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1  | INTRODUC TION

End- stage renal disease (ESRD) is a serious public health problem, 
and its incidence and prevalence are increasing globally (Wetmore & 
Collins, 2016). According to a report by the United States Renal Data 
System, the incidence and prevalence of ESRD in Taiwan have ranked 
first worldwide for many years (U. S. Renal Data System., 2018). In 
addition to kidney transplantation and conservative management, 
haemodialysis and peritoneal dialysis are currently the primary ther-
apies for ESRD. These different treatment options will have differ-
ent effects on a patient's family, work and social activities (Hamilton 
et al., 2017; Khan et al., 2019). Through shared decision- making 
(SDM), patients can obtain information regarding different renal 
replacement therapies (RRT) and their impacts on future daily life, 
and thereby make appropriate choices. The purpose of this study, 

therefore, is to describe the psychological change process of partic-
ipants with chronic kidney disease (CKD) during the SDM process. It 
is hoped that improved understanding of this process in participants 
engaging in SDM may lead to interventions that can increase the 
effectiveness of SDM and is aimed at assisting patients in choosing 
the appropriate RRT.

2  | BACKGROUND

Shared decision- making is an approach used in the clinical situation 
that desires the intentional and cooperative involvement of both pa-
tients and healthcare professionals (HCPs) in the process of delibera-
tion about treatment options (Gionfriddo et al., 2014). SDM is viewed 
as fundamental to safe and effective health care, and when there 
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thematic analysis method.
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rience the process of decision- making action. The improvement of knowledge and 
ability increases the patient's self- determination consciousness and strengthens con-
fidence in decision- making. The nurse and the patient's family are both important 
facilitating factors, and they assist through the entire SDM process.
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are reasonable options available to patients, it encapsulates a more 
patient- centric healthcare target (Joseph- Williams et al., 2014), which 
includes three stages: an information exchange, a deliberation regard-
ing the available treatment options and reaching agreement on a final 
decision (Charles et al., 1999). In the SDM process, HCPs contribute by 
providing information regarding the risks and benefits of the different 
treatment options, whereas patients put forward their own values and 
preferences. Both parties share information and then agree on the final 
treatment to be implemented (Charles et al., 1997).

The application of SDM for renal RRT is to assist CKD patients in 
making the appropriate choice of RRT and in making the necessary 
preparations. Presently, most research in this area has focused on various 
SDM interventions. The results of such studies have shown the effec-
tiveness levels of the different interventions, including increased levels 
of knowledge and decision self- efficacy, as well as the ability to decrease 
decisional conflict (Bailey et al., 2016; Causarano et al., 2015). However, 
although SDM interventions for patients have been well researched, the 
psychological change process in patients while engaging in SDM is not yet 
known. Many discussions have been made on the factors affecting RRT 
decision- making in the past. Two systematic reviews in kidney care found 
that patients' decision- making was influenced by the following factors: 
the acquisition of relevant knowledge; the relationship with others (family 
or HCPs); disruption to current life; the desired degree of control; and risks 
and benefits of treatment (Harwood & Clark, 2013; Morton et al., 2010). 
In addition, the role of culture and language, patient- professional commu-
nication (trust and power- distance), decisional awareness and decision 
ability were also influencing factors (Muscat et al., 2018). These factors 
provide valuable information, however, identifying the influencing factors 
of the choice of dialysis treatment did not convey the patient's personal 
experience in SDM. SDM differs from the general decision- making pro-
cess, for it emphasizes the transfer of power and the improvement of 
ability. Therefore, it is important to understand how the patient's motiva-
tion for participation was driven, in addition to the process of improving 
ability and decision- making awareness. These psychological changes of 
decision- making were very important.

Nurses, as the largest group of healthcare providers, are key 
in assisting participants in choosing the appropriate RRT. As par-
ticipants engage in SDM, nurses must understand the patients’ 
psychological changes as they proceed through the SDM process. 
Therefore, more studies are needed to expand the understanding of 
the psychological changes of patients during the SDM process. We 
applied the qualitative approach to capture the unique experiences 
of CKD patients during the SDM process and make helpful sugges-
tions in order to assist patients in making informed decisions.

