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When health professionals and patients collaborate in
emergency departments: a qualitative chart review
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Abstract

Background: In shared decision making, health professionals and patients collaborate
inevaluating different available management options for medical decisions. Apart
from single trials on medical conditions like nontraumatic chest pain, more extensive
projects implementing shared decision making in emergency medicine are absent.
Among numerous implementation barriers, the concept of clinical equipoise appears
blurry and arbitrary, demanding an equidistance between available management options.
Consequently, this article aims to inform future implementation projects for shared
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decision making in emergency departments and update the concept of clinical equipoise.
Methods: Following the Standards for Reporting Qualitative Research (SRQR) and
an interpretive approach, retrospective data were extracted from 366 medical cases
within a German emergency department. Two raters assessed the feasibility of the

medical decisions in those patients towards the perceived feasibility for shared decision
making. Afterward, results were thematically grouped. Results: Factors related
to patients, health professionals and the healthcare context contributed to feasibility.
Furthermore, three repeating situations were identified as potentially feasible for shared
decision making in emergency departments: (a) stable patients holding unclear risks
of deterioration, (b) patients in which different yet justifiable treatment options exist
and (c) aligning patients’ health status with the extent of further medical actions. To
increase trustworthiness in the underlying methodologies, a multidisciplinary research
team was recruited, data transparency was ensured, and results were compared to
existing evidence. Conclusions: Based on the results, this article extends the
framework for shared decision making in emergency medicine and updates the concept
of clinical equipoise. Due to its qualitative, interpretive and retrospective nature, our
conclusions should undergo context-sensitive interpretation. The study was registered
before conduction and its dataset is available in the Open Science Framework, DOI:
10.17605/0OSF.I0/CYZ5G.
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1. Introduction profiles [3]. Interestingly, these randomized clinical trials
(RCTs) point toward a possible reduction of unnecessary di-

1.1 Problem formulation agnostic tests while not affecting patient safety [1].

Engaging emergency department (ED) patients in their medical Outside emergency medicine, the literature on collabora-

decisions can seem overly challenging compared to other med-
ical specialties. Barriers around the patient, health professional
and system level contribute to this perception [1]. Yet, there
are publications on attempts to have ED patients participate in
the decision-making process. These attempts focus on simple
interventions (information material called decision aids) [2]
and are limited to certain patient groups—predominantly those
presenting with nontraumatic chest pain and rather low-risk

tive medical decision making between patients and health
personnel has increased drastically over the past years [2].
As for 2025, the term Shared decision making (SDM) sum-
marizes scientifically validated methods to fuse patients and
health professionals as collaborators for medical decisions
[4]. While health professionals carry knowledge on available
options alongside their associated risks and benefits, patients
contribute their preferences and needs [4]. Together, both sides

This is an open access article under the CC BY 4.0 license (https://creativecommons.org/licenses/by/4.0/).

Signa Vitae 2025 vol.21(11), 25-36

©2025 The Author(s). Published by MRE Press.

www.signavitae.com


https://www.signavitae.com
http://doi.org/10.22514/sv.2025.168
https://orcid.org/0000-0003-2002-7131
https://orcid.org/0000-0001-6803-7086
https://orcid.org/0000-0002-4983-7253
https://orcid.org/0000-0002-7554-1851

26

reach the option that fits the patient most [4]. SDM has been
evaluated in different scenarios using complex interventions
targeting hospitals with high patient volumes [5]. Such broad
efforts are missing in emergency medicine (EM), while the
implications for SDM in and outside EM are equally imminent.
SDM fosters patient autonomy [6] and enables patients to make
preference-sensitive decisions [7]. Both aspects contribute
to healthcare guided by ethical aspects [6, 7]. Furthermore,
as suggested by the few existing studies in EM, SDM could
also improve aspects of clinical care, like safely reducing
overdiagnostics [3]. In conclusion, larger implementation
projects for SDM in EDs should be deployed in the future.
For such projects, implementation barriers need to be ad-
dressed. Among the previously mentioned barriers [1], one
is particularly intriguing: the concept of clinical equipoise.
It is meant to underline an equidistance between available
management options for a medical decision [8]. In a recent
systematic review, clinical equipoise is described as one key
factor emergency physicians utilize when estimating patients’
suitability for SDM [&]. Yet, clinical equipoise can hardly be
defined in a definite number of thresholds—does it end at a 5%
difference in a patient’s risk of adverse event or at 10% when
two available management options are compared? On the
other side, EM greatly relies on such thresholds when making
decisions on diagnostics or disposition through established risk
scores [9]. Furthermore, in existing interview studies on EM-
physicians, they claim a vast array of different situations in
which they deem SDM as an appropriate method of care [10].
Lastly, EM frequently exposes patients and health profession-
als towards time-sensitive decisions with varying degrees of
uncertainty—because evidence is missing, not available, or it
cannot be applied to that specific patient [11]. At the same
time, decisions in emergency departments might unfold drastic
consequences in patients’ lives.

Following both the implications for more extensive uti-
lization of SDM in EDs and the barrier imposed by clinical
equipoise, this qualitative article longs to replace the blurry
concept of clinical equipoise for SDM in EM through a differ-
entiated and practical view. The qualitative approach seemed
reasonable as medicine in general and SDM specifically hold
psychological and social concepts that—again—cannot finally
be expressed in absolute numbers. They are rather depicted in
consensus papers, editorials [12] or frameworks [13].

The first research question was derived from the observa-
tion that clinical equipoise is a term used to describe health
professionals’ estimation whether their patient is suitable for
participation. The second research question originated from
the highlighted implications for future attempts of more exten-
sive and complex SDM-implementation in EDs.

1.2 Research questions

First research question: What factors influence the perceived
feasibility of SDM for medical decisions in ED patients?

Second research question: Which medical decisions in ED
patients could be addressed through SDM?

