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ABSTRACT

Background Physicians need to rapidly and effectively facilitate patient-centered, shared decision-making (SDM) conversations,

but little is known about how residents or attending physicians acquire this skill.

Objective We explored emergency medicine (EM) attending physicians’ use of SDM in the context of their experience as former

residents and current educators and assessed the implications of these findings on learning opportunities for residents.

Methods We used semistructured interviews with a purposeful sample of EM physicians. Interviews were transcribed verbatim,

and 3 research team members performed iterative, open coding of transcripts, building a provisional codebook as work

progressed. We analyzed the data with a focus on participants’ acquisition and use of skills required for SDM and their use of SDM

in the context of resident education.

Results Fifteen EM physicians from academic and community practices were interviewed. All reported using SDM techniques to

some degree. Multiple themes noted had negative implications for resident acquisition of this skill: (1) the complex relationships

among patients, residents, and attending physicians; (2) residents’ skill levels; (3) the setting of busy emergency departments; and

(4) individual attending factors. One theme was noted to facilitate resident education: the changing culture—with a cultural shift

toward patient-centered care.

Conclusions A constellation of factors may diminish opportunities for residents to acquire and practice SDM skills. Further

research should explore residents’ perspectives, address the modifiable obstacles identified, and examine whether these issues

generalize to other specialties.

Introduction

Shared decision-making (SDM), the process by which

clinicians and patients collectively make decisions,

based on clinical evidence and patient preferences and

values, has been called ‘‘the pinnacle of patient-

centered care.’’1 It has been promoted for its potential

to engage patients, increase patients’ knowledge, and

decrease the use of care resources.2–5 The National

Guideline Clearinghouse recognizes more than 360

current practice guidelines (from 48 specialties) that

recommend the utilization of SDM for a range of

medical problems.6 Despite the widespread promo-

tion of SDM, implementation remains challenging,

and there is no consensus on how to teach and foster

SDM skills in trainees.7–9

Prior studies across multiple specialties have dem-

onstrated that interventions to teach SDM skills can be

both necessary and effective.10–14 However, for SDM

to be integrated into routine clinical care, those skills

need to be taught and modeled routinely during

training.9 While residency programs have been reeval-

uating how physicians-in-training can gain the neces-

sary skills for SDM, little is known about how

contextual factors of residency or the perspectives of

attending physicians affect residents’ opportunities to

practice these skills.15,16 Little research exists regarding

barriers residents face in learning SDM skills, and

several studies report lack of formal education, lack of

familiarity with SDM as a concept, and lack of

feedback on communication skills.17–20 While several

studies encompassed multiple specialties, all are limited

by small sample sizes and heterogeneous designs.

In our initial investigation of attending emergency

physician (EP) attitudes and practices regarding their

use of SDM, we discovered generally positive

attitudes toward SDM, along with growing recogni-

tion of barriers to its routine use in the emergency

department.21 In this analysis, we examined emer-

gency medicine (EM) faculty’s experiences with

acquisition of SDM skills and teaching these skills

to residents. The goal was to improve our under-

standing of how clinicians acquire and teach SDM
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skills to facilitate and promote this patient-centered

practice.

In this research summary, we focus on the emergent

themes regarding factors that affect training, educa-

tion, and the opportunities to practice and use SDM

during residency.

Methods

The theory of planned behavior provides a frame-

work for exploring the relationships among beliefs,

attitudes, intentions, and behaviors (such as SDM).22

Social cognitive theory adds dimensions of personal

and environmental factors and recognizes their

dynamic relationship with behaviors.22 These 2

theories provide a more complete framework for

organizing the factors (concrete experiences, reflective

observation, abstract conceptualization, and active

experimentation) that may influence the performance

of SDM (FIGURE 1).22
TABLE 1 explains how our

framework led to the development of the interview

guide.21,22

To explore how the theory of planned behavior and

social cognitive theory influence SDM, we conducted

semistructured interviews with practicing EPs. We

chose a purposeful sample of EM physicians based on

sex, years in practice, region, employment setting

(rural/suburban/urban), academic versus community

practice setting, and location of training.23

Data Collection

Interviewers were practicing EM physicians who

knew many of the participants. The research goals

were stated prior to the semistructured interview, and

it was made clear that the interviewers sought frank

responses (interview guide provided as online supple-

mental material). The 3 coders included an EM

attending, an EM resident, and a nonphysician

researcher with experience with qualitative methods.

