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NURSE MENTORSHIPTHE
MODULE 4: SHARED DECISION MAKING 



 

Hello and welcome to Month 4!  

This month's topic is Shared Decision Making. We know this might not sound like the most fun topic in our 
curriculum, but it is so essential to our practice!  We have really worked hard to pull together as much 
information from different perspectives/experts to explain to us what shared decision-making and 
informed consent actually are, what it looks like in practice and what we are responsible for. We learned a 
lot getting reading for this class, and we hope you do too! Shared decision-making is the goal, and we 
believe that our role is right in the middle of that process, facilitating the needs of both the provider and 
patient.  

This is no easy task. We believe in you and believe you will do what's right when it comes to shared 
decision-making. Baby steps. We are up against a culture and system that doesn’t always do this perfectly, 
and that’s ok! You are accountable to yourself and your patients. Do your best! Utilize your resources, and 
speak up for what is right. Your influence in this process MATTERS, and you are not alone. We do 
anticipate many meaningful discussions in the community for this module, so be sure to utilize that space 
and participate in it!  

We are behind you and for you and cheering you on,  

          Ju!ine & S"#  

 

 
Disclaimers:  

1) This course is not to be used as medical/legal advice - it is for educational purposes only. 
2) The information discussed in this module is specific to United States Law… but many topics and 

concepts apply elsewhere. 
3) If you have a specific question regarding your role, responsibility, or anything else learned in this 

module, reach out to your manager or risk management department for an answer. Answer your own 
questions and learn to utilize the resources around you to be sure you’re doing the right thing.  

4) This stuff is hard. We know that. It can be awkward at times, and that’s ok. Baby steps, and know that 
we’re cheering you on and all about doing the right thing for your very deserving patients. We believe 
in you.  
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Introduction- 05:37 
Informed Consent Vs Shared Decision Making - 10:20 

Julie Cantor & the Law- 8:03 
Legal Principles- Julie Cantor 25.42 

REAL TALK- Limits of Duty- 25:53 
Consent Forms- Julie Cantor- 16:44 

Informed Refusal- Julie Cantor- 9:06 
BONUS: Protecting Your License - Julie's Tips- 13:08 

REAL TALK: Pam Hetrick- 1:02:03 
REAL TALK How Do We Protect Ourselves: Pam Hetrick- 9:42  

REAL TALK: Coercion- 9:06 
REAL TALK: Justine & Sarah Catch Us Up 20:13 
Roles & Responsibilities- 18:35 
Conclusion- 05:18 

Day 1 

Day 2 

Day 3 

Day 4

Day 5 

Day 6 

Tip: Treat the videos this month like a podcast! Listen on your drives or while you’re doing housework.

Ju!ine’s Rec'm(ded W)* S*ed+e 



 

3 TYPES OF CONSENT 
Implied: 
  

Written: 
(What needs to be included in a written informed consent) 

Verbal: 

 

 

How can you implement BRAIN into your practice? 
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B U N D L E  B I R T H  C O A C H I N G

- Quick Reference -  
How to Talk to your Care Team & Get the INFO you Need 

								First	ques?on	(to	see	if	it’s	an	emergency	-	if	it	feels	rushed	or	stressed):		

Is mom or baby in danger now?  

	 	 	 	 	 	 	 	 	 Answer	is	no	-	then	this…	 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BENEFITS:	why	are	they	sugges?ng	it?	How	will	it	help?

RISKS:	what	could	go	wrong?	Side	effects?	Risks	to	mom	or	baby?

ALTERNATIVES:	do	we	have	any	other	op?ons?	Can	we	try	something	else?

INTUITION:	what	does	your	intui?on	or	ins?nct	say?	How	do	you	feel	about	it?

NOTHING:	what	happens	if	we	do	nothing?	Can	we	wait?

* BONUS *

You have the right to informed consent and shared decision making.  

All decisions you make should be yours, given the fact that you have 
all the info you need to make that decision. 
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INFORMED CONSENT VS. SHARED DECISION MAKING



 

SCOTUS: Supreme court of the United States. 
 
Plaintiff: a person who brings a case against another in a court of law. 

Defendant: an individual, company, or institution sued or accused in a court of law. 