3  | METHODS

3.1 | Design

A qualitative study was conducted from August 2017– January 
2018. Qualitative data obtained from an earlier study are reported 
in this paper. Quantitative and qualitative data were collected 

simultaneously for this study (Ho et al., 2019). We conducted three 
interviews for each participant according to the three stages of 
SDM. All of the qualitative data collected were drawn from the con-
tents of these interviews during the SDM process.

3.2 | Participants

Original transcripts from an earlier study involving a purposive sample 
of 31 participants with CKD provided a source of information. Patients 
in the original mixed- methods study (Ho et al., 2019) required the 
following criteria: diagnosis of CKD with a glomerular filtration rate 
<30 ml/min per1.73 m2, minimum age of 20 years old and the ability to 
communicate in Mandarin. We excluded those potential participants 
with absolute contraindications for haemodialysis or peritoneal dialy-
sis. The primary researcher of this study is a nephrology nurse at the 
recruiting hospital. The participants were approached and recruited in 
face- to- face conversations by the primary researcher during appoint-
ments at the hospital. In total, 36 participants were approached. Of 
those, three refused to continue at some point, one dropped out due 
to hospitalization, and one did not return to the clinic. Therefore, a 
total of 31 participants were ultimately included in the study.

3.3 | Data collection

The primary researcher who had regular care responsibilities for the 
participants and had relationships of trust with them conducted the 
interviews. Each participant of this study took part in three face- to- 
face interviews lasting about 30– 50 min each time, with one- month 
intervals between each interview. Each interview had its agenda 
based on the three stages of SDM. The primary researcher of this 
study and participants shared their views and opinions based on the 
agenda. The agenda for the first interview (C1) was to understand 
the participant's perception about their disease and to understand 
their views on dialysis treatment. The second agenda (C2) obtained 
their preferences for different treatment options. Their final deci-
sion and reasons for making the decision were shared in the third 
agenda (C3). Participants of this study were encouraged to freely 
share their feelings about the disease, their thoughts on dialysis 
treatment, and their experiences with the decision- making process. 
Audio recordings were made during all of the interviews and were 
transcribed verbatim within 24 hr, and additionally, field notes were 
taken by the primary researcher.

3.4 | Data analysis

This study applied the thematic analysis method because it is par-
ticularly useful for processing open- ended question responses 
obtained in interview data (Kao, 2001). First, the given transcript 
was read several times as a whole to determine any hidden signif-
icance. Second, the key points, events or feelings in the verbatim 
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transcripts were reviewed and were given a preliminary open cod-
ing. Preliminary categorization of the open coding was conducted in 
order to discover the conceptual attributes, and those conceptual 
attributes were then named with appropriate terms according to the 
initial categorization. Third, the related names were compared and 
summarized into sub- themes. The common sub- themes between 
the transcripts were then summarized to form themes. Excel was 
used to manage the data. The primary researcher coded the data 
and verified it with one other researcher to refine the different con-
cept categories and identify relationships among these categories. 
Reporting adheres to the consolidated criteria for reporting qualita-
tive research checklist.

3.5 | Rigour

We applied the concepts of credibility, dependability, transferability 
and confirmability to evaluate the rigour of the research (Streubert & 
Carpenter, 2010). The primary researcher has received qualitative in-
terview training, had regular care responsibilities for the participants 
and had developed relationships of mutual trust with them. In addi-
tion to this, we also conducted peer debriefing. After ending each 
stage of consultation interviews, we randomly selected one interview 
record for a peer debriefing, and the two researchers then compared 
and discussed their interpretations of the data until a consensus was 
reached on the interpretation that was most consistent with the origi-
nal meaning of the data, an approach that contributed to the cred-
ibility and dependability of data. The transferability of the findings 
was also secured by generating detailed descriptions of the study 
methodology, sample selection criteria, data collection process and 
context. Finally, the confirmability of the findings was also secured by 
checking the associated notes and text of the original data to ensure 
that the interpretations of the findings were not influenced by per-
sonal opinions and biases.

3.6 | Ethical

The study protocol for the earlier study and this secondary analysis 
was approved by the research ethics committee (CRREC- 106- 058). 
Informed consent for participation and recording was obtained be-
fore the first consultation interview began with a given participant. 
To maintain anonymity, all of the participants were only assigned 
numbers, and all identifying data have been excluded.

