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BACKGROUND: Shared decision-making (SDM) is widely
recommended and required by the Centers for Medicare
andMedicaid for patients considering lung cancer screen-
ing (LCS).
OBJECTIVE: We examined clinicians’ communication
practices and perceived barriers of SDM for LCS at three
medical centers with established screening programs.
DESIGN: Multicenter qualitative study of clinicians par-
ticipating in LCS.
APPROACH: We performed semi-structured interviews,
which were transcribed and analyzed using directed con-
tent analysis, guided by a theoretical model of patient-
clinician communication.
PARTICIPANTS: We interviewed 24 clinicians including
LCS coordinators (2), pulmonologists (3), and primary
care providers (17), 4 of whom worked for the LCS pro-
gram, a thoracic surgeon, and a radiologist.
RESULTS: All clinicians agreed with the goal of SDM, to
ensure the screening decision was congruent with the
patient’s values. The depth and type of information pre-
sented by each clinician role varied considerably. LCS
coordinators presented detailed information including
numeric estimates of benefit and harm. Most PCPs
explained the process more generally, focusing on logis-
tics and the high rate of nodule detection. No clinician
explicitly elicited values or communication preferences.
Many PCPs tailored the conversation based on their im-
plicit understanding of patients’ values and preferences,
gained from past experiences. PCPs reported that time,
lack of detailed personal knowledge of LCS, and patient
preferences were barriers to SDM. Many clinicians per-
ceived that a significant proportion of patients were not
interested in specific percentages and preferred to receive
a clinician recommendation.

CONCLUSIONS: Our results suggest that clinicians sup-
port the goal of SDM for LCS decisions but PCPs may not
perform some of its elements. The lack of completion of
some elements, such as PCPs’ lack of in-depth informa-
tion exchange, may reflect perceived patient preferences
for communication. As LCS is implemented, further re-
search is needed to support a personalized, patient-
centered approach to produce better outcomes.
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BACKGROUND

Though the National Lung Screening Trial (NLST) identified
clear benefits from lung cancer screening (LCS), 1,2,4,5 it also
identified a number of potential harms, including frequent
identification of “false positives,” incidental findings, and the
potential for distress.4,6,7 Therefore, although the Centers for
Medicare and Medicaid (CMS) agreed to cover LCS,8 for the
first time, it mandated additional requirements that must be
met in order to have the test reimbursed.8 One major require-
ment9 is that all patients receive information about the benefits
and harms of LCS with a qualified healthcare provider prior to
the low-dose CT scan (LDCT), commonly referred to as a
“shared decision-making visit.”
Patient-centered communication (PCC) is communication

that is “closely congruent with, and responsive to, patients’
wants, needs and preferences.”10 Shared decision-making
(SDM) is one component of PCC 11 in which patients and
clinicians exchange information about patient values and pref-
erences (“choice talk”) and risks and benefits (“option talk”) to
make a decision in the way the patient prefers (“decision talk”)
(Fig. 1).12,13 CMS prioritizes information exchange and

Electronic supplementary material The online version of this article
(https://doi.org/10.1007/s11606-019-05516-3) contains supplementary
material, which is available to authorized users.

Received March 1, 2019
Revised August 13, 2019
Accepted October 2, 2019
Published online November 19, 2019

546

©Society of General InternalMedicine (This is a U.S. government work and

http://dx.doi.org/10.1007/s11606-019-05516-3
http://crossmark.crossref.org/dialog/?doi=10.1007/s11606-019-05516-3&domain=pdf


Figure 1 Comparison of patient-centered shared decision-making and Centers for Medicare and Medicaid (CMS) requirements for lung cancer
screening (LCS). Based on the Elwyn model of shared decision-making.
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defines an LCS SDM visit as including determination of
eligibility, information about benefits and harms of screening
including use of formal decision aids, counseling on the im-
portance of adherence to screening, and counseling on tobacco
abstinence, resulting in a shared decision by the clinician and
patient together. However, this mandated process may priori-
tize one communication component, information exchange,
over other domains such as consideration of patients values
and preferences and thus may not in fact represent high-quality
PCC.
Clinicians may not be performing LCS SDM visits in

accordance with either CMS recommendations or recognized
models of PCC.14–17 Based on a theoretical model of PCC,11

we sought to examine current communication practices and
barriers to SDM for LCS at three medical centers with well-
established LCS programs.

