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Abstract

Objective: Decision aids (DAs) are tools to facilitate and standardize shared decision

making (SDM). Although most emergency clinicians (ECs) perceive SDM appropriate

for emergency care, there is limited uptake of DAs in clinical practice. The objective

of this study was to explore barriers and facilitators identified by ECs regarding the

implementation of DAs in the emergency department (ED).

Methods:We conducted a qualitative interview study guided by implementation sci-

ence frameworks. ECs participated in interviews focused on the implementation of

DAs for the disposition of patientswith low-risk chest pain and unexplained syncope in

the ED. Interviewswere recorded and transcribed verbatim.We then iteratively devel-

oped a codebookwith directed qualitative content analysis.

Results: We approached 25 ECs working in urban New York, of whom 20 agreed to

be interviewed (mean age, 41 years; 25% women). The following 6 main barriers were

identified: (1) poor DA accessibility, (2) concern for increased medicolegal risk, (3) lack

of perceived need for a DA, (4) patient factors including lack of capacity and limited

health literacy, (5) skepticism about validity of DAs, and (6) lack of time to use DAs.

The 6 main facilitators identified were (1) positive attitudes toward SDM, (2) patient

access to follow-up care, (3) potential for improved patient satisfaction, (4) potential

for improved risk communication, (5) strategic integration of DAs into the clinical

workflow, and (6) institutional support of DAs.

Conclusions: ECs identified multiple barriers and facilitators to the implementation of

DAs into clinical practice. These findings could guide implementation efforts targeting

the uptake of DA use in the ED.
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1 INTRODUCTION

1.1 Background

Interest in shared decision making (SDM) in emergency medicine has

increased during the past several years.1–3 SDM is defined as “a col-

laborative process in which patients and clinicians make healthcare

decisions together, taking into account the best evidence available, as

well as the patient’s values and preferences”4 and has been associ-

ated with increased patient knowledge, increased treatment adher-

ence, and decreased resource use.5–7 Patient decision aids (DAs), also

known as SDM tools, are “tools to help people participate in decision-

making about healthcare options” that “provide information onoptions

and help patients clarify and communicate their personal values.”8 The

intent of these DAs is to facilitate SDM with the aim of improving the

quality of patients’ healthcare decisions. Because DAs are a means to

facilitate SDM, the 2 are inextricably linked. SDM can be performed

without a DA and may be preferred for the greater flexibility and con-

venience of using verbal communication alone. However, DAs offer an

opportunity to standardize the discussion and optimize patient com-

prehension, typically using text and graphics.

1.2 Importance

Cardiovascular complaints, such as chest pain and syncope, are com-

mon, are associated with significant mortality and morbidity, and rep-

resent a high proportion of visits to emergency departments (EDs).9,10

DAs have been developed to facilitate SDM specifically for these 2

acute EDcomplaints: low-risk chest pain11 andunexplained syncope.12

“Chest Pain Choice,” a DA for the disposition of patients with low-risk

chest pain, has been studied in 2 randomized controlled trials.11,13 It

led to a decrease in chest pain admissions, an increase in patient knowl-

edge, and a decrease in decisional conflict. The Syncope Decision Aid

(SynDA) was piloted in a small study and was shown to be safe and

effective at increasing patient engagement.

Although many emergency clinicians perceive SDM to be appro-

priate for emergency care14,15 and evidence-based DAs exist for cer-

tain scenarios, the uptake of these tools remains limited in clin-

ical practice. Additional studies have been published that investi-

gated the use of DAs for other clinical scenarios, including suspected

ureterolithiasis,16 thrombolytic for ischemic stroke,17 and blunt head

traumaneuroimaging,18 amongothers.Understanding thebarriers and

facilitators to implementation ofDAs in the ED is critical to guiding and

increasing the adoption of these patient-centered tools.

1.3 Goals of this investigation

The objective of this qualitative study was to explore the barriers and

facilitators related to the implementation of DAs for SDM in the ED.

