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Abstract

Background
Shared decision making (SDM) is a patient-centred nursing concept that emphasises the autonomy of
the patient. It is a co-operative process of exchanging information, communication and response, and
treatment decisions made between medical staff and patients. In this study, we explored the experience
of clinical nursing staff participating in SDM.

Methods
We adopted a qualitative research method. Semi-structured interviews were conducted with 21 nurses at
a medical centre in northern Taiwan. The data obtained from interview recordings were transferred to
verbatim manuscripts. Content analysis was used to analyse and summarise the data.

Results
Clinical nursing staff should have basic professional skills, communication and response skills, respect
and cultural sensitivity, the ability to form a co-operative team, the ability to search for and integrate
empirical data, and the basic ability to edit media to participate in SDM.

Conclusions
The results of this study describe the experiences of clinical nursing staff participating in SDM, which can
be used as a reference for nursing education and nursing administrative supervisors to plan and enhance
professional nursing SDM in nursing education.

Background
Shared decision making (SDM) is a patient-centred nursing concept that emphasises the autonomy of
the patient. It is a co-operative process of exchanging information, communication and response, and
treatment decisions made between medical staff and patients [1, 2, 3]. The SDM healthcare experiences
of medical staff and mutual participation of patients has been part of the selection process for health
care treatment in recent years. The concept of SDM is a patient-centred medical care service model for
high-quality clinical care that emphasises patient-based care and a commitment to improving patient
satisfaction [4, 5]. Nursing staff are essential members of the medical team and are especially crucial in
formulating SDM, as well as in understanding the basic concepts and principles related to the decision-
making process [6, 7]. Nursing staff and patients actively participate and develop a dialogue for the
decisions of patient care during this process [3]. A study by Tariman et al. [8], which investigated the role
of nursing staff in the SDM process for cancer care, showed that nursing staff have different roles at
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different time points and environments in the cancer SDM process, including roles as health educators,
spokespersons, information or data collectors, symptoms and side effects handlers, information sharers,
and psychological supporters.

Jo, An, and Lee [1] pointed out that SDM is a comprehensive concept based on the values and autonomy
of patients, family members, doctors and nursing staff, sharing information on treatment options, and
decision methods. Nursing staff account for the majority of the professional medical care team and are
the key members. They have many opportunities to participate in the SDM process with patients from
different clinical departments. However, Truglio-Londrigan [3] believed that there is a limitation in the
research on SDM experiences in nursing. Although current research has covered many medical and
healthcare environments, there has been no investigation on the process or contents of SDM. In
particular, most of the current literature views of clinical nursing staff on SDM have been derived from
western cultures [9]. Therefore, in terms of cultural differences in the medical environment, it is necessary
to explore the SDM experiences of clinical nursing staff in Taiwan. This study aimed to explore the SDM
experiences of clinical nursing staff using qualitative research to obtain informative results that accessed
the experiences of clinical nursing staff participating in SDM, thus, providing appropriate health care for
patients in the future and helping to improve the quality of clinical care.

Methods
Design and participants

The purpose of a qualitative descriptive study design is to make a comprehensive summary of an event
with easy-to-understand sentences from the event [10]. Therefore, this study used a qualitative descriptive
design to explore the course of SDM and the experiences of the clinical nursing staff.

Participants

In this study, subjects were recruited from a medical centre in northern Taiwan using intentional sampling
methods from September 2018 to February 2019. The inclusion criteria were as follows: (1) registered
nurses who had worked in the hospital for a minimum of one year; and (2) who were willing to share their
cultural experiences of being in clinical nursing care. Exclusion criteria for this study included nurses who
had depression or other major illnesses (i.e., malignancies). During data analysis, the collection was
stopped when the category reached saturation, and a total of 21 participants were collected.

Data collection

The interviews were arranged after obtaining the consent of the research participants who met the
inclusion conditions for this study. The location of the interview was chosen to ensure that the
interviewee could comfortably describe their experiences. In-depth interviews were used to collect data.
Interview questions included 'What do you know about the concept of shared decision making?', and
'What do you think are the obstacles to implementing shared decision making?', and more. The audio
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recordings of the interviews ranged from 60 to 90 min in length and were immediately transcribed by a
research assistant. They were then checked by one of the researchers.