METHODS

We conducted a prospective, qualitative study to evaluate
clinician views on SDM and PCC in the context of LCS. We
recruited clinicians from three medical centers with

established LCS programs: VA Portland Health Care System
(VAPORHCS), Portland, OR; Minneapolis VA Medical Cen-
ter, Minneapolis, MN; Duke University Medical Center, Dur-
ham, NC. A detailed description of the study has been pub-
lished previously.3

Sample

We purposively recruited English-speaking clinicians who
participated in LCS in diverse clinician roles, including LCS
coordinators (LCS-Cs), pulmonologists (Pulm), a radiologist,
a thoracic surgeon, and both physician and non-physician
primary care providers (PCPs), recruiting until saturation of
main themes.18

The study was IRB-approved at each site (VAPORHCS
#3482; Minneapolis VA #4645-B; Duke #Pro00073394).
LCS sites varied in care processes from highly centralized

(all patients referred from PCPs for additional SDM, LDCT
ordering conducted by the LCS-C), primarily driven by pri-
mary care (several PCPs served as program contacts, SDM,
and ordering by individual providers), and another that used a
shared process between primary care and the LCS program
with central oversight. Though each center had offered



education in LCS (e.g., presentations on the NLST, eligibility,
and local process), none had mandated formal training for
clinicians in conducting SDM. Coordinators received on-the-
job training in completion of SDM visits. All clinicians are
referred to as “she” to maintain anonymity. Numbers indicate
individual clinicians.

Procedures

A semi-structured interview guide was used for consistency.
Clinicians were asked to reflect on performing SDM, but were
not explicitly asked their opinion of the CMS mandate. Par-
ticipants were interviewed by phone and in-person based on
location. All interviews were conducted by a single qualitative
analyst (SEG) in a private space. The PI (CGS) did not
perform interviews to avoid moderator response bias. Inter-
views were recorded, transcribed, deidentified, then audited
for accuracy. Participants self-reported demographic and prac-
tice characteristics (Table 1).

Analysis

We used directed content analysis19 and ATLAS.ti 7.1.7
(ATLAS.ti Scientific Software Development GmbH) to orga-
nize and support analysis of qualitative data. The PI (CGS)
and qualitative analyst (SEG) reviewed the first three complet-
ed transcripts to develop a preliminary codebook, refined, and

revised twice by consensus (SEG, CGS, LM, SSO). After
changes to the codebook, initial transcripts were recoded. We
utilized an audit trail to track any modifications made to the
codebook and analysis. The remaining transcripts were coded
by two analysts (SEG, LM), with another experienced quali-
tative coder (SSO) reviewing every 5 transcripts to ensure
appropriate intercoder reliability. Throughout this process,
we evaluated overlapping coding and uncoded text to verify
appropriateness and completeness of the codebook. Coded
transcripts were reviewed again after coding by an additional
reviewer (ACM) to ensure agreement with the identified
codes.

RESULTS

Our sample included two LCS-Cs, three pulmonologists, sev-
enteen PCPs, one thoracic surgeon, and one radiologist. The
four PCPs who served as site contacts for their LCS program
are referred to throughout as PCPs, as their responses most
resembled other PCPs. PCPs represented amixture of provider
types (physicians, nurse practitioners, physician assistants)
and practice settings, including general primary care and to-
bacco cessation clinics. The table presents self-reported demo-
graphic characteristics. We identified themes related to three
major aspects of PCC: information exchange, SDM, and pa-
tient reactions. Additional supporting quotations are available
in the online supplement.

Information Exchange

The exchange of information that took place during LCS
decision-making encounters varied by clinician role, particu-
larly in the level of detail provided.
Depth and Type of Information. All clinicians agreed that
“adequate” information was a necessary part of the process
and that this information should be provided at the patient’s
level of health literacy. Judgments of health literacy were
implicit and based on past and current clinical encounters.
The depth and type of information considered adequate
varied by provider type.
LCS-Cs reported extensive discussions with patients re-

garding the magnitude of benefit and the frequency of com-
mon risks, including percentages and printed and electronic
decision aids, which included pictorial representations of
screening risks and benefits. Coordinators reported addressing
concepts like overdiagnosis, false positives, and the relatively
small margin of benefit. Despite providing these details, one
coordinator felt that this information often “goes over their
heads,” but still felt it was important to provide, as “they don’t
know what they don’t know.” Pulmonologists endorsed close
relationships with the LCS-C and were comfortable providing
general information (confirming eligibility, describing LDCT,
annual screens) and referring patients to the coordinator for a
more detailed conversation. Pulm 2 felt that patients under-
stood the concept of overdiagnosis—the possibility of

