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BACKGROUND: People with HIV are both at elevated risk of lung cancer and at high risk of 

multimorbidity, which makes shared decision-making (SDM) for lung cancer screening (LCS) in 

people with HIV complex. Currently no known tools have been adapted for SDM in people with 

HIV.

RESEARCH QUESTION: Can an SDM decision aid be adapted to include HIV-specific 

measures with input from both people with HIV and their providers?

STUDY DESIGN AND METHODS: This study used qualitative methods including focus groups 

of people with HIV and interviews with HIV care providers to adapt and iterate an SDM tool for 

people with HIV. Eligible participants were those with HIV enrolled in an HIV primary care clinic 

who met age and smoking eligibility criteria for LCS and HIV care providers at the clinic. Both 

the focus groups and interviews included semistructured discussions of SDM and decision aid 

elements for people with HIV. We used a framework-guided thematic analysis, mapping themes 

onto the Health Equity Implementation framework.

RESULTS: Forty-three people with HIV participated in eight focus groups; 10 providers 

were interviewed. Key themes from patients included broad interest in adapting LCS SDM 

specifically for people with HIV, a preference for clear LCS recommendations, and the need 

for positive framing emphasizing survival. Providers were enthusiastic about personalized LCS 

risk assessments and point-of-care tools. Both patients and providers gave mixed views on the 

usefulness of HIV-specific risk measures in patient-facing tools. Themes were used to adapt a 

personalized and flexible SDM tool for LCS in people with HIV.

INTERPRETATION: People with HIV and providers were enthusiastic about specific tools for 

SDM that are personalized and tailored for people with HIV, that make recommendations, and 

that inform LCS decision-making. Divergent views on presenting patient-facing quantitative risk 

assessments suggests that these elements could be optional but available for review. This tool may 

have usefulness in complex decision-making for LCS in this population and currently is being 

evaluated in a pilot prospective trial.

Keywords

early detection of cancer; health care disparities; health services accessibility; HIV; HIV 
infections; lung neoplasms; lung neoplasm diagnosis; qualitative research

Lung cancer is the leading cause of cancer death among people with HIV in the United 

States.1 People with HIV are at higher risk of lung cancer than the general population 

because of both HIV-related factors and the risk associated with higher tobacco use in 

this population.2,3 The median age of people with HIV in the United States now is 

> 50 years, and with this so-called graying of the population, increased attention on 

lung cancer prevention and early detection is needed. Lung cancer screening (LCS) with 

annual low-dose chest CT imaging has been shown to reduce lung cancer mortality in 

individuals with high-risk tobacco use and now is endorsed widely for eligible people.4,5 

Although few people with HIV were included in LCS trials,4 a large modeling study 

using similar methodology that guided US Preventive Services Task Force (USPSTF) LCS 

recommendations demonstrated that screening likely is similarly effective in those with 

well-controlled HIV.6
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Guidelines recommend that LCS be performed only after shared decision-making (SDM), 

a process in which patients and clinicians share evidence and explore preferences and 

options to make a well-informed decision.7,8 However, no guidelines or tools are available 

to guide SDM in people with HIV. Personalized data best inform SDM processes to identify 

individuals who will derive the most benefit and least harm from screening. Concerns about 

heterogeneity in the risk to benefit ratio across the people with HIV eligible for LCS are 

particularly salient. People with HIV have higher smoking rates, a higher risk of lung cancer 

at younger ages, and a higher risk of lung cancer independent of smoking, so many likely 

can expect a favorable benefit to harm ratio.9,10 However, other aging people with HIV may 

have a complex burden of multimorbidity and may have a less favorable benefit to harm 

ratio and limited potential gains in life expectancy.11–14 Furthermore, although the literature 

is limited, current studies suggest low uptake of LCS among people with HIV and lower 

adherence to follow-up than the general population, and tailored efforts may be needed to 

improve LCS implementation in this population.15,16

We recently assessed attitudes, barriers, and facilitators to LCS among people with HIV 

and their providers and found that people with HIV face both usual barriers to LCS care as 

well as barriers related to social determinants of health, but that an emphasis on HIV-related 

survivorship may be a facilitator to preventive care uptake.17 In this study, we sought input 

from LCS-eligible people with HIV and HIV care providers to adapt and tailor existing 

SDM tools to support a personalized LCS SDM approach.

