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Abstract

Background Although patients with asthma would like more

involvement in the decision-making process, and UK government

policy concerning chronic conditions supports shared decision

making, it is not widely used in practice.

Objective To investigate how nurses approach decision making in

relation to inhaler choice and long-term inhaler use within a routine

asthma consultation and to better understand the barriers and

facilitators to shared decision making in practice.

Setting and participants Semi-structured interviews were conducted

with post-registration, qualified nurses who routinely undertook

asthma consultations and were registered on a respiratory course.

Interviews were recorded, transcribed and analysed using the Frame-

work approach.

Results Twenty participants were interviewed. Despite holding

positive views about shared decision making, limited shared decision

making was reported. Opportunities for patients to share decisions

were only offered in relation to inhaler device, which were based on

the nurse�s pre-selected recommendations. Giving patients this

�choice� was seen as key to improving adherence.

Discussion There is a discrepancy between nurses� understanding of

shared decision making and the depictions of shared decision

making presented in the academic literature and NHS policy. In this

study, shared decision making was used as a tool to support the

nurses� agenda, rather than as a natural expression of equality

between the nurse and patient.

Conclusion There is a misalignment between the goals of practice

nurses and the rhetoric regarding patient empowerment. Shared
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decision making may therefore only be embraced if it improves

patient outcomes. This study indicates attitudinal shifts and

improvements in knowledge of �shared decision-making� are needed

if policy dictates are to be realised.

Introduction

There is an on-going policy shift within the

National Health Service (NHS) in the United

Kingdom, from the traditional paternalistic

relationship between patients and clinicians to

one that emphasizes patient empowerment.1,2

This notion is central to the concept of shared

decision making, in which patients� values and

preferences are considered, and they are involved

in the choice of management options.3 The

underlying tenet of shared decision making is

therefore to increase patients� information, sense

of autonomy and control over treatment deci-

sions, thereby decreasing the power asymmetry

between health professionals and patients.4

Although shared decision making is aspired to

in the context of managing long-term conditions,

it has proven difficult to implement in practice.5

There are several barriers to implementation.

These include clinicians� lack of self-efficacy and

familiarity with shared decision making,6 and a

lack of evidence that shared decision making

translates into improved patient outcomes.7–9

Time constraints may also be a barrier,6 particu-

larly with the introduction of the quality outcome

framework (QOF) (http://www.qof.ic.nhs.uk/),

which provides financial incentives to general

practitioners for the performance of key tasks.

These barriers need to be overcome: in a sample of

mainly primary care patients with asthma, 55%

indicated that they would like to be more exten-

sively involved in their treatment decisions.10 In

addition, a recent randomized controlled trial has

found that shared decision making significantly

improved adherence to asthma pharmacotherapy

and clinical outcomes.11

Much of asthma care is provided by primary

care nurses,12 although little is known about their

attitudes to and understanding of shared decision

making.6 The aims of the present study were to

investigate primary care asthma nurses� views on

shared decision making and explore how sharing

decisions with patients can be facilitated. More

specifically, the study addressed the following

questions:

1. How do primary care asthma nurses define

shared decision making and what is its pur-

pose?

2. What do they perceive to be the barriers and

facilitators of shared decision making?

3. Is there a balance of power between nurses

and patients when making decisions regard-

ing asthma devices?

Methods

Aqualitative approachwas adopted (afterRitchie

and Lewis13) in this exploratory study. Semi-

structured interviews were used. These provided

an appropriate focus for the interviews, whilst still

affording nurses opportunities to add their own

perspectives regarding shared decision making.

Study participants

Participants were post-qualification nurses regis-

tered on a distance learning respiratory course

and attending a study day at a training centre

between June 2007 and February 2008. The

inclusion criteria were that the nurse currently

worked in UK general practice and had under-

taken at least three asthma consultations perweek

during the previous 12 weeks. This ensured that

the participants were experienced asthma nurses.

However, three less experienced nurses were also

included to explore if they held the same views of

shared decision making as more experienced

nurses. Based on our experience of conducting

other qualitative studies, we set a provisional

target sample size of 20 participants; there was

however provision for the sample size to be

increased if topics required further exploration.
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One hundred and twelve nurses were sent an

invitation letter and were then approached at the

beginning of their study day and invited to be

interviewed. The first two eligible nurses who

volunteered from each of the 11 groups of nurses

were selected for interview.

