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Values-based practice is a vital tool supporting shared decision-making. Like 
evidence-based practice it does not set out definitive answers but offers instead 
a process that supports you in coming to answers for yourself. We show how 
values-based practice:

• Develops your clinical and communication skills for working with values.
• Links values with evidence in shared clinical decision-making.
• Builds teamwork as the basis of person-centred care.
• Provides a framework for managing values differences
• Supports you in coming to balanced decisions where values conflict.

The elements of values-based practice are all intertwined, so please start by 
reading the first section on Values-Based Practice: All about what matters on 
page 1. You can then go on to some of the other sections for more detail. We 
also encourage you to engage with the exercises, and to watch our clinical 
videos to help you embed what you have learnt.

The Pocket Book is based in part on materials 
developed by the Collaborating Centre for 

Values-based Practice in Oxford. Join the centre at: 
Collaborating Centre for Values-based Practice in 

Health and Social Care

Pocket Values i

Preface

Where are we now in terms of what matters to patients?

Welcome to the web-version of Pocket Values: a guide to values-based practice 
that will fit into your virtual pocket. This is one of the core texts for WMG’s Digital 
Healthcare Science programme.

Based on the many tutorials and workshops we have delivered on values-based 
practice in healthcare, the style is conversational and practical. You can look in 
more depth at the theory and research underpinning values-based practice by 
following through the Values-based Practice Reference Library.

All healthcare professionals need to find out what matters to each individual 
patient. Shared decision-making based on values as well as evidence is the basis 
of cost-effective use of resources, and of patient-centred care. This has been 
mandated by the General Medical Council (GMC) and other regulators for many 
years. Healthcare professional guidance was given a new urgency by the (2015) 
Supreme Court ‘Montgomery’ ruling, and shared decision-making now forms 
the legal basis of consent to treatment in all areas of health care.

Title page image credit: Mikaela Shannon on Unspalsh

warwick.ac.uk/wmg

https://vbp.libib.com/
https://www.supremecourt.uk/cases/docs/uksc-2013-0136-judgment.pdf
https://valuesbasedpractice.org/how-can-i-get-involved-3/
https://valuesbasedpractice.org/how-can-i-get-involved-3/
warwick.ac.uk/wmg


Pocket Values 3

Contents
Values-based practice: all about what matters

1 Evidence and values
3 Balancing conflicting values
5 Our own values
7 What matters is personal and individual
9 Shared decision-making
11 A legal matter on “what matters” to the patient
13 Values-based teamwork
15 Consensus and dissensus
16 Frameworks of shared values
17 Respecting diversity (and its limits)
18 Squaring down
19 Right process, right decision
20 Best practice

Values awareness: The ‘surely’ assumption
21 Surely everyone thinks like I do
22 Surely I can make a reasonable guess
23 Surely we have lots in common
24 Surely someone in their position would want to do this
25 Surely my values are irrelevant
26 Surely I must keep my values to myself
27 Surely this value is held by all right-minded people

Values communication
28 Spoken and unspoken values
29 More than just ideas, concerns and expectations
30 Almost exclusively about open and exploratory questions
29 The words we use - chance and risk
32 Communication about “what matters to you” is the basis of informed consent
33 Working in the absence of mutual respect
34 Values communication in our team
35 Listening to values

 Pocket Values ii

Reasoning about values
36 Unpacking ethical dilemmas
38 Principles first
39 Case-based reasoning
40 Entering into the patient’s own reasoning process

Evidence and values
41 The two feet principle and shared decision-making
42 Decision Aids
43 Working towards consensus around evidence
45 Embracing dissensus around values

Teamworking and partnership values
47 The round table concept for healthcare decisions
48 Values of significant others
49 Capitalising on skills and values

Balanced decisions and shared frameworks
50 Patients and clinicians as partners
51 Creating a shared framework of values

Finale
52 The golden rule, the platinum rule and assumption-free value-based working
53 References
54 Acknowledgements

If the embeddded video fails to play please 
follow this link to update Adobe Flash Player: 
https://get.adobe.com/flashplayer/ You may 

also be asked to enable 3D.

This document has embedded video clips. 
When you come to a flag like this, click on the video to play. 
If the video fails to play, click on this flag to link to the video.
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The ‘Two-feet Principle’ of values-based practice says that while evidence is important in all areas of clinical decision-making so too are 
values. There is diversity in our preferences, our needs, our wishes, and the things that matter most to us. Our values guide our actions.

