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ABSTRACT
Introduction: Decision-making (DM) in healthcare can
be understood as an interactive process addressing
decision makers’ reasoning as well as their visible
behaviour after the decision is made. Other key
elements of DM are ethical aspects and the role as well
as the treatment options of the examined professions.
Nurses’ DM to choose interventions in situations of
severe breathlessness is such interactions. They are
also ethically relevant regarding the vulnerability of
affected patients and possible restrictions or treatment
options. The study aims to explore which factors
influence nurses’ DM to use nursing interventions in
situations where patients suffer from severe
breathlessness.
Methods and analysis: Qualitative study including
nurses in German hospital wards and hospices. A
triangulation of different methods of data collection—
participant observation and qualitative expert interviews
—and analysis merge in a reflexive grounded theory
approach which integrates Goffman’s framework
analysis. It allows an analysis of nurses’ self-
statements about DM, their behaviour in relevant
clinical situations and its influences. Data collection
and analysis will be examined simultaneously.
Ethics and dissemination: Informed consent will be
gained from all participants and the institutional
stakeholders. Ongoing consent has to be ensured since
observations will take place in healthcare institutions
and many patients will be highly vulnerable. The study
has been evaluated and approved by the Witten/
Herdecke University Ethics Committee, Witten,
Germany. Results of the study will be published at
congresses and in journal papers.

INTRODUCTION
Breathlessness occurs in cardiopulmonary
and oncological diseases and is defined as
the ‘subjective experience of breathing

discomfort that consists of qualitatively dis-
tinct sensations that vary in intensity’.1 The
experience and sensory qualities can be dis-
tinguished according to underlying mechan-
isms and ‘vary in their unpleasantness and in
their emotional and behavioural signifi-
cance’.2 Patients often feel a loss of control
or even anxiety and panic.3–6 Therefore, they
can be seen as highly vulnerable.
Professional nurses need to react to this clin-

ical situation with adequate interventions
according to patients’ needs. Current research
suggests that these interventions should include
the clinical and the psychosocial situation of
patients with breathlessness.7 8 Pharmacological
interventions as well as non-pharmacological
interventions (NPI) should be considered.9

Strengths and limitations of this study

▪ This qualitative study will provide new insights
on nurses’ decision-making (DM) and its influen-
cing factors based on methodology and data tri-
angulation including participants’ statements and
care situations observed in clinical practice.

▪ The protocol describes a carefully developed and
open but structured approach in researching DM
including the theoretical concepts of Goffman’s
framework analysis which can be reproduced in
other clinical contexts.

▪ Limitations may be connected to challenges in
field access as some organisations under
restrictive conditions may refuse even though
these conditions may have an even more import-
ant role in DM.

▪ As this is a qualitative study, results are valid for
the population and the circumstances under
examination, however they shall not be general-
ised easily.
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Nurses’ treatment options and decision-making (DM)
in severe breathlessness
As seen in studies on the implementation of interven-
tions10–13 or in guidelines recommending interven-
tions,14 15 nurses’ treatment options in breathlessness
vary in different countries and settings, as do the duties
and legal responsibility they have. Other issues include a
lack of institutional support for specialised nurses, too
little time and few possibilities for systematic reflection or
supervision.16 17 The interventions are mostly complex
NPI used by nurses with special, often academic training.
International Nursing Guidelines mention pharmaco-
logical treatment, case management and complex breath-
lessness education programmes as possible nursing
intervention (NI). In Germany where this study takes
place, these are not regular interventions, and there is no
requirement to consider such actions. One reason is that
most nurses are not familiar with recent developments in
evidence-based interventions.
Hence, the postulation to use NPI for breathlessness as

found in reviews and studies,9 18 19 does not automatically
lead to an increased use of these interventions by nurses
in the management of breathlessness. In addition, nurses
may use pharmacological interventions which do not fall
within their responsibility.20 Compared to other coun-
tries, German nurses’ scope of responsibility is strictly
limited. Most treatment decisions are not allowed to be
made by nurses and are not governed by the legal frame-
work. This framework ascribes nurses the responsibility to
execute delegated and prescribed treatment correctly.
They are not allowed to prescribe any treatment and are
not part of treatment decisions. Their main activities on a
non-specialised ward are bedside care and administra-
tion. A third aspect is that nurses use experience-based
interventions like positioning or energy conserving.
These interventions are not evidence based and belong
to the intuitive knowledge of nurses21–24 The question
arises as to what nursing interventions in breathlessness
are, how nurses decide in these special situations and
which factors influence them.
As quality and intensity of breathlessness vary,3 25 26

nurses’ reactions and DM should vary as well. A breath-
lessness attack always needs prompt reaction, and
patients are often too anxious and breathless to interact.
This means that the choice of intervention needs to be
quick. In other situations, for example, body care or
mobilisation,12 the emphasis is more on preventive
aspects, and the DM process can be more explicit and
negotiated within the patient–nurse interaction.

