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Abstract

Background—Medical and interventional therapies for older adults with acute myocardial
infarction (AMI) reduce mortality and improve outcomes in selected patients, but there are

also risks associated with treatments. Shared decision making (SDM) may be useful in the
management of such patients, but to date patients’ and cardiologists’ perspectives on SDM in the
setting of AMI remain poorly understood. Accordingly, we performed a qualitative study eliciting
patients’ and cardiologists’ perceptions of SDM in this scenario.

Methods—We conducted 20 in-depth, semi-structured interviews with older patients (age >70)
post-AMI, and 20 interviews with cardiologists. The interviews were transcribed, and analyzed
using ATLAS.ti. Two investigators independently coded transcripts using the constant comparative
method, and an integrative, team-based process was utilized to identify themes.

Results—Six major themes emerged: (1) patients felt their only choice was to undergo an
invasive procedure; (2) patients placed a high level of trust and gratitude towards physicians; (3)
patients wanted to be more informed about the procedures they underwent; (4) for cardiologists,
patients’ age was not a major contraindication to intervention, while cognitive impairment and
functional limitation were; (5) while cardiologists intuitively understood the concept of SDM,
interpretations varied; and (6) cardiologists considered SDM to be useful in the setting of non-ST
elevated myocardial infarction (NSTEMI), but not ST-elevated myocardial infarction (STEMI).

Conclusions—~Patients viewed intervention as “the only choice,” whereas cardiologists saw a
need for balancing risks and benefits in treating older adults post-NSTEMI. This discrepancy
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implies there is room to improve communication of risks and benefits to older patients. A decision
aid informed by the needs of older adults could help to better convey patient-specific risk and
increase choice awareness.
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Among older adults with acute myocardial infarction (AMI), there has been an increasing
use of invasive coronary angiography and coronary revascularization in the U.S.,1 Canada?
and Europe? over recent decades. For example in the U.S, the use invasive coronary
angiography for non-ST-elevation acute coronary syndromes increased from 49.7% in 2004
to 66.0% in 2014 among patients aged 71-80, and from 27.2% to 37.9% among patients
>80.1 While these procedures have multiple benefits including the potential for reduced
mortality and recurrent AMI,%5 they also confer risk. This risk increases with advancing
age, as physiologic changes coupled with comorbidities increase the risk of treatment-
related complications including bleeding, acute kidney injury, vascular complications, and
stroke.5-19 However, individual risk in older adults is quite variable. Some older adults have
exceptional outcomes while in select cases the impact of these adverse events outweigh

the potential benefits of intervention. Moreover, because the damage in an ST-elevation
myocardial infarction (STEMI) is extensive (involving the full thickness of the myocardium)
urgent revascularization is essential to reperfuse and salvage as much myocardium as
possible. The standard of care is to revascularize within 90 minutes of presentation in these
cases. It is less urgent in the setting of a non-ST-elevation myocardial infarction (NSTEMI)
which denotes more limited sub-endothelial ischemia, and therefore lends more time to
weigh the risks/benefits of such an invasive procedure in this higher risk population.

Shared decision making (SDM)1—which can be defined as the process by which patients
and clinicians make health care decisions together, taking into account the best clinical
evidence as well as patients’ values and goals of care—has emerged as a central component
of a more patient-centered health system.12 SDM has significant potential to improve
management of older patients with AMI by aligning the treatment received with individuals’
values and preferences.11:13 However, to date patients’” and cardiologists” familiarity with
and willingness to incorporate SDM in the management of older adults post-AMI has not
been thoroughly investigated.

Accordingly, we performed a qualitative study to better understand patients’ and
cardiologists’ perspectives on SDM in older adults with AMI, with distinct objectives for
each group. In patients, our objective was to explore decisional needs related to invasive
coronary angiography and revascularization, and their interest in shared decision making.
In cardiologists, our objective was to elucidate their familiarity with SDM, their perception
of its usefulness in the treatment of older adults, and specific barriers to its adoption in
practice. Our overall goal was to identify themes through these interviews that would serve
as foundational data for efforts to improve implementation of SDM in practice among older
adults with AMI.
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Study Design

Recruitment

We conducted in-depth, semi-structured one-on-one interviews with older adult patients
(n=20) and cardiologists (n=20) with experience making treatment decisions post-
myocardial infarction. We initially chose our sample size based on prior qualitative
studies in cardiovascular disease which reached thematic saturation after enrolling this
number of participants.1415.16 We then ensured in our own sample through an iterative
process (coding transcripts after each interview), that thematic saturation was achieved
with 20 individuals in both groups. We chose to explore this subject qualitatively because
of the complexity involved in making decisions, and our interest in achieving a more
comprehensive understanding of the factors involved. This investigation was performed at
Tisch Hospital, an urban teriary academic medical center that is part of the New York
University Langone Health (NYULH) network. The study was approved by the NYULH
Institutional Review Board (IRB), and verbal informed consent was obtained from each
study participant prior to the start of the interview.