2. Materials and methods
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2.1 Qualitative approach and research
paradigm

Several thoughts guided the methodological approach. First,
the medical journey of each patient is different and unique.
Emergency medicine aims to streamline patients by sorting
their symptoms and risk profiles into fixed categories [9].
While those categories are meant to fasten safe patient flows
and meet medicolegal regulations, they could also reduce the
complexity emergency patients hold. As a result, vulnerable
patients [14] or those with atypical presentations of time-
sensitive pathologies could be at increased risk of misdiag-
nosis. Furthermore, patients’ individual needs might not be
considered in an appropriate dimension [15].

Second, the estimation as for what situations in EDs are
feasible for SDM varies between clinicians in the existing
interview studies [10].

Third, medicine in general and SDM in particular contain
numerous psychological and social ideas and concepts. Some
of them cannot be expressed in clearly defined formulas or
statistics. Here, logic models or reasoning are utilized to
explain effects and outcomes [13, 16].

Lastly, the existing qualitative data on SDM in EM predom-
inantly consists of interview studies [15, 17].

Following these thoughts, a qualitative chart review ap-
peared reasonable to respect each medical case individually.
Furthermore, the phenomenon around the perceived appropri-
ateness for SDM seemed to be tangible through a phenomeno-
graphic approach within the interpretivist research paradigm
[18, 19]. The validated SRQR guidelines were installed as the
proper reporting tool for this qualitative study [20].

2.2 Researcher characteristics and
reflexivity

Researchers with different backgrounds participated in this
study to meet the intersections between medicine and psychol-
ogy that characterize SDM.

FW, JCL, SH and MN work as emergency physicians in
the interdisciplinary Department of Emergency Medicine that
is situated within the University Hospital in Jena, Germany.
They hold between three and thirty years of work experience
as physicians in the German health system.

DL is now an internal medicine resident and former medical
student on rotation to the Department of Emergency Medicine
at University Hospital Jena.

SP and BS were invited as long-standing psychologists
due to their research in health communication and qualitative
data. Lastly, FG and FS joined as long-term researchers in
SDM. They lead the National Competency Center for Shared
Decision Making in Kiel, where FW wrote his doctoral thesis.
At the time of data extraction and processing, FW held three
years of clinical experience in the department as well as five
years of experience in SDM research. In addition, DL was
appointed for data extraction after completion of this training
(four months) in the emergency department. The extracted and
processed data was afterward discussed by all researchers.
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2.3 Context

The retrospective patient sample originates from the
Department of Emergency Medicine at the University
Hospital Jena. This academic tertiary-care center treats
around 36,000 adult patients annually, including conditions
from all medical specialties—excluding pregnancy-related
issues and underaged patients. As for 2025, about 30
physicians and 50 nurses, as well as paramedics, work in
the department. Of these 30 physicians, 12 are residents
working mainly in the department, another 8 are on rotation
from other departments and 10 are senior physicians. There
are 14 telemetry-supported treatment bays and a separate
area for all patients who walk to the examination rooms
themselves and hold no indication for telemetry. Every patient
has one associated physician and a nurse. After assessment
(laboratory, ultrasound, computed tomography, magnetic
resonance imaging, consults) and treatment, patients are
discharged or admitted to wards inside the hospital. There
is also an associated observation unit within the ED that can
hold 4 to 10 telemetry bays—depending on the workload. The
unit is run entirely by staff from within the department.

To outline the term SDM, the manifold definitions in exist-
ing literature were appraised. Up to this date, there is no final,
definite description of what SDM includes. Consequently,
existing studies deploy different concepts. On the other hand,
emergency medicine depicts a medical specialty that requires
robust, reliable and reproducible concepts. Based on these two
thoughts, all researchers consented to the following concept for
SDM:

o SDM intends to connect patients and medical staff when
discussing medical decisions in scenarios that offer more than
one reasonable choice. While patients state their preferences
and life situations, health professionals offer information on
the available management options, including benefits and
risks. SDM can be offered to any patient who has the mental
capacity to evaluate the decision and available options. In
case of reduced mental capacity, relatives may take over the
decision process.

e In SDM, a medical decision must be made with more
than one reasonable option. Reasonable means that they are
justifiable from a medical and ethical standpoint, rather than
holding equivalent chances of recovery.

e All available options must be ethically reasonable, re-
specting the patient’s circumstances.

e Patients’ preferences can contribute to the decision-
making process.

This consent predominantly matches with modern concepts
for SDM in [1] and outside [1, 13] emergency medicine. For
instance, Clayman ef al. [13] divide the course of SDM
discussions into six steps:

1. The consultation goal is defined.

2. The patient’s need for participation is pointed out.

3. All available management options and their (dis-
)advantages are described—including active surveillance.

4. The patient’s preferences and needs are explored.

5. A decision is made or deferred.

6. The decision is transferred into practice.
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2.4 Sampling strategy and units of study

All consecutive patients from one week in the ED at University
Hospital Jena were considered for extraction. To avoid an
overrepresentation of coronavirus-related cases, the week was
selected onwards from when the COVID-19 pandemic in Ger-
many had ended. An appropriate sample size calculation was
hardly possible due to the qualitative study approach. Instead,
it was decided to reach thematic saturation reported by both
raters.

The week chosen for data extraction yielded 619 cases in
the ED. Of these, 253 met at least one reason for exclusion.
Thus, 366 cases were extracted with a focus on their medical
decisions as the main unit of study.

2.5 Ethical issues about human subjects and
data protection

The ethics committee at the University Hospital Jena approved
the conduct of this study (Registry number 2023-2876-Daten).
As patients were not directly involved, there was no harm to be
expected. Data safety was ensured through local data extrac-
tion inside the department combined with data anonymization
at the moment of extraction. All files were stored inside the
department on password-protected computers and the week
chosen for data extraction is not apparent afterwards.

2.6 Data collection methods, instruments
and technologies

Two researchers (FW and DL) extracted retrospective data on
patients using predefined forms. The extracted cases were
grouped by day. While the study’s conception began in Jan-
uary 2023, data extraction was performed in September 2023.
Afterward, data processing and analysis were conducted in
October and November 2023.