Values based practice:
All about what matters
Evidence and values

What is your definition of evidence-based practice? 
Capture your response in the box below.

Tick the box when you have completed your definition

warwick.ac.uk/wmg
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Values based practice:
All about what matters
Evidence and values (continued)

WHAT VALUES? Enter three words in the text box below that say ‘values’ 
to you. Don’t stop to think about this, just capture the first three words 

that come into your head when someone says the word ‘values’.

Tick the box when you have completed your definition

warwick.ac.uk/wmg
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Given the diverse nature of values (of the things that matter or are important to us) we have to be capable of working with people who think 
like us and those who think differently. Values-based practice is about balancing conflicting values in the context of clinical care.

Values based practice:
All about what matters
Balancing conflicting values

What do you think it means to be values-based? If values are “what 
matters, and if what matters is very diverse” then values-based 
practice means ...

Values-based practice starts with a recognition that ‘values are everywhere’ and 
that they are very diverse – they include anything that matters or is important to 
us. But this means conflicts of values are inevitable.

So if all decisions and discussions in health and social care are influenced by 
values what does it mean to practice in a way that is values-based?

Think about this for your own clinical practice.

Tick the box when you have completed your definition

warwick.ac.uk/wmg
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Did your definition of Values-based Practice tackle the diversity of values head 
on and address the issue of inherent conflicts between the values of different 
people?

Your everyday decisions often involve internal conflicts - sleeping in or getting to 
work; having a chocolate biscuit or losing weight, etc. The way we resolve these 
conflicts tells us something about our values. So, in these everyday contexts we 
instinctively know what it means when we say that ‘values are action-guiding’. 
We deal with our own values every day – often inconsistently!

It’s more complex in healthcare because other people’s values are in play and 
we have to consider ‘best available evidence’ alongside values. The processes of 
values-based practice can help to find an appropriate balance.

Values-based practice supports balanced decision-making at several levels:
• It develops our communication and other clinical skills for working with values
• It builds team work as the basis of person-centred care
• It links values with evidence in shared clinical decision-making
• It provides a framework for managing differences and conflicts of values

We will be looking at the various elements of the process of values-based
practice in the rest of the book but if you want a preview this is shown 
diagrammatically in the form of a flow diagram opposite.

Values based practice:
All about what matters
Balancing conflicting values (continued)

Balanced decision-making within a
framework of shared values

Mutual respect for difference of values

Two-feet principle
(evidence and values)

Person-centred practice

Awareness

Multi-disciplinary
teamwork

Reasoning

Communication skills

The 3P’s of VBP in consulting
Adapted from Fulford et al (2012)
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What we do is sometimes a better guide to our values than what we say –  becoming more aware of our values through values-based practice can be helpful in 
working with both colleagues and patients.

Values based practice:
All about what matters
Our own values

All who engage in healthcare offer ‘care’. What does ‘care’ mean? Our personal 
interpretation of this core objective of our professional life depends on our 
values. What we actually mean by ‘care’ and how we demonstrate care can 
be very different. Healthcare is a complex enterprise which requires us to 
collaborate with others whose values may, to a greater or lesser extent, conflict 
with our own. The first step in values-based practice is values awareness. We 
need to identify the values-at-play. A good place to start is by thinking about our 
own values.

Our personal and professional values act as a guide to our behaviour. However, 
we can (and do) value one thing, but behave differently. This is a reflection of 
the way values often conflict one with another. In this case our actions are being 
driven not by our explicit values (the values we claim to hold) but by our implicit 
or hidden underlying values.

If we are open about identifying our key values to our colleagues, we take a 
valuable step towards making it more likely that we will align our explicit values 
and behaviour.

Similarly, by being ‘open’ with patients about our professional values, we are 
less likely to encounter misunderstandings about our motives when we are 
discussing choices with patients as in the video example described by a female 
colleague.

warwick.ac.uk/wmg
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Just as it is not always appropriate to share our own experience of illness, so we are advocating only judicious disclosure of our personal values 
– the consultation is about the patient, not about the clinician!

Values based practice:
All about what matters
Our own values (continued)

Our behaviour may not always reflect our explicitly held 
values, but it is possible to bring them closer together. As 

you work with the tools of values-based practice, it will 
bring values more to the forefront of your mind, and 

this may help you to align your own behaviours more 
closely to your values.

