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Abstract

Background: Shared decision making (SDM) is increasingly recognized as an important facet of 

patient-centered care. Despite growing interest in SDM in the emergency department (ED), little is 

known about emergency physicians’ (EPs’) motivations for using SDM. Understanding current 

patterns of SDM use and EP’s rationale for using SDM is essential for the development of 

interventions to increase use.

Objectives: Recognizing the EP as an important stakeholder in SDM research, we sought to 

identify and explore factors that may motivate EPs’ engagement in SDM.

Methods: In this qualitative study, informed by the Theory of Planned Behavior and Social 

Cognitive Theory, we conducted semistructured interviews with a purposeful sample of EPs. 

Interviews were recorded and transcribed verbatim. Using a directed qualitative content analysis 

approach, three members of the research team performed open coding of the transcripts in an 

iterative process, building a provisional code book as coding progressed. Respondent validation 

was employed to ensure methodologic rigor.

Results: Fifteen EPs, ages 31–65, from both academic and community practice settings, were 

interviewed. Several had not heard of the specific phrase “shared decision making,” but all 

understood the concept and felt that they used SDM techniques to some degree. Most noted they 

had often had an agenda when they used SDM, which often motivated them to have the 

conversation. Agendas described included counteracting an algorithmic or defensive approach to 

diagnosis and treatment, avoiding harmful tests, or sharing uncertainty. All participants believed 

that patients benefited from SDM in terms of satisfaction, engagement, or education. Nearly all 
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participants identified research outcomes that they felt would encourage their use of SDM (e.g., 

improvements in patient engagement, mitigation of risk) and many prioritized patient-centered 

outcomes over systems outcomes such as improved resource utilization. Little consensus was seen, 

however, regarding the importance of individual outcomes: of eight potential research outcomes 

participants endorsed, no single outcome was endorsed by even half of the physicians interviewed.

Conclusion: Emergency physicians identified many factors that motivated them to use SDM. 

This study informs current research on SDM in the ED, particularly regarding the motivations of 

the physician-as-stakeholder.

Shared decision making (SDM) improves patient engagement and knowledge, facilitates 

communication, and improves resource utilization.1–7 Defined as “a collaborative process 

that allows patients and their providers to make health care decisions together, taking into 

account the best scientific evidence available, as well as the patient’s values and 

preferences,”8 SDM has been called the “pinnacle of patient-centered care” and promoted as 

an ethical imperative based on principles of patient autonomy.9,10

Despite increasing interest in the impact of SDM in the emergency department (ED),11–16 

little research has focused on the emergency physician (EP) as a stakeholder in SDM 

research. “Stakeholders” are defined as “Individuals, organizations or communities that have 

a direct interest in the process and outcomes of a project, research or policy endeavor.”17 

While there are many stakeholders in SDM research, including patients and families, policy-

makers, and payers, EPs are possibly the most critical stakeholders regarding the translation 

of SDM research into clinical practice. Therefore, understanding the perspectives and needs 

of this group is essential. Specifically, an understanding of the factors that may contribute to 

an EP’s motivation to engage or not engage in SDM could help policy-makers promote 

SDM as well as help researchers study SDM. Additionally, the early involvement of 

stakeholders “helps to ensure that the research reflects the various needs of all diverse 

users.”18,19 Although two surveys about EPs’ views on SDM were recently published,15,20 

neither study examined why EPs engage in SDM or explored factors that may encourage 

physicians’ use of SDM, such as attitudes, beliefs, or local practice norms. Because factors 

that may contribute to motivation have not previously been studied in an exploratory manner, 

qualitative research provides the necessary foundation for further investigation.

The purpose of this study was to explore EPs’ views on SDM in the emergency department 

(ED). Specifically, we sought to examine what motivated individual providers to use SDM, 

what benefits they perceived from the use of SDM, and what effect various research findings 

might have on providers’ motivation to use of SDM. These data may then inform future 

research seeking to study and implement SDM in the ED by identifying factors and 

outcomes that EPs find “motivating.”

