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Abstract Objective: There was increasingly demand of participation in surgical decision-
making among Chinese patients with prostate cancer. However, due to the complex healthcare
system and advanced care settings, it is quite challenging for the patients to gain sufficient
support from the institute and the government. This research aimed to investigate the factors
that impact the degree of participation in surgical decision-making among Chinese prostate
cancer patients.
Methods: A phenomenological approach of qualitative research based on the results of semi-
structured interviews was adopted, to explore the influencing factors which hinder the partic-
ipation in surgical decision-making. Consolidated Criteria for Reporting Qualitative Research
were utilized. Up to 160 post-operative patients who had undergone radical prostatectomy
along with 68 medical and nursing staffs, were purposively recruited in this research. This
retrospective study was carried out from September 2018 to August 2019. After recording
and transcribing the interviews, the interview materials were evaluated via the Colaizzi’s
seven step approach and the NVivo Version 10 software to analyze the interview content.
Results: According to the analysis and summary of the interviews, there were three factors
affecting the degree of participation in surgical decision-making. Firstly, insufficient informa-
tion was provided by medical and nursing staffs because of their lack of time, proper commu-
nication skills, and career experience, as well as difficulties in the development of patient
decision aid and inconsistent resource availability. Secondly, the cognitive level of decision-
making among patients was relatively low due to poor psychological endurance, insufficient
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amount of education, senility, and less knowledge and information demand. Ultimately, deci-
sions were constantly made by family members with/without patients.
Conclusions: The degree of participation of Chinese prostate cancer patients in the surgical
decision-making had much space for improvement.
ª 2022 Editorial Office of Asian Journal of Urology. Production and hosting by Elsevier B.V. This
is an open access article under the CC BY-NC-ND license (http://creativecommons.org/
licenses/by-nc-nd/4.0/).
1. Introduction

Prostate cancer (PCa) is one of the most common human
malignant tumors and the second leading cause of death in
male worldwide [1]. With the trend of an aging society, the
prevalence of PCa is increasing every year, and has become
the ninth leading cause of cancer deaths in China [2]. The
surgical methods of PCa are diversified, and the patient’s
autonomy and right to choose the surgical method also
need to be fully embodied.

In the 1990s, Charles et al. [3] firstly proposed the idea
of shared decision-making. It was based on good commu-
nication, during which doctors determine the surgical
decision-making and treatment options in combination with
patients’ preferences [4]. Shared decision-making can
encourage patients’ participation to arrive at the best de-
cision so as to promote a good medical outcome and pre-
vent patients’ regret afterwards [5]. To achieve the goal of
shared decision-making, the following standards must be
met: Both the doctors and the patients have a clear un-
derstanding of the patient’s condition; all information and
consultations about the disease are amongst open access
resources; the doctors and the patients have a unified goal
on the outcome of patient treatment; all kinds of medical
treatment should be deliberate between the doctors and
the patients; both the doctors and the patients are aware
of the consequences of different medical treatments.

Domestic researches [6,7] on cancer patients’ partici-
pation in decision-making showed that patients’ actual
participation was relatively less than sufficient, and we still
lack tools and clinical applications to shared decision-
making amongst cancer patients [8]. Studies abroad
showed that the options of surgical treatments for PCa
patients were mainly determined by urologists and influ-
enced by the level of stress the patient’s family [9]. At
present, there is no qualitative study on the degree of PCa
patients’ participation in surgical decision-making in China.
This study focused on the influencing factors of surgical
decision-making of PCa patients through interviews with
patients who were informed with the diagnosis of PCa, as
well as with the medical and nursing staffs who were
specialized in the treatment of PCa, in order to offer better
clinical patient decision aid (PDA).
2. Methods

A phenomenological approach was applied to the qualita-
tive study, and the data were collected through individual
in-depth interviews. The goal of phenomenological
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research is through describing the complexity of the world
experienced by the participants in order to discover the
common meanings underlying empirical variations of a
given phenomenon, and the ultimate purpose is to discover
the essence [10].

