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1 | INTRODUCTION

Severe obesity is common and increasing, with 9.2% of US adults
having a BMI >40 in 2017-2018, nearly double the prevalence from
1999 to 2000.* Nearly a quarter of US adults are predicted to have a
body mass index of 35 kg/m? or above by 2030.2 Severe obesity is
linked with substantial morbidity, mortality and reduced quality of
life.>* Considerable data support the safety and effectiveness of bar-
iatric surgery for promoting weight loss and improved health out-
comes.> 20 Less than 1% of eligible patients choose to undergo
bariatric surgery each year.!! The appropriate uptake of bariatric
procedures, based on informed patient decisions, is unknown. How-
ever, clinical education and support for informed decision making
around bariatric surgery may be limited. One systematic review found
that high-quality online information for patients that could support
shared decision making (SDM) related to bariatric surgery is lacking.*?
Furthermore, primary care providers may not introduce the option of
bariatric surgery for their patients living with severe obesity. For
example, one national survey of adults with severe obesity found that
only 1 in 10 reported that their primary care provider had recom-
mended bariatric surgery.'® A survey of 161 Midwestern primary care
providers found that while many PCPs believe that bariatric surgery is
effective in the long term, only 65% were familiar with its indications,
and only 70% felt comfortable discussing it with patients.'* PCPs have
also expressed concerns about surgical complications, long-term side
effects and ineffective weight loss.?>¢

The knowledge base around bariatric surgery has shifted
considerably in recent years, with more long-term data on the health
outcomes of sleeve gastrectomy (SG) and Roux-en-Y gastric bypass
(RYGB), the most commonly performed operations. These studies
suggest that SG is associated with a significantly lower risk of peri-
operative complications and a lower risk of reoperation and subse-
quent hospitalization or endoscopy; however, RYGB is associated
with greater weight loss and higher rates of/more frequent and du-
rable improvements in type 2 diabetes. Despite the growing evidence
base, there remains a lack of consensus in the medical community
about the clinical utility of these two procedures,'” leading to sig-
nificant variation in use.*®72° This variation in care is likely driven by
a variety of factors, including insurance coverage, surgeon procedure
preferences, and skills (e.g., not all surgeons have been trained or feel
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comfortable with all procedures). It is important for surgeons to

have a balanced discussion of the risks and benefits of all available

Mean (SD) SDM-Q-9 score (possible range: 0-100) was: 79.6 (22.5); with C1: 66.9
(26.5), C2: 83.4 (18.0), and C3: 88.4 (15.9). The average NQF score (possible range:
0-4) was 3.11 (1.14), with C1: 2.71 (1.27), C2: 3.31 (1.09), and C3: 3.28 (0.97).

Conclusions: Patients seeking bariatric care reported moderate or high levels of

SDM. In general, SDM metrics were highest just before surgery.

bariatric surgery, obesity, shared decision making

options, not just the ones for which they have preference, expertise,
or special training.

Situations in which a patient considers whether to undergo
bariatric surgery, and/or which bariatric procedure to undergo may
be particularly well-suited for a SDM approach, which can support
discussions when multiple reasonable treatment options may be
appropriate for a given patient.?> With SDM, clinician and patient
work together, sharing information about the relevant harms and
benefits of the different options, considering how patient values,
goals, and preferences could influence the decision, and providing
collaborative support.?4?” Limited data show that, while SDM is a
preferred approach to clinical care, it can be difficult to achieve in
practice.?®

To better understand the current state of SDM around bariatric
surgery in clinical practice, and how the perception of SDM may vary
across the timeframe from first considering surgery to the immediate
preoperative period, a survey assessed patient's perceptions of their
conversations with providers at different stages of the bariatric de-

cision making process.

