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What is SDM? 

When you implement SDM 
what are you trying to achieve? 

? 

Presenter
Presentation Notes
One of the biggest avoidable failures is implementing something that is not actually SDM



©2014 MFMER  |  slide-3 

At a minimum, achieving SDM requires: 

1. The presentation of 
reasonable options 

2. The meaningful 
contribution of patients 

CLINICIAN 
WORK 

PATIENT 
WORK 

Creating a space that facilitates this 
work is key to implementing SDM 

Presenter
Presentation Notes
It requires overcoming the social and practical barriers of routine clinical encounters.
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What is a decision aid? 

Can you achieve SDM without 
implementing a decision aid? 

? 
Can you implement a decision 
aid without achieving SDM? 

Presenter
Presentation Notes
What does it do? It simply creates the space. It reduces the work threshold for both parties. Makes it natural, inevitable.
Can you achieve without DA? Yes, but requires attitude (patient-centered), skill (interviewing), and knowledge (options) that is uncommon.
Can you use a DA and not have SDM? Yes. Using a bad decision aid or using a good one incorrectly.
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Consider the clinical management 
of cardiovascular risk… 



©2014 MFMER  |  slide-6 

O’Connor, Curr Diab Reports, 2013 
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O’Connor, Curr Diab Reports, 2013 
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CV Wizard 

• Is this a useful tool? 
 

• Is it a decision aid? 
 

• Does it lead to SDM? 
 

• Why or why not? 

Presenter
Presentation Notes
Is useful. May assist in making clinical decisions. It provides decision support. Does not clearly lead to SDM. Does not present options or give space for hearing patient and incorporating context. Actually has doc and pt on different pages, speaking different languages. 
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The Statin Choice Decision Aid ▶  ️

Presenter
Presentation Notes
This image is a screen shot from a shared decision making tool that helps patients and clinicians have a discussion about whether starting a statin for primary cardiovascular risk prevention is appropriate. As some of you probably know, the guidelines recently changed to promote risk-based recommendations for these drugs, but there is a lot of uncertainty.

In this example, we have a 55 y/o man w/ BP 140, HDL 40, Total 200 and no other risk factors. Risk is 8%. By guidelines alone, he should be treated. How many of you would want to take a pill every day for the next 10 years knowing that there’s a 98% chance you will have the exact same outcome as if you never took a single dose?

Our team was discussing this issue on site at a health system that was preparing to implement this tool across all of primary care; we were in this board room and everyone was excited; and the quality person looked over at me with a sort of exasperated half-smile and said this:





https://www.youtube.com/embed/xlmUvAcb-sM
https://www.youtube.com/embed/xlmUvAcb-sM
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Statin Choice 

• Is this a useful tool? 
 

• Is it a decision aid? 
 

• Does it lead to SDM? 
 

• Why or why not? 



©2014 MFMER  |  slide-11 

The Statin Choice 
Decision Aid 

• Developed through 
user-centered design 
 

• Proven in RCTs to 
make SDM happen 

• Well accepted by 
patients and clinicians 
 

• Can be implemented 
with high fidelity 
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Information-giving, 
decision support 
tools, and even 
decision aids 

≠ SDM 
A useful decision aid makes it easier to do SDM. 

A useful decision aid makes it easier to implement SDM. 

First rule of SDM implementation: use 
a decision aid that is designed and 
proven to achieve SDM 
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decisionaid.ohri.ca/azinvent.php 

In picking your decision aid, look at 
“IPDAS” criteria, primary studies for 

design, delivery method, outcomes!!! 
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1. Making sense; aligning beliefs 
2. Engaging others; enrolling support 
3. Organizing and performing tasks 
4. Modifying, appraising, reflecting 

Patients, clinicians, and decision aids do the 
work of SDM. 
The next level of implementation is up 
to you and your team. 

May CR, Imp Sci, 2009 

The things you do to do THIS work are 
called “implementation strategies.” 
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In picking your implementation 
strategies, consider the 
intervention, as well as the 
culture, priorities, resources, 
and norms of your 
organization. You will want to 
bundle strategies!  

Adapt and tailor 
to context 

Change 
infrastructure Develop 

stakeholder 
interreleationships 

Provide 
interactive 
assistance 

Support 
clinicians 

Train and 
educate 

stakeholders 

Use evaluative 
and iterative 

strategies 

Engage 
consumers 

Utilize financial 
strategies 

Powell, Imp Sci, 2015 



©2014 MFMER  |  slide-16 

The Statin Choice 
Implementation Project 
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Goal: Integrate the Statin Choice Decision Aid 
into the routine clinical practice and workflow 
of all primary care clinicians across a health 
system within 6 months.  

What do you do? 

