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Abstract

Background Shared decision-making (SDM) is a collaborative patient-centred process for arriving at informed
healthcare decisions. Decision coaching can help support SDM when combined with patient decision aids. As part
of a meta-curriculum “Ready for SDM” for training different healthcare professionals in SDM, we developed and pilot-
tested a new module designed to train nurses as decision coaches. The study assessed nurses’ perceptions of a deci-
sion coach training module, focusing on its feasibility, acceptability and its role in developing decision coaching
capabilities.

Methods We used a two-phase approach guided by the Knowledge-to-Action Framework. In the first phase, we
developed a decision coach training module. The second phase involved preliminary testing, using a descriptive
design with qualitative and quantitative methods. We recruited a convenience sample of participants from two hos-
pitals. Participants completed questionnaires at the end of Part A (classroom training). The assessment was informed
by Kirkpatrick's first three levels of educational outcomes: reaction (acceptability), learning (self-reported attitudes,
intentions and confidence) and behaviour (practical application of decision coaching). A post-hoc inquiry investi-
gated low participation in Part B of the coach training. Qualitative data underwent content analysis and quantitative
data were analysed using descriptive statistics.

Results The development resulted in a decision coach training comprising a Part A (6 h) on SDM and decision coach-
ing fundamentals and a Part B (1 h) which involved practical application of decision coaching in the participants’

own practice (audio recorded) with self-appraisal and individualised feedback. In preliminary testing with 19 nurses
from seven clinical departments, 90% of participants rated Part A as acceptable and relevant to practice. Only one
nurse completed Part B due to reluctance to audio record coaching sessions. The most reported perceived barrier
was time constraints. Key perceived facilitators identified were interprofessional collaboration, management support
and additional practical training.

Conclusion Decision coach training was feasible to deliver in the classroom. Participants reported Part A as accept-
able and relevant to their practice. The second part, including an audio recording component, proved unfeasible.
Further research should explore alternative methods for skill assessment and feedback in clinical practice. The results
from this study will inform further refinement of the Norwegian Ready for SDM meta-curriculum and implementation
strategies, particularly regarding the practical training components.
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Background

The Norwegian Patients’ Rights Act emphasises patients’
right to be involved in healthcare decisions, aligning with
the national motto “The patients’ healthcare services”
[1-3]. Shared decision-making (SDM) is a collaborative,
patient-centred process for arriving at informed values-
based decisions in the context of treating, screening, or
preventing health conditions. This approach is used in
preference-sensitive decisions, where there is more than
one treatment option and/or the best choice depends on
how the patient values the potential benefits and harms
[4]. SDM has been shown to improve patient outcomes
and experiences [5, 6] and several interventions have
been developed to facilitate the use of SDM [7-10].
Patient decision aids [6] and decision coaching [11] are
examples of interventions used to facilitate SDM.

PDAs, such as videos, printed materials and, web-based
formats, are tools developed to support patients and
healthcare providers (HCPs) make informed decisions.
They do this by clearly stating the decision to be made,
providing evidence-based information on the options
and outcomes and clarifying personal values [6]. PDAs
are designed to complement, not replace, counselling
from HCPs. Research suggests that combining shared
decision making training with patient-targeted inter-
ventions like PDAs can increase HCPs’ use of SDM [7].
PDAs are being developed and published on the Norwe-
gian national platform Helsenorge.no, where patients can
also find their personal, registered health information
and several digital services for following their health [12].
However, PDAs and SDM have not yet been routinely
implemented in clinical practice [13-15]. Hence, there
is a need to develop additional interventions to support
HCPs to involve patients in health decisions.

Decision coaching is an intervention provided by
trained HCPs supporting patients in the process of mak-
ing informed decisions through non-directive counselling
and encouraging the patient to develop or enact decision-
making skills such as: understanding risk information,
thinking about the options, expressing preferences and
concerns, discussing a decision with healthcare profes-
sionals and implementing a chosen option [16, 17].

Nurses, social workers, or other allied health profes-
sionals can provide decision coaching, which, when com-
bined with evidence-based information, may improve
patients’ knowledge [11]. Some studies have shown
that nurses in certain medical specialities, acting as

decision coaches, have successfully enhanced patient
involvement in making health decisions [18, 19]. Hence,
nurses may play decisive roles in supporting patient
participation in decisions regarding their own health,
but nurses need the knowledge and skills to do so [16].
For example, nurses require skills in values clarification
and knowledge about providing evidence-based health
information to effectively offer decision support. The
most frequently reported barrier to implementing SDM
in hospital settings was “limited skills’, including lack of
training in SDM skills [20].

In the context of the Norwegian health system’s efforts
to build an overarching strategy to establish a culture of
SDM, a meta-curriculum entitled “Ready for SDM” (Klar
for samvalg in Norwegian) has been developed [21-25].
The Ready for SDM comprises several SDM training
modules, using both classroom and online formats, as
well as guidance for tailoring the modules to the different
contexts and needs of HCPs. Several modules have been
proven to be feasible and effective for changing SDM
competencies [21-26]. However, a critical gap remains:
none of these modules specifically address the unique
role of nurses as decision coaches.