Exclusion criteria:

e No documentation available/insufficient documentation.

e Work accidents (special insurance regulation in
Germany—covered by employers’ liability insurance).

e Pregnant or underaged (<18 years old) patients because
they are not treated in the department and their medical deci-
sions hold additional ethical and legal challenges.

e Patients asked to visit the department for planned proce-
dures like blood samples or COVID-19 tests.

e Immediate transfers to other medical specialties through
the ED due to preclinical/outpatient diagnosis (like acute my-
ocardial infarctions for immediate percutaneous coronary in-
terventions).

e Patients that are clinically decompensated—will be in-
cluded if they are stabilized in the ED or relatives were avail-
able for decision making. Reasons for clinical decompensation
include:

o Severe, disabling symptoms or critical situa-
tions/pathologies that require immediate, clearly superior
intervention (taking patients’ age and comorbidities into
account).

o Reduced awareness or cognitive capacity.

For data extraction, forms were developed by the research
team, pilot-tested by two researchers (FW and DL) on a train-
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ing set of twenty patients and afterwards refined and final-
ized in the research group (see Supplementary material).
They were intended to gather data on the patients’ emergency
department stay, including events and procedures during the
diagnostic, treatment and disposition pathway. The same two
researchers then extracted information on all patients inde-
pendently by appraising their discharge letters and comparing
results afterwards. A third researcher (FS) was available
for discrepancies. The predefined forms received no further
editing during data extraction.

2.7 Units of study

The week chosen for data extraction yielded 619 cases in
the ED. Of these, 253 met at least one reason for exclusion.
Thus, 366 cases were extracted with a focus on their medical
decisions as the main unit of study.

2.8 Data processing and analysis

The extracted cases were further processed through a standard-
ized form (see Supplementary material) that was again tested
by two researchers (FW and DL) on a training set of twenty
patients. They worked independently first and then compared
results afterward. Again, a third researcher (FS) was available
to check for discrepancies. These forms aimed to engage
the researchers in rating each patient’s case on how likely
SDM could have been utilized for diagnostic, treatment and
disposition decisions. The final rating scale was as follows:

o SDM rather feasible when two reasonable management
options exist and the choice could be influenced by the patient’s
preferences.

o SDM rather not feasible when the decision is more related
to medical aspects that the patient can hardly evaluate and that
are not related to personal preferences (like ordering blood
cultures for infection). Or, if there is one superior manage-
ment option (start anticoagulation in young, otherwise healthy
patient with acute pulmonary embolism).

e SDM indication cannot be rated—if the information in the
discharge letter is insufficient for rating.

Also, it was coded what kind of diagnosis patients had
received:

e Unclear diagnosis when the patient was discharged with
the leading symptom(s) coded as the final diagnosis or the final
diagnosis contained the word unclear.

o Clear diagnosis when the patient received a specific diag-
nosis according to the International Classification of Diseases,
Tenth Revision, Clinical modification also accounted for when
the diagnosis was coded as suspected.

o No diagnosis when the letter contained no diagnosis.

All extracted and processed cases were visualized in the
templates that had been designed in advance. They can be
found in the provided data set [21]. To answer the first research
question, both raters (FW and DL) noted factors they used
to rate decisions’ appropriateness for SDM. To answer the
second research question, all decisions rated as rather feasible
and rather not feasible for SDM were critically appraised,
searching for recurrent themes. In addition to both research
questions, raters highlighted all patients in which a form of
collaborative approach had been noted in the discharge letter.
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2.9 Techniques to enhance trustworthiness

First, to avoid fixation and thematic restriction, the research
team consisted of members with different occupational back-
grounds (psychological and medical; qualitative and quanti-
tative research; primary and secondary SDM background).
Second, the research team met regularly to reevaluate the
methods used and themes identified—especially at important
milestones during the project (protocol completion, begin-
ning of data extraction, end of data analysis, revision of first
manuscript draft). Third, data were extracted and processed by
two researchers, with a third researcher available to moderate
discrepancies. Fourth, the project was registered transparently
before conduction through a study protocol. Fifth, results were
compared to existing evidence. Sixth, overgeneralization and
self-confirmation bias were respected as two frequent limita-
tions throughout the conduction and in the discussion. Last, all
data are provided transparently in an open data repository [21]
alongside modifications made to the initial study protocol (see
Supplementary material).

3. Results

3.1 Synthesis and interpretation

Of 619 identified cases, 253 initially met the exclusion criteria.
Thus, data on 366 cases were extracted. The median age for all
extracted patients was 60.56 years (Table 1). In the subsequent
data processing, both researchers reported thematic saturation
after the first set of 53 patients. To ensure trustworthiness in
that saturation, another 5 cases from each day were selected
through a random number generator and processed. Thus, 83
cases were processed in total. The median age of processed
patients was 57.74 years (Table 1). Clear medical diagnoses
were found in 67, unclear diagnoses in 13 and no diagnosis
in 3 patients. In all 83 patients, the diagnostic, treatment and
disposition decisions were rated towards their perceived feasi-
bility for SDM. Of these 249 decisions, 39 were rated as rather
feasible and 202 as rather not feasible for SDM. In 8 cases,
rating was not possible due to missing information. Most
SDM indications were seen in disposition-related decisions
(24), followed by diagnostics (9) and treatment (6) (Fig. 1).
Of 83 patients, 30 faced at least one decision that was rated
as potentially feasible for SDM. Lastly, in 19 out of all 366
patients (about 5%), documentation was found on attempts
of collaborative decision making between health professionals
and patients (Supplementary material). Hypotheses could
be generated for both research questions during further data
analysis.

First research question: What factors influence the per-
ceived feasibility of SDM for medical decisions in ED pa-
tients?

Hypothesis: Factors influencing the perceived feasibility of
SDM in ED patients originate from three domains: patients,
health professionals and context. Some factors can be nested
in multiple domains.

