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Appendix 1 (as submitted by the authors): Making Decisions in the Era 
of the Clinical Decision Rule 
Interview Procedures 

Intro prompt: 

[Hand out the consent form, explain the study, and sign.] 

Purpose of the study: How physicians integrate evidence into practice. 

The interview will be about 45 minutes. Just briefly, there will be three parts to it: 

In Phase 1 we will ask you to think back to a recent case in your practice and explain your thought 
process to come to a diagnosis. 

In Phase 2 we’ll show you a couple of videos and want you to try and draw a mindmap for us (I will 
explain that in more detail later). 

Lastly, in Phase 3, we will ask you to fill out a survey online for us. 

The interview will be confidential and de-identified. It will be audio-recorded, and transcribed later. The 
transcriptions will be in a de-identified form. Nothing you say will be traced back to you. 

Phase 1: Critical Incident Interviewing  (Max. 30 min) 

[This will serve as an icebreaker to prompt the participant to think about PE.] 

We are going to ask you to think about a recent case you have dealt with and explain your thought 
process. Before we begin, we want you to make sure to include as much detail as possible and include 
(a) A description of a situation that led to the incident, (b) The actions or behaviours of the focal person
in the incident (c) The results or outcomes of the behavioural actions.

So again, think back to a recent case where you were asked to evaluate a patient for the possibility of a 
pulmonary embolism. Please share with me your diagnostic reasoning and considerations during that 
encounter. 



[Background: For a critical incident report to be effective and useful, three important pieces of 
information must be included: (a) a description of a situation that led to the incident, (b) the 
actions or behaviours of the focal person in the incident and (c) the results or outcomes of the 
behavioural actions. When a clear description of the events leading up to an incident is provided 
by a study participant, and understanding is created of why certain actions were or were not 
taken (Kemppainen, 2000). ] 

 Examples of trigger questions the interviewer can ask: 
- Did you have a differential diagnosis?
- How did you choose your test?
- Were there any other tests you considered?

Phase 2: Video-Prompted Think Aloud & Mind Mapping 

Okay so this phase will involve several videos. Before we start the videos we want to introduce two 
concepts: 

1) Mind-maps
2) Think aloud-protocols

First we will watch a video on mind-maps. If the hyperlink does not open, copy & paste into your 
browser: https://macdrive.mcmaster.ca/d/972f32b1c5fc4a4abe1a/?p=/&mode=list. 

Think-aloud protocols involve participants thinking aloud as they are performing a set of specified tasks. 
Users are asked to say whatever they are looking at, thinking, doing, and feeling as they go about their 
task. This enables investigators to see first-hand the process of task completion (rather than only its final 
product). 

[During this phase, the participants will be shown two of four potential videos they are randomly 
assigned to. They are given pen and paper and asked to depict their thinking process on paper (concept 
map). The researcher will ask the participant what they perceive to be the barriers to evidence based 
medicine practice in pulmonary embolism.] If the hyperlink does not open, copy & paste into your 
browser: https://macdrive.mcmaster.ca/d/972f32b1c5fc4a4abe1a/?p=/&mode=list. 

We will now begin the think aloud phase. We will be showing you a video with a medical student and 
patient. As before, imagine you are the attending in this situation. At the end of the video, I would like 
you to think aloud and explain your clinical reasoning process to me as though I am the medical student 
in the video. Imagine that I know nothing about the diagnosis of pulmonary embolism. I will also supply 
you with pen and paper, and we would like you to draw out your decision making process as you are 
performing the think aloud so that I might better understand your thinking. 
Some examples of things you might say: 
‘The first thing I need to do is....’ 

https://macdrive.mcmaster.ca/d/972f32b1c5fc4a4abe1a/?p=/&mode=list
https://macdrive.mcmaster.ca/d/972f32b1c5fc4a4abe1a/?p=/&mode=list
https://macdrive.mcmaster.ca/d/972f32b1c5fc4a4abe1a/?p=/&mode=list
https://macdrive.mcmaster.ca/d/972f32b1c5fc4a4abe1a/?p=/&mode=list


‘I just thought of ___, so, I’m going to do ___’ 
‘I’m considering applying X rule... But the patient has Y factor so... 

[The researcher should ensure that the participant clearly explains all parts of the mind-map, and clarify  
any uncertainties about what each section means.] 

 Phase 3: Knowledge Assessment 

The participants will be asked to fill in the components of pulmonary embolism rules via an online 
survey. The rules will be 

i. the PERC rule,
ii. the Wells score for pulmonary embolism,

iii. the age-adjusted D-dimer rule.

Participants will be given no longer than 30 minutes to fill in all the components of each clinical decision 
tool with the following prompt: 

“Please fill out the following online survey as you would in a typical clinical situation” 

Note: It is important to instruct participants to fill out the survey as they normally would in a clinical 
situation as this is not a test of knowledge, but rather, a measure of knowledge of the decision rules and 
a measure of the sources (website, apps, etc) physicians use to complete the decision rules charts. 

You may tell them they can reference online websites and their phone. We will monitor their Internet 
reference and reference sites. We will record time to completion and usage of assistive devices & aids. 
The interview will be audio recorded and transcribed to capture spoken comments. 







Phase 4: Opinions on PE clinical decision rules 

Please ask and record the response to the following question: 
1. In your daily work how useful are these rules?
2. Do you find any advantages or challenges in using these rules?
3. What barriers, if any, prevent you from using these rules?
4. Any other thoughts/comments/feedback?

Note: The first page of the interview is to be filled out by the interviewer/researcher. Following 
the “thank you” page, there are further questions for the interviewer to fill out. Please ensure 
that the participant does not continue to these pages. 

Make sure to record how long it takes the physicians to fill out the survey. 

Please let us know which voucher choice you would prefer.  

Collect participant’s voucher preference and email address they would like to receive it at. 



DATA COLLECTION & ENTRY: 

1. Recording
● Create one recording for the entire interview
● Name the recording according to the site first letter and ID number assigned to the

participant (from the spreadsheet)

2. Mind-map
● Name the mind-map with the participant Study ID
● Date the mind-map

https://www.surveymonkey.com/r/R7HWP8H 

ADDITIONAL BACKGROUND INFORMATION 

The Wells score for pulmonary embolism is a structured method for determining the likelihood 
that a patient with symptoms suggestive of pulmonary embolism has the condition (also known 
as pretest probability). The Wells score can be used by physicians who are testing a patient for 
pulmonary embolism to guide which test to order. If the Wells score is 4.0 or less, then a 
normal D-dimer blood test will exclude pulmonary embolism as a cause of their symptoms. 

Age-adjusted D-dimer is a method for interpreting the blood D-dimer test when it is ordered in 
patients with a Wells score of 4.0 or less. The D-dimer level is interpreted as elevated or normal 
depending on whether it falls above or below the value (age x 10).  

The Pulmonary Embolism Rule-out Criteria (PERC) rule a structured way for the physician to 
decide whether tests for pulmonary embolism are needed or not. The PERC rule is used when 
the physician feels that pulmonary embolism is very unlikely to be causing the patient’s 
symptoms (or if the Wells score is less than 2.0). In this situation, if the PERC score is negative, 
then no further tests for pulmonary embolism are needed. 

 

https://www.surveymonkey.com/r/R7HWP8H