Data analysis

The content analysis method was used for the analysis to confirm the meaning of the interview text in
context and to develop the theme. The analysis process included the following steps: 1) Within 72 hours
after the interview, the interview recordings were transcribed verbatim along with summary notes from
observations of non-verbal behaviours into narrative behaviour process records. 2) The key found
contents were named and summarised into categories. 3) Each text was read repeatedly to understand
the context to obtain an overall concept. 4) The key found content was named and grouped into a
category. 5) The categories and topics were unified [11, 12].

Rigour

Four indicators to describe the suitability of qualitative research were developed by Lincoln and Guba
[13], including dependability, confirmability, transferability, and credibility; and these indicators were used
to ensure the rigour of our research results. The whole interview was recorded, and the text analysis file
was saved to ensure the dependability and confirmability of the data. This study used intentional
sampling methods to help determine the transferability of the research. The researcher interviewed each
participant to completely present the experience of each patient in the context of the medical care
environment and to obtain credible and promotional data. In addition, the five researchers closely
discussed and repeatedly examined the implications of the original data, determined the categories that
fit the original data, and provided operational definitions (peer debriefing) during the data analysis
process to ensure credibility. After the initial data analysis was completed, three participants were asked
to check whether the analysis results correctly described their experience (member checks). All
participants responded that the results of this study were relevant to their experiences.

Ethical considerations

This study started recruiting participants after being approved by the human testing institution of a
medical centre in northern Taiwan (IRB: 18MMHIS123e). Before accepting the participant as a subject,
the researcher first explained the purpose and implementation steps of the research and proactively
stated that the participants had the right to withdraw from the study. The interview began after the
consent of the research participants was obtained, and participants signed the research consent form.

Results
The 21 subjects had been employed as nursing staff for an average of 18.7 years; the nurse with the
most seniority had worked 37 years, while the nurse with the least seniority had worked for three years. In
terms of work units, nine subjects were in internal medicine wards (42.85%), ten subjects were in an
internal medicine intensive care unit (47.61%), and two subjects were in a paediatric intensive care unit
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(9.5%). After the in-depth interviews and data analysis, this study found that clinical nursing staff
participating in SDM should have basic professional skills, communication and response skills, respect
and cultural sensitivity, the ability to form a co-operative team, the ability to search and integrate
empirical data, and basic media editing abilities. In essence, the role of nursing staff in SDM was that of
a 'translator' to convey the medical team’s findings and empirical information to patients and family
members of patients in a form that the patient or patient’s family members could understand.
Additionally, nursing staff needed to respectfully help family members make choices after listening to the
patient and/or the thoughts of family members.

Basic Professional Skills
In the process of SDM, nursing staff should establish and be familiar with the concept of 'shared decision
making' in advance, and then agree to it and be willing to implement it. Interviewee M said: '...the most
basic [thing] for nursing staff to know is what SDM is. How did it start?’/’Why did it start? What is the
purpose? If the concept of SDM is not clear to nursing staff... Therefore, nursing staff need to have a
good understanding of SDM before they can know whether SDM will be helpful for the patient, and be
willing to do it…' Additionally, the process of SDM requires detailed explanations for the patient and/or
responses to various questions from the family members. Therefore, professional knowledge related to
the theme of decision making is necessary. As interviewee D said: '...I think professional ability is the
most basic. You must be very clear about the professional ability in the field as family members may ask
various kinds of strange questions at any time and you must know how to respond...' Interviewee H also
mentioned: '...when we were in the process of SDM, the supervisor would arrange relevant on-the-job
training... In co-operation with SDM auxiliary tools, we could provide a more complete focus on patient
care... Otherwise, sometimes the nursing staff could not clearly answer questions relevant to the
treatment of the patient. This is not ok...'

