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Abstract
Background: Shared decision making (SDM) is a patient-centered nursing concept that emphasizes the autonomy
of patients. SDM is a co-operative process that involves information exchange and communication between
medical staff and patients for making treatment decisions. In this study, we explored the experiences of clinical
nursing staff participating in SDM.
Methods: This study adopted a qualitative research design. Semistructured interviews were conducted with 21
nurses at a medical center in northern Taiwan. All interview recordings were transcribed verbatim. Content analysis
was performed to analyze the data.
Results: The findings yielded the following three themes covering seven categories: knowledge regarding SDM,
trigger discussion and coordination, and respect of sociocultural factors.
Conclusions: The results of this study describe the experiences of clinical nursing staff participating in SDM and
can be used as a reference for nursing education and nursing administrative supervisors wishing to plan and
enhance professional nursing SDM in nursing education.
Keywords: shared decision making, nurses, in-service education, SDM

Background
Shared decision making (SDM) is increasingly advocated
as the preferred model to engage patients in making decisions regarding their diagnosis, treatment, or follow-up
when more than one medically reasonable option is
available [1]. SDM is a patient-centered medical care
service model that emphasizes the provision of highquality patient-based clinical care and focuses on improving patient satisfaction [2, 3]. SDM is defined as “an
approach where clinicians and patients share the best
available evidence when faced with the task of making
decisions, and where patients are supported to consider
options, to achieve informed preferences” [4]. Various
models have been developed to demonstrate how SDM
can be applied in the clinical setting [5]. Elwyn et al. [4]
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proposed a model demonstrating the application of
SDM in clinical practice; this model was based on three
key steps: choice talk, option talk, and decision talk. The
essential elements of SDM are as follows: (1) defining or
explaining the problem, (2) evaluating available options,
(3) discussing the advantages and disadvantages of those
options, (4) clarifying the patient’s values and preferences, (5) discussing the patient’s ability or self-efficacy,
(6) discussing health care professionals’ knowledge or
recommendations, (7) checking and clarifying the patient’s understanding; (9) making or explicitly deferring
a decision; and (9) arranging a follow-up [5]. In recent
years, the centrality of the patient’s voice in SDM has
been increasingly discussed [6]. Mathijssen et al. [7] investigated the SDM-related knowledge, attitude, and experience of 147 medical staff in the field of rheumatism
and indicated that enhancing medical care professionals’
understanding of SDM concepts is the critical first step
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for improving the application of SDM in clinical
practice.
The literature on SDM is extensive. Studies have described the individual components of SDM including facilitators and barriers to the achievement of SDM [1, 8].
In the nursing literature, SDM is discussed from an
evidence-based practice perspective [9] and the practice
perspective of critical nurse–patient interaction [10].
Nurses who participate in SDM can more effectively
control their practice and have higher job satisfaction;
moreover, hospitals that adopt SDM can improve patient
care [11]. Nursing staff are the essential members of a
medical team; their participation in the SDM process as
well as their understanding of basic concepts and principles related to the decision-making process are particularly crucial [9, 12]. Tariman et al. [13] investigated the
role of nursing staff in the SDM process for cancer care
and reported that nursing staff play different roles under
differing time points and environments in the cancer
SDM process; these roles include health educator,
spokesperson, data collector, symptom and side-effect
handler, information sharer, and psychological
supporter.
Jo, An, and Lee [14] indicated that SDM is a comprehensive concept based on the values and autonomy of
patients, family members, doctors, and nursing staff and
involves the sharing of information regarding treatment
options and decision-making methods. In addition, these
partnerships may extend into a large network including
family members and other professionals or nonprofessional community organizations. This collective involvement further compounds the decision-making process
[15]. Elwyn et al. [4] indicated that low health literacy
and low numeracy are barriers to SDM, and the cultural
backgrounds of some patients restrict them from making
autonomous decisions. To better serve individuals, assessments and interventions should be selected after
considering cultural factors including cultural preferences and norms [16]. In some non-Western cultures,
the family plays a dominant role in decision making.
The family is often an extension of the patient and assists the nurse in ensuring that the patient processes and
understands information [6, 17]. Evidence suggests that
people are influenced by their cultural background when
making decisions regarding their health. These cultural
values affect the manner in which people conduct themselves in the health care system and give patients a set of
ethical priorities guiding their decisions regarding diagnosis and treatment [17].
Nursing staff account for the majority of the professional medical care team and are key members. They
have many opportunities to participate in the SDM
process with patients from various clinical departments.
Truglio-Londrigan [6] indicated that studies on SDM

