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Shared Decision Making 

“…clinicians provide patients with 
information about all the options and 
help them to identify their 
preferences in the context of their 
values.” 

Fried, T. R. (2016). N Engl J Med 



Clinical Pearls 



•Build rapport 
•Point out accurate information they know 
•Empathy with neutral words 
•Active listening 
• Information sandwich 
•Para-phrasing 
•“On the one hand” 
 

Counseling Pearls 



HPV 
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Shame
Embarrassment 
Stigma
Self blame
Anxiety
Regret
Confusion
Fear
Powerlessness 
Anger
Promotion of the HPV vaccine has not yet increased awareness or “normalization” of HPV infection
Cancer - overriding concern
Worry about horizontal transmission
Fomites
Sexuality 
Pregnancy
Children
1/3 of HPV+ women reported feeling worse about past and future sexual relationships compared with <2% of HPV- women






“Ask-Tell-Ask”  

Shared Decision Making Model 

“To make sure we are on the same page, 
can you tell me what your understanding 
of your results are?” 

 



How to Kill the Conversation 

Medical oncology communication skills training learning module 3 (2002) Fallowfield, L., 
(2002). Lancet 

Launch into your agenda first 
without negotiating the focus 
of the interview. 
Offer reassurance prematurely. Give pathophysiology lectures. Ignore the context of the 
communication encounter. 
Don’t ask about the patient’s 
information needs. 



Counseling Tips 

First rule: ask probing questions 

•Questions that are specific to THEM 
•What do they “know”  
•About THEIR concerns, their 
questions, their feelings 

 



 

Sara, 26 years old  
G0P0 

I can see that  
this is hard for you, 

can you tell me 
what is most 

concerning for you 
about this? 

Sara’s 
screening 
results: 
ASCUS +HPV 



“Ask-Tell-Ask” 

•Use straightforward language to 
communicate the treatment options, 
bad news, or other information.  

•Information should be provided in short, 
digestible chunks.  

•Rule of thumb: no more than 1-3 pieces 
of information. 
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“Ask-Tell-Ask”
This principle is based on the notion that education requires knowing what the learner already knows and
building on that knowledge. It also works as a way to build a relationship, as it shows that you are willing to
listen to and negotiate the patient’s agenda. A great deal of communication in clinical oncology involves providing
information, but this does not mean that communication should be largely one-way. For any important
communication:
ASK the patient to describe her current understanding of the issue. This will help you craft your message to take
into account the patient’s level of knowledge, emotional state, and degree of education. “Ask” also gives you
the opportunity to determine why the patient is at the appointment and then negotiate (tell-ask) the agenda for
the visit. Some sample questions to open your conversation include:
• “What brings you here today?”
• “Anything else?”
• “What is the most important issue for us to talk about today?”
• “To make sure we are on the same page, can you tell me what your understanding of your disease is?”
• “What have your other doctors been telling you about your illness since the last time we spoke?”
After you have done this, the next step is to…
TELL the patient in straightforward language what you need to communicate-the bad news, or treatment
options, or other information. Stop short of giving a long lecture or huge amounts of detail. Information should
be provided in short, digestible chunks. A rule of thumb is not to give more than three pieces of information at a
time. Use ninth grade English in communicating. Avoid medical-ese. Before you go on, you should…
ASK the patient if she understood what you just said. This gives you the opportunity to check her understanding.
Did she get the facts straight? Is her understanding appropriate? Did she hear what was said? Consider asking the
patient to restate what was said in her own words. This will give her a chance to ask her questions, and that will
tell you where to go next-what details to elaborate, what implications to discuss, what things to repeat. For
example, you could say “Who are you going to tell about this visit when you get home?” or “To make sure I did a
good job of explaining to you, can you tell me what you are going to say?” Or at the next visit, you could start
out with “I am not sure I was clear at our last visit when I explained the problems to you. To help me out, can you
tell me what you remember I told you about your disease?”



What Is HPV Infection? 

“HPV infection is a marker for risk, not a 
sign of disease.” 
 