Self-awareness is an important if often neglected 
component of values awareness – see page 21 

for more on awareness of values.

MY VALUES: Think about three interactions between yourself and a
patient, serviceuser colleague or other person. Write down all your 
values that you identify as relevant to those consultations.

Now try to think where those values came from (be as specific as 
you can about when, why, what, and who influenced the values you 
now hold).

Interaction/Consultation My own values that
I recognise

What were the 
influences that lead me 

to hold this value?

Image credit: Fran Orford
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Values-based practice starts from respecting the diversity of individual values. The aim is not to change anyone’s values, but to support 
balanced decision-making where values conflict.

Values based practice:
All about what matters
What matters is personal and individual

HIS/HER VALUES: Let’s now think about the values of others, and how these differ from our own.

Start by thinking about someone really close to you: a parent, partner, or close friend. Consider some areas where values are already apparent and 
reflect on how similar or dissimilar your values are to his/hers in, say, politics; religion; parenting; end-of-life issues. You may start by thinking how 
alike you are in the way you see the world. Keep probing the recesses of your memory and you may come up with some important differences.

You can add in another person you know well, and yet more differences will start to occur to you. There will always be an overlap zone, where you 
hold very similar values, but there will also be areas where your values are not held by others.

Only I have this value Only person 1 has this value Only person 2 has this value

Only myself and person 1 
share this value

Only myself and person 2 
share this value

Only person 1 & person 2 
share this value

We all share this value

warwick.ac.uk/wmg
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A key point here is that it is not about right values and wrong values: it is about 
different values. Our values are individual.

Values based practice:
All about what matters
What matters is personal and individual (continued)

As soon as we start judging the values of others, it is more difficult to work with 
them in a values-based way. To be values-based is to respect the diversity of 
values, however passionately we hold our own values. This is why the overall aim 
of values-based practice is balanced decision-making.

This becomes easier when we remember that values-based practice in 
healthcare is not like a debating society or a political forum where we are trying 
to convert others to our own viewpoint, and to resist their attempts to convert 
us to their way of thinking. Quite the opposite. In values-based practice we are 
trying to respectfully understand the values of others and our own values. The 
aim is not to change others’ values or our own values but to find a balance.

The basic premise of ‘mutual respect for differences of values’ becomes more 
difficult, if not impossible, when the other party holds an intrinsic disrespect on 
account of their racist, sexist, or ageist views, for example. All we can do is try 
to agree to put that to one side and build a degree of mutual respect in other 
areas. We come back to the limits of values-based practice (covered further on 
pages 16).

Image credit: Tiago Felipe Ferreira on Unsplash
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Patients and service-users sharing in the process for making the decisions which affect them.

Values based practice:
All about what matters
Shared decision-making

Clinicians have in the past done much of their clinical reasoning in their heads and 
will continue to do so as they attempt to untangle emergent complex problems. 
However, increasingly, clinicians are involving patients in the reasoning process so 
that together they participate in shared decision-making.

The ‘Montgomery Judgement’ (see page 11 and page 32) is a powerful driver for 
this move towards a situation where patients share responsibility for the outcomes 
of a decision made together. But the move from paternalistic (clinician-led) to shared 
decision-making is part and parcel of best practice in contemporary clinical care – 
see for example the GMC’s guidance on Consent.

Clinicians, especially doctors, have been trained in clinical reasoning, but this 
training has usually emphasised technical process and taken scant account of 
values. Patients are usually untrained in clinical reasoning, but each individual brings 
their own values to the clinical encounter. How we see risk; how we balance different 
factors in our lives; how we appraise options have all evolved tacitly as we have lived 
our lives. This constitutes a form of reasoning, as can be seen in this video clip where 
we demonstrate two possible responses to a patient’s reasoning pattern.

So, for shared decision-making, incorporating both evidence-based and values-
based dimensions, we need to give attention to the reasoning processes we can use 
for thinking about values and how they can help us understand the ways in which 
this patient reasons. Values-based reasoning is covered from page 36 onwards.