4  | RESULTS

Thirty- one participants ranging in age from 27 to 86 years were included 
in the original study (Ho et al., 2019). The mean age of the participants 
was 63.5 years (SD = 13.8). Among them, the majority of participants 
were male (51.6%). Most of the participants were unemployed (80.6%), 

and 13 (41.9%) had an elementary school level of education or less 
(Table 1). According to study results, we identified the SDM process for 
RRT (Figure 1). The data extract process is shown in Table 2.

4.1 | From avoidance to being forced to accept

An antecedent event consisting of a psychological change process had 
to occur before the action process could begin. The avoidance was 
usually the participant's first response, and some even refused to en-
gage in conversations about dialysis. But after recognizing the severity 
of the decline in renal function, they were forced to accept dialysis.

4.1.1 | Rejection and fear

When told they had to receive dialysis treatment, most of the par-
ticipants refused to accept it. Some of the participants felt that they 
had lost a meaningful life, they feared a life of suffering, and they 
perceived such a life to be worse than death. For example, one of 
the participants said,

I think if really I have to do it, I think every day is the 
last day 

(NO.11_ C1).

Some participants feared dependence on family members or the 
loss of autonomy in managing daily life. One of the participants said,

My husband and I can’t drive, I have to let my son pick 
me up to the hospital for dialysis three times a week. 
This means that everything depends on the child 

(NO.14_ C1).

Participants refused to face the dialysis treatment, so they had no 
motivation to understand the different forms of RRT, and became even 
more resistant to and afraid of RRT. As one patient put it:

I didn’t want to listen to any information about dialysis 
before because I couldn’t accept the need for dialysis 
at that time. When I really accepted my need for dial-
ysis, maybe I was also afraid, very afraid … Of course, I 
was afraid because I had never had dialysis, so I didn’t 
know what would happen 

(NO.15_ C2).

4.1.2 | Forced to accept

For many participants who had not yet suffered severe symptoms of 
CKD at the time of their decision- making, the experience of gradu-
ally worsening symptoms led them to eventually favour dialysis. As 
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one participant described it, reports from his physician regarding his 
disease condition, coupled with the downward trends in his kidney 
function indicated by his blood draw reports, caused him to begin to 
realize that he needed dialysis.

My body seems to have the symptoms I was told I would 
have, and the doctor told me about the possibility of 
starting dialysis. At that time, I started to feel uncom-
fortable, and I couldn’t take part in daily life, so, in fact, 
I was forced to accept reality … I was helpless, but I had 
to accept it 

(NO.2_ C1).

The participants explained how their daily life was influenced by 
increasingly severe symptoms, forcing them to face the fact that dial-
ysis was necessary.

The kidneys won't get better even if you take medi-
cine. I still can't work. I can only be…accept it. What 
can I do if I don't accept it? 

(NO.20_ C1).

Among many participants, dialysis decisions were perceived as a choice 
between a life- saving measure and facing death. Some participants realized 
that dialysis was necessary for survival and chose to accept dialysis as there 
was no alternative. Many other participants accepted dialysis when physical 
symptoms became more apparent and began affecting their daily life.

4.2 | Decision- making process of action

When participants experience a psychological adjustment process 
and can face their dialysis needs, there will be greater motivation to 