Communication and Response Skills
Most of the interviewees believed that most SDM issues involved medical decisions. Therefore, the final
decision makers are the doctor, the patient, and/or family members, and the nursing staff play a role as a
communication bridge in the process. The nursing staff need to communicate with family members in a
way that the patient and/or family members can understand after discussions with the doctor take place.
As interviewee B said: '...When the patient and/or family members need to make a medical decision, I
would listen to the opinions of the patient and/or family members first, before searching for information.
Sometimes the attending physician did not have much time at the bedside, so I would go over the
analysis with the patient. If the patient said that he or she did not know which medical decision he or she
should choose, I would search for the information again and discuss with the doctor again... [to
participate in] SDM... [one] needs to have the ability to communicate...' It is essential to handle the
advances and retreats during the communication process. As interviewee F mentioned: '...Nursing staff
should properly guide the patient and/or the family to speak, how to bring communication to the topic of
SDM... to resonate with family members... then family members were willing to talk. The talking skills and
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the ability to guide the talk are quite important...' Besides conveying decision-related empirical
information, nursing staff need to guide and coordinate the concepts and expectations of both doctors
and patients most of the time. Interviewee J also mentioned: '...During the SDM process, the nursing staff
need to coordinate or even connect [people]. Like holding a family forum in the ward, the nursing staff
need to find what content is unclear to family members and ask the doctor to explain. Also, the nursing
staff need to remind the family what they need to consider...'

Additionally, the promotion of SDM should be based on a good nursing staff–patient relationship.
Especially when communicating with older adult patients, the ability to speak Taiwanese and other
language skills are essential. As interviewee B said: 'Some elderly patients do not want young nursing
staff to take care of them. They think that the scattered (Taiwanese) speaking... will affect the
information received by patients... ' In particular, the communication skills of the nursing staff are most
critical when, due to the condition of the patient, there is only a short time before the SDM needs to be
implemented and family members are under extreme pressure to discuss and make a decision in that
limited amount of time.

Respect and Cultural Sensitivity
SDM requires the patient and/or family members to fully understand and consider what they want before
making a decision. The nursing staff need to be patient and listen to the expectations of the patient
and/or family members during the process. As interviewee B said: '...SDM needs to consider the
experience and values of the patient...' Interviewee B also mentioned: '...[the] need to understand the true
thoughts of the patient. The patient will not immediately tell what they are thinking... it takes a little bit of
patience to listen...' Interviewee C, who encountered a family member who refused to sign a ‘do not
resuscitate’ (DNR) form said: '...the family members insist on their opinions and feel that they are not
[displaying] filial piety if they sign the DNR. This is the personal values and personal background of the
family member. The nursing staff can only directly explain to the family members again… [and] respect
the opinions of family members in the end…' Therefore, nursing staff must have the cultural sensitivity to
demonstrate appropriate empathy and listening skills. Additionally, an attitude of respect must be
displayed when the wishes of the family members are different from the patient. The nursing staff must
be able to act as the spokesperson of the patient. As interviewee D said: '... the nursing staff should let
the family members know the thoughts and wishes that the patient used to have. Or when the patient has
signed a consent or intention letter, the nursing staff should let the family members clearly know the
wishes of the patient, and let the doctor know the wishes of the patient, instead of having the nursing
staff agree with the final decision of the family members, but having the decision going against the
wishes of the patient...'

The Ability to Form a Co-operative Team
SDM should include the participation of the entire medical team. As most decision matters relate to
medical treatment, most leaders of the decisions are doctors. Therefore, it is challenging to promote SDM
without the approval and participation of other medical staff in addition to the concerted efforts of the
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nursing staff. However, there are still doctors who have not established the concept or habit of SDM. As
the interviewee H said: ‘...not every doctor has the knowledge or [has come to a] consensus about SDM.
So doctors may not use Patient Decision Aids (PDAs) to explain the decision making process to the
individual patient, or doctors ...do not use it in a way that the patient could understand and whether they
exert the spirit of SDM is doubtful.' After participating in SDM with a doctor who agreed with the concept
of SDM, interviewee A said: '... when promoting SDM, nursing staff co-operate with the chief doctor who
supports SDM and influences other doctors through the chief doctor. As the topic of SDM... may be more
related to patient treatment, ... doctors and nursing staff have a tacit understanding with each other...
[that] could help to promote SDM.' Interviewee C also mentioned: 'Doctors are the main characters in
promoting SDM, and nursing staff assist doctors...' Therefore, the formation of a co-operative medical
team could get twice the results with half the effort, which is a vital aspect of promoting success.