Page 2 of 9

experiences in nursing are limited. Although researchers
have covered numerous medical and health care environments, no study has yet investigated the process or
content of SDM. In particular, in most studies, the views
of clinical nursing staff regarding SDM have been obtained from Western cultures [18]. In traditional Asian
families (such as those in Taiwan), patients are more
likely to play a silent role in the decision-making process
because of traditional cultural pressure [17]. Thus,
health care professionals should respect patients’ beliefs
and values and what is important to them rather than
what is important to the professionals themselves [19].
The family is crucial to patients in many aspects regardless of their cultural background. Moreover, the level of
dominance shown by the family when a patient is involved in making crucial decisions can vary [17]. Therefore, given that cultural differences exist in the medical
environment, exploring the SDM experiences of clinical
nurses is necessary. This study explored the SDM experiences of clinical nurses to ensure that appropriate
medical care is provided to patients and improve clinical
care quality in the future.

Methods
Design and participants

A qualitative descriptive study aims to comprehensively
summarize an event by using easy-to-understand sentences from the event [20]. Therefore, this study used a
qualitative descriptive design to explore the course of
SDM and the experiences of clinical nursing staff.
Participants

In this study, intentional sampling was employed to recruit participants from a medical center in northern
Taiwan from September 2018 to February 2019.
Registered nurses who had worked in a hospital for a
minimum of 1 year and who were willing to share their
cultural experiences of being in clinical nursing care
were included in this study. Nurses who had depression
or other major illnesses (e.g., malignancies) were excluded. Depression is complex and often associated with
other chronic conditions [21]. Nurses with depression
are likely to be negatively affected by illness themselves,
but their illness may also affect their coworkers and potentially the quality of the care they provide [22]. Therefore, these nurses were excluded from this study.
Data collection

Interviews were arranged after obtaining the consent of
research participants who met the inclusion criteria. The
location of the interview was selected to ensure that interviewees could comfortably describe their experiences.
In-depth, semistructured, face-to face interviews were
conducted to collect data. Each interview began with
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general questions, followed by more specific questions.
Some of the interview questions were as follows: “What
do you know regarding the concept of shared decision
making?” and “What do you think are the obstacles to
implementing shared decision making?”. The audio recordings of the interviews ranged from 60 to 90 min in
length and were immediately transcribed by a research
assistant. In this study, data collection was continued
until the data saturation point was reached. After interviewing 21 participants, we reached data saturation.
Data analysis

All interviews were transcribed verbatim. Transcripts
were first open coded word by word and line by line.
Content analysis is usually begun in the early stage of
data collection. The content analysis method reported
by Zhang and Wildemuth [23] was used to analyze the
interview data. This method consists of the following
steps: preparing the data, defining the unit of analysis,
developing categories and a coding scheme, testing the
coding scheme on a sample text, coding all the text,
assessing the coding consistency, drawing conclusions
from the coded data, and reporting the methods and
findings.
Qualitative content analysis goes beyond merely
counting words or extracting objective content from
texts; it involves examining meanings, themes, and patterns that may manifest or be latent in a particular text
[23]. The content analysis in this qualitative research
was performed as follows. First, the data were coded
manually. All researchers participated in the data-coding
process. After reading interview transcripts several times,
crucial statements were identified and then the transcripts were compared across cases to determine similarities and differences in codes. Meaningful units were
marked with codes, and a comparative analysis was performed to extract the primary code. Subsequently, the
primary codes were according to differences and abstract
the similarities in the categories and form the coding
scheme. After testing the coding scheme on text samples, all text was coded. The data analysis started from
the coding and was continued until the end of data
collection.
Rigor

Lincoln and Guba [24] developed four indicators to
describe the suitability of qualitative research: dependability, confirmability, transferability, and credibility. These indicators were used to examine the rigor of our research
results. Entire interviews were recorded, and the text analysis files were saved to ensure the dependability and confirmability of the data. This study used intentional
sampling to determine the transferability of the research.
The researcher interviewed each participant to obtain

Page 3 of 9

credible and promotional data regarding their experiences
in the context of the medical care environment. In
addition, the five researchers closely discussed and repeatedly examined the implications of the original data, determined which categories fit the original data, and provided
operational definitions (peer debriefing) during the data
analysis process to ensure credibility. After completion of
the initial data analysis, three participants were asked to
indicate whether the analysis results correctly described
their experiences (member checks). These three participants responded that the results of this study were relevant to their experiences.
Ethical considerations

This study began recruiting participants after obtaining
approval from the human testing institution of a medical
center in northern Taiwan (Institutional Review Board:
18MMHIS123e). Before including a participant in this
study, the researcher first explained the purpose and implementation steps of the research and proactively informed them that they had the right to withdraw from
the study. The interview was conducted after obtaining
signed informed consent from each participant.