METHODS

Study Design

This was a qualitative study utilizing semistructured interviews with practicing EPs. The 

study was granted exempt status by the local institutional review board, but utilized written 

informed consent due to recording of participants. Participants were reimbursed $25 for their 
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time. The study was designed to comply with published standards for reporting qualitative 

research.21–23

Interview Guide

The initial interview guide was developed using an integrative theoretical model that 

combined the Theory of Planned Behavior and Social Cognitive Theory (Figure 1).24 The 

theoretical framework organizes the factors that potentially influence an individual’s 

performance of a behavior, such as initiating a SDM conversation. For example, the decision 

of whether or not to engage in SDM (behavior) may be influenced by the provider 

perceiving that they communicate well (skills and self-efficacy), that the behavior is 

expected of them (Norms), or that the ED is too busy to take the time (environmental 

constraints). We also incorporated findings from qualitative studies of non-EPs, due to the 

paucity of related studies with EPs.25–28 Table 1 demonstrates how the theoretical 

framework guided the development of the interview guide. The interview guide was piloted 

and was then iteratively revised during the interview process (Data Supplement S1, available 

as supporting information in the online version of this paper). No changes were made to the 

guide after the fifth interview. Since the interviews were semistructured, however, the 

content and questions of each interview diverged from the guide as needed during 

interviews. Both interviewers took field notes during interviews and discussed these notes 

after interviews. Interviews were designed to be 20–45 minutes long.

We asked participants to first discuss a scenario where they needed to make a decision, how 

they made that decision, and who they involved in that decision-making process. We then 

asked participants if they were familiar with the term “shared decision making” and shared 

an accepted definition.8 We then asked participants to discuss scenarios where they used 

SDM, rather than asking directly, “what motivates you to use SDM?” This allowed further 

discussion of the motivators in the scenarios the participants provided. They were then asked 

to discuss scenarios where they could have used SDM but chose not to. Finally, they were 

presented with a verbal summary of the Chest Pain Choice trial as an example of SDM 

research in the ED2 and asked what the findings meant to them. This led into a discussion of 

whether various research findings (particular outcomes) were meaningful to them in a way 

that would potentially influence their behavior.

Study Setting, Participants, and Recruitment

A purposeful sample seeks to intentionally sample based on criteria that may be important to 

a particular study, under the presumption that a homogenous cohort may limit the breadth of 

responses.29 We chose a purposeful sample of EP physicians based on sex, years in practice 

since residency, region (rural/suburban vs. urban) of primary employment, academic versus 

community practice setting, and location of training (inside versus outside of the state). 

Physicians meeting these predetermined criteria were identified by convenience sampling 

and by utilization of networks to identify physicians likely to have different perspectives, 

similar to snowball sampling techniques.30 For example, professional networks were used to 

identify several physicians new to the region, with the expectation that they may contribute 

new perspectives. Physicians were initially contacted by the investigators via an e-mail 

asking to conduct an interview about “clinical decision making.” Initial study design 
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planned for at least 12 interviews, with the option to conduct additional interviews if 

thematic saturation had not been reached.29 (Thematic saturation refers to the point where 

new interviews fail to generate new ideas.) Previous research has shown that 15 interviews is 

generally enough to reach thematic sat-uration.31

Data Collection

After agreeing to meet for an interview, participants provided written informed consent and 

filled out a demographics form. Interviews were conducted in person at private residences or 

private offices per participants’ choice. The interview team consisted of two female, 

practicing EPs (EMS and TRE) who trained and piloted interviews under a senior 

investigator with qualitative methods experiences (SLG). One interviewer served as the 

primary interviewer for each interview, with all but one interview having a team member 

present as an observer, taking notes and asking additional questions at the end. All 

interviews were recorded via audio recording device and transcribed. After the interviews, 

member checking was performed by providing participants with a short summary of the 

major points they discussed and asking them for their agreement, disagreements, or 

comments.23

Data Analysis

Transcripts were entered into Dedoose qualitative data management and analysis software 

(Dedoose Version 7.0.18, SocioCultural Research Consultants, LLC). Coding was 

performed in an iterative fashion by three research team members (EMS, ERK, KEP), all of 

whom had either qualitative research experience or recent training pertaining to coding. The 

codebook was developed using a directed approach to content analysis: that is, we combined 

a priori codes drawn from previous literature and our theoretical framework with emergent 

codes that came directly from line by line coding of the transcripts.29,32 Iterative coding was 

done, where transcripts were recoded as the codebook was refined. Each transcript was 

coded at least twice by at least two coders. We calculated agreement based on excerpt 

coding as well as by overall codes identified per transcript. Disagreements were discussed 

until consensus was reached. The codebook is available in Data Supplement S2 (available as 

supporting information in the online version of this paper). While the goal of the interview 

was to explore the physicians’ use (or lack of use) of SDM and explore the factors that 

motivated or discouraged their use, our analysis focuses on their intrinsic motivation and the 

factors that they felt encouraged them to use SDM (or would potentially encourage their use 

of SDM).

