NEW: Shourie 2013/Tubeuf 2014 - MMR vaccination
— DA has 72% chance of being cost-effective compared to 8% chance for usual care
NEW: Stacey 2016/Trenaman 2020 - hip or knee arthroplasty for osteoarthritis
— No difference in mean per-patient costs
Kennedy 2002 - hysterectomy
— { invasive surgical procedures resulting in PtDA with nurse coaching having lowest mean cost compared to DA
alone or usual care
van Peperstraten 2010 — IVF
— Saved $219.12 per patient in decision aid group compared to usual care
Montgomery 2007/Hollinghurst 2010
— No difference in costs for decision about delivery mode after cesarean
Murray 20013, 2001b — HRT use, prostatectomy
— No difference in health service resource use; higher cost with expensive interactive videodisc PtDA but if substitute
lower cost internet access, no diff
Vuorma 2003 - hysterectomy
— No difference in health service resource use; no difference between PtDA and usual care for treatment costs and
productivity loss Slide 153



1999 (N=17) 2014 (N=115) 2017 (N=105) 2024 (N=209)

Number of Effect Number of Effect Number of Effect Number of Effect
trials trials trials trials

Decision quality — informed 0 -- 13 +51% 10 +106% 21 +75%
values-based choice SIS SSISIS) DDPO

Knowledge of options, benefits, 4 +20% 42 +13% 52 +13% 107 +12%
harms OODD GBIl L) ODDD

Realistic expectations of 1 n/s 19 +82% 17 +110% 25 +94%
outcomes DEPO DDODO OODD

Feeling uninformed (decisional 2 2+ 22 -7% 27 -9% 58 -10%
conflict subscale) CO0D POPD TODO

Feeling unclear values 2 1 of 2+ 18 -6% 23 -9% 55 -8%
(decisional conflict subscale) PODD COBD COOD

Undecided about which option 0 -- 18 -41% 22 -36% 42 -32%

Clinician controlled decision 2 n/s 14 -34% 16 -32% 21 -28%
making ®OOO ®ODO DODD

GRADE certainty ratings: ®®9®high; ®®9©moderate; ®$©0|ow; ®©©0very low for 2014 to 2024
n/s not statistically significant

Primary Outcomes

Slide 154



8 & = 23

Outline

* Shared decision making

* Patient story

* International Patient Decision Aid Standards (IPDAS)
* Evidence on patient decision aids

v' Update the Cochrane Systematic Review to determine the effectiveness of patient
decision aids

v' Conduct a network meta-analysis to determine contributions of elements in patient
decision aids

* Proposed changes to IPDAS
* Implementation of patient decision aids

Slide 155



Elements in Patient Decision Aids (N=209)

Total Elements

N=209

100% | Options, outcomes, implicit or explicit values clarification*
88% Probabilities of benefits and harms

73% Guidance in decision making steps

67% Explicit values clarification

37% Examples of others/ patient stories

*required to be defined as a patient decision aid

Slide 156



8 8¢ 2 K3

Meta-analysis versus network meta-analysis




Network Meta-analysis Outcomes and Data Source

Does [element] in PtDAs have an effect 209 studies
on: included in Cochrane review
° knowledge /60 studies did not\
report outcomes
* decisional conflict (uninformed, - Ofif(;t/erestt?dNMA
\ 4 t
unclear values) - ~ ba” °|r ‘;O.“ ”‘i
149 studies reported € pooledin meta-
* realistic expectations outcomes of interest to NMA | \__2analysis __/
and pooled in meta-analysis

e match between values and choice
e undecided [

y

113 (76%) access to the ]

patient decision aid

Slide 158



Network Meta-analysis Questions

* Does...

— user involvement in development of patient decision aids:

* none

* ptinvolvement

* healthcare team involvement

* patient+healthcare team involvement

 have an effect on:

— knowledge, decisional conflict, realistic expectations, match between
values and choice, undecided?

Slide 159



User Involvement in Patient Decision Aid Development

Compared to usual care, patient

" ¥ = PaentsConsumes (n=1575) .« . . . .
““‘*‘”’"’F“’“”\”‘“““” g '/ 2 decision aids with/without users
% £ involved was better for all 6 outcomes.
% 7]

Usiuad care (n=12641}

Compared to healthcare providers
alone, higher patients’ knowledge if:
* patients involved (7%)
e patient & healthcare providers
Heattiers Pravidars o Palirts! involved (4%)
* no knowledge users (4%)
No difference for other outcomes

Slide 160
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Network Meta-analysis Questions

* Does...

— user involvement in testing patient decision aids (prior to RCT)

* none

* ptinvolvement

* healthcare team involvement

* patient+healthcare team involvement

 have an effect on:

— knowledge, decisional conflict, realistic expectations, match between
values and choice, undecided?

Slide 161



User Involvement in Patient Decision Aid Testing

Compared to usual care, patient decision

S ML TIE N PaertCnuamers 2007 aid with patients involved in testing
better for all 6 outcomes.

Compared to healthcare providers alone
(-1%), fewer felt uninformed if:
e patients involved

g ==y e patient & healthcare providers

K™ [r=1682]

involved

* no knowledge users
No difference for other outcomes

Slide 162



Which type of values clarification is most effective?

Explicit vs Implicit methods
e Explicit 101 (68%)
* Implicit 48 (32%)

Explicit type

A 4

62

[N
o))}

W R R R R RRNWDOUM

Rating scale

Important pros and cons
Open discussion

Decision analysis

Ranking

Social matching

Adaptive conjoint analysis
Analytical hierarchy process
Multi-attribute value model
Rating scale + Pros and Cons
Rating scale + Ranking
Time tradeoff + Rating scales

Unable to classify (no access to DA)
Slide 163




Values clarification in Patient Decision Aids

Usual care (n=4167)

Implicit (n=340])

Explicit (n=3441)

Compared to usual care, explicit or
implicit values clarification was
significantly better for all outcomes

Implicit values clarification had
significant reduction in passive
decision making (RR 0.57; -43%)

compared to explicit values
clarification

No difference for other outcomes

Slide 164



Network Meta-analysis Questions

 Which theoretical framework(s) for developing patient decision aids are
most effective:

— |PDAS

— Other frameworks (e.g., Ottawa Decision Support Framework, Foundation for
Informed Medical Decision Making (FIMDM), Edutainment theory, OPTION grid)

* Does ... in PtDAs have an effect on: knowledge, decisional conflict,
realistic expectations, match between values and choice, undecided?

Slide 165



Frameworks to develop Patient Decision Aids

Norss reporied § Mo Samessork [r=4B45)

Lisial e=wiz (pe= V2R 1)

IPD¥S onby {n=4.2 18}

OOSE +- IPDAS ar FIMDM +- IFDAS or
Musple others (n-17E5E)

Compared to usual care, patient
decision aid with/without framework
better for all 6 outcomes.

Compared to IPDAS alone, higher
patients’ knowledge (MD 4%) if other
framework used.

No difference for other outcomes

Slide 166



Elements to reduce cognitive demand

* What elements in patient decision aids to reduce cognitive demand are
most effective?
— possible to compare positive/negative features of options side by side
* No significant difference for all outcomes
— providing a step-by-step way to make a decision
* No significant difference for all outcomes

— Worksheets

* Patient decision aid without worksheet significantly reduced passive decision making
compared to those with worksheets

* No other significant differences were found

Slide 167



Ways to present probabilities

 What ways to present probabilities in patient decision aids are
most effective?

Probabilities significantly increased participants’ knowledge compared to patient
decision aid without probabilities (no diff for other outcomes)

Numbers better than using pictures and numbers for reducing feeling uninformed

Pictures better than numbers only or numbers + pictures for feeling unclear values
Using pictograms improved accurate risk perceptions compared to not using them
(RR 1.38) but more felt uninformed

Stick figures or smiley faces are better than dots/circles for reducing decisional
conflict related to feeling uninformed and unclear values

Smiley faces or dots/circles are better than stick figures for improving knowledge
Risk calculator resulted in lower knowledge
No difference for tailored probabilities on outcomes

Slide 168



Elements to enhance health literacy

 What ways to enhance health literacy in patient decision aids are

most effective?
— Health literacy expert on the team
* Nosignificant difference for all outcomes
— Specifying readability level
* Nosignificant difference for all outcomes

— Use of media — pictures only, video + audio, pictures + audio

* Mixed results

Slide 169



Elements to enhance communications

* What ways to enhance communications are most effective?