What was known and gap
Shared decision-making has important positive conse-
quences for patients and health care delivery, yet little is
known about barriers to teaching and modeling this
approach in residency settings.

What is new
Structured interviews with emergency medicine faculty
revealed 4 barriers and 1 facilitator for teaching shared
decision-making.

Limitations
Limited interview study; resident perspectives were not
sampled.

Bottom line
Faculty report significant, yet potentially modifiable barriers
that may diminish opportunities for residents to acquire and
practice this important skill.

TABLE 1
How the Theoretical Framework Shaped the Interview
Guide

Theme Example Question

Attitudes Can you tell me about a time, if there

has been 1, when you used SDM

techniques?

How did you feel about that particular

interaction?

Did using SDM have any positive or

negative impact on the care the

patient received?

Norms Can you tell me about your sense of how

your colleagues might view SDM?

Self-efficacy How comfortable do you feel using SDM

techniques?

How comfortable are you teaching

residents to use SDM techniques (if

applicable)?

Environmental

constraints

What stands in the way of using SDM

techniques more often?

What factors push you toward using SDM

in a certain situation?

Abbreviation: SDM, shared decision-making.

FIGURE 1
Theoretical Framework (Integrative Model: Social Cognitive Theory and Theory of Planned Behavior22) Demonstrating
How Various Factors May Influence a Behavior (Shared Decision-Making)
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Participants provided written, informed consent

and filled out a demographics form. The interview

team consisted of 2 academic EPs (E.M.S. and T.R.E.)

who trained and piloted interviews under a senior

investigator with qualitative experience (S.L.G.). All

interviews were recorded and transcribed verbatim.

Data collection was concluded when thematic satu-

ration was reached, and 3 consecutive transcripts

yielded no new concepts,24 and was designed to

comply with standards for qualitative research.25,26

Interviews were semistructured and included ques-

tions about participants’ training in SDM and their

interactions with residents in the context of using

SDM. The interview guide was modified as interviews

progressed, to encourage more detail in responses.

Trained interviewers took field notes during inter-

views. Participants were asked to compare their use of

SDM in the different settings, elaborating on why they

used SDM more in some settings than in others, and

their responses were included in the coded transcripts.

To evaluate trustworthiness, we performed member

checking by providing participants with a summary of

major points discussed, and asking them for their

agreement, disagreement, or comments.27

The study was granted exempt status by our

Institutional Review Board.

Data Analysis

Transcripts were entered into Dedoose qualitative

data management and analysis software version

7.0.18 (SocioCultural Research Consultants LLC,

Manhattan Beach, California). Initial coding was

performed concurrently with interviews and was

performed by 3 research team members (E.M.S.,

E.R.K., K.E.P.) with qualitative research experience or

recent training in coding. The codebook was devel-

oped using a directed approach to content analysis;

we combined a priori codes drawn from previous

literature and our theoretical framework with emer-

gent codes that came from the line-by-line coding of

transcripts.25,28 Coding was iterative, meaning tran-

scripts were recoded as the codebook was refined.

Each transcript was coded at least twice by at least 2

coders. Disagreements were discussed until consensus

was reached. The codebook is provided as online

supplemental material.

Results

We interviewed 15 EM faculty members between June

and November 2015. Interviews lasted 20 to 45

minutes. Participants had completed residency train-

ing from 1 to 30 years prior to the interview. In the

year prior to the interviews, participants worked at 14

different community and academic emergency

departments, with nearly one-half having worked at

more than 1 site. Sites included academic, academic-

affiliated, and community settings.

Interviewees commented on factors that have

implications for training residents in SDM. Those

factors were derived deductively and inductively and

were categorized as barriers or facilitators. Themes

around barriers fell into 4 categories, and we

identified 1 facilitator theme (TABLE 2).