NO Ages Gender Employment status Education level

NO.2 74 Male Retirement (Professor) Graduate school

NO.3 76 Male Retirement Elementary school

NO.4 61 Female Unemployed High school

NO.5 70 Female Unemployed Elementary school

NO.6 70 Female Unemployed Elementary school

NO.10 57 Male Truck driver High school

NO.11 40 Female Housewife High school

NO.12 63 Female Unemployed Junior high school

NO.13 48 Male Repairman Elementary school

NO.14 78 Female Unemployed Illiterate

NO.15 44 Female Housewife High school

NO.16 62 Female Unemployed Elementary school

NO.17 27 Male Waiter University

NO.18 52 Male Unemployed Junior high school

NO.19 56 Male Unemployed College school

NO.20 74 Female Unemployed Elementary school

NO.22 68 Female Unemployed Junior high school

NO.23 86 Male Unemployed Illiterate

NO.24 72 Male Unemployed Elementary school

NO.25 82 Female Unemployed Elementary school

NO.26 79 Male Retirement Elementary school

NO.27 79 Female Unemployed Illiterate

NO.28 70 Male Retirement High school

NO.29 62 Male Unemployed High school

NO.30 74 Male Unemployed Junior high school

NO.31 60 Female Unemployed Elementary school

NO.32 59 Female Waitress High school

NO.33 74 Male Unemployed Elementary school

NO.34 50 Male Part- time job High school

NO.35 55 Female Housewife University

NO.36 46 Male Painter Junior high school

TA B L E  1   Participant characteristics
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understand dialysis. This is the start of the SDM action process for 
participants.

4.2.1 | Stimulating motivation

Once participants come to a decision to accept dialysis and recog-
nize the need for it, their motivation will be stimulated. This leads to a 
participant endorsing or identifying with the value or importance of a 
behaviour, and motivation to understand dialysis treatment. Two par-
ticipants described their interest in dialysis treatment as follows:

Last year, I didn’t have the symptoms. However, I feel 
uncomfortable this year, the doctor is telling me that 
my kidney function is poor….I had to face dialysis, I 
think I had to try to understand dialysis better 

(NO.29_C2).

I don't know what dialysis treatment is … I was not 
curious before, but now I am… I want to know more 
about it 

(NO.11_ C2).

4.2.2 | Misperception and clarification of dialysis

Participants used the knowledge of various modalities to assess how 
particular dialysis modalities would impact their future life, but lack 
of familiarity with dialysis and reliance on information from external 
clues led to misperceptions regarding the treatment. A participant's 
ideas often come from external clues provided by non- professionals, 
including the news media, the Internet or books. As one participant 
said,

I read in a book that it can have the problem of the 
reverse intake of dialysates, which I thought would 

make my edema worse….but this turned out not to be 
the case, peritoneal dialysis will not make my symp-
toms worse 

(NO.2_C2).

Many of the participants had preconceptions of dialysis based on 
life experiences and also word- of- mouth communication, which led 
to a negative perception of dialysis treatment. A participant put it this 
way:

I heard others say that peritoneal dialysis requires in-
tubation, and I thought that the tube would be very 
long, and not easy to carry. I did not expect… the peri-
toneal dialysis catheter is so short 

(NO.13_C2).

For some participants, these perceptions were influenced by wit-
nessing friends undergo dialysis and the negative impacts that it had on 
their lives. One participant said,

When I saw my friend's discomfort after dialysis, I 
thought hemodialysis seemed to have many problems, 
but now it sounds like there are not so many problems 
as long as the water intake is controlled 

(NO.28_C2).

4.2.3 | The contradiction about choices

Participant's clarified any misunderstandings regarding dialysis 
treatment; however, they often faced contradictions when choosing 
the appropriate treatment. Participants did not want to change their 
current lifestyles more than necessary and considered their personal 
values and preferences. All of the study participants described their 
choice as a process involving various contradictions. Facing and 
making decisions about dialysis were stressful for participants. They 

F I G U R E  1   Shared decision- making for renal replacement therapy

Family’s accompanying

Nurse’s listening

From 
avoidance to 
being forced 
to accept

Rejection and fear

Forced to accept

Stimulating 
motivation

Misperception 
and 
clarification 
of dialysis

Generating 
confidence in 
the decision

Decision-
making 
awareness

The 
contradiction 
about choices

Decision-making process of action
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had to consider their current life, values and anticipated future life. 
They talked about considering various potential choices, as well as 
about which of their preferences were most important. As one of 
them said,

I wonder if I could replace the dialysate by myself, which 
would be more flexible for me … Yes, I have financial 
considerations. I still have to work, so it would be best if 
the choice of dialysis does not affect my ability to work 

(NO.17_ C2).

Some participants believed that the time- consuming nature of dial-
ysis would restrict their daily life and take away their freedom. As one 
participant said,

Although I think that dialysis treatment performed 
by medical staff is safer, I have to think about it… be-
cause if I go for dialysis… no doubt I will have to go to 
the hospital three times a week 

(NO.3_C2).