2.1. Participants

Participants were recruited in a urology center of a
general tertiary hospital in Shanghai because of its
outstanding clinical and research performance. The
research was conducted from September 2018 to August
2019. The patients were screened by the investigators
with the target sampling method according to the
outpatient appointment list of urological experts. The
investigators then determined the eligibility of patients
for the study. Patients were included if they were (a)
aware of their disease and condition, (b) fully conscious
without any communication dysfunctions, (c) scheduled
for radical prostatectomy, (d) fully informed of the
research contents. Patients were excluded from this
study if they had difficulties in communicating using
Mandarin, mental illnesses, severe cognitive impair-
ments, or difficulties in communication. Researchers
also invited medical and nursing staffs with different
professional titles, educational backgrounds, and
experience in the urology center to participate in this
study. General information of patients with PCa, as well
as medical and nursing staffs were collected (Appendix
1). The number of participants was determined by
data saturation, until no new themes emerged during
the coding process [11]. We interviewed 160 patients
and 68 medical and nursing staffs. The unqualified
interview materials (such as the content deviation from
the research topic and vague expression) were
excluded, and finally the interview data of 34 patients
and 16 medical and nursing staff were included. The
patients’ characteristics are shown in Table 1 and
medical and nursing staffs’ characteristics are shown in
Table 2.

2.2. Preparation before interview

2.2.1. Researchers
The researchers consisted of two professors and four clin-
ical workers with qualitative research experience. They are
good at communicating with patients and understanding
the real situation of patients and clinical work, which is
conducive to obtaining true and comprehensive information
in the research.
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Table 1 Characteristics of patients (nZ34).

Characteristic Value

Age, mean�SD, year 65.32�4.17
PSA, mean�SD, ng/mL 78.94�15.73
Marital status, n (%)
Married 32 (94.1)
Single 2 (5.9)

Education level, n (%)
Middle school 9 (26.5)
High school 22 (64.7)
Academic degree 3 (8.8)

Payment way, n (%)
Medical insurance 28 (82.4)
Self-paid 6 (17.6)

PSA, prostate-specific antigen; SD, standard deviation.

Table 2 Characteristics of medical and nursing staffs
(nZ16).

Characteristic Value

Gender, n (%)
Male 11 (68.8)
Female 5 (31.2)

Age, mean�SD, year 34.26�11.34
Working year, mean�SD 16.42�10.91
Professional, n (%)
Junior 4 (25.0)
Intermediate 7 (43.8)
Senior 5 (31.2)

SD, standard deviation.
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2.2.2. Research tools
Prepare some notebooks, neutral pens, a laptop, and a
voice recorder.

2.2.3. Interview outline
Through searching the relevant data at home and abroad
about the decision-making factors of PCa surgery, we
reviewed the published researches, consulted the medical
experts who specialized in the treatment of PCa, combined
the researchers’ clinical experience, and then designed the
preliminary interview outline. Before the interview, ex-
perts with qualitative research background were invited to
provide guidance to researchers from the aspects of
communicating skills and data analyses. The researchers
firstly conducted a pilot interview with three participants
(one patient, one medical faculty, and one nursing staff),
and modified the questions which were answered vaguely
by the participants. In the process of interview, we paid
attention to the direction and scope of the interview,
avoided the interviewers’ digression from the topic and
omission of important contents, revised the ambiguous
problems in the outline, and supplemented the missing
contents. After the revision, the interview entries included
more specific questions that enabled the participants to
express their feelings more clearly. Questionnaires of pa-
tients’ participation in surgical decision-making, and
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questionnaires of medical and nursing staffs on patients’
participation in surgical decision-making are shown in
Appendix 2.

2.3. Data collection

The researchers contacted the interviewees in advance,
made an appointment, and arrived at the interview place in
advance. Before the interview, they checked whether the
equipment was in good condition and debugged to ensure
that the research tools were in functional state. The
interview was carried out in a quiet room in the outpatient
department, in order to let the participants express their
feelings more comprehensively and to get information as
complete as possible.