Study Design and Methods

Study Setting and Overview

We used sequential qualitative methods—first focus groups with patients and then interviews 

with providers—to inform our adaptation of publicly available tools to guide SDM in people 

with HIV. People with HIV and providers eligible for this study either received or provided 

care at Madison Clinic at the University of Washington, the largest HIV primary care clinic 

in the Pacific Northwest of the United States. Eligible participants were people with HIV 

who were established in care with a Madison Clinic provider and met age and smoking 

eligibility criteria for LCS based on USPSTF 2021 guidelines: age 50 to 80 years, a smoking 

history equivalent to at least 20 pack-years, and smoking within the last 15 years. Eligible 

providers were those who maintained an HIV care practice at Madison Clinic. Patients 

were recruited from a voluntary clinic-maintained research registry, which represents 58% 

of all clinic patients. From this registry, 240 participants were contacted, 100 participants 

completed a telephone survey to determine eligibility, 75 participants were eligible, and 

43 participants agreed to participate in the study. Providers were recruited via clinic 

listserv with the first 10 respondents enrolled. Study recruitment details were published 

previously.17 This study was approved by the Fred Hutchinson Cancer Center Institutional 

Review Board (Identifier, IR10557), and all participants provided written informed consent.

Measures

Both patient and provider participants completed brief demographic surveys before 

qualitative discussions. Focus groups and interviews were semistructured following 
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qualitative guides developed by six coauthors (M. T., M. C. B., M. S., J. Z. B., B. J. W., and 

K. C.) with broad experience in HIV care, implementation science, and LCS. Guides were 

developed with attention to the Tailored Implementation of Chronic Diseases checklist and 

the Consolidated Framework of Implementation Research (e-Appendixes 1 and 2).18,19 We 

used the Health Equity Implementation Framework to guide the analysis and iterations of 

the tailored SDM tool.20

The initial half of the qualitative discussions focused on broad determinants of LCS 

care, with key results reported in a prior article.17 In the second half, patients and 

providers reviewed SDM tools and approaches. First, we conducted eight focus groups 

with two to eight patients between February and April 2021. Focus groups were 

conducted remotely via Health Insurance Portability and Accountability Act-compliant 

Zoom, with one in-person option. Each focus group lasted between 1 and 1.5 h. Participants 

interacted with the www.shouldiscreen.com decision aid with prompts around the Guideline 

Factors of the Tailored Implementation of Chronic Diseases checklist, including cultural 

appropriateness, accessibility, consistency, and compatibility of the decision aid. Facilitators 

asked participants about potential additions and changes to the decision aid, including 

personal assessments of lung cancer and competing risks and tailored approaches for people 

with HIV. After the focus groups were completed, the study team conducted the initial 

analysis of the transcripts to inform the content of the provider interview guide and to adapt 

a tailored SDM tool. Based on input from participants regarding preferences for screening 

recommendations, the DecisionPrecision tool (available at www.screenlc.com) was adapted 

to HIV-specific contexts for these discussions. All 10 provider interviews were conducted 

over Zoom between January and February 2022. These interviews lasted 45 min and focused 

on review and input on a draft SDM tool output with three diverse patient scenarios.

Focus group and interview recordings were transcribed and checked for accuracy by 

the study facilitators (M. C. B. and M. S.). Transcripts were analyzed using a constant 

comparison method of thematic analysis.21 The entire study team developed a set of a 

priori codes for analyses based on guide questions and mapped to the Health Equity 

Implementation Framework. For the focus groups, the three analysts (M. S., M. C. B., 

and P. E. R.) then coded an initial transcript separately and reviewed and iterated on the 

codebook together to ensure consistency. The remaining transcripts then were assigned 

randomly and double-coded. The study team checked in periodically to review progress, 

to discuss coding, and to update the codebook as needed. Coding of provider interviews 

followed the same process, except that in this instance, the three coders (M. T., M. S., and 

M. C. B.) coded each of the transcripts. The analytic teams reviewed coded segments for 

both focus groups and interviews to identify preliminary themes mapped onto Health Equity 

Implementation Framework domains. The entire study team then reviewed all themes and 

made final iterations to the SDM tool.

Results

Patient Focus Groups

A total of 43 people with HIV participated across eight focus groups. Participants were 

predominately male (81%) with a median age of 59 years (Table 1). Most had annual 
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incomes of < $30,000 per year, and most (65%) reported chronic diseases other than HIV 

that required three or more provider visits per year. All the participants met USPSTF 

smoking eligibility for LCS, with 37% currently smoking and a median history of 35 

pack-years of cigarette use.

Within the domain of innovation factors, participants largely were aware of the relevance 

of HIV in discussions of LCS: most acknowledged both increased smoking in people with 

HIV and the effect of HIV on other chronic health issues (Table 2). Yet, many participants 

were unaware of the independent association between HIV and lung cancer. Regardless, 

awareness of cancer risk, coupled with attitudes supporting HIV-tailored approaches, 

translated to high-level support from participants for the SDM process for LCS to be adapted 

for people with HIV.