Results
A total of 21 participants who had been employed as
nursing staff for an average of 18.7 years were included
in this study. The most senior nurse had 37 years of
work experience, whereas the most junior nurse had 3
years. In terms of work units, 9 (42.85%), 10 (47.61%),
and 2 (9.5%) participants were from the departments of
internal medicine, internal medicine intensive care, and
pediatric intensive care, respectively. The findings of indepth interviews and data analysis yielded three
themes of clinical nurses’ experience in the SDM
process: knowledge regarding SDM, trigger discussion
and coordination, and respect of sociocultural factors.
In SDM, nursing staff played the role of a “translator”
by conveying the medical team’s findings and empirical information to the patient and their family members in an easy-to-understand manner. In addition,
nursing staff were required to help family members
make choices after listening to the thoughts of the
patient and their family members.
Knowledge regarding SDM

Knowledge regarding SDM led to health care professionals having a positive attitude and enhanced their
willingness to practice SDM. Clinical nurses should possess knowledge regarding SDM. This theme consisted of
the following categories: gaining relevant professional
knowledge, reading and integrating evidence, and editing
media regarding SDM.
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Gaining relevant professional knowledge

To participate in the SDM process, nursing staff should
be familiar with the concept of SDM in advance and
then agree to it and be willing to implement it.
Interviewee M said the following:
...the most basic [thing] for nursing staff is to know
what SDM is. How did it start? Why did it start?
What is its purpose? If the concept of SDM is not
clear to nursing staff...Therefore, nursing staff should
have good understanding regarding SDM before they
can decide whether SDM will be helpful for the patient and they will be willing to implement it…
During the SDM process, nurses must give a detailed
explanation to the patient and their family members as
well as respond to their various questions. Therefore,
nurses must possess professional knowledge related to the
theme of decision making. As stated by interviewee D, “...I
think professional ability is the most basic [ability]. You
must be very clear regarding professional ability in the field
because family members may ask various strange questions
at any time and you must know how to respond to them...”
Interviewee H indicated,
...when we were in the process of SDM, the supervisor
would arrange relevant on-the-job training...By using
SDM auxiliary tools, we could focus more on patient
care...Otherwise, sometimes, the nursing staff could
not clearly answer questions relevant to the treatment of the patient. This is not okay.
Reading and integrating evidence

SDM is relevant in the context of evidence-based practice. Evidence-based practice involves use of the best research with clinical expertise and patient values to
facilitate decision making, leading to optimal clinical
outcomes and quality of life. Therefore, reading and integrating evidence regarding SDM are critical for nursing staff in charge of SDM.
As interviewee J said,
...Because we need to look for information to support
our talk regarding SDM-related content, we must
have the ability to read papers and then explain empirical concepts to the patient or family. Therefore,
nursing staff must have the ability to construct empirical evidence.
Editing media regarding SDM

Auxiliary tools, including patient decision aids (PDAs), are
often required to enhance the understanding of patients
and their family members regarding information provided
during the SDM process. PDAs are structured tools, such
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as brochures and interactive online applications, that can
aggregate available evidence related to a given decision
and help patients clarify the relevant value of the decision
[25]. Because the younger generation of Taiwan is not fluent in Taiwanese, it is necessary to have Taiwanese commentary videos available, particularly for older patients.
However, all nursing staff are currently in charge of developing models and videos with limited funding.
One of the nursing staff who worked on editing, dubbing, quick response (QR) coding, and other related
tasks said, “...Making PDAs, such as videos, QR codes,
and Google Forms, is not difficult for the nursing staff because this is what they usually do...”
Some nursing staff also obtain resources to assist their
own production of animations. Interviewee A stated,
“...when we are required to make SDM films, especially if
we need an animation, we ask for the assistance of experts. The hospital has a unit that is involved in producing animations.”
Trigger discussion and coordination