Patients—We interviewed twenty older adults (age =70) hospitalized with AMI. Eligible
participants were identified by research coordinators (EVG, JS) through daily electronic
medical record screening of admission diagnoses on all inpatient medical units at NYULH
Tisch Hospital. Patients were only approached with permission from their inpatient
cardiologist. Participants were provided informed consent in hospital, and then interviewed
within one month post-discharge via telephone.

Cardiologists—Twenty cardiologist members of the NYULH Faculty Group Practice
(FGP) with experience treating older adults hospitalized for AMI at NYULH within the
past year were interviewed. Cardiologists were initially invited to participate via a group
email to members of the NYULH Leon H. Charney Division of Cardiology. The first twenty
respondents were then selected as study participants. No demographic data was collected
from cardiologist participants due to their status as a vulnerable population (potentially
identifiable as institution employees) according to NYULH IRB policy at the time of the
study.

Interviewers (EVG, JS) were research assistants trained in qualitative interview methods by
a member of our study team (VVD) with extensive prior experience in qualitative research
methodologies.

Interview Format

Each interview followed a semi-structured format that consisted of a series of open-ended
questions followed by more direct probes, with the purpose of focusing the interview

while allowing the participant to speak freely and distinguish essential aspects of their
narratives (Box 1, Box 2). Separate interview guides were developed for the patient and
cardiologist sessions. Interviews lasted 15-30 minutes depending on length of responses. In
interviews with patients, concepts included (1) decisional needs related to invasive coronary
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angiography and revascularization; (2) desire to participate in decision making process
during AMI, and (3) perceived benefits and risks of invasive coronary angiography and
revascularization. In interviews with cardiologists, concepts included general experiences
treating older adults with AMI, as well as their familiarity with SDM concepts, whether they
envisioned a role for SDM in the care of older adults with AMI, and what specific tools

may facilitate the implementation of SDM. Our question probes focused on a hypothetical
patient age =80, which was informed by preliminary discussions with our cardiologists
whereby they considered these patients to be of an advanced age that may warrant different
considerations in treatment. Notably, this differed from our cutoff for patient interviews (age
>70), which was determined based on the increasing prevalence of aging-related functional
impairments after this age, as well as by concerns over finding an adequate sample of
patients at a more extreme age cutoff (e.g. age =80) who would meet criteria for enrollment.

All interviews were audiotaped and subsequently transcribed professionally. Any identifiable
respondent information in these transcripts was removed prior to analysis in order to
preserve anonymity.

Data Analysis

Results

De-identified transcripts were entered into ATLAS.ti qualitative softwarel” and coded
by trained members of the study team (JAD, EVG, JS). Both inductive and deductive
approaches were employed in developing the codes.18 Inter-coder reliability was ensured
with regular meetings between coders (JAD, EVG, JS) to discuss coded data, reconcile
differences, and reach consensus on code meanings. Using the constant comparative
method,19 essential ideas from the interviews were coded and compared over subsequent
interviews. Recurrent themes were extracted until thematic saturation was reached. Our
thematic analysis was then corroborated by a larger multidisciplinary team composed of
representatives from Cardiology (JAD), Geriatrics (DM, SDK, SIC), and Nursing (VVD).20
Methodological rigor throughout the analysis was assured by following the consolidated
criteria for reporting qualitative research guidelines (COREQ). 21

Themes: Patients

We enrolled 29 patients in the hospital in order to obtain 20 interviews (9 patients could not
be contacted after discharge). The mean age of participants was 79 years (standard deviation
6 years), 40% were female, and 15% were nonwhite. Three quarters of participants had

a diagnosis of NSTEMI on admission; the remainder had STEMI. Only one person did

not undergo invasive coronary angiography. Other demographics are summarized in Table.
Major themes that emerged were: (1) patients felt the only choice was to have the procedure
(invasive coronary angiography); (2) patients placed a high level of trust and gratitude
towards physicians; and (3) patients wanted to be more informed about the procedures they
underwent.
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Theme 1: Patients felt their only choice was to undergo invasive coronary
angiography—NMost patients interviewed were surprised by the question of choice in their
care, and did not see any alternative to the care they were offered:

