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Shared decision making (SDM) is the 
process by which the patient and 
family, along with the clinician, reach 
an agreement about a plan of care and 
treatment. It has been shown to increase 
patients’ understanding, satisfaction, and 
trust that decisions about their health care 
are right for them.¹
This document provides clinicians with a guide for implementing two SDM strategies,  
motivational interviewing and minimally disruptive medicine, and an associated technique, 
teach-back.

Motivational Interviewing
Motivational Interviewing (MI) is a collaborative conversation style that prepares patients 
for change by helping them resolve ambivalence that can prolong or delay decisions and 
strengthen their own motivation and commitment to change.² Two important MI techniques, 
OARS and change talk, are outlined on the following pages.
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STEPS COMMUNICATION EXAMPLE

Open Questions
Should be used more often 
than closed questions, 
which typically elicit short 
answers and provide 
limited options for 
responding.  

 ■ Invite patients to “tell their story” in their own words without leading them.
 ■ Elicit reflection and elaboration from the patient.

Examples:   
“Help me understand how…” 
“What are your concerns about…?” 
“What have you tried in the past?”

Affirmations
Statements that recognize 
the patient’s strengths, 
abilities, intentions, efforts, 
and inherent worth. Their 
intended purposes are to 
support and encourage the 
patient.

 ■ Increases engagement, trust, and openness, and reduces defensiveness.
Example:  
“Wow, look at this! You did a great job of keeping records on your blood sugar this month.”

Reflective Listening
Encourages the patient to 
openly share thoughts and 
feelings, clarify beliefs, 
and explore barriers. It 
can reinforce talk about 
making positive changes.

Demonstrated by the clinician in the form of statements rather than questions.  
There are two levels of reflective listening:
1. Simple reflection:

 ■ Conveys understanding but doesn’t go far beyond the patient’s original statement.
 ■ Uses paraphrasing that is close to what the speaker said.

Example:  
PATIENT:  "I’ve seen some articles online about diabetes pills and insulin, things like that."
CLINICIAN:  "You’ve done some reading about potential medications."

2. Complex reflection:
 ■ Makes a guess about the meaning beyond what the patient has said; the patient confirms 

or disconfirms the statement’s accuracy.
 ■ Keeps the decision making discussion moving forward.
 ■ Usually emphasizes deeper meaning or emotions.

Example:
PATIENT:  "I don’t like the idea of injecting myself - I’m no doctor."
CLINICIAN:  "You’re uncomfortable with the idea because you don’t want to   
 accidentally harm yourself. "
PATIENT:  "That’s right, and I also don’t want the shot to be more painful than it  
has to be.”

Summarizing
Restates several key points 
from the conversation, 
whereas a simple or 
complex reflection usually 
focuses on one point. 
It may also be used to 
transition to another topic 
or wrap up the visit.

Includes reflections that pull together several things that the patient has said and ensures 
understanding by both the patient and clinician. Do the following when summarizing:

 ■ Make it clear when you are summarizing.
Example: “Here’s what I’ve heard so far…”

 ■ If a patient has expressed ambivalence, it is useful to include both sides in the summary 
statement.

Example: “On the one hand…, on the other hand…”
 ■ End with an invitation.

Example: “Did I miss anything?”
 ■ Use summarizing to pivot towards making a plan.

Example: “Before you leave to get your blood drawn, let me summarize what we’ve 
talked about. You did a terrific job tracking your blood sugar this month, and you said the 
information provided helped you control your blood sugar. You’re a little hesitant about 
giving yourself insulin injections, and we discussed how to do this safely and comfortably. 
Have I missed anything?”

Open Questions, Affirmations, Reflective Listening, and Summarizing (OARS)
The OARS approach includes core skills used in every aspect of MI. People tend to become more committed 
to what they hear themselves saying, and using OARS helps patients become clear about their preferences 
for care and treatment.
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Change Talk
The term “change talk” is used in MI to 
refer to the things a person says in favor 
of change.² Using OARs, you can elicit and 
reinforce change talk that comes from the 
patient. There are two types of change talk:

Open Questions to  
Elicit Mobilizing Change Talk Sample Patient Statements (CAT)

What will you do? COMMITMENT: “I will walk two miles every day this week.”  
(Highest level of commitment).

How ready are you? ACTIVATION: “I am ready to start walking every day.”  
(Leaning toward commitment).

What would be a first step? TAKING STEPS: “I’m going to buy some walking shoes today.” 
(A step in the direction of making a commitment).

Open Questions to  
Elicit Preparatory Change Talk Sample Patient Statements (DARN)

How would you like things to change?” DESIRE: “I want to lose some weight.”
What ideas do you have for losing weight? ABILITY: “I’m able to go walking every day.”
What are the advantages of losing weight? REASONS: “It would help me control my blood sugar.”
How serious or urgent does this feel to you? NEED: “I can’t keep going on like this, my diabetes is  

out of control.”