Semi-structured interview is the preferred method of
data collection in phenomenological analysis and recording.
This method enables participants to reflect through
communication, thus facilitating more in-depth discussion.
Before the interview, the researchers briefly introduced the
purpose and content of the research, so that they had a
preliminary understanding of the research. The in-
vestigators adopted an open-ended interview in a process
that the order of the questions was used flexibly depending
on the flow of the interview.

The interview began with the questions: “Please tell me
about your decision-making experience?” “How did you
make the decision on your surgery?” “How much did you
participate in making this surgical decision?”. The inter-
viewer paid careful attention to participants’ responses,
and then asked the following questions: “In which aspect
would you like to participate?” “were your initial ideas
consistent with your final decision?” “Did you communicate
with doctors about the surgical decision-making plan?” “Did
you understand the information related to decision-making
provided by the medical staffs?” “Did the doctor take your
points and ideas into consideration?” “were you satisfied
with your decision during the entire surgical procedure?”.
This approach allowed the interviewer to probe into
detailed experience of participants further [12]. When
switching questions, the researchers firstly made an
appropriate summary of the previous narrative, and then
transitioned to the next one naturally. We commenced the
interview with simultaneous recording, and each interview
time was controlled approximately 30 min to 1 h. Partici-
pants were encouraged to express their feelings and
thoughts as much as possible in the process. Interviewers
listened carefully and proposed questions in a timely
manner with an objective language with no guidance or
comment. Meanwhile, we recorded the interviewees’ ges-
tures and emotions objectively in order to analyze the data
later.

At the end of the interview, the interviewees filled in the
general information questionnaire, and then confirmed the
contact information to facilitate the verification at the
later stage.

Finally, the data of 34 patients and 16 medical and
nursing staffs were analyzed and returned to each inter-
viewee in the form of documents to verify the authenticity
and accuracy of the contents.
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2.4. Data analysis

Each interview was transcribed verbatim from the audio
recordings within 48 h of the interview session. The
interview materials were evaluated with the Colaizzi’s
seven-step framework [13,14]: (1) The researchers read
each interview carefully to obtain an overall under-
standing of the decision-making process of each patient;
(2) the important sentences in the interview materials
were inspected and the most meaningful statements were
extracted; (3) the meaningful statements were carefully
studied and coded, such as “insufficient time” “lack of
communication skills” “difficulties in the development of
PDA” “insufficient career experience” “inconsistent
resource availability”; (4) the coded phrases were
emerged as three themes and 11 subthemes, such as
inadequate information provided by medical and nursing
staffs; (5) the themes and subthemes were integrated into
the patient’s surgical decision-making process and
described in detail; (6) the basic structure of the factors
affecting patients’ surgical decision-making was estab-
lished; (7) finally, the themes were returned to 34 pa-
tients and 16 medical and nursing staffs to verify the
authenticity of the results.

The researchers used NVivo Version 10 software (QSR In-
ternational, Melbourne, Australia) to analyze the meaningful
statement and coded. The data collection and analysis
occurred concurrently. The coding process included three
distinct phases: (1) Open codingdthis phase separated the
theme or concept from the data, and then generated codes,
during which we were able to encode using our own lan-
guage or the original content; (2) axial codingdthe re-
searchers selected the content of the initial codes, carried
on the clustering process, and made connections between
the categories; (3) select codingdwe collated and refined
the code for each category, and established the relationship
between categories and subcategories [15]. Any discrep-
ancies about the theme were discussed until a consensus had
been reached. The words used for coding were based on the
researchers’ explanation and terms from related literature.
As a result, there were three central categories in this study.
We described the formulation of the three central categories
exhaustively, quoted the original descriptions for authen-
ticity, and established the fundamental structure of the
research. The final obtained results were shared with the
participants to ensure reliable results, and the researchers
would confirm the findings with the participants. Interview
replies, the transcription, and results of data analysis were
cross-verified to reach data triangulation. Applied triangu-
lation can decrease researcher bias, provide a variety of
perspectives for the phenomena under the study, and in-
crease its validity [16].