“l had no choice”
“I didn’t know it was an option”

Moreover, some patients pointed to their own acute vulnerability as the basis for their
hastened decision making:

“I think every option should be given to you, but like I said like it was desperate”

Many patients were surprised by the question asking if they would have been comfortable
saying “no” to the procedure, sometimes naming death as the alternative:

“Of course | could have said “no” but that would have been foolish on my part”
“there was no ‘no’ to this procedure”
“l would not have come to the hospital if | wanted to commit suicide”
However patients often claimed ownership of their decision.
“l would say 90% towards me, it was my decision”
“It was my own decision and judgement”
Theme 2: Patients placed a high level of trust in their cardiologists—Most

patients expressed a desire to follow their cardiologist’s recommendation, and trusted them
greatly, often valuing their perspective more than their own.

“I believe her. She’s my doctor. If I don’t believe them, who am | going to talk to?
They’re professionals. They went to school, | didn’t”

“| trusted that they knew what they were doing and what needed to be done”
“I really have total faith in my cardiologist, and that means everything to me”
Theme 3: Patients wanted to be more informed about the procedures they

underwent—Many patients claimed they had no idea what was going on and would have
liked to have more information especially after the procedure (if not possible before).

“I had no knowledge and I still don’t have much knowledge about what the
complications could have been”

“I think after the procedure the nurse or some knowledgeable person should have
walked me through what was done, how, when, why, and where. | really wasn’t
informed”

Some patients also noted that they needed help from their family to get all the information
from the doctors:

“Sometimes, doctors will give you information and just like the tip of the iceberg.
I like to have my daughter along when we’re talking to a doctor because she
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has some very pointed questions that she puts to them. | get a lot of information
through my daughter’s questioning”

Moreover, many patients did not recall the potential complications of the procedure being
explained to them:

“No, they didn’t mention any complications, no”

Themes: Cardiologists

Three themes emerged for cardiologists, which are summarized below.

Theme 1: Age was not a major contraindication to intervention for
cardiologists, while cognitive impairment and functional limitation were—None
of the cardiologists interviewed said they would forego intervention in a patient strictly due
to age. Cardiologists recognized that age was not always a reliable way to triage patients,
explicitly distinguishing between biological and chronological age.

“l haven’t been using age as a cutoff”
“Numeric age doesn’t necessarily deter me. It’s really what kind of 80”

Moreover, most cardiologists claimed to approach management in the same way they
approach younger patients, explaining that it was always an individualized decision based on
a discussion of the balance between risks and benefits.

“I think that fundamentally, | approach the management of acute myocardial
infarction similarly to younger patients under the age of 80”

“l would say it a balance of, as with any patient, risks and benefits”

Still, some cardiologists expressed heightened concern for patients over the age of 80
undergoing cardiac catheterization on the basis of their different physiology.

“l mean as a general philosophy, I tend to be less aggressive... | have a respect for
both the procedure and the procedural complications due to the vessel tortuosity
and calcification that happens to older people”

However—whether explicitly or implicitly noted, many cardiologists claimed that advanced
cognitive impairment or poor functional status would be the major contraindications to
recommending invasive coronary angiography.

“Unless there’s something really extraordinary on their presentation, like extremely
advanced dementia or they can’t provide and fend for themselves, then...1’d say we
treat them the same”

“For example, a patient with dementia is going to have a different approach than
someone without dementia”

Notably, some cardiologists saw cognitive impairment as a more important contraindication
to intervention than functional limitation.

“There are plenty of patients that may be functionally limited but have an excellent
quality of life, and that needs to be taken into account. There are patients who may
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be functionally independent, but so cognitively impaired that it may change the
calculus in the other direction”

Theme 2: Interpretations of SDM varied considerably among cardiologists—
Generally, cardiologists understood that SDM was a tool to involve the patient in the
decision, recognizing a broader shift away from paternalism and towards patient centered
care.

“It’s the idea that patients’ family and physicians would come together to share
their thoughts and come together to a mutually beneficial decision where the
physician sort of guides the conversation but offers enough information to the
family and the patient so that they can really actively participate in the decision
rather than the old model of the doctor being “this is what you’re going to do”

In fact, many cardiologists reported using SDM in their practices.
“l would think 1’m doing some version of it every time I’m talking to a patient”

However, there were slight variations in the way cardiologists interpreted SDM. Some saw it
as shared because it involved family members.