This study focuses specifically on the implementation of DAs devel-

oped for patients with low-risk chest pain and unexplained syncope:

The Bottom Line

Uptake of decision aids (DA) for shared decision making in

the emergency care setting has been limited. This qualitative

study describes perspectives of emergency clinicians from a

large, urban health system on DA implementation barriers

and facilitators for low-risk chest pain and unexplained syn-

cope. Factors identified in this study provide a starting point

to guide successful DA implementation efforts in the emer-

gency department.

Chest Pain Choice and SynDA. We sought to explore emergency

clinicians’ perceptions of these 2 DAs, factors affecting usage, and

potential implementation strategies.

2 METHODS

2.1 Study design

This was a qualitative study using semistructured interviews with

emergency clinicians, including attending physicians, resident physi-

cians, and physician assistants. This was a qualitative study using a

thematic-analysis approachguidedby theConsolidatedFramework for

Implementation Research (CFIR) and Theoretical Domains Framework

(TDF) implementation science theoretical frameworks under a con-

structivist/interpretive research paradigm. An integrative, team-based

processwasused to identify themes. To the extent feasible,weadhered

to the Standards for Reporting Qualitative Research (see the Supple-

mentary Material). As an incentive, each participant was entered into

a raffle to win a $20 gift card. Verbal consent was obtained from each

participant at the beginning of each recorded interview. The study was

deemed to be exempt human research by the local institutional review

board.

2.2 Study setting, participants, and recruitment

Participants were emergency attending physicians, a resident, and a

physician assistant working in a single diverse health system com-

posed of 6 hospitals (4 academic, 2 community) in New York, NY. The

6 hospitals did not have existing institutional nor departmental sup-

port for use of the DAs and did not keep copies of the DAs available

for use in routine clinical care. The SynDA tool was provided to clini-

cians only in the context of the randomized trial performed from 2017

to 2019. A purposive sample of clinicians was invited to participate

based on factors such as age, sex, practice setting (academic vs com-

munity) and participation in the SDMtrial evaluating the SynDA tool.19

We invited faculty, residents, and physician assistants to encourage a

broad range of perspectives. Participantswere contacted via email by a
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coinvestigator (L.G.) inviting them to participate in an interview study

about SDM in the ED. Other participants were selected using an ED

clinician list in an attempt to purposively recruit a diverse sample of

clinicians. We initially planned to conduct 20 interviews with at least

half being with participants from the SynDA trial. We were prepared

to perform additional interviews if thematic saturation had not been

achieved after 20 interviews.

2.3 Interview guide

The 2 lead investigators developed the interview guide using the TDF

and the CFIR to inform the design. The TDF is composed of 12 domains

used in implementation research to describe the processes involved

in changing the behavior of healthcare professionals.20 The CFIR is

composed of 5 domains (ie, intervention characteristics, inner set-

ting, outer setting, characteristics of the individuals, and implementa-

tion processes), which provide a structure to analyze how evidence-

based interventions are, or are not, implemented into actual clinical

practice.21

The interview guide was separated into 2 subsections: 1 focused on

SDM for patients with chest pain and the other on SDM for patients

with syncope (see Appendix A). Interview questions focused specifi-

cally on the use of patient DAs to facilitate SDM for these clinical sce-

narios. Minor changes were made to the interview guide after the first

3 interviews based on participant feedback. The interview guide con-

tained 37 questions in total, split between the 2 subsections. Follow-

up questions based on participants’ answers were at the discretion of

the interviewer. Interviews were designed to be 20 to 30 minutes in

duration. Both DAs were shown to participants during the interviews

to help inform their answers (see Appendix B).

2.4 Data collection

All interviews were performed over Zoom Video Conferencing soft-

ware (San Jose, CA). Participants provided verbal consent at the begin-

ning of the meeting and were reminded that the interview was being

recorded. All interviews were conducted by a non-clinical, masters-

level coinvestigator with prior experience in qualitative research (L.G.).

Interviews were conducted during a 6-month period in 2020. All

recordings were automatically transcribed, and the senior author lis-

tened to each recording to verify accuracy and completeness of the

transcriptions.