— Lists of questions in the patient decision aid
* Nosignificant difference for all outcomes

— Encourage discussion in the patient decision aid

* Nosignificant difference for all outcomes(except feeling uninformed better if not used)

— Personal summary
* Mixed results

* Worksheet was better than an automated summary for improving knowledge and
accuracy of risk perceptions

Slide 170



Timing of patient decision aid use

Usual care (n=12641)

Independent of consult (n=10483)

Usual care (n=5663)

Dun It {(n=107
Independent of consult (n=5362) o izl #

Use of patient decision aids in preparation for
the consult was better than during the consult

for:
* Increased patients’ knowledge (MD 4)

 Reduced feeling uninformed (MD -5)
* No significant difference for other outcomes

Slide 171



Outline

Shared decision making

Patient story

International Patient Decision Aid Standards (IPDAS)
Evidence on patient decision aids

Proposed changes to IPDAS

Implementation of patient decision aids
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The IPDAS Quality Framework for Patient Decision Aids

Qualifying Criteria

Is it a patient decision aid?

These criteria are mandatory. A
tool would not be considered a
patient decision aid unless all
these criteria are met.

Essential Criteria

Is it a high-quality decision aid? Does
it employ strategies to reduce
harmful bias?

These criteria are deemed essential
in order to reduce harmful bias to
patients in making decisions.
Decision aids must meet all the
essential criteria.

Enhancing Criteria

What additional strategies might be
used to further enhance the quality
of the aid?

These criteria are desirable because
they may enhance the decision aid,
but are not seen as essential for
reducing the risk of harmful bias.
They would improve the experience
of using the decision aid, but
absence of the item would not be
expected to influence the
individual’s decision in a negative

[PORS




Proposed Changes to IPDAS Criteria from Evidence
Update 2.0

o Changes to Current
New Criteria o
Criteria

Qualifying Criteria 1 ~1
Everything else ~23 6
31 new/changes for voting =

m— I



Proposed changes to qualifying criteria

Original criteria

Proposed revised criteria

No Change
1.1 The patient decision aid describes the health | n/a
condition
1.2 The patient decision aid explicitly states n/a
decision to be considered
1.3 The patient decision aid describes positive n/a
features of options (benefits)
1.4 The patient decision aid describes negative n/a
features of options (harms)
1.5a The patient decision aid asks patients to n/a

think about which positive and negative features
of the options matter most to them OR describes
what it is like to experience the consequences of
the options (physical, psychological, social)

Revised (voting required)

1.6a The patient decision aid lists the healthcare
options (Qualifying)
The patient decision aid lists the option of doing
nothing (Enhancing)

1.6b The patient decision aid list the options
including “wait and see” (e.g., making no
change), if relevant (Qualifying)

Newly proposed qualifying criteria (voting required)

1.7a The patient decision aid identifies the target
audience (Enhancing)

1.7b The patient decision aid identifies the
target audience (Qualifying)

[PDRS



Newly Proposed Qualifying Criteria

How much do you agree or disagree that the following criterion is required for
the tool to be considered a patient decision aid?

1.7b The patient decision aid identifies the target audience.

strongly
agree

agree

neutral

disagree

strongly
disagree

—_

| don’t know

Rationale for including the criterion:
This criterion was part of the IPDAS standards under communicating probabilities of

outcomes. The proposal is to move this criterion to the qualifying category because it is
used for knowing who should use the decision aid and for interpreting information

(including probabilities) in decision aids.

Open comments:

[PDRS



Next Steps: IPDAS Consensus Process

Voting document was reviewed by domain teams
Voting document review by the IPDAS Steering Committee - January

Invitation to vote on proposed changes — February 2024

Eligible participants need to have some knowledge of PDAS

Those interested in participating will be sent the link to the survey

seerrr [PIRG



Outline

Shared decision making

Patient story

International Patient Decision Aid Standards (IPDAS)
Evidence on patient decision aids

Proposed changes to IPDAS

Implementation of patient decision aids
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Original Article

Medical Decision Making

Are Patient Decision Aids Used in Clinical

Medical Decision Making

2019, Vol. 39(7) 805-815

© The Author(s) 2019

Article reuse guidelines:
sagepub.com/journals-permissions

Practice after Rigorous Evaluation? A Survey DOk 101777 19865193
of Trial Authors ®SAGE
Dawn Stacey(", Victoria Suwalska, Laura Boland ),
Krystina B. Lewis(), Justin Presseau, and Richard Thomson
Findings:
e 92.5% response rate
e 26.9% patient decision aids were implemented post RCT
e Barriers: Facilitators:
— Lack of post trial plan - web-based delivery
— Outdated decision aids - endorsed by government, organizations
— Clinicians disagreed with use - designed for care process

— Infrastructure support/funding

(Stacey et al., 2019)



Original Article

Medical Decision Making

What Works in Implementing Patient

Decision Aids in Routine Clinical Settings?
A Rapid Realist Review and Update from

the International Patient Decision Aid
Standards Collaboration

Medical Decision Making
1-31
@ The Author(s) 2020

ATticle reuse guidelines:

sagepub.com/journals-permissions
DOL 10.1177/0272989X 20978 208
journals.sagepub.com/home/mdm

®SAGE

Recommended Implementation strategies:

e Co-production of PtDA content and processes (or local adaptation)

e Training the entire team

e Preparing and prompting patients to engage

e Senior-level buy-in
e Measuring to improve

PURS

INTERNATIONAL
PATIENT DECISION
AID STANDARDS
COLLABORATION

Joseph-Williams 2021 Medical Decision Making
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https://decisionaid.ohri.ca

r‘} L'&Z,'f&?“ IEIEI?II::?; Patient Decision Aids % & E‘b %ﬁ

ESE
NETITUTE RECHEACHE

Patient Decision Aids Frangais

Ato Z Invent
52 Systematic Review of Patient Decision Aids

For any decisicn

Develocped in Ottawa

Other KT Tools An international research group maintains an ongoing systematic review of trials of patient decision aids for treatment or screening decisions using

Cochrane review methods.
Decision Coaching
Goal of the systematic review:
Conceptual Frameworks
) To conduct a systematic review of randomized controlled trials of decision aids, for people facing difficult treatment or screening decisions, that aim
Development Toolkit to improve the quality of decisions and decision making process.

Development Methods . o A A A o )
Versions of Decision aids for people facing health treatment or screening decisions are available:

International Standards

Systematic Review Summary (4 page PDF)

Decision Aid Library Inventory Standard (244 page PDF)

Evaluation Measures
Full (303 page POF)

Implementation Toolkit
Decision Aids Evidence Bulletin (5 page PDF)

Step 1: Identify the decisicn

Step 2: Find patient decision aids A plain language summary is available in several languages: English, Deutsch, Espafiol, Francais, Hrvatski, Banasa Malaysia, Polski, Pycckuil, ik
Step 3: Identify bamiers Hasr, EEREdinr
SIS RO Most recent publication of the systematic review:

Step 4.2: Provide training
« Rutherford C, King MT, Butow P et al., Stacey D. (2019). |s quality of life a suitable measure of patient decision aid effectiveness? Sub-analysis

Step 5: Monitor use and cutcomes " g -
of a Cochrane S'fStE‘mEItIE review. Qual Life Res. 28{3}:593—5{]?.