The SDM process should involve the entire medical team.
However, promoting SDM without the approval and participation of other medical staff in addition to the concerted
efforts of nursing staff is challenging. This theme consisted
of the following categories: forming a co-operative SDM
team and trigger and coordination regarding SDM.
Forming a co-operative SDM team

SDM is a comprehensive concept based on the values
and autonomy of patients, family members, doctors, and
nursing staff. Because most decisions are related to medical treatment, doctors are the leaders of these decisions.
However, some doctors have still not established the
concept or habit of SDM.
As interviewee H said,
...not every doctor has the knowledge or [has come to
a] consensus regarding SDM. So, doctors may not
use PDAs to explain the decision-making process to
an individual patient, or doctors...do not use it in a
way that the patient can understand, and whether
they enter the spirit of SDM is doubtful.
The success of SDM depends on constructing a favorable relationship during a clinical encounter that involves sharing information and supporting patients to
deliberate and express their preferences and views during the SDM process.
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 influence
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other doctors through the chief doctor. Because the
topic of SDM may be more strongly related to patient treatment, doctors and nursing staff should
have a tacit understanding with each other [that]
can help promote SDM.
Interviewee C mentioned, “Doctors are the main characters in promoting SDM and nursing staff assist
doctors.”
Trigger and coordination regarding SDM

The majority of interviewees believed that most problems related to SDM involved medical decisions. Therefore, the final decision makers are doctors, patients, and
their family members. Nurses act as a communication
bridge in the process. Nurses are required to communicate information to patients and their family members in
an easy-to-understand manner after discussion with the
doctor. In particular, the communication skills of nurses
are most crucial when SDM must be implemented
within a short time and when family members are under
extreme pressure to discuss and make decisions in that
limited amount of time, especially when the patient is
critically ill.
As stated by interviewee B,
When the patient or family members need to make
a medical decision, I listen to their opinions first before searching for information. Sometimes, the attending physician does not have much time at the
bedside, so I go over the analysis with the patient. If
the patient says that he or she does not know which
medical decision to make, I search for information
again and discuss with the doctor again. [To participate in] SDM...[one] needs to have the ability to
communicate...
Handling advances and retreats during the communication process is essential. As interviewee F mentioned,
“Nursing staff should properly guide the patient and family to speak and communicate on the topic of SDM...to
resonate with family members...then family members
would be willing to talk. The talking skills and an ability
to guide the talk are quite important.”
In addition to conveying decision-related empirical information, nurses should guide and coordinate the concepts and expectations of both doctors and patients
most of the time. Interviewee J indicated,
During the SDM process, nursing staff need to coordinate or even connect with [people]. Like holding a
family forum in the ward, the nursing staff should
understand what content is unclear to family members and ask the doctor to explain. Also, the nursing
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staff should remind the family what they need to
consider.
The promotion of SDM should be based on a satisfactory nurse–patient relationship. In particular, when
communicating with older patients, the ability to speak
Taiwanese and other languages is essential. As interviewee B stated, “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 they receive.”
Respect of sociocultural factors

The interviewees frequently noted that SDM requires
patients and their family members to fully understand
and consider what they want before making a decision.
However, evidence suggests that people are influenced
by their cultural background when making decisions regarding their health. This theme includes the following
categories: patients’ values with respect to their cultural
background, and the cultural differences of patients and
families.
Patients’ values with respect to their cultural background

Cultural values influence the way in which people
conduct themselves in the health care system and
give patients a set of ethical priorities when making
decisions regarding their diagnosis and treatment.
Nurses should be patient and listen to the expectations of patients and their family members during the
SDM process. To fully respect patients’ cultural
values, nurses should respect the decision-making
process they adopt even if it is collectivist and not
based on equality within the family.
As stated by interviewee B, “SDM needs to consider the
experience and values of the patient.”
In Taiwan, because of traditional cultural pressure, patients are more likely to play a silent role in the
decision-making process.
Interviewee K mentioned that “[There is a] need to
understand the true thoughts of the patient. The patient
will not immediately tell you what they are thinking...it
takes a little bit of patience to listen.”
Cultural differences of patients and families

