SHARED DECISION MAKING IN
MODALITY SELECTION: BARRIERS
AND REALITIES



OUTLINE

WHAT IS SHARED DECISION MAKING?
HOW DOES SHARED DECISION MAKING IMPACT HEALTH OUTCOMES AND EXPERIENCE?
HOW DO WE SUPPORT SHARED DECISION MAKING IN ONTARIO?

WHAT MIGHT SHARED DECISION MAKING DO TO/FOR PD UTILIZATION2 (WHAT MIGHT
REMOVING DECISION MAKING DO TO/FOR PD?)

WHY ISN'T SHARED DECISION MAKING MORE MAINSTREAM?
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> WHAT IS SHARED DECISION MAKING (SDM)2

* >160 CONCEPTUAL DEFINITIONS

* MAIN, COMMON ELEMENTS
* DEFINE/EXPLAIN THE PROBLEM
* PRESENT THE AVAILABLE OPTIONS
* DISCUSS PROS/CONS OF OPTIONS
e ELICIT PATIENT PREFERENCES AND VALUES
» DISCUSS PATIENT ABILITIES /SELF-EFFICACY
* HEALTH CARE PROVIDER KNOWLEDGE / RECOMMENDATIONS
¢ CHECK UNDERSTANDING
* MAKE AN EXPLICIT DECISION
* FOLLOW-UP ON DECISION

Makoul and Clayman. Patient Ed and Counseling. 2006. N7
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> WHAT IS SHARED DECISION MAKING (SDM)2

* AN APPROACH WHERE CLINICIANS AND PATIENTS|SHARE THE BEST AVAILABLE EVIDENCE

FACED WITH THE TASK OF MAKING DECISIONS, AND WHERE PATIENT
CONSIDER OPTIONS, TO ACHIEVE INFORMED PREFERENCES

Acknowledge Uncertainty

S ARE

SUPPORTED |

WHEN

Not present choices with context

Elwyn et al. BMJ. 2010.



2 WHAT IS SHARED DECISION MAKING

INFORMED MEDICAL

PATERNALISTIC MODEL SDM MODEL
HCP SHARES (SELECTED) HCP SHARES INFORMATION ON ALL HCP SHARES INFORMATION ON ALL
INFORMATION POSSIBILITIES AND MAKES POSSIBILITIES BUT MAKES NO
RECOMMENDATIONS RECOMMENDATIONS

HCP CHOOSES TREATMENT
PATIENT DISCUSSES VALUES AND PATIENT MAKES DECISION ON OWN
PREFERENCES FOR TREATMENTS

PATIENT ROLE IS PASSIVE
INFORMATION FLOW: HCP =
INFORMATION FLOW BIDIRECTIONAL PATIENT

INFORMATION FLOW: HCP -
PATIENT
CLINICIAN AND PHYSICIAN JOINTLY PATIENT MAKES DECISION
MAKE DECISION

HCP MAKES DECISION

v = _ 9

Joosten et al. Psychotherapy & Psychosomatics. 2008. NS
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Indirect path
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Communication function
Shared decision making
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[Affective-oognitive

outcomes
» Understanding
» Satisfaction

* Trust
\
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Behavioral outcomes
* Adherence

*» Treatment decision
+ Health behaviors
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(Health outcomes