2.5 Data analysis

Transcripts were uploaded into Dedoose, a qualitative data manage-

ment and analysis software (Dedoose Version 7.0.18; SocioCultural

Research Consultants, LLC, Manhattan Beach, CA). A total of 4

investigators, all of whom had prior qualitative research experience,

participated in the coding process. Each transcript was coded twice by

2 separate investigators. The codebook was developed with a content

analysis directed approach. Emergent codes were organized using

our 2 a priori selected theoretical frameworks: the TDF and CFIR.

The codebook was iteratively refined as transcripts were coded and

recoded. Intercoder reliability was ensured with regular video confer-

ences between coders (M.A.P., L.G., E.M.S., T.B.) to discuss coded data,

reconcile differences, and reach consensus on code meanings. A total

of 2 investigators then recoded all transcripts inDedoose once the final

codebook was established. Disagreements on coding were resolved by

group discussion until consensus was achieved. The codebook can be

found in Appendix C. Although the interview guide was separated into

2 sections, 1 focused on syncope and the other on chest pain, only 1

codebookwas developed combining concepts emerging fromboth sec-

tions. The analysis focused specifically on the implementation of SDM,

with andwithoutDAs, in the ED for patients presentingwith chest pain

or syncope.

2.6 Research team and reflexivity

The research teamwas composed of amasters-level researchmanager

with prior qualitative research experience conducting semistructured

interviews, 1 emergency resident with prior research experience, and

4 board-certified emergency clinician-investigators with prior expe-

rience in SDM, qualitative, and cardiovascular research. The partici-

pants did not know the interviewer before the interview. The clinician

researchers did not routinely use these DAs outside the context of a

research study.

3 RESULTS

3.1 Characteristics of study participants

Weapproached 25 emergency clinicians from both academic and com-

munity practice settings, of whom 20 agreed to be interviewed (mean

age, 41 years; 25% women). Participant characteristics are found in

Table 1. All clinicians were practicing clinically in EDs belonging to

a large health system in New York, NY. Most clinicians were faculty

physicians with 1 physician assistant and 2 senior residents, and most

practiced in an academic setting (85%). A total of 3 different hos-

pitals were represented. Hereafter, we refer to our sample of clini-

cians as “participants.” The demographic composition of our sample

roughly corresponds to the most recent survey of the US emergency

physician.22

All participants indicated familiarity with SDM. Some had never

used a patient DA, such as the SynDA tool or Chest Pain Choice. Of

the 20 participants, 11 (55%) had participated in the SynDA random-

ized controlled trial and thus had experience using the tool in clinical

practice. Thematic saturationwas achieved after 20 interviewswith no

new themes emerging in the final 3 interviews conducted. Representa-

tivequotes and themes for barriers and facilitators are listed inTables 2

and 3.
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TABLE 1 Characteristics of interview participants, n= 20

Characteristic

Count (%) or

mean (range)

Sex, female 5 (25)

Age, years 41.8 (29–67)

Race

White 11 (55)

Asian 4 (20)

Black 3 (15)

Other 2 (10)

Practice setting

Academic 17 (85)

Community 2 (10)

Both 1 (5)

Years in practice after residency 10.1 (0–33)a

aA total of 2 Emergency Clinicians were in residency when interviewed; 1

Emergency Clinician was a physician assistant.

3.2 Main results: barriers

The 6main barriers identifiedwere (1) poor accessibility of theDAs, (2)

concern for increased medicolegal risk, (3) lack of perceived need for

a DA, (4) patient factors such as language barriers and limited health

literacy, (5) skepticism/limited knowledge of DA, and (6) lack of time to

perform SDMwith a DA.

3.2.1 Accessibility (intervention characteristic)

A prominent logistical barrier that emergedwas the accessibility of the

DAs while on shift in the ED and how formatting could affect availabil-

ity. Participants believed preprinted paper versions of the DAs would

be hard to find in the ED and finding the electronic document to print a

copy would be inconvenient. Printing new copies in the ED would also

result in a grayscale version being used because color printers were

reportedly unavailable. Others noted that electronic versions could be

difficult to bring to the bedside with an electronic device (eg, iPad).