Interview process

Interviews were conducted by JU and HMS,

both of whom were appropriately trained prior

to conducting field work. Two pilot interviews

were conducted, transcribed and discussed with

another member of the project team (AC) to

ensure consistency of technique between the two

interviewers.

An initial topic guide was developed by the

multidisciplinary project team (seeData S1) from

a review of the literature, prior work, and pooling

of relevant clinical (AC, SW, MF and AS), edu-

cational and training (SW, MF, HMS and JU),

and methodological (AC, JU, HMS and AS)

experience and expertise. The topic guide covered

the participant�s clinical experience, the decision-
making process employed by the participant in

asthma consultations and perceived barriers and

facilitators to shared decision making. Demo-

graphic datawere also recorded. Interviews lasted

between 25 and 45 min. These were audio-

recorded and then transcribed verbatim.

As nurses were not recruited from the NHS,

this work fell outside the NHS ethics committee�s
remit. Best practice regarding research gover-

nance was followed.15 All participants provided

written informed consent for participation, as

well as audio-recording and use of anonymized

data extracts. Interviewees were reassured that

transcripts would be anonymized and data

extracts presented such that it would not be pos-

sible for others to identify them from the data.

Data analysis

Transcripts were analysed using the Framework

approach.16 This involved

1. Aninitialperiodof familiarizationwith thedata

2. Identifying a thematic framework

3. Indexing i.e. systematically applying the the-

matic framework to the transcripts

4. Charting i.e. constructing a spreadsheet of

indexed quotes and

5. Mapping and interpretation, during which

dimensions were identified for all themes for

all interviews, and grouped into categories

and then higher order categories.

Data were analysed with the support of NVivo

software. This was an on-going process con-

ducted by JU and HMS (who are non-clinicians

and were therefore relatively uninfluenced by

clinical experience or knowledge). This on-going

analysis resulted in JU and HMS making minor

changes to the topic guide between interviews to

ensure that emerging areas of interest were

included in the interview. After the analysis of the

first nine interviews, JU and HMS found that an

initial framework could be inductively created

from the data. The project team met to discuss

this initial framework. They read the anonymized

transcripts and reflexively discussed points of

difference. The initial index and emerging themes

to be explored in the remaining 11 interviews

were agreed, and further changes to the topic

guide agreed. These additional topics were as

follows: other subjects discussed during the

consultations, what the nurse thought was the

most important outcome of the consultation, and

whether there were any influences from the

nurses� personal life that might affect the way

they shared decisions with patients.

These first nine participants were sent a syn-

opsis of the emerging themes and invited to

comment; none did so. Following completion of

all 20 interviews, JU and HMS independently

repeated the first three steps of the analysis. The

final framework was then discussed, refined and

agreed by the project team. The last stage in the

analysis involved an inductive process of

reflecting on the charted data and searching for

non-confirming cases.

After 16 interviews, no new themes had

emerged. Following completion of 20 interviews,

it was agreed by the project team that further

interviews were not required to understand

participant�s views of shared decision making.
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Results

The sample included 20 participants, all female;

12 were studying at diploma level, six at degree

and two at Masters level (see Table 1). Their

mean age was 43.9 years (range: 34–61 years),

with an average of 16.8 years (range: 1–32

years) post-qualification experience. Most par-

ticipants were experienced at running asthma

consultations prior to receiving this training.

Three were under the supervision of an asthma

nurse, but were experienced primary care nurses

who were expanding their skills. Only one

participant had prior shared decision-making

training. Participants came from across

England—predominantly the south-east and

south-west.

Nurses� understanding of shared decision

making

A summary of the main findings regarding these

nurses� understanding of shared decision making

and the perceived barriers to and facilitators of

shared decision making is listed in Box 1.

Box 1 Main themes emerging from this study

1. Shared decision making was defined by nurses as

providing information and offering choice. Interviews

revealed that this choice was restricted to a limited

number of inhalers.

