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Tiffany Nelson is a Seattle health care administrator who tells the story of two friends with bad 
knees who moved to Australia.  Both visited Australian orthopedists, and both were unhappy with what 
they heard.  For the one who already had knee replacement surgery, “the doctor said a 53-year-old knee 
was never going to be a 23-year-old knee,” according to Nelson, and since she didn’t have resting knee 
pain, he probably wouldn’t have replaced her knee to begin with. The other was told nothing effective 
could be done for her until she lost weight. 

 Evidently Nelson’s friends expected her sympathy, but Nelson was on the doctors’ side.  Working 
in the field of Shared Decision Making for the Group Health Cooperative in Seattle, she knows that a key 
aspect of the process is setting appropriate expectations for patients, whereas in American medicine, the 
tendency, as summarized by one Group Health colleague, “is that we have to do things and fix things.”   
Nelson’s friends “both wanted something done,” she says; there was nothing mutual or collaborative in 
their thinking about making a good decision with their doctor.  Physicians themselves are often like this, 
of course—nothing mutual or collaborative in their thinking, either, or in their authoritarian (though often 
subtle) imposition of medical opinion over patient preferences.  Shared Decision Making is the respectful 
middle ground, predicated on genuine conversation or exchange, where no one party (provider or patient) 
dominates or ignores the other; and it happens to be the program that Nelson administers for Group 
Health, a 630,000-enrollee insurance plan and integrated delivery service of one thousand primary care 
and specialty doctors based in Seattle, with members all over Washington State. 

 The path to this middle ground of better conversations and better decisions?  The patient 
“decision aid,” otherwise known as “the video”.1  An hour long at most, it describes the options, usually 
including surgery, that the patient faces for a specific condition, and communicates relevant medical or 
scientific facts for the risks and advantages each option entails.  Were Nelson’s Australian friends to see a 
decision aid on knee replacement, for instance, they would have learned about the particular risks, both 
for the operation and for recovery, for overweight patients, and be prompted into careful thinking about 
their preferences.  For some patients, it might be to ride bikes or ski or climb mountains as they used to—
Nelson’s friend is a biker.  For another, it might be the ability to get on the floor to play with her 
grandchildren.  Their preferences, being different, might lead to different choices about pursuing surgery, 
or not. 

 Since at least 1989, when a small study conducted in Colorado and at Group Heath’s Tacoma 
clinic showed a drop in surgery rates when patients were shown an unbiased urology decision aid, 
researchers have tried to understand the links between Shared Decision Making, decision aids, surgery 
rates, and—inevitably—medical costs.  Now, the most powerful evidence has come, again from Group 
Health, from a much larger study conducted by the Group Health Research Institute (GHRI).  In the 
September 2012 issue of Health Affairs, eight Group Health clinicians and researchers, with Dr. David 
Arterburn as lead author, published the results of 9,515 hip or knee replacement patients, comparing their 
six-month outcomes during two periods—before decision aids were distributed to suitable patients, and 
after using decision aids (produced by the Informed Medical Decisions Foundation, or IMDF).  In knees, 
the surgery rate dropped 38 percent.  For hips, it was 26 percent.  The costs had declined too, in a range of 

                                                           
1 While patient decision aids are most commonly video together with booklet, they can be delivered via 

media other than video (e.g. print, CD-Rom, the Web) and are technically defined as “informational documents 
designed to help patients make decisions about treatment options.” See O’Connor AM et. al., “Toward the ‘Tipping 
Point’: Decision Aids and Informed Patient Choice,” Health Affairs 26, no. 3 (2007); 716-725.   
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12 to 21 percent.  No one had previously demonstrated to such an extent that using decision aids “in 
routine practice”, Arterburn said in a press release, could affect care and costs.2  And no one had studied 
decision aids for hips and knees, reflecting a condition, osteoarthritis, afflicting 27 million Americans.  
(Nine hundred thousand replacement surgeries are done each year, costing $15.6 billion.)  In that same 
release, one of the Group Health co-authors, orthopedist Dr. Charles Jung, was quoted talking not about 
procedures but the “many nonsurgical actions” that could help patients with their arthritis: e.g. physical 
therapy, low-impact sports like swimming and biking, and ibuprofen.  “People often have wishful 
thinking about what joint replacement can do for them,” he said, “like our patient who thought he’d be his 
club’s singles-tennis champ again.”   

It was almost as if Jung were talking to his colleague Nelson’s Australian friends.  The larger 
message, to the U.S. medical establishment, was about patient preferences, and an implicit redefinition of 
what, in health care economics, might be the true nature of patient “demand.” 

     * 

As its size, based on membership and staff numbers (not to mention the fact that it has its own 
research institute, GHRI, from which five of the co-authors including Arterburn are drawn), suggests, the 
organization that produced this study is complex.  It employs many specialists, but apart from some 
surgical services offered at its large Capitol Hill clinic in Seattle, Group Health owns no hospitals for 
them to do operations, and contracts with partner hospitals for beds as it needs them.  It has six 
multispecialty sites, to go with 24 primary care clinics, all of which (except for four primary care clinics 
in Spokane) are located in the major population centers of Western Washington, although it has 200,000 
members in other parts of the state (see Appendix One). 

Any strategy for the organization’s embrace requires a sophisticated and wellthought-out method 
for implementation, and Shared Decision Making is one such strategy, continually rolling out since 
January 2009 and many years into the future as it heads “upstream,” using the Group Health vernacular, 
from specialty to primary care, where “downstream” would be the (or any) hospital, academic center, or 
specialty clinic, and “upstream” the primary care office.  Upstream or downstream: It’s a nice image for 
the Pacific Northwest, evoking salmon swimming with (or against) cold water currents, but also vividly 
suggestive of the kinds of problems that arise, in health care, when something isn’t addressed as early as 
possible (i.e., upstream, in primary care) and thus becomes more complicated and expensive 
(downstream, in the hospital), where risks for patients are often that much greater.  As evidence of how 
seriously Nelson’s employer takes Shared Decision Making:  Group Health considers it a medical 
“defect” if its patients undergo certain surgical procedures without having seen the decision aid pertaining 
to their condition (there are twelve, within six service lines [see Appendix Two]), and had the chance to 
discuss the information and their concerns with their physician.   