In the current study, we aimed to develop and conduct
preliminary testing of a decision coach training module.
The study addressed three primary research questions: 1)
Is the decision coach training module feasible to deliver
and acceptable to nurses? 2) Does the training enhance
participants’ self-reported knowledge and skills needed
for decision coaching? 3) What are the perceived barriers
and facilitators for implementing decision coaching and
decision aids in clinical practice?

Methods

We used a two-phase approach, guided by the Knowl-
edge-to-Action Framework [27]: 1) Developing of the
decision coach training and 2) conducting preliminary
testing with a descriptive design using both qualitative
and quantitative methods. The KTA Framework [27]
integrates two major concepts, knowledge creation and
the action cycle. Knowledge creation involves identify-
ing knowledge relevant to the practice problem targeted
for change and includes creating knowledge tools, such
as training, to support implementation in the action
cycle. The action cycle comprises seven steps that facili-
tate a guided approach to practice change: identifying the
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evidence-practice gap (e.g., inadequate knowledge/skills
in decision coaching), adapting knowledge to context
(e.g., adapting training for target audiences), identifying
barriers and enablers, selecting and tailoring interven-
tions to overcome identified barriers, monitoring use,
evaluating and sustaining the change. Using the KTA, we
adapted training components from previously developed
SDM training and developed new components.

Behaviour change techniques (BCTs) were used in
the intervention as a method to increase use of decision
coaching. The use of BCTs contributes to transparency
and improves the replicability of SDM interventions
[28, 29].

To enhance accurate and complete reporting of this
study, the STROBE guideline [30] was followed where
applicable (Additional file 1).

Phase 1: Development of the nurse training curriculum
Rationale for the training and learning objectives

We developed a decision coach training module to be
added to the Ready for SDM meta-curriculum. The pur-
pose of the decision coach training was to build knowl-
edge and skills needed to provide decision coaching to
patients. There were 10 specific objectives for Part A in
the classroom instruction and five objectives for Part B
on the self-appraisal of decision coaching (see Table 2).
To accomplish these objectives, we selected relevant
modules from the meta-curriculum (Basic SDM course
and SDM skills in situ), components from other evalu-
ated coaching trainings and created a new module spe-
cific to decision coaching.

Rationale for the training also considered the nurses’
motivation to engage in becoming a decision coach.
Motivation might be strong due to nurses’ closeness
to the patient, their particular focus on trust and rela-
tionship building and their central roles as providers
of treatment and counselling [31]. On the other hand,
nurses might be reluctant to become committed to
tasks related to decision-making, which they might
feel belong to the traditional responsibilities of the
physicians. The training was designed to target nurses
from quite heterogeneous medical contexts. To equip
trainees with skills for specific contexts while training
them in context-heterogeneous groups puts particu-
lar emphasis on the need to facilitate the transfer from
generic knowledge and skills to the individual deci-
sion settings and medical contexts. The development
was focused on nurses working in a medical domain
with existing PDAs to make sure that the nurses would
have access to evidence-based information for a spe-
cific decision for use with patients, which is known to
improve outcomes of decision coaching [11].
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Development of the decision coach training

In line with the purpose of the “knowledge creation fun-
nel” of the KTA framework, the draft for the decision
coaching training was adapted from our group’s pre-
vious studies evaluating SDM training [18, 21, 22, 26,
32-34]. The module’s design was shaped by Knowles’
Adult Learning Theory [35], which highlights four crucial
planning steps for adult learning: 1) determining learn-
ing needs, 2) creating appropriate learning strategies and
resources, 3) implementing these strategies and 4) evalu-
ating outcomes. This framework aligns seamlessly with
our development process, where learning needs were
initially assessed through stakeholder feedback, during
the piloting of components and a brief literature review
of learning objectives for nurses in SDM [36]. Resources
were then tailored to meet these needs and finally, out-
comes were evaluated using Kirkpatrick’s model.

The curriculum is designed for a structured progression
from foundational knowledge to advanced competen-
cies in SDM and decision coaching. Initially, participants
grasp basic SDM principles and coaching concepts. As
they progress, they develop practical techniques and
communication skills through role-play and simulations
in Part A of the module. Part B advances to independent
application and self-appraisal in clinical settings. Each
stage builds on the previous, enhancing participants’
abilities to apply learned skills in real-world scenarios.
This progression aligns with Bloom’s Taxonomy, moving
systematically from basic knowledge and comprehen-
sion to advanced application [37]. Table 2 clearly outlines
this progression, aligning learning objectives with cor-
responding learning/teaching methods and materials to
ensure a coherent educational progression.