2. The nurse held the power in consultations.

3. Shared decision making was used as a tool to increase

adherence thereby improving patient outcomes.

4. Nurses often made assumptions based on patients’

demographic characteristics regarding patients’ pref-

erences for type of inhaler and level of shared decision

making.

5. Nurses stated that barriers to shared decision making

were cost, the QOF and time constraints.

Providing information and offering limited choice

Nurses defined shared decision making as

offering patients information and limited choice.

�The hope is that you�ve given them the informa-

tion, that they can make that informed choice, and

I think that�s what shared decision making is.� (P17
Lead asthma nurse, Diploma student)

All the nurses followed a similar type of script

when selecting an inhaler. In this script, shared

Table 1 Participant characteristics

Participant

Number

Respiratory training

being undertaken

at time of interview

Years since nurse

registration

Experience of

running asthma

consultations

Shared

decision-making

training

1 Diploma 12 Under supervision No

2 BSc 18 Lead No

3 BSc 13 Missing No

4 Diploma 26 Lead No

5 Diploma 20 Lead No

6 Diploma 12 Lead No

7 Diploma 14 Lead No

8 Diploma 11 Lead No

9 Diploma 3 Lead No

10 BSc 13 Lead No

11 BSc 1 Lead Yes

12 Diploma 29 Under supervision No

13 Diploma 21 Under supervision No

14 MSc. 32 Lead No

15 MSc. 21 Lead No

16 Diploma 30 Lead No

17 Diploma 14 Lead No

18 Diploma 14 Lead No

19 BSc 16 Lead No

20 BSc 15 Lead No
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decision making was limited to the provision of

information and selection of an inhaler from a

limited range of inhalers (see Box 2).

Box 2 Decision-making process

1. A selection of suitable inhalers (i.e. those that could be

used to administer the prescribed asthma medication)

was chosen by the nurse.

2. This choice was then refined by the nurse, based on her

clinical knowledge and information about the patient�s
lifestyle (which was often assumed).

3. The patient was then invited to choose between the

inhalers the nurse had selected.

4. Once the patient had made their choice, the nurse

checked the patient�s inhaler technique.

5. If the inhaler technique was good, then the nurse

agreed with the patient’s choice. If not, steps 3 and 4

were repeated until an inhaler was selected that the

patient could use properly.

By following this script, nurses may have

missed the opportunity to understand the

patient�s view of inhalers and involve them in the

decision-making process.

�I had a lady in a few weeks ago... she brought in

reams and reams of information (about a homeo-

pathic inhaler). And you know all I could say

was... I didn�t know anything about it... and if you

want to discuss it further with the GP do so.� (P6
Lead asthma nurse, Diploma student)

�So the patient I�ve got in mind is in her 60s, never

had inhaled steroids but severe asthma, she�d also

want to rely on homeopathy even though inhaled

steroids had been suggested to her many times, and

I convinced, got her to agree to have a trial of

inhaled steroids.� (P18 Lead asthma nurse,

Diploma student)

Power and persuasion

The selection of a particular asthma inhaler was

made through discussion between the patient

and the nurse, with the nurse often persuading

the patient to agree to their recommendation.

�Sometimes it obviously has to be a compromise, in

an idealistic world everybody would listen to what

you�re saying and do it, it doesn�t work like that so

you have to compromise to a certain degree and

sometimes quite big compromises but mm, if you

get to know someone (and that�s the nice thing

about general practice is that people come back to

you) and you can just slowly chip away and just

hope that at some point they may be ready to make

that change� (P10 Lead asthma nurse, BSc student)

�Shared decision-making (is when) you would be the

informer, to give the patient the choices... and for

the patient to decide with you for themselves what

their preference would be, and then to come to

some agreement somewhere in the middle about

what would suit you both. So trying to sort of trying

to gently sway them maybe towards what you feel

would be the best option, but also listening to their

opinion� (P10 Lead asthma nurse, BSc student).

This technique (of using discussion to per-

suade patients) was also taught to the nurses

learning to conduct asthma consultations.

Participant: �(My senior nursing colleague devel-

oped) quite a good rapport with the patients, kind

of making the patients feel as though they were

making the decisions in a round-about way.