Difficulty gaining access to the DA was viewed as a potential “hassle.”

Participants expressed uncertainty as to how the DA (in paper or elec-

tronic form) could be seamlessly integrated into the EDworkflow.

3.2.2 Medicolegal risk (outer setting)

Many participants expressed concerns around medicolegal risk.

Doubts about medicolegal protection afforded by SDM and DAs

were prominent. Although some participants reported that thorough

documentation of SDMwith DA usage could provide medicolegal pro-

tection in the event of a “bad outcome,” certain participants doubted

this. These participants noted that adverse clinical outcomes could

supersedeanydocumentationofDAusage if legal actionwerepursued.

Use of the DAswas perceived not to be the current “standard of care.”

3.2.3 Lack of perceived need (individual
characteristic)

Another prominent barrier involved participants’ perceptions of the

intervention.Many participants reported a lack of perceived need for a

DA. Participants felt confident that they could communicate risks, ben-

efits, and explain options without a formal DA. Many reported already

performing unstructured SDM, that is, informal SDM without use of

DA, and felt confident in their ability to communicate effectively with

patients about disposition decisions. Many participants felt that no

additional training was necessary to perform SDM or use the DAs in

question.

3.2.4 Limited health literacy/language barriers
(individual characteristic)

Limited health literacy of patients was another commonly reported

barrier. Participants expressed concern that patients may not fully

understand the risks of various options or importance of follow-up.

A lack of understanding on the part of the patient could lead to them

making the “wrong decision.” Language barriers would also contribute

to this given that most participants spoke primarily English and that

the DAs were available only in English, an intervention characteristic

barrier.

3.2.5 Skepticism and limited knowledge of the DA
(individual characteristic)

Skepticism around the validity of the DA was reported by several

participants who harbored doubts regarding the published evidence

supporting use of the DAs. There was uncertainty regarding the effec-

tiveness of the DAs at producing the desired outcomes. Participants

expressed a desire for more research examining the various effects

of using the DAs. Many participants had not heard of the Chest Pain

Choice or SynDA tools.

3.2.6 Lack of time (inner setting)

Lack of time to perform SDMwith a DA was frequently reported. Par-

ticipants felt that, during a busy shift, it was difficult to find the time

to obtain the DA and to engage with the patient in a genuine SDM

discussion. Some participants noted that simply telling the patient the

clinician-determined disposition was faster than conducting SDMwith

a DA. Other participants felt that using a DA was yet another task to

add to an already overburdenedworkflow.
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TABLE 2 Barriers to implementation of patient decision aids

Theme, barriers Representative quote CFIR TDF

Poor accessibility of

decision aids

“If it ends up in the . . . massive confines of the document

database and EHR, I think it would probably bemore

difficult to use it.”

“Bringing a piece of paper to the bedside, it’s not easy every

single time.Who knowswhere the paper is going to be?”

Intervention

characteristics

Environmental

context/resources

Concern for increased

medicolegal risk

“And I think the negative consequences would be issues with . . .

themedical-legal side. Somaybe you giving the patient the

option to kind of share in the decisionsmay lead to . . .

decisions or downstream testing . . . or lack of downstream

testing thatmight lead to a bad outcome and then, you know,

themedical-legal issues associatedwith that.”

“I wonder if you can use this andwill it hold up in a court of law?

Because ultimately, I think for most doctors, that’s the

ultimate question. Sure, give it to the patient, but is this

patient going to go out, get sick or die? And am I going to get

sued?

Clinician

characteristics

Beliefs about

consequences

Lack of perceived need

for decision aids

“I don’t feel a strong need for one. I know it is often helpful to

use a visual tool to convey levels of risk to patients. But I

don’t feel an absence of that.When I talk to patients about

this. I think they’re able to understand the advantages and

disadvantages of the various choices. Though they don’t

have a visual representation of this specific risk, or this

specific level of risk, so can’t say it wouldn’t be helpful, but I

am not dying to have one to use.”

“I’m not entirely optimistic about the use of formal tools, but

maybe needed for people who don’t feel comfortable having

these conversations without that kind of support.”