Two established modules from the meta-curriculum
were incorporated in the new decision coaching training
module: 1) a generic “basic SDM course” (Fig. 1), previ-
ously evaluated for this target group and 2) the proven
efficacious observation- and feedback-based “SDM skills
training in situ” from the doktormitSDM module (new
name: SDM skills in situ). In addition, we created a new
module specific to decision coaching. The single com-
ponents in the “decision coaching” part, regarding the
nurse’s role in interprofessional SDM, were developed or
adjusted, inspired by a Canadian decision coach training
approach [32, 38] in the associated Framework for Deci-
sion Coach-Mediated Shared Decision Making (based on
the Ottawa Decision Support Framework) [17].

Single components of the decision coach training,
such as role-play exercises and a moderated discussion
of nurse-led decisions relevant for SDM, were piloted
within several training sessions for nurses guided by
the KTA. Although the action cycle from the KTA
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framework has a stepwise flow, the phases were revisited
several times before moving on to later phases. For exam-
ple, after piloting the role-play exercises, we returned to
the “knowledge creation funnel” to develop new methods
for overcoming the barriers that were encountered. This
resulted in the development of standardised patient cases
(Table 3). Exercises to facilitate the training of practical
skills were adjusted from the Canadian approach to fit the
Norwegian context. Field observations were taken by the
instructors to assess the appropriateness and comprehen-
sibility of the components.

Learning resources and BCTs [29] used in the
Ready for SDM meta-curriculum [22, 39] were adapted
for nurses providing decision coaching. Throughout the
entire training, learning activities were used with refer-
ence to evidence-based BCTs. BCTs are considered the
“active ingredients” in the implementation of an inter-
vention and are defined as the observable, replicable
components of behaviour-change interventions that can
be used individually or in combination with other BCTs
[29, 40]. For example, the BCT “action planning guid-
ance” in the meta-curriculum was operationalised using
pocket reminder cards (see Table 1) [24].

We applied to the Norwegian Nursing Association
(NSF) for six hours of Continuing Nursing Education
Credits. A certificate of completion of the module (parts
A and B) was approved by the Norwegian Nursing Asso-
ciation (NSF) for six hours of Continuing Nursing Educa-
tion Credits.

Results of phase |

The intervention, structured according to the Template
for Intervention Description and Replication (TIDieR)
checklist [41] (see Additional file 2), featured a specifi-
cally designed decision coaching module for nurses in
Norwegian hospitals. The module was scheduled as a
one-day event, comprising six hours of classroom train-
ing, followed by a 30-min practical exercise in decision
support in their own clinical setting with a 30-min fol-
low-up feedback session (Table 1).

Part A: Decision coaching skills (6h)

In the first two hours (basic SDM course, Fig. 1), par-
ticipants were introduced to the background and ration-
ale for SDM, the situations where SDM is relevant, risk
communication techniques and measures for support-
ing SDM such as PDAs (Table 2). Six steps structuring
an SDM process were presented by providing a detailed
description of several levels of performance for each
quality indicator [42] and by showing video cases from
real encounters and an exercise with standardised case
vignettes (Table 2).
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The subsequent four hours focused on the Decision
Coaching module (Fig. 1), where instructors demon-
strated decision coaching behaviours through role-play,
showcasing both suboptimal and optimal examples. The
role of nurses within the interprofessional SDM pro-
cess was emphasised, discussing how to operationalise
behaviour change techniques such as "Instruction on
how to perform the behaviour" and "Demonstration of
the behaviour." Participants practised simulated decision
coaching in pairs, assessing patients’ decisional needs
using the Norwegian version of the Ottawa Decision
Support Framework [43], supported by pocket reminder
cards outlining the SDM steps tailored to the decision
coach role [19, 22].

For the next interactive learning exercise, participants
used the Ottawa Personal Decision Guide (OPDG) [44]
or PDAs on the national Norwegian platform [12]. Then
they engaged in roleplay exercises using standardised
patient cases (Table 3). Participants practiced decision
coaching tailored to these specific simulated patient
needs, using the OPDG or PDA relevant to their clinical
specialty and received feedback from the instructor.

Part B: Decision coaching practice and personal evaluation
(Th)

The second part of the training focused on practical
application and evaluation. Three primary goals were for
the nurses: to apply their knowledge and skills by provid-
ing decision coaching to an actual patient with decisional
needs in their clinical practice, to analyse their own deci-
sion coaching performance and to receive individualised
feedback on their recorded coaching session.

To facilitate this practical component, participants
received an audio recorder, memory stick and patient
informed consent form. They were instructed to record
their decision coaching session and analyse it using the
MAPPIN’SDM (Multifocal Approach to Sharing in SDM)
HCP scale (see Additional file 3) [42, 45].