Interviewer: Who do you think was actually

making those decisions?

Participant: Well I think the nurse was, but of by

power of suggestion�. (P12 Nurse under supervi-

sion in asthma consultations, diploma student)

Nurses did consider patients to be a partner in

the consultation, with the patient�s expertise in

their condition being acknowledged. However,

the partnership was not completely equal: the

nurse held the power by virtue of her clinical

knowledge.

�That they feel they�ve had a chance to explain their

side of it and really be a part, almost like a part-

ner... They can be the expert in their condition and

I think that�s got to be shared decision-making.�
(P18 Lead asthma nurse, Diploma student)

�... 80–90% of the time it�s basically more on my

decision. It�s going to be isn�t it because I�m the one

with the power and the inhalers to show them you

know, unless they�ve got some particular knowl-

edge then, it�s skewed in my favour.� (P18 Lead

asthma nurse, Diploma student)

Sharing decisions to increase adherence

Nurses appreciated the value of sharing deci-

sions as they felt that by giving patients own-

ership of the decision they were more likely to
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use their inhaler, thereby improving patient

outcomes. This benefited the patient and the

practice:

�.... if you don�t have shared decision-making, if

you inflict an inhaler on a patient that they don�t
want, they�re not going to use it, and if they�re
not going to use it then their control�s not going

to be good, so they�re going to have symptoms.

And when you look at exacerbation rates and

those sorts of audit markers it�s not good from

our side either�. (P15 Lead asthma nurse, MSc.

student)

Assumptions made by nurses

Patient preferences for type of inhaler and for

level of involvement in decision making were

often assumed rather than elicited.

�If it�s a child, they love the (brand of inhaler)

because they look like spaceships, they�re brightly

coloured�. (P2 Lead asthma nurse, BSc student)

�It�s alright saying ‘‘I want this �touchy-feely�
trendy partnership with the patient’’, but there are

some patients, would I be wrong in saying maybe

the older patients, I don�t want to generalise, who

actually want to be told what to do... So you�re
always making that decision based on the patients

communication to you... you don�t always get it

right, it�s a lot of assumptions�. (P18 Lead asthma

nurse, Diploma student)

To summarise, nurses viewed shared decision

making as a tool to improve patient outcomes

through increased adherence. Although the

transcripts were explored for divergent views,

none of the transcripts contradicted this basic

finding.

Barriers and facilitators of shared decision

making

Cost, the QOF and time constraints were the

main barriers to shared decision making cited by

nurses:

�Our primary care trust (PCT) is telling us to take

people off combined inhalers... (and) that we are to

take them off certain branded inhalers. We�ve had

to overhaul absolutely everybody and put

them back on to single inhalers, and to use metered

dose inhalers.� (P14 Lead asthma nurse, MSc.

student)

The introduction of the QOF was thought by

some nurses to result in the nurse �ticking boxes�
on a template rather than spending time focus-

ing on the patient�s needs:

�...QOF guide is tick boxes and you sort of lose

perception and you lose the focus on patient care I

think, sometimes I know I�m doing it, I can feel

myself not really taking much notice of the patient�
(P1 Nurse under supervision in asthma consulta-

tions, diploma student).

Lastly, time constraints were mentioned by

nurses:

�If you haven�t got time it�s easier to say ‘‘you�re
going to have this one’’ and off they go, it takes

longer if you come to a joint agreement because

you�ve got to discuss all the options first and let the

person have an input into the final decision� (P5
Lead asthma nurse, Diploma student)

However, it was also suggested by one nurse

that time was not a barrier to shared decision

making as in general practice patients can be

easily invited to attend another appointment.

Nurse education, visual aids and patient infor-

mation booklets were also seen as facilitators of

shared decision making as they could help per-

suade the patient to adhere to their asthma

medication.