e £ = Stacey D, Légaré F, Lewis K. Barry MJ, Bennett CL, Eden KB, Holmes-Rovner M, Liewellyn-Thomas H, Lyddiatt A, Thomson R, Trevena L.
Mission & History Decision aids for people facing health freatment or screening decisions. Cochrane Database Syst Rev. 2017 Apr 12:4:C0001431. doi:
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Dacision Aid Usual Care Risk Ratio Risk Ratio
Study or Subgroup Events Total Events Total Weight M-H, Random, 95% CI M-H, Random, 95% CI
Man-Son-Hing 1999 139 9 148 0.6% 012[0.02,092) o
Murray 2001k 13 94 25 96 3.0% 0.53 [0.29 , 0.97] e
‘uorma 2003 a 184 20 179 2.4% 0.39[0.18 , 0.88] -
Shorten 2005 14 99 20 893 3.0% 0.66 [0.35 , 1.22]
Massar 2007 1 g8 13 a0 0.6% 0.07[0.01,0.53] —
Protheroa 2007 7 56 18 56 2.4% 0.39[0.18 , 0.88] ——,
Mathieu 2007 17 349 36 356 32% 0.48 [0.28 , 0.84] —
Legara 2008z 168 44 18 41 4% 0.83 [D.49 , 1.40] e
‘andemheen 2009 13 0 16 K| 2.8% 0.91 [0.47 , 1.75]
Schwartz 2009a 33 100 56 114 4 2% 0.67 [0.48 , 0.94] ——
Allen 2010 34 291 36 334 3.8% 1.08 [0.70, 1.88] -
Mathiau 2010 21 17 g2 209 3.8% 0.46 [0.30, 0.70] —_—
Fagedin 2011 171 382 Ga 100 4.B% 0.66 [0.55 , 0.78] -
Miller 2011 22 132 GO 132 3.8% 0.37 [0.24 , 0.58] IR
Jibaja-Weiss 2011 ] 44 4 39 0.3% 010[0.01,1.78] 1
Mathars 2012 23 a5 24 80 3.5% 0.81 [0.50, 1.32) -1
Sawka 2012 4 ar a ar 1.6% 0.50 [0.16, 1.52] S —
Chambers 2012 B 48 17 59 22% 0.43 [0.19, 1.01] E— |
van Tol-Geerdink 2013 3 163 3] 7 1.2% 0.24 [0.06,0.92) « -
Bozic 2013 45 GO 52 62 4.B% 0.89 [0.75, 1.07] -
Berry 2013 14 120 12 107 2.6% 1.04 [0.50, 2.15] ——
Stacey 2014a 20 313 9 GG 2.6% 2.22[1.08, 4.51] -
Watts 2015 3 :x] 40 65 1.5% 0.08[0.03,0.24]
Luan 2016 1 a 3 a 0.6% 0.33[0.04 ,2.58) L, . | 00
Stacey 2016 o 156 23 157 31.5% 1.31 [0.80, 2.18] -
Smalkwood 2017 b 29 13 2 3.2% 0.61 [0.35, 1.09] EE—— |
Perestalo-Perez 2017 2 65 10 74 1.0% 024 [0.06,1.07] 40—+ 1
Oostendarp 2017 1 G2 4 40 0.5% 015002, 1.27T] 4
Lewis 2018 52 212 38 212 4.0% 144 [0.99, 2.11] | I—
Bergercn 2018 1 24 [ 26 0.3% 3.24 [0.14 , 75.91]
Carlson 2018 2 85 2 96 0.6% 113 [0.16, 7.84]
Subramanian 2018 10 63 28 70 2.8% 0.40[0.21,0.75) M——
Singh 2019 3o 151 41 147 3.8% 0.71 [0.47 , 1.08] — 1
McLean 2020 7 18 3 16 1.4% 2.07 [0.84 ,6.70]
Madden 2020 5 161 2 80 0.9% 1.24 [0.25 , 6.286] -
Curand 2021 10 1] 47 218 3.0% 077 [0.42 , 1.44] -
Wallace 2021 4 15 2 B 1.1% 0.80 [0.20, 3.27]
Chan 5 2021 3 29 4] o 0.3% 7.23[0.39, 134.18] —
van Dik 2021 16 313 14 65 2.9% 1.13 [0.60 , 2.11] e
Schott 2021 2 32 4 H 0.9% 048[010,248) 40— . |
Rivero-Santana 2021 13 a7 23 96 3.0% 0.56 [0.30 , 1.04] -
Stubenrouch 2022 36 191 24 151 36% 1.19 [0.74 , 1.90] e
Total (85% CI) 4381 4167 100.0% 0.68 [0.58 , 0.80] .’.
Total events: T25 az2a
Heterogeneity: Tau® = 0.14; Chi* = 116,54, df = 41 {P < 0.00001); P = 65% 01 02 05 ; 2 é ‘IE-

Test for ovarsll effect: Z = 4.57 (P < 0.00001)
Test for subgroup differences: Mot applicable

Favours decision aid

Fawvours usual care

32% Fewer undecided

2023 Update

— 42 studies
— 8,548 participants
— RR 0.68 [0.58, 0.80]

2017 Review

22 studies
5,256 participants
RR 0.64 [0.52, 0.79]



More satisfied

2023 Update

) . . — 12 Studles 2017 Review
with decision-making - Not enough studies to
— 2,066 participants
pool results
Process — MD 3.33[1.18, 5.48]
Decision Aid Usual Care Mean Difference Mean Difference
Study or Subgroup Mean sSD Total Mean sD Total Weight IV, Random, 95% CI IV, Random, 95% CI
Barry 1997 76.38 16.5 104 71.07 18.4 17 9.3% 5.31[0.71, 9.91] ——
Bernstein 1998 3.1 20.6 61 76.5 17.6 48 58% -3.40[-10.58 , 3.78]
Man-Son-Hing 1959 83.75 14.79 146 84.75 13.04 138  11.9% -1.00 [-4.24 , 2.24] ol
Morgan 2000 T2 19.88 B6 70 19.88 94 7.4% 2.00[-3.81,7.81]
Schroy 2011 B4.17 10.33 214 77.83 13.17 217 13.9% 6.34 [4.11 , 8.57] i .y
Jibaja-Weiss 2011 Q4 17 43 92.5 17 38 5.5% 1.50 [-5.92 , 8.92]
Bozic 2013 94 4 10 60 91.1 14.4 62 9.7% 3.30 [-1.09 , 7.69] i T —
Kupke 2013 91.4 12.5 20 B6.3 18.6 a1 5.6% 5.10 [-2.31 , 12.51]
Knops 2074 74 16 fd i3 19 80O 7.8% 1.00 [-4.53 , 6.53] -
Perestelo-Perez 2016 70.4 17.62 80 61.56 17.37 73 7.8% 8.84 [3.29 , 14.39] s
Kostick 2018 B2.5 13.8 26 B2.8 16.1 a1 5.2% -0.30 [-B.06 , 7.46] ’
Rivero-Santana 2021 56.62 15.58 97 49,85 14.13 96 10.1% 6.77 [2.57 , 10.97]
Total (95% CI) 1041 1025 100.0% 3.33 [1.18, 5.48] *
Heterogeneity: Tau®* = 7.38; Chi* = 25.72, df = 11 (P = 0.007); I* = 57%
Test for overall effect: Z = 3.03 (P = 0.002) _1"0 _\‘5 0 5 ’E=EI

Test for subgroup differences: Not applicable

Favours usual care

Favours decision aid



Confidence in
decision
making was
variable,
depending on
measurement

tool

2017 Review

Not enough studies to pool

results

Decision aid Usual care
Study or Subgroup  Mean sD Total Mean sD Total

Mean Difference
Weight IV, Random, 95% CI

Mean Difference

IV, Random, 95% CI

11.1.1 Decision Self-efficacy Scale

Allen 2010 83 4028 291 79 33.08 334
McGrath 2017 81.23 18.93 30 T4.88  21.42 37
Subramanian 2019 a2 18.4 63 79.9 17.8 70
Kuppermann 2020 a0.7 12.3 670 90.3 12.2 672
Chen C 2021 88.3 10.2 B7 81 18.9 B3
Crew 2022 84.01 18.63 120 83.05 19.8 133
Subtotal (95% Cl) 1241 1309

Heterogeneity: Tau® = 3.64; Chi®* = 8.60, df =5 (P =0.13); P =42%
Test for overall effect: 2= 1.98 (P = 0.05)

11.1.2 Study specific questionnaire

McBride 2002 78 18 273 70 19 284
Meade 2015 58.1 19.2 78 55.6 203 BE
Perez-Lacasta 2019 B4.6 16.6 203 B4 17.2 197
Lin 2020 B85  18.25 80 69 24 80
Manne 2020 81 2374 45 BS 2282 47
Tebb 2021 84 17 320 768.7 213 437
Subtotal (95% Cl) 1010 121

Heterogeneity: Tau® = 27.25; Chi* = 35.88, df = 5 (P < 0.00001}; I* = 86%
Test for overall effect: 2 = 3.07 (P = 0.002)

Total (95% CI) 2251 2430
Heterogeneity: Tau® = 20.85; Chi* = 73.97, df = 11 (P < 0.00001}; I* = B5%

Test for overall effect: Z = 3.43 (P = 0.00086)

Test for subgroup differences: Chi* = 3.24, df =1 (P =0.07), * =69.2%

7.9%
5.2%
7T.7%
11.0%
B8.4%
8.8%
49.1%

10.1%
7.4%
9.9%
7.8%
5.4%

10.3%

50.9%

100.0%

4.00[-1.83, 8.83]
6.35[-3.32 , 16.02]
2.10[-4.04 , B.24]
0.40 [-0.81 , 1.71]
7.30[2.03, 12.57]
0.96 [-3.78 , 5.70]
2.49 [0.03 , 4.95]

8.00 [4.93 , 11.07]
2.50[-3.89 , B.99]
0.60 [-2.71, 3.81]
20.50 [14.51 , 26.49]
6.00[-3.43, 15.43]
7.30 [4.57 , 10.03]
7.36 [2.6T , 12.05]

5.28 [2.27 ,B.29]

”\W |

4

20 -10
Favours usual care

0

10 20
Favours decision aid



Break for Lunch and
Networking

Washington State
B — Health Care /uthority
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-
The patient side of \
shared decision making \

Case #2

© Mary

© 98-year-old female

o Diagnosed with dementia
o Suffered stroke

Slide 187




How Patient Decision Aids
Can support Shared Decision
Making

Panel discussion

Facilitated by Dawn Stacey, RN, PhD, FRSC, FAAN, FCAHC, FCAN, University
of Ottawa