A follow-up meeting with the course instructor (SK)
was arranged to occur either at the clinical department
or via a virtual call. For those who submitted recordings,
a 15-min interactive feedback session was provided, tai-
lored to each individual nurse based on MAPPIN’SDM
analysis of their audio taped decision coaching [26]. The
MAPPIN'SDM inventory, which demonstrates good
sensibility, reliability and validity [46], was used by SK
to assess the extent of patient involvement in decision-
making in the recorded coaching sessions. Rather than
providing quantitative feedback, the instructor identified
and discussed specific areas where further skill develop-
ment would be most beneficial.
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Table 1 Behaviour change techniques (BCTs) used in the decision coaching module

BCTs used in the decision coaching module

Operationalisation of the BCTs in the decision coaching module

Problem solving (1.1)
Tailoring (Agbadjé 2020)*

Action planning guidance (1.4)

Exercises and group discussions were used to draft solutions for interprofessional role distribution
in typical domain-specific decision scenarios

Detailed planning of when to conduct decision coaching while using a decision aid

The 6 steps to SDM on “pocket reminder cards” (handout)

Feedback on behaviour (2.2)

Instruction on how to perform the behaviour (4.1)
Demonstration of the behaviour (6.1)

Feedback on the audio recordings and role-play provided

Suggested structure for consultations involving patients provided using: the 6 steps to SDM
“pocket reminder cards”

Example videos, role-play by the instructor, a presentation on nurse-led DC

Information about health consequences (5.1)

Information was provided about the effects of SDM on patient-relevant outcomes

Information about social and environmental conse- The training referred to national and local policies and ethical guidelines for implementing SDM

quences (5.3)

Information about others’approval (6.3)
on its importance

Behavioural practice (8.1)
sional needs (Part B)

Generalisation of a target behaviour (8.6)
decisions

Use of a credible source (9.1)

Information provided about the demand for nurse-led SDM from patients and government focus
Role-play with pre-prepared cases (Part A) and providing decision coaching to a patient with deci-
Encouragement to use the decision coaching approach after the training and in all SDM-relevant

Evidence on patients' preferences to take control of their health choices and of HCPs'flawed

assumptions about SDM was provided
Evidence on patients'ability to process evidence-based information provided
Evidence challenging the claim that SDM is too time-consuming provided

Restructuring the social environment (12.2)

Adding objects to the environment (12.5)

Advice on restructuring the information flow and interprofessional collaboration to promote
patient involvement

Trainees introduced to PDAs and the OPDG

Tools for risk communication

Pocket reminder cards

Numbers in brackets refer to the BCT taxonomy by Michie (2013). Otherwise, another reference is provided (%)

Phase II: Preliminary testing of the decision-coaching training
module

Method

Study design

The study employed a descriptive design using both qual-
itative and quantitative methods. The evaluation frame-
work was based on Kirkpatrick’s four-level model for
assessing educational outcomes, which includes: Level 1
(Reaction), Level 2 (Learning), Level 3 (Behaviour) and
Level 4 (Results). This study focused on the first three
levels, as measuring results (Level 4) was beyond the
scope of this preliminary evaluation.

To address our three primary research questions, we
aligned each question with the corresponding Kirkpat-
rick level: Level 1 (Reaction) assessed the feasibility and
acceptability; Level 2 (Learning) assessed the develop-
ment of perceived knowledge and skills; and Level 3
(Behaviour) examined the barriers and facilitators to
implementation.

Nine months post-intervention a post-hoc inquiry to
assess the barriers to completing audio recording was
conducted.

Setting and participants

The study was conducted at two study sites (hospi-
tals) within the Northern and the South-Eastern Nor-
way Regional Health Authorities. The organisers were
informed that the target group for the decision coach
training was nurses working in departments with SDM
relevant decisions (i.e. PDAs available such as breast can-
cer surgery or PDAs in development). The participants
needed to be able to understand and communicate in
Norwegian.

Evaluation of the intervention
Study procedures
Recruitment was pursued through SDM ambassadors/
facilitators who had previously undertaken the “Ready
for SDM - train-the-trainer course”. They were informed
about the accompanying evaluation of the training and
they organised practicalities regarding the course. The
training programme was designed for a maximum of ten
nurses per course and was approved as regular working
hours for the nurses.

Data collection was conducted at two time-points:
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TO: Post-classroom training (immediately after Part
A): Collection of informed consent followed by self-
administered online questionnaire.

4-6 weeks post-training: Reminders were sent at
both four and six weeks after the training interven-
tion to ensure participants recorded their practical
application of decision coaching.

T1: 9 months post-intervention: Nine months after
the intervention, a post-hoc inquiry was conducted
to identify barriers to completing audio recordings
of practical applications of decision coaching. The
course originator (SK) executed telephone inter-
views with two attempts per participant. For those
who had not delivered an audio recording and were
not reached after the second telephone call, an online
survey was distributed by email. Additionally, a one-
week follow-up reminder to complete the survey was
sent to ensure comprehensive data collection.