Barriers to SDM Training During Residency

Relationships Matter: When asked how the presence

of residents altered their ability or motivation to

initiate SDM conversations, EM physicians’ responses

were overwhelmingly negative and often focused on

the difficulties in the attending–resident–patient triad

compared with the attending–patient dyad. Respon-

dents noted that a good patient relationship allowed

them to elicit patient preferences in clinical decision-

making discussions, which facilitated SDM. In

contrast, when they supervised residents, respondents

did not feel they had a sufficiently close relationship

with the patient to employ SDM. Interviewees noted

they are often the last provider to see the patient, and

since the residents often conveyed the diagnosis and

treatment plan to the patient, that made making a

change or the addition of SDM difficult.

Skills Matter: The EM faculty noted they often used

SDM to diverge from ‘‘algorithmic’’ care, when they

felt that a particular course of care might not be best

for a patient. However, they noted that residents relied,

and they, as residents, had relied on care algorithms.

Several noted that as their clinical skills improved,

they understood the nuances of clinical care and were

more willing to accept and invite patient involvement

in decision-making. Many noted they did not always

trust the residents to have the right conversation with

the patient. This led us to conclude that lack of

clinical experience may be a major barrier to the use

of SDM within residency and in the years following

residency. Similarly, a number of interviewees noted

that when they had a solid understanding of patient

risk, they felt more comfortable engaging in SDM.29

One educator opined that junior residents probably

should not engage in SDM, as they have not yet

developed the clinical acumen needed to use it

appropriately. These comments suggest that residents

and early career physicians may be less comfortable

engaging in SDM.

Setting Matters: Interviewees mentioned a number of

setting-related barriers, including time constraints;

high-acuity patients competing for physician time and
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TABLE 2
Relevant Themes and Supporting Quotes

A. Barriers to SDM Training in Residency

1. Relationships Matter: Challenges Related to the Attending–Resident–Patient Relationship

Attending–patient relationship

The attending has less of a relationship with the patient, making them less comfortable with any use of SDM.

[Interviewer: How does this change when you’re working with a resident?] ‘‘Well, you’re totally separated from that

aspect of the conversation, like all the bedside manner . . . [with] the resident . . . you always have this kind of

disconnect.’’ (midcareer community/academic male)

Attending–resident relationship: trust, knowledge, and risk tolerance

In the attending–resident relationship, the attending does not trust the resident to have the right conversation with

the right patient.

‘‘I trust myself to do that [have the SDM conversation], but I’m not sure I would trust a more junior provider, like a

resident, to walk a patient through the pros and cons and the risk and . . . let [patients with] chest pain go after shared

decision-making.’’ (academic female)

Attending–resident–patient: diagnostic momentum and expectations

The attending–resident–patient relationship is more complex regarding the communication of plans and expectations;

attendings are hesitant to change plans that residents have laid out.

‘‘I think I honestly use SDM more in the community [nonteaching] setting. I think it is primarily because I am usually the

first provider, other than a nurse, to see the patient, and thus, it is easier for me to set the tone and manage patient

expectations right up front.’’ (early career community/academic female)

2. Skills Matter: Challenges Related to Residents’ Skill Levels

Emergency physicians use SDM to avoid algorithmic care

SDM is often used to avoid ‘‘algorithmic care,’’ but algorithms are important and heavily relied on early in training.

‘‘Earlier on in my career I didn’t trust myself . . . my clinical instincts . . . I think I was afraid of the medicolegal

implications of potentially going against some of the evidence or the algorithm . . . so I think getting confident in the

process . . . I think, you just do it [SDM] more and more and you believe that it’s better.’’ (midcareer community/

academic male)

A clear understanding of patients’ risk helps clinicians engage in SDM

A clear understanding of the patient’s risk facilitates SDM but is often unknowable. More experienced clinicians use

their gestalt to estimate patient risk when no formal decision rules are applicable, but residents may be less able to do

that accurately.

[Discussing that a clear understanding of the patient’s risk facilitates the SDM conversation] ‘‘Well, [I use] the usual

tools that we all have available to us, the risk assessment tools, the current one that I like to use . . . is the HEART score.