Washington State
e — Health Care Futhority

llllllll



Panel Members

o Dan Matlock, MD, MPH, University of Colorado

o Randy Moseley, MD, Confluence Health (Retired)

© Sarah Munro, PhD, UW

© Maureen Oscadal, RN, Harborview Medical Center

o Karen Sepucha, PhD, Massachusetts General Hospital

Slide 189



Implementation of Shared Decision
Making in Cardiac Disease

Washington State

Health Care uthority Washington State Shared Decision Making Workshop

Dan D. Matlock, MD, MPH
o %

Professor of Medicine, Division of Geriatrics W Colorado Program for

N\ patient Centered Decisions

Colorado Program for Patient Centered Decisions \

Adult and Child Consortium for Outcomes Research and Delivery Science

‘(‘ Colorado Program for
\¢ \‘ Patient Centere: d Decisions
' Slide 190



xamples from the field

DS RERRE S

Ado Program for
t Centered Decisions
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Imagine two 60-year-old men with
end stage heart failure

\y \
VY

AT R
PR .\ \udo Program for
AL “ 14\t Centered Decisions
WA AL &1
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Parts of an LVAD

Driveline
A cord that connects the
pump to the outside. This
passes through the skin
and holds important
electrical wires.

Batteries
A power source for the
pump. The pump must
always be plugged into
either batteries oran

electrical wall outlet.

Pump
A motor placed inside the
chest. It pushes blood from
the heart to the body.

Controller
A computer that operates
the pump. The controller
displays messages and
sounds alarms about the
device.

"‘ Colorado Program for

\¢ \‘ Patient Centered Decisions

' Slide 193




DECIDE-LVAD Trial — Effective Decision Aid

0.7
JAMA Internal Medicine | Original Investigation - -

. . . . Higher-Qualit
Effectiveness of an Intervention Supporting Shared Decision “fq D Decisio g
Making for Destination Therapy Left Ventricular Assist Device 0.6
The DECIDE-LVAD Randomized Clinical Trial P=0.030

A
Y -~ = [ |
c 0 - @ Intervention
82 ¢ p
©
) *E - J Staff Education and
for “Sfrn.; Uar sy o g ,S 0.4 // Patient Decision Aid
AGw@pr;;?ﬂ Therap, Iee (Lvap, o = o 7
5] Whadvanc@dhe u g .E; /,I
1t Bilurg _g < P=0.013 — J
— r s
jg -g 8 0.3 ,,,
O o S ’
| 2 F s
w ot 2 /
3 B géu 0.2 3 s
S g @ Control
. Usual Care
0.1 Lower-Quality
LVAD Decision
0
0% 2% 4% 6% 8% 10% 12% 14%

Knowledge Improvement

Percent difference, mean (baseline 1 to baseline 2)

‘ﬁ*‘ Colorado Program for
ks \‘ Patient Centered Decisions
' Slide 194




Secondary Outcomes: 6-month implant

P=0.008

100%
90%
80%
710%
60%
50%
40%
30%
20%
10%

0%

26% decrease in
} patient going on

to LVAD

Control Intervention

B LVAD ONo LVAD

‘*‘ Colorado Program for
b \‘ Patient Centered Decisions
' Slide 195




| DECIDE: LVAD — Decision Aid Dissemination

Go BIG!

- L -
Wil

Implement the decision aidat all - : ‘ Nl ) RE
175 CMS-certified LVAD programs © M b
in the United States e = LAy

IDECDEL(VAD —— * * ¢ %,

Better s, better dec

pat:entdec:s:onald orqg




Network Building + Adoption

Adoption Over Time

IIIII--_“““‘“““““
\ 1

RO A

& &‘\ \0' (795? V\o \é" & é\fo’ » c,e? S & @ \\§ c,ef?’ éo \fs*" ®®
m Not Yet Contacted Contacted, Not Adopted
m Received Decision Aid g Refused Decision Aid

% Colorado Program for
\¢ ‘5 Patient Centered Decisions

Slide 197

Adoption 180

o

& \’b°

e Contacted every program 16

* 169 adopted decisionaid
(were interested in and 12
received 50 free hard copies 1o
of decision aid)

o

o

8

o

6

o

4

o

2

o

0




Implementation

Reported use of decision aid by primary clinician contact at each program
every 4-6 months over project period.

Always, as
standard care, 80

Frequently, 23

Did Not
Refused Respond,43

Decision Missing response, 2
Aid, 6 '

times, 18

Total number of hard copy decision
aids sent to programs: 18,090

Colorado Program for
\¢ Patient Centered Decisions
Slide 198




< C' @ Secure | https://patientdecisionaid.org/icd/
i Apps Y Bookmarks & Google [~ Gmail [1 UCD email (@ myappsUCH HE) HF List = PubMed [1 AHJElsevier ¥ CPR @@ UCD

N . Colorado Program for
"; Patient Centered Decisions

Home  Our Program  Decision Aids

Implantable Cardioverter Defibri

> IMPLANTABLE A decision aid for patients considering ICD

CARDIOVERTER

DEFIBRILLATOR therapy for primary prevention.
> BENEFITS AND RISKS

> VALUES

> NEXT STEPS

> LIFE WITH AN ICD

‘%‘ Colorado Program for
b \‘ Patient Centered Decisions
' Slide 199




Defibrillator Benefits: SCD-HeFT

Hazard Ratio (97.5% Cl) P Value

Amiodarone vs. placebo 1.06 (0.86-1.30) 0.53
|CD therapy vs. placebo 0.77 (0.62-0.96) 0.007
g Placebo
- (244 deaths; 5-yr event rate, 0.361)
0.3 L |CD therapy
‘ Amiodarane ¢ (182 deaths; 5-yr event rate, 0.289)
= (240 deaths; 5-yr event rate, 0.340) s
(-5 ,,l"'-
£ o02- e’
£
o
=
0.1+
UD T T T |
0 12 24 36 48 60

Months of Follow-up

‘ﬁ*‘ Colorado Program for
\¢ \‘ Patient Centered Decisions
' Slide 200




-_\..
X R - o Il _-_.- " i :-.- o s ._._ L X -._. 1
s '-. " ol By Rt --'-! ! L i il A N e B -.

With an ICD
29 die, T1 live

DOVOD
XXX X
XD DX DX D
Q0000
Q00000

XIIXTX
0000
Q000
00000
Q0000
00000
00000

| | 1 1 I - & 4 - 1 i - a 1 | 3
& " & ' | Lk i k. || ] ] i 1
0 Colorado Program for
‘\ Patient Centered Decisions




Potential Harms of ICDs

* Procedural risks (Infection, Bleeding, etc.)

Additionally:

* Increased HF admissions

e Anxiety/Depression/PTSD

* Inappropriate shocks

* Device malfunction

* Potential suffering at the end-of-life

e Quality of Life

‘(‘ Colorado Program for
\¢ \‘ Patient Centere: d Decisions
' Slide 202



Medicare Mandate

@ Decision Memo for Implantable Cardioverter Defibrillators (CAG-00157R4)

“For these patients identified in B4, a formal shared decision making
encounter must occur between the patient and a physician (as defined in
Section 1861(r)(1)) or qualified non-physician practitioner (meaning a
physician assistant, nurse practitioner, or clinical nurse specialist as
defined in §1861(aa)(5)) using an evidence-based decision tool on ICDs
prior to initial ICD implantation. The shared decision making encounter

may occur at a separate visit.”
CMS.gov

Centers for Medicare & Medicaid Services

"‘ Colorado Program for
b \‘ Patient Centered Decisions
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DECIDE-LVAD and DECIDE-ICD Trials

Understand the effectiveness and implementation of a shared decision support intervention for
patients considering LVAD or ICD.

g BLOG CAREERS NEWSROOM SUBSCRIBE CONTACT

pcorl \B Patient-Centered Outcomes Research Institute Q. Search

By ABOUT US FUNDING OPPORTUNITIES RESEARCH & RESULTS GET INVOLVED MEETINGS & EVENTS

m RePORT = RePORTER

Research & Results A Multicenter Trial of a Shared Decision Support HGREE
OUR PROGRAMS Intervention for Patients and their Caregivers Offered
Search Results > Project Details RESEARCH WE SUPPORT Destination Therapy for End-Stage Heart Failure

< Back to Search Results A Multicenter Trial of a Shared DECision Support Intervention for Patients offered implantable Cardioverter-

DEfibrillators: DECIDE - ICD Trial

B Description > : . -
Project Number Contact Pl/Project Leader Awardee Organization

B Details 1R0OTHL136403-01 MATLOCK, DANIEL D UNIVERSITY OF COLORADO DENVER

‘(‘ Colorado Program for
b \‘ Patient Centered Decisions
' Slide 204




LVAD vs. ICD

 Who will deliver the decision aid?  Who will deliver the decision aid?
* LVAD coordinator: built in role for education » Electrophysiologist: clinician with standard
and consent process clinic time
- When will the decision aid be delivered? « When will the decision aid be delivered?
* Before and during designated education - After visit with EP as take-home resource

session with LVVAD coordinator

.. Colorado Program for
\W' Patient Centered Decisions
Slide 205




LVAD vs. ICD

Advantaqges for LVAD: Challenges for ICD:

* Clinicians saw need for SDM - « SDM not seen as universal need among
clinicians (despite a mandate from CMS)

* Obvious timing for when SDM should take - » Discussion not always triggered by
place — initiated with an evaluation, specific/large event
education with LVAD coordinators

Challenges for LVAD:
« Very sick population and urgent implants

Advantaqges for ICD:

_— . Typically outpatient visits with mostly well
population

Wf" Colorado Program for
\ Qv Patient Center.ed Decisions
Slide 206




Common questions

« Should all decisions be shared decisions?
* |s the goal of shared decision making to change decisions?