Although participants know that kidney transplantation is the best 
option, few participants chose this treatment during the interviews. 
This differs from viewpoints in Western culture. In Chinese culture, 
parents usually consider the health of their children to be more import-
ant than their own health.

It sounds like a kidney transplant would be good, but 
if my son donates a kidney to me, what would he do if 
his other kidney gets damaged 

(NO.5_C2)?

Throughout the interviews, the participants asked the re-
searcher many questions regarding dialysis. Many of these ques-
tions were related to the different types of dialysis treatment and 
dialysis access. The questions represent contradiction and uncer-
tainty. Consultations provided information about dialysis treatment 
that they could relate to the context of their own life in order to 
make modality choices. The researcher and participant relationship 
helped to clarify the participant's personal values and preferences 
enabling the participant to select their own suitable dialysis method.

TA B L E  2   Data extract process

Theme Subtheme
Preliminary 
categorization Open coding

From avoidance to 
being forced to accept

Rejection and fear At a loss for the future What problems will I face after dialysis? The end of the 
meaning of life Loss of autonomy

I do not want dialysis, 
refusing to understand

I do not want dialysis yet Go to the hospital three times 
a week Refusing to understand

Forced to accept Awareness of disease Symptoms appear Decreased kidney function

I had to accept it Unavoidable fact Even if you feel scared, you still have 
to face it

Decision- making 
process of action

Stimulating motivation Needs after acceptance 
of dialysis

Began interested in dialysis Pose questions

Motivation The doctor told me the condition Feel uncomfortable

Misperception and 
clarification of dialysis

External clues provided 
by non- professionals

Information from the Internet or books Information 
provided via news media Information from friends or 
neighbours

Inherent views Hearsay Misperceptions Negative experiences of others

The contradiction about 
choices

The impacts of one's 
future life

Time and place can be flexible Autonomy Maintain the 
current lifestyle Affect my work

To weigh the pros and 
cons

Take away my freedom Impact on the family Kidney 
donation will affect a family member's health

Decision- making awareness I can have another choice I had the right to choose Seeking answers to questions

Behavioural activation Actively asking questions Proactively discuss with the 
doctor

Generating confidence in the 
decision

Knowledge increased 
confidence

I can perform peritoneal dialysis by myself Past 
successful experiences

What suits me best I know what suits me The better option for me

Facilitating Factors Families accompanying Psychological comfort Family is my supportive power Share my worries

Support my decision My choice is supported by my family family discuss 
together

Nurse's listening Listening to me Can relax to inquire Analyse the pros and cons with me

Trusted confidant Pour out my worries Trust each other



3436  |     HO et al.

I am concerned about dialysis tubes….I really feel con-
cerned about infection…but after the consultations 
with you, I think that peritoneal dialysis is more suit-
able for me because I need to work 

(NO.36_ C3).

4.2.4 | Decision- making awareness

When participants gain knowledge in the decision process, they be-
come more engaged in decision- making. One participant began to 
realize that they had the right to choose their preferred treatment 
during the consultation and to actively seek discussions with doc-
tors. A 44- year- old woman described active choices characterized 
by many deliberations with the doctor,

In the past, the doctor never told me that peritoneal 
dialysis was an option. He said, ‘I don’t think you’re 
suitable for that; rather, your best options are hemodi-
alysis … but now that I know about peritoneal dialysis 
… I can make a choice (C2). I know the doctor has my 
best interests in mind, but I think that peritoneal dial-
ysis is the better option for me. It isn’t the doctor who 
must ultimately decide. I discuss it with the doctor, I 
think that peritoneal dialysis is the better option for me 

(C3).

4.2.5 | Generating confidence in the decision

For most of the participants, improvements in their knowledge gave 
them increased confidence in choosing a dialysis treatment method. 
After realizing that they had the right to choose and comparing the 
relevant advantages and disadvantages, a participant expressed 
that they will choose a treatment method that is more in line with 
their expectations. As a 74- year- old male participant stated,

At that time, the doctor asked me to undergo a fistula 
surgery, I just listened to the doctor (C1) … I think I will 
decide to choose one of these two treatments (hemo-
dialysis or peritoneal dialysis) (C2) … Now, I think peri-
toneal dialysis is more suitable … I think I will discuss 
it with the doctor 

(C3).