We found diverging views when asked more specifically about different approaches to 

tailoring discussions about LCS for people with HIV. Some participants expressed that lung 

cancer risk primarily should consider smoking with less specific emphasis on HIV-related 

health, whereas others believed it appropriate to incorporate measures of HIV control 

and HIV-associated comorbidity in an SDM discussion. Those with well-controlled HIV 

infection often were less concerned with their HIV status and believed that their smoking 

history should be central. Regardless, all participants who commented thought that it was 

valuable to have a dedicated tool and approach to LCS.

Differences in opinions on how HIV-related health effects should be incorporated into 

LCS SDM also extended to attitudes toward incorporation of quantitative data. We found 

that participants were split on using a patient-facing tool that uses individualized data to 

inform quantitative risk assessments: some viewed incorporating HIV-adjusted data helpful, 

whereas others were wary of predictive analytic approaches, given previous experiences with 

inaccurate life expectancy prognostication at the start of the HIV epidemic. This second 

group of individuals preferred more general information adapted for people with HIV, such 

as framing LCS as a health-promoting activity supporting survivorship. Many participants 

also had difficulty interpreting risk over time, which also may have contributed to this 

attitude. Overall, many considered the availability of these measures to be “helpful,” but 

wanted their review to be “optional.”

Within the domain of the clinical encounter, most participants preferred to interact 

with these tools with a provider and reported that they both wanted and would accept 

their providers’ recommendations. However, some questioned why providers would not 

recommend screening if they were eligible. A few patients reported that they preferred 

to review data or come to their own conclusions about undergoing screening. Within 

recipient and context factors, a personal connection to cancer (either through themselves, 

friends, or family) informed participants’ attitudes and enthusiasm for screening. Their 

histories of chronic HIV management also informed their attitudes toward the SDM process: 

many emphasized the need for positive messaging linked with survivorship in a chronic 

disease context. Previous negative experiences with the health care system also led a few 

participants to express medical skepticism toward risk assessments and other LCS processes; 

these participants often wanted more supporting evidence.
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Provider Interviews

We incorporated feedback from focus groups to develop the SDM tool further, which 

incorporated a personalized risk of lung cancer, risk of death from all causes, a personalized 

number needed to screen to prevent one lung cancer death assessment, and a pictogram 

depicting both benefits and harms of screening in a theoretical population of 1,000 patients 

similar to the index patient. The tool also provides an LCS recommendation on a spectrum 

of discourage screening, preference sensitive, and encourage screening based on eligibility, 

personal risk of lung cancer, and risk of all-cause mortality. Providers were led through three 

patient scenarios to gather feedback on scenarios with different outputs in the screening 

tool. Most provider participants were female, White, and attending physicians trained in 

infectious diseases (Table 3).

Within the domain of innovation factors, providers universally supported tailored tools and 

measures to inform LCS decision-making in people with HIV infection (Table 4). They 

particularly endorsed visual information tailored to a patient’s risk and explicit screening 

recommendations. Providers acknowledged that multimorbidity posed a major challenge 

in SDM (or even discussing LCS with patients), but were mixed on whether quantitative 

measures would be useful to patients. Many expressed concerns that competing risks 

described as a “risk of dying from all causes” might not be well received. However, they 

believed that these quantitative measures of risk would help them, as providers, make LCS 

decisions. Providers also were mixed on whether they would discourage screening in a 

setting where a patient was eligible but unlikely to benefit because of competing risks.

Within other domains, connected themes emerged that emphasized provider-level barriers 

to engaging in SDM and strong support for a tool that could address these barriers. These 

barriers included limited time and resources and less awareness of LCS eligibility compared 

with other screenings. They supported the delivery of a tool integrated into the electronic 

health record (EHR) to improve efficiency.

SDM Tool

The final SDM tool integrated feedback from both patients and providers. It includes base 

elements from the DecisionPrecision LCS tool that both groups endorsed: an option for 

personalized risk assessment (using data from within a patient’s EHR), a personalized 

screening recommendation, and easy-to-interpret visuals of screening benefits and harms. 

Based on feedback from the qualitative assessments, the tool was adapted to include a more 

interpretable five-risk assessment, including a modification for the risk of lung cancer using 

the Lung Cancer Risk Assessment Tool with a conservative modifier of 1.2 to capture lung 

cancer risk associated with HIV,22 a personalized number needed to screen, a personalized 

assessment of 5-year risk of death using the Veterans Aging Cohort Study index 2.0 to 

help inform screening recommendations, and a customizable level of data detail based on 

patient preferences.23 The recommendations of encourage screening, discourage screening, 

or preference-sensitive screening are in accordance with USPSTF 2021 eligibility, but 

provide additional information based on personal risk assessment. Discourage screening is 

recommended for situations where patients do not meet USPSTF criteria or have a predicted 

5-year risk of death of > 50%. Encourage screening is recommended for patients who meet 
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LCS criteria, have a 5-year risk of lung cancer of > 2%, and have a 5-year risk of death of 

< 50%. Preference sensitive is recommended for situations where patients meet LCS criteria, 

have a < 50% 5-year risk of death, but also have a < 2% risk of lung cancer in 5 years. An 

example of the final tool for a hypothetical patient is seen in Figure 1.

