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[bookmark: _Toc206504114]1. Data extraction template
Supplementary Table 1. Data extraction template.
	Patient
	Consultation reason and history
	Risk stratification
	Diagnostics
	Therapy
	Emergency department stay
	Disposition
	Shared decision making phrases

	Patient’s gender and age
Talking to patient or legal carer/relative?
Triage category according to ESI
First consultation, repeated consultation or bounce-back (within 72 hours)
Patient living at home or nursing facility?
	Patient’s complaints
Relevant preexisting illnesses or events for this complaint?
	How did the physician estimate the patient’s risk for differential diagnostics and for adverse events/complications?
How did the physician handle these risks?
	Suspected and differential diagnostics?
Diagnostics ordered initially and their result
Subsequent diagnostics
What conditions were specifically ruled out?
Diagnostic results according to ICD 10 or physician’s notes
Any expert consultation—if yes, what was the result and recommendations?
	What happened in the emergency department?
What further treatment was discussed and initiated?
Was any other treatment discussed?
	Any events or complications during stay in emergency department?
Length of stay at emergency department until disposition
	Was the patient admitted to hospital or discharged? If admitted: why and which ward?
If discharged: what was the further plan?
	Are there wordings/phrases that hint at the physician trying to involve the patient in decisions (diagnostics, therapy, disposition)?


ESI: Emergency Severity Index; ICD 10: International Classification of Diseases, Tenth Revision.




[bookmark: _Toc206504115]2. Data extraction results
Cases n = 619
Included n = 366
Excluded n = 253
Female n = 170, male n = 196, non-binary n = 0
Median age: 60.56
Exclusion criteria
Clinical decompensation n = 55, immediate transfer n = 49, planned procedure n = 1, pregnant or underaged n = 1, work accidents n = 21, insufficient documentation n =126

[bookmark: _Toc206504116]3. Data processing template
[bookmark: _Hlk206504013]Supplementary Table 2. Data processing template.
	Case X
	
	

	Symptoms
	What were the patient’s symptoms?
	

	Diagnosis
	What diagnosis was the patient discharged with?
	Labeled as unclear diagnosis when patient was discharged with leading symptoms or diagnosis includes the term unclear.
Labeled as clear diagnosis when specific diagnosis was given.
Labeled as no diagnosis when letter was missing a diagnosis.

	Management
	Was the patient managed according to national, hospital- and department-wide guidelines? Are there uncertain or unusual aspects in how the patient was managed?
	

	Diagnostics
	Are there aspects in diagnostics that could have been addressed through SDM?
If yes, what would have been alternative options?
If not, what are contrary/limiting factors?
If rating is not possible, what information is missing?
	

	Treatment
	Are there aspects in treatment that could have been addressed through SDM?
If yes, what would have been alternative options?
If not, what are contrary/limiting factors?
If rating is not possible, what information is missing?
	

	Disposition
	Are there aspects in disposition that could have been addressed through SDM?
If yes, what would have been alternative options?
If not, what are contrary/limiting factors?
If rating is not possible, what information is missing?
	


SDM: Shared decision making.


[bookmark: _Toc206504117]4. Data analysis results
[bookmark: _Hlk159460019]Question: What are potential factors influencing the feasibility of medical decisions for shared decision making in emergency medicine?
Supplementary Table 3. Data analysis results.
	Patient
	Health personnel
	Environment

	Financial situation
	Pressure to perform economically
	Hospital- and nationwide economic restraints, insurance regulations

	Health literacy
	Knowledge and utilization of available evidence and decision support
	Extent of available evidence and decision support

	Impression of own clinical status and symptom severity in emergency department
	Impression of patient’s clinical status and symptom severity in emergency department
	

	Degree of tolerated risk and desired certainty
	Estimated likelihood of time-sensitive pathology, deterioration or complication (risk stratification)
	

	Motivation to engage in decision
	Motivation to engage patient in decision
	

	
	Obligation to follow existing hospital- and nationwide guidelines
	Existence of management guidelines related to hospital, insurances and country

	
	Fear of lawsuit
	Existing medicolegal regulations

	Access to healthcare
	
	Healthcare structure in and around hospital (e.g., primary and outpatient care)

	● Domestic situation (relatives, nursing service)
● Vulnerability
● Medical risk profile, history and repeated consultations in emergency department
	
	

	
	● Personal and professional background and experience
● Recommendations by other professionals (e.g., consultants, referrals or interdisciplinary and interprofessional discussions)
● Perceived workload and time-restraints
	

	
	
	● Diagnostic and observational capacity in emergency department and hospital
● Availability of medical specialties




[bookmark: _Hlk159460087]Question: Is there documentation on emergency physicians and patients trying to fall decisions collaboratively?