Research Team and Reflexivity

Qualitative inquiry attempts to recognize and reflect on the effect of the researcher on the 

participants and the analysis of the information gathered, particularly in an interview-based 

study. This concept is known as reflex-ivity.23 The research team must acknowledge the role 

that they may have played in introducing bias and make attempts to recognize and mitigate 

that bias.

The interviewers knew many, but not all, of the participants prior to the interviews. Most of 

the participants did not know the goals of the research prior to the interview, but the goals 
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were stated during the semistructured interview and it was made clear that the interviewers 

sought honest responses (Data Supplement S1).

RESULTS

Between June 2015 and November 2015, we interviewed 15 EPs currently working in 

Massachusetts. One additional EP was contacted but we were unable to schedule an 

interview and he was not included. Theoretical saturation was reached as no distinct new 

codes emerged from the last three interviews.23 Participant characteristics are described in 

Table 2.

In the year prior to their interview, participants worked at 14 different practice locations 

(both within and outside of Massachusetts), with nearly half working at more than one site. 

Regarding participants’ practice locations at the time of the interview, two are considered to 

be urban, five are considered to be suburban/ rural, with one site considered to be rural. One 

site is academic, two sites have some academic affiliation (occasional residents or medical 

students), and the others are considered to be community hospitals.

Regarding familiarity with the term “shared decisionmaking,” six participants were not 

familiar with the term, but once given a definition, each expressed familiarity with the 

concept, and every participant was able to give examples of instances when they used SDM. 

The types of clinical scenarios discussed are noted in Table 3; this included scenarios that 

were discussed in detail as well the answers to the question, “In what other scenarios do you 

use SDM?”

Measures of Validity

Member checking yielded only two comments from participants, clarifying thoughts but not 

changing the content of their codes. Intercoder agreement for excerpt coding and for total 

individual codes found in a transcript ranged from 60% to 90% for the second round of 

coding, with a mean of 75%.

Themes and Subthemes Identified, Related to Motivation

Many of the factors from the theoretical framework fell under the domains of “barriers” and 

“facilitators.” Because we sought to examine the attitudes of the physicians specifically in 

light of their position as stake-holders in SDM research, our analysis emphasized how the 

factors identified related to motivation. Themes and subthemes, along with representative 

quotations, are listed in Table 4.

The Physician’s Agenda (“Intention”).—While the initial interview guide sought to 

elicit perceived benefits, facilitators, downsides, and barriers, the issue of the physician’s 
agenda emerged as a previously unrecognized theme. All physicians, in discussing their use 

of SDM, noted that although they recognized that there were two reasonable options (as 

some degree of clinical equipoise is necessary for SDM), and therefore presented these 

options to the patients, they usually had either an agenda or at least an opinion regarding 

which option they felt was best. This theme was noted at least once in every interview. What 
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their agenda or opinion was, in each different scenario, helps shed light on what motivates 

EPs to use SDM.

Avoiding the “Medicolegal Path” or Algorithmic Care.: The physician’s agenda was 

often to avoid tests that harm (computed tomography [CT] scans) or treatments/admissions 

that were thought to have minimal benefit, but that constituted the “appropriate medicolegal 

care” based on the patients’ complaint. (Appropriate “medicolegal” care referring to tests 

and treatment that minimized medicolegal risk but involved a greater use of testing and 

admission than the physician thought was actually warranted.) An example of this would be 

using SDM to attempt to avoid a CT scan in a patient with abdominal pain and a very low 

likelihood of a pathologic finding or using SDM to decide on admission versus discharge in 

a chest pain patient at low-risk for acute coronary syndrome.