« Symptom reduction
» Quality of life
« Physiological measures




EFFECT OF SDM
SUPPORT ON
DOMAINS OF

DECISION MAKING

Durand et al. PLOS ONE. 2014.
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%
Author Date SMD (95% CI) Weight
Knowledge !
Drake et al. 2010 : ——a—— 1.89(1.36,2.42) 529
Smith et al. 2010 : 0.82 (0.64, 1.01) 7.94
Wray et al. 2011 - 0.28 (0.08,0.49) 7.82
Subtotal (I-squared = 94.5%, p = 0.000) O 0.94 (0.30, 1.58) 21.06
Participation .
Cooper et al. 2011 —— 0.25 (-0.09, 0.59) 6.83
Volk et al. 2008 i [T 0.29 (-0.13,0.72) 6.15
Subtotal (I-squared = 0.0%, p = 0.881) O 0.27 (0.00, 0.53) 12.97
Decisional Conflict :
Drake et al. 2010 —— 0.37 (0.14,0.61) 7.65
Jibaja Weis et al. (a) 2006 : 0.89 (0.59, 1.20) 7.14
Jibaja Weis et al. (b) 2006 —— 0.79 (0.51,1.08) 7.25
Smith et al. 2010 - 0.00 (-0.18, 0.18) 7.98
Volandes et al. 2010 —— 0.91 (0.51,1.30) 6.41
Volk et al. 2008 —— 0.44 (0.01,0.88) 6.06
Subtotal (I-squared = 88.3%, p = 0.000) B 0.56 (0.22,0.89) 42.50
Decision Self-Efficacy :
Drake et al. 2010 e 0.38 (0.14,0.61) 7.64
Smith et al. 2010 T | 0.11 (-0.08, 0.29) 7.98
Wray et al. 201 b i 0.24 (0.04,0.44) 785
Subtotal (l-squared = 39.3%, p = 0.192) < 0.23 (0.08,0.38) 23.47

1

1
NOTE: Weights are from random effects analysis !
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| / Affective-Cognitive Behavioral Health
\ SDM Measurement Perspective n % n % n %
Patient reported Positive® 25 66%  Positive 11 55% Positive 5 29%
el NS? 10 26% NS 9 45% NS 12 71%
Negative® 3 8% Negative 0 0% Negative 0 0%
Total measured 38 Total measured 20 Total measured 17
Clinician reported Positive 0 0% Positive 0 0% Positive 0 0%
NS 1 100% NS 4 100% NS 3 100%
Negative 0 0% Negative 0 0% Negative 0 0%
Total measured 1 Total measured 4 Total measured 3
Observer rated Positive 2 18% Positive 1 33% Positive 0o —
NS 9 82% NS 2 67% NS 0 —
Negative 0 0% Negative 0 0% Negative 0 — 9
Total measured 11 Total measured 3 Total measured 0
Total Positive 27 54%  Positive 10 37%  Positive 5 25%
NS 20 40% NS 17 63% NS 15 75% /’
Negative 3 6% Negative 0 0% Negative 0 0% ‘

2
o

Total measured 50 Total measured 27 Total measured




O WHY NOT ENGAGE IN SDM¢

* TIME
* UNCLEAR HOW MUCH/WHETHER MORE TIME REQUIRED TO ENGAGE IN SDM OVERALL

* PATIENT CHARACTERISTICS (HCP BIAS)
* HCP FREQUENTLY DECIDE WHO CAN AND SHOULD BE ENGAGED IN DECISION MAKING
* MOST EVIDENCE SUGGESTS WE ARE NOT GOOD AT PREDICTING WHO CAN ENGAGE

* FEW TESTED CLINICAL SITUATIONS
* LACK OF AIDS FOR SPECIFIC SITUATIONS
* LACK OF COMPELLING EVIDENCE FOR BENEFIT

Legare and Witteman. Health Affairs. 201 3. N7/
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- WHY NOT ENGAGE IN SDM¢

* SYSTEMATIC REVIEW OF 54 PROGRAMS TO TRAIN SDM
* METHODS OF TRAINING VARY WIDELY

* LITTLE EVIDENCE THAT ANY PARTICULAR METHOD EFFECTIVE

Being skilled at engaging patients in SDM is not
as simple as reading a pamphlet!

Legare et al. Patient Education and Counseling. 201 2.




Challenges for SDM in Modality Selection

Thematic analysis of 18 studies including 462 patients.