Substantiation: When rating 249 medical decisions towards
their perceived feasibility for SDM, both raters collected fac-
tors they deemed important for their decision. These factors
were synthesized and thematically grouped (Table 2). They
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could be sorted into three different domains relating to the
context, patients and medical staff. Several factors could be
sorted into more than one domain, resulting in a Venn diagram

(Fig. 2).

TABLE 1. Patient sample characteristics.

Characteristic Distribution
Data extraction
Cases n=619
Included n=366
Female n=170
Male n=196
Non-binary n=0
Median age 60.56
Excluded n=253
Reason for exclusion
Clinical decompensation n=>55
Insufficient documentation n=126
Immediate transfer n=49
Planned procedure n=
Pregnancy/Underage n=
Work accident insurance n=21
Data processing
Cases n=_83
Female n=31
Male n=>52
Non-binary n=0
Median age 57.74

Data extraction
n=619 cases

\L—I—t

Included

Excluded

n =366 cases n =253 cases

|

Data processing

n =83 cases including
n =249 decisions

Clear diagnosis n =67
Unclear diagnosis n = 13 |
No diagnosis n =3

v v

Decision rather feasible Decision rather not
for SDM feasible for SDM

n=39 n=202

Diagnostics n=9
Treatmentn=6

Disposition n =24

Decision cannot be rated
n=8

Diagnostics n=71
Treatmentn =74
Disposition n =57

FIGURE 1. Data extraction flowchart. SDM: Shared

decision making.
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Second research question: Which medical decisions in ED
patients could be addressed through SDM?

Hypothesis: Numerous and diverse situations in ED patients
could be feasible for SDM. Among them are three reoccurring
scenarios: (a) handling uncertainties and risks in stable pa-
tients, (b) choosing between different yet reasonable treatment
modalities and (c) matching patients’ medical status with the
extent of further actions.

Substantiation: After rating 249 medical decisions regard-
ing their perceived feasibility for SDM, both raters discussed
and thematically grouped their results (Table 3). Afterwards,
all authors were invited for discussion. Three overall situa-
tions were conceptualized following an interpretivist approach
(Fig. 3):

e Stable patients in which the likelihood of an underlying,
time-sensitive pathology is unknown, or an available treat-
ment option is not sufficiently supported by evidence. Here,
the balance between further diagnostics, treatment and active
surveillance could be discussed. Examples include patients
with nontraumatic chest pain (Day 1 Case 5), ongoing symp-
toms (Day 1 Case 9) or those being evaluated for extended
observation periods (Day 7 Case 36).

e Patients for whom more than one reasonable treatment
option exists that hold different (dis-)advantages. In these,
the option that fits the patient’s life situation or preferences
most could be evaluated. This includes possible support-
ive/preventive treatment in alcohol dependency (Day 4 Case
16) or less vs. more extensive therapy regimes in gastroenteri-
tis with dehydration (Day 1 Case 22).

e Patients with a reasonable desire to choose less aggressive
management. Here, the extent of further actions could be eval-
uated. High-aged, multimorbid or late-stage cancer patients
illustrate examples in this group (Day 1 Case 32 or Day 6 Case
19).

3.2 Links to empirical data

The inferences in this study are based on retrospective patient
data. The anonymized extraction and processing results can be
found in a data repository within the Open Science Framework
(doi: 10.17605/OSF.I0/CYZ5G) [21].

Furthermore, Table 2 links the results for both research
questions to examples from the underlying data set.

4. Discussion

4.1 Summary

Based on the existing framework by Probst [16] and supported
by retrospective, qualitative data, this study presents a more de-
tailed look at what medical decisions in EDs might be suitable
for SDM, debating on the concept of clinical equipoise. Nu-
merous potentially influencing factors were identified along-
side three possibly reoccurring situations. Although this study
was not intended to estimate quantitative measures, it hints
towards a relevant proportion of ED being suitable for SDM.
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TABLE 2. Data analysis results.

Inference

Reoccurring situation: evaluating different treatment modalities

Reoccurring situation: unclear risks in stable patients

Reoccurring situation: matching patient’s status with extent of

further medical actions

Influencing factor: overall impression of patients’ current health

status

Influencing factor: patients’ and health professionals’ appraisal and

handling of risks and uncertainties

Influencing factor: patients’ and health professionals’ attitudes

towards collaborative decision making

Influencing factor: existing healthcare structures and accessibility

for patients

Influencing factor: availability of and recommendations by other

medical specialties (consultants)

Influencing factor: patients’ domestic situation (nursing home,

relatives)

Influencing factor: patients’ medical profiles including history,

vulnerability and repeated consultations

Influencing factor: diagnostic and observational capacities in the

emergency department and hospital

Additional factors: economic pressure towards patients, health

professionals and hospitals, availability and knowledge of

evidence and decision support, medicolegal regulations, availability
of and adherence to guidelines, health professionals’ background

and experience, workload, time-restraints, patient
volumes and inadequate use of emergency departments

4.2 Integration with prior work

The results in this study predominantly match with existing
evidence. Billah ef al. [17] highlighted clinicians’ perceived
barriers for SDM in ED patients (poor accessibility of decision
aids, concern for increased medicolegal risk, lack of perceived
need for decision aids, limited health literacy and/or capacity
of patients, skepticism about validity/limited knowledge of
decision aids, lack of time for decision aid use) alongside
facilitators (positive attitudes towards SDM, patients’ access
to follow-up care, potential for improved patient satisfaction,
potential for improved risk communication, strategic integra-
tion of decision aids into workflow, institutional support of de-
cision aids). Schoenfeld described several different scenarios
in which physicians claimed to use SDM, like in admission

Links to empirical data

Day 1, Case 22: 34-year-old male with gastroenteritis in
which the treatment modality could be discussed (intravenous
vs. oral rehydration)

Day 1, Case 4: 41-year-old male with fatigue and discomfort
is discharged with subsequent follow-up in primary care the
next day after unremarkable laboratory