« Should Medicare or other payers get involved in mandating shared
decision making?

‘%‘ Colorado Program for
b \‘ Patient Centere: d Decisions

Slide 207




— | ®
ﬂ;% ACCORDS
i ; - ADULT AND CHILD COMSORTIUM FOR HEALTH OQUTCOMES

RESEARCH AMND DELIWERY SCIENCE

UNIVERSITY OF COLORADO | CHILDRENS HOSPITAL COLORADO I h a n k YO

Colorado Program for
Patient Centered Decisions

daniel.matlock@cuanschutz.edu

www.patientdecisionaid.org

& Colorado Program for
Patient Centered Decisions
Slide 208
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http://www.patientdecisionaid.org/

CONFLUENCE HEALTH:

Shared Decision Making Journey

Randal Moseley, MD, FACP, FHM
1-11-2024




Confluence Health

Formed in 2013 as an affiliation
between Wenatchee Valley Medical
Center and Central Washington
Hospital

Clinics in 12 communities over
12,000 square mile service area in
North Central Washington State

~290 physicians and over 140
advanced practice providers

About 200 inpatient beds in two | WAS HlN GTON

hospitals in Wenatchee

® Walla Walla

Mostly fee-for service, growing
value-based care

~70% Medicaid/Medicare

Slide 210



In the Beginning: Mammography 2014
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Evolution to SDM Pathway

« Agreement on what to recommend as best
practice was not going to happen

« Can we just agree to inform our patients of
the controversy in a factful way to help them
make an informed personal decision?

» Shared Decision Making a way forward?

— But search for quality patient decision aids futile



Landscape for Mammography SDM

Unbiased patient-centered information was hard to find
Most sources typically emphasized benefits over harms?
Often no fully transparent discussion of harms data:
— Frequency of false alarms2
» Over 10 years, >50% need additional images
* ~20% of these undergo biopsy
— Overdiagnosis3

 Estimate 11-19% of cancers diagnosed by
mammography (~14 women/1,000 over lifetime)

Patient perception of mammography benefits very

inflated

1JAMA Intern Med 2013;173(13):1215-1221
2JAMA 2014;311(13):1327-1335
3USPSTF Breast Cancer: Screening, May 9, 2023



Evolution to SDM Pathway

We (naively) decided to make our own

3 decision points identified, so 3 versions:

* Ages 40-49: to screen or not to screen
» Ages 50-74: to screen annually or biennially
« Ages75+: to continue screening or stop

Lots to do: IPDAS, reading level, testing with
patient feedback, design/marketing, Epic
workflows, provider roll out

First PDAs distributed 2015
2019: Update and HCA certification attempt
2021: Current versions HCA certified



Challenges

» Make your own = huge project to do it well
— HCA certification was rigorous, but very helpful
* How to train providers?
— Perception of “I do this already”
— Training program + lost production = $$$
« How to make easily available?
— External website, internal electronic availability
 How to embed into workflows?

— Getting decision aids to patients prior to visit
— Point of care support in Epic
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Should | Get a
Mammogram?®

ER SCREENING

Contents

il Screening
Mammograms | p.3

2. Possible Benefits | p-4
3. Possible Harms | p-4-5

4. Risk of Breast Cancer | p.6

0. Personal Preference | p.7

O. Recommendations [ o

Confluence _

g HEAI'TH Last updated: [, Final Notes | p.8
1/28/2021

INntroduction

This product has been certified by the Washington State Health Care
Authority pursuant to RCW 7.70.060. The date of certification is (date of
notification) and will expire two years from this date, or sooner pursuant to
Washington State policy. A full description of Washington's certification
process, including required criteria is available at: hitp://www.hca.wa.gov/
about-hca/healthier-washington/shared-decision-making.

Breast cancer is one of the most common cancers among
wormen over the course of a lifetime. Many women want to know
when they should start routine mammograms to screen for breast
cancer. If you are between the ages of 40 and 49 this may be a
difficult question for you. Some professional groups recommend
starting screening mammograms at age 40 while others
recommend starting routine screening at age 45 or 50. To decide
what is best for you, you should consider the possible benefits
and harms that can result from getting mammograms. You also
need to understand your risk of breast cancer and your personal
health concems.

This tool is designed to help you decide if you want
te start having mammograms before age 50 and how
often you might have them.

If you currently have any breast symptoms such as pain or
lumps, please see your primary care provider right away
and don’t wait for a screening test.

CH Mammography Ages 40-49 Pamphlet 3-4-2021.pdf (confluencehealth.orq)
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How Often Should |

Get a Mammogram®

- T
BREAST CANCER SCREENING

INtroduction

CO nte ntS This product has been certified by the Washington State Health Care
Authority pursuant to RCW 7.70.060. The date of certification is (date of
notification) and will expire two years from this date, or sooner pursuant to
1 E Washington State policy. A full description of Washington's certification
: Screemng Ma-mmc’grams | p-2 process, including required criteria is available at: http://www.hca.wa.gov/
about-hca/healthier-washington/shared-decision-making.

2. Possible Benefits | p.3 :
Breast cancer is one of the most commeon cancers among

women. All major health professional groups recommend routine
3, Possible Harms ] p-3 mammeograms for women between ages 50 and about 74 to
screen for breast cancer. While the benefits of routine screening
4 y mammograms are clear for women ages 50-74, it is not clear how
. Screening Every Year vs. often mammeograms should be done. Some groups recommend
Every 2 Years | p.5 a mammogram every year and others every two years. To decide
what is right for you, you should think about the possible benefits
and harms that can result from getting mammograms. You also
need to understand your risk of breast cancer and your personal
health concerns. Some women may choose not to have any

5. Risk of Breast Cancer | p.6

6_ Personal Preference | p.7 mammograms, but this is not recommended by any current
guideline.
7. Recommendations | p.7 This tool is designed to help you decide how often to get a
screening mammogram.
s Con uence Last updated: 8 Final Notes | p.8 If you currently have any breast symptoms such as pain or
HEAITH 1/28/2021 lumps, please see your primary care provider right away

and don't wait for a sereening test.

CH Mammography Ages 50-74 Pamphlet-3-4-2021.pdf (confluencehealth.org)
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Should | Get a
Mammogram®

Thia pheta e for
ilystiative purposes only.
d the person depiote

ghetegraph
ic amadel.

4

Contents

1. Screening
Mammograms | p.3

2. Your Health and Life
Expectancy | p.4

3. Possible Benefits | p-4
4. Possible Harms | p.5-6

O. Risk of Breast
Cancer | p.6-7
'iwﬂunhm
m""p‘ﬁ:;::";‘ﬂm 0. Personal Preference
— Cancer | p.7

7. Recommendations from
Professional Groups | p.8

8. Final Notes | p-8

Introduction

This product has been certified by the Washington State Health Care
Authority pursuant to RCW 7.70.060. The date of certification is (date of
notification) and will expire two years from this date, or sooner pursuant to
Washington State policy. A full description of Washington's certification
process, including required criteria is available at: hitp://www.hca.wa.gov/
about-hea/healthier-washington/shared-decision-making.

Breast cancer is one of the most common cancers among
women. While the benefits of routine mammograms to screen
for breast cancer are clear for women ages 50-74, the benefits
for women age 75 and older are uncertain. Some professional
groups recommend stopping routine mammograms when a
woman reaches age 75, while others recommend continuing.

While the chance of getting breast cancer does increase with
age, breast cancers often grow more slowly in older woman.
Furthermore, experts think that a small breast cancer found
on an older woman's mammeogram typically will not cause
problems for at least 5-10 years. Some cancers may never
cause problems.

Whether it is a good idea for you to continue getting
mammograms after age 75 depends on your overall health,
how much longer you are likely to live, and your personal risk
of breast cancer.