In this study, the use of phenomenology had not only
promoted the rigorous of this research, but also provided a
deeper understanding of the interview context. The inten-
tion was to investigate the influence factors in the degree of
participation in surgical decision-making among Chinese PCa
patients. Criteria for reporting qualitative research, which
contained a 32-item checklist for interviews and focus
groups [17], were adhered when writing the manuscript
(Appendix 3).
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2.5. Rigor

For the trustworthiness of the qualitative study, we fol-
lowed the Lincoln and Guba’s criteria [18]: Credibility,
transferability, dependability, and confirmability. Credi-
bility was achieved in the study through triangulation.
Transferability was set up based on massive data collection
and exhaustive description of data. The dependability and
confirmability were established by the researchers with
qualitative experiences applying triangulation in the data
collection and analysis. In order to decrease the bias, the
study group held meetings frequently to discuss the dif-
ferences among them until arriving at the final consensus,
so as to ensure that the interpretation of the theme cluster
was meaningful and reasonable.

3. Ethical considerations

In this study, we adhered to the ethical principles, including
respect, competence, responsibility, and integrity. Before
receiving the interview, information about the study,
voluntary participation principle, and the confidential
handling of the interview content were described to each
interviewee. Then, patients, their family members, as well
as medical and nursing faculties were given informed con-
sents for participation. Permission to conduct this study
was provided by the Nursing department of Changhai Hos-
pital, received Institutional Review Board (IRB) approval of
Changhai Hospital (approval No. CHEC2020-111).

4. Results

After analyzing and summarizing the data through in-
terviews, three themes were summarized: (a) Inadequate
information provided by medical and nursing staffs; (b) low
cognitive level of patient’s decision-making; (c) influence
of family members in patients’ decision-making.

4.1. Inadequate information provided by medical
and nursing staffs

4.1.1. Insufficient time
Although medical and nursing staffs were considered the
most important and reliable providers of medical informa-
tion [19], we spotted that due to lack of sufficient commu-
nication, the information exchange between patients and
medical and nursing staffs before surgery was insufficient.

Doctor 18: “We need to go to the operation room
immediately after we make the rounds, so we do not
have much time to explain to the patient clearly.”

Doctor 3: “There are many operations every day, and we
are too tired to talk after the operation.”

Nurse 1: “The clinical workload is overwhelming, and
there is no more time to think about how to make every
point clear to the patients.”

Nurse 26: “We have been trotting at work. We can’t get
off work on time if we work too slowly. As for those
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elderly patients with problem of understanding or
hearing, explaining the surgical knowledge takes a lot
of time, and it will increase our workload.”

Patients expected to obtain adequate information about
their diseases before surgery and communicate with the
surgeons or nurses. However, when patients saw that the
medical and nursing staffs were busy, they gave up
consulting the problem or seeking help. Because some pa-
tients were unable to receive sufficient medical informa-
tion during consultations, these patients would be less
involved in decision-making.

Patient 9: “No way. The doctor is busy. I should not
bother him. I can understand it by myself. If I do not
understand the procedures of the surgery, I will ask the
nurse when it is convenient for her”.

Patients 11: “I can see the attending doctor once a day;
sometimes they have already finished the daily rounds
of ward before I wake up. When I want to ask them, I
could not find the doctor.”

Patient 48: “The doctor told me about my operation. I
thought the doctor was busy. Even if I did not under-
stand, I would not ask him again.”
4.1.2. Lack of communication skills
Good doctor-patient communication can promote the pa-
tient’s participation in surgery decision-making. This study
found the lack of communication skills for some medical
and nursing staffs, which was not conducive for patients to
obtaining sufficient information to assist in decision-
making.

Doctor 21: “Maybe there are many medical terminologies
in our expression, and many patients can’t understand
them. I will tell the patient the operative procedures by
sketching, but I don’t know if they can understand.”