Day 1, Case 32: 93-year-old male with septic cholangitis in
which the extent of further therapy could be discussed (regular
ward vs. intensive care, antibiotics yes/no,
cholangiopancreatography yes/no)

Day 1, Case 15: 84-year-old male with chest pain discharged
for further cardiac work-up

Day 1, Case 53: 21-year-old male with dyspnea, nausea and
vomiting after a recent appendectomy—discharged after
extensive diagnostics

Day 2, Case 28: 29-year-old male with traumatic headache
and vertigo who, together with his physician, decided to order
a head computed tomography

Day 6, Case 39: 40-year-old female with unilateral facial
swelling who was scheduled for an outpatient follow-up

Day 1, Case 2: 60-year-old female with eye pain and vision
loss who was scheduled for ophthalmologic follow-up in
primary care

Day 5, Case 37: 83-year-old male with first episode of seizure
admitted to hospital for further work-up

Day 4, Case 4: 62-year-old male with syncope, neck pain and
shortness of breath discharged home after diagnostics

Day, Case 42: 86-year-old female with abdominal pain and
reduced urinary output discharged home after diagnostics and
treatment initiation

Factors not identified within the data set but added upon
research group remarks

decisions or when ordering computed tomography [22]. Most
of these situations support the results of our work. However,
there are also additional situations in Schoenfeld’s work—
like using SDM in patients planning to leave the ED against
medical advice or for “pediatrics in general” [22]. The ex-
isting clinical trials by Hess [3, 23, 24], Minneci et al. [25],
Omaki et al. [26] and Probst et al. [27] utilized scenarios
that can be aligned with the three SDM-feasible situations
identified in our study (Table 3). Differences can be found
in these trials excluding patients with high-risk features or
certain predisposing medical histories. One could insinuate
that while studies try to categorize and more narrowly define
collaborative care methods like SDM, scenarios in real-life
emergency care might be more complex or blurred. Also,
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Diagnostic and observational

capacities

Existence of and adherence to local
and national guidelines

Medicolegal regulations

Availability of and recommendations
by other medical specialties
(consultants)

Health
professionals

Personal and professional
background

Availability of and access to
healthcare

Economic considerations
including insurance

regulations

Availability of and access to
evidence and decision support
(Inadequate) utilization of
emergency departments

Patients

Domestic situation

Medical profile including history,
repeated consultations and
vulnerability

Attitudes towards collaboration
Appraisal and handling of risks and

uncertainties

Impression of patients' health status
and development in the emergency

department

FIGURE 2. Factors influencing the perceived feasibility of shared decision making for emergency department patients.

health professionals might sometimes deviate from existing
standard operating procedures.

4.3 Contributions to the field and
transferability

Van der Horst et al. [8] highlighted the concept of clinical
equipoise as a prerequisite for SDM in EM. This concept is also
present in the qualitative studies and trials mentioned above.
Our study expands and reframes clinical equipoise, moving
from a dichotomous understanding where clinical equipoise is
either present or absent towards a more nuanced approach. As
a result, SDM in EDs could be approached in more sophis-
ticated ways. We illustrate such ways in a new framework
(Fig. 4). Based on the concepts by Probst et al. [16], our
framework combines the existing evidence with our results on
clinical equipoise alongside factors and situations associated
with SDM in EDs. The strength of our methods and results
can be seen in the differentiated look at individual cases of
ED patients. Simultaneously, respecting the limitations of this
work—Tlike the qualitative approach, single center data set and
data analysis guided by interpretivism—its results should be
transferred critically onto future research efforts. Our study
should rather be seen as an update to the existing evidence
[3, 8, 16] instead of an opposition to what has been proposed
around SDM in EM. Health professionals, hospitals and coun-
tries might utilize our approach in different ways—depending
on their surrounding social and economic contexts alongside
structures in their health systems. For instance, physicians in
industrial countries might emphasize costs or medicolegal as-
pects, whereas physicians in threshold or developing countries
focus on the availability of diagnostic capacities like computed
tomography or magnetic resonance imaging.

4.4 Implications

In 2025, SDM in EM appears to have lost its implementation
drive. Existing clinical trials were predominantly conducted

between 2010 and 2020 [3, 23-27]. Besides, current liter-
ature around EM focuses on the sensitivity or specificity of
diagnostic protocols [28], physicians’ burnout levels [29] or
inadequate utilization of EDs [30]. Projects on extensive
collaborative care approaches in EDs are missing, although
large projects in other medical specialties reveal promising
results [5].

One prospect to leverage the implementation of SDM in
emergency care can be seen in artificial intelligence (AI). The
growing body of literature on Al in EM suggests different
possible areas of utilization. They include decisions in triage
or diagnostic [3 1], prognosis and treatment [32] or digitalizing
hospitals [33]. Simultaneously, Al has become a subject of
interest within the SDM-research field. While the International
Shared Decision Making Society (ISDM) launched a special
interest group for Al, several articles glimpsed its potential
implications. These implications include the creation of SDM-
material [34] or providing information on available options
[35]. Fusing the developments of Al in both EM and SDM
poses a promising intersection towards future care. Al in EM
might assist in overcoming barriers like missing access to deci-
sion support or evidence-based information [ | 7]. Furthermore,
Al might aid health professionals in noticing SDM-feasible
situations or by providing guidance in the process and sum-
marizing relevant information to the individual patient [35].
However, Al will not be able to make medical decisions for
health professionals or patients. Even in the fully digitalized,
Al-driven future ED, medical decisions contain psychosocial
aspects, meaningful conversations, emotions and relationships
between patients and health professionals. Those aspects can
barely be replaced by machines or algorithms, yet SDM ad-
dresses many of them [36]. This also accounts for ethical
aspects, as SDM can foster autonomy by empowering patients
to evaluate preference-sensitive decisions [6]. Consequently,
there appears to be a growing implication for collaborative care
approaches like SDM in future emergency care.