Ethically relevant clinical DM
DM in clinical practice involves two possible perspec-
tives. First, professionals—nurses, practitioners or other
therapists—need to have professional knowledge includ-
ing physiology, diagnostic and therapies, that is,
evidence-based knowledge to judge the individual
case.27–29 Second, they need to interact with patients
and eventually with their family members or (medical,

legal) attendants.30 31 This perspective is relevant
because of legal aspects including informed consent.32

Interaction with the patient or family member is central
in the concept of DM as a social process, as well as a key
point of the professional relationship. It involves the vul-
nerability and dependency of patients. Therefore, it
adds an ethical perspective to the legal responsibility
nurses have.31 32

Need of DM research in nursing practice
The DM of professional nurses, especially their treat-
ment choices, is rarely studied. A review of the ethical
reasoning and behaviour of nurses identified numerous
factors influencing ethical DM such as institutional
context, education and professional experience, medical
directives or personal values.29 However, the inter-
national literature reveals wide variations in the nurses’
roles, duties and potential DM situations. Some situa-
tions primarily involve medical decisions, for example,
on withdrawing treatment. Others involve ethical deci-
sions, where nurses have doubts about assistance in
euthanasia. Again, in Germany these situations are all
excluded by legal regulations.33

On the other side nurses’ DM is often studied in the
context of their role as mediator, translator or advocate
of patients and their relatives when treatment decisions
are made.34 35 This is in line with the mentioned legal
responsibility and institutionalised professional duties
which vary in different contexts or countries and are
often connected to nurses’ training or degree as well as
their professional level.36 37 Both are central aspects of
the research question which does not focus on nurses in
a subordinated role but as persons in charge. In either
case, limited responsibility and duties need to be
included in studies addressing nurses’ DM.
This article is based on the idea that DM is an inter-

action between two or more (not necessarily conscious)
actors influenced by several factors. This means to distin-
guish between (1) the observable behaviour resulting
from decisions made before and (2) the self-statement of
decision-makers with or without any incentive to act. Both
approaches are part of DM and its interactive and proces-
sual logic38 39 but do not fully appreciate the complexity of
DM. For this reason, they are both part of the study.
The aim of the study is to explore factors influencing

the DM processes of nurses with a special focus on NPI
for the treatment of breathlessness. It investigates DM in
situations where nursing professionals have leeway for
decisions.

METHODS AND ANALYSIS
Study design
This is a qualitative study combining two different data
collection methods, participant observation and expert
interviews and data analysis. It merges into an reflexive
grounded theory (RGT) approach40 which integrates
Goffman’s framework analysis (FA).41 It integrates the
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participants’ observable behaviours and their accounts
in analysing DM as an interactive and contextual
process. Its underlying theories signify that it is possible
to describe the subjective perspective of actors in social
situations,42 43 as well as the structures of these situa-
tions.44 These underlying theoretical assumptions are:
▸ Symbolical Interactionism and American Pragmatism

as basic scientific-theoretical foundations of the GT
approach.45 Its research logic is also part of the
enhanced approach of the RGT.

▸ An ethnographic perspective allows the participation
in the living environment of participants and relevant
social situations.40 For this reason, participant obser-
vation46 is an elementary aspect of data collection.

▸ Systematic self-reflection of the researcher and reflec-
tion of the research process are conducted by a meth-
odological alienation.40 Memos, retrospective
confrontation in peer group discussions and a
research diary, as well a conceptual framework to be
built as a step of the FA are tools to assure this
alienation.
In this way, the researcher gains a deep understanding

and explanation of the social situation, that is, the phe-
nomenon in question. At the same time the identifica-
tion of factors influencing social situations (here: the
DM) needs to consider the context and structures
behind the (re-)actions of participants: the organisation
of the social situation itself.41 This assumption is essen-
tial in other studies which also use parts of the theoret-
ical framework Goffman developed.47–49 Goffman’s FA
adds to the paradigm of symbolical interactionism, the
issue of potential problematic structures of the general
understanding in communication.41 ‘What is going on
here?’41 is the main question, and the answer results
from the behaviour and reactions of participants.