Clinician

characteristics

Knowledge/training/

skills

Limited health literacy

and/or capacity of

patients

“I believe that we have a lot of patients who probably do not

have a high school education . . . some parts look very wordy

. . . I can see how all this informationmay go over their head.”

“I think it’s arbitrary when I do employ shared decision-making,

it would depend on again, what I perceived to be the

patient’s understanding of what’s going on. And not sort of

their education level, but maybe their understanding of their

health and disease”

Patient

characteristics

Beliefs about

capabilities

Skepticism about validity/

limited knowledge of

decision aids

“. . . the overall feeling after looking at this is, I’m trying to talk

the patient out of staying in the hospital, but it’s not because

of the length of stay, or because of the cost. I’m trying to

keep them out of the hospital because I don’t think they

need to be in the hospital, and I am trying to present it in a

scientific way. But it’s not resonating withme.”

“Maybe if it was validated in the literature or something . . . or if

somebody could demonstrate tome how they use it in a

really specific way.”

Intervention

characteristics

Beliefs about

consequences

Lack of time for decision

aid use

“In an extremely busy ER just telling the patient that this is

going to be the plan is somuch faster than going through this

entire thing. For example, if I thought the patient probably

needed to stay, then I would just go over there and tell them

they’re staying overnight for observation.”

“The other thing is that every small task in the ER takes up a

certain amount of time. And a lot of our delays are just a pile

up of infinitesimally small tasks.”

Inner setting Environmental

context/resources

Abbreviations: CFIR, Consolidated Framework for Implementation Research; EHR, electronic health record; ER, emergency room; TDF, Theoretical Domains

Framework.
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TABLE 3 Facilitators to implementation of patient decision aids

Theme, facilitators Representative quote CFIR TDF

Positive attitudes toward

SDM

“I mean, I don’t see any downside. I think if you involve the

patient in the decision-making, you’re more likely to get a

treatment plan and a follow-up plan that they’ll be able to

complete successfully. So that’s a good thing.”

“I think we’re seeing it more andmore the wave of the future

or the present time. I don’t think there’s going to be any

getting away from that. I think wemoved away from

paternalistic medicine.”

Clinician

characteristics

Beliefs about conse-

quences/optimism

Patient access to

follow-up care

“. . . if this decision aid incorporated the number to call for the

cardiology fellowwhowill guarantee an appointment within

72 hours, I’m feelingmuch better. So in other words, I think

for this really to be effective, there needs to be amechanism

that ensures the follow up.”

“So it’s a lot easier to have this conversationwith a patient if I

know they have a primary care doctor or cardiologist that

they will follow upwith in two to three days.”

Outer setting Beliefs about

consequences

Potential for improved

patient satisfaction

“I think you can decrease boarding and stays in the hospital

and improve patient experience and patient satisfaction.”

“I think there’s better patient satisfaction, going through the

decision-making tree and the risk factors andmy thinking

puts themmore at ease and gives them the power to seewhy

wemade the decision. If we’re both on the same page that

increases their happiness or their satisfaction.”

Clinician

characteristics

Beliefs about

consequences

Potential for improved

risk communication

“I think a positive consequence, just more conversation and

better communication between the patient and the doctor.”

“I think patients responded pretty well to having a visual aid to

better understandwhat their actual risks are rather than

just hearing numbers.”

Clinician

characteristics

Beliefs about

consequences

Strategic integration of

decision aids into

workflow

“I think it’s helpful to have a visual aid that the patient can use

so having it nearby is super helpful. Meaning, integrated

when you’re entering a diagnosis of chest pain, or perhaps

evenwhen you order a troponin, or with your troponin

results, having a link to be able to use the decision tool would

be helpful andmore likely to get people to use it.”

“If a patient’s chief complaint is syncope, thenwhen you enter

into the chart . . . or you go to click on a note, it says this

patient is eligible andmaybe it can trigger this [decision aid].”

Implementation

process

Environmental con-

text/reinforcement

Institutional support of

decision aids

“I think just a tyrannical edict from the leadership saying, this is

what we’re doing. You have to do this and you have to use

this tool. And then . . . either the patient goes home or gets

admitted to observation. And then that’ll work better.”