2 | METHODS

2.1 | Setting
Our survey of patients' experiences with SDM was conducted in
coordination with surgical clinics affiliated with two US healthcare
systems: Kaiser Permanente Washington (KPWA) and UPMC. The
KPWA system is an integrated health insurance and care delivery
system offering bariatric surgery in Western Washington. UPMC is a
large academic health care system in the mid-Atlantic region, which
includes fee-for-service care along with integrated care via the
UPMC Insurance Services Division. The study team partnered with
the UPMC Comprehensive Weight Management Center at Magee-
Womens Hospital, which offers behavioral and medical weight
management approaches in addition to being the largest volume
bariatric clinic of UPMC. Neither KPWA nor UPMC had undertaken
any formal efforts to implement an SDM approach for bariatric
surgery in the past, which can be a barrier to providing high-quality
care for patients with obesity.

The study sought to collect survey data on patients' experience
of SDM by using validated measures prior to the implementation of
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any formal SDM approach. Therefore, this survey took place prior to
the launch (i.e., at baseline) of a quality improvement SDM program
implemented within the health systems that integrates a decision aid
into routine care to improve fidelity of SDM around bariatric surgery
in primary care and bariatric clinic settings as well as patients treated
by population health diabetes nurses.

2.2 | Patient recruitment

Patient recruitment and surveying followed procedures approved by
the KPWA Institutional Review Board that have been successfully
applied in prior studies.?? "33 The goal was to use mixed modes (email,
mail, phone, and tablet) to collect patient-reported assessments of
their experience with SDM from 150 patients prior to the imple-
mentation of a formal SDM approach; thus, the recruitment target
was 75 patients each from KPWA and UPMC. After a year of
implementation, a survey of another 150 patients will allow for a
systematic evaluation of the change in fidelity of SDM in response to
the intervention.

At both sites, patients were identified at three key time points in
the bariatric surgery decision making process: (1) after self- or
provider-referral to the bariatric/weight management program, (2)
after their initial visit with the bariatric/weight management pro-
gram, and (3) after their pre-operative visit with a bariatric surgeon

(i.e., the last decision making step prior to surgery).

Survey
cohort KPWA definition UPMC definition
Cohort 1: Patients who have been Patients who have
Referrals®  referred to the bariatric scheduled an
surgery program for their appointment directly
first (not repeat/revision) with the weight loss/
bariatric procedure bariatric surgery
program, whether via
provider referral or self-
referral. Excludes those
with prior bariatric
procedure(s)
Cohort 2: Patients who have Patients who have
Initial visit completed their initial visit  completed their initial
with the bariatric surgery visit with the weight
program loss/bariatric surgery
program
Cohort 3:  Patients who have Patients who have
Pre- completed their final pre- completed their final
operative operative visit with the pre-operative visit with
visit bariatric surgeon the bariatric surgeon
Abbreviation: KPWA, Kaiser Permanente Washington.

KPWA requires a referral to the bariatric clinic. Referrals are not
necessary at UPMC.

At KPWA, potential participants at each of the above time points
were identified from the electronic health record databases and

contacted initially by mail, and invited to complete a brief, 10-min
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survey online or by phone. Patients who did not complete the on-
line survey were contacted by phone. Research personnel made a
maximum of five phone contacts before abandoning any case.

At UPMC, potential participants at each of the above time points
were identified in several ways. A UPMC programmer identified
potentially eligible patients using electronic health record data. This
information was supplemented by patient lists from the bariatric
surgery clinic that were generated for the study team from the
coordinator in the bariatric/weight management clinic. Research
personnel reached out to these individuals by phone or email or in-
person during clinic visits and invited them to complete the brief
study surveys.

The online survey used Research Electronic Data Capture tools
hosted at KPWA and UPMC.>** At both KPWA and UPMC, those

who completed the survey received $10 as a thank you for their time.