MORE QUALITY CONVERSATIONS 

Patient Decision Aids, or PDAs—the videos and supporting materials for preference-sensitive 
conditions like benign prostatic hyperplasia (BPH), hysterectomy, hip or knee replacement—are the key 
to successful implementation of the idea that is Shared Decision Making (SDM).  Many people in 
medicine don’t know the term “SDM,” or think it’s something they do anyway, and have done all their 

                                                           
2 See Group Health 9/4/2012 press release: http://www.grouphealthresearch.org/news-and-

events/newsrel/2012/120904.html 

http://www.grouphealthresearch.org/news-and-events/newsrel/2012/120904.html
http://www.grouphealthresearch.org/news-and-events/newsrel/2012/120904.html
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careers: which is talk to their patients about a course of treatment, then implement it.  But that ignores the 
overwhelming fact of unwarranted variation in clinical practice: the striking difference in physicians’ 
opinions on the need for elective procedures such as knee replacement or back surgery that can’t be 
explained by illness severity but results in large differences in surgery rates from one community to 
another.  It also ignores the large number of clinical trials showing that SDM, coupled with use of PDAs, 
can remedy the huge imbalance of information between providers and patients, offering a counter to the 
subtle pressures within the physician’s office that can lead to decisions in ways that patients don’t entirely 
understand or are comfortable with, so that it’s quite possible, and does indeed happen, that a breast 
cancer patient, knowing the medical outcomes are about the same, who thinks she wants a mastectomy 
ends up with a lumpectomy—and often a lasting regret and damaged relationship with her doctor, among 
other consequences.3 

Behind all the powerful evidence for SDM’s capacity for reducing unwarranted variation lies a 
critique of the contemporary practice of medicine, and a daunting conclusion. Cultural change, among 
physicians, will be necessary to replace traditional medical decision-making, by doctors, with shared 
decision-making, by doctor and patient.  As yet, Group Health is the only health care organization in the 
country that has committed itself to bringing SDM to scale throughout an entire system.  All patients 
facing a decision for preference-sensitive care should have the opportunity to watch an unbiased, up-to-
date decision aid on their condition, at home and with family, and come to the doctor’s office better 
prepared for a better-quality conversation.   

With relentless financial and time pressures squeezing more patients into a doctor’s day, the 
quality of conversations is among what suffers most in American medicine, and Group Health’s 
endeavors in “patient-centered medicine” center on systematizing and improving these conversations.  No 
other medical organization in the country—“in the universe,” says a senior physician—has distributed as 
many DAs: over 28,000 as of May 2012 (see Appendix Three).  And now the Group Health paper, from 
the September 2012 issue of Health Affairs, analyzing data from the first 18 months of implementation, 
points to the savings in just two of the 12 SDM procedures.  But Group Health leaders acknowledge that 
they are closer to the start of their process than the end, or even the middle, and that what seems easy – 
sending videos to patients resulting in better conversations, and thus decisions, with doctors—is in fact 
complicated and often fraught.  Did the patient get the video, whether online through 
MyGroupHealth.com (does he have Internet access and has he enrolled in the service) or via DVD in the 
mail; did he watch it (see Appendix Four)?  Did he understand it—perhaps English isn’t his native 
language—does he have questions, not just on the medical facts but about his options and the varying 
risks?  Is it in the electronic medical record that the video went out? Does the primary care doctor, or the 
specialist, or do their staffs, know that he’s seen it?  When, in the process, should the patient see it—are 
there times when, actually, it would be injurious or misleading to see it?  How do you measure 
outcomes—not just distribution of videos, but medical results, like surgery rates and the quality of patient 
decision-making?   What are the costs—does it take more of the doctor’s expensive time to do SDM, and 
if, as invariably happens, certain rates of preference-sensitive surgical procedures drop, does the lost 
revenue matter? 

                                                           
3 The [five-year] mortality rate for women who choose lumpectomy or mastectomy is roughly equal.  But 

lumpectomy is usually followed by radiation treatment and carries a higher rate of recurrence.  Mastectomy is more 
disfiguring, and is usually followed by reconstructive surgery: all factors that play into the “preference-sensitive” 
decision that a breast cancer patient is typically faced with.   
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For Group Health, “decision quality” is still the great unknown, or, at least, the great 
unquantified, and the focus of much current thinking regarding new measurements and implementation 
strategies.  But from the long list of questions above, the answer to the last two items, on costs and 
revenue, is emphatically No.  Its physicians are salaried, which means, says urologist Dr. Marc Lowe, 
“We don’t have to do surgery to get paid,” or what a senior official calls “stuff done to another human 
being.”  Because Group Health is also a payment plan, keeping patients out of hospitals and avoiding 
unnecessary or unwanted operations is a structural plus.  And those are the mercenary or venal arguments.  
But Group Health, which began as—and remains—a cooperative, founded by progressives soon after 
World War II ended and still governed (not owned) by its voting membership, has a philosophical or 
cultural position on the subject, explained by Dr. Matt Handley, an architect of SDM at Group Health, as 
“groupness”:   

Doctors here think they’re part of something bigger than themselves.  We’re not a bunch of 
individuals making it up each time we walk in the exam room.  All the time we’re reflecting on 
what our group can do, on our capacity for change… it’s not just a place to go and do your 
thing.4 

When the medical leadership, which includes a board of physician-directors, decides SDM is the right 
thing to do for the patient, its physicians are meant to see the picture in bigger terms than just their own 
revenues.5     

 A practicing family doctor who is associate medical director for quality and informatics, Handley 
has been at the center of both the MyGroupHealth portal, which a remarkable 70% of the enrollees have 
signed on to and regularly use for complete access to their medical records, prescriptions, and secure 
messaging services to their doctors6, and SDM, especially when it turned from an intellectual concept or 
policy proposal to actual operations.  Interviews with more than a dozen clinical leaders at Group Health 
produce a more-or-less agreed on chronology regarding SDM development within the organization.  
Together with Kaiser Permanente in Denver, Group Health was an early pioneer, testing a urology 
decision aid developed at Dartmouth to help patients with enlarged prostates choose their treatment at its 
Tacoma clinic.  A 1995 research paper tied the use of the decision aid (an interactive video laser disk) to a 
40% decline in surgery rates in these two health plans; and a follow-up paper reported on patient decision 
quality, showing that a well-informed patient actively chose treatment that fit his individual preferences.7   

A TURNING POINT IN 2007 

  Then came a dormant period, at Kaiser in Denver and also at Group Health where urologists went 
back to old ways, until around 2005 or 2006, by which time Karen Merrikin, as executive director for 

                                                           
4 This and all other physician remarks in the case study are from TDC interviews in Seattle, Aug 6-8, 2012.  
5 Refers to the board of directors for the Group Health physicians’ organization, Permanente, lead by Dr. 

Michael Soman. Group Health Cooperative, the parent organization lead by CEO Scott Armstrong, has its own 
board elected by the membership.   