‘If this was vetted by hospital administration leadership, or

national association, if someone could, I mean, I guess you

can’t guarantee anything. But if someone can tell me that

this is the standard of care, and it’s like part of everyday

practice.”

Implementation

process

Environmental

context/social

influences (norms)

Abbreviations: CFIR, Consolidated Framework for Implementation Research; SDM, shared decisionmaking; TDF, Theoretical Domains Framework.

3.3 Main results: facilitators

The 6 main facilitators identified were (1) positive attitudes toward

SDM, (2) patient access to follow-up care, (3) potential for improved

patient satisfaction, (4) potential for improved risk communication, (5)

strategic integrationofDAs intoworkflow, and (6) institutional support

of DAs.

3.3.1 Positive attitudes toward SDM (belief about
consequences)

Most participants expressed positive attitudes toward SDM in general.

Many viewed SDM as a valuable component of clinical practice that

would continue to gain acceptance over time, especially as patients

become more knowledgeable about their conditions and thus become
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more involved in their healthcare decisions. Others believed that man-

agement plans formulated using SDM would improve patient adher-

ence to treatment and follow-up. DAs were viewed as a means of facil-

itating SDM.

3.3.2 Patient access to follow-up care (outer
setting)

Access to follow-up care was mentioned as a prominent facilitator.

Many participants reported that they would use the DAs more fre-

quently and with greater comfort if patients had access to appro-

priate, expedited follow-up care. Certain participants felt that a spe-

cific appointment, made before discharge, would lead to more com-

fort using theDA for SDM.Many participants expressed concern about

patients being discharged and being unable to follow-up in a timely

manner with an outpatient physician for further management (eg,

stress testing, echocardiography, ambulatory cardiac monitoring).

3.3.3 Potential for improved patient satisfaction
(belief about consequences)

The belief that using the DA could improve patient satisfaction was

an important facilitator. Participants noted that good patient–clinician

communication is an important factor leading to greater patient sat-

isfaction and viewed the DAs to enhance communication. SDM was

also perceived to show respect for patient autonomy, which could also

lead to greater patient satisfaction. Engaging in SDM with the DAs

would allow the patient to better understand the decision-making pro-

cess and arrive at a satisfactory plan of care. As medical information

becomesmore accessible via digitalmeans, patients are often informed

when presenting to the ED and have a greater desire to participate in

the decision-making process.

3.3.4 Potential for improved risk communication
(belief about consequences)

The perception that the DA would improve risk communication

was another significant facilitator. Participants noted that engaging

patientswith theDAs could better convey the risk and nature of poten-

tial adverse outcomes. Notably, participants believed the visual aid,

with simple, descriptive languageanda100-personpictogram, couldbe

easier to understand for patients than numerical risk values conveyed

verbally.

3.3.5 Strategic integration of DAs into workflow
(implementation process)

Participants frequently noted strategic integration of the DAs into

workflowas a key facilitator. Although some reported electronic health

record (EHR) “pop-up fatigue,” specific strategies for integration into

workflow primarily involved EHR mechanics. These included prompts

for using the DAs with specific chief complaints entered in triage (eg,

chest pain and syncope), when ordering diagnostic tests, andwhen per-

tinent test results became available such as the troponin level. Ability

to document use of DAs directly into the EHR in an automated, stan-

dardized fashion, instead of scanning paper forms, was also reported

as a potential facilitator.

3.3.6 Institutional support of DAs (inner setting)

Institutional support for DAswas of particularly important concern for

participants.Many reported that buy-in from hospital leadership could

promote usage of DAs as standard of care. Others noted the impor-

tanceof departmental support, namely, evaluation and formal endorse-

ment of theDAs by the department before acceptance and usage. Prior

vetting by the legal and/or risk management departments was also

mentioned as a way to increase adoption of DAs.