Discussion

This qualitative study used patient and provider feedback to adapt an SDM tool to 

meet the needs of people with HIV and their providers. We found broad enthusiasm 

among participants for HIV-specific approaches to LCS. Themes from patient interviews 

emphasized that approaches that provided personalized recommendations in SDM were 

highly valued. However, we found a diversity of preferences on level of detail for 

discussions of lung cancer risk and competing risks expressed as life expectancy and the 

emphasis placed on measures of HIV control and related health. Providers valued tools (1) 

with quantitative and personalized data, (2) that supplemented their own discussions and 

knowledge gaps, and (3) that were embedded efficiently within the EHR. Providers diverged 

in how much information they wanted to share with patients, particularly around mortality 

assessments, and how and whether they would use tools to discourage screening in those 

whose harms may outweigh the benefits. Our findings align with previous SDM literature 

that has found a similar divergence in how much data to share with patients, endorsing 

starting with personalized recommendations and general information, with the ability to opt 

in to much more detail if the patient desires to support patient autonomy.24,25 Our study 

extends on this work to provide insight into how providers might conduct SDM discussions 

in people with HIV and to introduce a flexible and personalized approach to point-of-care 

SDM for LCS in people with HIV through an adapted tool.

We found broad enthusiasm among most patients and all providers for a tailored approach 

to LCS in people with HIV, which both reflects the acknowledgment of high lung cancer 

risk among people with HIV and positive experiences with HIV-tailored care. A recent 

study using national-level data suggests that the cumulative incidence of lung cancer in 

people with HIV over 5 years is 1.36% (95% CI, 1.17%−1.53%),26 making them, as a 

group, at extremely high risk of lung cancer. People with HIV are also at much higher 

risk of other comorbidities associated with aging than the general population. This raises 

concern that many patients may have a comorbidity profile that will lead to more harms 

than benefits of LCS.27,28 More than 50% of people with HIV infection in the United 

States now are older than 50 years, and population-based studies demonstrate a higher 

prevalence of common comorbidities in this group; further, multimorbidity (two or more 

chronic age-related conditions) affects 25% to 50% of all people with HIV in the United 

States.29–31 Most guidelines suggest incorporating multimorbidity into SDM, but evidence 

that this routinely occurs in either people with HIV or others is limited.32

A tailored approach not only was endorsed by stakeholders, but also this approach is well 

matched to HIV care in the United States. Although a variety of HIV care models have been 

suggested, most people with HIV in the United States are cared for by HIV specialists.33 

Adapted primary care guidelines are well supported based on different risk profiles of people 

with HIV in the United States.34 Particular enthusiasm exists for models that can be tailored 
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to provide people with specific risks associated with chronic HIV infection and such models 

currently available for cardiovascular disease.35,36

Although broad support exists for an adapted approach to SDM for people with HIV, 

patients and providers expressed variable preferences toward how to incorporate this 

into SDM. Some patients endorsed an approach that included a review of detailed and 

personalized risk data, whereas others preferred not to interact with the data themselves and 

found quantitative risk estimates either challenging to interpret or unnecessary. Providers 

uniformly were in agreement that the data were helpful, but they had mixed opinions on 

whether they would share these numbers with patients. However, broad agreement was 

found among both groups that an SDM conversation should include messages such as: 

(1) HIV increases your risk of lung cancer, but both smoking history and age are more 

important risk factors, and (2) HIV control greatly reduces competing risk and enhances 

survival. The divergent findings around patient review of personalized risk data suggest that 

these should be largely provider facing in all instances to help inform and contextualize 

screening recommendations, but that patients should be allowed to opt in to data review. 

For these reasons, in the final version of the tool that is being evaluated prospectively, 

we are offering participants the option of reviewing either (1) only summary statements 

that reflect eligibility, risk of lung cancer, and general magnitude of competing risk or (2) 

numerical estimates including 5-year risk of lung cancer, number needed to screen, and 

5-year mortality risk. Regardless of attitudes toward granular risk estimates, our results 

suggest that patients prefer messaging to be framed positively and to be linked to other 

decisions supporting survivorship for people with HIV. Although the emphasis of this 

work is on HIV, it is also important to remember that patients have other identities and 

experiences (such as prior experiences with cancer) that also inform their screening attitudes 

and that these should be incorporated into SDM.