Setting and study population
Special medical fields are chosen for data collection
such as palliative or hospice care and respiratory medi-
cine or cardiology. Patients in these settings are more
likely to have breathlessness due to their underlying dis-
eases. At the same time the settings vary regarding
organisational structure or focus and different stages in
disease course. These differences provide initial informa-
tion for probable theoretical sampling. Potential partici-
pants are professional nurses working with patients
suffering from severe breathlessness. Apart from the
nurses’ professional context, inclusion criteria are
working in the setting for more than 2 years and giving
informed and ongoing consent. Observed patients need
to have severe breathlessness, either as diagnosis on
admission, general symptom (distractive and leading
symptom) or acute attack. They also need to give
informed and ongoing consent.
The use of participant observation in daily practice

and during situations when patients have severe breath-
lessness affects other groups in addition to the involved
nurses. These are:

▸ Patients with breathlessness themselves
▸ Other staff members
▸ Visitors
▸ Family members
They are informed by posters, information sheets and

the researcher’s general introduction.

Theoretical sampling
Following the RGT approach, a purposive, theoretical
sampling is used to focus on special phenomena or cate-
gories and to contrast them.40 45 50 The initially evolving
categories are first theoretical steps and guide further
sampling. Therefore, the participant observations start
broadly, focus on important points emerging through
the process of analysis51 and are contrasted by qualitative
interviews with the observed nurses containing their
accounts and reflections.52 First expected theoretical
aspects guiding the sampling are the special field/discip-
line, institutional policies and culture, implemented
structures of care, available resources as well as individ-
ual work experience. Therefore, the initial sampling
consists of an internal ward including palliative care in a
regional hospital, a respiratory ward in a university hos-
pital and an inpatient hospice supported by a hospice
society. These institutions are located in an industrial
area in North Rhine-Westphalia, Germany, but data col-
lection is not limited to this province.
Approximately five to seven institutions will be included

in data collection. In each institution, two to three nurses
will be observed several times and interviewed afterwards.
The sample will include male and female nurses with dif-
ferent degrees and work background.

Field access
Getting field access is a challenge in studies using par-
ticipant observation. Many colleagues feel uncertain, if
care situations could be identified which they experi-
ence as unsatisfactory. Recruitment of affected patients
is also problematic because they are highly vulnerable.
In addition, many institutional aspects, stakeholders and
their interests need to be considered. For instance, man-
agement and workers’ councils in each institution, the
ward’s team and finally the participating nurses all need
to agree with participating in the research. In this study,
the researcher will contact the nursing management of
relevant institutions by mail or telephone. As gate-
keepers they can help to get permission to the institu-
tion and its relevant stakeholders. The nursing teams
will be contacted simultaneously or shortly afterwards,
depending on the gatekeepers’ recommendations. After
the researcher’s introduction and a presentation of the
study, the team and each individual nurse have to
decide if they want to take part in the study.

Research process
Given the two methodological backgrounds of RGT and
FA, data collection and analysis integrates them through
triangulation.53 Participant observations and qualitative
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expert interviews will be analysed separately and differ-
ently. At the same time, the whole process is iterative
and interactive using constant comparison, the coding
paradigm and the synthesis through reflexivity as main
aspects off the RGT approach.40 Figure 1 shows the
whole research process. This process will be completed
by the time of saturation, that is, no further concepts
will amplify the developed theory.

