
TEACHING AND LEARNING THE CONSULTATION (TALC)

MODULE 5 Advanced skills for effective explanations 
and planning of personalised care

CHAPTER 3

To be or not to be:  
How can clinicians share 
decision making in 
complex situations?
“We all make choices, but in the end our choices make us.” — Levine

“Nothing is more difficult, and therefore more precious,  
than to be able to decide” — Napoleon



Overview

Which section of the consultation does this session address?

Providing structure &  
flow to the consultation

Building the relationship

Initiating the 
session and  

agenda setting

Gathering 
information

Physical 
examination

Explanation  
and planning

Closing the 
consultation

Which specific skills are addressed in this session?

Shared Decision Making (SDM) is a high order skill and to be effective, the clinician needs to use many basic skills including 
active listening, the ability to pick up on cues and clues, explaining skills and all the skills of building an effective relationship 
with a patient. 

CG skills

47. Shares own thinking as appropriate: ideas, 
thought processes and dilemmas.

48. Involves patient: offers suggestions and choices 
rather than directives; encourages patient to 
contribute their own ideas & suggestions.

49. Explores management options where relevant. 

50. Ascertains level of involvement patient wishes  
in making the decision at hand.

51. Negotiates a mutually acceptable plan, signposts 
own position of equipoise or preference regarding 
available options, determines patient’s preferences.

47

48

49

50

51

How does this apply in remote 
consulting situations?

Remote consultations are often about complex 
and difficult decisions. For example, calls may 
well consider decisions about whether to go to 
hospital during a Covid epidemic or what kind 
of approach to end of life care is appropriate for 
a highly frail person in a nursing home. These 
higher order skills can be very helpful in remote 
consulting too.
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Introduction

To be or not to be: How can clinicians share decision making in complex situations?

In most situations, getting to a shared management 
plan with a patient will be straightforward if the clinician 
uses the principles set out in the module talc skills for 
effective explanations together with talc skills for 
effective planning of care – why are shared management 
plans actually more effective? 

That approach links the patient’s own concerns, questions 
and aspirations to the management options the clinician 
identifies. Sometimes, this approach is not enough, 
especially in complex situations, or where there is an 
element of equipoise, meaning that the decision has 
significant and balanced pros and cons to it. Clinical 
practice inevitably involves many complex situations, 
which can be thought of in the general categories 
listed here:

A patient does not accept the clinician’s recommended 
approach because they have different ideas about what 
should happen (for example, a patient might disagree with 
a referral for bowel cancer surgery if they find the prospect 
of surgery unacceptable).

There are several options of roughly equivalent 
predicted effects, meaning that there is a decision to be 
made about how to proceed.

The suggested plan significantly interferes with elements 
of life highly valued by the patient (for example, a patient 
may value avoiding medications very highly).

The effects of interventions are uncertain, for example, this 
may be because there is limited information available, or it 
may be that the patient differs in important ways from the 
population in whom an intervention has been tested.

The situation is complex and the interaction of different 
factors cannot be readily predicted (for example, multiple 
co-morbidities, many different medications, an unstable 
illness, frailty).

When such complexities are present, decisions need to be 
shared with patients, as the clinician cannot necessarily 
know the ‘right answer’. What would an effective, shared, 
decision be like in these circumstances? Here is a useful 
description of a good ‘shared’ decision:

“the quality of a clinical decision, or its patient-centeredness, 
is the extent to which it reflects the considered needs, values, 
and expressed preferences of a well-informed patient” 
(Reference 21). 

The key point is that it is not the clinician’s values, needs 
or preferences that take priority, and yet the decision must 
still be shared, not simply passed over to the patient. 

A useful way of thinking about the different clinician styles 
when making decisions can be summarised in these four 
contrasting approaches:

‘Clinician knows best’ when the clinician takes a 
paternalist position and makes the decisions about the best 
care. Although this attitude has a bad press, most people 
hope for this when the situation is life threatening and the 
action needed is clear cut. Everyone hopes for clinicians to 
make clear decisions when dealing with a multiply injured 
patient in an emergency department.

‘The informant clinician’ who promotes ‘informed choice’. 
This clinician avoids instructions and presents patients with 
lots of information to help patients themselves make an 
informed choice. This can result in some patients feeling as 
if they have been abandoned to make choices in complex 
situations they are unprepared for. 