“Typically it’s not just the patient. It’s the patient and family member. That’s where
it’s shared”

Others saw it as a stepwise discussion between the patient and the physician, with an
emphasis on the physician’s role as educator.

“| think the sharing is really my attempt to educate the patient, and then hearing the
patient’s response. If the patient has a reservation about the proposed process, then
I would try to probe the ingredients of the reservation and try to answer in whatever
way would clarify the decision making for the patient”

Others understood SDM as the professional collaboration between care providers prior to
discussing the options with the patient.

“We make the decision as a team whether or not the patient should go for a cath. |
don’t frequently give patients--if I’m sending a patient, if I make the decision that
this is appropriate, then we go through the risks and benefits”

Theme 3: SDM was considered useful among patients hospitalized for
NSTEMI, but not STEMI—Because of the urgency involved in the treatment of STEMI
(including the high risk of adverse sequelae with failure to intervene promptly), all
cardiologists agreed that immediate intervention was the recommended choice in every
patient barring an extreme contraindication. Consequently, cardiologists felt that SDM was
much more feasible in NSTEMI, where there is greater clinical equipoise and considerably
more time for in-depth conversations.

“If it’s a...[STEMI], I’m going to be more likely to take them to invasive
angiography and explain to the patient that it really needs to be done. If it’s a
non-ST segment elevation MI...depending on the extent of the damage or systems
or EKG changes, | would say they always have the option of medical therapy first”
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Logically, lack of time was cited as the most important barrier to SDM in the STEMI
population, with the implication that it is not feasible in acute situations.

“l guess the shared decision making process is shortened in a STEMI, and so it may
be more of a definitive recommendation...if you’re including NSTEMI’s, you have
a lot more time usually with those patients, so you can have a full discussion”

When it was feasible however, many cardiologists stressed the importance of SDM.

“Shared decision making is really important in the older population, and we employ
it, particularly in the non-acute setting when it’s feasible. It usually is”

“It’s not only useful, it’s integral in the discussions”

Discussion

To our knowledge this is the first first study of SDM in the setting of AMI that

incorporates both patient and cardiologist perspectives. Previous studies have acknowledged
the importance of SDM for a range of conditions in older adults, often exploring the
question through the patient perspective only.22-24 The lack of investigation in the AMI
setting may be due to the fact that older adults hospitalized for AMI are more acutely ill than
other groups considering cardiovascular interventions where SDM tools have already been
established, such as in the setting of outpatients facing implantable cardioverter-defibrillator
14.25 or left ventricular assist device implantation.1®> Time constraints in AMI are greater,
and the dynamics of inpatient hospitalization are different with patients typically having less
control and simultaneously facing a wider range of time-sensitive decisions. Nonetheless, we
found that both patients and cardiologists were generally receptive to SDM concepts, at least
in the setting of NSTEMI.

From the patient perspective, we identified several key themes. Patients in our sample
reported feeling that their only option was to undergo cardiac catheterization (with

many claiming “I had no choice”), and they also placed a high level of trust in the
cardiologists caring for them. This passivity in decision making may be due to patients’
acute vulnerabilities in the hospital as inpatients—particularly in the setting of AMI. Of the
patients interviewed, many noted feeling desperate and weak at the time of discussion. This
is in line with the literature indicating patients are more likely to cede their decisionmaking
when hospitalized.16

However, it was also clear in most interviews that patients wanted to be more informed
about the invasive procedure they underwent. Some struggled to understand the reasoning
behind needing the procedure, and the options available to them. In our view, this last theme
supports the creation of a decision support tools that would provide information about the
risks and benefits of cardiac catheterization, in clear language understandable to the patient.

Several notable themes emerged among the cardioliogists in our sample. First, age-related
impairments (such as dementia and functional status) were more important contraindications
to intervention than age alone. This underscores a paradigm shift in cardiology over

the past several decades where older adults are routinely intervened on as technologies

Med Decis Making. Author manuscript; available in PMC 2021 December 19.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Grant et al.

Page 9

become less invasive and more widely available. Second, SDM was deemed useful in the
setting of NSTEMI but not STEMI, which was our expectation. With current pressures on
emergent revascularization among patients with STEMI (even the oldest old), as well as
strong evidence that failure to treat can result in complications including shock, arrhythmia,
and death, implementation of SDM is challenging to implement. However, with NSTEMI
there is generally adequate time for an informed discussion as angiography is rarely
considered emergent. The third theme was that interpretations of SDM varied widely; some
cardiologists thought SDM involved shared decisions made by patients and families, while
others thought that it included conversations between members of the clinical team. Most
intuitively understood that in contemporary practice decisions were made collaboratively by
both patients and clinicians, but also reported that optimal tools for this were lacking.