The training module was documented in a training
protocol to ensure standardised delivery in both loca-
tions. All training was delivered by SK, a registered nurse
with a master’s degree in Health and Empowerment and

a PhD student. She was trained in the using the Ottawa
Decision Support Framework at the University of Ottawa
in a graduate course and is a certified MAPPIN'SDM
observer.

Outcome measures

Participants reported their demographics, including
gender, age, clinical departments and years of clini-
cal practise in a short questionnaire (Table 4). Variables
measured to evaluate the module were based on three of
Kirkpatrick’s four levels [47], incorporating both quan-
titative and qualitative measures. The primary assess-
ment tool was a self-administered online questionnaire
comprising 13 items, adapted from previously validated
evaluations used in other Ready for SDM curriculum
modules (see Additional file 4). This was supplemented
by the MAPPIN'SDM observer instrument, which
measures the extent of patient involvement in decision-
making. The items, provided at Kirkpatrick’s Level one
(Reaction), assessed relevance and satisfaction using
four 4-point Likert-scale items (1=strongly disagree,
4=strongly agree) and one question had the response
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Table 4 Characteristics of participants
N=19 (%)
Sex Female 18 (95)
Male 1
Age <30 1
30-50 years 11 (58)
>50 years 7 (37)
Years of clinical practice Fewer than 6 years 4
More than 6 years 15
Clinical departments Cancer in/outpatient clinic (UNN) 3(15.5)
Gastroenterological surgical department (UNN) 14.2)
Outpatient clinic for women's health and surgery (UNN) 1(4.2)
Dialysis department (UNN) 14.2)
Dialysis inpatient/outpatient clinic (Ahus) 7 (37)
Breast and endocrine surgical outpatient clinic (UNN) 1(4.2)
Medical Outpatient Clinic, Centre for Obesity (UNN) 2(10.5)
Urology departments (in/outpatient clinic) (Ahus) 421

UNN University Hospital of North Norway, Ahus Akershus University Hospital

options "yes," "no" and "unsure". Additionally, indicators
of applicability and suggestions for improvements were
collected from the participants using open-ended ques-
tions and field notes were taken by the co-host.

At Level two (learning), we assessed perceived under-
standing, attitude, self-rated SDM skills, self-confidence
about providing decision coaching using five items
(4-point Likert scale, 1=strongly disagree, 4=strongly
agree) and one item regarding the commitment to pro-
viding decision coaching in clinical practice (5-point Lik-
ert response scale, 1 =Very likely, 5= Very unlikely).

At Level three (behaviour/practical application of deci-
sion coaching), we assessed whether 1) the participants
completed Part B and 2) the nurses’ perceived barriers and
facilitators for implementing decision coaching in their
context and their intention to implement it along with
PDAs (two open-ended questions at the end of Part A).

Data analysis
Descriptive statistics were calculated using SPSS ver-
sion 26.0 (IBM Corporation, USA). Data from the post-
intervention paper questionnaire were calculated using
frequencies and reported as percentages of the answer
categories (relevance, satisfaction, knowledge, attitude,
confidence, commitment, age, duration of clinical prac-
tice). The qualitative data from free-text items were
entered into NVivo version 11 (QSR International, Mel-
bourne, Australia). NVivo was employed to maintain
continuous access to the complete text linked with each
identified code or category during the analysis process.
Analysis of free responses and field notes followed the
principles of inductive qualitative content analysis as

outlined by Hsieh and Shannon [48]. Two coders con-
ducted the analysis using a step-by-step approach: 1)
reading all data to achieve immersion, 2) performing
open coding by highlighting keywords and phrases and 3)
grouping similar codes into descriptive categories to pro-
vide a descriptive overview. Illustrative quotations were
selected to exemplify the categories. Qualitative quota-
tions originally in Norwegian were translated into Eng-
lish by the authors.

Results

Our research questions addressed three key areas: fea-
sibility and acceptability of the training, perceived
knowledge/skills development and perceived barriers/
facilitators to implementation. Analysis of quantitative
and qualitative data revealed both the outcomes of the
training and insights into its implementation. Qualitative
analysis of free-text responses and field notes identified
three main categories (training reactions, implementa-
tion barriers and facilitators).

Participant characteristics

Nineteen nurses participated. Typical participants were
female, aged 30 to 50 years, with over six years of experi-
ence working in a range of practice environments includ-
ing cancer clinics, dialysis units, surgical departments
and outpatient services (see Table 4 for complete details).

Feasibility of training delivery

The training was successfully delivered in two hospi-
tal settings: the University Hospital of North Norway
(UNN) in Tromse (Northern Regional Health Authority)
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in December 2019 and at the Akershus University Hospi-
tal (South-Eastern Norway Regional Health Authority) in
January 2020.

Part A (classroom component) was delivered as
planned, with all 19 participants completing the full-day
training. The training was conducted in hospital meeting
rooms with participants engaging in both individual and
group activities.