Living in limbo Being a burden  ~«—» Family influences Maintaining status quo
Confronting mortality Weighing alternatives
Choosing life or death Maintaining lifestyle

Factors influencing decision making about treatment for chronic kidney disease

Medical decisions Peerinfluence
Lack of choice Gaining knowledge of options
Constraints on resources Lack of information = » Timing of information

R L Morton et al. BMJ 2010;340:bmj.c112

o () thebmj

©2010 by British Medical Journal Publishing Group v



O CHALLENGES FOR SDM IN MODALITY SELECTION

* TOUGH CONVERSATIONS
* CONFRONTING MORTALITY
* LOTS OF RELEVANT FACTORS
* NOT EVERYONE TRAINED
* TIME AND SEVERITY OF ILLNESSES A BARRIER TO HAVING BI-DIRECTIONAL KNOWLEDGE EXCHANGE

* DIFFICULT TO PROVIDE ACCURATE INFORMATION
* RISKS AND BENEFITS OF MODALITIES UNCERTAIN (INCLUDING CONSERVATIVE CARE)



2 SDM AND PD

SURVEY TO ASSESS BARRIERS TO NON-IN-CENTRE MODALITIES

428 RESPONDENTS IN THE US

66% DID NOT KNOW PD WAS AN OPTION

PREDICTORS OF CHOOSING PD
* TIME SPENT ON EDUCATION
* BEING TOLD PD WAS AN OPTION!

Mehrotra et al. KI. 2005.



2 EDUCATION

e 70 PATIENTS

* RANDOMIZED TO EDUCATION VS. INTENSIVE EDUCATION INCLUDING SMALL GROUP
* 1.6 FOLD MORE LIKELY TO INTEND HOME THERAPY (P=0.015)

Manns et al. Kl. 2005. " )\ /
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WHAT MIGHT SDM DO TO PD USE?
L °
* OF 299 CKD PATIENTS 59% CHOSE HOME CARE MODALITY AFTER EDUCATION
Actual modality % who initiated intended modality
PD HHD _HD Total
- 4
Intended modality PD 91 <— - 61 154 59.1
&)
HHD 0 | 21 42.9
HD 3 2 84 89 94 .4
Undecided 1 0 15
Conservative 0 1 19 20
Total 95 14 190 299

Keating et al. BMC Neph. 2014. NS ot /
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SDM FOR MODALITY CHOICE IN 0 e g W