Table 1 Self-Reported Characteristics among Participants in
Qualitative Interviews, n = 24

Characteristic N (%)* or mean (SD)

Age (year) 42 (12.5)
Gender, n (%)
Male 8 (33%)
Female 16 (67%)

Race, n (%)
Caucasian 18 (75%)
Asian 3 (13%)
Black/African American 3 (13%)

Specialty, n (%)
Primary care physician/general internist 10 (42%)
Pulmonologist 3 (12%)
Thoracic Surgeon 1 (4%)
Radiologist 1 (4%)
Physician assistant 4 (17%)
Nurse practitioner/registered nurse 5 (21%)

Years in practice (since end of training), n (%)
0–10 14 (58%)
11–20 5 (21%)
> 21 5 (21%)

Site, n (%)
Portland 8 (33%)
Minneapolis 8 (33%)
Durham 8 (33%)

Years spent in current site, n (%)
0–5 14 (58%)
6–10 4 (17%)
> 11 6 (25)

Practice setting, n (%)
Government 16 (67%)
University based 8 (33%)

Type of clinic, n (%)
Internal medicine/primary care 16 (67%)
Pulmonary 4 (17%)
Other 4 (17%)

*Percentages are of non-missing data
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diagnosing a cancer that would not have been clinically
significant—quite well. Pulm 22 suggested that LCS informa-
tion could be “pared down,” for example not discussing in
detail relatively rare downstream consequences such as inva-
sive testing for non-cancer nodules. However, many pieces
(e.g., need for adherence, frequent false positives) were essen-
tial. The radiologist noted that patients coming through the
program seemed to have “a lot” of education about LCS and
appeared well versed in the process and that overall the tran-
sitions in care seemed “seamless.”Both the radiologist and the
surgeon indicated strong support of the program, describing
themselves as “believers” due to the many cancers that had
been found, treated, and evaluated through the process of
multidisciplinary review.
Nearly all PCPs reported providing more generalized infor-

mation about LCS, focusing on logistical aspects of screening
(e.g., annual scan, possible copays, “simple” CT scan) rather
than specific outcomes. Few used decision aids. Many felt that
available decision aids, even the one used by their program,
were excessive in length. Most PCPs did not provide numbers
or percentages regarding benefits or harms, feeling that this
information is potentially confusing, not necessary for patients
to make a screening decision, and not a helpful way to commu-
nicate for most patients. Some noted “I don’t use numbers with
my patients” (PCP 25). In general, PCPs did not perceive LCS
as a high-risk intervention, sometimes referring to it as “just a
CT scan.” Only one indicated “there’s a lot of risks actually
involved in screening (PCP 17).”Multiple providers stated that
they purposely limited the amount of information presented.
They felt that discussing overdiagnosis or downstream conse-
quences of false positives was “way too much information”
(PCP 13). They perceived that providing excessive information
could cause the patient to disengage and, in effect, be similar to
giving them “no information at all” (PCP 25).
Multiple PCPs stated that most patients were unaware of

LCS but that it was easily put into context with familiar screen-
ing tests. Clinicians indicated that few patients asked any ques-
tions at all. Occasional questions pertained primarily to logistics
or radiation exposure. In those instances, the PCP would either
address it herself or refer the patient to the LCS-C. Clinicians
felt the lack of questions demonstrated that patients did not
desire more information beyond what they had received.
The benefits of screening were framed variably, from find-

ing cancer earlier to helping patients “live longer” (PCP 18/
19). Several PCPs suggested that better “one-pagers”—de-
scribed as very brief decision aids summarizing eligibility
criteria and annual LDCT—would be helpful for both patients
and providers. LCS-Cs and pulmonologists noted that patients
referred for screening received “really variable information”
(Pulm 22) from their PCP. They also felt that PCPs had little
expertise in LCS; therefore, SDM was better performed by
program staff.