Data collection methods
Participant observations are46 understood as a
process51 52 (see figure 1) where the researcher needs to
behave adequately in the field,51 towards participants
and in situations as they arise. Therefore, language and
clothing can be as important as trustworthiness, an
open, non-judgmental contact or quiet listening.
In ethnography, participant observation is also

described as the researcher’s attitude during field
research shifting repeatedly between the role of partici-
pant and observer.54 This poses a great challenge for
researchers as their continuous self-reflection is required
to handle potential (inner-) conflicts between observing
and participating. In the context of the study and data
analysis, this also means reflecting on one’s own social-
isation and assumptions about what is going on in a
special situation. The researcher (CD) is trained as a
nurse. This facilitates orientation in as well as access to
the field. However, it also reinforces potential role
conflicts.
In this study, participant observations cover one shift

including overtime and are comparable to an internship
or job shadowing. Usually, one nurse is accompanied for

the entire duration, with the exception of situations in
which the affected persons have not consented. Field
notes are written down during the observation. They are
oriented on open questions guiding the researcher’s
perception (Who? What? How? Where? With whom?
Why? When?). During the research process, participant
observation should specify and may focus on, single
aspects such as special breathlessness situations or the
team structure.
The qualitative expert interviews have a narrative char-

acter.55 56 They take place in a familiar atmosphere and
at a place of the participants’ choice. After an explan-
ation of the narrative character of the interview, an
initial question is asked: ‘Please try to remember two
patients with breathlessness you cared for and situations
in which they had severe breathlessness. What did you
do in these situations and why did you do it?’
In the process of a narrative interview56 the phase of

the participant’s narration is followed by further enquiry.
A second part of the interview uses findings from partici-
pant observations to reflect them52 and to generate
descriptions of participants’ implicit interpretation pat-
terns. These findings will change within further theory
development, that is, the second interview part will
change during the research process. A first example is
shown in the online supplementary file 1.

Data analysis methods
The analysis is computer guided using F4 to transcribe
the audiotaped interviews verbatim, and MAXQDA to
analyse the observations protocols as well as the inter-
view transcripts.

Figure 1 Process of data collection and analysis.
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As defined by the RGT approach, data analysis and
data collection are simultaneous and circular.40 45 50

Theoretical sampling will be conducted and the coding
process will involve the coding paradigm as well as the
method of constant comparison.
The notes from participant observations will be

written down as observation protocols.51 54 These proto-
cols can be analysed using the FA design (about the
explanations of Flick52), illustrated in three steps con-
ducted in circular fashion. All steps of this approach
and their measures are also illustrated in the online
supplementary files (supplement 2).
1. Sequence analysis: The protocols will be sectioned

and the emerging sequences will be named/labelled.
Apart from the general time elapse of the shift and
its organisational operations, some of the sequences
will be strictly sorted in chronological order. They
can also be mixed with descriptions about the way
things are carried out or the aims behind a (re-)
action, the way of communication and specific situa-
tions giving the observer food for thought. However,
the time elapsed and the chronology of special situa-
tions will be reconstructed.

2. Development of construct frameworks and a leading
perspective: assisted by questions developed from the
Theory of FA, this step aims to identify the organisa-
tional structures or principles of ‘what is going on’ in
a social situation. Apart from the structured analysis of
the situations, different theoretical perspectives are
applied to the recorded situations. One leading per-
spective will be formulated at the end of the process.

3. Generation of typologies: The identification of com-
monalities and differences out of the described
organisational principles (step 1 and 2) allows us to
typify different situations, that is, the actors’ beha-
viour and the underlying structures. Thereby it is pos-
sible to compare and contrast influencing factors
which occur in focused breathlessness situations and
general participant observations as well as in different
institutions.
The transcribed expert interviews will be coded in an

open, axial and selective format following the GT
approach.50 Open coding will be conducted to identify
occurring phenomena that can be compared, ques-
tioned and sorted via codes, whereas axial coding aims
to systematically analyse key categories. Relations
between different categories are described on the basis
of the data material. The coding paradigm45 with its sub-
categories and generative questions are used in this
coding phase. Thus the researcher identifies correl-
ational models of the evolving theory and rarefies them.
Finally, in the phase of selective coding, the researcher
develops the core category out of the data material and
the previous correlational models.

Integration of RGT and Goffman’s FA
As stated before, the analysis of participant observation
follows the FA. The results of this process will be

integrated into the coding paradigm. Then they will be
analysed together with the data from the expert inter-
views (figure 2). The coding paradigm is also shown in
figure 2. It answers the main question of ‘What is going
on here?’ This central phenomenon and its described
strategies are then related to its contextual factors which
appear to constitute the influencing factors of the DM
process described.
This integration is possible because of the related

basic distinctions of the underlying microsociological
interaction theories and similar methodological
approaches explained before. At the same time, the FA
and its use as data analysis for the participant observa-
tions allows to examine the social interaction with its
symbols and assumed roles and the organisational struc-
tures of the social interaction itself.57 58 It provides the
theoretical framework as operationalised in this study to
analyse the data.44 52