The family is crucial to patients in many aspects regardless of their cultural background. Moreover, the level of
dominance of the family can vary when a patient is involved in making crucial decisions. In some nonWestern societies, the family plays a dominant role in
decision making.
Interviewee C, who encountered a family member who
refused to sign a “do not resuscitate” (DNR) form, said
the following:
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The family members insist on their opinions and feel
that they are not [displaying] filial piety if they sign
the DNR. This [reflects] the personal values and
background of the family member. The nursing staff
can only directly explain to family members again…[and] respect the opinions of the family members
in the end.
Nursing staff must have the cultural sensitivity to
demonstrate appropriate empathy and listening skills. In
addition, nurses should be respectful of the wishes of
family members even if they differ from those of the patient. Nursing staff must act as the spokesperson for the
patient. Interviewee D said the following:
The nursing staff should let the family members
know the thoughts and wishes of the patient. When
the patient has signed a consent or intention letter,
the nursing staff should convey the patient’s wishes
to the family members and doctors instead of agreeing with the final decision of the family members,
with the decision being against the patient’s wishes.

Discussion
This study explored the experiences of clinical nurses
participating in SDM. Studies have found that the SDM
process is complicated for clinical nurses. The findings
of this study yielded three themes of clinical nurses’ experiences in the SDM process: knowledge regarding
SDM, trigger discussion and coordination, and respect
of sociocultural factors.
Clinical decisions can be relatively simple (such as
those involving general clinical treatment) or complex
(such as those involving cancer treatment); be discrete
(such as those involving the birth method) or involve
continuous care management (such as when formulating chronic disease treatment and care plans); and
can involve multiple stakeholders (such as the professional care team and caregivers of the patient) [26].
All interviewees in this study indicated that knowledge regarding SDM is extremely crucial in the SDM
process. In addition, clinical nursing staff should
understand professional concepts related to SDM.
Our results are in accordance with those reported by
Friesen-Storms et al. [9], who indicated that nursing
staff having knowledge regarding SDM, skills, and a
positive attitude can facilitate the SDM process.
Moreover, our interviewees believed that they should
first establish and be familiarized with the SDM concept, agree with it, and then be willing to implement
it before conducting SDM. This result supports the
finding of Mathijssen et al. [7], who indicated that
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improving medical professionals’ understanding of the
SDM concept is the crucial first step for enhancing
the implementation of SDM in clinical practice.
The interviewees in this study considered reading and
integrating evidence and editing media regarding SDM
to be critical abilities for implementing SDM continually.
This result is in accordance with that reported by Tones
et al. [27]; they found that when providing patients with
various educational and interventional measures for effectively implementing SDM, it is necessary to collate
the relevant literature and evidence and discuss the priorities of various behavioral changes with the patient
and their family members in a language that they can
easily understand. Subsequently, individualized patient
health education aids can be developed to provide
patient-centered and evidence-based health education to
the patient and their family. Several studies have shown
that nursing staff form the majority of a medical care
team and are the team’s key members. To help patients
make choices, nursing staff should not only use research
evidence but also interpret that evidence or provide recommendations to meet the requirements of the patients
in the SDM process. Therefore, nurses must be able to
search for and integrate empirical data as well as understand basic concepts and principles related to SDM [9,
12]. The results of the present study revealed that nursing staff could help patients understand the disease, clinical progress, and treatment options by using
information software during the implementation of
SDM. Therefore, the nursing staff believed that having
the basic ability to edit media was indispensable. This result is in accordance with that reported by FriesenStorms et al. [9], who found that providing nursing staff
with SDM training, such as training in media editing
and the creation of PDAs, and guidance in developing a
patient-centered attitude could significantly improve the
implementation of SDM by nursing staff.
SDM is a framework in which health professionals and
patients co-operate to make decisions during implementation of a series of medical procedures [28]. Satisfactory
clinical communication skills are crucial in nursing staff
for establishing effective SDM [9]. The participants in
this study all agreed on the importance of trigger discussion and coordination. The final decision makers in
SDM are doctors, patients, and family members. However, nurses still account for the majority of medical care
professionals [9, 12]. The interviewees in this study indicated that the attending physician sometimes did not
have sufficient time to participate at the bedside while
performing clinical SDM, thus limiting the implementation of SDM. This finding is similar to that of an Asian
study conducted by Lin et al. [29], who reported that
most patients felt that health professionals, even if they
agreed to implement SDM, had limited resources
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available to provide adequate information or support
to patients in making decisions. This result is in accordance with that of Mathijssen et al. [7], who determined that time limitation was an issue for during