Tailoring of Information. All clinicians agreed that some
degree of tailoring of information was necessary but

interpreted the idea of tailoring in different ways. These
interpretations included the following: providing tailored risk
estimates, tailoring the level of detail to the patient’s health
literacy, and tailoring the discussion to a patient’s baseline
level of anxiety. The judgments that contributed to how
clinicians tailored the communication were implicit; no
clinician indicated that they ask a patient how much or what
kind of information they preferred.
LCS-Cs provided comprehensive education to everyone

who was willing to accept it, but with different levels of detail
and pace of new concepts depending on perceived health
literacy. Coordinator 5 discussed overdiagnosis more thor-
oughly with older, sicker patients than with younger ones
and used a web-based decision aid with personalized cancer
risk estimates to guide screening discussions. Pulmonologist
12 tailored the conversation based on the patient’s initial
reaction to screening (i.e., for or against), whether they are
“data people,” or whether they “just want a recommendation.”
Many PCPs endorsed a similar process, providing more

detail for patients who present as being data driven or anxious
about the process. PCP 14 noted, “It’s usually obvious who
really wants to talk and who doesn’t,” and PCP 24 noted that
few patients want to address all the “ifs and possible outcomes.”
Though no PCPs directly assessed communication preferences,
many indicated that conversations were tailored based on
knowledge of the patient over time from previous clinical
encounters. Pre-existing mental health comorbidities and health
literacy were key factors in determining the type of information
and level of detail offered. Only one PCP endorsed a different
approach, indicating that regardless of patient background she
provided everyone with “the same spiel” (PCP 23).

Shared Decision-Making

All clinician types were aware of the need for SDM and
identified barriers to and inconsistencies in conducting SDM.
Patient Values. Clinicians of all roles agreed that ensuring a
screening decision in line with a patient’s values is key. No
clinicians mentioned eliciting values explicitly. Many PCPs
indicated that past experiences with a patient guided their
communication the most, allowing for a more streamlined
discussion. This process was described as “gaug(ing) where
they’re at” (PCP 25) to inform a recommendation. The process
was noted to be more difficult when a patient was new, such as
during a consultation in a tobacco treatment clinic. PCPs noted
they could usually predict how a patient would receive the
opportunity to be screened based on prior knowledge of their
fears about testing and past screening decisions.
Coordinators stressed that the purpose of SDM was to

ensure that each patient felt that the risk/benefit ratio was
appropriate to him/her personally and that the decision there-
fore could not come solely from a provider. Although they
stressed the personal nature of the decision, they did not
indicate how they assessed values. They saw their role as
highly education-focused, giving patients knowledge of LCS
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to make their own decision, working within the CMS require-
ments. However, coordinator 1 stressed that knowledge, while
important, did not seem to be the key deciding factor, but that
patients’ pre-existing views of screening tests was more
important.

Barriers to Shared Decision-Making. Providers in all roles
indicated that time was a significant issue, as SDM was
perceived to be a lengthy process. Lack of time led to lower
priority for completion. PCPs estimated a “true” screening
discussion took between 5 and 10 min, which was viewed as
not feasible in a 15–20-min visit. LCS-Cs had more time for
discussions. Clinicians of varied roles noted that, while SDM
was explicitly required for LCS, the necessary components
and how this differed from the usual method of making
medical decisions were not clear. Several suggested that more
support to identify eligible patients and access electronic pa-
tient information would be helpful.
Lack of patient engagement in the process of decision-

making was a barrier identified by all clinician types.
Many patients were perceived as being uninterested in
details and terminated the discussion. Both PCPs and
pulmonologists reported that a large number of patients,
particularly older patients, requested a firm recommenda-
tion. These patients appeared to base their decision entire-
ly on this recommendation. In contrast, rare patients
wanted to make all decisions themselves after a detailed
discussion, or came to the discussion wanting to be
screened. Coordinator 5 indicated that the local process,
in which a PCP refers a patient to the program to complete
SDM, was a significant barrier to adequate information
exchange, as patients interpreted the referral as an order
for LCS. Their “mind was made up” to get the LDCT
regardless of what the coordinator said. Attempting to
have a more detailed conversation appeared to be against
the preferences of the patient. Coordinator 5 noted that she
“hates not educating people” but did not press disinterest-
ed patients to participate in further SDM.