Example 1 (Case 32 on day 1): in this older patient, the physician and relatives decided to withhold intensive care but perform ERCP as treatment.
→ Related theme: matching patient’s status with extent of further medical actions
Example 2 (Case 5 on day 2): in this older patient with chronic heart failure, the patient and physician discussed further disposition as admission and discharge both seemed appropriate.
→ Related theme: unclear risks in stable patient, matching patient’s status with extent of further medical actions
Example 3 (Case 28 on day 2): in this younger patient, the physician and patient together decided to perform a computed tomography of the head—possibly to exclude time-sensitive pathologies.
→ Related theme: unclear risks in stable patient
Example 4 (Case 41 on day 2): in this older patient, the physician and patient discussed antibiotic treatment and further care in unknown fever.
→ Related theme: different treatment modalities available, unclear risks in stable patient
Example 5 (Case 35 on day 3): in this older patient, the physician and patient omitted pelvic computed tomography after unremarkable x-ray—probably due to low suspicion of relevant fracture.
→ Related theme: unclear risks in stable patient
Example 6 (Case 3 on day 4): in this older patient, the physician evaluated the patient’s desires for/against intensive care through daughter.
→ Related theme: matching patient’s status with extent of further medical actions
Example 7 (Case 8 on day 4): this older patient actively stated his preferences when asking for hospital admission due to symptom severity.
→ Related theme: matching patient’s status with extent of further medical actions
Example 8 (Case 30 on day 4): in this younger patient, the physician explicitly states to have performed shared decision making to decide whether to perform head computed tomography.
→ Related theme: unclear risks in stable patient
Example 9 (Case 39 on day 4): in this older patient, further therapy at psychiatry ward was discussed but refused.
→ Related theme: none (decision against medical advice)
Example 10 (Case 17 on day 5): in this older patient, hospital admission was indicated but the patient refused.
→ Related theme: none (decision against medical advice)
Example 11 (Case 37 on day 5): in this older patient, disposition was discussed and the patient actively stated his preferences.
→ Related theme: matching patient’s status with extent of further medical actions
Example 12 (Case 61 on day 5): in this older patient with newly diagnosed atrial fibrillation, further anticoagulation was discussed.
→ Related theme: different treatment modalities available
Example 13 (Case 9 on day 5): in this middle-aged patient, the physician and patient discussed the initiation of HIV postexposition prophylaxis.
→ Related theme: unclear risks in stable patient
Example 14 (Case 19 on day 5): in this older patient, the treating physicians and patient decided against more aggressive treatment (nose plaster) probably due to high age and missing desire to achieve best cosmetic outcome.
→ Related theme: matching patient’s status with extent of further medical actions
Example 15 (Case 27 on day 5): in this older patient, the physician, patient and relative discussed the extent of subsequent therapy.
→ Related theme: matching patient’s status with extent of further medical actions
Example 16 (Case 48 on day 5): in this middle-aged patient, the consulting neurologist and patient decided against extensive diagnostics in the emergency department.
→ Related theme: unclear risks in stable patient
Example 17 (Case 26 on day 5): in this young woman, the physician and patient discussed disposition and patient actively stated her preferences.
→ Related theme: unclear risks in stable patient
Example 18 (Case 27 on day 5): in this older patient, disposition was discussed between physician, patient and relative.
→ Related theme: unclear risks in stable patient, matching patient’s status with extent of further medical actions
Example 19: (Case 37 on day 5): in this older patient, disposition was discussed and patient stated her preferences.
→ Related theme: unclear risks in stable patient, matching patient’s status with extent of further medical actions
[bookmark: _Toc206504118]5. Modifications to initial study protocol
As this qualitative study depicts a dynamic process of data evaluation and interpretation, the initial study protocol was modified at several points:
● Data extraction: If a patient was clinically decompensated but relatives were at hand for decision-making, we included such patients in our study.
● Data processing: The forms were edited after the initial testing phase.
● Data processing: The categories used for rating a situation’s feasibility for SDM were edited. SDM feasible and SDM could be feasible were merged into SDM rather feasible. On the contrary, SDM not feasible was converted into SDM rather not feasible.
● Data processing: Instead of searching for general evidence in every scenario (which appeared to spacious), we focused on studies around SDM in EM.
● Data processing: If one case included several diagnostic or therapeutic actions, they were rated separately. If one of those actions was rated as rather feasible for SDM, the whole section (diagnostics, treatment) was rated as rather feasible for SDM.
● Data processing: Data processing was stopped preliminarily due to thematic saturation.
● Data processing: During testing phase, it became apparent that factors originate from three different domains. They are related to patients, health professionals and the (healthcare) environment. These three domains were maintained for subsequent data analysis.
● Data analysis: The exploratory quantitative analyses were omitted. Instead, the study focused on qualitative data.
● Data analysis: The questions guiding data analysis were edited before conduction.
[bookmark: _GoBack]Limitations: Before data extraction started, we defined overgeneralization and confirmation bias as two additional, main limitations for data interpretation and conclusions.