‘The interpretive clinician’ shares information with the 
patient, but does not leave the patient to make a choice 
in isolation, but rather guides the decision making using 
expert knowledge, while incorporating the patient’s own 
values and priorities. These are important differences from 
a simple ‘informed choice’ approach, and this is usually 
called ‘Shared Decision Making’. This approach requires a 
specific set of skills which are explored in this chapter.

An even higher level of expertise, termed ‘the deliberative 
clinician’, is used when a clinician helps a patient to 
explore the health related values ‘that can be realised in 
the clinical situation’, and which of those values are ‘more 
worthy and should be aspired to’. Through dialogue about 
the values which are most important to the patient, in their 
specific situation, the clinician is acting more like a teacher 
or friend (Reference 23).

At first sight, the informant clinician giving patients an 
‘informed choice’ seems to respond to current ideas that 
more information is better and that choice is a good thing. 
However, having choice – in itself – increases anxiety. 
Offering information, but no guidance, can lead to a sense 
of abandonment if patients are facing difficult decisions. 
For example, a woman considering whether her husband, 
already gravely ill, should have an amputation after a heart 
attack reports: “I was told my husband could die if he didn’t 
have the operation or he could die during the operation... 
obviously the choice was mine.” 

Why is the choice “obviously” the wife’s choice? The 
clinicians here were not saying they ‘knew best’, and the 
patient’s wife was left both with the uncertainty, and the 
heavy responsibility of which decision to take. Is it really 
helpful to completely devolve this fraught decision to the 
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Introduction (continued)

wife? If he dies, will she feel it is all her fault for making a 
wrong decision? 

These issues are considered more fully in the section on 
uncertainty from the patient’s perspective in Reference 19.

To achieve effective shared decisions in such difficult 
circumstances, specific tasks need to be achieved.

The clinician must identify clearly the decision to be 
made and clarify how much the patient wants to be 
involved. Patients differ in how much involvement they 
want to have in difficult decision making. The wise clinician 
elicits a clear understanding of how much involvement the 
patient wishes to have in decisions about their care. Many, 
if not most, patients do want to be fully consulted about 
their care, and many may wish a relative or friend to be 
involved too, as support, or to actually assist in making the 
decision.

The clinician must also clarify the patient’s own priorities 
and preferences, what information they have already and 
what other information they would like. Patients need and 
prefer information in different forms; does this individual 
want a written summary? A Cates plot? A diagram? A link to 
a website? 

Having explained the decision to be made, what comes 
next, and what skills are needed to bring clinician and 
patient together plan acceptable and feasible care? These 
skills are called Shared Decision Making skills, and can be 
considered in three stages. These are ‘Team talk’, ‘Option 
talk’ and ‘Decision talk’ (Reference 24).

Team talk is when the clinician discusses how they and 
the patient will work together, to make the best decision 
for that individual. The clinician outlines the alternative 
possibilities clearly and emphasises that final decisions will 
naturally differ between individuals. Team talk builds on 
the clinician patient relationship that has been established 
throughout the consultation (see the module talc skills 
for building effective relationships). 

Using open questions and an empathic approach will 
enable the clinician to seek out and understand the 
patient’s preferred approaches. The clinician approaches 
the patient’s point of view with acceptance and in a non-
judgemental way. The aim is to bring out what really 
matters to the patient. 

The issues that commonly need to be discussed might 
include preferences for being at home rather than in 
hospital, preferences for how to spend the remaining time 
if lifespan is likely to be limited (does the patient want 
to spend more time with loved ones or are they keen to 
pursue aggressive treatments that may limit their time at 
home?).

The clinician needs accurate information about the 
possibilities including, for example, that effective palliative 
care may extend lifespan more than aggressive and toxic 
chemotherapy regimens (see Reference 49). These issues 
are discussed eloquently and very readably by the writer 
Atul Gawande, describing his own father’s life and death 
(Reference 50). 

Option talk enables clinician and patient to work together 
to identify advantages/disadvantages from the patient’s 
point of view and the possible benefits and harms that may 
result. A jargon free way forward can be to say “what would 
be your reasons to say ‘yes’ to this option? What would be 
your reasons to say ‘no’ to this”. 