Case 17 was a participant with type 1 diabetes. After understand-
ing the different RRT, he thought that he could perform peritoneal di-
alysis without problems, and his successful experiences in performing 
insulin injections in the past also strengthened his confidence in per-
forming peritoneal dialysis. He said,

I think it’s a habit problem, just like insulin injections, 
and now I’m used to that … I think I can replace the 
dialysate myself. I think peritoneal dialysis is more 

suitable for me because I think hemodialysis would be 
more inconvenient, I need to work 

(NO.17_ C3).

4.3 | Facilitating factors

4.3.1 | Nurse's listening

Most participants felt comfortable during the interview. Throughout 
the SDM process, the primary researcher of this study, and also the 
nurse, provided emotional support for the participant and helped to 
reduce the participant's psychological pressure. One participant said,

I felt like this process was almost unbearable. The 
doctor was somewhat intimidating to me, and while 
the doctor didn’t ask me to meet with you, I do find 
that I want to discuss things with you and that after 
doing so, I feel better 

(NO.2_C2).

The primary researcher of this study also provided informational 
support for participants during the interview, so that participants could 
clarify their concerns and choose the treatment method most suitable 
for them.

I used to reject the need for dialysis. When the doctor 
told me about it, I didn’t want to hear it, but I felt that 
what you said seemed quite reasonable. That is, not 
always asking me about dialysis, but helping me ana-
lyze how I will receive treatment in the future 

(NO.11_ C3).

4.3.2 | Family accompanying

In Chinese culture, the support and understanding of family mem-
bers are important, and family members will usually discuss the op-
tions together. For every participant, decision- making was shared 
with members of their family. As one participant said,

In discussing it with my family, we considered many 
problems … My family still thinks that hemodialysis 
should be more suitable for me, so I think I will choose 
hemodialysis 

(NO.10_ C3).

These narratives reflected negotiation between participants and 
their families and showed the powerful influence that families had 
over participants' decisions. In the decision- making process, the fam-
ily is the main source of emotional support. In contrast to the more 
informational support provided by health professionals, the family pro-
vides substantial emotional support to participants. As one participant 
responded,
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I will tell my parents what the doctor said, and my 
mother always tells me to be cheerful … as long as 
I have any condition, I always will tell them about it, 
and then I will feel better 

(NO.17_ C1).

5  | DISCUSSION

The results of this study presented the change process with im-
provement in the participant's ability and power transfer during the 
process of participating in SDM. Avoidance and fear were usually 
the initial reactions of the participants, but after realizing the seri-
ous impact of the disease on their life, they were forced to accept 
the dialysis. Initially, participants felt stressed when encouraged to 
share in making health- related decisions. This was not the traditional 
way. Through encouragement and knowledge about their health 
condition, they overcame their original fears and were able to work 
together with the physician to make informed decisions related to 
their health care. Increasing the participant's motivation was a factor 
in a participant's willingness to learn about their disease and to fol-
low the process towards final decision- making. This involved clarify-
ing misunderstandings about dialysis treatment, gaining confidence 
with more knowledge, discussing their values and opinions, learning 
about the various treatment methods, and finally enhancing their 
ability to choose the treatment they would prefer.

5.1 | Accept the need for dialysis to 
trigger the motivation

Autonomy is one of the main concepts underlying SDM (Obeidat 
et al., 2013). A prerequisite for autonomy is that the patient has 
awareness of and cognitive motivation regarding the disease, in-
cluding feeling the impact and threat of the disease to their existing 
life or social role (Ellis- Stoll & Popkess- Vawter, 1998). In particular, 
CKD is a “silent disease.” Most patients with CKD lack awareness 
of the disease. In our study, we found that, when faced with the 
impact of dialysis treatment, a participant's first response is typi-
cally to deny the need for dialysis. At that point, the participant 
has no motivation to understand the nature of RRT. It is only when 
the participant accepts the need for dialysis that they begin to be 
motivated to understand the disease. Charles et al., 2004 pointed 
out that the patients’ preparation regarding the disease is one of 
the contributing factors for their participation in SDM. When the 
patient is not ready to face the disease, they will not be willing 
to participate in SDM (Charles et al., 2004). In the social cogni-
tion theory of Bandura, it is mentioned that the three factors of 
people, behaviour, and environment will interact to affect an in-
dividual's behaviour. Personal beliefs and motives, etcetera, often 
strongly and powerfully control and guide people's behaviours, 
and those behaviours and their results will in turn affect the con-
tent and emotional response of personal thinking (Bandura, 1977). 
When a patient's intrinsic motivation is activated and awakens the 

