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High Quality Healthcare 

The Institute of Medicine (IOM) has designated patient-
centered care, alongside care that is safe, effective, 

efficient, timely, and equitable, as a key feature of high 
quality healthcare 

Enabling greater involvement of patients in their 
healthcare decisions, through shared decision making, is 

an integral component of patient-centered care 



The state of affairs 

Patients make decisions in the face of avoidable ignorance 
Clinicians misdiagnose preferences 

Decisions are driven by other concerns 
Care depends on where you receive it 

Low-quality care 



Why Shared Decision Making 

 
Patient centered high value healthcare 

Evidence based medicine 
Makes explicit the uncertainty of the evidence 
Gives a voice to patients (values/ preferences) 

Reduce unwarranted variations 
Ethical 

Right thing to do 
 



Glasziou and Haynes ACP JC 2005 





Shared Decision Making 

is an approach where clinicians and patients 
communicate together using the best available 
evidence when faced with the task of making 

decisions, where patients are supported to 
deliberate about the possible attributes and 

consequences of options, to arrive at informed 
preferences in making a determination about the 
best action and which respects patient autonomy, 

where this is desired, ethical and legal. 
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Shared decision making 

Research 
Evidence 

Patient 
Values 

Preferences 

Within an exam room 

Decision  
Aid 





Our Decision Aids  are  
focused on facilitating a conversation between  

clinicians and patients 
and thus  

designed as tools intended for use  
during the clinical encounter 



Conversatio
n not 
information 
We design to 
support the 
interaction of 
people not the 
transfer of 
information 

Designed for 
context 
 
How that is done 
depends on the 
challenges of the 
medical and personal 
situation 

Development is 
a partnership 
 
The voice and 
experience of clinicians, 
patients and caregivers 
is the impetus of 
development 





LIPITOR reduce the risk by 1.3% 
In patients with type 2 diabetes and at 
least one other risk factor for heart 
disease, LIPITOR reduced the risk of 
stroke from 2.8% to 1.5% 
 



Communicating risk to patients 

Employ risk in service of  
good communication and shared action 
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Sharing information 
Estimates of the likelihood of benefits and harms  

You are at high risk of an acute myocardial infarction  
If you want to avoid a myocardial infarction you should use a statin 

Your risk of an acute myocardial infarction is 20%  
Using a statin can reduce that risk by 25% 

Adapted from Lin/Montori 

Your risk of a heart attack is 20% 
Using a cholesterol medicine, a statin, can reduce that risk by 25% 

Out of 100 people like you  
20 will have a heart attack over the next 10 years  

Using a cholesterol medicine call statin 
 can reduce that risk from 20 in 100 to 15 in 100 



Sharing information 
Estimates of the likelihood of benefits and harms  

Weymiller et al. 2007; http://shareddecisions.mayoclinic.org 



Risk communication methods 
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Communicating effectiveness – Which is better? 
 

Mammography reduces the risk of dying from breast 
cancer in the next 10 years by 25% 

 
Mammography reduces the risk of dying from breast 
cancer in the next 10 years from 4/1000 to 3/1000 

 
If 1000 women have mammography, one will be saved 

from dying from breast cancer in the next 10 years 

Adapted from Lin/Montori 

Relative risk vs. Absolute risk 



If RR for benefits & AR for harms 
Additional bias (benefit will seem bigger) 

  

 
Risk for Disease Absolute Diff Relative Diff 

Group A Group B [A-B] [B/A] 
 20%  (2/10) 10%    (1/10) 10% 50% 

   2%  (2/100)    1%   (1/100)   1% 50% 

0.2%  (2/1000) 0.1%  (1/1000) 0.1% 50% 

Adapted from Lin/Montori 

Communicating effectiveness – Which is better? 
 

Relative risk vs. Absolute risk 



Risk communication methods 

Confusing & biased Clear & Unbiased 
Relative risks (RR) vs. Absolute risks (AR) 
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Gain (loss) vs. Balanced framing 

Gain framing emphasizes the advantages of compliance 
 

“If you have regular mammograms, you increase the chance of 
detecting breast cancer at an earlier, more treatable stage.” 

 
Loss framing emphasizes costs of NOT performing a behavior 

 
“ If you don’t have regular mammograms, you reduce your 

chances of detecting breast cancer at an early, more treatable 
stage.” 

 
 

 
 

Adapted from Lin/Montori 



Risk communication methods 

Confusing & biased Clear & Unbiased 
Relative risks (RR) vs. Absolute risks (AR) 
Gain (loss) frame vs. Balanced framing 

Verbal labels vs. Numeric (visual) labels 

Adapted from Lin/Montori 



Verbal vs. numeric (visual) labels  
Verbal label 

“Your likelihood of having a child with Down syndrome is high.  There 
is a small possibility that problem will not be detected by the test. 
Amniocentesis may be recommended in the event of a positive test 

but this procedure carries a high risk of spontaneous abortion.” 