6 Group Health doctors are expected to respond to patient emails and phone calls, which has become a 
factor in the process or timing of when to distribute a PDA.  Having had a first appointment with a specialist, then 
viewing the PDA, a patient can follow up with the physician via the “virtual consult” enabled by MyGroupHealth.  
(Even in primary care, Handley estimates that 75-80% of his “touches” are virtual, through computer or phone.)   

7 The two papers (“The Effect of a Shared Decisionmaking Program on Rates of Surgery for BPH,” 
Wagner EH et. al., and “Patient Reactions to a Program Designed to Facilitate Patient Participation in Treatment 
Decisions for BPH,” Barry MJ et. al.) appeared in the same issue of Medical Care (vol. 33, no. 8; Aug 1995), pp. 
765-770 and pp. 771-782, respectively.   
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public policy, had become interested in practice variation in Washington State and, by extension, 
interested in the Dartmouth Atlas, whose graphs on regional variation in surgical rates she recalls sharing 
with colleagues around headquarters and saying, “Look at this; why is this?”  A top medical official, Dr. 
Michael Soman, now president of the physicians’ organization and chief medical executive for the group 
practice, was similarly impressed.  This lent itself to an investigation of variation within Group Health, a 
first look at the rate of certain procedures at clinics in Seattle or the Puget Sound area, where most of 
Group Health’s doctors and patients live, but also in other cities and regions throughout the state.  Why 
did people in Tacoma have twice the chance of getting their knee replaced as people in Seattle?  Also at 
this time, a Cincinnati physician-researcher, David Arterburn, an editor of bariatric surgery aids for the 
Foundation for Informed Medical Decision Making (FIMDM)8, joined the staff of what is now GHRI.   

Which meant that many interested minds were converging within Group Health right about the 
moment when, in 2006, a governor’s blue-ribbon commission on health care access and affordability 
delved into practice variation (warranted and unwarranted), which was followed the next year by the 
passage of a landmark bill in the Washington state legislature that, for the first time in the United States, 
declared a special interest in Shared Decision Making, and raised the possibility of enhanced informed-
consent protection for physicians where SDM was a documented part of the treatment process.   

Merrikin was a key advocate during the bill’s debate and ultimately passage; the new hire 
Arterburn described the thrill of being new at Group Health, indeed new in Washington State, and seeing 
many of his own phrases appear in the bill.  The bill was unfunded—no state money would go to 
implement SDM programs.  And although it created a regional Collaborative which Group Health joined, 
it became clear over the next several years that each of the six medical organizations within the 
Collaborative had different priorities and approaches, with only Group Health committed, Merrikin says, 
to “taking SDM to scale.”   

On Shared Decision-Making, Group Health was largely going to have to go it alone.  One thing 
that made this possible was an already-emerging clinical idea called Content of Care, a response to the 
organization’s interest in its own practice variation.  Two notable projects had already been implemented 
by Nelson in wound care and high-end imaging, both prompted by practice variation concerns.  
According to Dr. Paul Sherman, now medical director of the insurance plan but then matched with Matt 
Handley to lead the nascent initiative, Content of Care was “our name instead of saying unwarranted 
variation.”  For wound care, there was huge variation in practice and outcomes across clinics, despite 
recent work by a colleague showing notable savings when diabetic patients’ wounds were appropriately 
closed.  The new program organized and standardized wound care, with visible outcome metrics, wound 
healing targets and tracking in the electronic medical record.  Similarly in high-end imaging (HEI), where 
Group Health already had some of lowest national rates, there was great variation between and even 
within clinics, Sherman said: 

 We put in an evidence based tool that gave people advice, but they didn't have to seek 
permission.  There wasn't, If you put down C instead of A, you don't get it.  It was just here's the 
evidence and presenting them all with here's your rate, compared to your partners.  And we've 
seen huge decreases in overall ordering.   

                                                           
8 FIMDM, now called the Informed Medical Decisions Foundation or IMDF, is the nonprofit partner of the 

firm, Health Dialog, that produces Group Health’s PDAs. 
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These two endeavors were more focused in primary care—although reduction in primary care imaging 
alone, without knowing the impact on specialty utilization and specialty ordering, could result in mere 
shifting of ordering.  The implications for whatever was worked out in primary care had to be considered 
alongside the possible implications for specialty.  With SDM, Group Health leaders decided on a strategy 
that meant working on specialties first.    

NOT JUST TOOLS, BUT A PROCESS 

 At the risk of stating the obvious: Patient Decision Aids are tools—to better conversations, and so 
to better care.  On their own, without a process, they are almost nothing.  This was Group Health’s 
experience as early as its 1989 experiment with the BPH laser disk—used by the Tacoma urologists but 
not by their more numerous Seattle colleagues, whom Marc Lowe remembers disliking it, and so nothing 
further happened, despite the promising conclusions of the papers it helped produce.  As Matt Handley 
recalls: “This is what happens if you just have a cool tool, with no leadership, no clear messaging, and no 
expectations.  No one ever really helped make the case to the urologists about benefit to their patients.”  
Without strong leadership, the Seattle urologists didn’t feel comfortable using it routinely. 

 More than a decade later, with new impetus toward a clinical practice—SDM—based on a similar 
tool, an implementation plan was needed to transform the PDA from “being an expensive health ed piece 
that is just out there,” says Tiffany Nelson, selected to manage Content of Care.  She added, “We can’t 
just throw videos at people.”  This entailed a joint process—a track for distribution (“the simple 
reliability, easy to measure,” says Handley)—and, more significantly, but hard to measure—a track for 
better conversations between patients and doctors, a process only physicians could lead, according to Dr. 
Marc Mora, head of consultative specialty care: 

You need project management to provide data about performance and around how the tools 
are being utilized, to help the organization understand current processes, where could we 
pull these decision aids in.  But it has to be led by the physician leaders because ultimately 
you’re talking about different conversations going on in the exam room behind the closed 
door.  To get our clinicians not just incorporating the tool into their care processes, but 
actually changing the quality and the types of conversations they’re having, we had to have 
strong clinical leaders in the organization talking about and modeling the use of these tools 
in a different way of providing care.   

The shorthand for “strong clinical leaders” is “champions,” and since the decision had been made 
for a process focused on specialists, from there the champions would come.  They weren’t 
necessarily the service line chiefs.  Within orthopedics, for example, there was some resistance 
from physicians who didn’t appreciate “being told how to practice,” but as Sherman recalls, “We 
got Charlie Jung as our champion who is chief of orthopedics now, but he was the local chief in 
Seattle then.  When we first started getting the reports, we [said] look at all these videos being 
given out.  Then we realized that greater than 90 percent of them were Charlie alone.”    