2.3 | Survey measures

Validated, patient-reported measures of SDM were used. Cohort 1
(C1) participants were asked to reflect on their referring provider or,
if self-referred, the provider who was most helpful in making their
decision to seek care at the bariatric clinic. Cohorts 2 and 3 partici-
pants were asked to reflect on the provider they saw at their recent
bariatric clinic visit. The primary outcome was assessed using the
CollaboRATE tool,2¢*° which is a brief 3-item process measure to
assess patients' perceptions of being well-informed and involved in
decision making. The (minimally adapted) CollaboRATE items
included three questions about interactions with health care pro-
viders: (1) How much effort did they make to help you understand
your health issues?; (2) How much effort did they make to listen to
the things that matter most to you about your health issues?; and (3)
How much effort did they make to include what matters most to you
in choosing what to do next? Each item was scored on a scale of
0 (“no effort was made”) to 9 (“every effort was made”). A “top score”
approach to scoring was used for each survey respondent, where
they were scored as “1,” if the response to all three CollaboRATE
items was 9, or “0” if the response to any of the three CollaboRATE
items was less than 9. The percentage of all encounters that were
coded as “1” was then calculated. Higher scores represent more SDM.

941743 and National

4

Secondary measures included the SDM-Q-
Quality Forum (NQF) SDM Process Survey process measures,*
which capture patients' perceptions of other aspects of SDM,
including describing options, risks and benefits. The SDM-Q-9 in-
strument consists of nine statements, rated on a six-point scale from
“completely disagree” (0) to “completely agree” (5). When required,
up to two missing items were imputed using the mean of the items
that were filled out to calculate the raw score. The raw score was
transformed to range from O to 100, where O indicates the lowest
possible level of SDM and 100 indicates the highest extent of SDM.*3

The NQF SDM Process Survey includes four items. Two items
use a 4-point scale (“A lot” “Some” “A little” “None at all”), including

“how much did your healthcare provider talk with you about the
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reasons you might want to have bariatric surgery?” and “how much
did your healthcare provider talk with you about reasons you might
not want to have bariatric surgery?” Two additional items collect
“Yes” or “No” responses to, “Did your healthcare provider ask you if
you wanted to have bariatric surgery?” and “Did your health care
provider explain that you could choose whether or not to have bar-
iatric surgery?” To score the NQF, respondents were given one point
each for answering “a lot” or “some” to questions 1 and 2 and one
point each for answering yes to questions 3 and 4. The total score
ranged from O to 4, and a higher score is indicative of better SDM.*

24 | Covariates

Additional information was extracted from the electronic health re-
cord databases on each participant who completed the survey at
KPWA and UPMC, including age, gender, race/ethnicity, baseline
body mass index (BMI; the nearest measure to the survey date), and
the presence or absence of obesity-associated comorbidities using
International Classification of Diseases (ICD)-10 diagnosis codes for
the following: atrial fibrillation and other arrhythmias, congestive
heart failure, coagulopathy, deficiency anemias, diabetes (compli-
cated or uncomplicated), dyslipidemia, fatty liver disease, gastro-
esophageal reflux disease, hiatal hernia, hypertension, liver disease,
vascular disease, renal failure, and

peripheral venous

thromboembolism.

2.5 | Statistical analysis

Patient survey and electronic health record data were summarized
and assessed for validity and quality of capture. Logistic and linear
regression were used to assess the significance (Chi-square or t-
tests) of differences in binary and continuous SDM measures,
respectively, across cohorts and sub-groups. Data issues were
reviewed and adjudicated by the scientific team. Information is pre-
sented both overall and by cohort. Responders were compared to
nonresponders.

Consistent with prior work,3” and the developer's recommen-
dation,*® the CollaboRATE score was summarized as the number and
percentage of individuals indicating a top score on all three ques-
tions. The SDM-Q-9 and the NQF SDM Process Surveys are sum-
marized by the mean and standard deviation. All three measures are
presented both overall and by cohort. In a similar manner, the SDM
measures are summarized for subgroups defined by sex (male, fe-
male), age (18-44, 45-64, 65+) and race (other, Hispanic, non-
Hispanic Black, non-Hispanic white).