§ SHERPAOM SHERPA Desisiva i .
Decizion Aid Version 1.0
When you need to think about dialyziz optionz, you receive your dialyziz sl home or in a facility?
Thiz ic a decizion aid fo help you think sbout your optiong.
Thiz decision aid iz for you if:
* You are living with end-ciage kidney diceace
* You would ke to plan which dialycic Frestment opbon ic best for you
* DEVELOPMENT OF SDM SUPPORT MATERIAL * You want o chr ou s wih i
Dialyziz at home Diialyziz in 3 facility
What are the types of
dialyziz treatments? :
* PATIENT DECISION AID AND TREATMENT OPTIONS GRID Pestoeal dsiys Euery ight whle you e 3.- 4 tmes
per day (30 menutee 2ach time)
Home hemodialysiz Every night while you clesp (5 - B nightz a
week), or 3 houre & day 6 days 8 wesk
Facility hemodialyzis 4 houre, 3 timee 2 week (moming|
2 afternoon or evening depending
on what ic avadsble) plug travel
and wating bme
COMMON QUESTION S AND ANSWERS
Tommon [ Pectonsal Gialysa Temoaialysi . .
queations u;rnzamy N ‘Diatysis with bags 3t home ;i;_mlysiswnum:mmarm Who would be involved in my care?
? @ (SSUNLE 3F S SR, Hozpital Health Gare Professionals:
5 @ Nephrologicte During clinic vicdic. Dunng disfyzic trestment ac
B L LT T E R | r= F L ETE ey Achie e jo7 Do ST W o S S g W Nurees D‘"“ﬁ:'f jromse/viela aad meeded (for o professionsle).
Testment wort? deceased o 3 INng donor & surgically | Mwough & tube This can be done 3-8 | 3weekin your home: This can be Qilysts or 3 ransplant. The goal is 0 telep! cupport
ianted Mo vely. A vy smes Qon2 o\ he day or at might while ool r Sympio a0 Cant e y’ 1
Sosapmmmoaine | s Yo ie kvt Yoswouki o8 Social Woskes Dusing clinic vielle when needed
0ona 3 0oney 1D you The transplant Kept comforiadie with minimal Dietitian Durning clinic vicdte when needed
WOrkup for you ang your Sonar nterventons 3t home of in a faciity
ﬁ:mﬁ'ﬂ&‘ll‘:fm Community Care Access Cenlfre: Nursing support for Pertoneal Az eligble
#0m 3 Iuing 90n0r Can be dore bekve Spaces and your dialysis neads CCAC Disdyzic i your home. if required
you neea cialysis (Ontario recidentz only).
| VPt Wil NappEn 10 | Your bOney funchon il D2 1egained | YOur aney TUncicn Wil CONBNUE 10 | Your eneys Wil everualy siop Your Goneys vl Sp VOur GGNEy FUNCIOn Wil OSHEnorate Where elee could | get help?
my kianeys? and you wil pass unne 3s nomal. ‘Show down Dt wil remain funclioning | working and you Wil stop passng working and you wil stop passing a3l 2 .
for same tme. Youmay pass urine for | rine e * The Kidney Foundstion (hitp./www ladney.ca/)
apen .  Dntaric Renal Network (for Ontano patientz) (hitp.//www renalnetwork on.ca)
[ Fowwil| feel? | ARer recovery from e oparsbon, | TNIS IS 3 QENTe DEatment sNamOst | A0St pecpie feel very wel i s | W iop 5™ > o ' D
R | o e e e el e e e Y T [ iy e B ¥ * Non-proft groupe. private companiee. cenvice clube, charitable and volunteer organizstions. friende, relstives o™
Care 12am wil trest Tese sympioms m
3 NN 8 OO How can | find out more sbout the cervices avadable in my community?
[WitTrescan You Wil need an operason You Wil eed 10 Niave 3 03y SURGETY 0 | You Wil need 3 day surgery D havea | YouwNnead adaysumerylnavea | Noopersson reecea | * Your Nephrology health care team and family doctor
operation? Y3nspient Te donated kaney. Typical mammmw ™s #5103 creaied in your M. ThS Shoue mamghyurm m‘s_ym i 2
nospital stay 50 7 63ys shouid be done wel in avance of D2 0one Wk in 3dvance oFnesdng | e Gone wellin advance of neading * For Ontario pabentz: Community Care Acoece Cendre (CCAC st www.ccac-ont ca)
s ?;’:; Nf:“,‘;:;:’,‘: ?ﬁ;xwﬂ e _-,:‘m’ '“:’m! = * If you do not live in Ontario the Nephrology team will work with you to identify recourcec
Dicod vessel m your chest. er chest and then have a3 fistia NZP 33 Bag (D1 2004) 4
created e,
2 - — - /

\_ ) et o) /




SDM IN ONTARIO

* 15 PROGRAMS PARTICIPATED IN TRAINING TO USE SDM AID

* WAY IN WHICH AID USED LEFT UP TO PROGRAM
* ALL PATIENTS
* PATIENTS EXPERIENCING DIFFICULTY WITH CHOICE
* PATIENTS REQUIRING “REFRESHER”



SDM IN ONTARIO

* PATIENT EXPERIENCE WITH SDM EVALUATED
* SDM-9 SURVEY
* 1,140 RESPONDENTS
* 80% STRONGLY AGREE OR COMPLETELY AGREE THEY WERE INFORMED OF TREATMENT OPTIONS

* 55% STRONGLY AGREE OR COMPLETELY AGREE THEY SELECTED A TREATMENT OPTION TOGETHER
* PROGRAMS VARIED BROADLY

* ALLOWS FOR ONGOING QUALITY IMPROVEMENT



CONCLUSIONS

SHARED DECISION MAKING IMPROVES PATIENT EXPERIENCE AND IS LIKELY TO IMPROVE
HEALTH OUTCOMES THROUGH A VARIETY OF MECHANISMS

EDUCATION HELPS PROMOTE PD BUT IT ISN'T ENOUGH BY ITSELF

TRAINING HEALTH CARE PROVIDERS IN SDM AND DECISION AIDS ARE LIKELY TO IMPROVE
SHARED DECISION MAKING

SHARED DECISION MAKING MAY IMPROVE (APPROPRIATE) PD SELECTION AND ADHERENCE

EVALUATING SHARED DECISION MAKING LIKELY NECESSARY TO CONTINUALLY IMPROVE

v Y - 9