Once there was a physician-champion on board, within a service line and clearly visible to the 
rest, it was more likely other doctors would join him.  But also it gave cover to the clinical operations 
staff who sent out the DVDs and tracked measurements in Epic, the electronic medical software.  
“Without a champion,” Sherman said, the medical assistants might be “teed up” on their SDM 
assignment, but “they weren’t going to do it if they didn't have support.”  And many of the enthusiastic 
advocates for the PDAs were on the clinical administrative staff, seeing patients every day; and patients 
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were the ones who liked the PDAs most of all.  By September 2010, the implementation team had 
collected 950 patient responses to the decision aids.  96 percent rated them “excellent” to “good” on 
information; 96 percent rated them the same for helping patients in their conversations with providers. A 
year later, with more than double the number of patient responses (over 2000) collected, the figures were 
the same (see Appendix Five). 

“WALKING THE PROCESS” 

 Why specialists, for the focus in SDM, and not primary care?  As Handley remembers it, “for 
every initiative that could have worked in specialty, the answer was, for decades, ‘Well, we can just have 
primary care do that.’  So one of the things that we decided is that for preference-sensitive surgical 
conditions, the most important change is to have different conversations between specialists and their 
patients.  Other groups implementing SDM hired nurses to work with patients because they thought you 
couldn’t engage doctors in these conversations.  We knew that our surgeons were an advantage, not an 
impediment.” 

Handley says Group Health didn’t want to get lost in having the focus be “the technical challenge 
of who distributes the video.”  But he worried that if they focused SDM in primary care, it wouldn’t 
“really come to the attention or ownership” of specialty care.  Primary care wouldn’t be able to buck 
resistance from specialists if SDM began with them, but with systems worked out over time, the endeavor 
could move, in the Group Health parlance, “upstream” to primary care.  First it would be an initiative 
specialists owned.  Launch date was mid-January, 2009.      

 Among specialists, however, there was “consternation,” Handley recalls.  “We had not 
approached our specialty group in that way.”  The difference, he and others agree without putting it 
quite this way, was a leader among the assorted SDM specialty champions, in the figure of Dr. 
Marc Mora, a hospitalist who took over specialty care in 2008.  There was already an 
implementation team, led by Handley and Sherman, with research and evaluation support from 
David Arterburn’s group at GHRI, sponsored by Group Health’s top medical executive, Michael 
Soman.  There was a new hire, Tiffany Nelson, with a graduate degree in public administration and 
widely appreciated skills in pulling all the pieces of a project together, to take day-to-day 
responsibility for Content of Care including SDM; and she was partnered with a Scottish diabetes 
expert, Dr. Dave McCulloch, who within Handley’s “quality” unit took over a field called clinical 
improvement and practice.  Together the two formed a traveling act to the various specialties to 
review their practice variation and figure out clinical approaches to SDM strategies.  McCulloch 
“would probe more clinically,” Nelson says, “and I would ask, what do you need to make this work 
for your team?”  But none of that would count for much without a strong figure directing the 
specialty chiefs, who by all accounts was Mora (see Appendix Six). 

 Nelson and McCulloch could, and did, visit the specialty teams with their practice variation data, 
working alongside project managers and the chiefs to understand the clinical process and work flow.  
(The initial investment in working locally with the teams helped create “ownership” and a foundation to 
build from.)  With Soman’s backing Handley could, and did, create an unprecedented training session 
purely on SDM for all Group Health specialists, held four times over two days in May 2011 to guarantee 
perfect attendance.  Sherman could, and did, wade into frequent “hand-to hand” combat, as he describes 
it, with individuals or small groups of physician-skeptics that didn’t see the point of the new endeavor: 
the doctors who denied there was variation in their fields, or if there was, said it wasn’t at their clinics or 
among their patients, or if it was, argued that those particular patients were an exceptional case, and 
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besides, even if they weren’t exceptional cases, they, the surgeons, didn’t do unnecessary procedures 
themselves.  But it was Mora all the while underlining the institutional commitment to SDM and 
educating his colleagues on “this concept of variation of clinical practice,” which he calls “one of the 
most important things that we or I can do” as a leader.  This meant being a calm figure in the occasional 
storm, or as Mora describes it,  

Clinicians want to do well.  When you give them information that shows their outcomes are 
different, or that there’s variation across the service line, there’s a naturally emotional response 
to that.  We try to acknowledge that emotional response, we try to understand it, work through 
it; we still need to work through the variation.   

In practical terms, it was Mora and his associate medical director Dr. Chris Cable, who would patiently 
and deliberately “walk the process,” as Mora calls it, visiting specialists in their clinics and observing 
their workflow.  Nelson would provide patient-level data for chart reviews whenever the “defect” rate, 
concerning decision aids, was inexplicably high.  Administratively, a zero-to-20 percent defect rate was to 
be considered in the normal or expected range.  Anything higher needed to be worked on.  At one point, 
there was an issue in women’s health concerning the defect rate for hysterectomies.  As Mora recalls his 
conversation with the section chief, Dr. Jane Dimer: 

I kept saying Jane, you’re at 70 percent.  I need to see this get better, let’s walk the process 
together.  I said I don’t understand it.  It seems like we’re doing it, and then we’d pull the 20 
charts that said [the patient] had the diagnosis and didn’t get the decision aid and in fact about 
half of those were not appropriate for the decision aid. They had cancer, they had some 
exclusion criteria; so we had a denominator problem. 

Which is how Dimer remembers it, too, giving the instance of chart review for a patient who 
received a hysterectomy but without first watching the video for abnormal uterine bleeding:  

Then you would understand, well, actually, she just had a miscarriage and she had this tumor 
called choriocarcinoma.  It’s super rare, and it totally didn’t fit the prerequisites.  We didn’t 
have the statistical filter for it, so yes it was a defect, but it wasn’t correct to have given the 
video.  In other words, we had to understand the data.  It was more complex than the other 
condition. 

Mora recalls walking the process in neurosurgery, which had a high defect rate for its two SDM-
related procedures, laminectomy and spinal stenosis.  “I went down to neurosurgery and said show 
me how you’re doing this; I looked at the pre-visit process; I looked over the shoulder of the staff 
and said, how does this all work.  You can’t figure this out from the office.”  Neurosurgery appeared 
to have a “very stable process,” and he believed the chiefs when they said they “liked these tools, 
believed in these tools,” meaning the decision aids, and yet there was a 90 percent defect rate.  It 
turned out the data, from claims, was three months old.  There had also been inconsistency in 
standardizing the patient-visit trajectory (called “Pre/During/Post” in all service lines) and the 
renewed focus on application hadn’t quite shown up in the defect rate (see Appendix Seven). 