Notably, cardiologists in our sample also described guidelines as a rather limited tool

to help with SDM in the older adult NSTEMI population, which underscores a lack of
clinical trial evidence in the “oldest old.”28 These findings differ from a prior study by
Matlock et al. focused on SDM in implantable cardioverter defibrillator placement, which
found that cardiologists’ tendency to strictly adhere to guidelines was inhibiting SDM
implementation.4 In this same study, cardiologists generally took beneficent/paternalistic
approach to the decision and few had a patient centered/shared approach. Our findings may
differ due to changes in practice among cardiologists over time (with acknowldgement of
greater uncertainty and endorsement in clinical practice guidelines of SDM principles??),
the different nature of AMI therapies, or because of the additional complexity of decision
making in the setting of advanced age and comorbidities.

Since the majority of patients interviewed for our study had undergone catheterization
(Figure), it can be argued that patients who’ve made the decision to undergo catheterization
justify their choice further as “obvious” or “the only possible choice” in retrospective
interviews. However, choice awareness has been established as a central feature in
successful SDM,28 and many of our patients claim they had no alternatives to catheterization
in treatment.

The discrepancy between patient and cardiologist perspectives surrounding the need for
risk/benefit analysis in decision making post-AMI (along with the physician’s amenability
to tools which may facilitate SDM implementation) was one of our most salient findings.
Physicians emphasized the importance of SDM and the lack of available tools, whereas
patients noted a lack of adequate information. This discrepancy suggests that, from

the patient perspective, conversations in practice were often inadequate to be fully
informational. Solutions to this shortfall are complex, especially in light of time constraints
in current inpatient settings. However, SDM tools may help to provide standardized
information to patients for individualized risk prediction (e.g. embedding a calculator for
risk of acute kidney injury) and can be designed to be left with patients to review by
themselves or with family members, with subsequent facilitation by a member of the clinical
team. We do not believe decisional aids would necessarily change the outcome of the
decision in this population (intervention vs. medical management), however we do believe
it could alleviate some of the stress and uncertainty involved in discussing evidence-based
risks for physicians and it could make “choice awareness” more transparent for patients.
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Our qualitative study has several limitations that should be considered when interpreting our
findings. First, as with any qualitative study, the perspectives of the investigators may have
influenced the results. For example both patients and cardiologists could have sensed that
valuing SDM was important to the investigators as we were conducting a study about it,
which may have overscored how much they actually consider it as a central part of care. In
this report the investigators have interpreted results through the lens of patient-centered care,
but we have attempted to reduce subjectivity by presenting the results to a multidisciplinary
group. Second, our results may be biased by the characteristics of cardiologists who agreed
to participate in our survey (and their views may have differed from non-participants). Third,
nearly all patients interviewed underwent invasive coronary angiography (vs. conservative
management with medications alone) which largely overshadows the decisional needs of
patients who chose to decline the procedure. This finding likely reflects a combination

of institutional practice (large academic medical center with rapid access to cardiac
catheterization), national trends towards more invasive procedures in older adults, and
selection bias (e.g. patients who did not undergo catheterization may have had comorbidities
such as dementia which precluded study enrollment). Our results therefore may differ from
other settings with limited access to invasive coronary angiography (e.g. where transfer

for the procedure over a long distance is required, conservative management may be more
common). Finally, our sample consisted of cardiologists practicing at a single academic
institution, and findings may not extend to other centers where local practice patterns differ.

In conclusion, in the setting of evidence that SDM could improve outcomes including
adherence, and satisfaction with care, there has been a movement in the healthcare system
to implement SDM across a wide range of practice settings.2%~ 32 Cardiologists in our
study valued SDM in the setting of older adults hospitalized for NSTEMI, but they noted a
lack of specific tools for implementation. On the other hand, patients often only perceived
catheterization as a possible choice for treatment, and many would have liked to be more
informed. A personalized risk calculator may serve as a tangible step towards translating
choice awareness more clearly, and subsequently achieving higher-quality SDM among this
population.
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Box 1
Interview guide for patients.
Interview Guide (Patients)
Topic/ Question Follow Up/Probe
Rationale

For all patients

1. Tell me about your heart
attack.

What symptoms were you having before you
came in to the hospital?