 

“Most everyone gets HPV but most of the 
time we don’t know it’s there, it doesn’t 
cause any 
 
This term is very helpful: A risk marker 
 harm and goes away by itself.” 



“Ask-Tell-Ask” 

•Use natural frequencies rather than 
percentages 

•Not  more detail than is necessary 
•Use fifth-ninth grade English in 
communicating 

•Avoid medical-ese 
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• “What brings you here today?”
• “Anything else?”
• “What is the most important issue for us to talk about today?”
• “To make sure we are on the same page, can you tell me what your understanding of your disease is?”
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options, or other information. Stop short of giving a long lecture or huge amounts of detail. Information should
be provided in short, digestible chunks. A rule of thumb is not to give more than three pieces of information at a
time. Use ninth grade English in communicating. Avoid medical-ese. Before you go on, you should…
ASK the patient if she understood what you just said. This gives you the opportunity to check her understanding.
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example, you could say “Who are you going to tell about this visit when you get home?” or “To make sure I did a
good job of explaining to you, can you tell me what you are going to say?” Or at the next visit, you could start
out with “I am not sure I was clear at our last visit when I explained the problems to you. To help me out, can you
tell me what you remember I told you about your disease?”



I Will Always Have HPV, Right? 

“Your immune system clears most viruses 
that you get. With time, your immune 
system is very likely to clear the HPV.” 

“Almost everyone clears the virus to 
undetectable levels before it does any 
harm to the cells on the cervix.” 

“Most people clear the HPV within 2-3 
years, on average after 8 months.” 
 



Para-phrasing 

“So I hear you saying that you’re worried 
that you will have HPV for the rest of your 
life, do I have that right?” 
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This:
Confirms that you have correctly heard and understood the client
Lets the client know you are listening 
Can allow the client to feel like you are on their side
Allows you to put an interpretation or spin on the information and then extend the learning from there as a jump off point




Alternates to Para-phrasing  

“Many of my patients say that they have 
heard that getting a positive HPV test 
means they will get cancer, is that what 
you mean?” 
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“Ask-Tell-Ask” 

HPV infection is extremely common 
 
“Most people will acquire HPV infection 
shortly after they begin having sex, 
unless they have been vaccinated.” 



Will I Get Genital Warts? 
High Risk Vs. Low Risk 

“Unfortunately, it’s confusing because the 
name HPV is used to describe two types of 
viruses.  One type causes warts but can’t 
cause cancer. The other type can cause 
cancer and doesn’t cause warts.” 

Vs. 



Teach Back 

“We have gone over a ton of information 
and I want to be sure I was as clear as I 
could be. Can you tell me what your 
understanding about HPV is?” 
 
“What have you read (or heard or what do 
you know) about HPV?” 
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Sandra, 38 years old  
G2P2 

•In the health center for her DMPA shot 
•Last documented cervical cancer 
screening 7 years ago 
 “I am just 

here for my 
shot. I’m not 
ready for a 

pap!” 



Many People Say… 

“Many people tell me that getting a 
pap is uncomfortable for them” 

 

“I’d like to understand what concerns 
you about getting your pap today” 

 

 
 



Sandra, 38 years old  
G2P2 

“The last 
time I had 
one was a 

nightmare!” 



Use neutral words to transmit empathy 
rather than labeling feelings like “You 
seem anxious” or “you seem angry” 
  

“That must have been really hard to 
deal with” 
 
“I can understand why getting another 
pap is concerning to you”  
 

 

Empathy with Neutral Words 



Obstacles to Adherence 

Perception of risk is not fully rational 
and is based on past life experience 



Inadequate Communication 

Including lack of explanation regarding 
diagnosis, procedure and results  

Percac-Lima, S (2010).  
J Gen Intern Med 



Obstacles to Adherence 

Logistical constraints 
•Cost, lack of insurance 
•Wait times 
•Work schedule/clinic schedule 
•Language barrier 
•Transportation 
•Childcare 

Hui, S. K.,(2014). J Prim Care Community Health 
Percac-Lima, S (2010). J Gen Intern Med 
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Declines advised treatment 

I sense you are  
unhappy with the 

recommendation that 
you have a LEEP, but I’m 
not sure why. Can you 
help me understand 

what is going on? 