“[I use SDM when I’m thinking] this is not a path we want to go down ... but the 
medicolegal side says we should.” (Male academic EP)

“[When do I use SDM?] I mean CT for PE is a big one. Especially in those poor 
pregnant women ... I’m just like, I really don’t want to scan you, but I’m really 
being forced to scan you.” (Female academic EP)

“It [using SDM, avoiding algorithmic care] feels like you’re actually being a doctor 
as opposed to just, you know, a monkey.” (Male community/academic EP)

The Management of Uncertainty and Perceived Mitigation of Risk.: Physicians also 

used SDM to manage uncertainty. Physicians noted that not only was SDM a way of sharing 

uncertainty and possibly decreasing the risk of litigation, but also that some degree of risk 

tolerance (by both the physician and the patient) was necessary to have any SDM. Several 

noted that they believed that their risk-averse colleagues were less likely to engage in SDM, 

and that as they themselves had become more comfortable with uncertainty (through the 

progression of their careers), they engaged in SDM more often. While many participants 

used SDM to share uncertainty, nearly half noted that SDM may lead to “missing 

something” or increasing medicolegal risk. Finally, several physicians lamented the cultural 

intolerance of uncertainty and noted that this was a barrier to SDM.

“I don’t know if this pans out in actual data, but it feels like you’re protected from 

bad outcomes better if the patient feels like they had a say in that choice.” (Female 

academic EP)

“I hope that shared decision making is accepted by the public, and, selfishly, legally 

that it’s accepted ... because ... right or wrong, there has to be ... some acceptable 

level of risk, there has to be. If we train to 100% right, or we try to do that, it’s non-

sustainable ... it probably hurts people.” (Male community/academic EP)

“Guided” SDM.: The physicians’ agenda was, at times, an outcome specific to that clinical 

scenario, such as avoiding a CT in minor head injury or avoiding blood tests in a young 

person with a viral illness. Nearly all participants described scenarios where their agenda or 

opinion was so strong that the conversation could be called “guided shared decision making” 

or possibly not “shared” decision making at all. An example of this would be a physician 
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telling a patient with bronchitis that they are willing to give them a prescription for 

antibiotics, but then taking the time to explain why they don’t recommend that “option.” 

Most physicians noted that they only expressed options they were willing to offer, even if 

they believed strongly that there was a best choice for the patient. Physicians felt that this 

was SDM and probably improved communication and engagement, although the risk existed 

that the patient would make the “wrong” choice.

“Then there are other times when there’s SDM but I’ve already decided what I’m 

going to do—like, a football player gets his bell rung [head injury] and he comes 

in ... and then the SDM is kind of educating the mother on why we don’t want to 

fry this kid’s brain when we can clearly just observe him.” (The physician went on 

to explain that if the parents insisted, after the explanation, that they wanted the 

head CT, he would oblige, but that this rarely happened.) (Male community EP)

“[regarding low risk chest pain] ... so I’ll spin [it] in one direction or another, and if 

it’s a super low-risk patient then I will definitely spin it hard in the other direction. 

Like ‘you have no risk factors ... your pain is not suggestive of that [MI] ... we 

could bring you into the hospital, but I don’t really think you need to come in. If 

you were my brother I wouldn’t admit you to the hospital.’“ [But physician is still 

giving the patient the options.] (Female community EP)

Attitudes That May Affect Motivation to use SDM (“Attitudes”).—Participants 

expressed a multitude of differing attitudes, often in direct opposition to opinions expressed 

by other EPs. In light of recent research on SDM,2,20 physicians’ attitudes toward patient 

satisfaction and resource utilization stood out as particularly important.

Attitudes Regarding Patient Satisfaction.: Nearly all participants noted that SDM likely 

increases patient satisfaction. They noted that SDM probably improves communication and 

engagement, as well as giving patients and families a sense of control and feeling cared 

about.

“I think, in general, patients who like to be involved, and that’s probably the 

majority, appreciate it. It makes for patient satisfaction, especially when it involves 

family and the whole room. If you have them help to decide that a CT scan of the 

abdomen with PO contrast is something that should be done now, then they can’t 

complain about a three hour wait.” (Female academic EP)

“I think a number of patients have clearly expressed to me that they appreciate that 

I was giving them the information and the choice.” (Male academic EP)

Although nearly all participants felt that SDM increased patient satisfaction, the importance 

that physicians placed on increasing patient satisfaction as a motivator varied. Only four 

subjects identified patient satisfaction as a research outcome that would encourage their use 

of SDM, and over half of participants expressed reservations about patient satisfaction—

noting that the competing priorities of a busy shift are often more important than patient 

satisfaction and that many factors out of the physicians’ control contribute to lower 

satisfaction (such as wait times).
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“[regarding priorities that come before patient satisfaction] I hope everybody lives, 