First author,

Setting
year and country

Hess, 2012,  Tertiary-care, academic
USA emergency department
(73,000 patients
annually)
Hess, 2016, Five emergency
USA departments with rural
or urban patient
population
Hess, 2018, Seven geographically
USA diverse emergency
departments

Minneci, 2019, Single emergency

USA department
Omaki, 2020, Two emergency
USA departments with rural
or urban setting
Probst, 2020, Tertiary-care, academic,
USA urban emergency

department (100,000
patients annually)

TABLE 3. Comparison with existing evidence.

Topic Study
sample
Nontraumatic chest n =208
pain patients
Nontraumatic chest n=913
pain patients
Computed n=243
tomography for head clinicians
trauma in children (evaluating
n=971
patients)
Pediatric n =200
appendicitis children and
their parents
Pain medication n=124
selection in patients
musculoskeletal pain
Syncope n=>51
patients

Decision

Further cardiac work-up
(admission and
diagnostics)

Further cardiac work-up
(admission and
diagnostics)

Computed tomography
vs. active observation

Surgery vs. conservative
treatment

Less vs. more extensive
analgesia

Hospital admission vs.
discharge in low-to
moderate risk syncope

Thematic matches

Unclear risks in stable
(low-risk) patients evaluated

Unclear risks in stable
(low-risk) patients evaluated

Unclear risks in stable
(low-risk) patients evaluated (1
or 2 Pediatric Head
Injury/Trauma Algorithm
(PECARN) low-risk factors)

Different treatment modalities
evaluated

Different treatment modalities
evaluated

Unclear risks in stable (low-to
moderate risk) patients
evaluated

43

Thematic deviations

Moderate and high-risk patients
excluded (e.g., with history of
cardiac disease or increase in
troponin)

Moderate and high-risk patients
excluded (e.g., with history of
cardiac disease or increase in
troponin)

Moderate and high-risk patients
excluded (e.g., with predisposing
history or with high-risk PECARN
factor or 3 PECARN factors)

Patients with high-risk features
excluded (e.g., predisposing
medical history, complicated

appendicitis or comorbidities)

Patients with pain scale below 4
and predisposing medical history
excluded

Eligibility for shared decision
making decided by treating
clinicians

|

—~r~
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FIGURE 3. Situations for shared decision making in emergency department patients.

4.5 Limitations

First, being of a qualitative nature, the results must be seen as
an expression of the associated researchers’ occupational back-
grounds and judgment. This includes the terms used for oper-
ationalizing the feasibility of SDM. Instead of differentiating
between rather and rather not feasible, one could have installed
alternative terms (likely, probably, efc.). And although a broad
spectrum of different expertise was included, other researchers
might rate patients’ feasibility for SDM differently, thereby
finding additional influential factors or missing some of those
presented here. Consequently, the results of this study should
be interpreted as explorative.

Second, this study is at risk of self-confirmation bias. This
risk was acknowledged during the study course; however,
it cannot be eliminated fully. Self-confirmation might have
shifted the results towards a more optimistic interpretation.
Comparing this study’s results with existing literature and
installing two raters for data extraction and interpretation were
intended to minimize those effects. However, especially by
knowing some of the existing randomized clinical trials be-
forehand, the themes identified here might have been shaped
to some extent from the start.

Third, this work is at risk of overgeneralization. Factors
influencing the feasibility of SDM in EDs, as well as the
repeating situations identified here, could be more manifold
and complex in reality.

Aside from these three major limitations, there are additional
ones to mention. While this single-center snapshot cannot

cover all conditions, it allows an overview of the common
factors that might influence the feasibility of SDM in EDs. It
is difficult to properly estimate appropriate study population
sizes in qualitative work as no underlying statistical evaluation
is given. Furthermore, medicine is a dynamic and develop-
ing scientific field in which the understanding of treatment
concepts and pathologies evolve, or new diseases occur (like
COVID-19). Also, new methods of care like artificial intel-
ligence will arise in the future. Thus, the feasibility of SDM
in EDs alongside the underlying factors may evolve likewise.
Also, by extracting data from discharge letters, this study might
have missed information or interactions that happened during
the ED stay but were not documented.

Apart from this, our study is missing the patient perspective.
However, as its focus is on the perceived appropriateness of
medical decisions in EDs and patients can barely rate medical
aspects of cases, this would probably not influence the results
or discussion. Also, there is evidence of patients’ attitudes
towards SDM in EDs [37].

Lastly, it remains debatable whether the study protocol mod-
ifications pose a limitation or an expression of the qualitative
research design.

5. Conclusions

Clinical equipoise poses one barrier towards broad utiliza-
tion of SDM in EM. Analyzing a set of ED patients towards
their perceived feasibility for SDM through a multidisciplinary
research group yielded two main results. First, numerous
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Patient seeking involvement in ) ( Medical staff perceives feasibility

care J L for shared decision making

1. More than one medi- and ethically reasonable management existent and available

2. Patient preferences can contribute to decision
3. Patient clinically compensated or relatives available

4. No concurrent local or national guideline

Oneno All yes

\ 4 \ 4

4 N 4

Alternative method of decision
making (more patient-, physician-
or guideline directed

1. Define consultation goal
2. Explain need for participation
3. Point out all management
options including observation
4. Outline (dis-)advantages of
each option
5. Make decision or define further

\ j \ resources needed /

What is being discussed?

Unelaar risks Different Extent of

treatment further

in stable

modalities medical

patient

available actions
Accentuate desired Accentuate Accentuate needs,
certainty and risk for (dis-)advantages of each worries and

deterioration option prognosis

FIGURE 4. Updated framework for shared decision making in emergency department patients.
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factors relating to the context, health professionals and pa-
tients potentially contribute to the perceived feasibility of ED
patients for SDM. Second, three reoccurring situations were
identified for potential future SDM implementation in EDs.
These situations cover (a) stable patients with unclear risks for
deterioration, (b) conditions in which different yet justifiable
treatment options exist and (c) matching the extent of medical
actions with patients’ health status. Following these results,
the concept of clinical equipoise—which poses a barrier for
future SDM implementation in ED—could be updated through
a more differentiated approach.