A sample size of 150 was identified based on our goal of
detecting changes in CollaboRATE over one year, after implementing
a quality improvement SDM program.

The Kaiser Permanente Institutional Review Board provided
oversight of human research protections for this study (protocol #
1495060).

3 | RESULTS

KPWA conducted its survey from 25 November 2020 through 15
June 2021, and UPMC conducted its survey from 13 October 2021
to 23 May 2022. Response rates varied by site (KPWA 23%-39%;
UPMC 16%-64%), and the demographics of respondents and non-
respondents were quite similar (see Supporting Information).

The sample included 167 participants, approximately half from
each site; 35% were from C1, 33% from Cohort 2 (C2)%, and 32%
from Cohort 3 (C3) (Table 1). Participants were, on average
43.8 years old (SD 13.5). Most were young (57% under age 45), fe-
male (81%), and white (73%). Average BMI was severely obese [48
(SD 8.6) kg/m?), with 19% having a BMI above 55 kg/m?. Among the
weight-related comorbidities examined, the most common were
dyslipidemia (37%), hypertension (29%), uncomplicated diabetes
(28%), gastroesophageal reflux disease (27%), fatty liver disease
(16%), and complicated diabetes (15%). Overall, the three cohorts
were quite similar. Furthermore, survey responders were similar to
non-respondents (see Online Supporting Information).

On the CollaboRATE measure, 62% of the overall sample re-
ported the highest possible scores for being informed and involved in
decision making (Figure 1). Point estimates suggest that the
perception of SDM was higher at each consecutive stage of the
surgical preparatory process with 54% of C1, 60% of C2% and 72% of
C3 reporting top scores, but the difference was not statistically sig-
nificant (p = 0.1563). Average SDM-Q-9 scores also indicate quite
high levels of other aspects of SDM [79.6 (SD 22.5) out of 100]. Like
the CollaboRATE data, SDM-Q-9 scores were lowest for C1 and
highest for C3. NQF survey data indicated moderately high levels of
SDM, on average, 3.1 (SD 1.1) out of 4.0, with an increase from C1 to
Cohorts 2 or 3. Both the SDM-Q-9 (p < 0.001) and NQF measures
varied significantly across the three time points (p = 0.0069).

Subgroup analyses showed no significant differences in the three
SDM measures based on sex, age, race, or site (Table 2). A slightly
higher proportion of women reported top scores for the Collabo-
RATE measure (64% vs. 50%). Point estimates for all three measures
were lowest among older adults (age 65+) versus other age groups
and point estimates for the CollaboRATE scores were highest for
black participants.

The frequency of respondents reporting a top score for each
CollaboRATE item was quite consistent across the three individual
items (Table 3). A similar pattern was seen for the SDM-Q-9 scores.
Within the NQF responses, the item addressing frequency of con-
versation with providers about reasons for not wanting to have
surgery (i.e., “a lot” or “some”) showed a somewhat higher raw score

point estimate compared with the other three items.

4 | DISCUSSION

In this sample of patients at two large health systems, patients
perceived moderate or high levels of SDM when assessed at the time

of referral/self-referral, after initial evaluation, and following a pre-
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TABLE 1 Demographic and clinical characteristics of survey participants, overall and by cohort.

Overall Cohort 1: Referrals Cohort 2: Initial visit Cohort 3: Pre-op visit

Site [N (%)]

KPWA 83 (49.7) 28 (48.3) 29 (52.7) 26 (48.2)

UPMC 84 (50.3) 30 (51.7) 26 (47.3) 28 (51.9)
Cohort [N (%)]

1—Referrals 58 (34.7) 58 (100)

2—Initial visit 55 (32.9) 55 (100)

3—Pre-operative visit 54 (32.3) 54 (100)
Age [mean (SD)] 43.8 (13.5) 43.9 (13.8) 45.3 (13.2) 42.2 (13.5)
Age category, years [N (%)]