This is the first study we are aware of to use patient and provider input to adapt an SDM tool 

for people with HIV, which is essential formative work to create tools that meet stakeholder 

needs before evaluation in a pragmatic trial. Adapting this tool also has revealed areas for 

future research. First, lung cancer risk estimations used for the tool were based on data from 

study cohorts (the National Lung Screening Trial) multiplied by a 1.2-fold increased risk 

associated with HIV based on limited studies. Future iterations would be informed best by 

more sophisticated lung cancer risk models (which need to be developed) based on data 

from people with HIV. Second, limited prospective data are available to inform personalized 

risk of harms, either in the general population or in people with HIV. Furthermore, as 

more clinical LCS data emerge, ongoing work is needed to elucidate fully the cut points 

between encouraging and discouraging recommendation thresholds. Finally, as emphasized 

by providers in this study, these tools need to become automated and integrated into EHRs.

The strengths of this study include the engagement of a multidisciplinary team, rigorous 

qualitative methods, and an analytic framework based in both implementation determinants 

and health equity. This is also one of the first studies to attempt to adapt LCS SDM tools 

for people with HIV, using direct input from people with HIV and their providers. A primary 

limitation of this work is that our patient and provider populations drew from one HIV 

clinic. Moreover, focus group participants all were actively engaged in care and were part of 
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a voluntary research registry of patients, so perspectives regarding LCS may differ among 

those with less established relationships and access to care.

Interpretation

In conclusion, we used sequential semistructured discussions with people with HIV and 

providers to adapt a publicly available SDM tool for the care of people with HIV. The tool 

emphasizes both personalized measures of lung cancer risk and competing risk and offers 

screening recommendations for people with HIV, but also allows for a variable level of detail 

and information. This tool can assist with point-of-care decision-making, engagement, and 

personalization in a patient population with potential high-net benefits, but also potential 

harms from screening.
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Take-home Points

Study Question:

Can a shared decision-making (SDM) aid for lung cancer screening (LCS) be adapted 

to include HIV-specific measures with input from both people with HIV and their 

providers?

Results:

With input from sequential qualitative discussions with people with HIV and primary 

HIV care providers, we adapted a decision aid for SDM in people with HIV to include 

specific measures of risk, specific LCS recommendations, and HIV-specific framing.

Interpretation:

A specific tool for SDM for people with HIV was welcomed and may have usefulness in 

complex decision-making for LCS in this population.
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Figure 1 –. 
Example of a tailored shared decision-making tool for a patient. The patient is a 68-year-

old man with COPD, chronic kidney disease, and long-standing well-controlled HIV. 

He currently smokes and has a 50-pack-year history of smoking. A, Personalized risk 

assessment that does not include quantitative values, providing a summary recommendation 

for screening, confirming eligibility, and comparing risk with that of the average patient with 

lung cancer screening. B, Risk assessment data shown at a patient’s request, including a 

numeric 5-year risk of lung cancer developing, a 5-year risk of mortality, and a personalized 

number needed to screen in a group of similar patients. C, Pictogram allowing visualization 
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of the benefits of screening in lives saved from lung cancer in a hypothetical cohort of 1,000 

people who are similar to the index patient. D, Pictogram including a depiction of significant 

harms of screening, including unnecessary invasive testing and complications.
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TABLE 1 ]

Patient Focus Group Participant Self-Reported Characteristics (N = 43)

Characteristic No. (%)

Sex

 Female 7 (16)

 Male 35 (81)

 Nonbinary or other gender 1 (2)

Age 59 (53–67)

Race (> 1 response allowed)

 American Indian or Alaska Native 5 (12)

 Asian 3 (7)

 Black or African American 4 (9)

 Native Hawaiian or other Pacific Islander 0

 White 29 (67)

 Other (self-reported as “mixed” race) 3 (7)

 Other (self-reported as “human” race) 2 (3)

Hispanic ethnicity 3 (7)

Employment status

 Full-time 7 (16)

 Part-time 11 (26)

 Retired 7 (16)

 Unemployed 3 (7)

 Disabled 15 (35)

Education

 Less than high school graduate 6 (14)

 High school graduate or GED 9 (21)

 Some college 12 (28)

 College graduate 9 (21)

 Graduate degree 3 (7)

Annual household income, $

 < 5,000 0

 5,000–15,000 13 (30)

 15,001–30,000 11 (26)

 30,001–50,000 4 (9)

 50,001–75,000 4 (9)

 > 75,000 3 (7)