 In two other specialties, cardiology and urology, the process was similar, but took different 
paths. 
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A TALE OF TWO SPECIALTIES: UROLOGY and CARDIOLOGY 

Similar to the first time years before with the laser disk, urology was a source of physician 
resistance to patient decision aids.  Again, as with Charlie Jung in orthopedics, the “classic 
physician leadership model of pace-setter” made the difference, Paul Sherman recalls:  in this case, 
the section chief, Dr. Marc Lowe, accounting for about 90% of initial PDA distribution.9  But 
Lowe doesn’t put himself forward as much of an SDM champion.  He often says he doesn’t fully 
agree with the PDA’s contents—indeed, he insisted that this caveat be stated in the accompanying 
letter to patients.  For him the PDA is useful, time-saving “basic foundation,” a decent education 
aid, and most of all patients like it.  And that’s mainly it.  He thinks the Group Health “quality” 
group made mistakes when introducing SDM to the section—that by approaching them first with 
practice variation data in urology, they produced defensiveness: “It made doctors feel like they 
might be doing excess surgery,” something that needed reducing, an affront to the urologists’ 
professionalism.  What would the right approach have been?  “One, that the patients like it,” Lowe 
said.  “Two, that it’s the right thing to do, to make sure patients are informed from an ethical 
perspective.” 

 Lowe seemed to be describing among urologists what Marc Mora calls “the emotional 
response” when doctors are called out for practice variation.  And Lowe, whatever his feelings 
about leadership’s approach, seemed to do what the occasion called for, which was offer a sense of 
proportion: “To me, it’s not worth fighting.  If it’s going to benefit a large majority of people, then 
it’s worth doing.”  The physician’s tendency, he said, is to throw out “whole baby and bath—if 
there’s one line you don’t agree with, the whole thing’s wrong.”  As long as the cover note to 
patients, which would bear his signature, made clear that the PDA was general, not particular to an 
individual patient’s condition, and that staff urologists didn’t agree with everything presented in it, 
he was fine sending the video out.  In fact, he was willing to send patients to all kinds of videos or 
websites for urological conditions: “I do it all the time…. By and large there’s enough good 
websites from legitimate organizations and even doctors that [patients receive] pretty good 
information when they search.” 

 Mora agrees that the approach to urology came primarily through the “quality” group and 
its “improvement process,” and that he himself didn’t “get in front of the urologists and lay out the 
strategic context” as he did with others.  With cardiology, however, he took a more direct role in a 
good-faith process that resulted in a significant concession for just that one service line, in what 
would be judged, by the Group Health standard, to be a medical “defect.”       

 For cardiology, the problem with the sole PDA on offer in that service line, for coronary 
artery disease, was deciding where watching a video could be incorporated into the work-up for 
chest pain, in stable outpatients, without danger or risk of getting the wrong message.10    Depending 
on the blockage detected by angiogram, three treatments or therapies—medicine, stents, or bypass 
surgery—were the likely choices for patients.  Each bore definite risks as well as advantages, about 
which an informed patient could be expected to have a strong point of view.  Angiograms are 
expensive procedures performed in hospital catheterization labs, and Group Health doesn’t own 

                                                           
9 Since withdrawing use of the prostate cancer PDA (“not a responsible representation of the evidence,” 

according to Matt Handley) urology distributes for just one condition, BPH.    
10 Handley notes that the PDA is designed for patients “with stable angina, and our cardiologists do not see 

these patients—they see people with worsening symptoms.” At Group Health, a patient with stable angina would be 
in the care of his family doctor: Handley himself, for instance.  
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hospitals.  Once catheterization is done, according to cardiology chief Dr. Nate Green, “the decision 
is routinely made right there on the fly” about going forward with a stent, for instance, or bypass, 
with “the video really meant to occur during that timeout.”  But taking the patient out of the cath lab 
for shared decision-making, then bringing him back in, would incur a second facility fee and increase 
the total cost of care.  It would also expose the patient to another invasive procedure to fix what was 
found during the first procedure.   

 For the interventional cardiologists on staff, the solution, after much discussion, was to 
consider the PDA as patient education, and not strictly for SDM.  And to limit which patients saw it.  
High-risk patients with unstable angina symptoms would not see it, because of data supporting an 
invasive approach in most patients; as Green said: “There’s something wrong that needs to be fixed.”  
Outpatients with stable symptoms could, however, be urged to watch the video before the 
angiogram, without knowing—yet—what blockages, and thus which treatment options, existed.  
With this stable population, the choice of medicine or bypass or stenting offered essentially the same 
outcomes; it was preference-sensitive.   Whether a day or week passed before the cath, there would 
be time for the patient to think about which of the three treatments he might, if eligible, prefer—to 
say, “I’m okay if I’m going to get a stent, but I really would rather try medical therapy first,” Green 
said: 

Hearing that beforehand, before they’ve been sedated on the table, is a completely different 
experience than when you cath [and sedate] the patient, and then you have to make this 
potentially life-altering decision about these three different things.   

A problem might be—and, on roll-out, was—that a patient might watch the video and cancel his 
cardiology appointment, “going straight to the decision,” Green says, before an angiogram could 
reveal what the problem was.  Which alarmed cardiologists, and needed to be worked out before they 
could be expected to sign on to the PDA.  Slowly a policy emerged: to void the finding of medical 
“defect” for cardiology patients who received a procedure without having watched the video, the 
team wouldn’t be tracking the procedure rate or the “defect” rate.  There would be many patients, 
cardiologists argued, who shouldn’t or couldn’t see the video in time.  And on this point Group 
Health’s leadership was flexible.  As Mora recalled, “We deferred to their expertise, because they 
seem to have done everything that I asked them to do.  They had seen the decision aid and looked at 
their processes, they had tried to understand how they would use that decision aid in an effective 
manner and concluded there were challenges.”   

 For Green, this was a credit to leadership.  Asked the question “does it work for your service 
line, does it not work… our feedback was it kind of works, but it’s not a defect for us.”  Added 
Green, “We have not tracked stable patients.  We are not going to track this and say our goal is to 
decrease utilization,” because, Green pointed out, there are some cardiac populations “[where] you 
don’t want to decrease utilization.”  

 Group Health’s experience with SDM is that utilization rates for surgeries generally go 
down, as documented in the 1995 paper and again in the 2012 Health Affairs study.  An informed 
patient, fully informed of risks and properly sounded on his hopes and expectations, is less likely to 
choose the invasive procedure.  But one wasn’t to get carried away by this, and cardiology proved a 
good test of the integrity of the process—that the goal would never be, regardless of all else, pure 
reduction of utilization and the subsequent cost savings.  One of the slides of the 2011 all-surgeon 
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CME event carried a gentle reminder: “The evidence about utilization is intriguing, but the primary 
motivation for SDM has to be decision quality.”  