I hope that I don’t miss anything big, I hope that I give good care, and I hope that I 

teach the residents how to do something well that day. The rest is gravy.” (Female 

academic EP)

“Patient satisfaction is secondary to appropriate medical care. This is not 

Applebees, you cannot have ranch/dilaudid with that and I will not supersize you to 

a CT scan.” (Male community EP)

Attitudes Regarding SDM as a Modality to Affect Resource Utilization.: Previous 

literature suggests that EPs see SDM as a viable method to decrease unnecessary testing in 

the ED.20 However, it is unclear whether, in the context of the competing priorities of a busy 

shift, improving resource utilization is important to physicians and whether it actually 

motivates physicians to use SDM. Our interviews suggested that while the scenarios offered 

by participants would often lead to improved resource utilization, improving resource 

utilization was only occasionally described as the primary goal, or motivator, of an SDM 

conversation. While several physicians noted that they attempted to be cognizant of resource 

utilization issues, many noted that improving resource utilization wasn’t a top priority or a 

motivating factor for using SDM.

[Interviewer: What are the benefits of SDM?] “I think it often saves the system... 
resources and ultimately money.” (Male community/academic EP)

“[The] shared decision making would be that I don’t think that we need to do ... 

more tests, that you’re safe to go home ... limiting the amount of testing.” (Male 

community EP)

“I don’t think that my primary reason not to CT scan someone (or to use SDM to 

potentially avoid a CT scan) is to save money for the healthcare system. I think the 

primary reason for me not to CT scan somebody is because it exposes them to 

radiation that they shouldn’t get. Having said that, I realize that my decisions of 

whether I put someone in the ICU or on the floor, whether I CT scan, is multiplied 

by everybody in the healthcare system, so those costs are huge overall, but I can say 

at a personal level at this point I’m not rationing my CT scans because I’m afraid 

that I’m gonna get a note that says I’ve scanned too many people.” (Female 

academic EP, explaining that her motivation for using SDM has to do with avoiding 

the potential harm of radiation, not decreasing CT scan use.)

“[regarding resource utilization] Not my first priority, and part of it is no one ever 
told you “good job” for doing any of those things [decreasing CT scans, 

admissions] [Interviewer: No one ever says good job on your resource utilization?] 

You know you get panned for not ordering the CT scan; you never get kudos for the 
other way around.” (Male community/academic EP, explaining that although he 

believes that SDM may improve resource utilization, resource utilization doesn’t 

motivate him to use SDM because there is no incentive to perform less testing, 

while missing a diagnosis has ramifications.)
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Relative Importance of Research Findings and Policy on Physicians’ 
Motivation to Use SDM.—For this part of the interview, the Chest Pain Choice trial was 

used as a discussion point.2 The Chest Pain Choice trial was a randomized controlled trial of 

a decision support intervention to facilitate SDM regarding admission versus discharge for 

patients with chest pain who were thought to be low risk for acute coronary syndrome. The 

trial was described, and it was noted by the interviewer that admissions decreased and 

patient engagement and satisfaction increased. The participant was asked about the relative 

importance of those research outcomes in encouraging their use of SDM. Several physicians 

noted that improving resource utilization or patient satisfaction did encourage them to use 

SDM.

“It absolutely encourages me because it reinforces that what you’re spending your 

time doing and really kind of going out of your way [to do] in a busy shift 

[referring to SDM] is actually meaningful on multiple levels, right? Decreasing 

resource utilization, increasing patient satisfaction, all of those things are things 

that are becoming more and more important in healthcare today, and so, might as 

well do what you can.” (Female community EP)

At that point they were further asked via open-ended questions about what other research 

outcomes or policy changes would be important to them. Physicians were encouraged to 

endorse any outcome that was meaningful to them, and responses are listed in Table 5.

“So depending on the type of illness, number one should be mortality. Number 

two ... I would look at things like iatrogenic injuries because a lot of the extra tests 

do have potential risks.” (Male academic EP)

Several physicians mentioned that guidelines would be helpful or encourage them, but others 

noted that they were not interested in more guidelines.

“I really like hospital guidelines, especially if they’re done well where they don’t 

limit me, yet they give me kind of a something to stand on ... give me protection for 

what I think is right even though there is a small amount of risk involved in doing 

it.” (Male community/academic EP)

“There’s no guidelines that I really care about in this regard. I care about scientific 

studies and guidelines when it comes to the technical aspects of care, but for the 

social aspects of care, it’s completely irrelevant to me. And I’m sorry ‘cause that’s 

probably what this study is all about.” (Male community/academic EP)

Most notably, no single outcome was endorsed as important by even half the participants.