Nurse 3: “I want to introduce the knowledge of the
disease to patients, but I don’t know how to explain it to
patients more easily. It’s too abstruse for them.”

Nurse 33: “Sometimes if they can’t understand what I
said, they would ask me repeatedly, but I don’t know
how to explain it in a plain language.”

Poor communication increased patients’ fear of illness,
hindered patients’ participation in decision-making, and
was not conducive to the consensus of decision-making
between doctors and patients.

Family member of Patient 15: “After the doctor talked
with my father, my father was confused and shocked,
and he was worried that all the complications would
happen to him after the operation, so he asked me to
make decision with the doctor.”
4.1.3. Insufficient career experience
This study found that senior medical and nursing staffs
experienced in clinical work could guide patients to make
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decisions in accordance with their condition. The knowl-
edge and experience of junior medical and nursing staffs
were relatively insufficient, who could not provide detailed
information about the illness, as well as the diagnosis and
treatment for the patients. The surgeons with less clinical
experience felt uncertainty when they faced the complex
condition.

Surgeon 40: “Sometimes I can’t say anymore. If the
content I said is inconsistent with the professor, I will
lose the trust of my patient; I have to know more about
it first.”

Nurse 5: “I’m senior and know more about the dis-
ease. I often help them to explain and communicate
with patients. Some of junior nurses’ basic knowledge
is insufficient, let alone to ask them to guide
patients.”

Nurse 19: “Only by accumulating more knowledge and
participating in learning can we provide patients with
high-quality nursing care.”
4.1.4. Difficulties in the development of PDA
PDA can be a valuable tool in providing information on
different treatment options and improving the quality
of care [20]. However, their implementation in practice
is hampered by several barriers perceived by clinicians,
such as a lack of confidence in the PDA and the con-
cerns of occupying too much time. Patient-centered
design has been proposed as a way to make PDAs more
suitable for clinical implementation [21], but there is a
lack of PDA for PCa patients in China. This study
indicated that some medical and nursing staffs wanted
to promote the development of clinical PDAs. Due to
the lack of financial support, many PDAs have not been
developed.

Surgeon 21: “We can spare some time to make health
panels, manuals, and a web-based tool, so that patients
can know more about disease knowledge, but our funds
are limited.”

Nurse 54: “I also designed and made the illustrated
manuals of PCa. It was printed out in brochures and was
taken by the patient’s family quickly. The color print was
expensive, especially when there was no special
funding.”
4.1.5. Inconsistent resource availability
Surgeons hold a prevailing opinion that hospitals in China
provide various equipment along with different ap-
proaches, such as the advanced Da Vinci system. In the
academic hospitals, the surgeons can learn more advanced
medical knowledge and technology.

Training surgeon 22: “I have never done this kind of
surgery in our hospital, let alone lecturing them, so I
came this academic hospital to learn advanced knowl-
edge and technology.”
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Training surgeon 9: “Due to the restrictions of funding
and policy, our hospital is unable to introduce Da Vinci
Robot; I hope I can learn this operation approach in this
advanced hospital.
4.2. Low cognitive level of patient’s decision-
making

4.2.1. Poor psychological endurance
The patients were worried about the postoperative recov-
ery and quality of life, and they would regret for the choice
of the surgery decision.

Patient 9: “I heard from theprofessor that theremight be
many complications after the operation. I think my body
may becomeworse after surgery than it is now. Since I am
71 years old, my body can’t endure this process.”

Surgeon 5: “Some patients worry about the serious
complications occurring to themselves, so we can’t talk
more about the complications, otherwise they will be
very anxious.”

Some patients heard the sufferings of relatives and friends
who had undergone the same surgery, it would reduce pa-
tients’ initiative for participating in surgical decision.