What couldn’t be avoided, however, was an emerging understanding not just within Group Health 
but nationwide that two formerly impregnable assumptions underpinning health care—one about the 
nature of demand in health care economics; the other about cultural change in a change-resistant 
profession—were in flux.  Regarding demand: Patients were used to following their doctors’ 
recommendations, and surgeons usually recommended surgery.  But if scrupulous use of decision aids 
meant more patients chose surgery less often, an entire understanding of “demand” (and its consequences 
for “supply”) was up-ended, and medicine needed to absorb that lesson.  Same, too, with the idea that 
doctors couldn’t be trained to think in new ways. 

CULTURAL CHANGE 

The experience with cardiology and urology, indeed all the specialties, was that cultural change 
among physicians was an objective of enormous, shape-shifting complexity.  For Michael Soman who 
presided over it, “90 percent of the initial struggles” toward installing SDM and clinical transparency 
throughout Group Health was cultural change: 

Can you really tell doctors what to do, can doctors really look at the practices, can you give me 
enough data that they don’t just say the data’s wrong, can you have the back-and-forth 
conversation where you go, That data’s interesting, but it begs for more questions.   

One of Group Health’s advantages, considering it knew upfront that it was wholesale cultural change it 
was facing, was that it hired someone with professional training in the study of cultures.  As part of a 
grant-funded investigation into Group Health’s SDM implementation, David Arterburn had engaged a 
medical anthropologist, Clarissa Hsu, to observe and interview physicians for the “qualitative” part of the 
several papers he planned to prepare (he would concentrate on the quantitative).11  A key finding from her 
60-plus interviews, Hsu said, was “the contextual” quality of SDM “to each elective procedure or topic 
you’re dealing with,” and that it wouldn’t work the same everywhere: “All shared decision making aids 
are not the same.”  In each service line, one should expect a different implementation method, responding 
to a different work flow.   

But with SDM, physicians had to know something different was happening in the exam room.  
“They need to be conscious of what they’re supposed to be doing,” Hsu says.  There was a tendency for 
doctors to say, “Well, I don’t do anything differently because of these decision aids.”   With on-the-
ground experience and feedback from the “qualitative” evaluations, Group Health realized, Hsu said, that 
“we’ve got to do more training—it seems obvious. But in the moment, the organization thought we’ll 
provide these decision aids and we’ll tell providers to use them and things will change, right?”  Clearly 
more was needed.   

 As implementation progressed over 2009 and 2010, Group Health’s leaders concluded that a 
unique SDM training event, unprecedented in scale, would be required for surgeons.  The same session 
would be held four times over two days, so that every surgeon and specialist in town could attend.  If 
necessary, clinics would be closed.  “We took a lot of hit in patient access,” Handley said.  “In a group 
like ours, that’s how you pay for things”: 

                                                           
11 The grant didn’t allow funding for interviewing patients, as Hsu and Arterburn had hoped.   
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We said, “It’s not optional.”  We said, “This is a capability that everybody in our group has to 
have.  It’s a strategic differentiator for us as a medical group.  It’s an investment in our group, 
and we are making it collectively.”  

The element of compulsion was similar, Handley says, to the earlier adoption of emailing patients: “We 
didn’t say, ‘If you feel like it.’  We said, ‘If you work here, this is what you will do, because it is better 
for our patients.’”  The entire effort, involving slides and lectures and role-play, would be aimed at 
improving patient-provider conversations.   “There’s a couple of basic elements” to SDM, Handley said, 
“and one of the foundations is risk communication—that you can't do shared decision making without 
quantitative statements about risk.”  Which precipitates the right kinds of conversations, Nate Green 
explained—that it’s not just thinking about stents or bypass surgery or medicine in the present moment 
but   

What does that mean five years from now?  What’s the longevity of each of these choices, and 
what are the risks of each one of these choices?  That’s a long conversation that in our current 
reimbursement scheme [seldom] happens.  And so, it’s sometimes easier to fix a lesion and to 
move on than it is to have that discussion with the patients. 

Naturally, some doctors would be better at these conversations than others.  For the CME event, 
expectations were set so as to be realistic.  Handley said the hope wasn’t to make the physicians “great” 
as SDM, but they could be made good:  “And we tried to do that.  We said, “Here are the steps.  And here 
are scripts to use as you go through it.”        

A UNIQUE TRAINING EVENT  

 Each of the sessions in May 2011 (there were two half-day sessions in Seattle and Tacoma each) 
was kicked off by the head of specialty care, Dr. Mora, who explained the strategic importance of the 
move to SDM, reviewed evidence on practice variation and PDA patient satisfaction, and generally set 
the stage for the four-hour event.  The lead presenter was Dr. Richard Wexler from FIMDM.  His fifth 
slide asked for a show of hands on how many surgeons present already did SDM; the same question 
would be asked again at the end, 80 slides later.  Then there was role-play, with two surgeons in simulated 
SDM conversation, and a third offering a critique.  Nothing fancy to any of this, Mora recalled: role-play 
is a commonly-used Group Health training exercise, a way of carrying out the principle that “instead of 
thinking your way into new ways of acting, you act your way into new ways of thinking.”   

 Mora’s signal to colleagues was cultural as much as it was strategic, practical, or evidence-based.  
The practice of medicine wasn’t staying the same, and Group Health physicians couldn’t pretend 
otherwise.  As Mora construed his role, he was charged with “moving large groups of physicians through 
change,” and just as he “increasingly accepted” that expectation for himself, he expected it of his team.12  
That meant choosing people “that are effective at working through resistance, and usually resistance is I 
don’t understand, I wasn’t communicated with, I have concerns.” 

 This insight conformed with Clarissa Hsu’s conclusions from her interviews with cardiologists 
that, in that particular service line, “resistance” wasn’t so much the factor as “complexity” of SDM 
implementation.  Doctors were confused about what to do with decision aids, how to incorporate them 
into work-flow.  They could be helped with this.  Paul Sherman added another, human, factor, namely 

                                                           
12 In most large health care organizations, the specialty section chiefs report to a chief medical officer, not 

to an overall specialty head.  
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fear of change, which he paraphrased as: “I don't know how to do this right.  And so instead of admitting 
that it's hard to change, that I don't know how to do it, or even admitting it to myself, an easier reaction is 
[to say] this is stupid.”  Physicians could be helped with that, too.   