Those current tools are good for medicolegal documentation, but when you’ve been practicing medicine long enough,

you would come to the same clinical decision with or without the tool. So, I don’t really need the tools, but in the

medical record, the tool goes in to justify that 1% chance of a bad outcome, so I can at least say [to the patient] ‘this is

what the predictor says.’’’ (late-career community/academic male)

Experience as a facilitator

Clinical experience facilitates provider initiation of SDM; conversely, lack of experience is a barrier to its use.

‘‘I think I do that [SDM] a lot more now than I did when I started. When I started it was kind of like . . . you follow

protocols and evidence-based medicine and all these things, and [back] then I just didn’t feel comfortable swaying from

some of those things, and now I feel like my instincts are a piece of that puzzle, of using the evidence-based medicine

and things like that. If that’s getting me to a point where it’s 50/50 or 60/40 in that range, then I just start talking to

[the] patient and figure out ‘What are you trying to get?’’’ (midcareer community/academic male)

3. Setting Matters: Challenges Related to the Setting of a Busy Emergency Department

Time pressures (such as due to high volume or high acuity of other patients)

‘‘If you’re busier . . . sometimes it’s easier just to shotgun [order more tests, rather than engage in SDM].’’ (midcareer

community/academic male)

Patient characteristics (low literacy; non-English speaking; frustrated patients due to wait times)

‘‘I don’t know that they [patients] trust a white female who doesn’t speak Spanish.’’ (early career community female)

Lack of follow-up (underserved populations; poor access to primary care)

‘‘Often it [whether I use SDM or not] depends on primary care follow-up . . . You have to determine ‘does the person

have a primary care physician?’ If they do, is it somebody they actually have a relationship with?’’ (early career

academic female)

Interruptions

‘‘And interruptions. I mean if you think about 15 interruptions, that’s a little bit crazy to try to talk and have a

conversation.’’ (midcareer academic male)

Lack of privacy (‘‘hallway beds’’)

Complexity due to multiple providers (sign-outs, consultants); physician stress/anxiety
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attention; lack of access to follow-up care; low health

literacy; language barriers; lack of privacy; and

frequent interruptions. Interviewees indicated they

were less likely to offer SDM at facilities with more of

these types of barriers.

Attendings Matter: Participants noted there is varia-

tion in practice among attending physicians, and this

poses a challenge to resident education. Trainees may

be encouraged to use SDM in 1 clinical scenario, only

to find that the next day, another attending disagrees

with the use of SDM. None of our participants had

formal training in SDM, and while all felt they could

comfortably engage patients, some expressed con-

cerns about their ability to effectively teach SDM

skills to residents.

Facilitators to SDM Training During Residency

Despite challenges noted, interviewees pointed out the

positive effects of the culture of patient-centered care,

and many perceived a cultural shift toward increased

use of SDM.

Discussion

Our results highlight challenges to residents learning

and practicing SDM, as well as a single facilitator.

Medical education has been conceptualized as a

‘‘community of practice’’ where a network of

individuals develops and shares a knowledge base,

set of beliefs, values, history, and experiences.30,31

Within that community, experiential learning often

predominates, and educators are expected to provide

authentic experiences for trainees. According to

Kolb,32 these concrete experiences lead to reflective

observation, abstract conceptualization, active exper-

imentation, and back to experiences. Authentic

experiences are an important part of learning a new

skill. Unfortunately, many of the barriers we found

limit opportunities for residents to have concrete

SDM experiences (FIGURE 2). By limiting learning

opportunities during residency, many barriers are

perpetuated: first, because less experience often leads

to lower confidence and hesitancy,33 and residents

may be less likely to seek out opportunities to use

SDM; and second, because residents lacking the skills

to perform SDM become attendings with marginal

skills and experience.

Many barriers noted are clearly not unique to EM.