 Prefer not to answer 3 (7)

 Don’t know 5 (12)

Insurance status (> 1 response allowed)

 Private health insurance or HMO 14 (33)

 Self-pay 0

 Medicare 20 (47)
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Characteristic No. (%)

 Medicaid 19 (44)

 Charity care or other subsidized insurance 5 (12)

 Other 1 (2)

Smoking status

 Currently smoking 16 (37)

 Prior smoking (> 30 d since quit) 27 (63)

History of cigarette use, pack-y 35 (23–44)

Reported prior lung cancer screening 12 (28)

Reported any prior cancer screening 28 (65)

Reported chronic diseases other than HIV requiring > 3 provider visits/y 28 (65)

Data are presented as No. (%) or median (interquartile range). GED = General Educational Development; HMO = Health Maintenance 
Organization.
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TABLE 3 ]

Provider Interview Participant Self-Reported Characteristics (n = 10)

Characteristic No. (%)

Sex

 Female 9 (90)

 Male 1 (10)

Age 41 (39–48)

Race (> 1 response allowed)

 American Indian or Alaska Native 0

 Asian 1 (10)

 Black or African American 0

 Native Hawaiian or other Pacific Islander 0

 White 9 (90)

 Other 0

Hispanic ethnicity 0

Specialty

 Internal medicine or family practice 1 (10)

 HIV fellowship 0

 Infectious diseases 8 (80)

 N/A (advanced practice provider) 1 (10)

Training

 Resident or fellow physician 1 (10)

 Attending physician 8 (80)

 Advanced practice provider 1 (10)

Time in outpatient setting, %

 < 10 2 (20)

 10–25 4 (40)

 26–50 2 (20)

 51–75 1 (10)

 > 75 1 (10)

Time in care of people with HIV infection, %

 < 10 0

 10–25 2 (20)

 26–50 2 (20)

 51–75 2 (20)

 > 75 4 (40)

Data are presented as No. (%) or median (interquartile range). N/A = Not applicable.
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o 

of
 th

ei
r 

lif
e,

 I
’m

 n
ot

 g
oi

ng
 to

 s
cr

ee
n 

th
em

. S
o 

th
at

’s
, t

ha
t’

s 
co

ns
is

te
nt

 w
ith

 a
ll 

th
e,

 a
ll 

th
e 

ca
nc

er
 s

cr
ee

ni
ng

s 
…

 I
 d

on
’t

 th
in

k 
w

e’
re

 g
oi

ng
 to

 h
av

e 
th

at
 c

on
ve

rs
at

io
n.

 W
e 

w
ou

ld
 if

 th
ey

 b
ro

ug
ht

 it
 u

p.
 B

ut
 if

 th
ey

 d
on

’t
 b

ri
ng

 it
 u

p,
 a

nd
 I

’m
 n

ot
 

go
nn

a 
br

in
g 

it 
up

, a
nd

 I
’m

 ju
st

 g
on

na
, u

su
al

ly
 I

’l
l w

ri
te

 in
 m

y 
no

te
, l

ik
e,

 y
ou

 k
no

w
, s

cr
ee

ni
ng

 is
 n

ot
 in

 th
ei

r 
be

st
 in

te
re

st
 a

t t
hi

s 
tim

e.
”

“I
’m

 ju
st

 tr
yi

ng
 to

 th
in

k 
of

 s
om

e 
of

 m
y 

hi
gh

 c
om

or
bi

di
ty

 p
at

ie
nt

s,
 th

os
e 

ar
e 

pa
tie

nt
s 

w
ho

 a
re

 p
ro

ba
bl

y 
fa

lli
ng

 in
to

 th
e 

ca
te

go
ry

 o
f 

to
o 

m
an

y 
ot

he
r 

ac
ut

e 
is

su
es

 g
oi

ng
 o

n 
fo

r 
m

e 
to

 e
ve

n 
be

 r
ec

om
m

en
di

ng
 th

e 
sc

re
en

in
g.

 I
 th

in
k 

th
at

 th
ey

 s
or

t o
f 

ge
t t

ri
ag

ed
. I

t’
s 

no
t a

-a
s 

de
lib

er
at

e 
or

 th
ou

gh
tf

ul
 

a 
pr

oc
es

s 
as

 I
 m

ig
ht

 li
ke

, b
ut

 I
 th

ey
 a

re
 p

ro
ba

bl
y 

th
e 

on
es

 g
et

tin
g 

tr
ia

ge
d.