English law: English law, also called common law, is the legal system of England and Wales. It is generally 
divided into criminal law and civil law. 

Litigation: the process of taking legal action. 

Statutes: a written law passed by a legislative body. 

Common Law: Common law is a law that results from previous legal decisions. They are based on 
legal precedent.   

Statutory Law: Statutory law is a law that is passed by a legislative body such as the state's legislature 
or the US Congress.   

Constitutional Law: Constitutional law is a law that is included in the Constitution of the United 
States of America and its amendments.   

Administrative Law: Administrative law is rules and regulations that are legally enacted to support 
some statutory law. For example, nursing boards enact administrative rules and regulations relating to 
state-enacted laws such as the state's nurse practice act and legislated continuing education 
requirements for the relicensure of nurses.   

Criminal Law: Criminal law, part of public law, covers acts that are illegal and against the law. Criminal 
law includes felony and misdemeanor infractions of the law.   

Civil Law: Civil law, also part of public law, covers torts and contract laws.   

Torts: Torts are civil laws that address the legal rights of patients and the responsibilities of the nurse 
in the nurse-patient relationship. Some torts specific to nursing and nursing practice include 
malpractice, negligence, and violations relating to patient confidentiality.   

Unintentional Torts: Unintentional torts include things like malpractice and negligence. 

Intentional Torts: Intentional torts include things like false imprisonment, assault, battery, breaches 
of privacy and patient confidentiality, slander, and libel. 

Liability: Liability is vulnerability and legal responsibility, simply stated. For example, nurses are liable 
when they fail to follow doctor's orders.   

Respondeat Superior: Respondeat Superior is the legal doctrine or principle that states that 
employers are legally responsible for the acts and behaviors of their employees. Respondeat Superior 
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COMMON LEGAL TERMS TO KNOW 



does not, however, relieve the nurse of legal responsibility and accountability for their actions. They 
remain liable.   

Negligence: Negligence is a non-intentional tort. Negligence occurs when the nurse fails to follow 
established policies, procedures, and standards of care in the same manner that another "reasonable" 
nurse would do in the same situation.   

Malpractice: Malpractice, also a non-intentional tort, has six elements. The elements of malpractice 
include a duty, a breach of duty as a nurse, reasonable foreseeability that the nurse's act has a 
connection with the patient injury that occurred, the patient was harmed, the link that acts directly led 
to the harm, and the patient has the right to financial compensation or damages.   

Assault: Assault, an intentional tort, is threatening to touch someone without their consent.   

Battery: Battery, another intentional tort, is touching a person without their consent.   

False Imprisonment: False imprisonment is restraining, detaining, and/or restricting a person's 
freedom of movement. Using a restraint without an order is considered false imprisonment.   

Defamation: Defamation is making false statements about a person in writing or orally that lead to the 
destruction of a person's reputation.   

Slander: Slander is oral defamation of character using false statements. 

Libel: Libel is written defamation of character using false statements. 

Source: Berman & Synder, 2012  
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What is Benevolent Paternalism? 

What is the legal standard of informed consent: 

What are the limits on the duty to provide informed consent? 

Who has the responsibility to obtain informed consent? 

What is the nurse's role in Shared Decision Making? 
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LEGAL PRINCIPLES- JULIE CANTOR

N,-

We are so excited to introduce you to Dr. Julie Cantor.  She is both an MD and JD — a 
doctor and a lawyer — and she is going to bring us up to speed on informed consent — 
the general legal requirements that doctors must learn and follow, the thinking behind 

the rules, and the critical roles that nurses can play in the process to ensure that our 
patients really understand their choices.  Informed consent isn’t just signing a form; it’s 

a conversation, and our patients have a right not to be pressured into decisions that 
aren’t right for them.  



 
 
Homework Assignment:  

The next time you’re working, grab all of the paper consents you use at your hospital and look at them. 
What do they look like?  What is included in the GENERAL consent that they sign upon arrival? What 

consent do they sign with you witnessing? Does it include everything Julie mentions? 

Does  the Forms Cover (circle):  

Risks   yes no  kinda 

Benefits yes no  kinda 

Alternatives  yes no  kinda 

What can you do in your role as a communicator, translator, and even a navigator, given the consent 
you’ve been provided?  