Adapted from Lin/Montori 

Numeric label 
“Of 1000 pregnant women who are 40 yrs old, 10 will have children 

with Down syndrome. Of those 10 who had Down syndrome, 9 would 
test positive and 1 would test negative. Of 990 women whose children 
do not have Down syndrome, 394 would test positive and 596 would 

test negative.” 
 



Verbal vs. numeric (visual) labels  
Visual label 



Helping Patients Understand Risk Information 

Risk of what? Over what time frame? 
How big is the risk? 

Does the risk information apply to you? 
How big is the change in risk? 

Does the change in risk reasonably apply to you? 
     

Gigerenzer, - Reckoning risks 
   Schwartz 2007 
 



• Use frequencies not percentage 
“Out of every 10 pts who take Prozac, 3 experience sexual  problems” 
 

• Use absolute risks 
“Mammography screening reduces the risk of dying from breast 
cancer by about 1 in 1,000: from about 4 in 1,000 to 3 in 1,000.” 
 

• Use balanced framing 
“If we look at 100 women like you who have this surgery, 97 will 
survive and 3 will die” 
 

• Use graphics, pictures to depict risk/benefit information 
“Pts have better comprehension when presentation format requires 
less cognitive burden.” 

Take home message 



Communicating risk to patients 

Employ risk in service of  
good communication and shared action 



The case of osteoporosis 



Debrief 
 
What are some of 
the challenges? 
 
What could have 
been helpful? 
 
(Now you try it)  







Debrief 
what were some of your struggles? 

What would have been helpful? 
 



Opportunities for SDM in practice 

When pros and cons are closely balanced 
When pros>cons only if patients adhere 
When pros and cons are not well known 



What if patients ask? 

(1) What are my options? 
What happens if I do nothing else? 

(2) What are the risks and benefits of each option? 
(3) How likely are these risks and benefits to happen? 

Shepherd HL, et al. Patient Educ Couns (2011), doi:10.1016/j.pec.2011.07.022 



Point of care implementation 

Choice 
talk 

Option 
talk 

Decision 
talk Deliberation 



Depression Medication Choice 
The case of Depression Care 



Depression 

Can be improved by 
Lifestyle changes, self-care practices 

psychotherapy, pharmacotherapy  
 

But of different  
efficacy, safety, cost, burden to the patient 

 









Evidence synthesis 
Observations  

(clinical encounters) 

Designers 
Study team 

Patient advisory groups 
Clinicians 

Stakeholders 

Initial prototype 

Field  
testing 

Modified  
prototype 

Final Decision Aid 
Evaluation 

Approval of 
stakeholders 

Approval of 
stakeholders 

LeBlanc et al. 2013 

Developing decision aids 

Practice-based RCTs 
Real life encounters 







http://shareddecisions.mayoclinic.org 

Associated Resources 

(Free to access/download) 



Additional decision aid examples 



http://statindecisionaid.mayoclinic.org/ 



http://statindecisionaid.mayoclinic.org/ 



http://statindecisionaid.mayoclinic.org/ 



http://statindecisionaid.mayoclinic.org/ 



Mullan et al. 2009 

Diabetes Medication Choice 



http://diabetesdecisionaid.mayoclinic.org/ 



Bold type: Randomized trials 



 
 

“Does it work?” 
 



Objectives 

To determine the ability of a decision aid  
(used by clinicians & patients during encounters)  

to  
translate the best available evidence 

enable shared decision making  
impact patient/clinician/practice outcomes 

 



What we found (Depression) 
Patients & clinicians were  

more comfortable with the decision made (>20% ↑)  
more satisfied with the decision process (30% ↑) 

 
Patients were  

more knowledgeable (14% ↑)  
more involved in the decision making process (50% ↑) 

 
*No difference in adherence to medication or in 

depression outcomes 
 
 



158 clinicians 
Used DMC in encounters  = 81% 

Found easy to very easy to use = 72% 
Fidelity to intended use = 48% 

 

What we found (Depression) 



Additional observations 
Clinician stated more than one option  

       DMC=81% vs. UC=54% 
Clinician noted interactions/health considerations 

DMC=40% vs. UC=8% 
Clinician invited pt to choose issue of greatest salience 

  DMC=63% vs. UC = 0% 
Clinician voiced a preference for treatment 

       DMC=95% vs. UC=92% 
Patient voices a preference for treatment 

        DMC=92% vs. UC=69% 
 
 



They have been helpful within our Decision Support Center; especially when time is 
of the essence because they are so easy to use. They have been great tools to use 

when someone might have a lot of anxiety surrounding looking for 
resources/information from the computer  (Lawrence, Kansas) 