This tool is designed to help you decide if you want to stop
or continue getting mammograms.

If you eurrently have any breast symptoms such as pain or
lumps, please contact your primary care provider right away
and don’t wait for a screening test.

CH Mammography Ages 75- Pamphlet 3-4-2021.pdf (confluencehealth.orqg)
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https://www.confluencehealth.org/documents/content/CH_Mammography_Ages_75-_Pamphlet_3-4-2021.pdf

Our Biggest Mistakes
» Not understanding the complexity of
creating a patient decision aid
» Not pursuing formal provider SDM training
» Underestimating workflow challenges
* Not measuring results



SDM Decision Aids: Work to Date

Breast cancer screening

Lung cancer screening with low dose CT (borrowed from
Dartmouth)

Total joint replacement

Colorectal cancer screening
Healthwise subscription (now lapsed)



MY NEXT
S |

Sarah Munro, PhD

Assistant Professor
Department of Health Systems and Population Health

School of Public Health, University of Washington

Scientist
Centre for Advancing Health Outcomes

Affiliate Assistant Professor
Dept of Obstetrics and Gynaecology, UBC

Co-Director
Contraception and Abortion Research Team

{al Health et

0 Permatal Serwces BC

i peacach
{ealth Info / Labour s pirth / | eSSHARE

Birth After Caesarean

YA/ UNIVERSITY of WASHINGTON
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@ Perinatal SerViCES BC Follow us Search... @

Our Services Health Info Research About Contact Health Professionals Careers

Healthy women Popular Topics
having healthy
pregn a nCies a nd Prenatal genetic screening (Perinatal & Newborn Health Hub) >
infants :

Trisomy 21 Risk Calculator (Perinatal & Newborn Health Hub)

COVID-1% in pregnancy & lactation for patients >

Perinatal Services BC provides leadership, support, and coordination
for the strategic planning of perinatal services in British Columbia Edinburgh Postnatal Depression Scale (EPDS) >
and is the central source in the province for evidence-based perinatal

information. Estimated Date of Delivery (EDD) Calculator (Perinatal & Newborn

Health Hub)
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Step D | About Fiscal Years | About Peer Gre
Select Indicator 6. Attempted VBAC for

H d |ai
1. Vaginal Delivery for Eligible First-Time Mothers Data for Fiscal Year: 2020/21
a n a re SS 2. Early Repeat Cesarean Delivery BC Rale--- PG Rate— Target Rate —

3. Post-Date Inductions Done Early

Large

4. Only Intermittent Auscultation in Low-Risk Deliveries

Wa r ra te d 5. Healthy Babies Fed Only Breast Milk 209
un N
= = = 20%
Step @
Va rl a IOI l I I l Select Facilities
P8l 30.3% t | 198% + | 366% | 254% 1] 318% J283%+t | 266%+ | 18.6% 1 | 29.3% t

Ctrl click to select multiple (max 10 for table) 10%
Click peer group to select all facilities in group

Facility Deliveries

]
¥ o 6%
Extra BC Women's Hospital and .. - -
Large  Syrrey Memorial Hospital Richmond Kelowna University Manaimo  Royal Langley Lions Gate St. Paul's Burnaby
Poar Royal Columbian Hospital Hospital General Hospital of Regional Inland  Memarial Hospital Hospital Hospital

Sroun Victoria General Hospital Hospital MNorthen General Hospital Hospital

Abbotsford Regional Hospit.. British Hospital
- T3l Kelowna General Hospital [l Columbla

:::I'.F Langley Memoarial Hospital [l
R'Chmu'l-'d HDSE"[al = Burna Kelow Langle Lions MNanai Richm Royal S5t Pa Univer
S.L Paul's Hospital = byHos naGe yMem GateH moRe ondH Inland ul's Ho sity Ho
Lions Gate HU,E'D’tal pital neral.. orial.. ospital giona.. ospital Hospi.. spital spital..
Burnaby Hospital | |
Royal Inland Hospital [} Total Deliveries 1,209 1,579 1466 1,265 1,114 1476 1,187 1,174 1,050
Manaimo Regional General . [l
University Hospital of North.. 1l Total deliveries at home in t. 109 133 152 100 110 18 82 177 20

. Medium PeaceAr:h_Hospita!
Feer . Vemon Jubilee Hospital Proportion of Deliveries
P Chilliwack General Hospital
Ridge Meadows Hospital 1 rap — ﬁ " - - - - - "
Penticton Regional Haspital by a family physician 35.3% 35.1% 28.8% 24.9% 24.7% 303% 25.7% 4.4% 420%
Fort St. John Hospital Z = 5 o o o at o a oy o
Cowichan District Hospital by a registered midw.. 3.1% 17.0% 108% 13.3% 17.2% 08% 11.9% 106% 10.8%
gmh '?'i“g"'“l"ltﬂH' C"Tc;-- by an obstetrician  60.7% 47.1% 50.6% 61.1% 57.0% 50.0% 80.7% 84.4% 451%
quamish General Hospita
st e st R e S to nulliparas 54.2% 49.0% 45.7% 49.8% 456% 47.6% 46.3% 60.3% 44.6%
6 to residents of other.. 7.3% 1.8% 07% 7.0% 1.0% 266% 15% 329% 21%

Peer Group

I Extra Large ¥ Medium towomen >=35years 32.1% 24.5% 25.4% 48.0% 24.1% 335% 21.6% 47.2% 17.9%

M Large [ Small with induced labour  32.8% 32.6% 33.8% 23.2% 364% 242% 27.6% 27.5% 325%
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How do we explain
and address
unwarranted
variation in
attempted vaginal
birth after
caesarean?

Indicator View
About Fiscal Yean it Peer

6. Attempted VBAC for Eligible Women
Data for Fiscal Year: 2020/21

BC Rale--- PG Rate Target Rate —

Large

0% e .. 000

20%

10%

0% 283% T | 266% T ) 186% t |\ 283% ¢
Richmond Kelowng/ University \Manaimo Royal Langley Lions Gatg St. Paul's \Burnaby
Hospital General Hospital of Regional Inland  Memorial Hospitall Hospital |Hospital

Hospital Morthern |General Hospital Hospital
British
Columbia

Hospital
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& Power
T0

CAMPAIGN

PATIENT
INFORMATION
BOOKLET

Know your options, take control.

Vaginal Birth After Cesarean and
Planned Repeat Cesarean Birth

This information pamphlet is for women who are currently
pregnant and have had a cesarean birth before.

Women who have had a baby by cesarean usually have a
choice about how they will give birth to their next baby.
They can plan to have another cesarean birth (called an
elective or planned repeat cesarean birth), or they can plan
to have the baby vaginally (called a vaginal birth after
cesarean, or VBAC).

You can read this booklet, discuss it with your doctor or
midwife, and ask any questions to help you decide whether
planning a VBAC or a repeat cesarean birth is best for you.

Birth
Choices

What is best for you....

Vaginal or Caesarean Birth?

Allison Shorten
RN RM PhHD FACM
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WHAT WORKS IN EMBEDDING £ 1

What works in embedding shared decision-
making interventions in routine care?

5 Key strategies for success

1. Co-produced or locally adapted tools
Training the entire team

Preparing and prompting patient
Senior-level buy-in

A S

Measuring to improve

Joseph-Williams et al. Med Dec Mak 2021
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Pl‘e pa I‘i ng fOI‘ Birth to 6 weeks Between Next

implementation Postpartm e | e
early in the

research
process

O
V“ 1. 2. 3, 4.
Introduce Exchange Prepare patient Engage in
the information for shared shared decision
decision about the first decision making
birth making
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Preparing for
implementation throughout = [ g e ™

intervention development

 Collaborative design sessions with two
advisory groups

« Focus groups with multidisciplinary teams
at two hospitals

® InterVieWS With fUtu re users =~ .' " .I Most women who have had a caesarean

: S
th can have @ yaginal pirth after

pirth © . !

caesarean {\.-‘BAC? for l'n

e

eir next

wwWw.perinatalservicesbc.ca/mynextbirth



http://www.perinatalservicesbc.ca/mynextbirth
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Using My Next N
n . . Birth to 6 weeks Between ext
B I rth | I"I pra Ctlce postpartum births pregnancy

1. 2. 3. 4,
Decision Post-birth Patient decision Preference

support conversation aid summary
algorithm guide
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rvices BC

0: perinatal 5¢

Eah Inia Lo & BT ﬂ at B
- marth 1 1 CHATIE L

Birth After Caesarean

o e had @ E aEnaraan

yagimal hirth altei @
r sl

yaoet women Wi
Bl Can BRYO el
capsprean (VBAGHE!