Part B (practical component) had limited completion,
with only one participant conducting and recording a
decision coaching session. This session addressed deci-
sion-making and lasted 22 min. Based on MAPPIN’SDM
analysis, the participant received feedback on three areas
for skill development: 1) enhancing problem definition
by explaining treatment rationale and goals, 2) incorpo-
rating key SDM messaging about there being no single
"right" choice and 3) when explaining the options, speci-
fying the likelihood of benefits and harms to occur in an
understandable way.

Acceptability to participants

Field observations revealed that the nurses were engaged
and in active dialogue, both in pairs and in plenary ses-
sions. They verbally discussed the relevance of teaching
to their practice and shared their own patient cases. They
also discussed their challenges and barriers to providing
decision coaching and applying PDAs in their own prac-
tices. Participants expressed that they liked the session
and that it helped them envision how to apply the skills
in practise.

Qualitative feedback supported these observations.
Participants highlighted the applicability of “learning how
to use the PDAS’, “learning about the six-step structure of
SDM” and in general learning about decision coaching.
Nine participants made suggestions for improving the
training, “including more time to review the PDAs before
the role-play exercises”, “sending more information by
email in advance of the training’, “having more partici-
pants from the same hospital unit” and “a larger room for
the training due to noise during role play”. Immediately
after the course, 17 of 19 participants (90%) reported that
what they learnt during the course was highly relevant to
their job. Of 19 participants, 17 (90%) would recommend
this course to nursing colleagues (with two participants
being usure) as an indicator of being satisfied.

Knowledge and skill development

Analysis of post-intervention questionnaires demon-
strated that all participants (n=19) perceived the con-
cept of SDM as comprehensible, while 16 (84%) fully
understood the concept of decision coaching, with three
participants reporting partial understanding. Regarding
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attitudes towards patient involvement in healthcare deci-
sions, 16 (84%) expressed positive attitudes, while three
participants partially agreed.

Self-reported confidence levels varied across
domains. Of 19 participants, 14 (74%) felt confident
they could provide decision coaching within the next
six months, while five participants reported uncer-
tainty. In terms of skill assessment, 13 (68%) self-
reported good decision coaching skills, while six (32%)
reported limited coaching skills. Notably, confidence in
PDA utilisation was lower, with only 3 (16%) reporting
full confidence, 10 (53%) partial confidence and 6 (31%)
expressing lack of confidence.

Regarding implementation readiness 12 of the 19 par-
ticipants (63%) said that it was very likely or likely that
they were able to provide decision coaching in their
department, while six (32%) were unsure and one (5%)
indicated unlikely.

Implementation barriers and facilitators

Sixteen nurses provided 31 statements implementation
barriers and facilitators in their clinical departments.
Primary barriers included insufficient time allocation,
motivational factors and confidence levels. One par-
ticipant expressed skepticism about hospital-based
PDA provision, stating: "I think the patients can read
the PDA at home, that’s best for these patients. Many
have decided before they come that they know what they
want”. Another participant emphasised “one has to have
a suitable patient group and to feel that this PDA is the
right tool to use for your patients'’.

The post-hoc inquiry investigating low participation
in Part B revealed multiple barriers. Of the 18 non-
participating nurses, nine were successfully contacted.
Five reported concrete plans for decision support
implementation and audio recording, while four cited
barriers including limited patient contact or perceived
patient unsuitability. Several participants (N=9) noted
their course attendance was management-directed
rather than self-selected, potentially affecting motiva-
tion: “I did not choose the course myself but was recom-
mended to attend it by my leader; this may have affected
my motivation for performing the audio recordings”. One
participant articulated concerns about audio recording
with vulnerable populations: "It is a vulnerable group,
a lot of stigma, so I did not want to meet them with an
audio recorder”

Key facilitators identified through qualitative analysis
included interprofessional collaboration, management
support and additional practical training opportuni-
ties. Notably, the single participant who completed
the audio recording, while reporting initial stress,
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continued utilising the pocket reminder cards in sub-
sequent coaching sessions stating, “It felt unnatural. 1
was stressed by having to make the recording, but I was
very happy when I completed it and I have done several
coaching sessions using the ‘pocket reminder cards’ since
then”

Discussion and conclusion

Discussion

Principal findings

Guided by the KTA framework, this study demonstrated
that it was possible to develop a module on decision
coach training for nurses that could be used alongside the
"SDM basic module" and the "SDM in situ" modules. Our
findings revealed three key messages. First, the classroom
component proved both feasible and acceptable, with
nurses participating actively and 90% rating it as highly
relevant to their practice. Second, while participants
expressed high confidence and positive attitudes imme-
diately after training, the module could not yet demon-
strate behavior change in clinical practice. Third and
most notably, we uncovered a significant barrier to skill
development: nurses’ strong reluctance to audio record
their coaching sessions, with only one of 19 participants
completing this crucial practical component.