Themes Less Likely to Play a Role in Motivation

Based on our theoretical framework, a number of variables could have played a role in 

motivating physicians, but were not heavily endorsed as motivating by the participants. 

Examples include norms, skills, self-efficacy, patient characteristics, and physician 

personality characteristics. For example, while a few participants noted that SDM was more 

“part of the culture” in some settings they had worked in, none noted that their colleagues’ 

use of SDM influenced their own use (“Norms,” Figure 1). Similarly, almost all participants 

reported that they were “comfortable” doing SDM with their patients, but this did not seem 
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to play a role in their motivation (“Skills,” Figure 1). While physicians did bring up patient 

characteristics that were barriers to SDM, only one patient characteristic—”patient asks 

about alternatives”—was noted by a participant to stimulate SDM. Finally, physicians noted 

personality characteristics in their colleagues that they associated with increased or 

decreased use of SDM, but rarely identified these characteristics in themselves as playing a 

role in their decision to engage in SDM.

DISCUSSION

This is the first study to qualitatively explore EPs’ attitudes and motivations regarding SDM. 

We noted that physicians often initiate SDM because of a conscious agenda, but that these 

agendas vary widely by clinical scenario. Physicians’ agendas included avoiding CT scans, 

sharing and mitigating uncertainty, avoiding admissions with questionable benefits, and 

avoiding aggressive end-of-life care. The subtext to these goals was often that the “standard 

of care” (or the pathway felt to have the least medicolegal risk) was in direct opposition to 

what the physician felt was best for that particular patient, so rather than unilaterally 

diverging from the standard of care, the physician used SDM to explain the situation and 

obtain input from the patient regarding their values, preferences, and often risk tolerance.

In some aspects, our results are aligned with the results of recent survey studies. Kanzaria et 

al.20 reported that most EPs felt that SDM may be a useful modality to decrease 

“unnecessary” testing. Our participants often noted that using SDM in scenarios that would 

lead to improved resource utilization or decreases in testing, but this was only occasionally 

the motivator for the conversation. Probst et al.15 asked physicians whether certain scenarios 

were appropriate for SDM, and the list generated has overlap with our participants’ usage 

patterns, shown in Table 2. However, in our study, a large minority of participants were not 

familiar with the term “shared decision making.” This has implications for the interpretation 

of previous surveys regarding the likelihood of social desirability influencing results, and it 

has implications for researchers and policy-makers looking to study or promote SDM.

Our study is the first study to examine the motivations for the use of SDM in the ED. We 

noted several themes that were important to EPs: SDM to avoid “standard” or algorithmic 

care when this care was not perceived as right for the patient; SDM to share or mitigate 

uncertainty; SDM to improve communication, patient satisfaction and engagement, and 

resource utilization; and SDM to guide the patient to the “best” option (“guided” SDM) 

while still allowing them input or dissent. Further study of the needs of the physician-as-

stakeholder should investigate which research outcomes (i.e., morbidity, patient satisfaction, 

resource utilization) are most important in particular scenarios as well as quantify the 

relative importance of these outcomes in a larger and more representative population of 

practicing clinicians. Additionally, hospital-based interventions could target the areas that 

clinicians deem most important, for example, supporting SDM as standard of care in 

particular clinical scenarios.

The lack of consensus regarding the importance of any one possible research study outcome 

is notable and has ramifications for researchers and policy-makers. It is possible that even 

with larger studies there will not be consensus between clinicians regarding the importance 
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of any one research outcome and that studies will need to have multiple outcomes to 

effectively encourage clinicians’ use of SDM in the ED. Because of this lack of consensus, 

individual efforts to promote or study SDM should involve EPs early, at the Evidence 
Prioritization stage of research, to further delineate these motivations in the context of any 

specific SDM scenario.19

In theory, physicians should partake in SDM out of respect for patient autonomy. In reality, 

physicians balance patient autonomy, stewardship of resources, and fear of uncertainty with 

every medical decision. The challenge of the next phase of SDM research will be to 

establish measurable outcomes that are meaningful to clinicians and patients while helping 

physicians navigate this balancing act.