TALK
CHANGE

Both types of change talk are desirable, but mobilizing change talk denotes a higher 
commitment to action and signals that the patient may be ready to make an action plan.   

Mobilizing change talk statements are verbalized commitments that indicate the person is 
nearing the point of taking action, and include commitment, activation, and taking steps (CAT).

Preparatory change talk refers to preliminary self-statements about why a person 
should change, and reflect that person’s desire, ability, reasons, and need (DARN).1

2
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ACTION OVERVIEW

Acknowledge  
the Work

Acknowledge  
the Capacity

Acknowledge  
the Complexity

Integrate  
the Inputs

Capacity is defined as the sum total of resources and abilities that 
a patient can draw on to access care, use care, and enact self-
care.1 It comprises physical, mental, social, financial, personal, 
and environmental domains, and may change throughout a 
patient’s life as stressors and environments change.

Example:  
"Everyone has a limit to the number of things they can handle at once. You’re managing diabetes, 
hypertension, high cholesterol, arthritis, and depression. You also mentioned that your daughter 
and her kids recently moved in with you. That’s a lot to manage. How are you doing with all of it?"

Each patient exists within a unique biopsychosocial context. Patients 
may have several related or unrelated chronic conditions that they are 
managing for themselves or their families.

Example:  
"Things can get complicated when you have more than one ongoing health problem, and can make 
it more difficult to manage them all. Taking multiple medications with different side effects can get 
complicated too. Plus, you’re going to a number of different doctors. How hard is it for you to stay 
on top of everything?"

When workload exceeds capacity, patients may experience 
treatment burden and therefore may have historically been labeled 
“noncompliant.”5 Instead, MDM prioritizes individual patient goals.

Example:  
"My goal is to be your health care partner. That means understanding what’s important to you and 
tailoring my recommendations and the medications I prescribe to fit into your life. How well am I 
doing with that?"

Minimally Disruptive Medicine
Minimally disruptive medicine (MDM) seeks to promote patients' goals for health, health care, and life, 
using care programs designed and implemented in a manner that respects the capacity of patients 
and caregivers and minimizes the burden of treatment.³ Use of a discussion aid can help patients and 
clinicians quickly answer questions about what is going on in the patient’s life and personalize care to 
life situation, illness, and treatment needs. In contrast to a decision aid, a discussion aid focuses on 
examining how health care fits into a patient’s life. The discussion aid can be introduced at the front desk 
or while rooming to avoid workflow interruption.  

Minimally Disruptive Medicine Framework

148
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Patients with chronic conditions perform approximately two hours 
of work per day to manage their conditions. This may include 
glucose or home blood pressure measurement and tracking, diet 
management, medication timing and delivery self-management, and 
health care visits and treatments.1,4

Example:  
"I realize you put a lot of effort into taking care of your diabetes every day, and your test 
results show that it is definitely paying off."

https://carethatfits.org/mdm/


Example: 
“I must not have done a good job 
of explaining. Let me try again."11

Examples:  
“We discussed possible side effects of the new diabetes 
medication, and I want to be sure I explained them clearly. Can 
you tell me which side effects happen most often and what to do 
if they occur?"

"Can you show me how you would use your inhaler at home?"

"We talked about two treatment options today. I want to be sure 
that I explained things clearly. Will you tell me how you would 
explain these options to one of your family members?"
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Teach-Back 
One technique to help ensure patient understanding 
during the SDM process is teach-back. Numerous studies 
have demonstrated that patients often leave office visits 
without understanding the clinician’s recommendations 
for care.6,7 Teach-back, also known as “closing the loop,” 
is a health literacy technique to assess and improve 
patient understanding by asking the patient to explain a 
recommendation, medication instructions, or a plan of action 
in his or her own words.² If the patient is not able to explain the 
information accurately, the clinician explains it again and asks the 
patient to then explain it in his or her own words. This process 
continues until the patient has a clear understanding.  

The use of teach-back has been shown to be effective in improving 
glycemic control in patients with diabetes, and improving 
medication taking and health outcomes in chronic disease.⁸ 
Teach-back is effective because people can more effectively 
remember information that they have both heard and verbalized 
compared to only hearing the information. Clinicians should use it 
when explaining an important concept such as treatment options, 
medication instructions, or weighing benefits and risks. Teach-
back can be used by every member of a primary care team.⁹  

When the patient does not 
understand the information, 
the clinician should assume 
responsibility for the 
misunderstanding and  
explain the information again.

If possible, use a different 
approach such as drawing 
a diagram or demonstrating 
how to use a device. 
Then check again for 
comprehension.

Teach-Back Steps
1. Start the explanation with the most important message.

2. Explain things clearly using plain language rather than 
medical jargon.10

3. Limit each teach-back to 2-4 points at a time.

4. Make sure patients know the clinician’s goal is to find out 
how well the information was explained, not to test their 
knowledge.¹⁰
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