4 LIMITATIONS

Our qualitative study was hypothesis generating, rather than hypothe-

sis testing. Participants were recruited from a single hospital system in

NewYorkCity and allworkedwithin the same largehealth system,with

most participantsworking in an academic setting. Clinicians fromother

practice settings, such as a community or rural settings, may have dif-

ferent perceptions of SDM and the use of DAs. Other health systems

may contain different barriers and facilitators to DA implementation.

Practice patterns outside the United States may differ significantly, so

our findings may not apply internationally. Given that SDM and a spe-

cific DA (SynDA) was studied in this health system, it is possible that

participants were more likely to be supportive of DAs and SDM. How-

ever, this also permitted participants to have a more informed opinion

of DAs in clinical practice based on firsthand experience. Participants’

answersmay have been subject to social desirability bias because SDM

is generally viewed as a desirable, patient-centered approach to care

and because the principal investigator of the research teamwas known

tobeanadvocate of SDM.Our study focused solely ondispositiondeci-

sions after negativeEDworkups for chest pain and syncope.Wecannot

entirely generalize our findings to other healthcare decisions made in

theED, but our findings can guide future investigation intoDAs in other

scenarios. Although our interview guide was designed to be compre-

hensive and was based on established implementation science frame-

works (ie, CFIR, TDF), questions based on another implementation sci-

ence frameworksmay have led to other themes.

5 DISCUSSION

Although qualitative studies have explored clinician attitudes

toward SDM in general23 and toward the use of evidence-based
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risk-stratification tools,24 our study is the first to specifically explore

the implementation of DAs to facilitate SDM in the ED setting. SDM

has been lauded as a method to deliver high-quality, patient-centered

care in the ED,1,2,25 and DAs have been identified as a means to

facilitate and standardize the delivery of SDM.8,26,27 However, very

little research has examined the implementation of DAs into clinical

practice in the ED.

Our study highlighted several key challenges to the successful

operationalization of DAs in the ED. First, participants reported time

pressures as a significant barrier toDAuse. This is consistentwith prior

work suggesting that this is a barrier to SDMpractice in general.14,23,28

Participants attributed this to high patient volumes and the amount

of time necessary to properly engage patients using DAs. Clinician-

directed decisionmaking is generally less time consuming then locating

the appropriate DA and engaging patients in a genuine SDM discus-

sion. However, certain strategies to mitigate these time constraints

could be employed, such as providing the DA to the patient before the

clinician coming to the bedside to have the final disposition discussion

or having another member of the healthcare team (eg, nurse, techni-

cian) bring the DA to the patient. Also, streamlining documentation of

DA use in the EHR could be helpful to increase efficiency using stan-

dardized text (eg, smartphrases) and decrease the added burden on

clinicians.

Accessibility of theDAswasalso identified as amajor barrier. Efforts

to make the DA easily accessible for clinicians will be central to any

implementation effort. Because clinical workflow in the ED is increas-

ingly dependent on the EHR and increasingly “paperless,” the DA may

be best situated as a link in the EHR to an electronic version (eg, PDF)

that can be printed andbrought to the bedside. Tomaximize dissemina-

tion,DAsmaybenefit frombeing redesigned in grayscale (aswithChest

Pain Choice) as opposed to color so that color printers are not needed

for use. Preprinted versions create other barriers to use because they

would require replenishment and a departure from the typical clinical

workflow. Another option, when an electronic device is available (eg,

smartphone, tablet), would be to create an application, website, or PDF

that was accessible to patients, perhaps by scanning a Quick Response

(QR) barcode.

Not surprisingly, participants expressed concern about medicole-

gal issues arising in the event of an adverse outcome, which reflects

the high basal level of concern for litigation. The option of following a

less “defensive” management planmentioned in theDAs, without addi-

tional testing or observation, led to concerns of potential legal conse-

quences. Althoughaprevious experimental survey studyhas suggested

that SDM may be medicolegally protective in the event of a post-ED

visit adverse outcome,29 this is still an area of uncertainty.30 Studies

conducted in other settings have suggested that DA use would offer

somemedicolegal protection.31,32

Our data and others suggest that to successfully implement DAs in

the ED, these medicolegal concerns must be directly addressed. One

approach would be to engage with the legal and risk management

departments at the institutional level to have them review the DAs

and the associated standardized documentation thatwould be entered

into themedical record. Approval from these departments could signif-

icantly reduce fear of litigation for clinicians. In fact, many participants

cited institutional “buy-in” as an important facilitator to DA adoption.