consciousness needed to make one's own decisions, the patient will 
want to further understand the different RRTs and will show active 
decision- making participation through their behaviours. Therefore, 
it is important to stimulate a patient's awareness of the disease be-
fore engaging in SDM; the patient must realize that they have to 
face dialysis in the future, and then, the motivation to understand 
the options will be triggered.

5.2 | SDM involves the knowledge and 
power transfer

In our study, we found that participants are often passive recipients 
in medical decision- making at the beginning. In Taiwan's medical cul-
ture, patients generally believe that they lack relevant knowledge. 
When patient's participation in decision- making is not valued by 
HCPs, and when patients feel limited by a HCPs professional au-
thority, patients can easily become “invisible” and feel they dare not 
express their opinions. Charles et al., 1997. pointed out that SDM is 
seen as a mechanism to decrease the knowledge and power asymme-
try between doctors and patients by increasing patients' information 
and sense of autonomy; it should be regarded as a process of em-
powering the patient (Charles et al., 1997). More specifically, HCPs 
should seek to provide complete information to achieve the purpose 
of enhancing the patient's knowledge and ability in decision- making. 
The sharing of knowledge between HCPs and patients can increase 
their sense of autonomy and control, bringing greater balance to the 
power imbalance between patients and HCPs. This knowledge will 
also assist in enhancing the patient's confidence in making decisions. 
In addition, ability improvement will increase active participation, 
building patient confidence, and achieving the purpose of power 
transfer. Therefore, “ability improved” will strengthen “power trans-
fer” and vice versa.

5.3 | Decision- making factors

Our study has found that the selection of the dialysis method by 
a participant was a process of contradictory decision- making and 
strongly influenced by the participant's values, personal background 
and desire for minimal disturbance in life. The results were similar 
to those of Morton et al., (2010) and Harwood and Clark (2013). A 
systematic literature review by Morton et al., (2010) concluded that 
the core factors affecting treatment choices were confronting mor-
tality, lack of choice, obtaining knowledge of available choices and 
weighing how to maintain their lifestyle. Harwood and Clark (2013) 
pointed out that the elements in decision- making were the consid-
eration of life and death, the minimal interference of dialysis on per-
sonal life and the necessary knowledge. The participants expressed 
many questions about dialysis and life with dialysis throughout the 
interviews. Therefore, increasing knowledge about dialysis is impor-
tant for decision- making and reducing uncertainty, for the decision- 
making process involves weighing the perceived risks and benefits 
of different RRTs. Personal factors influenced dialysis modality 
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decisions, especially the impact on a patient's lifestyle. There were 
many discussions between HCPs and patients focusing on patient 
values and the impact of different RRTs, enabling patients to make 
informed choices.

5.4 | SDM source of support

Our study has found that the psychological support given to a par-
ticipant by a nurse can soothe the participant's unease in the face of 
unknown dialysis treatment encouraging them to speak more freely 
about their concerns. The trust relationship between patients and 
HCPs helped override patients’ fears and concerns regarding dialysis 
(Griva et al., 2019) and encouraged patients’ to obtain medical infor-
mation (Harwood & Clark, 2013), for patients felt safer in engaging in 
discussions with HCPs. The study pointed out that trusting relation-
ships were seen as crucial to active participation with clinical deci-
sions, and patients felt more at ease and able to confide and share 
personal information with HCPs (Cervantes et al., 2016; Walker 
et al., 2017). In our study, mutual trust makes participants more will-
ing to share their life experiences, values, preferences, strengthen-
ing the effective transmission of knowledge and to be at ease asking 
questions when discussing treatment options. Therefore, the trust 
relationship is indispensable during the decision process, especially 
in SDM. In this process, a sense of being respected, understood and 
cared for is essential to forming the experiences of connection and 
trust. Establishing such trust should start even before the beginning 
of the SDM process.

