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What does  

best look 

like?



HbA1c < 7%







Biology 



Biology Context
Patient 

values and 

preference



Method to individualize care is shared decision making.  
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A conversation in which patients and 

clinicians work out what to do

To form care that makes intellectual, 

practical, and emotional

sense

Shared Decision Making



2014 ACC/AHA Guidelines

But how?



Different SDMs
Situations

Problems

Discussions

Interactions

Purposes

Which is best for me?

What do we want? How do we manage?

What matters?



What to do? 
Your input matters

Intellectual
Emotional
Practical

Sense



Choice 
Awareness

No technically correct answer

Best answer depends on 

matters about which patients 

have unique expertise

Avoid premature closure 

(recommendation without or 

before patient involvement)

Why are options discussed?

Why patient involvement matters?



Statin Choice
statindecisionaid.mayoclinic.org



Compared to usual care, 
patients using the decision aid were 

22 times more likely 
to have an accurate sense of their baseline risk and 

risk reduction with statins.

70% fewer statin Rx in low risk (<10%) group

3-fold increase in self-reported adherence

Weymiller et al. Arch Intern Med 2007



Summary of Mayo experience

Age: 40-95 (avg 65)

Primary care, ED, hospital, specialty care

Adds ~3 minutes to consultation

58% fidelity without training

Outcomes

74-90% clinicians want to use tools again

Effects on SDM are similar in vulnerable populations

Variable effect on clinical outcomes, cost

Wyatt et al. Implement Sci 2014; 9: 26
Coylewright et al CCQO 2014, 7: 360-7
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75
reported high and unsustainable 

treatment burden 

Spencer G. In prep

Tran et al. In prep

%





Capacity

WorkloadPurpose
Resilience
Literacy

Bandwidth
Health

Financial
Social
Environmental



Imbalance
workload 

+

capacity



Workload-capacity imbalance?

Capacity

Treatment burden
Prioritize (SDM)
De-prescribe

Capacity Coaching
Self management training

Palliative care

Mental health 

Physical and occupational therapy

Financial and resource security services

Community and governmental resources



HbA1c



Burden of illness: pain, fatigue, symptomatic 
hyper/hypo

Burden of treatment: workload + capacity 

Promote health: diet, activity, stress

Estimate and reduce CVD risk
• Smoking 
• Hypertension
• Statin (even high doses), aspirin
• GLP-1 agonists? Glucoretics?

Glycemic control: A1c target (nl-8%) + regimen

Failure: intensification vs. minimally disruptive care

My clinical approach



Why not do everything to the patient?

For a patient at 30% at 10 years

Statin low dose reduce by 25% to 22.5% (-7.5)

Statin high dose reduce by 15% to 19.1% (-3.9)

Aspirin reduces risk by 15%* to 16% (-3)

Antihypertensive treatment by 20% to 13% (-3)

Glycemic control by 15% to 11% (-2)

Liraglutide by 13% to 9.6% (-1.4)

Empagliflozin by 14% to 8.3% (-1.3)

20%

10%

Burden of 

treatment, cost 

to patient, and 

value to patient

CV risk to take 

low dose 

statins >20%

*ASCEND Trial, NEJM 379;16



Shared decision making is…

A human 

expression of 

kind and 

careful care.



Careful and kind care

HD
Situation

Unhurried
Conversation

Sensible 
resolution



patientrevolution.org
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Demonstration of Conversation Aid















New tools

LINK

http://mayo-diabetes.takethewind.dnsalias.com/v1.7/web/index.php


LINK

http://aqwrpt.axshare.com/home.html


LINK

http://aqwrpt.axshare.com/home.html






Agents that reduce CV risk

Pioglitazone (IRIS)*

Canaglifloxin (CANVAS)*

Empagliflozin (EMPA-REG)

Dapagliflozin (DECLARE-TIMI 58)

Liraglutide (LEADER)*

Semaglutide (SUSTAIN-6)

* Inconsistent results within the class



EMPA-REG

• RCT at low risk of bias
(blinding)

• 7028 >5y DM2 (A1c 7-10%)+ 
CV

• Empagliflozin (10 or 25 mg) 
vs. Placebo

• At 2.5y: 14% RRR in CV 
death, nonfatal MI, nonfatal
stroke, from 12 % to 10.5%

• Certainty: Consistent with
prior trials and CANVAS 
(cana), but not with
DECLARE (dapa), a 17160-
patient 4y trial: no effect on
MACE/CV death

N Engl J Med 2015;373:2117-28.

Empagliflozin (HbA1c 0.5%)

Concerns: change in protocol, 
posthoc outcomes, 40% deaths
uncertain



RCT at low risk of bias (blinding)

9340 DM2 (A1c 7-10%)+ 80% CV

Liraglutide (1.8 mg daily) vs. placebo

At 3.5y: 13% RRR in CV death, nonfatal MI, nonfatal stroke from 15% to 

13%

Concerns:  

Differences between arms in diabetes treatments

Adverse effects in patients with advanced heart failure?

Class effect?

Exenatide weekly (EXSCEL, n=14752) Neg

Semaglutide weekly (SUSTAIN-6, n=3297) 

Pos

Lixisenatide daily (ELIXA, n=6068 ACS) 

Neg

N Engl J Med 2016;375:311-22.

Liraglutide (HbA1c 0.5%)LEADER



*
Rodriguez-Gutierrez and Montori; Circ Cardiovasc Qual Outcomes. 2016;9



Rodriguez-Gutierrez and Montori; Circ Cardiovasc Qual Outcomes. 2016;9