& ]

WwWw.perinatalservicesbc.ca/mynextbirth

MY NEXT

BIRTH

Provincial Health Services Authority

PHEA @PHSAofBC

#DYK over 75 per cent of people in BC who've had a
#esection before are good candidates for a vaginal
birth after caesarean? Dr. Sarah Munro explains how
Perinatal Services BC's #mynextbirth tool can help you
and your health-care provider decide. #PHSA
#bchealth #pregnancy

.

A

P 175 views 0:02/1:58 <y

12:45 PM - Sep 30, 2021 - Hootsuite Inc.
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Baby’s Best Chance

Parents’ Handbook of Perinatal -
Pregnancy and Baby Care ks - 7™ edition
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Funding Supports To learn more....
@ Perinatal Services BC www.perinatalservicesbc.ca/mynextbirth
BRITISH

COLUMBIA Instagram @dr.sarah_munro

‘ Uichael St Twitter @DrSarahMunro
L Health
ResearchBC Email sarahmun@uw.edu

W,
«
L CIHR IRSC

YA/ UNIVERSITY of WASHINGTON
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Shared Decision-Making for
Medication for Opioid Use Disorder

Maureen Oscadal, BSN, RN-BC, CARN
Harborview Medical Center

UW Addiction, Drug & Alcohol Institute

ADAI v XN



Why Shared Decision-Making for MOUD?

People are
Addiction usually not
- given choices
treatment is |
siloed when it comes
to addiction
treatment

ADAI Slide 235 'W'



Why Shared Decision-Making for MOUD?

Recognizes patient as experts on their own lives

Considers the medication, treatment setting, visit
frequency, other requirements

Improves patient engagement & adherence

ADAI Slide 236 w



ADAI Patient Aid Development

a '"'tia! TDM guide « Patient SDM for MOUD
dea to create a tool to tested brochure first published
* in 2019
s;cc):irzi?)tnessaht?cgi’?MOUD e Studies with WA DOC e Online resources made
o Initial and jails assessed available for providers
LineIJECIIaSI(J;;e_?;][rankelr?; suide feaSIbI|Ity, acceptability, e |ncorporation of SDM
(TDM) created & impact. B | approach into ADAI
e Shared decision-making trainings
I (SDM) was associated
C.onversgtlons. with significant increase Development of
with providers in in MOUD initiation SDM tools for
the field - /

MOUD

Banta-Green CJ, Floyd AS, Vick K, Arthur J, Hoeft TJ, Tsui JI. Opioid Use Disorder Treatment Decision Making And Care Navigation Upon Release
From Prison: A Feasibility Study. Subst Abuse Rehabil. 2019;10:57-67. Published 2019 Oct 22. doi:10.2147/SAR.S192045

Banta-Green CJ, Williams JR, Sears JM, Floyd AS, Tsui JI, Hoeft TJ. Impact of a jail-based treatment decision-making intervention on post-release
initiation of medications for opioid use disorder. Drug Alcohol Depend.2020;207:107799.doi:10.1016/j.drugalcdep.2019.107799
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Patient Aid: Brochure

ADAI

What's next?

Learn more about OUD
and how to use this brochure:

learnabouttreatment.org

Connect to medication options
near you:

warecoveryhelpline.org

Find naloxone and overdose info:
stopoverdose.org

More info on medications:
samhsa.gov/medication-assisted-treatment

CENTER FOR COMMUNITY-ENGAGED
DRUG EDUCATION, EPIDEMIOLOGY,
AND RESEARCH

) ADAI

ADDICTIONS, DRUG B
ALESHOL [NSTITUTE

UNIVERSITY of WASHINGTON
PSYCHIATRY & BEHAVIORAL SCIENCES
School of Medicine

This brochure provides basic information for educational

purposes. Speak with a health care professional to make

an informed decision that best fits your needs including

learning the risks and benefits of all treatment options.
Revised January 2023.

Your preferences

Setting:_

Counseling:

Call the Washington Recovery Help Line to talk
about your options for medications, counseling and

Dosing frequency:

Clinic visit frequency:

Support group:_

Medication options:_

support groups, and connect to care.

lashinaton

Recoverv Help Lme

&-Haour Help fa

Substamca Abuse, Problam

1.866.789. 1511

warecoveryhelpline.org

About OUD

What is opioid use disorder?

Opioid use disorder (OUD) is a long

term medical condition. People with the
condition are physically dependent on
opioids and have brain changes that affect
their thinking, priorities, and relationships.

OUD can come back if not treated properly.

You may need to try more than one type of
treatment to find what works best for you.

What can medications do for me?

Medications are proven to work the best at
treating opioid use disorder.

They help:
+ Manage craving and withdrawal.
» Reduce illicit opioid use.

+ Decrease the risk of having an overdose.

Medications can provide stability, allowing

people to address other things in their lives.

You can be in recovery
and be on medications
at the same time.

Medications

for

Opioid Use
Disorder
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Treatment options Methadone Buprenorphine Naltrexone
‘ L r How does this medication work?
= Methadone is a full opioid medication. = Buprenorphine is a partial opioid = Maltrexone is an opioid blocker.
medication.
« The more you take the more you will = It is not an opioid, so you won't feel an
feel its effects. * Has a ceiling effect, so above a certain opioid effect.
dose you stop feeling more of its
= Manages cravings and withdrawal by effects. * Helps manage cravings for some
binding to opioid receptors. peaple.
« Manages cravings and withdrawal by
binding to opioid receptors.

There are three places where you can
get medications for opioid use disorder:

Does it lower my risk of dying? Based on research that tracked outcomes in the real world.

» Lowers risk of death by about 50%. » Lowers risk of death by about 50%. » Has not been shown to lower the risk
Opioid treatment program (OTP) of death.
« Methadone, buprenorphine, or = =
* Highly stnictured—counseling and « Lasts about 24 hours and is taken by « Oral form lasts about 24 hours, « An injection that lasts for 28 days.
supervised dosing may be required. mouth. injectable form lasts 7-28 days. You can't use any opioids for 7-10 days

before taking naltrexone.
Medical office/Primary care

= Buprenorphine or naltrexone available. Where can | get it, and how often do | need to 90?

*: Familiar medical office setting. « Dispensed only at opioid treatment « Prescribed by a medical provider and » Prescribed and given by a medical
* Less structure (often weekly or monthly programs. picked up at a pharmacy (oral) or provider, or provided at an opioid
visits, some don't require counseling). given at an appointment (injection). treatment program.
. + Dosing can start up to 6 days a week, Both are available at some opioid
+ Appointment often needed. but usually becomes less often over treatment programs. - Visits vary from weekly to monthly.

time during treatment.
- * Visi i s
Community program isits vary from near daily to monthly.

- B hi It ilable. 2 -
uprenorphine or naltrexone available Will I need to go to counsellng?

= Other services may be offered (syringe

exchange, housing supports, etc.). « Requires regular urine drug testing and « Most providers require urine drug « Some providers require urine drug
+ May have drop-in visits. counseling. tes!ing.and some require counseling. testing and counseling.
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LearnAboutTreatment.org

LEARN ABOUT TREATMENT

TALKING TO CLIENTS ABOUT OUD

LLLLLL bout Treatment For Professionals Talking to clients about OUD

Here are some resources to help you educate and provide or connect people to medications for opioid use disorder.

To find resources on overdose response and naloxone, visit stopoverdose.org.

SDM implementation support available on “Client
Engagement” page at LearnAboutTreatment.org

ADAI Slide 240 w



Provider Guidance

Medications for Opioid Use Disorder
Guide to Using the Brochure

What is Treatment Decision Making?

All people deserve to be actively involved with decisions about their health. This includes people with
opioid use disorder (OUD). They should be provided with accurate information about all possible options
for treatment so they can make an informed decision about the kind of care they want.

Similar to other health conditions, opioid use disorder can be treated with medications. Research shows
that medications work best for most people to:

* Help stabilize their lives

* Reduce relapse

OPEN GUIDE
* Cut their chances of dying.

Medications have also been shown to:

* Reduce criminal activity and incarceration
+ Improve functioning
* Lower the risk of getting HIV and HCV

*  Substantially reduce costs

[Clark &t al, 2011 MacArthur o a1, 2012 Nolar et a1, 2014, Mondhend e a1, 2004, Thacz et al, 2004, Tsui ot &l 2014, White &1 al, 2014).

What is Treatment Decision Making? _)

Patients and many healthcare providers may have incomplete knowledge about medications to treat OUD
and they may not know about new, easier ways to access medications. Talking about OUD and
medications is an opportunity to address any misconceptions people have and fill in any gaps in
knowledge.

Talking About Medications

Talking about medications

Ask

Start by asking about someone’s specific goals, interest, and experience with trying to cut back or stop Sample Conversation Script

their opioid use. If they give a vague answer like “get healthy,” ask them “what that would look like for
you?* Try to use the same language they use to talk about their goals for cutting back or stopping.
Language like “treatment” or “recovery” may be helpful for some clients and not for others.