A recent study reported that internal medicine

residents felt that ‘‘gaps in their clinical skills’’ were

a barrier to effective SDM,18 and a study examining

the same issues in surgical residents noted numerous

‘‘missed opportunities’’ for teaching communication

skills, supporting the generalizability of some of our

findings.34

Another finding relates to the barriers categorized

under ‘‘setting.’’ While some of those, such as the

difficulties of engaging in SDM when a patient is in a

‘‘hallway bed,’’ are specific to EM, many apply to

clinical contexts across specialties and are more likely

present in settings in which residents are trained. For

example, compared with nonteaching hospitals,

teaching hospitals provide a disproportionate amount

of medical care for indigent and medically under-

served populations, have high patient volumes, and

TABLE 2
Relevant Themes and Supporting Quotes (continued)

4. Attendings Matter: Attending Physician Factors

Attendings have variable ‘‘grey zones’’

SDM is used in the ‘‘grey zone,’’ when the best option isn’t clear, but these grey zones are different for different

attendings, making it challenging for residents to identify when SDM is appropriate.

‘‘It’s hard for residents to do this because every day is different with who your attending is. You can have a shared

decision-making talk about not doing a CTA [for pulmonary embolism] and then if your attending’s going to do a CTA,

then that was a waste of a talk. So you don’t even really get to practice the skills very well in residency.’’ (midcareer

community/academic male)

Attendings lack formal training in SDM

[Interviewer: You’ve never had any formal lectures on SDM?] ‘‘Not that I remember.’’ (early career community female)

Attendings were uncomfortable teaching the skills of SDM

‘‘I don’t think this is an area that I am necessarily good at.’’ (late-career academic male)

B. Facilitators to SDM Training in Residency

Changing Culture

There is a cultural shift toward greater use of SDM.

‘‘I think future physicians will be much better at doing it [SDM] than some of the older physicians like myself who came

from an era when you told the patient what was gonna happen and that was what was gonna happen. That’s not been

the best way of doing it, and that’s changing over time . . . especially as us old [guys] die off, or at least retire off into the

sunset.’’ (late-career academic male)

Abbreviation: SDM, shared decision-making; CTA, computed tomography angiography.
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have patients with high severity of illness.35–37 It

follows that the barriers we identified—poor follow-

up, low health literacy, language barriers, and high

volumes—may disproportionately burden teaching

hospitals, suggesting that both patients and trainees

at those settings are less likely to have the opportunity

to participate in SDM. That finding is particularly

concerning in light of evidence that suggests disad-

vantaged patients may benefit more from SDM than

patients with higher literacy and socioeconomic

status.38 As many teaching hospitals cite ‘‘improving

the health of their communities’’ at the heart of their

mission statements,35 increasing SDM opportunities

should be viewed not only as a benefit to trainees but

also as a benefit to the communities served.

Participants’ comments suggest some solutions

for overcoming potential barriers: physicians were

all comfortable initiating SDM conversations in the

scenarios in which they deemed it appropriate.

Therefore, attendings could be encouraged to model

those conversations if they are uncomfortable

letting the resident proceed unsupervised. However,

that degree of comfort may not exist for all

specialties: a large, multispecialty study of residents

and educators concluded that risk communication,

an essential part of SDM, may not be receiving

enough attention during graduate education.39 Our

results and the current literature39–41 suggest that

more training, for both residents and attendings, is

likely warranted.

Our study has limitations. We did not interview

residents about these issues. In a recent article, a

current resident suggested that trainees are an

‘‘untapped resource in furthering pediatric SDM’’

because they have more time than attendings to talk

to patients and families.41 Second, although our

participants received their medical training at

geographically varied sites, all were practicing in

New England, which may have limited the hetero-

geneity of the responses, and it is possible that

attending physicians in other specialties would

identify other issues. Despite those limitations, we

found that the themes participants expressed were

both compelling and widespread and were of

particular importance to those seeking to promote,

teach, or study SDM.

Further research is warranted to clarify the

importance and magnitude of each of the issues

identified here and to examine the issues from the

point of view of the residents, since they are likely to

have important insights into these challenges as well

as possible solutions.

Conclusion

Our qualitative study suggests that several potentially

modifiable factors limit the number of opportunities

that EM residents have to learn and practice the skills

needed for SDM. Our findings may generalize to

residents from other specialties.

FIGURE 2
Conceptual Framework Regarding How Noted Barriers May Impede Skill Acquisition for Residents by Decreasing
Opportunities for Concrete Experiences32
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