18-44 95 (56.9) 33 (56.9) 31 (56.4) 31 (57.4)

45-64 53 (31.7) 16 (27.6) 19 (34.6) 18 (33.3)

65+ 19 (11.4) 9 (15.5) 5(9.1) 5(9.3)
Gender [N (%)]

Female 136 (81.4) 42 (72.4) 50 (90.9) 44 (81.5)

Male 31 (18.6) 16 (27.6) 5(9.1) 10 (18.5)
Race [N (%)]

American Indian/Alaskan native 1 (0.6) 0 (0) 0 (0) 1(1.9)

Asian 3(1.8) 2 (3.5) 0 (0) 1(1.9)

Black or African American 28 (16.8) 10 (17.2) 11 (20.0) 7 (13.0)

Multiple race 5 (3.0) 2 (3.5) 1(1.8) 2 (3.7)

Other race 3(1.8) 1(1.7) 1(1.8) 1(1.9)

Unknown/declined 6 (3.6) 3 (5.2) 1(1.8) 2 (3.7)

White 121 (72.5) 40 (69.0) 41 (74.6) 40 (74.1)
Hispanic ethnicity [N (%)]

Unknown/Declined 9 (5.4) 3(5.2) 5(9.1) 1(1.9)

Yes, Hispanic ethnicity 11 (6.6) 3(5.2) 3 (5.5) 5(9.3)
BMI (kg/m?) [mean (SD)] 48 (8.63) 46 (8.0) 48 (8.9) 49 (9.0)
BMI (kg/m?) [N (%)]

35 to <40 77 (46.1) 29 (50.0) 28 (50.9) 20 (37.0)

40 to <45 58 (34.7) 23 (39.7) 16 (29.1) 19 (35.2)

55+ 32(19.2) 6 (10.3) 11 (20.0) 15 (27.8)
Comorbidities [N (%)]

Atrial fibrillation 5 (3.0) 1(1.7) 1(1.8) 3 (5. 6)

Arrhythmias 22 (13.2) 7 (12.1) 8 (14.6) 7 (13.0)

Congestive heart failure 12 (7.19) 5 (8.6) 3 (5.5) 4 (7.4)

Coagulopathy 1 (0.6) 0 (0.0) 1(1.8) 0 (0.0)

Deficiency anemia 22 (13.2) 7 (12.1) 10 (18.2) 5(9.3)

Diabetes: Complicated 25 (15.0) 8 (13.8) 7 (12.7) 10 (18.5)

Diabetes: Uncomplicated 47 (28.1) 15 (25.9) 15 (27.3) 17 (31.5)

Dyslipidemia 61 (36.5) 21 (36.2) 18 (32.7) 22 (40.7)

(Continues)
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TABLE 1 (Continued)
Overall

Fatty liver 26 (15.6) 6 (10.3)
Gastroesophageal reflux disease 45 (27.0) 17 (29.3)
Hiatal hernia 14 (8.4) 2 (3.5)
Hypertension 48 (28.7) 15 (25.9)
Liver disease 22 (13.2) 5(8.6)
Peripheral vascular disease 4 (2.4) 1(1.7)
Renal failure 5(3.0) 2 (3.5)
Venous thromboembolism 3(1.8) 0 (0)

Abbreviation: KPWA, Kaiser Permanente Washington.

operative visit. In general, levels of SDM were higher in patients who
had moved further through the preparatory process leading up to
bariatric surgery. While sub-group analyses were limited by sample
size, they did not identify groups with clearly divergent patterns of
experience. Likewise, there was limited heterogeneity across indi-
vidual items in the measures.