 B
ut

 I
-I

 th
in

k 
th

at
, s

o 
th

er
e’

s 
a,

 th
er

e’
s 

a 
de

 f
ac

to
 d

is
co

ur
ag

em
en

t o
f 

sc
re

en
in

g 
ju

st
 b

ec
au

se
 th

ei
r 

ot
he

r 
is

su
es

 a
re

 ta
ki

ng
 o

ve
r.”

Pr
ov

id
er

s 
ha

d 
co

nc
er

ns
 a

bo
ut

 
th

e 
fe

as
ib

ili
ty

 o
f 

co
m

pl
ex

 a
nd

 
pe

rs
on

al
iz

ed
 to

ol
s 

gi
ve

n 
E

H
R

 
an

d 
tim

e 
lim

ita
tio

ns
.

“A
nd

 o
ne

 o
f 

th
e 

pr
ob

le
m

s 
w

ith
 r

is
k 

sc
or

es
 th

at
 ta

ke
 a

 lo
t o

f 
in

pu
t. 

…
 s

o,
 s

o 
w

he
n 

yo
u 

pu
t a

 lo
t o

f 
st

uf
f 

in
 th

e 
ri

sk
, s

co
re

, i
t m

ak
es

 th
em

 v
er

y 
ac

cu
ra

te
, b

ut
 a

lm
os

t n
ob

od
y 

in
 r

eg
ul

ar
 c

lin
ic

al
 p

ra
ct

ic
e 

ha
s 

al
l t

he
 in

fo
rm

at
io

n 
to

 g
o 

in
to

 th
e 

ri
sk

 s
co

re
, s

o 
th

en
 y

ou
 h

av
e 

a 
ri

sk
 s

co
re

, b
ut

 y
ou

 h
av

e 
on

e 
th

at
’s

 b
la

nk
 a

nd
 y

ou
’r

e 
no

t s
ur

e 
w

ha
t t

o 
do

. S
o 

ke
ep

in
g 

it 
si

m
pl

e 
is

 r
ea

lly
 h

el
pf

ul
.”

“I
 th

in
k,

 y
ou

 k
no

w
, o

ne
 o

f 
th

e 
bi

g 
ba

rr
ie

rs
 to

 u
si

ng
 th

es
e 

so
rt

 o
f 

de
ci

si
on

 to
ol

s 
in

 E
pi

c 
is

 th
at

 th
ey

’r
e 

ex
tr

em
el

y 
bu

rd
en

so
m

e 
fo

r 
th

e 
m

os
t p

ar
t a

nd
, 

um
, c

re
at

e 
a 

to
n 

of
 e

xt
ra

 w
or

k 
th

at
 w

ou
ld

 h
av

e 
sa

tis
fi

ed
 th

em
 to

 m
ak

e 
th

em
 g

o 
…

 I
 w

ou
ld

 lo
ve

 s
om

e 
so

rt
 o

f 
lik

e,
 u

h,
 w

he
n 

I 
do

 a
 v

is
it 

w
ith

 s
om

eo
ne
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F
ra

m
ew

or
k 

D
om

ai
n

T
he

m
e

R
ep

re
se

nt
at

iv
e 

Q
uo

ta
ti

on

w
ho

 h
as

 s
m

ok
in

g 
on

 th
ei

r 
pr

ob
le

m
 li

st
, I

 w
ou

ld
 lo

ve
 to

 h
av

e 
a 

po
p-

up
 o

f 
lik

e,
 ‘

D
id

 y
ou

 th
in

k 
ab

ou
t l

un
g 

ca
nc

er
 s

cr
ee

ni
ng

?’
 B

ut
 n

ot
 h

av
e 

to
, l

ik
e,

 
sa

tis
fy

 it
 o

r 
an

sw
er

 it
 o

r 
co

m
pl

et
e 

it 
w

ith
in

 th
e 

vi
si

t. 
B

ec
au

se
 th

en
 it

’s
 ju

st
 li

ke
 a

 h
el

pf
ul

 r
em

in
de

r 
an

d 
no

t a
 b

ur
de

n.
”

K
no

w
le

dg
e 

of
 L

C
S 

el
ig

ib
ili

ty
 

cr
ite

ri
a 

is
 v

ar
ie

d 
am

on
g 

pr
ov

id
er

s.