Another means to decrease medicolegal fear would be to create a reli-

able clinical pathway for all patients to be given access to follow-up

care to seeaprimary carephysicianor cardiologist after discharge from

the ED.

Many participants preferred to engage in informal, unstructured

SDM rather than practice SDM with a DA. This skepticism regard-

ing the potential added value of a DA will hinder the uptake of these

tools. We suspect that this skepticism could be overcome if clinicians

believed that the DA truly offered added medicolegal protection and

improved risk communication. If the benefit of using aDA is considered

minimal, clinicians will have little motivation to overcome even minor

logistical barriers.

Risk communication is a complex yet essential part of SDM and has

been defined as “The open, two-way exchange of information and opin-

ion about risk, leading to a better understanding of the risk in question,

and promoting better (clinical) decisions about management.”33 Risk

can be communicated in a variety of ways: in absolute versus relative

terms and in numerical versus verbal versus graphical format and can

be framed as loss versus gain. The quantity of data presented can also

vary, and toomuchdata can be overwhelming for patients.34 Clinicians’

lack of perceived need for a DA may indicate overconfidence in their

ability to communicate risk. DAs have been shown to improve accu-

rate risk perceptionswhen probabilities are included.8 Communicating

accurate risk information could be useful in other healthcare decisions,

including imagingor further treatment, such as lumbar puncture versus

computed tomography angiography to rule out aneurysmal subarach-

noid hemorrhage, imaging for suspected renal colic, or thrombolytics

for ischemic stroke.

Although opinions on DAs were mixed, positive attitudes toward

SDM were prevalent. Participants reported that DAs were a way to

improve communication with patients around risk, increase patient

satisfaction/autonomy, and potentially reduce low-yield resource use

(eg, admissions to the observation unit, stress testing). These positive

attitudes have been demonstrated in previous studies of emergency

phycians.14,15

Regarding implementation into EDworkflow, participants provided

valuable input as to how best to promote uptake. The DAs must be

easily accessible from the EHR and prompts to access and use the DA

must be strategically placed. A prompt that occurs too early in the visit,

for example, before test results are available, will lead to it being dis-

missed. Similarly, a prompt to use a DA that appears after the disposi-

tion decision has beenmadewill also be ignored. A prompt or reminder

could “fire” after the final laboratory test has provided results because

many clinicians will only start to contemplate the disposition for these

patients after the troponin and other laboratory results are final. Gen-

erally, prompts will need to be tailored to the decision—with prompts

about diagnostic imaging coming earlier and prompts about disposition

coming after tests have provided results. “Audit and feedback” were

proposed to participants as means to encourage the use of the DAs

but were met with mixed reactions. Some felt that clinicians already

experienced enough scrutiny around othermetrics andmight not react
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positively. Feedback without first obtaining genuine “buy-in” from clin-

icians might be ignored.

As a result of the practice of defensive medicine and other cul-

tural factors in the US healthcare system, hospitalization for patients

with these chief complaints, despite an unremarkable ED evaluation,

remains common. This may not be the case on other countries with

less “intensive” healthcare systems. As such, these DAs may be of less

use in other countries. The results of our study suggest that there are

common facilitators and barriers to the implementation of patient DAs

in the ED. The prominent barriers were accessibility of the DA, lim-

ited knowledge of and faith in the DAs, and medicolegal concerns. The

prominent facilitators were strategic integration of the DAs into the

ED workflow, improved access to the DAs, and institutional support

for their use. Attempts to implement DAs without significant, upfront

investments in mitigating these barriers and maximizing these facili-

tators are unlikely to be successful. A sustained, multifaceted set of

implementation strategies would need to be deployed targeting a vari-

ety of factors at the intervention, clinician, patient, and institutional

levels. These findings can guide future implementation efforts focused

on increasing the use of DAs to facilitate reliable and standardized

SDM in emergency care.
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