The clinician can explain their own reasons for their 
recommendation, if they have one, and clarify the patient’s 
understanding of the clinician’s reasoning. Benefits and 
harms may not simply be matters of physical health; 
impact on relationships, work, self-image, and other health 
conditions or constraints may all come into the picture. The 
uncertain effects of interventions in those with frailty or 
multi-morbidity may mean that the patient’s preferences 
for risk taking versus a conservative approach may also 
come into play. Clinicians need to avoid a spurious 
certainty about the effects of interventions in very frail 
patients.

Decision talk is when the patient’s preferences have been 
articulated and are then integrated into the final decision. 
The clinician does not stand back and say “you decide”, 
but has a part to play in weighing things up because of 
their clinical knowledge and understanding, especially 
about potential harms as well as benefits. The clinician’s 
responsibility is to help the patient recognise what impact 
the benefits and harms could be for them as an individual. 
All factors need to be weighed up fully, otherwise simply 
giving people information for an ‘informed choice’ risks 
abandoning them to indecision or poor decisions.

Decisions about care are not only about effectiveness, 
although clinicians often focus on that. When plans have 
inherent risks of harm and variable benefits, we also have 
to think about the patient’s preferences. Preferences 
include trade-offs between different possibilities. 

For example, one patient may choose to trade off a faster 
recovery time from injury against taking unpaid time off 
work to do intensive physiotherapy. However, another 
individual may prefer to trade-off a stable income against 
slightly more pain and a longer recovery time from the 
same injury. Patients may value trade-offs very differently 
from clinicians. 
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Introduction (continued)

Explicitly recognising and discussing the effects of a 
patient’s preferences may be enough to create a way 
forwards. When this process does not occur, it has been 
termed the ‘silent misdiagnosis’. ‘Missing’ the correct 
assessment of a patient’s preferences can be as harmful as 
missing any other kind of diagnosis (see Reference 26 for an 
interesting exploration of this topic).

In healthcare, making ‘no decision’ is still a decision with 
consequences, because it may effectively mean taking the 
option of ‘not doing anything’. If a decision is deferred (for 
example, to allow for a discussion with family members), 
a specific time frame should be specified to ensure that 
the conversation is completed and a firm decision is made. 
If the decision is to be briefly delayed, the clinician must 
ensure that a relevant way of conveying the decision is in 
place. This may mean seeing the patient, speaking to them 
on the phone or the patient talking to an administration 
team member. Clinicians need failsafe systems for chasing 
up decisions and recording them in the notes, with the 
rationale noted too.

Many clinicians believe that they ‘already do shared 
decision making’. However, patients do not believe this and 
consistently ask for more involvement in decisions about 
their care. The concept ‘nothing about me without me’ 
captures this idea (Reference 51). 

As educators introduce these more formal skillsets, 
perhaps clinicians will be able to act in more sophisticated 
and patient-centred ways. Shared Decision Making is a 
complex area of healthcare and goes beyond the skills 
needed to incorporate a patient’s perspective in a shared 
management plan (see skills for effective explanations 
and planning care – why are shared management plans 
actually more effective?). 

At times of distress, in complex situations, the clinician 
who remains calm and uses shared decision-making skills 
properly can bring great comfort to patients and families, 
as well as effective decision making. Enabling patients to 
follow their own preferred path can be a humbling and 
even joyous experience.
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Teaching notes

How to teach and develop these skills  
Working one to one

An educator working one to one with a clinician can 
approach the teaching and learning of Shared Decision 
Making skills in various ways. Sometimes, a clinician may 
encounter a complex situation that they do not feel quite 
ready for, and the educator will need to help them learn the 
relevant shared decision making skills as well as providing 
clinical supervision and support. 

In other situations, the educator who sees that their 
clinician in training has developed a good level of core 
consultation skills, may deliberately choose to expand 
their case mix to include more difficult situations such 
as palliative care or end of life care planning. This can be 
a useful place to use an open book technique (see talc 
effective methods for teaching consultation skills – is 
it cheating to look things up?) or for the clinician to do 
some preparatory reading before the educational session. 
This is a complex and potentially emotional area of work 
and the teaching session should be scheduled to allow 
adequate time without interruptions!