“I
 a

lw
ay

s 
ha

ve
 to

 d
ou

bl
e-

ch
ec

k 
th

e 
ag

e 
gr

ou
p,

 b
ut

 I
-I

 k
no

w
 th

at
 it

’s
, f

or
 p

eo
pl

e 
ei

th
er

 5
0 

or
 5

5 
ab

ov
e 

w
ith

 a
 s

pe
ci

fi
c 

pa
ck

-y
ea

r 
hi

st
or

y.
 S

o 
al

l m
y 

pa
tie

nt
s 

w
ho

 a
re

 s
m

ok
er

s 
w

he
n 

th
ey

 h
it 

ag
e 

50
, I

 g
o 

ba
ck

 a
nd

 I
-I

 r
em

in
d 

m
ys

el
f 

w
ha

t t
he

 a
ge

 is
, a

nd
 th

en
 I

 c
al

cu
la

te
 th

ei
r 

pa
ck

-y
ea

r 
hi

st
or

y 
an

d 
I 

ju
st

 d
ou

bl
e-

ch
ec

k 
th

e 
gu

id
el

in
es

, ‘
ca

us
e 

I 
do

n’
t h

av
e 

a 
to

n 
of

, t
on

 o
f 

pa
tie

nt
s 

w
er

e 
cu

rr
en

t s
m

ok
er

s 
an

d 
ev

en
 f

ew
er

 w
ho

 h
av

e 
m

or
e 

th
an

, l
ik

e,
 a

 
10

-p
ac

k-
ye

ar
 h

is
to

ry
 a

t t
hi

s 
po

in
t.”

“T
he

 c
ri

te
ri

a 
fo

r 
sc

re
en

in
g 

ar
e 

a 
lit

tle
 b

it 
ch

al
le

ng
in

g.
 I

 h
av

e 
to

 lo
ok

 th
em

 u
p 

ev
er

y 
tim

e,
 y

ou
 k

no
w

, b
ec

au
se

 tr
yi

ng
 to

 f
ig

ur
e 

ou
t h

ow
 m

an
y 

ye
ar

s 
ag

o 
[a

] 
pe

rs
on

 q
ui

t s
m

ok
in

g,
 if

 th
ey

, i
f 

th
ey

 q
ui

t s
m

ok
in

g,
 a

nd
 h

ow
 o

ld
 th

ey
 a

re
 n

ow
, a

nd
 w

he
th

er
 th

ey
’r

e 
in

 th
e 

w
in

do
w

 o
r 

ou
t o

f 
th

e 
w

in
do

w
 is

 a
 b

it 
tr

ic
ky

 s
om

et
im

es
.”

In
ne

r 
co

nt
ex

t: 
cl

in
ic

Pr
ov

id
er

s 
w

er
e 

su
pp

or
tiv

e 
of

 
an

 E
H

R
 in

te
gr

at
io

n 
fo

r 
a 

ri
sk

 
ca

lc
ul

at
or

 a
nd

 S
D

M
 s

up
po

rt
 

to
ol

s,
 p

ar
tic

ul
ar

ly
 d

ot
 p

hr
as

es
.

“I
 th

in
k 

lik
e 

al
l t

oo
ls

, i
t i

s,
 it

’s
 g

oi
ng

 to
 b

e 
th

e 
m

os
t u

se
fu

l i
f 

it 
is

 th
e 

m
os

t e
as

ily
 in

te
gr

at
ed

 in
to

 a
 v

is
it 

an
d 

a 
se

ss
io

n.
 S

o 
th

at
 m

ea
ns

 h
av

in
g 

it 
lik

e 
in

 a
n 

E
pi

c 
do

t p
hr

as
e,

 o
r 

in
 it

 li
ke

 b
ui

lt 
in

to
 a

 n
ot

e 
fo

r 
pa

rt
 o

f 
it 

to
 p

ul
l u

p.
 N

ot
 s

ay
in

g 
to

 p
ro

vi
de

rs
, ‘

H
ey

, y
ou

 n
ee

d 
to

 h
av

e 
in

 li
ke

, y
ou

 n
ee

d 
to

 
re

m
em

be
r 

th
is

 li
nk

 to
 a

 w
eb

si
te

.’
“

“S
o 

a 
do

t p
hr

as
e 

[i
n 

E
pi

c 
E

H
R

] 
is

 v
er

y 
he

lp
fu

l. 
I 

us
e 

th
at

 f
or

 th
e 

at
he

ro
sc

le
ro

tic
 c

ar
di

ov
as

cu
la

r 
di

se
as

e 
m

od
el

 a
nd

 I
 u

se
 it

 w
he

n 
I 

w
an

t i
t, 

an
d 

I 
do

n’
t 

us
e 

it 
w

he
n 

I 
do

n’
t w

an
t i

t, 
an

d 
I 

ca
n 

ta
ilo

r 
th

e 
m

es
sa

ge
 to

 th
e 

pa
tie

nt
.”

E
H

R
 =

 e
le

ct
ro

ni
c 

he
al

th
 r

ec
or

d;
 L

C
S 

=
 lu

ng
 c

an
ce

r 
sc

re
en

in
g;

 S
D

M
 =

 s
ha

re
d 

de
ci

si
on

-m
ak

in
g.
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