 One might think that the most persuasive force for a physician is his or her peers: the opinion of 
experienced and respected colleagues.  The CME event was all physicians, all surgeons.  Still, the 
testimony of the Group Health specialty leaders, from Sherman to Lowe to Green to Mora, is that doctors 
were most moved by the enthusiasm of patients for SDM, that 96 percent satisfaction rate.  As Mora said,   

Once we brought that voice of the customer into the process, where patients were saying… I 
watched it two or three times with all my family members, it helped me make a better 
decision… a lot of resistance tended to melt away.   

This confirmed, for Mora and Handley and all the more for Michael Soman on top, that in SDM, 
Group Health had a “strategic differentiator” on hand.  It was going to help business, in the way 
happy customers always do.  It wasn’t proprietary knowledge or information—Soman was happy to 
share SDM insights with anyone who asked.  As for rivals gaining advantage, Soman said, “It turns 
out other people can’t emulate our culture very easily.”  Noting Group Health’s longevity, he said 
“It’s taken us 65 years to get here,” plus “two or three years of banging on the door” until Content of 
Care and SDM offered up some successes.   

 By summer 2012, three-and-a-half years into SDM, Group Health leaders were talking more 
of the next stage of implementation, the move “upstream” to primary care, in Group Health parlance, 
where the work could both accelerate and deepen.  At the same time, they could address more 
systematically the question of how to get SDM and its tools, the PDAs, into the hands of patients in 
parts of Washington State where the organization didn’t employ specialists. 

THE MAN IN THE NETWORK   

 Rick Shepard is a Group Health primary care doctor in Spokane well known to his colleagues in 
Seattle, where he travels regularly to meet them.  Cardiology chief Nate Green, for instance, remembers 
meeting Shepard over a utilization chat on “the fairly large discrepancy” between “cardiac cath rates 
inside the [Group Health delivery] system” versus contracted specialty care, and plans a trip to Spokane 
shortly to join Shepard in conversation with some of the area’s contracted cardiologists about procedure 
rates and practice variation.   

 Shepard sits at perhaps the most complicated crossroads of Group Heath’s medical operations 
regarding SDM.  He is a salaried Group Health primary care doctor, alongside others across four Group 
Health clinics, in Spokane, 280 miles east of Seattle, caring for Group Health enrollees.  Nearly 200,000 
enrollees, a third of the organization’s membership, live outside the greater Seattle metropolitan area. For 
these members, Group Health relies heavily on contracted, fee-for-service providers for all specialty care 
and, in some areas (even Spokane), primary care, too.  These contracted providers are collectively 
referred to as “the network.”   

In accordance with Group Health philosophy and strategy, network enrollees or patients require 
access to the tools for SDM, which is what Shepard spends his time thinking about when he isn’t 
practicing medicine.  Without a network strategy, the goal of reducing unwarranted variation across 
Group Health’s reach can’t succeed.  But the overarching SDM strategy for an integrated delivery system 
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like Group Health’s in Puget Sound needs considerable refinement for all the nuance and complexities the 
network presents.   

 To name a few:  Shepard and his Group Health medical center primary care colleagues in 
Spokane can easily arrange PDAs for their Group Health enrollee-patients by electronic order entry, a 
convenience not available to contracted or “network” primary care doctors.  Because of contractual 
obligations to Health Dialog, Group Health cannot distribute physical copies of PDAs to network primary 
care or specialty doctors for use with all their patients.  Contracted specialists who may know little or 
nothing of SDM will need to be educated on the tools and processes, and for what might be only five to 
10 percent of their patients covered by Group Health insurance.   

And so the challenge has been how to deliver the PDA, for a network patient’s preference-
sensitive condition, before his or her appointment with the network specialist.  Up until now, network 
strategy has primarily taken the form of direct-to-member outreach (what Shepard calls “way upstream”) 
to view PDAs for hip and knee arthritis, back pain, uterine bleeding, fibroids, and BPH. Shepard devised 
a method to help network patients who have no Group Health-employed primary doctor, based on 
“harvesting” names daily via the authorization codes issued by Group Health for referrals to specialists, 
so those patients can be intercepted before their appointments and given a chance to watch the PDA for 
their preference-sensitive condition.  He has been successful in getting these PDAs into the hands of 
network patients, but the scale is small.   

But a primary care strategy for the group practice should speed SDM along in the network, too.  
Just recently, in August 2012, Group Health announced an alliance with Providence Health Care in 
Spokane, specifically to share its expertise in primary care including its medical home model.  It’s early 
days for both the alliance and for Group Health’s SDM “upstream” strategy in the group practice, but it’s 
hard for anyone at Group Health to resist thinking about the potential for SDM through the new alliance.  
Shepard, for instance, sees it as escalating everybody’s seriousness and commitment to SDM.  With the 
necessary “philosophical alignment at the leadership level,” new physicians’ relationships producing new 
conversations will result, and, Shepard hopes, a real scaling-up of the integration of primary care practices 
and SDM, which is how it has to work in the network.  

 In the meantime, Seattle specialty chiefs have been educating network colleagues, or like Nate 
Green they plan to.  Jane Dimer, for instance, for women’s health, says she “would love to talk” with the 
network OB/GYNs.  As a clinical leader responsibility for ensuring that the quality of contracted care is 
equal to that in the group practice, she already reviews their “outcomes cases, quality cases; I see the 
data.”  Since Group Health leaders emphasize collaboration rather than compulsion—the carrot, rather 
than the stick—Dimer says that “I don’t want to bring it in as something that says ‘this is what you have 
to do.’  It has to be something that says to the contracted OB/GYNs, this is going to save you time.  This 
is ethically the right thing to do.  Man, you’re going to be curious about this.”  Charlie Jung, having done 
“ambassadorship” to the network, outlines his message to the contracted orthopedists this way: 

We’ve found this helpful.  This will help make sure you have the right patients on your OR 
schedule.  You can spend your time talking with the patient.  And, by the way, it meets the 
highest standard definition of informed consent.  We think this is a good thing for your patients 
and we’d like you to participate. 

The contracted specialists, invariably fee-for-service, might not be expected to be wholly interested in 
practices like SDM which could reduce their revenue.  But as a significant insurer, Group Health has a 
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strong hand.  As Green says, “If you have a good payer, you want to maintain that relationship.  
Especially if there’s competition in the community, and that payer could choose to divert business to 
someone else.”  Or, notes Paul Sherman, “When we say we need people to clinically integrate and be 
responsible for the total cost of care, they say, Oh, that's what we want to do.  Nate Green has their 
attention because they are very keen on keeping our business… they're a pretty expensive group.  And 
how can we help them start having more appropriate utilization.” 