Patient 34: “My friend’s father suffered from the same
disease, who relapsed quickly after the operation, and
his situation is not very good. My father is afraid that
the postoperative situation will be the same with him,
so he is reluctant to have the operation now.”
4.2.2. Low level of literacy
Patients with bachelor’s degree or above would understand
the knowledge and treatment of diseases well, and did not
want to be in a passive position in the decision-making
process [22]. In this interview, we found that patients with
high education level had strong willingness to take part in
surgery decision-making.

Patient 31: “My health is up to me; I will take the initia-
tive to ask the doctor to help me understand my condi-
tion, and otherwise how can I confirm anything else!”

Patient 17: “I read the book of Professor ) (the pro-
fessor’s last name was omitted here) before I was hos-
pitalized and inquired the information on the internet; I
found the best professor, so I came here. I’ll commu-
nicate with the professor for the treatment plan on my
mobile phone.”

Patients with low educational level were unable to un-
derstand the medical terms and complex conditions
because of lack of knowledge about diseases. Therefore,
patients preferred to listen to doctors or family members.

Patient 18: “What the doctor said is too professional to
understand, but I think the hospital is very good and we
believe them.”

Patient 7: “I have few knowledges about my disease and
have to trust the surgeons. I’ll do what the doctor said.”
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4.2.3. Elder age
Because of the impairment of understanding and cognitive
function, the awareness of acquiring knowledge and treat-
ment of disease is not strong in elderly patients. Medical and
nursing staffs are reluctant to spend much time communi-
cating with them. In decision-making, patients want help
from relatives and friends, resulting in a passive attitude of
elderly patients in the decision-making process [23].

In this study, we found that the elder age, as a group
characteristic of patients, hindered patients from partici-
pating in surgery decision-making due to the degeneration
of physiological function.

Patient 61: “My hearing is not good; I had difficulty in
communicating with the doctor and my daughter had to
translate between us, so I left the talk to them.”

Patient 10: “As an old man like me, I do not expect to
live for many years, so I do not worry. Let doctor and my
children decide.”
4.2.4. Less knowledge and information demanded
Some patients reduced the need for information on disease
diagnosis and treatment because they had difficulty in un-
derstanding complex medical knowledge. Patients could
not perceive the risk of their disease or the significance of
treatment accurately, nor could they participate in
decision-making actively.

Patient 28: “I didn’t understand what they said, so I left
all my decisions to my son.”

Surgeon 2: “Sometimes I want the patients to listen to
how the operation is done, what condition of the dis-
ease is, and what risks they will take for surgery. They
would say they do not need to listen to it. His family
makes decisions and I cannot force them to listen.
4.3. Influence of family members in patients’
decision-making

4.3.1. Family members and patients made decisions
together
Influenced by Chinese traditional cultural background and
social situation, every family member feels obligated to
take care of others, especially when the family member is
ill or encounters difficulties [24]. Family members helped
patients collect relevant information and treatment
methods of the disease from many aspects, and chose the
appropriate therapy for the patient.

Family member of Patient 34: “When I knew that my
father was ill, I asked for help from my relatives and
friends and visited the Hao Daifu (it means “good doc-
tors” in English) website to know something about the
relevant information and therapy about my father’s
disease.”

Patients acquired information about disease treatment
decisions and preferred to consult relatives and friends,
instead of doctors [17]. They wanted relatives or friends to
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participate in doctor-patient communication and help
make surgery decisions.

Patient 14: “The surgery decision is yet to be discussed
by my families.”

Patient 17: “Our parents have passed away, so we have
to consult with my relatives and make a joint decision.”

Patient 18: “How can I decide such an important thing
by myself? It must be decided by my family together.”
4.3.2. Family members made decisions for the patient
instead
However, we found that some family members worried
about the patients’ losing control over their emotions after
they knew their actual situation and couldn’t communicate
well with doctors, so some family members deprived the
patients of their decision-making autonomy and made de-
cisions directly.

Patient 27: “My son said that I would be all right after
the operation and that I could live like a normal person
in the future.”

Family member of Patient 4: “My dad listened to my
advice. I always find the best doctor to treat him.
Therefore, he does not worry about the operation.”