The Ability to Search for and Integrate Empirical Data
The premise of SDM is to provide evidence-related information to the patient and/or family members for
subsequent communication and discussion. Therefore, the ability to search for and integrate empirical
data is critical for the nursing staff in charge of SDM. As interviewee J said: '...because we need to look
for information to support our talk about SDM-related content, so we must have the ability to read papers,
and then provide the patient or family with empirical concepts. Therefore, nursing staff must have the
ability to construct empirical evidence.'

The Basic Ability to Edit Media
Auxiliary tools, including models and videos, are often needed to enhance the understanding of the
patient and/or family members on the information given in the SDM process. As the younger generation
is not fluent in Taiwanese, especially for older adult patients, it is necessary to have Taiwanese
commentary videos. However, all wards are currently in charge of the models and videos with limited
funding. Thus, the task of making the necessary teaching materials, including videos and evaluation
forms, has been given to the nursing staff. One of the nursing staff, who took care of editing, dubbing,
QR-coding, and other tasks, said: '...Making PDA, such as videos, QR-codes, or Google Forms, etc., is not
difficult for the nursing staff, as it is what I usually do...' There are also some nursing staff who seek
resources to assist their own production of animations. Interviewee A said: '... when we need to make
SDM films, especially if you need animation, we will ask for the assistance of experts. The hospital has a
unit that is good at producing animation...'

Discussion
This study explored the SDM process and experiences of the clinical nursing staff and summarised the
abilities that should be possessed to participate in SDM. This study found that the process of SDM is
complex for clinical nursing staff. The abilities required in the process include: basic professional skills,
the ability to search for and integrate empirical data, communication and response skills, respect, cultural
sensitivity, the ability to form a co-operative team, and basic media editing abilities.
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The scope of a clinical decision could range from relatively simple (such as general clinical treatment) to
complex (such as cancer treatment); discrete (such as birth method) to continuous care management
(such as formulating chronic disease treatment and care plans); and could involving multiple
stakeholders (such as the professional care team and care members of the patient) [14]. The interviewees
in this study all pointed out that the basic professional skills of clinical nursing staff are extremely
important in the SDM process. Additionally, clinical nursing staff should understand the professional
concepts related to SDM. Our results work in concert with what Friesen-Storms et al. [7] pointed out:
nursing staff with the knowledge of SDM, skills, and positive attitudes can facilitate the process of SDM.
Our interviewees also believed that they should first establish and be familiarised with the concept of
SDM, then agree with it and be willing to implement it before conducting the SDM process. This results of
this study support the results of Mathijssen et al. [15], whose study pointed out that improving the
understanding of medical professionals of the concept of SDM was a crucial first step in improving SDM
in clinical practice.

SDM is a framework formed when health professionals and patients co-operate to make decisions during
the implementation of a series of medical procedures [16]. Good clinical communication skills of the
nursing staff are the basic skills required to establish effective SDM [7]. The subjects of this study all
agreed on the importance of communication and response skills to SDM. The final decision makers in the
SDM are the doctor, the patient, and/or family members. However, nursing staff still account for the
majority of medical care professionals [6, 7]. The interviewees indicated that sometimes the attending
physician did not have much time to participate at the bedside when performing clinical SDM, which
limited the implementation of SDM. The result not only works in concert with the finding of Mathijssen et
al. [15], who determined that time limitation was an issue for the implementation of SDM in the clinic, but
also showed the importance of the nursing staff playing the role of a communication bridge with good
communication and response skills in the implementation of SDM.