 
I experienced  attending physicians who previously were reluctant to prescribe 

antidepressants, change their behaviors when they have the cards to help guide the 
conversation.  The feedback has been unanimously positive and every provider who 

sees me demo the cards asks me for a set. (NYC) 
 

we are actively using the depression shared decision making cards that you gave us. 
They are wonderful. Our job becomes much easier when the patients feel active 
participants in their treatment. Thank you so much! (Morrisania D&Tcenter, NY) 

 
As the Montefiore Deputy Medical Director for DSRIP in the Hudson Valley, I will be 
responsible for engaging over 200 partners to do the systems redesign work needed 
to improve primary care for hundreds of thousands of medicaid and uninsured lives 
in the Hudson Valley.  I wanted to let you know that I intend for us to disseminate 

the Antidepressant Decision Cards broadly across the NYS health system. 
 
 



Patients involvement 

Usual care            Decision aid 
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Summary of experience 
Age: 20-92  

74-90% clinicians want to tools again 
Adds <3 minutes to consultation 

60% fidelity without training 
20% improvement in patient knowledge 

17% improvement in patient involvement  
Variable effect on clinical outcomes and cost 

 
 



Creating a conversation between patients and clinicians provides a 
way to deal with conflict which is an inevitable part of the healthcare 

delivery system 
 

Gives permission to patients and clinicians to acknowledge factors in 
decision making 

 
Lack of ability to provide a specific answer isn’t viewed negatively 

 
Tools structure the conversation and skill  of both  

the patient and the clinician 
 

Summary of experience 



Process Mapping 

• Map patients’ 
journey from door-in 
to door-out 

• Once mapped, determine: 
• Where and when DAs will be introduced 

• Where will the DAs “live”  
• Who will make sure the DAs are available 

• Who will introduce DAs (example: diabetes 
educators, nurses, physicians) 



SDM Presentations 

• 15, 30, 60 minute presentations 
• Content 

– Overview of shared decision making (SDM) 
and the evidence for SDM 

– Overview of the DAs and their evidence 
– Script provided 

• Audience 
– General 



Training videos for DAs 
• 3 different versions 

– Role playing 
http://www.youtube.com/watch?v=xlmUvAcb-
sM&feature=youtu.be 

– Voice over 
http://www.youtube.com/watch?v=xlmUvAcb-
sM&feature=youtu.be 

– Clinician talking through a DA 
http://www.youtube.com/watch?v=qwyx7yAP5
zA 

http://www.youtube.com/watch?v=xlmUvAcb-sM&feature=youtu.be
http://www.youtube.com/watch?v=xlmUvAcb-sM&feature=youtu.be
http://www.youtube.com/watch?v=xlmUvAcb-sM&feature=youtu.be
http://www.youtube.com/watch?v=xlmUvAcb-sM&feature=youtu.be
http://www.youtube.com/watch?v=qwyx7yAP5zA
http://www.youtube.com/watch?v=qwyx7yAP5zA


EMR Templates 
• Provide electronic links to the online DAs 
• Give providers standardized language about SDM so they can: 

– copy and paste into note  
– include as part of note templates 
 

“I have used a decision aid to share decision making with the 
patient about interventions to reduce the risk of coronary events.  
 
We estimated and discussed the patient's 10-year of coronary 
events 6% and how this risk could be reduced with the use of 
statins and aspirin.  
 
After considering the patient's unique circumstances and the pros 
and cons of the alternatives, we have decided to...” 



Patient Education Materials 

• Educate patients on SDM, so 
they are prepared when the 
providers use SDM during 
the encounter 

• Format 
– Leaflets 
– Posters 



Journal Club “Kit” 
• Includes articles on SDM 
• Study questions and case studies to go 

along with the article  

CASE 1.  

Mrs. Parker is a 58 year-old woman with type 2 
diabetes. She has an LDL cholesterol level of 160 
mg/dL, HDL cholesterol level of 60 mg/dL, and a 
total cholesterol level of 240 mg/dL, which has not 
changed with diet. Her average blood pressure 
readings are 135/80 mmHg, and she does not 
smoke.  She comes to the consultation wondering if 
she should take a statin. 

 



Refresher Course 

• Presentation and talking points 
– Facilitate discussions about how people are 

using the DAs and SDM 
– What is and is not working and how they can 

encourage and support each other 



Take Home Message 

Decision aids for use during clinical encounters 
Design for use (and reuse) in planned visits 

Efficacious, free,  and accessible 
Embed into the workflow of care 

Considers team and setting 
Add SDM to quality-of-care dashboard 

Empower (and train) clinicians and patients 



 

Creating a conversation 
  
 

Evidence synthesis 
Translation of evidence into action 

Patient important research Design of care 
around the needs of the patient 

 
Improve value of healthcare to the patient 

Minimally disruptive medicine 

FIT 

Shared decision making 
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