NOTES: 
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CONSENT FORMS- JULIE CANTOR

Pregnant adults have the same rights as 

____________________________________.
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• Does this form cover the material risks, benefits, and alternatives that are critical to meaningful patient decision making? 

• Is it generic? 

• Is it intended to inform, to protect the physicians / hospital from litigation, or something else? 

• Is the reading level appropriate for the population? 

• Does it expect the patient to seek out more information? 

• Timing?  Literally at admission?

Look over this form 
and answer the 

questions to the left

Food for thought: Julie 
would not sign this 

consent… THOUGHTS?



 
 

What did you learn about the: 
MD’S Role: 

 

Nurse’s Role: 

“Despite the well-settled law that a competent person can refuse treatment which may cause the patient's 
death, and despite well-settled law that a patient needs to consent to treatment, courts are very 
inconsistent about permitting patients to recover damages when a health care provider preserves the life 
or health of the patient against their wishes. 

Often, the court's reasoning in refusing such compensation is that saving one's life or health is not 
damaged and, consequently, is not compensable. 

This position of the courts is seen with particular frequency in cases when a patient is not terminally ill 
and yet refuses medical treatment that could restore the patient to health. 

 A health care provider faced with a patient refusing treatment that might restore her to a full life may wish 
to weigh the potential liability that could flow from wrongfully not rendering treatment versus the liability 
from wrongfully treating a patient. 

Given the court's reluctance to grant significant (or any) damages when a person's life has been 
maintained and given the significant damages that could flow from wrongful death, a provider faced with 
a difficult decision may wish to seek judicial intervention before withdrawing or withholding treatment 
from a competent patient who is not terminally ill.” - Julie Cantor 

NOTE the difference in LANGUAGE:  refusal of care vs. declined offer of care. 
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INFORMED REFUSAL- JULIE CANTOR



 

Pam’s Suggestions:  

1) Be broad in documentation. State the facts, and keep emotion out of it. Chart so that you can 
remember it in 5-10 years. “What is going on in the room.” 

2) A good hand-off in-between nurses  
3) “Is there anything we can do to make this birth experience positive for you?” This gives us the chance 

to get the provider involved in the shared decision-making process.  
4) Ask probing questions, “Tell me what you mean by ________” “Tell me how you interpret this to go.”  

NOTES: 

Charting Example:  
MD at bedside discussing _______, patient states ________, proceeding with ________ plan of care.  
[Discussed Risks and Benefits of IV placement, the patient agreed, 18 gauge placed in the right forearm.] 

“Don’t think birth plans are terrible!  
Birth to us is routine; to this patient, it is Christmas morning all day long.”  
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HOW DO WE PROTECT OURSELVES- PAM HETRICK



 

We wanted to give you some examples of some ways Pam would suggest you document various consent-
related notes. Each is an example and could be adapted to the situation you are faced with. Some 
charting systems will allow you to save note templates that you can use for various things… we suggest 
saving these as templates so that you have them handy PRN.  

Vacuum Assisted Delivery Template: 
Consent given: MD discussed vacuum-assisted delivery to patient. MD states the risks, benefits, and 
alternatives to patient. Patient discussed with their partner and gave verbal consent to MD. Vacuum 
placed at ****, no pop-offs, baby boy born at ****.  

Consent NOT given: MD states, “I am going to place a vacuum for delivery" Patient states, “I really don’t 
want that,” MD states, “because your baby is in distress,” and proceeded to place vacuum on fetal head 
for delivery. VAVD.  

Other Consent Template: 
Consent given: MD at bedside to perform AROM. MD states the risks, benefits and alternatives. Patient 
discussed with partner and gave verbal consent to MD for AROM. Performed at ****, clear fluid noted. 

Consent NOT given: MD states, “I am going to check your cervix,” and MD proceeds to do cervical exam 
Patient repeatedly states “no, stop.” VE 6/90/-2. 

Reporting to Risk Management Incident Report (whatever system you use): 

A Report should include:  

1. Fully describe exactly what transpired. Start with the reason for the note.  

2. Be straightforward and practical in format and take the least time and effort to complete. 

3. Contain the name, MRN, age, and condition of the individual involved, along with the exact location, 
time, date, and description of the occurrence. 

