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Decision Aids and Elective Joint Replacement — How
Knowledge Affects Utilization

Said A. Ibrahim, M.D.

he health care market is un-

dergoing rapid transforma-
tion, spurred in part by the Af
fordable Care Act (ACA) and
recent payment reforms intro-
duced by the Centers for Medi-
care and Medicaid Services (CMS).
The industry is shifting from a
business-to-business model involv-
ing insurers, health care providers,
and pharmaceutical companies
— which traditionally sheltered
patients from financial and med-
ical decisions — to a business-
to-consumer model in which the
patient (the consumer) is at the
center of decision making. Inno-
vations in health care technology
are also rapidly expanding access
to information and, in some cases,
disinformation. Access to accu-
rate and timely information em-
powers patients to make well-
informed choices about their care.
The centerpiece of this consumer-
centric revolution in health care
is shared decision making.

In December 2016, CMS an-
nounced a national pilot of the
Beneficiary Engagement and In-
centives Models, launched under
the authority of Section 11154 of
the Social Security Act, which was

added by the ACA. These models
employ shared-decision-making
tools, including decision aids and
target preference-sensitive treat-
ments such as joint replace-
ment. CMS proposed two models:
a Shared Decision Making Model
and a Direct Decision Support
Model. The Shared Decision Mak-
ing Model will test an approach
for integrating a structured four-
step shared-decision-making pro-
cess into clinical practice for
clinicians in accountable care
organizations. It's expected to en-
gage more than 150,000 Medicare
beneficiaries annually and will
pay participating organizations
$50 for each shared-decision-
making service provided by their
clinicians.

The Direct Decision Support
Model, on the other hand, will
target organizations that provide
health management and decision
support services. CMS will part-
ner with up to seven organiza-
tions to support approximately
700,000 Medicare beneficiaries
each year. Although the initia-
tive's goals are to improve the
quality of decision making and
patient engagement in the care
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process, an implicit assumption
is that well-informed patients
might choose to receive less care,
thereby reducing costs. It's also
important to note that shared-
decision-making tools aren't just
about eliciting and honoring pa-
tient preferences — they could
also help address the health care
industry's market and regulatory
failures, such as paying for un-
necessary care.

It’s not surprising that elective
knee and hip replacement are
among the preference-sensitive
treatments targeted by CMS as
part of its national effort to pro-
mote shared decision making.
Osteoarthritis of the knee and
hip is among the most prevalent
chronic conditions in the United
States. Joint replacement is one
of the most successful surgical
procedures in history, and the
substantial evidence supporting
its effectiveness and safety has
made it one of the most com-
monly performed elective surger-
ies in elderly patients. Further-
more, use of joint replacement is
projected to grow rapidly during
the next decade as end-stage lower-
extremity osteoarthritis, a pro-

2509

Downloaded from nejm org by EDWARD STEHLIK on June 28, 2017. For personal use only, No other uses without permission.
Copyright £ 2017 Massachusetts Medical Society. All rights rescrved.



PERSPECTIVE

2510

gressive condition, becomes more
common,

There are several reasons why
joint replacement is an ideal tar-
get for cost-containment and
quality-improvement efforts that
are based on shared decision
making. First, joint replacement
accounts for a substantial por-
tion of the overall costs of surgi-
cal care for elderly Americans,
and CMS is the single largest
payer for total joint replacement.
A recent CMS cost-containment
initiative that uses an alternative
payment model to target knee
and hip replacement is anticipat-
ed to save $343 million over the
next 5 yeats.

DECISION AIDS AND ELECTIVE JOINT REPLACEMENT

ment because the balance of ben-
efits and risks is debatable. Deci-
sions about whether to have joint
replacement therefore involve pa-
tient discretion and might be in-
fluenced by doctors’ framing of
discussions with their patients
who are candidates for the pro-
cedure.

Decision aids are commonly
used to support shared decisicn
making. Designed as counseling
tools, particularly for preference-
sensitive treatrments, they provide
high-quality information on treat-
ment options and clarify the antici-
pated outcomes associated with
each choice. In this way, they em-
power patients and facilitate com-

The effect of decision aids on utilization may
vary depending on a patient’s baseline
treatment preference (which varies by race),
rather than on the basis of race alone.

Second, there is marked varia-
tion in rates of joint replacement
in the United Seates. The most re-
markable and persistent variation
involves race. Even though the
prevalence of osteoarthritis in old-
er Americans is similar among
racial and ethnic groups, numer-
ous studies have reported sub-
stantial racial differences in utili-
zation of joint replacement. For
instance, black Americans are
about 40 to 50% less likely than
white Americans to undergo the
procedure.! Most of these studies
relied on Medicare data, so access
to the procedure wouldn’t have
varied on the basis of insurance
status.

Third, joint replacement is an
ideal preference-sensitive treat-

munication and decision making.
Use of decision aids is associated
with increased patient knowledge
and more realistic perceptions
about the disease and treatment
options, reductions in the propor-
tion of patients who make deci-
sions passively or remain indeci-
sive after counseling, and improved
concordance between patient val-
ues and treatment choices.
Studies have shown that use
of decision aids is linked to low-
er utilization of elective, invasive
procedures such as joint replace-
ment.? A Cochrane review of 105
studies involving decision aids
showed that they were associated
with increased knowledge, a clear-
er sense of one's values, and more
accurate risk perception. Patients
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who viewed decision aids were
also better informed and more
engaged in decision making,?
and in 18 studies involving major
elective surgery, they tended to
favor conservative treatment over
surgery. But such studies involved
predominantly white patient pop-
ulations, who are more likely
than black populations to prefer
joint replacement.*

More recent studies evaluating
the effect of decision aids in mi-
nority populations have come to
different conclusions. For example,
a randomized, controlled trial in-
volving only black patients showed
that use of a decision aid signifi-
cantly increased patients’ knowl-
edge about the risks and benefits
of joint replacement, as well as
their preference for surgery.® In a
subsequent trial, black patients
randomly assigned to view a de-
cision aid focused on knee osteo-
arthritis prior to seeing an ortho-
pedic surgeon for consideration of
surgery were 85% more likely to
undergo surgery than those who
didn’t view the decision aid: 23 of
150 of these patients underwent
the procedure, as compared with
11 of 154 in the control group.*

It's possible that the effect of
decision aids on utilization of
elective joint replacement will vary
depending on a patient’s base-
line treatment preference (which
varies by race), rather than on
the basis of race alone. Patients
with a higher baseline preference
for surgery might be nudged by
decision aids toward a more con-
servative treatment approach (typ-
ically pain management with or
without physical therapy and
weight loss), as suggested by ear-
lier studies. Patients with a lower
baseline preference for surgery,
however, might be more likely to
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opt for joint replacement after
viewing a decision aid and learn-
ing more about its risks and ben-
efits. Thus, when decision aids
are used as tools for promoting
shared decision making, they may
improve communication between
patients and providers about treat-
ment options and help elucidate
a population’s true demand for
preference-sensitive treatments
such as joint replacement. But
whether they will result in cost
savings for CMS will depend on
their net effect on utilization in
various patient groups.
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