implementation of SDM in clinics. In addition, the
present finding indicated that nursing staff play the
crucial role of a communication bridge in the implementation of SDM.
The interviewees indicated that promoting SDM without the approval and participation of the decisionmaking leader (doctor) is challenging. This is another
crucial finding of the present study. Therefore, forming
a co-operative SDM team is an essential factor for promoting SDM. This result is in agreement with those of
several studies. Hofstede et al. [30] conducted a study on
SDM for patients with rheumatology and indicated that
although the medical staff all had the same knowledge,
attitude, and experiences regarding SDM in rheumatology, lack of co-operation between professional groups
was an essential obstacle to implementation of SDM. Patients may receive conflicting information from different
medical professionals. Therefore, SDM requires effective
communication between medical professionals to provide structured information to patients [7]. Our interviewees indicated that the theme of SDM was related to
the treatment of the patient, doctors played a primary
role in implementing SDM, and nursing staff assisted
doctors in promoting SDM. These findings are similar
to those of other studies [7, 29]. Mathijssen et al. [7] investigated the SDM-related knowledge, attitude, and experiences of 147 medical staff and revealed that under
SDM, decisions regarding diagnostic tests were based on
doctors’ input because making decisions regarding patients’ disease treatment and diagnosis was not the task
or responsibility of nursing staff. Lin et al. [29] investigated patients’ perspectives on SDM in Taiwan; they discovered that patients had a desire to be involved and felt
that adequate information exchange would be a necessary step toward collaboration or sharing treatmentrelated decisions with clinicians. Most clinics have used
interprofessional practice to improve the quality of care
in recent years. Therefore, the subject of co-operation
among interprofessional teams for the implementation
of SDM has also been valued. Dawn and Legare [31] indicated that oncology nursing staff were the key members of interprofessional practice in terms of exerting
influence, particularly when patients had to make a decision regarding prevention, screening, or treatment options during the SDM process. The importance of the
role of nursing staff in SDM could also be observed in
interprofessional practice.
In Taiwan, because of traditional cultural pressure,
patients are more likely to play a silent role in the
decision-making process than in other countries. Lin
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et al. [29] reported that in submissive Asian cultures,
SDM implementation can be more challenging. The
importance of nurses’ respect of sociocultural factors
during the SDM process was a crucial finding of this
study. Crucial to SDM implementation is the effective
participation of patients. Because different patients
have different backgrounds, characteristics, and value
preferences, patients may make various choices and
value judgments when it comes to clinical decisions
[32]. Several studies have shown that the cultural factors of patients should be considered when performing SDM [18, 29, 33, 34]. Patients have independent
autonomic and informed rights as well as the right to
insist on care and choose their treatment plan. Unlike
other medical care measures that can directly improve
the symptoms of patients through care behavior,
SDM may exert a positive effect on the future medical treatment of patients, ultimately leading to better
health outcomes [35]. The present study indicated
that nursing staff should listen to the requirements of
patients and their family members who expect SDM,
and patients and their family members should fully
consider what they want before making a decision.
When we understand this culture, the results of the
study will become clear because they reflect the traditional means of decision making. This result is in accordance with that of Mathijssen et al. [7], who found
that understanding the willingness and degree to
which patients wish to participate in decision making
is crucial for medical professionals. Sims-Gould and
Martin-Matthews [36] postulated that working with
patients and their family members in an interconnected, bidirectional manner and recognizing and
supporting cultural ideas, values, and beliefs can help
the patients and family members in becoming coproducers in health and thus aid the implementation
of SDM. Thus, these findings indicated that respect
and cultural sensitivity are crucial factors in the SDM
process.
Because the participants in this study were chosen
from nursing staff in a medical center in northern
Taiwan, the results cannot be applied to all nursing staff.
In addition, the self-responses of medical and nursing
staff regarding their attitude and experiences related to
SDM (such as “In what situation do you think it is suitable to use SDM?”) may have been affected by their definition of SDM. Moreover, nursing staff with a positive
attitude toward SDM may have been more inclined to
participate in this study. Therefore, the probability of
bias in sample selection cannot be ruled out. Future
studies should expand their sample sources to explore
the SDM experiences of multiple nursing staff members
and thus provide a more complete reference base for
relevant patient care.
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Conclusion
This study explored the experiences of clinical nursing
staff participating in SDM by conducting in-depth interviews. The results yielded three themes of the implementation of the SDM process for clinical nurses:
knowledge regarding SDM, trigger discussion and coordination, and respect of sociocultural factors. The promotion of SDM can help nursing staff more deeply explore
the thoughts and expectations of patients and their family members as well as confirm the direction of care.
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