4. Be sure to name all people involved. 

5. Scan for “feeling”/subjective words. Example:  “the patient looked confused” - did the patient say 
they were confused? What were the exact facial expressions that made them appear that way? They 
may have looked confused to them when they were just thinking deeply. 

Remember, these reports are protected and cannot be used in a court of law. Report away!! 
Example of how to write a MIDAS (confidential report):  

12/28/21 @ 0030.  Reason for report: MD performed nonconsensual vaginal exam.  

Meredith Jones, MD, upon arrival to LDR 23, stated “I need to check your cervix.” Patient Mary Lee (MRN: 
123456789) asked, “why?” and there was no response by MD. Pt states, “I don’t want you to check me.” Dr. 
Jones proceeded to acquire gloves. RN reporting stated, “the patient is declining a cervical exam.” MD sat 
on the bed and told pt to open her legs. He used his left hand to push her right knee down. MD quickly 
proceeded to do the vaginal exam while pt kept saying, “no please, no, please I am not ready,” attempting 
to close her legs. He finished the exam, took his glove off, and walked out of the room.  
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DOCUMENTATION



NSO (Nursing Service Organization) is an excellent resource to us especially related to legal and 
documentation. We have summarized a bunch of information from their website here for you to review 
related to documentation—all credit given to NSO.org.  

Do's  
• Before entering anything, ensure the correct chart is being used  
• Ensure all documentation reflects the nursing process and the full extent of a nurse’s professional 

capabilities  
• Always use complete descriptions  
• Chart the time medication was administered, the administration route, and the patient response  
• Chart precautions or preventative measures used, such as bed rails  
• Record any phone call to a physician, including the exact time, message, and response  
• If a patient refuses to allow a treatment or take medication, document it and be sure to report to a 

manager and the patient’s physician  
• Always chart patient care at the time you provide it; it is too easy to forget details later on  
• If something needs to be added to documentation, always chart that information with a notation 

that it is a late entry and include the time and date  
• Always document enough and with enough detail to tell the entire story  

 
Don'ts  
• Don’t chart a symptom such as “c/o pain” without also charting how it was treated.  
• Never alter a patient’s record - that is a criminal offense  
• Don't use shorthand or abbreviations that aren't widely accepted  
• Don't write imprecise descriptions, such as "bed soaked" or "a large amount.”  
• Don't chart excuses, such as "Medication not administered because it wasn’t available.”  
• Never chart what someone else said, heard, felt, or experienced unless the information is critical. 

If absolutely needed, use quotations and properly attribute the remarks  
• Never chart care ahead of time, as situations often change, and charting care that has not been 

performed is considered fraud  
While charting may seem menial and repetitive, demanding the highest quality of documentation for 
every patient protects all nurses from accusations of malpractice and ensures the best care for all 
patients.  

Enhance your documentation practices   
A complete and accurate clinical record is the strongest defense against malpractice or licensing board 
action. While some specialized settings, practice arenas, regulations, and other areas may require 
additional types or components of documentation, the following principles may lessen nurses’ liability 
exposures:  
  
• Chart in the correct record. Ensure that key patient identifiers are accurate, including the spelling 

of the patient’s name and date of birth, to ensure effective linking of patient healthcare 
information records within and across systems.  

• Chart promptly. As soon as possible, after you make an observation or provide care, document 
your actions for more detailed notes. If you wait until the end of your shift, you could forget to 
include important information.   
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DOCUMENTATION

http://NSO.org


• Be accurate, objective, and complete. Document what you see, hear and do. Include data 
relating to all aspects of patient care and the nursing process. Refrain from documenting 
inappropriate, subjective opinions, conclusions, or derogatory statements about patients, 
colleagues, or other patient care team members.   

• Track test results and consultation reports. Ensure that findings are properly communicated and 
acknowledged, documenting these actions in the patient’s health information record.  

• Avoid repetitive copying and pasting. This is especially important when documenting high-risk 
items, such as laboratory results, radiology reports, and drug formulations.  

• Use approved abbreviations. Unfamiliar or seldom-used abbreviations can confuse other 
caregivers and lead to potential patient injuries. Ask to see your facility's list of approved 
abbreviations. Please familiarize yourself with them and use them consistently.   