The study has several possible limitations. Firstly, it is
limited by the small sample; however,

the objective to assess the reaction, learning and mode
of delivery of different components was reached. Sec-
ondly, while the study relied on non-validated question-
naires for evaluating training outcomes, this approach
was chosen due to the need for tailored assessment meas-
ures that aligned with the specific learning objectives
of the decision coaching training, a common necessity
in educational intervention research [49]. Thirdly, even
though the eligibility criteria were nurses working in a
medical domain with existing PDAs, not all nurses had
access to a PDA. For those not having access to a PDA,
it may have created a feeling of not having the available
support to implement decision coaching. The main limi-
tation of the study was the overall lack of participation
in Part B and thus, the missed opportunity to evaluate
participants’ decision coaching sessions in their clinical
practice using audio recordings. On further inquiry, the
nurses revealed other barriers that had prevented them
from completing the module.

From a logical point of view, it would be reasonable to
distinguish two main reasons why the nurses did not pur-
sue the second, practical part of the training. First, barri-
ers to implementing decision coaching in clinical practice
and second, barriers specific to completing the training
programme, particularly obtaining individualised feed-
back through audio recordings.
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Regarding implementation barriers, although the deci-
sion coaching module was designed to overcome known
barriers from the literature, there continue to be obsta-
cles to nurses using it in practice. Research has identi-
fied common barriers that can impede decision coaching
implementation at three levels: the patient level [50], the
organisational level [16, 51] and the healthcare profes-
sional level [16, 52]. For example, not feeling one has the
necessary information about all the alternatives, lacking
communication skills, or holding strong opinions about
what is best for an individual patient are potential barri-
ers addressing nurses.

The "Ready for SDM" training modules address many
of these barriers by giving them a voice in the classroom
and by equipping participants with reasonable coun-
terarguments. However, some of them cannot easily be
remedied. Implementation of SDM is still constrained by
information on benefits and harms not being accessible
enough in a form that facilitates informed decisions, such
as patient information following criteria for evidence-
based health information or PDAs.

In Norway the development of decision aids is supported
by the government [53] and several PDAs have been pub-
lished on the central health platform “helsenorge.no” How-
ever, the implementation of PDAs requires involvement
from the clinical environments and an effective strategy
for their systematic use [54]. The existence of high-quality
patient information alone might not help if procedures for
its use in the clinic are not in place and agreed upon. In the
current study, existence and availability of a PDA suiting
the tasks in the local environment was made an inclusion
criterion. However, if these were not yet part of routine
care, the nurses might have seen their implementation as
part of decision coaching as too challenging.

Indeed, the lack of self-confidence in using decision
aids does not fully explain the failure to adopt the behav-
iour, neither was it mentioned in the post-hoc inquiry
assessing why Part B was not completed. The responses
in the post-hoc inquiry revealed a collection of barriers.
The startling contrast between the initial enthusiasm,
positive attitudes and self-confidence and intentions
to adopt decision coaching expressed in Part A and the
actual behaviour later on needs to be better understood.
The item evaluating the degree of self-confidence regard-
ing PDA use showed that 50% only partly agreed and 31%
disagreed. However, subjectively reported attitudes and
intentions do not necessarily represent the active agents
underlying subsequent behaviour.

Regarding training programme barriers, the primary
barrier was participants’ reluctance to audio record their
consultations. This emerged as a major barrier to com-
pleting Part B of the training programme and measuring
the coaching behaviour in order to give individualised
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feedback. To the extent that practical training and trans-
ferring knowledge to one’s own workplace is considered
an essential part of the training, the barriers towards
the sharing of insight into participants’ own decision
coaching skills might in fact be seen as barriers to the
implementation of SDM. The reluctance to share audio
recordings warrants careful interpretation.

While it might be an indicator of the nurse’s lack of
readiness to adopt a new role as decision coach, the qual-
itative feedback from our post-hoc inquiry and previous
research by Lenzen, Daniéls [52] suggests that practi-
cal and psychological barriers may be more significant
factors. A basic requirement for decision coaching is
establishing transparency and reducing power imbal-
ances between healthcare providers and patients, such as
the information monopoly on the side of the nurse and
any kind of opacity [55]. However, as our study was not
designed to investigate these particular attitudes, we do
not know whether and to what extent this kind of barrier
might have caused the dramatic dropout rate.