Brochure Talking Points

ALCOHOL &
A D A DRUG ABLSE
INSTITUTE
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Medications

for

Opioid Use
Disorder

ADAI

Brochure

Handout

ot Jooemton

Medications for Opioid Use Disorder.
https://www.learnabouttreatment.org/wp-

content/uploads/2023/01/MOQOUD-Brochure-2023-11-web.pdf

Talking to Clients about OUD.

https://www.learnabouttreatment.org/for-professionals/client-
engagement/

Talking to Someone About Medications for

Opioid Use Disorder.
https://www.learnabouttreatment.org/guide/#/

Medications for Opioid Use Disorder: Guide to Using

the Brochure. https://www.learnabouttreatment.org/wp-
content/uploads/2020/09/medicationbrochureguide.pdf

More at: LearnAboutTreatment.org



http://www.learnabouttreatment.org/wp-
https://www.learnabouttreatment.org/for-professionals/client-engagement/
https://www.learnabouttreatment.org/for-professionals/client-engagement/
https://www.learnabouttreatment.org/guide/%23/
https://www.learnabouttreatment.org/wp-content/uploads/2020/09/medicationbrochureguide.pdf
https://www.learnabouttreatment.org/wp-content/uploads/2020/09/medicationbrochureguide.pdf
https://www.learnabouttreatment.org/

Orthopedic Shared Decision
Making Learning Collaborative

Karen Sepucha
Massachusetts General Hospital

https://mghdecisionsciences.org
Funded by contract from PCORI

Slide 243


https://mghdecisionsciences.org/

Background

 Patient advisory group challenged us (“video
decision aids are long is there something

shorter?”)

e Conducted randomized trial that showed
similar benefit of short and long DAs
(patients more likely to use shorter tools)

* Both decision aids better than usual care=»
renewed focus on how to get these to
patients

The project ... is a
collaborative search for
the best ways to help
real people, faced with

life altering medical
decisions, manage and
understand their options.
--patient partner

Sepucha et al 2022 JBJS
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Hosted Learning Collaborative

aiser Washington Univ Rochester Mass General*
WA UPMC o7 NH Brigham & Women'’s
ox " _ " " Newton Wellesley*
5 % NY * Salem Hospital
wy M :® Boston Medical Center

ME

NV NE - OH DE
IL H
ur - v/ o Hartford Hospital

CA
& Mo KY NYU Langone
NC

N
AZ OK

UCLA L AR >

MS AL GA

> LA

Goal for decision aids

FL

JPS Health
Dell Medical Center * Involved in effectiveness study

Slide 245



Summary

87 surgeons and specialists across 13 sites

19,658 adults with hip or knee arthritis, spinal stenosis
or herniated disc

4 decision aid vendors (Healthwise, Wisercare, OM1Joint, EBSCO)

{5’: Pre-visit and day of visit workflows with clinicians

—K%) and clinic staff

Learning Collaborative with 1-1 consulting



Total Decision Aids Delivered During Project

19658

DAs Delivered By Site

1034 Site

830 861 o
900 800 " E
470 748 3 e o 753 = j
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© Randy Glasbergen
glasbergen.com

@ §; ASpERGEN

“But how do we motivate them to
attend the motivation seminar?”



ROSE THORN BUD

-

success Challenge Potential
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1
Being able to provide DAs in
several different languages
helped opened up “informed
access” to more patients

ROSE

)J

The most important thing was
having buy-in from the staff.

This couldn't happen without
the staff implementing it.
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1

THORN

taking on new projects so bandwidth
iIsn’t there to integrate into EHR

IT is overwhelmed and resistant to Thorns f

)

Biggest barriers are staff turnover
and participation. For nurses, it’s

not in the forefront for them.
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Implementation toolkit: 6 core areas

Leadership Support
Why is this important?

Monitoring & Improving
How can we sustain efforts?

Workflow Design
How will it happen?

Decision Aid Delivery
How can we support delivery?

EMR Integration
How can we automate the process?

Scale-Up Strategy
How can we start and expand effarts?

https://mghdecisionsciences.org/tools-training/da-implementation-toolkit/

Slide 252



14

It is deeply satisfying to be able Patient
to participate in a process that is partners
so fully committed the patient
perspective and patient
experience.

)J

It is fair to say the discussions, often

extensive about patient care and
communication, had the thinking ‘out

of the box’ quality that is probably key
to advances in patient care.
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Insights

Sites were able to reach meaningful percentage of patients
(estimated 40%) with minimal support

Sites without any prior experience did very well, as did sites that
were safety net providers

Contracting with decision aid vendor and integration into EHR
takes time and leadership buy-in

Staff turnover and getting broad buy-in were common challenges



Thank youl!

https://mghdecisionsciences.org/

ksepucha@mgh.harvard.edu

4 @MGHSDM

https://cmecatalog.hms.harvard.edu/shared-decision-making-
skills-clinical-practice


mailto:ksepucha@mgh.harvard.edu

Panel Discussion



Questions




Washington State

Health Care
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Implementing Shared
Decision Making into
Practice: Next Steps

Heather Schultz, MD, MHA, Washington State Health Care Authority

Washington State
B — Health Care /uthority
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Template for implementing SDM & PDAs

First, a few things to think about:

Are you currently doing shared decision making in your organization?

» If yes, where is your organization in the implementation process? For example, is shared
decision making built into your current workflow?

» If not, what needs to change in order to implement shared decision making?

What are some potential barriers to implementing shared decision making?
(Resource: NQP Playbook)

» What are some possible solutions to overcome those barriers? (Resource: NQP Playbook)

Who do you need to partner or connect with to help implement shared decision
making at your organization?

What do you need from others to make necessary changes?

Additional information can be found in the National Quality Partners Playbook: Shared Decision Making in Healthcare and the Dr. Robert Bree Collaborative Shared
Decision Making Report and Recommendations

Slide 260


https://www.qualityforum.org/Publications/2018/03/Shared_Decision_Making_in_Healthcare.aspx
https://www.qualityhealth.org/bree/topic-areas/shared-decision-making/
https://www.qualityhealth.org/bree/topic-areas/shared-decision-making/

National Quality Partners framework

© Leadership and culture
o Patient education and engagement

o Healthcare team knowledge and training
o Action and implementation

o Tracking, monitoring and reporting

o Accountabillity
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Stages of change
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Stages of Change - 1. Contemplation

Review the basic
Implementation examples
for all six fundamentals.
Implement the components
of examples within basic
Leadership and Culture
implementation (page 6 of
the SDM Playbook).
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Stages of change — 2. Preparation

Review the SDM Playbook’s
pasic to advanced
Healthcare Team
Knowledge and Training
examples (page 12) and
implement components of
basic Knowledge and
Training.
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Stages of Change — 3. Action

Review the SDM Playbook’s
~undamental 4: Action and
mplementation (page 15)
and implement the
components basic through
advanced.
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Stages of Change - 4. Maintenance

Review the SDM Playbook’s
basic to advanced Tracking,
Monitoring, and Reporting
examples (page 18) and
Implement components
under basic through
advanced.
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Additional Resources for Implementing SDM

© Dr. Robert Bree Collaborative Shared Decision Making Report
and Recommendations

© AHRQ SHARE Training
© Minnesota SDM Collaborative Implementation Roadmap

o Ottawa Personal Decision Guide

© American Academy of Family Physicians: A Simple Approach to
Shared Decision Making in Cancer Screening
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https://msdmc.org/pdf/MSDMCRoadmap.pdf
https://decisionaid.ohri.ca/docs/das/opdg.pdf
https://www.aafp.org/pubs/fpm/issues/2017/0500/p5.html
https://www.aafp.org/pubs/fpm/issues/2017/0500/p5.html
https://msdmc.org/pdf/MSDMCRoadmap.pdf
https://decisionaid.ohri.ca/docs/das/opdg.pdf
https://www.aafp.org/pubs/fpm/issues/2017/0500/p5.html

Vision for the future in Washington State

o Continue to promote SDM/use of certified PDAs
© Reduce variation in healthcare

© Measure quality and impact of implementation
o Encourage submissions of different types for PDA certification

© Engage patients in their decisions that impact their health
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Questions?

Contact:
shareddecisionmaking@hca.wa.gov

More Information:

Shared decision making | Washington State Health Care Authority
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mailto:shareddecisionmaking@hca.wa.gov
https://www.hca.wa.gov/about-hca/programs-and-initiatives/making-informed-health-care-decisions/shared-decision-making

Next steps

© Information will be sent out to attendees, including:
» Links to Resources referenced today
» Presentation materials
» Training opportunities
» Opportunity to participate in a SDM learning community
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