The educator can begin by exploring the situation at 
hand and then exploring what the clinician understands 
by the term ‘Shared decision making’. SDM is essentially 
a technical term referring to the specific skills and 
approaches outlined in the introduction to the chapter. It 
goes beyond the usual collaborative approaches using the 
core skills of enabling a shared management plan (see talc 
skills for effective planning of care – how do shared 
management plans actually become more effective?). 

Some clinicians feel that they simply need to give 
information and then ‘it is up to the patient to decide’. 
Gently explore the potential consequences of the 
‘informant clinician’ approach and outline the alternatives 
as outlined above (i.e. the ‘clinician knows best’, the 
‘informant’ clinician, the ‘interpretive clinician’ and the 
‘deliberative’ clinician). Have they seen examples of these 
different approaches? Have they been in difficult situations 
where the clinician could have taken an alternative 
approach with benefit? Perhaps in their own lives? 

It is quite common for clinicians to have had bruising 
encounters with medical care, whether for themselves or 
for relatives. Explore the clinician’s attitudes to involving 
patients in decisions. What experiences of this have they 
had? What went well or what gave rise to difficult or 
dysfunctional encounters? It can be very fruitful to use an 
example of a difficult situation requiring SDM skills from 
the clinician’s own current experiences.

Using an open book technique as an aide-mémoire, explore 
how the clinician might approach an SDM discussion, 
identifying the decision clearly, and asking the patient 
about what involvement they wish to have. Then work 
through what ‘team talk, option talk and decision talk’ 
would be like, revising the core consultation skills that 
are needed throughout: active listening, picking up clues 
and cues, eliciting the patient’s own thoughts, concerns 
and hopes. 

SDM practice is complex. It might be helpful to practice the 
skills of team talk, option talk and decision talk separately 
in a skills rehearsal, before combining those all together 
in a role play (i.e. a whole consultation). Videoing skills 
rehearsals or role plays to review and analyse afterwards 
can deepen the learning opportunities and provide 
evidence for reflection and feedback. There is an example 
of a difficult scenario in the Resources section, and the 
skills needed for video review are covered in the module 
talc effective methods for teaching consultation skills 
– using video reconstruction.

Encourage further reflection at the end of the session. How 
did the clinician change their view of what is possible in 
complex decision making situations? What were their key 
learning points? What importance do they now attach to 
SDM? How confident are they that they could use such 
skills themselves? What would help them develop their 
confidence further? 

It may be necessary to revisit this subject or to develop a 
tailored learning plan for the clinician. Perhaps they may 
begin by observing some difficult conversations done by 
an educator or other senior clinician. Perhaps they could 
move on to doing some of the initial preparation, clarifying 
the decision and its potential harms or benefits, then 
moving on to doing more of the consultation themselves. 
The educator needs to be both mentor and guide when 
clinicians are developing such higher order skills.

Finally, ask the clinician to note their key learning points 
from the session and to identify some specific instances 
when they can change their approach and incorporate new 
skills. Be sure to follow this up at subsequent sessions to 
celebrate any successes and help with any difficulties.
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Teaching notes

How to teach and develop these skills  
Working with groups

When planning a course of consultation skills training 
within an educational programme, the educator may find 
that Shared Decision Making skills emerge as a learning 
need in discussions with participants. In any case, it would 
be wise to schedule such training when the core skills of 
the consultation have been established, as SDM skills are 
one of the higher order skillsets that clinicians will need to 
develop to be able to deal with complex situations. This can 
be a useful time to use an open book technique (see talc 
effective methods for teaching consultation skills – is it 
cheating to look things up). 

Alternatively, participants could be asked to do some 
preparatory reading before the educational session. 
This is a complex and potentially emotional area of work 
and the teaching session should be scheduled to allow 
adequate time.

Begin by asking participants to form pairs and work 
together to define what they understand by the term 
‘Shared Decision Making’. In the debriefing, share these 
definitions and explore the similarities and differences 
between the formal skillset of ‘Shared Decision Making’, 
and the generally collaborative approach used in 
developing ‘a shared management plan’.

It is useful to revisit the theory that is summarised in the 
introduction to this chapter especially describing the 
features of a shared decision. Explore the idea of a ‘silent 
misdiagnosis’, and the different characteristics of the 
‘clinician who knows best’, the ‘informant’ clinician, the 
‘interpretive clinician’ and the ‘deliberative’ clinician.