Based on the CollaboRATE data, approximately 75% reported
the highest possible level of feeling informed and involved in decision
making at the final assessment (C3)—consistent with levels that have
followed SDM interventions.®? At the same time point, the average
SDM-Q9 score was 88.4 (SD 15.9) out of a possible 100, indicating
that patients endorsed having experienced communication with the
provider that included key SDM components such as discussion of
various treatment options, risks and benefits, and that s/he and the
physician jointly selected the treatment option. Scores on the NQF
assessing patient preferences and awareness of choices were rela-
tively lower at the C3 time point [mean 3.3 (SD 1.0) out of 4.0]. For
both the SDM-Q9 and NQF, the variability in responses narrowed
quite a bit across cohorts.

Shared decision-making has been proposed as a strategy for
improving communication between patients and providers and for
countering weight bias—two factors that are likely contributors to
the underutilization of bariatric surgery.*” Weight bias is common

48,49 and

and has concerning workplace and health implications,
negative stances are evident in attitudes toward surgical weight loss
treatment.”® Healthcare providers may be unlikely to discuss surgical
weight loss options,*” reflecting an emphasis on surgical risks, despite
strong efficacy and safety data.?®>>2 The high levels of SDM seen in
this study do not ameliorate the need to address these concerns.
Furthermore, provider communication challenges related to bariatric
surgery have typically been documented in primary care settings; our
assessment at sites providing surgical services increases the likeli-
hood that providers are comfortable communicating risks and ben-
efits related to bariatric procedures.

Our documentation of CollaboRATE levels that are similar to
prior findings following SDM interventions may reflect particularly
high-quality care in these two large academic medical centers or
signify growing interest in SDM in surgical specialties, which is

Cohort 1: Referrals

Cohort 2: Initial visit Cohort 3: Pre-op visit

12 (21.8) 8 (14.8)
11 (20.0) 17 (31.5)
4(7.3) 8 (14.8)
17 (30.9) 16 (29.6)
12 (21.8) 5(9.3)
2 (3.6) 1(1.9)
2 (3.6) 1(1.9)
2 (3.6) 1(1.9)

suggested by recent literature in this area.>>>* Alternatively, the
timing of the survey shortly after the acute phase of the COVID-19
pandemic may reflect higher levels of satisfaction than are typical—
for example, if some survey participants were resuming surgical
plans that had experienced a pandemic-related delay. Further
research is needed to distinguish between these possibilities.

The current analyses are limited to establishing a baseline level
of SDM in two clinical settings using validated tools; no data were
collected on the contents of those conversations. While Roux-en-Y
gastric bypass and sleeve are commonly used at both sites, UPMC
offers a broader range of procedures, and procedure choice varied
somewhat by site. For example, the proportion of bariatric operations
using sleeve gastrectromy and the proportion using Roux-en-Y
gastric bypass during the timeframe of this survey were 48% and
52%, respectively, at Kaiser Permanent and 41% and 51% at UPMC.
There is no “right” procedure choice, and the documented high levels
of SDM suggest that decisions have been well-informed; however, it
is possible that the implementation of decision-aids designed to
support balanced discussion of key risks and benefits, could shift
patient choices and thus alter the case mix of procedures.

The SDM measures did not differ significantly across the two
sites, despite differences in factors such as geographic distribution,
payer structure, and procedures offered. While the order in which
topics are typically discussed varies between the two sites for pa-
tients considering bariatric surgery, both sites address a similar set of
topics, which may be reflected in the similar SDM metrics. At KPWA,
initial visits are group-based and focus on general education about
bariatric surgery outcomes and procedure types, and expectation-
setting around the process of surgery, including preparation and
follow-up. UPMC initial visits are typical individualized meetings with
a non-surgical provider, and focus on assessment of the patient's
surgical eligibility review of his/her health history, provision of edu-
cation about the process of bariatric surgery, and discussion of the
commitment needed for reaching the patient's weight and health
goals. The first provider visit at KPWA addresses patient goals in
terms of weight loss and health, while at UPMC the focus is often on
the pre-operative process, surgical risks and benefits. At both sites,
the pre-operative visit focuses on answering questions, addressing
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FIGURE 1 Patient-reported experience
with shared decision making, overall and by
cohort. 100%
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informed consent, and confirming the patient's decision for bariatric
surgery.