Patient Choice and Provider Influence. All clinicians
indicated that the screening decision rests with the patient
and felt they made it clear that screening was optional.
However, as above, some clinicians noted a perception that
many patients “don’t want a choice.” PCPs indicated a tension
between ensuring the patient’s ability to choose and feeling
that it is appropriate, and often explicitly requested, to give a
firm recommendation. Many indicated that providing a
recommendation, and having it followed, is a fundamental
part of a high-quality patient-PCP relationship. Coordinator
1 expressly strove to be “neutral” towards screening when
performing SDM. She noted that the resulting SDM discus-
sions caused patients to change their minds to both undergo or
forgo screening in relation to their initial preferences. She
viewed this as a positive result of SDM as it showed patients

were processing information and changing their decision from
their initial reaction.
Despite PCPs indicating that LCS is offered as a choice,

LCS-Cs felt that many patients did not perceive it that way and
felt obligated to follow their PCP’s recommendation. LCS-Cs
and pulmonologists noted that many patients would accept
screening during the visit with the PCP, but decline when
subsequently offered it by the coordinator or scheduler, or
simply never answer the phone or show up for the test. This
lack of follow-through led them to question how strongly
PCPs are influencing patients’ decisions in the moment.
LCS-Cs were unsure whether this disconnect was due to
strong recommendations on the part of PCPs or to a “white
coat effect” of simply agreeing with doctors.

Perceived Patient Reactions: Screening
Decision and Anxiety

All but one PCP reported that nearly all patients accept screen-
ing readily when offered. PCPs and pulmonologists noted
“[patients] just agree pretty much…100% of the time,” (PCP
8). Only one PCP had more patients decline than accept the
offer, with acceptance rates of “80–20 against” (PCP 20),
which she attributed to a very frank discussion of risks and
benefits in the setting of competing medical issues. PCPs felt
that “decliners” were in two groups: decliners of screening
tests in general and those who felt anxious or “(didn’t want) to
know” about lung cancer. Patients who declined all screening
tests gave several reasons, including comorbidities, cost, or a
belief that cancer “won’t happen to them” (PCP 26). Patients
who declined LCS specifically cited anxiety over waiting long
periods of time to know if a nodule was benign. Although
PCPs indicated that anxiety was a common reason to decline,
declining was rare and very few patients appeared anxious
about undergoing LCS. Clinicians noted that few patients
were anxious or distressed about the possibility of small
nodules (“false positives”) or potentially invasive procedures.
Coordinators reported different experiences based on their

program structure. One found that significant numbers of
patients declined at the time of her SDM discussion. The other
noted this was rare among patients she spoke with, as patients
who initially declined LCS never had a referral placed to her to
discuss screening. Both noted that many patients never an-
swered the phone to make an appointment for SDM, never
scheduled the test, or never showed up. Both coordinators felt
that patients who did not follow through on screening were
making a decision “with their feet.”

DISCUSSION

In this multicenter, qualitative study of clinicians with differ-
ent roles in LCS processes, we found variable decision-
making communication practices. Overall, LCS-Cs and some
PCPs completed most aspects of the CMS mandated process,
with the exception of using printed decision aids. Despite this,
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many aspects of PCC and SDM were not reported to be
reliably occurring. By using the term “shared decision-mak-
ing,” the CMS requirements imply the need to assess commu-
nication and decision-making preferences. However, CMS
does not specify how these critical aspects of SDM should
occur and instead focuses on information exchange (“option
talk”). No clinician expressly assessed communication prefer-
ences or preferences for role in decision-making, or elicited
patient values—key parts of “choice talk” and “decision
talk”—though many PCPs felt they had a good implicit un-
derstanding of these characteristics of their patients. Unfortu-
nately, this lack of assessment of patient preferences is in line
with other studies of SDM for LCS.16 The information-
centered SDM process currently occurring may not lead to
decisions reflective of patient preferences.
Many models of medical decision-making do not account

for the influence of the existing therapeutic relationship on
the decision-making process. Some SDM models, including
one endorsed by the US Preventative Services Task Force,
include clinician recommendations as a part of SDM,9,20

provided that receiving a recommendation reflects patient
preferences. PCPs articulated that elements of SDM did not
occur during a single discrete visit, but took place over time
as the provider came to know the patient’s values and pref-
erences. However, in the absence of formally assessing a
patient’s values and preferences, it is unclear whether the
implicit understanding reported by PCPs accurately reflects
patient preferences. Though patients do vary in their com-
munication preferences, prior research suggests that implicit
assessments of communication preferences by clinicians are
often inaccurate.21,22 Explicitly assessing the communication
and decision-making preferences of patients considering
LCS may result in improved patient-centered outcomes and
decision quality.
The sampled clinicians noted many barriers to SDM,