Then describe the stages of SDM, team talk, option talk 
and decision talk. Ask participants to identify the subskills 
needed for these processes to be effective, including active 
listening, respecting the patient’s values and preferences, 
using clear language, showing non-judgemental 
acceptance and empathy.

The educator will understand the characteristics of 
their group and can decide whether to do specific skills 
rehearsals for team talk, option talk and decision talk, or 
whether the participants’ skills are sufficient to proceed to 
a role play involving all those skills.

A role play can be set up using a suitable scenario from a 
participant, or one prepared beforehand by the educator 
(see an example in Resources). How to develop a scenario, 
from a problem case brought by a participant, is described 
more fully in talc effective methods for teaching 
consultation skills – can we solve problems without 
seeing a video? using video reconstruction.

Then explain the role play, which will start when the patient 
says “I have come to talk about my tablets and whether 
to stop them now. Do I really have to stay on Lithium for 
ever?” Describe the clinical background, and the patient’s 
information, so that any technical issues can be explored. 

Begin by asking whether the history is consistent with 
a Bipolar disorder. What other diagnoses might be 
considered? Are there any differences in clinical practice 
in USA/UK that might have influenced the decision to 
prescribe Lithium in the circumstances described? What 
are the potential BENEFITS of stopping lithium now? What 
are the potential HARMS? How could those harms be 
mitigated? What would be the best way to stop the lithium?

Even if the patient does not want to see a psychiatrist, 
could the GP ask for advice informally in a phone call 
perhaps? Who else might be involved in the discussion? 
How could GP and patient mitigate any potential harms 
from stopping the Lithium? (e.g. doing it gradually, asking 
his partner to monitor mental health and the patient 
agreeing to his partner being able to discuss that with 
the GP? A ‘rescue plan’ if it all goes wrong?). This process 
is important, so that the participants learn by example, 
that many SDM conversations require considerable 
preparatory thought.

Before starting the role play, ask the participants to 
speculate about the patient. What is he likely to be thinking 
or worrying about? Then divide the group into threes: A = 
patient, B = clinician, C = observer. Ask the patient to begin 
the role play by saying “I have come to talk about my tablets 
and whether to stop them now. Do I really have to stay on 
Lithium for ever?”

Allow about ten minutes for the discussion, and then ask 
the observers to give feedback privately to the clinician. 
Before the next round, ask how it felt to be using a 
structured approach to this kind of decision making. It may 
well feel awkward at first, which is to be expected when 
new approaches are tried. 

Change roles before the next round and encourage the new 
clinicians to try things out even if they feel a bit strange at 
first. After the second round, allow the observers time to 
feedback again and then ask for their comments on any 
things they heard or saw that worked especially well.

Change roles and do the role play for a third time. After 
allowing individual feedback to clinicians in the small 
groups, debrief by asking for any comments about the 
experience of being a patient. To what extent did they feel 
respected? To what extent did they feel involved in the 
decision making? Were they happy with the final decision?
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Teaching notes

How to teach and develop these skills  
Working with groups (continued)

Finally, ask participants to note down their three most 
important learning points and then to discuss these in 
pairs. Debrief by asking participants what they will do 
differently next time they are faced with making a difficult 
or complex decision with a patient. At the next educational 
session, invite participants to share their experiences 
of using the Shared Decision Making process, celebrate 
success and enable peer discussion to resolve difficulties or 
correct misconceptions.
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Notes for educators

Engaging participants  
Meeting their needs

Initially, many participants will be mainly preoccupied with developing the core consultation 
skills. However, most will find themselves exposed to decision making in uncertain or 
difficult circumstances. Acknowledging the complexity of such contexts while also offering 
an effective strategy for approaching such decisions will engage participants in learning new 
skills, as they can see both the necessity and the benefits.

Energising 
participants  
Maintaining energy 
throughout

The approach to learning is participative throughout, building on the learners own 
educational needs. This approach is energising in itself, while also looking forwards to the 
challenges of independent practice. Helping participants to be prepared for some of the 
more difficult areas of practice is motivating and ensures active participation in discussion, 
observation and role play.