Chanise, 46 years old 
G4P3TAB1 

I wonder what your 
ideas are about 

why this is 
happening to you. 



“Tell Me More” 

“Could you tell me more about what 
information you need at this point?” 
“Could you say something about how 
you are feeling about what we have 
discussed?” 
“Could you tell me what this means for 
you and your life?” 
“What questions do you have for me?” 
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Principle 2: When you are stuck, ask for more information: “Tell me more”
If you find that the conversation is going off track, it is helpful to note that in your own mind and you may even
want to mention it to the patient (for example, “I think we’re not on the same track”). To get back on track, it is
usually helpful to invite the patient to explain where he is in the conversation, and to remember that every
conversation really has at least 3 levels:
1. The first level of conversation could be called the “What is happening?” conversation, in which the patient
is trying to apprehend and understand information.
2. The second level of conversation has to do with emotions-at this deeper level, a patient is asking himself
“How do I feel about this?” In addition to trying to figure out his emotions, he is also assessing whether
they are valid, and whether he can express them to the oncologist.
3. The third level of conversation is an identity conversation, involving what the new information means in
terms of the patient’s sense of self-addressing the question “What does this mean to me?”
Knowing that these three different conversations are taking place can enlarge a clinician’s sense of where the
“tell me more” request can lead. Some examples of useful invitations to “tell me more” include:
• “Could you tell me more about what information you need at this point?”
• “Could you say something about how you are feeling about what we have discussed?”
• “Could you tell me what this means for you and your life?”



On the one hand… on 
the other hand 

 Pause for a reply 
 

“It sounds like on one 
hand you would really 
like to get this dealt 
with and on the other 
hand you’re not sure 
that you really need 
treatment. 
Do I have that right?” 
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This is a type of rephrasing
To highlight a conflict or ambivalence
So she can see it more clearly in order to make a choice that aligns with her goals




Molly, 22 years old  
G1P0TAB1 

Molly had a pap 1 year ago that was 
WNL. She is in the health center today 
for her annual pap.  



Try NOT to Disagree 

Whenever possible, find something in 
what she says to agree with and then add 
your scientific or medical information 
 

“Yes!…. and…”  
Instead of “no” or “but” 
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Try not to disagree with her. In general, whenever possible, find something in what she is saying to agree with and then add your scientific or medical information with an “AND”.  In other words think of saying “YES, AND” rather than “NO or BUT”. For example: if your patient says, “Now I will have to break up with my boyfriend because he gave me HPV!”. Rather than disagreeing with her or reassuring her right away that her testing positive for HPV can’t tell us anything specific about his sexual behavior, it may be best to first agree with her, “You’re right that HPV is passed between two people with skin to skin contact and interestingly we can’t know form your positive test anything about when you got it, how long you have had it or who gave it to you initially. Etc”



Find the YES 

“It’s clear that taking care of yourself is 
super important to you” 

AND 
“The good news is that our tests for 
cervical cancer have gotten much better 
so you only need screening once every 3 
years!” 
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“I can see that the idea of waiting 3 years 
between tests is concerning to you”  

 
 

Empathy 



Find the YES 

“I’m so glad you’re on top of this! I wish 
all of my patients knew to come in for 
screening tests” 

AND 
“Not only are the screening tests better 
now but if anything shows up on the 
screening tests, we will follow up even 
more closely than we used to when 
people got paps every year!” 
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Information Sandwich  

Sandwich the information you want to give them 
between questions 
 

Education requires knowing what the learner 
already knows and building on that knowledge 
 
Follow information with a question: 
“Knowing that, how do you feel about waiting 
until you are due for your next pap test?”  
 

 



“By effectively uncovering and addressing 
barriers, the clinician can turn roadblocks 
to effective communication into means 
for enhancing the therapeutic 
relationship.” 

Quill, T. E. (1989). Ann Intern Med 
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