What did you think was wrong when you first
began having these symptoms?

2. Tell me about any procedures
you remember having in the
hospital.

Did you have a coronary artery bypass graft
(CABG) procedure?

Did you have heart catheterization procedure or
percutaneous coronary intervention (PCI)?
What did you know about this procedure
before you came in to the hospital?

If participant
underwent
procedure

3. Tell me about any benefits, or
upsides, to this procedure that
your doctor may have talked
with you about.

Can you talk to me about how well you
understood these benefits at the time?

What questions do you remember asking about
these benefits?

4. Tell me about any potential
downsides, or complications, of
this procedure that your doctor
may have talked with you about
before having it.

Can you tell me about your understanding of
these downsides at the time?

Can you tell me about any questions

you may have asked about these potential
complications?

5. Describe your level of
comfort with your procedure
before having it.

What other information do you wish you had
been given before your procedure, or did you
feel pretty well informed?

What other kinds of questions did you ask your
doctor prior to your procedure?

How could your doctor or your care team

have made you feel more comfortable with the
procedure?

6. Describe how comfortable
you would have been with
saying “no” to the procedure
that your doctor recommended.

What was it that allowed you to feel that you
could say “no” to the procedure?

Why, do you think, you felt as if you couldn’t
turn down the procedure?

7. How long were you in the
hospital after your procedure?

How did you feel about your length of stay in
the hospital?

Why did you think that your stay should have
been longer/shorter?

8. How important is it for
you to fully understand your
procedure?

How were you feeling about the procedure
before having it?

How well did you understand what was going
to happen?

If participant
did not undergo

9. Tell me about any heart
procedures your doctor may
have discussed with you.

Can you tell me about the procedures they
discussed with you (if any)?

Did you say “no” to having the procedure?
Can you tell me your reasons for not wanting
to have the procedure?

10. How has your recovery been
after getting discharged from

Can you describe any issues you may have
had related to your procedure after you left the

procedure the hospital? hospital? How concerned are you that you will
have another heart attack?
11. How important is it for you Tell me more about your heart disease.
to fully understand your heart What would help you to further understand it?
disease?
Is there anything else you
Closure would like to tell me about

your hospitalization for a heart
attack?
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Box 2
Interview guide for cardiologists.
Interview Guide (Cardiologists)
Topic/ Question Follow Up/Probe
Rationale
1. How do you approach management
of acute myocardial infarction (AMI) in
patients aged 80 y or older?
2. What influences your management How do you assess things like
decisions? frailty, cognitive impairment, and
family support in a patient?
Clinical care 3. What is your practice with cardiac Can you explain your answer?
catheterization in patients over the age of
80y?
4. In older adults, what complications do
you worry about the most?
5. How do you explain the risks and benefits What do you believe is the greatest
of cardiac catheterization to patients? risk/benefit?
6. What do you know about shared decision SDM is a collaborative process that
making (SDM)? allows patients and their providers
to make healthcare decisions
together. It takes into account the
best clinical evidence available, as
well as the patient’s values and
preferences.
7. Do you or have you ever used SDM with Tell me about a time when you used
your AMI patients? SDM for an older adult with an
How have you used SDM in your practice? AMI?
How did you carry this out? Tell me about a time that you would
Shared have liked to use SDM but did not
decision or felt you were not able to?
making 8. Do you think SDM is useful in AMI? Can you explain why/why not?
How useful do you believe SDM to be?
What are the benefits and what are the
downsides?
9. What would help you explain the risks As part of our research, we’re
and benefits of (1) catheterization and (2) looking to help physicians make
medications to patients after AMI? decisions with older adults and
AMI. What would be helpful to
you?
10. Tell me about your most memorable
experience treating an older adult with AMI.
Is there anything else you would like to say
Closure in relation to SDM and clinical care of your

patients post-AMI?
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Figure.
Distribution of the procedures patients underwent.
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Table

Demographics of Patient Respondents

Characteristic No. (%)
Age, y, mean (SD) 79 (6)
Female 8 (40)
Nonwhite 3(15)
AMI type
STEMI 5 (25)
NSTEMI 15 (75)
Comorbidities
Hypertension 17 (85)
Hyperlipidemia 13 (65)
Diabetes 7 (35)
Chronic lung disease 1(5)
Other 15 (75)

AMI, acute myocardial infarction; NSTEMI, non-ST elevated myocardial infarction; STEMI, ST-elevated myocardial infarction.
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