Presenter
Presentation Notes
Whiteboard, strategies: always start with an assessment/scan
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1. Observations, 
interviews, surveys 

2. Implementation 
team workshop 

3. Normalization 
Process 
Assessment 

Assess, Assess, Assess!!! 
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Normalization Process Assessment 

http://www.normalizationprocess.org/npt-toolkit.aspx
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System 1 
“organic, we’re good” 

• Structure: 86 PCPs spread over rural region; 
isolated 

• Culture: teamwork, patient first, clinician-led 
• Priorities: better integration, world-class care 
• Team: personal familiarity, “friendly,” ex-CEO is 

“physician champion” 
• Perceived strengths: IT powerhouse, cultural 

fit with SDM 
• Perceived barriers: “organic, we’re good; 

process, not so good,” CV wizard in place 
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System 2 
“educate, that’s what we do” 

• Structure: 84 PCP’s across region, integrated 
• Culture: consumer/market-driven; leadership-

directed; hierarchical; tense; proud innovators 
• Priorities: access/market share, innovation, 

patient activation 
• Team: mechanical, business-like, unengaged 
• Perceived strengths: history of implementation 

successes, process in place, resources 
committed, strong IT, learning environment 

• Perceived barriers: poor cultural fit, 
disengaged team, low priority 
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System 3 
“we’re changing to something bigger” 

• Structure: 32 PCPs at single referral site 
• Culture: growing into regional referral center; 

independent; developing identity 
• Priorities: improving patient engagement, 

capacity and access, image 
• Team: engaged physician champion, never 

worked together 
• Perceived strengths: small, intimate 
• Perceived barriers: EMR, independent and 

paternalistic physicians 
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System 1 
(“organic”) 

System 2 
(“educate”) 

System 3 
(“changing”) 

Organizational 
Maturity +++ +++++ + 

Communication 
Capacity ++ ++++ +++++ 

Cultural Fit and 
Compatibility +++ + +++++ 

Team 
Appropriateness ++++ ++++ ++++ 

Leadership 
Commitment ++ +++ ++++ 

Available IT 
Capacity +++++ ++++ + 

Implementation 
Experience ++ +++++ ++ 
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System 1 
“organic, we’re good” 

• IT was strength; achieved 
full integration in Epic, but 
took time 

• Had no process for 
education after go live; no 
communication to outlying 
clinics 

• Team did not meet 
regularly; little front-line 
engagement 

• We wrote letter on behalf of 
physician champion 
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System 2 
“educate, that’s what we do” 

• Reluctant participants at leadership level, but had 
legacy system and process that was very effective. 

• IT integration followed by instructional video, provider 
meetings, “at the elbow support.”  
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System 3 
“we’re changing to something bigger” 

• Highly motivated team; 
prioritized intervention into 
routine well visits. Small size 
made saturation easier. 

• Leadership highly engaged, 
competitive; promoted 
internally through 
communications team.  

• Failure to achieve IT 
integration had opportunity 
costs that might not have 
been acceptable in more 
mature organization. 
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What did we learn?  
• IT integration is technically straightforward, but delays 

with programmer bandwidth, vendors/privacy 

• SDM will never be an organization’s top priority 

• Culture is nice, process and communication is critical 
(especially in large systems) 

• Education is straightforward and required, in-person 
follow-up ideal 

• If you build it, they can come…but they won’t 
necessarily 

• Fidelity appears to be high, but statin choice alone does 
not a culture change make 
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Can this work be done FOR 
health systems?▶  ️

http://shareddecisions.mayoclinic.org/resources/statin-choice-toolkit/
http://shareddecisions.mayoclinic.org/resources/statin-choice-toolkit/
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Questions & Discussion 
 

leppin.aaron@mayo.edu 
ponceponte.oscar@mayo.edu 

montori.victor@mayo.edu 
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Presenter
Presentation Notes

Poll Title: Was the Implementing SDM in Practice Breakout worth your time and money?
https://www.polleverywhere.com/multiple_choice_polls/Vkb5RtJlE4IbHlw
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Presenter
Presentation Notes

Poll Title: In a few words, what was the most valuable thing about the Implementing SDM in Practice Breakout to you?
https://www.polleverywhere.com/free_text_polls/aIFHa5Bn3xT7vZn


	Implementing Shared Decision Making in Practice�Strategies and Pitfalls
	Slide Number 2
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	CV Wizard
	The Statin Choice Decision Aid ▶️
	Statin Choice
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Assess, Assess, Assess!!!
	Slide Number 19
	System 1�“organic, we’re good”
	System 2�“educate, that’s what we do”
	System 3�“we’re changing to something bigger”
	Slide Number 23
	System 1�“organic, we’re good”
	System 2�“educate, that’s what we do”
	System 3�“we’re changing to something bigger”
	Slide Number 27
	What did we learn?	
	Slide Number 29
	Questions & Discussion��leppin.aaron@mayo.edu�ponceponte.oscar@mayo.edu�montori.victor@mayo.edu
	Slide Number 31
	Slide Number 32