The respect and cultural sensitivity of nursing staff during the process of SDM were one of the most
important findings of this study. The key to the implementation of SDM is the effective participation of
patients. As different patients have different backgrounds, characteristics, and value preferences, each
patient may have different choices and value judgments when it comes to clinical decisions [17]. Several
studies have shown that the cultural factors of the patient should be considered when performing SDM
[9, 18, 19]. Patients have independent autonomic rights and informed rights, as well as the right to insist
on care and choose treatment plans. Unlike other medical care measures that could directly improve
uncomfortable symptoms of patients through care behaviour, SDM may have a positive impact on the
future medical treatment of patients, and ultimately lead to better health outcomes for patients [20]. This
study pointed out that nursing staff should be able to listen to the requirements of the patient and/or
family members who do expect SDM, and the patient and/or family members should fully consider what
they want before making a decision. This result works in concert with the finding of Mathijssen et al. [15],
who found that understanding the willingness and degree to which patients wish to participate in the
decision making was also important to medical professionals.
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The interviewees indicated that it is challenging to promote SDM without the approval and participation
of the decision leader (doctor). This is another important finding in this study. Therefore, showing the
ability to form a co-operative team is an essential factor in promoting SDM. The result works in concert
with several studies. Hofstede et al. [21] pointed out in a study on SDM for rheumatology patients that
although the medical staff had the same knowledge, attitudes, and experience with SDM in
rheumatology, the lack of co-operation between professional groups was an essential obstacle to the
implementation of SDM. Patients may receive conflicting information from different medical
professionals. Therefore, SDM requires better communication between medical professionals to provide
structured information to patients [15]. The interviewees in this study said that the theme of SDM was
related to the treatment of the patient, doctors were the primary role in implementing SDM, and nursing
staff were to assist doctors in promoting it. This result works in concert with what Mathijssen et al. [15]
pointed out in their study: that under the SDM, the topic of diagnostic tests was based on doctors’ input,
which was logical as the patient's disease treatment and diagnostic testing was not the task or
responsibility of nursing staff.

Most clinics have used interprofessional practice (IPP) to improve the quality of care in recent years.
Therefore, the subject of co-operation between the interprofessional team and SDM has also been valued.
Dawn and Legare [2] pointed out that oncology nursing staff were the key members of IPP in exerting
influence, especially when patients faced prevention, screening, or treatment options during the SDM
process. The importance of the role of nursing staff in SDM can be seen in IPP as well.

In addition, the interviewees in this study thought that the ability to search for and integrate empirical
data and basic media editing abilities were critical abilities for implementing SDM continuously. This
result works in concert with what Tones et al. [22] found: to effectively implement SDM when providing
the patient with various educational and intervention measures, it is necessary to collate relevant
literature and evidence comprehensively and discuss the priorities of various behavioural changes in
language that the patient and family can understand. Then, the development of individualised patient
health education through the SDM process can follow to provide patient-centred and evidence-based
health education to patients and their families. Several studies have shown that nursing staff form the
majority of medical care teams and are their key members. To help patients make choices, nursing staff
not only need to use research evidence, but also must interpret that evidence or provide recommendations
to meet the requirements of the patient in the decision-making process. Therefore, as well as the ability to
search for and integrate empirical data, understanding the basic concepts and principles related to SDM
is very important for nursing staff [6, 7]. This study found that nursing staff could help patients
understand the disease, clinical progress, and the meaning of treatment options, and use information
software to help patients think about clinical decision options during the implementation of SDM.
Therefore, the results showed that the nursing staff believed that a basic ability to edit media was also
indispensable. This result works in concert with a study by Friesen-Storms et al. [7], who found that
providing nursing staff with SDM training, such as PDAs and media editing tools and guidance in
developing a patient-centred attitude, could significantly improve the use of SDM by nursing staff. The
subjects of this study were chosen from the nursing staff in a medical centre in northern Taiwan. The



Page 10/13

results cannot be inferred to apply to all nursing staff. Additionally, the self-response of the medical and
nursing staff to attitudes and experiences with SDM (such as 'In what situation do you think is suitable to
use SDM?') may be affected by their definition of SDM. In addition, nursing staff with a positive attitude
towards SDM may have been more inclined to participate in this study. Therefore, the probability of bias
in sample selecting cannot be ruled out. Future research could expand the sample sources to obtain the
SDM experience of multiple nursing staff members, and thus, provide a more complete reference base for
relevant patient care.

Conclusion
This study collected the experiences of clinical nursing staff participating in SDM by in-depth interviews.
The results showed that clinical nursing staff should have basic professional skills, communication and
response skills, respect, cultural sensitivity, the ability to form a co-operative team, the ability to search for
and integrate empirical data, and the basic ability to edit media to participate in SDM. Also, the
interviewees all believed that the promotion of SDM would help nursing staff to more deeply explore the
thoughts and expectations of the patient and/or family members and confirm the direction of care. Then,
all medical staff could generate a consensus with SDM, and thus, lead to a true implementation of the
purpose of promoting SDM.
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