THE FUTURE OF SHARED DECISION MAKING IS UPSTREAM  

For Group Health, the overall long-term strategy is moving PDAs, and thus SDM, “upstream” to 
primary care in its own group practice, having started with specialty, by identifying the right patients, 
getting videos into those hands, and talking about treatment options prior to referring to specialists.  A 
new, integrated approach is imminent that will produce a rationalizing of the referral process around 
SDM.  In many of the service lines, it happens already, in fits and starts.  Charlie Jung encourages 
primary care colleagues to place the PDA order before referral; Jane Dimer notes primary care “can 
discuss a non-surgical list of options as adeptly as an OB/GYN or midwife, so maybe they don’t need the 
referral at all.”   

When the focus shifts from specialty to primary care, the landscape can look as different as if one 
is standing on shore looking out to sea, or the reverse.  Specialty chiefs must think about the perspective 
of primary care doctors.  Dimer gives the example of a procedure, uterine artery embolization, that “when 
you move it upstream, primary providers don’t know where it’s available”—it happens to be done only in 
Seattle.  Currently, the “defect” rate applies only to the procedure rates in the six service lines for which 
PDAs exist.  Rick Shepard has been part of the brainstorming as to how he might hold himself and 
primary care colleagues accountable in the “upstream” future, whereby a defect might be counted “if I, as 
a primary care physician, refer a patient to an orthopedist for osteoarthritis of the knee, and that patients 
goes to the orthopedist and I personally did not order the video and have a conversation.”  This strategy is 
especially important for Spokane, where specialty referral goes to a contracted specialist.     

An “upstream” strategy will produce more video distribution to greater numbers of suitable 
patients.  But everyone in the organization is now turning to decision “quality,” the matching of patient 
values with clinical choices, so that there is no ambiguity about the right decision for the particular 
patient.  Patient questionnaires—on comprehension, on treatment preferences, on decision quality—are in 
the pilot stage.  In orthopedics, questionnaires sent with videos for patients to complete and return are in 
David Arterburn’s hands for analysis, the preliminary stage to “feeding the information forward” (i.e. 
“feed forward”) to providers for the enhanced SDM conversation.    

Up until now, Group Health’s version of SDM has been what Ben Moulton, senior legal advisor 
for IMDF in Boston and someone who knows Group Health and SDM history very well (he has written 
extensively, with co-author Jaime King, about why SDM is better “informed consent”), calls “SDM lite” 
because of the absence of patient questionnaires and other processes that establish patient values, match 
them with choices, and place them in the electronic medical record.  Group Health researchers and 
clinicians don’t disagree.  “There’s plenty of criticism to be raised,” David Arterburn says of their work: 
“We don’t have many important things measured.”  Dave McCulloch, Tiffany Nelson’s clinical partner in 
implementation, separately points out the “big piece we’re still missing”: not just patient receipt and 
viewing of a PDA, but “documented preferences” in the medical record, to the effect of:  “’We had a 
conversation; this is what the patient knew.’ That’s the intervention, and we’re just sort of nibbling the 
edges of that.”   
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* 

Every month Tiffany Nelson sends an email to over 30 clinical and administrative leaders around 
Group Health that contains the latest numbers on SDM.  The August 8, 2012 email for July 2012 
mentions, for instance, that 733 PDAs were viewed that month (a decline from June), with 543 clinical 
orders via the Epic software, 198 patient views on MyGroupHealth.com (see Appendix Eight).  51 
percent of Epic orders that month came from family practice, noted by Nelson in the email as “especially 
important for medical centers that refer externally to specialists—to ask [that] patients view prior to 
deciding on referrals.”  Procedure rates and defect rates per service line are part of the monthly message, 
for which there is a time lag, because of claims data.  March 2012 rates weren’t so good—a total defect 
rate of 35 percent, ranging from 21-29 percent in orthopedics to 65 percent for BPH.   

Future emails undoubtedly will include decision quality and preference-diagnosis metrics, as those 
measurements are worked out.  In October 2012, Group Health held a “reflection” meeting to look back at 
nearly four years of SDM implementation, and ahead to its primary care, network, decision quality and 
Web tools strategies.  In the political or national arena, certification of PDAs by an authorized 
professional scientific body will also be important, although largely out of their hands.  One recent fear 
among colleagues, according to Paul Sherman, was that in a political climate of “death panels” and 
“rationing,” SDM practices could be seen as Group Health’s “denying care, tricking patients into not 
getting care.”  Certification by an independent entity, using objective criteria, would help offer protection 
against that charge, Ben Moulton and others have argued, but it doesn’t yet exist.   

One decision aid Group Health leadersare interested in is end-of-life care:  seemingly a plunge right 
into the heart of the whole “death panel” controversy.  But to Michael Soman and colleagues this is the 
converse, “life panels,” a means of eliciting and preserving patient preferences when they are well enough 
to think them through and changeable at any time.  With this sort of decision aid, for which Group Health 
already has piloted a six-minute video produced by Dr. Angelo Volandes of the Massachusetts General 
Hospital, care directives are the likely “shared decision” where, Soman says, “your values are brought to 
your decisions about your health care.  In one case it’s your knee, and in this case it’s the invasiveness 
and aggression of invasion of you to sustain efforts to prolong life.”    

Can SDM work in fee-for-service care?  Nate Green says an insurance company could mandate that 
there be documented SDM before it pays for a procedure like an outpatient cath.  Can it work for doctors 
who don’t work for large, committed organizations like Group Health?  There are free decision aids out 
there, not sponsored by drug or device companies.  Doctors can ask insurers about initiatives or resources.  
Finally they can think about how they guide patients to make decisions.  As David Arterburn has pointed 
out, SDM “doesn’t have to be done especially well” to be effective.  A video alone is a big help.  With 
Shared Decision Making, something is often better than nothing. 
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Appendix One:  Map of Group Health service area and clinics 
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Appendix Two:  Group Health slide on shared decision making (SDM) for 12 medical conditions in six 
service lines 
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Appendix Three:  Group Health PDA distribution by method and service line 
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Appendix Four:  Screen-shot of PDA order webpage on MyGroupHealth portal. 
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Appendix Five:  Group Health slides of patient satisfaction with decision aids (DAs) and shared decision-
making (SDM). 
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Appendix Six:  Group Health organizational charts. 

A) Group Practice Division 

    

B) Consultative Specialty Services 
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Appendix Six:  Group Health organizational charts (continued). 

C) Health Plan Division 
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Appendix Seven:  Group Health slide of defect rates over time of SDM implementation. 
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Appendix Eight:  Tiffany Nelson email to Group Health colleagues on latest SDM data (10/18/2012).    
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Appendix Eight:  Tiffany Nelson email to Group Health colleagues on latest SDM data (continued).    

 