Although trust may enhance SDM, it may also foster a more 
passive patient role (Muscat et al., 2018; Peek et al., 2013). Patients 
who lack expertise often look for the opinion of professionals. This 
suggests that excessive trust in the HCPs can create passivity and 
hinder the patient from making decisions autonomously. In Taiwan's 
medical culture, information provided by HCPs is viewed by pa-
tients as superior to their own. In SDM, information was shared, and 
this highlights a need for HCPs to support patients, helping them 
to become aware of the unique contributions that they bring to 
decision- making such as their personal values and preferences. Peek 
et al., 2013 pointed out that trust was also enhanced when patients 
felt HCPs encouraged them to share information, which creates a 
good cycle thereby balancing trust in professionals.

Social support is an important factor affecting decision- making, 
especially from their family members (Harwood & Clark, 2013). 
According to our study, family members have always been a pow-
erful source of participant support. This was similar to the results 
of Harwood and Clark (2014) finding that family members provide 
assistance with decision- making and emotional support. An earlier 
study similarly found that patients rely on family members for sup-
port throughout their dialysis decisions, and regardless of race, this 
kind of influence on the decision was consistent (Muscat et al., 2018). 
The influence of family support was more significant, especially for 
the elderly. Harwood and Clark (2014) found that age was not a bar-
rier to home dialysis. If there is not enough family support, older 

adults with CKD have limited options. In our study, most of the par-
ticipants expressed the need to discuss the decision with their fami-
lies, and they would not make decisions alone. In traditional Chinese 
culture, medical decision- making usually requires family members to 
participate, and the patient hopes that his family can not only partic-
ipate, but also support his decision- making; family relations cannot 
be ignored in medical decision- making in traditional Chinese cul-
tures. The patients rely on the support of their family members, but 
their choice of dialysis also affects their family members (Harwood 
& Clark, 2013). Even if young patients have the ability to make deci-
sions, they must consider the impacts and burdens of their decisions 
on other family members when making those decisions. Therefore, 
the family plays a very important role in the SDM process in Asian 
cultures. Despite family members having to shoulder the responsi-
bilities of care, however, they demonstrate a willingness to support 
patients in undergoing dialysis, showing the degree to which Asians 
traditionally value family. Ability improvement was important not 
only for the patient but also for the family because decision- making 
was collaborative. In order for family members to provide support 
during the SDM process, they too were required to gain knowledge 
about dialysis (Harwood & Clark, 2014). Information was shared be-
tween the patients, family and HCPs, so every attempt should be 
made to include families in the SDM process. Together, our findings 
lend support for families to be included in the SDM, which reinforces 
the need for family members to participate in decision- making.

5.5 | Limitations

There were some limitations to our study. All the participants were 
from the same hospital, and there was minimal diversity in the areas 
that the participants came from. This limitation may influence the 
transferability of the findings to similar groups of CKD patients. We 
hope to address this limitation through future studies conducted 
in other geographic locations. Furthermore, some patients refused 
to be interviewed, because they did not want to talk about dialysis 
treatment. This could have distorted the views of this study report, 
insofar as it reflects the perspectives of patients who were more 
open to talking about their decision- making experiences.

6  | CONCLUSION

This paper has implications for HCPs, both as change agents in the 
SDM process in their roles of fostering the active involvement of 
CKD patients. Our study provides important new information about 
the SDM process for RRT. Understanding this process may help pa-
tients make informed and autonomous treatment decisions. After 
making the psychological adjustments necessary for undergoing di-
alysis treatment, patients experience the decision- making process. 
After receiving the knowledge of options, the participants will begin 
to think about the impacts of different treatments on their future life 
and may swing back and forth between different choices because 
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of contradictions. The improvement of knowledge and ability makes 
the patient's self- determination consciousness rise and strengthens 
the confidence of decision- making. This result revealed the outcome 
of the empowerment process. The nurse and the patient's family are 
both important facilitating factors in the SDM mode, and they run 
through the entire SDM process.
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