It is important to note that this is not a longitudinal study, but
instead assesses three cross-sectional samples, and variation be-

tween cohorts 1-3 not only reflect their different positions in the

process of considering and/or planning for bariatric surgery, but also
any secular trends that occurred between the time that C3 and C1
first accessed the bariatric clinics. It is possible that higher metrics of
SDM among C3 reflect experiences that occurred during their ap-

pointments at the bariatric clinics. It is also possible that patients
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TABLE 3 Item-level response for the overall survey population, N = 167.
CollaboRATE Top Score, N (%) N %
How much effort did they make to help you understand your health issues? 113 69%
How much effort did they make to listen to the things that matter most to you about your 115 71%
health issues?
How much effort did they make to include what matters most to you in choosing what to 112 69%
do next?
SDM-Q-9 Mean SD
My provider made clear that a decision needs to be made 3.92 1.36
My provider wanted to know exactly how | want to be involved in making the decision 3.93 1.31
My provider told me that there are different options for treating my medical condition 4.03 1.26
My provider precisely explained the advantages and disadvantages of the treatment options 4.10 1.21
My provider helped me understand all of the information 4.19 1.09
My provider asked me which treatment option | prefer 421 1.18
My provider and | thoroughly weighed the different treatment options 3.92 1.36
My provider and | selected a treatment option together 3.85 1.50
My provider and | reached an agreement on how to proceed 4.13 1.27
NQF Mean (SD)
How much did your healthcare provider talk with you about the reasons you might want to 1.63 0.89
have bariatric surgery?
How much did your healthcare provider talk with you about reasons you might not want to 2.37 1.12
have bariatric surgery
Did your healthcare provider ask if you wanted to have bariatric surgery? 1.25 0.43
Did your healthcare provider explain that you could choose whether or not to have bariatric 1.10 0.30

surgery?

Abbreviations: NQF, National Quality Forum; SDM, shared decision making.

with sub-optimal clinical interactions (and thus lower SDM metrics)
who might have been eligible for C3 were more likely to seek
alternative treatment options/venues, so their lower scores may not
be well represented. While the C1 survey assesses decision making
experiences prior to seeking surgical weight loss services, the sample
only includes those who have been referred or self-referred to these
clinics. The perspectives of other patients with severe obesity who
had not been referred or self-referred are omitted, so inference
about their experiences with SDM related to severe obesity treat-
ment is not possible. Furthermore, this convenience sample enrolled
a minority of patients who were seen in the bariatric clinics during
this time, reflecting both patient interest and the fact that clinical
staff were not able to approach every patient. The limited sample size
makes subgroup analyses difficult to interpret. It is also useful to
recall that a provider referral was required to be seen at the Kaiser
Permanente surgical clinic while UPMC patients were primarily self-
referred, which may have impacted conversations about weight
treatment decisions. Furthermore, some UPMC patients, particularly
in C1, may have sought out the bariatric practice specifically for the
lifestyle and/or medication services offered for weight management,
rather than to seek information about bariatric surgery. Findings

reflect two distinct models of bariatric care delivery, but may not
generalize to other health systems.

In summary, in two large health systems, patients self-reported
moderate to high scores on three measures of SDM, particularly
just before surgery. Relatively lower scores on the CollaboRATE and
NQF measures, compared with the SDM-Q9 suggest that decision
making related to bariatric surgery could benefit from additional
focus on patient preferences, assistance with awareness of treatment
options for severe obesity, and emphasis on patient involvement in
decision making. However, the scores suggest that intervention may
face a ceiling effect. Future research by this team will assess whether
implementation of a more formal SDM process around bariatric
surgery can lead to further improvements in patients' perceptions of

their SDM experience.
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