Ethics and dissemination
The participants are nurses, that is, experts, who share
some of their professional experiences and decisions as
well as their daily work. In the interviews, they may be
confronted with unpleasant memories or reflections but
are not likely to be vulnerable.59 The atmosphere of the
interviews should be informal and personal, and the
recorded part will be embedded in an open and
cooperative conversation.
Several aspects need to be considered during partici-

pant observation. The institutional setting with its own
structures is one, but different persons involved (see
‘study population’) demand the researcher’s sensitivity
to possible irritations or uncertainties, for example,
when nurses feel controlled, or when other staff
members not participating in the study do not wish to
be mentioned. Conflicting interests may arise; for
example, participants may ask the observer to take over
part of the nursing care herself to compensate staff
shortage. In addition, the observed situations are often
intimate interactions within the caring relationship or
highly vulnerable situations of patients experiencing
breathlessness, that is, an existential and threatening
symptom.
Therefore, the researcher needs to assure participants

that informed and ongoing consent is warranted, and
no information about participating nurses will be passed
on to senior staff or the institution.59 To achieve this
purpose
1. A written Study Information leaflet is handed out

and repeated orally before the data collection starts.
Participating nurses and involved patients give their
written informed consent and repeat their ongoing
consent orally.59

2. The management as well as workers’ representatives
or council will control this procedure and need to
give their consent, too.

3. Data will be pseudoanonymous, but no data will be
recognisable by others than the researcher.
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Results of the study will be presented at several con-
gresses and in all participating institutions. They also will
be published in high-quality peer-reviewed international
journals and in German journals addressing registered
nurses. Finally, the study will be distributed as PhD
thesis.

DISCUSSION
The study aims to explore nurses’ DM in a special clin-
ical situation under consideration of factors influencing
this interactive process. It was inspired by two major
aspects. One is the challenging symptom of breathless-
ness often urging nurses to react in an acute clinical situ-
ation but without clear instructions on which
interventions to use. In addition, work circumstances
vary and foster or inhibit possible treatment options.
Second, nurses’ DM in breathlessness situations is a pro-
fessional interaction with a vulnerable person. There is
little knowledge about ethically relevant clinical DM and
its influencing factors in daily care, especially with the
focus on decisions where the nurses need to act and
cannot delegate their responsibility.
Findings help to explore the specific perspective on

nurses’ treatment choices in breathlessness and their
implicit knowledge about interventions to palliate severe
breathlessness. Thereby, the study will provide insights
into nurses’ decision-making processes and the main
factors including relation to different settings, knowl-
edge, persons or circumstances.

The results could help to initiate a practice develop-
ment process with regard to institutional aspects and
guide the clinical care for breathless patients. They may
also give first indications for further research on hith-
erto disregarded nursing interventions in severe breath-
lessness. The clarification of treatment options within
the patient–nurse interaction could influence the focus
on NPI and their meaning for different qualities or
durations of breathlessness. This has implications in
daily practice for German nurses but for other nursing
staff.16 Results may also influence the discussion about
nurses’ scope of responsibility in breathlessness care.
From a methodological perspective, we acknowledge

that sociologists have been discussing the implications of
Goffman’s theories for psychiatry, nursing homes and
also hospitals.60 61 This outside perspective is hardly
adopted in health research, albeit a few qualitative
studies of practice reflection discuss it.62 The integration
of an RGT approach and the FA as an approach for data
analysis may supplement sociologists’ results and theor-
ies with findings from an inside perspective of health
research. At the same time, FA applied in health
research could add aspects to (Nursing) DM or
Interaction Theories.
Overall, the use of the introduced triangulated design

is complex and has to show its practicability and utility
for health research. Nevertheless, this systematic but
open application of the FA gives this important theory
some elements of structure which are important for use
as research design.

Figure 2 Integration of reflexive grounded theory and Goffman’s framework analysis.
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Limitations may be attributed to challenges in field
access as mentioned. As this is a qualitative study, its
results are valid for the population and circumstances
under study but cannot be generalised easily. Finally, it
remains to be seen whether the chosen theory-based
approach will do justice to the different levels of ethic-
ally relevant clinical DM, the patient–nurse interaction,
the clarification of treatment options and possible fric-
tions between these aspects.
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