• Include patient communication. Document patient education regarding treatment and any 
educational materials, resources, or references provided to the patient. Patient complaints, 
questions, and other concerns should also be documented, as well as all steps are taken to 
resolve their concerns.   

• Record instances of non-adherence. This includes missed appointments, refusal to provide 
information, and rejection of treatment recommendations. Report this to your manager and the 
patient's primary provider.  

• Document delegated tasks. Include verification that delegated patient care-related tasks are 
completed by those under your direction and/or supervision.  

• Correct errors promptly. Correct your charting errors in accordance with your organization’s 
policies and procedures, ensuring that it is clearly marked as a late entry. Remember: electronic 
healthcare records automatically date and time each entry and identify electronic deletions, so 
any attempt to alter the patient's healthcare information record is discoverable.  

• Safeguard patient healthcare records. Comply with your organization’s information security 
practices to protect patients’ healthcare information from loss and/or unauthorized access.   

Your documentation should be consistent with the treatment plan(s) and meet federal, state, and local 
law, as well as all applicable professional and ethical guidelines. It should also reflect established coding 
and billing procedures. Contact your manager, supervisor, or risk manager for assistance with 
documentation concerns or questions, especially if they may have liability or regulatory implications. 

Remember this:  
To prevail in court, the patient has to be able to prove that they  

received inadequate information AND therefore would have made a different 
decision. Document the information that was received and that pt agrees.  
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We have likely heard of a SOAP (subjective, objective, assessment, plan) note - a format for documenting 
an incident/event/note as a nurse. NSO suggests, especially in lieu of avoiding litigation, to use a SOAAAP 
note format instead. Here are their suggestions for writing notes.  

Successful clinical care is a collaborative effort between the provider and the patient. SOOOAAP 
documentation changes the traditional focus of documentation to a more patient-centered 
approach. Documentation should reflect this shared effort. Using the SOOOAP technique will facilitate this 
philosophy of care and provide an avenue to comprehensively demonstrate that it was done. In so doing, 
health care providers will proactively protect themselves and patients from the trauma of care interactions 
that can result in litigation. 

S: Subjective 
Use the patient's words to indicate their attitude. It should include a complete review of systems and 
inclusion of additional concerns that were not the primary reason for seeking care. The subjective data 
included should be driven by patient quotes to demonstrate your attention to the patient. 

O: Objective 
Should be measurable, reproducible data, including things like recent lab tests or imaging. All physical 
exam findings and any concerns about faulty equipment or inability of the patient to fully perform the 
test. Document if a chaperone was present during an exam when sensitive procedures are being 
performed (i.e., cervical exams). Choose your words carefully and avoid judgmental or potentially anger-
provoking descriptors of individuals. 

O: Opinion 
This is similar to assessment but further explains that there may be limitations to your assessment- that 
the final assessment is still ongoing should be made clear (i.e., a questionably accurate blood pressure 
cuff or a poor fitting cuff). Opinion is more comprehensive in that it reviews the data that supports your 
assessment. It provides a rationale for care decisions and recommendations (i.e., “it appears as if she 
could possibly be dilating quickly, which would explain the decelerations”).  

O: Options 
Documents information provided to patients, whether or not this is evidence-based recommendations or 
routine practice, what the treatment side effects might be and what would be the result of no treatment.  

A: Advice 
The recommended best choice by the health care provider with a rationale for your recommendation. 
Document your reinforcement to the principal that you are providing information and advice and allowing 
and encouraging the patient to make their own decision about care. Continually document health 
promotion recommendations and prevention techniques (i.e., smoking cessation and exercise), whether 
or not these are related to the presenting problem. This provides evidence of your concern and interest in 
the whole person. 

AP: Agreed Plan 
Plan pulls discussion together and states what the patient has agreed to follow or what they make an 
informed decision not to do. [It clearly documents that the patient agreed to the care plan and outlines 
the next steps.] “The patient understands and agrees with plan.”  
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SOOOAP NOTE
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ROLES AND RESPONSIBILITIES

MD ROLE PATIENT’S ROLE

NURSE’S ROLE HOSPITAL’S ROLE
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NOTES