In the post-hoc interviews, aiming to elucidate the
unexpected dropout rate, some nurses reported not pur-
suing the training because they were uncomfortable with
audio recording their encounters; others reported lack of
motivation as a key factor. These statements might also
imply a lack of willingness to receive the following indi-
vidualised feedback. Giving feedback on a video shared
by the trainee is a well-known method and a BCT has the
potential to impact positively upon building SDM skills
[56, 57]. Golembiewski et al. claim that using record-
ings of consultations can “yield important insights about
clinical practice without the inherent biases involved in
asking patient or clinician participants to report the con-
tent, reflect on it, or rate the encounter retrospectively”
[58]. Several studies report positive effects of audio/video
feedback sessions on skill building [58—-62]. Indeed, par-
ticipants in an SDM training study by Ammentorp et al.
indicated that the most beneficial aspect of the course
was reviewing their own videos [60]. However, record-
ing consultations can also be experienced as stressful.
While the method is widely used in training physicians
[56, 63], it seems less common in training nurses. A Nor-
wegian study investigated making videos of consultations
in the field of contraception counselling and found that
the stress experienced by public health nursing students
depended on the degree to which they felt well prepared
professionally [64]. In a study conducted by Eeckhout
et al. [59] evaluating the feasibility and acceptability of
video recording during real-time patient encounters per-
formed by general practitioner trainees, almost 70% of
the trainees were positive about recording consultations
and almost 90% noticed an improvement of their com-
munication skills through observation and evaluation
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[59]. Nevertheless, as the nurses in our study, they felt
uncomfortable and stressed due to the presence of the
camera and assumed that patients felt the same way.
This is supported by Dobber et al. who reported that the
recording of conversations may be anxiety-inducing for
the nurses [65]. Video feedback has also been used in
SDM training for nurses. In a study by Rahn et al. [33],
nurses stated that being videotaped during coaching ses-
sions was burdensome and a study by Berger-Hoger et al.
[19] was terminated partly due to the nurses not comply-
ing with the task of taking videos.

Using simulated patients could be an alternative to audio
feedback [66], with the potential to overcome some of the
reported barriers in our study, such as the lack of “suitable”
patients or worrying about the patient’s anxiety. Previous
studies evaluating the training for decision coaches’ behav-
iours used simulated patients with the audio recording
conducted by the simulated patients [67]. However, this
method is resource-consuming and does not provide a
real-world SDM example. Other alternatives are to extend
the training in order to practise audio recording; this
may contribute to the delivery of an audio recording no
longer representing an insurmountable exercise, or using
self-assessment as a method of feedback [68]. Considering
the positive evaluation of the classroom training and the
subjectively perceived gain of skills, self-confidence and
solid attitudes regarding patient involvement, an argument
could also be made for omitting the audio recording. How-
ever, as discussed earlier, we would then lose an essential,
well-documented training method [69].

Results from the present study indicate that the class-
room training intervention was feasible and acceptable
and the nurses’ reaction towards the training was good.
Self-reported learning including attitudes, intentions
and confidence regarding decision coaching was over-
all positively reported by the participants, which are the
predecessors of actual behaviour [70]. Measuring Kirk-
patrick’s level one, reaction and level two, learning is
consistent with other pilot and feasibility studies, also
within the field of SDM [49]. Evaluation results indicate
a clear progression through different competency levels.
At the knowledge level, 90% of participants understood
SDM concepts and 84% grasped decision coaching prin-
ciples. However, skill development showed variability
given 74% felt confident in decision coaching and only
16% were fully confident using patient decision aids [71].
This suggests that while foundational knowledge is well-
conveyed, advancing to complex skill application is more
challenging. Participation was limited in Part B, high-
lighting difficulties in measuring/verifying higher compe-
tency levels during practical application.

In our study, we trained nurses from different units,
which may have influenced our results. The majority of
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decision coaching studies are conducted with homogene-
ous groups [11], but our study stands out in this respect.
Perhaps this is one of the challenges to success? Two
reviews have previously stated that the interprofessional
nature of SDM should be acknowledged for optimal imple-
mentation [7, 71], meaning that training whole depart-
ments, units, or teams may be more useful than training
individuals from several medical domains. Results from
our study also emphasises the importance of being more
than one participant from one department. A realist review
aimed to understand how and under what circumstances
decision coaching works for people making healthcare
decisions by Zhao et al. [16] reports that “Healthcare pro-
viders are likely to improve their knowledge and skills to
implement decision coaching through training and prac-
tice” This is supported by twenty-two papers that explicitly
described the training for decision coaches. This under-
lines that others have succeeded with training healthcare
professionals in decision coaching, some have even proven
effective in increasing patient participation in SDM and
informed choices [19]. Further research is needed to opti-
mise training for nurses in decision coaching to reach our
end goal of improving the quality of healthcare decisions.

Conclusion

Decision coaching training was feasible to develop, guided
by the KTA framework. Participants reported Part A as
acceptable, relevant to their practice and recommended.
The second part, including the delivery of an example of
their decision coaching skills in consultations, was per-
ceived as not feasible for various reasons. Further efforts
are needed to resolve barriers related to applying or trans-
ferring skill training into clinical practice. Development of
decision coaching skills requires, as a precondition, a cul-
ture of transparency and readiness for (behaviour) change.
The preliminary evaluation offers valuable insights regard-
ing the module’s feasibility and improvement needs, par-
ticularly with regard to the modes of delivery.
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