Evaluations and 
feedback  
Making the most of the 
session for participants 
and educators

Listening to the key learning points and also engaging in dialogue throughout the session 
will enable educators to appreciate both the starting point of participants and also what they 
have gleaned from the session. Different participants will have different starting points and 
it is realistic to expect different levels of learning outcomes. This may help the educator to 
decide when and how to revisit this complex subject matter.

How to provide 
structure to the session 
Help participants 
to structure their 
consultations

The session described is well structured to provide opportunities for reading, reflection, 
discussion and practice. This echoes the structured approach to the shared decision making 
conversation that is proposed here. Highlighting the benefits of a structured approach will 
help participants apply this in practice.

Building relationships 
Help participants build 
relationships with their 
patients

When complex matters are discussed respectfully and with the offer of support and new 
skills, learning relationships are reinforced. Relationships with patients are greatly enhanced 
when decisions are truly shared.
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Resources / Scenarios

A patient scenario for developing shared decision making skills

What are the factors to consider here?

Clinician’s information

Mr PT is aged 35, a telephone systems maintenance 
engineer. He is generally well.

He is taking Lithium daily, started by a doctor in the USA 
when he was aged 20. The paper notes from the time are 
very sketchy, but indicate he was thought to be hypomanic. 
He was acutely psychotic for a few weeks when travelling in 
California. The US doctor said “You will be on in this for life 
now and will relapse if you stop it”.

He has remained entirely well ever since, attends for regular 
blood tests for his Lithium, which has always been in range. 
He is wondering whether to stop the Lithium now. 

Patient’s information

You are Mr PT aged 35, a telephone systems maintenance 
engineer. You maintain mobile phone masts often working 
at heights, and driving between sites.

You take Lithium daily, started by a doctor in the USA when 
you were aged 20. You remember flying to California for a 
three month trip, going straight to a large gay night club and 
taking everything on offer. After you didn’t seem to sleep 
for days and days, had a lot of weird ideas and ended up in 
a hospital for a few weeks. The doctor there said you had 
been “manic” and that you should take Lithium for the rest 
of your life or else you will relapse and end up in hospital 
again.

You have remained entirely well ever since and attend 
for regular blood tests for the lithium. You feel you learned 
the hard way and now take no drugs, no alcohol and avoid 
getting over tired, also avoid any long haul flights! You keep 
fit by running and would prefer to be drug free now if that is 
possible.

You recently got married to John, a trainee psychiatrist. 
After discussion with him, you are wondering whether to 
stop the Lithium now. You are not keen to see a psychiatrist 
now as you have discussed it with your partner fully... he 
will support you whichever way you decide to go.

Begin the conversation by saying: “I have come to talk 
about my tablets and whether to stop them now. Do I 
really have to stay on Lithium for ever?”

Educator’s notes

Begin by discussing the clinical situation. Is the history 
consistent with a Bipolar disorder? What other diagnoses 
might be considered? Are there any differences in clinical 
practice in USA/UK that might have influenced the decision 
to prescribe Lithium in the circumstances described?

What are the potential BENEFITS of stopping lithium now? 
What are the potential HARMS? How could those harms be 
mitigated? What would be the best way to stop the lithium? 
Even if PT does not want to see a psychiatrist, could the 
GP ask for advice informally in a phone call perhaps? Who 
else might be involved in the discussion? How could GP 
and patient mitigate any potential harms from stopping the 
Lithium? (e.g. doing it gradually, asking his partner John 
to monitor his mental health, and patient agreeing to John 
being able to discuss any concerns with the GP? A ‘rescue 
plan’ if it all goes wrong?)

Then role play the meeting with PT to discuss stopping the 
Lithium.

See the observer’s checklist on the following page.
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Resources / Checklist

Checklist for feedback

Skill Observed? Notes

Clinician and patient agree agenda 
for the meeting

Team talk: clinician clarifies the 
decision, explains going to work 
together to make an effective 
decision...

What matters to the patient now?

How much does patient want to 
be involved? Do they want others 
involved? If so who? 
 
 

Option talk including BENEFITS 
and HARMS, approaches to 
stopping, any harm mitigation? 

Decision talk... what has been 
decided, who is doing what and 
when? 
 
 

Follow up arrangements 
 
 

Anything especially helpful noted?
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