though notably they did not report that SDM is harmful or
unhelpful. Similar to prior studies, the time required to com-
plete SDM was a commonly cited barrier.23,24 The time and
complexity of the SDM process may be an impediment to the
adoption of LCS in the community,25 perhaps contributing to
low observed rates of screening.26,27 Though time was a
barrier, clinicians reported other reasons for not completing
all components of the CMS mandated process. These reasons
included a perception that patients do not want, need, or
understand extensive information on risks and benefits, that
decision aids are excessively detailed, and that many patients
prefer firm clinician recommendations. The beliefs described
by our sample are at odds with the process of SDM as
described in several commonly cited models13,28,29 and the
CMS process, yet may accurately reflect the preferences of
many patients. Although most patients prefer SDM, some
prefer a passive role, as reported by our clinicians.30,31 Studies
support a variety of patient communication preferences such
that a one-size-fits-all approach to decision-making is likely to
result in low-quality communication for a subset of patients.

Up to half of patients prefer their physicians make the final
decision.32 Other populations of patients indicate that they do
want detailed information, are open to the use of decision aids,
and prefer an active role in making health decisions.33,34 The
current list of CMS requirements for the SDM visit may conflict
with the preferences of many patients. Despite the importance of
SDM to both LCS and other medical decisions, most clinicians
receive little formal training.35,36 Our findings are similar to
other studies of SDM for both cancer and lung nodule care.
Clinicians endorse that SDM is central to the way they commu-
nicate with patients, but are often unaware or unsupportive of
specific elements.37–39 For example, many worry that patients
perceive the lack of a recommendation as a lack of knowledge or
confidence, which may erode trust.40 In contrast, patients who
are included in their medical decisions report higher quality
communication, suggesting that this perception is false.41–43

Although a separate SDM encounter with a coordinator
seems like a solution to the time constraints and lack of
detailed screening knowledge noted by PCPs, LCS-Cs indi-
cated that this did not necessarily result in an ideal context for
SDM. Coordinators adhered most closely to the CMS require-
ments, but still reported issues with completing SDM. They
reported that many patients felt the decision had already been
made at the time of referral and the discussion was perceived
as a formality. Coordinators have no existing relationship with
referred patients, which may hamper the decision-making
process. Though many patients accepted the offer from their
PCP, a large proportion never replied to further attempts at care
coordination. This lack of response may reflect their “true”
screening preference or patients deciding that the obstacles to
getting the LDCT outweigh the perceived benefits. Similar to
previous studies, of those who actually participated in an
encounter with the LCS coordinator, nearly all elected to be
screened.44 Patients who present for a discussion with an LCS
program may be enthusiastic adopters, which may cut down
on no-shows and nonadherence. As facilities design their
programs, determining who will undertake the full SDM dis-
cussion is an important aspect, as this likely determines which
patients will decline at different points in the process, with an
unclear impact on who ultimately undergoes an LDCT. Tele-
health visits may allow patients to discuss LCS with a trained
coordinator without the barrier of distance.
Study limitations included that aspects of communicationwere

based on self-report and therefore may not fully reflect the
communication that took place with patients. All clinicians were
located at institutions with well-established screening programs,
and their responses may not be generalizable to institutionslack-
ing a formal program. Thoughwe sampled diverse roles, wemay
not have reached saturation—the point at which no new concepts
are generated—forall concepts for all roles. Our primarily white
sample does not allow us to comment on racial variation in SDM.
The lower sample size associated with a qualitative study may
not generalize to all clinicians. We will report on patients’ per-
ceptions of LCS decision-making but decided those analyses
were outside the scope of a single paper.3
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CONCLUSION

The process of decision-making for LCS has been recommen-
ded to include a more extensive list of requirements than for
other cancer screening tests, despite a lack of data supporting
this approach. Even at centers with well-established screening
programs, few clinicians report providing “true” SDM or fully
complying with CMS requirements. Though some of the
limitations on providing SDM were related to barriers such
as time constraints and lack of detailed knowledge of LCS,
many PCPs reported a fundamental disagreement with a focus
on information exchange, feeling that the communication and
SDM should be more tailored to the patient-clinician relation-
ship. As LCS is widely implemented, processes of care that
ensure that patients have access to their preferred mode of
communication and decision-making may produce better out-
comes than processes that depend on a “check-box” approach.
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