Patient 39: “My son said that he would take care of
everything. I am old so I depend on my son. What should
I worry about?”
5. Discussion

Our research showed that Chinese PCa patients were not
enthusiastic participants in the surgical decision-making
process, showing negative and passive attitude. The
decision-making process was described as the interaction of
three aspects consisting of a doctor, a patient, and a
background factor [24]. As far as patients are concerned,
participating in shared decision can have a comprehensive
understanding of their disease and treatment methods, and
improve prognosis; for doctors, they do not have to take all
peri-operative risks by themselves. They can not only get
the understanding of patients and their families, but also
be free from some difficult treatment options, which is also
conducive to the clinical work.

5.1. Strengthen medical staff’s professional
knowledge and interpersonal communication skills
and promote the implementation of shared
decision-making

The implementation of shared decision-making requires the
participation of multidisciplinary teams. Specialized medi-
cal and nursing staffs can provide professional information,
evaluate patients’ needs for decision-making, and super-
vise the implementation of PDAs in patients’ decision-
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making process, so as to promote the implementation of
shared decision-making effectively [25]. This study found
that the junior nurses could not communicate with patients
effectively because of the limitation of their professional
knowledge, thus affecting the degree of patients’ partici-
pation in decision-making.

Managers need to strengthen the training of junior
medical and nursing staffs. In addition, Giguere et al. [26]
have concluded that improving the communication skills of
medical and nursing staffs can improve the enthusiasm of
patients to participate in decision-making. When commu-
nicating with the patients, they feel that they are treated
with dignity and friendliness. Specialized medical and
nursing staffs also need to enhance interpersonal commu-
nication skills, which can not only change the traditional
concept of doctors leading diagnosis, but also promote
patients to communicate with medical and nursing staffs
actively, express their thoughts, and participate in deci-
sion-making.

5.2. Ensure the patient’s autonomy to participate
in surgery decision-making and improve shared
PDAs

The study found that due to the influence of patients’
educational level and age, and the constraints of tradi-
tional culture, some patients’ surgery decisions were made
directly by relatives and friends. Sometimes even the pa-
tients themselves were excluded from the decision, which
was a deprivation of patient autonomy in decision-making.
Specialized medical and nursing staffs introduced the basic
treatment information and nursing measures to patients in
a simple and easy language, and analyzed the advantages
and disadvantages of all optional treatment by the
decision-making manuals, videos, and health knowledge
lectures. At present, diversified health education has been
introduced, such as rehabilitation assistance, WeChat, and
multimedia based on information platform. It has been
helpful in clinical work and aids to meet the needs to ac-
quire health knowledge for patients [27]. However, the
quality of health education knowledge is unbalanced, and
some professional terms are still difficult to understand,
and there are many limitations in the application of PDAs,
such as high cost, complexity in operation, and prolonged
time for clinical application [28]. Therefore, it is urgent to
develop an intuitive and easy approach of implementing
PDAs to improve the application effect in the outpatient
clinic for PCa patients in China. At the same time, different
levels of PDAs should be implemented according to the
patients’ wishes and health literacy level. For example, for
patients with low level of health literacy, the intuitive and
illustrated brochures on prostate knowledge could be
offered, and they could be guided to read the publicity
column on the treatment of PCa in the department and
provided with explanation of professional knowledge by
nurses; for patients with intermediate level of literacy,
specially designed manual on the comprehensive treatment
of PCa and multimedia lectures on health education could
be given to them; for the patients with high level of liter-
acy, books with detailed disease description could be
offered to them. Measures above may contribute to
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improving quality in medical service for patients, as well as
their ability to participate in a better decision-making.

6. Conclusion

The degree of participation of Chinese prostate cancer
patients in the surgical decision-making has much space for
improvement. It is necessary for clinicians to provide
appropriate assistance during patient decision-making by
offering a shared decision-making system based on clinical
practice so as to enable patients to obtain the essential
information throughout the treatment, and to ultimately
improve patients’ degree of participation.
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