ABBREVIATIONS

ED, emergency department; EM, emergency medicine; RCT,
randomized clinical trial; SDM, Shared decision making;
SRQR, Standards for Reporting Qualitative Research; ISDM,
International Shared Decision Making Society; Al artificial
intelligence; PECARN, Pediatric Head Injury/Trauma
Algorithm.

AVAILABILITY OF DATA AND MATERIALS

The underlying data set can be found in a repository within the
Open Science Framework (doi: 10.17605/0OSF.I0/CYZ5G).
Aside, results from data extraction and processing are fully
presented within the article.

AUTHOR CONTRIBUTIONS

DL and FW—developed the initial research question and wrote
the study protocol; conducted data extraction and processing
while FS supervised both steps; drafted the initial manuscript.
FG, FS, MN, BS, SP, JCL and SH—contributed to the un-
derlying methodology. All authors contributed to subsequent
data analysis and result interpretation. All authors revised the
manuscript.

ETHICS APPROVAL AND CONSENTTO
PARTICIPATE

The ethics committee at the University Hospital Jena approved
the conduct of this study (Registry number 2023-2876-Daten)
and waived the requirement for informed consent.

ACKNOWLEDGMENT
Not applicable.

FUNDING

This research received no external funding.

CONFLICT OF INTEREST

FG, FS and FW were part of the special project MAKING
SDMAREALITY, which received funding from the German
Federal Joint Committee (Funding code: 0INVF17009). FG

35

and FS are shareholders of the SHARE TO CARE limited
liability company. FG received funds from the European
Union. DL, BS, SP, JCL, SH and MN report no conflicts of
interest.

SUPPLEMENTARY MATERIAL

Supplementary material associated with this article can be
found, in the online version, at https://oss.signavitae.
com/mre-signavitae/article/1986665628423864320/
attachment/Supplementary’20material.docx.

REFERENCES

1l Ubbink DT, Matthijssen M, Lemrini S, van Etten-Jamaludin FS,
Bloemers FW. Systematic review of barriers, facilitators, and tools to
promote shared decision making in the emergency department. Academic
Emergency Medicine. 2024; 31: 1037-1049.

12l Stacey D, Lewis KB, Smith M, Carley M, Volk R, Douglas EE, et al.
Decision aids for people facing health treatment or screening decisions.
Cochrane Database of Systematic Reviews. 2024; 1: CD001431.

13" Hess EP, Knoedler MA, Shah ND, Kline JA, Breslin M, Branda ME, et

al. The chest pain choice decision aid: a randomized trial. Circulation:

Cardiovascular Quality and Outcomes. 2021; 5: 251-259.

Shaker MS, Verdi M. Operationalizing shared decision making in clinical

practice. Allergy and Asthma Proceedings. 2024; 45: 398-403.

151" Stolz-Klingenberg C, Biinzen C, Coors M, Flith C, Stiirner KH, Wehkamp
K, et al. Comprehensive implementation of shared decision making in a
neuromedical center using the share to care program. Patient Preference
and Adherence. 2023; 17: 131-139.

197 Sobode OR, Jegan R, Toelen J, Dierickx K. Shared decision-making

in adolescent healthcare: a literature review of ethical considerations.

European Journal of Pediatrics. 2024; 183: 4195-4203.

Rabben J, Vivat B, Fossum M, Rohde GE. Shared decision-making in

palliative cancer care: a systematic review and metasynthesis. Palliative

Medicine. 2024; 38: 406-422.

van der Horst DEM, Garvelink MM, Bos WIJW, Stiggelbout AM,

Pieterse AH. For which decisions is shared decision making considered

appropriate? —A systematic review. Patient Education and Counseling.

2023; 106: 3-16.

Il Yukselen Z, Majmundar V, Dasari M, Arun Kumar P, Singh Y. Chest
pain risk stratification in the emergency department: current perspectives.
Open Access Emergency Medicine. 2024; 16: 29-43.

(101" Probst MA, Kanzaria HK, Frosch DL, Hess EP, Winkel G, Ngai KM, et al.
Perceived appropriateness of shared decision-making in the emergency
department: a survey study. Academic Emergency Medicine. 2016; 23:
375-381.

111" Budworth L, Wilson B, Sutton-Klein J, Basu S, O’Keeffe C, Mason SM,
et al. Is emergency doctors’ tolerance of clinical uncertainty on a novel
measure associated with doctor well-being, healthcare resource use and
patient outcomes? Emergency Medicine Journal. 2024; 42: ¢213256.

[12]' Bravo P, Hirter M, McCaffery K, Giguére A, Hahlweg P, Elwyn G.
Editorial: 20 years after the start of international Shared Decision-Making
activities: Is it time to celebrate? Probably.... The Journal of Evidence
and Quality in Health Care. 2022; 171: 1-4.

[13]" Clayman ML, Scheibler F, Riiffer JU, Wehkamp K, Geiger F. The six steps

of SDM: linking theory to practice, measurement and implementation.

BMIJ Evidence-Based Medicine. 2024; 29: 75-78.

Wardrop R, Crilly J, Ranse J, Chaboyer W. Vulnerability: a concept

synthesis and its application to the emergency department. International

Emergency Nursing. 2021; 54: 100936.

[15]" Aronson PL, Schaeffer P, Ponce KA, Gainey TK, Politi MC, Fraenkel
L, et al. Stakeholder perspectives on hospitalization decisions and shared
decision-making in bronchiolitis. Hospital Pediatrics. 2022; 12: 473-482.

116 probst MA, Kanzaria HK, Schoenfeld EM, Menchine MD, Breslin M,
Walsh C, et al. Shared decisionmaking in the emergency department: a

3

=

[14]


https://oss.signavitae.com/mre-signavitae/article/1986665628423864320/attachment/Supplementary%20material.docx
https://oss.signavitae.com/mre-signavitae/article/1986665628423864320/attachment/Supplementary%20material.docx
https://oss.signavitae.com/mre-signavitae/article/1986665628423864320/attachment/Supplementary%20material.docx

36

[17]

[18]

[19]

120]

[23]

[24]

126]

127

guiding framework for clinicians. Annals of Emergency Medicine. 2017;
70: 688—695.