STRENGTHS AND LIMITATIONS

One of the strengths of semistructured interviews is that participants are not given options, 

such as in a survey, that might bias their answers. In this respect, qualitative inquiry may 

result in both more honest responses and a wider breadth of responses than a survey. 

Additionally, although all the EPs included were practicing in the same region of the United 

States, we sampled physicians from a wide variety of practice settings and training 

backgrounds, further increasing the breadth of our responses.

Regarding limitations, qualitative inquiry is intended to be hypothesis generating, not 

hypothesis testing, hence no specific hypothesis was specified a priori. Also, it is possible 

that physicians outside our region would have answered these questions differently, leading 

to different themes and concepts. We did not include perceived barriers in this analysis, to 

more deeply examine the aforementioned themes. Finally, while our research team, 

including interviewers and coders, attempted to remain unbiased, preexisting assumptions as 

well as social desirability bias may have influenced data collection and interpretation. We 

are optimistic that via rigorous examination of the transcripts and fidelity to the emerging 

codes, we were able to recognize the effects of our own biases.

CONCLUSIONS

All physicians interviewed were able to give examples of when they use shared decision 

making and why, reflecting the acceptance of some degree of patient involvement in medical 

decision making in the ED. Sharing uncertainty and avoiding tests and interventions with 

minimal benefit or possible harm was noted to motivate many physicians, and while 

resource utilization and patient satisfaction were both felt to be benefits of SDM, neither 

played a large role in motivating a majority of physicians. Most participants were able to 

identify research outcomes that would be meaningful to them, but none of the eight 

outcomes mentioned were endorsed by even half of the cohort. The foundation gained from 

this inquiry can help researchers and policy-makers further involve physicians-as-

stakeholders in the study and promotion of shared decision making.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
The theoretical framework (Integrative Model: Social Cognitive Theory & Theory of 

Planned Behavior24) demonstrating how various factors affect a behavior (shared decision 

making).
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Table 2

Participant Demographics

Participant Characteristics (N = 15) N (%)

Age (y), mean (range) 46 (31–65)

Female 6 (40)

Race/ethnicity

 White 10 (67)

 Black 1 (7)

 Asian/Indian 2 (13)

 Did not answer 2 (13)

100% Academic 6 (40)

100% Community 4 (27)

Combined academic/community 5 (33)

Years since residency, mean (range) 13.1 (1–30)

Residency in emergency medicine 13 (87)

Residency (training) location

 Regional academic hospital (one site) 4 (27)

 In current state of practice but not at regional training site 3 (20)

 Outside current state of practice 8 (53)

Total different practice sites where participants had worked within past year   14
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Table 3

Scenarios Where EPs Noted Using SDM*

Scenario

Number of
Participants

Who Noted This
Scenario When

Asked About Use
of SDM (N = 15)

Admission versus discharge for chest pain at low risk for ACS 13

CT scans in general 12

CT scans for abdominal pain (diverticulitis, renal colic, “nonspecific”) 11

End-of-life scenarios 7

Pediatrics in general 6

Head CT after minor injury 5

Admission versus discharge for nonspecific neurologic complaints 5

Admission versus discharge or antibiotics versus watchful waiting for infections 5

Lumbar puncture after negative head CT for ruling out subarachnoid hemorrhage 4

Opioid prescribing 2

When patient is considering leaving AMA 2

tPA for stroke 1

ACS = acute coronary syndrome; AMA = against medical advice; CT = computed tomography; SDM = shared decision-making; tPA = tissue 
plasminogen activator.

*
Scenarios were not presented, but participants were asked, “Any other scenarios where you use SDM?”
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Table 5

Responses to the Open-ended Question, “What Research Findings or Policy Changes Would Encourage Your 

Use of SDM?”*

Research Finding or Policy

Number of
Participants

Endorsing (N = 15)

Decreased medicolegal risk 5

Improved resource utilization (such as decreased admissions) 5

Guidelines (would encourage use of SDM) 5

Participant expressed antiguideline sentiments 3

Increased patient satisfaction 4

Improved patient engagement/empowerment 4

Decreased or equivalent morbidity or mortality (e.g., missed MIs) 4

Decreased iatrogenic side effects of interventions 1

Improved patient flow or productivity 2

Research findings would not influence participant’s use of SDM 1

MI = myocardial infarction; SDM = shared decision making.

*
Participants gave more than one answer each.
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