Discussion

Shared decision making was interpreted and

operationalized by nurses as providing patients

with information and offering them limited

choice. This working definition did not include a

�broad balance in power� between the clinician

and patient.17 Rather, shared decision making

was viewed as a skill which experienced nurses

employ to give the patient the �illusion of

power�.18,19 This was driven by the desire for the

patient to have good asthma control, thereby

increasing the patient�s wellbeing. Although not

cited by nurses as a barrier to shared decision

making, this objective (of providing patients

with a suitable asthma inhaler to obtain good

control over symptoms) may be the key barrier

to an equal partnership between nurses and their

patients. The implicit assumption made by
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nurses was that improving the patient�s asthma

control was more important than sharing power

in the consultation.

The script followed by nurses (reported in

Box 2) did not alter according to level of expe-

rience and reflects current training. This includes

teaching nurses about the different types of

inhalers, and the importance of ensuring that the

patient is able to correctly use their inhaler. It

also includes the importance of providing

patients with information, which nurses included

in their definitions of shared decision making.

As previously found with junior doctors,20

information was provided to persuade the

patient to conform to the clinician�s decision. If
patients are to become more involved in decision

making, nurses will need to be trained to elicit

patients� preferences and concerns, develop a

better understanding of what �shared decision-

making� and �empowerment� mean and become

more willing and confident to share decision

making more equally with patients.

Strengths and limitations

In this exploratory study, we did not investigate

whether views of shared decision making vary

between subgroups of nurses, for example nurses

recruited directly from general practices or those

with less experience. Future studies should use

purposive sampling to explore whether views of

shared decision making vary between these

subgroups of nurses.

Participants were attending a variety of post-

qualification training, which have study days at

different times. It is therefore not possible to

comment on the impact of the training on views

of shared decision making. However, none of

the respiratory courses attended by these par-

ticipants, including the distance learning course

from which the interview sample was drawn,

include training in shared decision making.

Rather, they emphasize the clinical skills and

knowledge needed to conduct consultations with

people with chronic respiratory diseases.

The decision to select the first two volunteers

may have biased the sample towards more asser-

tive personalities, which may have influenced

responses. Less forthcoming nurses may have

responded differently, although there is no way of

ascertaining this with any degree of certainty. The

sample did include three nurses who were under

supervision. These three nurses had conducted

numerous asthma consultations under supervi-

sionandcould therefore commenton thedecision-

making process. Their views did not diverge from

those expressed by participants who were more

experienced asthma nurses; these nurses seem to

have adopted the views of their supervisors.

Implications for policy, practice and research

In contrast to the NHS drive towards patient

empowerment, nurses in this study appeared to

maintain a paternalistic attitude to patients. This

may be because many nurses have to meet tar-

gets outlined by the Quality Outcomes Frame-

work, within the time constraints of the

consultations. However, nurses in general prac-

tice have the opportunity to share decisions with

patients over a number of consultations. Time

constraints cannot fully explain why shared

decision making does not occur in this context.

Rather, we propose that there is a fundamental

misalignment between the goals of practice nurses

and the rhetoric regarding patient empowerment.

This has resulted in the tool of shared decision

making being adapted by nurses tomeet their own

agendas. Shared decision making is likely to

continue to be used in the manner described here

unless there is a shift in nurses� perception of

shared decision making whereby more priority is

given to sharing power betweenpatient andnurse.

This would require a fundamental shift in the

culture of the health professional ⁄patient con-

sultation within the NHS.

Conclusions

The primary care nurses included in this study

all agreed in principle that decisions should be

shared with their patients. The extent of shared

decision making was restricted, though, by

nurses� understanding of the philosophy of

shared decision making and by the nurses�
responsibility to improve patient outcomes by

ensuring patients were provided with suitable
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inhalers. This study indicates that government

policy papers (for example, High Quality Care

for All1) alone are unlikely to be sufficient for

power to be shared equally with patients. Shared

decision making is only likely to be fully

embraced if clinicians perceive the benefit of

sharing decisions, or if there is evidence that it

will help clinicians to meet their own targets and

objectives. However, there are relatively few

studies, particularly in asthma, which provide

rigorously tested shared decision making mod-

els ⁄ interventions that could be adopted; recent

work by Wilson et al.11 is a promising develop-

ment, but further work in this area is needed.

This study indicates attitudinal shifts, and

improvements in knowledge and understanding

of �shared decision making�, are needed if policy

dictates and ambitions are to be realised.
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