Billah T, Gordon L, Schoenfeld EM, Chang BP, Hess EP, Probst MA.
Clinicians’ perspectives on the implementation of patient decision aids in
the emergency department: a qualitative interview study. Journal of the
American College of Emergency Physicians Open. 2022; 3: ¢12629.
Ashworth P, Lucas U. What is the ‘World’ of phenomenography?
Scandinavian Journal of Educational Research. 2006; 42: 415-431.
Neubauer BE, Witkop CT, Varpio L. How phenomenology can help us
learn from the experiences of others. Perspectives on Medical Education.
2019; 8: 90-97.

O’Brien BC, Harris IB, Beckman TJ, Reed DA, Cook DA. Standards
for reporting qualitative research: a synthesis of recommendations.
Academic Medicine. 2014; 89: 1245-1251.

Wehking F. Shared decision making indications in emergency medicine:
a thematic chart review. 2023. Available at: https://osf.io/cyzbg/
(Accessed: 20 August 2025).

Schoenfeld EM, Goff SL, Elia TR, Khordipour ER, Poronsky KE, Nault
KA, et al. The physician-as-stakeholder: an exploratory qualitative
analysis of physicians’ motivations for using shared decision making in
the emergency department. Academic Emergency Medicine. 2016; 23:
1417-1427.

Hess EP, Hollander JE, Schaffer JT, Kline JA, Torres CA, Diercks
DB, et al. Shared decision making in patients with low risk chest pain:
prospective randomized pragmatic trial. The BMJ. 2016; 355: 16165.
Hess EP, Homme JL, Kharbanda AB, Tzimenatos L, Louie JP, Cohen
DM, et al. Effect of the head computed tomography choice decision aid
in parents of children with minor head trauma: a cluster randomized trial.
JAMA Network. 2018; 1: ¢182430.

Minneci PC, Cooper JN, Leonhart K, Nacion K, Sulkowski J, Porter K, et
al. Effects of a patient activation tool on decision making between surgery
and nonoperative management for pediatric appendicitis: a randomized
clinical trial. JAMA Network. 2019; 2: €195009.

Omaki E, Castillo R, McDonald E, Eden K, Davis S, Frattaroli S, et al. A
patient decision aid for prescribing pain medication: results from a pilot
test in two emergency departments. Patient Education and Counseling.
2021; 104: 1304-1311.

Probst MA, Lin MP, Sze JJ, Hess EP, Breslin M, Frosch DL, et al. Shared
decision making for syncope in the emergency department: a randomized
controlled feasibility trial. Academic Emergency Medicine. 2020; 27:

28

[29]

[30]

131]

[32]

(33]

[34]

135]

136]

1371

_Jn— Signa Vitae

853-865.

Gibbons RC, Smith D, Feig R, Mulflur M, Costantino TG. The
sonographic protocol for the emergent evaluation of aortic dissections
(SPEED protocol): a multicenter, prospective, observational study.
Academic Emergency Medicine. 2024; 31: 112-118.

Lim R, Alvarez A, Cameron B, Gray S. Breaking point: the hidden
crisis of emergency physician burnout. Canadian Journal of Emergency
Medicine. 2024; 26: 297-301.

Goiana-da-Silva F, Costa S, Malcata F, Sa J, Vasconcelos R, Cabral M,
et al. Addressing the overuse of hospital emergency departments in the
portuguese NHS: a new paradigm. Frontiers in Public Health. 2025; 12:
1444951.

Piliuk K, Tomforde S. Artificial intelligence in emergency medicine. A
systematic literature review. International Journal of Medical Informatics.
2023; 180: 105274.

Petrella RJ. The Al future of emergency medicine. Annals of Emergency
Medicine. 2024; 84: 139-153.

Chenais G, Lagarde E, Gil-Jardiné C. Artificial intelligence in emergency
medicine: viewpoint of current applications and foreseeable opportunities
and challenges. Journal of Medical Internet Research. 2023; 25: e40031.
Elwyn G, Ryan P, Blumkin D, Weeks WB. Meet generative Al... your
new shared decision-making assistant. BMJ Evidence-Based Medicine.
2024; 29: 292-295.

Abbasgholizadeh Rahimi S, Cwintal M, Huang Y, Ghadiri P, Grad R,
Poenaru D, et al. Application of artificial intelligence in shared decision
making: scoping review. JMIR Medical Informatics. 2022; 10: ¢36199.
Elwyn G, Frosch DL, Kobrin S. Implementing shared decision-making:
consider all the consequences. Implementation Science. 2016; 11: 114.
Schoenfeld EM, Goff SL, Downs G, Wenger RJ, Lindenauer PK, Mazor

KM. A qualitative analysis of patients’ perceptions of shared decision
making in the emergency department: “let me know I have a choice”.

Academic Emergency Medicine. 2018; 25: 716-727.

How to cite this article: Daniel Litsch, Bernhard Strauss,
Swetlana Philipp, Jan-Christoph Lewejohann, Stefanie Hemmer,
Matthias Nuernberger, et al. When health professionals and
patients collaborate in emergency departments: a qualita-
tive chart review. Signa Vitae. 2025; 21(11): 25-36. doi:
10.22514/sv.2025.168.



https://osf.io/cyz5g/

	Introduction
	Problem formulation
	Research questions

	Materials and methods
	Qualitative approach and research paradigm
	Researcher characteristics and reflexivity
	Context
	Sampling strategy and units of study
	Ethical issues about human subjects and data protection
	Data collection methods, instruments and technologies
	Units of study
	Data processing and analysis
	Techniques to enhance trustworthiness

	Results
	Synthesis and interpretation
	Links to empirical data

	Discussion
	Summary
	Integration with prior work
	Contributions to the field and transferability
	Implications
	Limitations

	Conclusions