Decision-making Paternalistic Shared

Participants Clinician Clinician + Patient,
+/- others

Presumption Doctor knows best Clinician’s expertise vitally 
important.
Also patient involvement:
‘my body; my life’

Contributing
expertise

Clinician’s 
experience
and technical 
knowledge

Clinician: technical + experience
Patient: self-knowledge of what 
matters to them (their values)
+/- technical

Responsibility 
for outcome of 
decision

Clinician (even 
if patient has 
consented*)

Shared: with patient accepting risks 
in the chosen treatment

Clinical decision-making: solo or shared
*unless consent meets ‘Montgomery Judgement’ standards

warwick.ac.uk/wmg
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Values based practice:
All about what matters

In order to best position ourselves to makes shared decisions, it is important 
to understand the different contexts, use cases and challenges that arise from 
different medical specialties:

Speciality Uses Challenges

Primary Care Reduce long-term prescriptions Widespread dissemination
Perceived lack of time

Mental Health Recommended regardless of 
capacity

Lack of quality support tools
Integration with other recovery-related interventions
Cultural change

Paediatrics Situational approach Judging extent of child involvement

Palliative Care Facilitating "good deaths" Recognition of dying patients

Medicine Complex treatment decisions, eg, 
caner IBD

Systems and decision aid tools needed

Surgery Montgomery-compliant consent 
for treatments and procedures

Perceived lack of time
Culture of brief patient interactions

Shared decision-making (continued)

A Summary of examples of the uses and challenges of shared decision-making in different specialities.

warwick.ac.uk/wmg
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The 2015 Supreme Court ‘Montgomery Judgement’ mandates values-based practice by making shared decision-making based on
evidence and values key to consent to treatment in the UK.

Values based practice:
All about what matters
A legal matter on “what matters” to the patient

So, values are diverse.

When considering the values of others (whether colleagues or patients), we 
should not assume that ‘we are all thinking and believing the same thing’. We 
have to learn how to become more aware of the values of others (The Surely 
Assumptions, page 21) and to communicate sensitively about values (Values 
Communications, page 28) so we can ascertain as much as possible about 
relevant values guiding the person we are working with.

Until recently this was ‘just’ good practice. But now it is also a legal matter. 
Following a 2015 Supreme Court ruling, the Montgomery judgement, unless  
a clinician has made real and significant attempts to understand and work 
with the values of the individual patient, there is a likelihood that this patient’s 
consent for treatment may be deemed invalid.

This means clinicians are obliged to discover details about the patient’s values: 
what really matters to them. Values are personal and intimate. We won’t discover 
the information we need if we appear distant and mechanical, or if we limit the 
consultation to disease-focussed closed questions. So good communication 
skills (including good listening skills) are vital.

No longer does ‘one size fit all’ in terms of the choice of 
procedure or treatment. No matter how strong the evidence 

base, before the decision is made, it is essential that there is a 
shared understanding of what matters to this patient under 

these circumstances. To understand and to work with these 
particulars the clinician needs to be able to integrate the 

wider perspective of context with the closeup detailed 
appreciation of what makes this individual ‘tick’.

As clinicians, we too are sometimes reticent about asking for personal 
information. But just as a training in sexual medicine can help us explore the 
intimacies of sexual practice, and a training in psychiatry can make more 
comfortable the exploration of another’s thought processes, so a little bit 
of learning about values-based practice can enhance the professional skills 
we need to enter into another person’s values-driven ways-of-being without 
appearing intrusive.

UK Supreme Court (2015)
Judgement 11 para 87
...An adult person of sound mind is entitled to 
decide which, if any, of the available forms of 
treatment to undergo, and her consent must 
be obtained before treatment interfering with 
her bodily integrity is undertaken. The doctor 
is therefore under a duty to take reasonable 
care to ensure that the patient is aware of any 
material risks involved in any recommended 
treatment, and of any reasonable alternative 
or variant treatments. The test of materiality is 
whether, in the circumstances of the particular 
case, a reasonable person in the patient’s 
position would be likely to attach significance 
to the risk, or the doctor is or should reasonably 
be aware that the particular patient would be 
likely to attach significance to it. 

Ibid Para 89
....it follows from this approach that 
the assessment of whether a risk 
is material cannot be reduced to 
percentages. The significance of a 
given risk is likely to reflect a variety 
of factors besides its magnitude: for 
example, the nature of the risk, the 
effect which its occurrence would 
have upon the life of the patient, 
the importance to the patient of the 
benefits sought to be achieved by the 
treatment and the risks involved in 
those alternatives. The assessment is 
therefore fact-sensitive, and sensitive 
also to the characteristics of the 
patient.

Image credit: Afharva Dharmadhikari (Unsplash)
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Values based practice:
All about what matters
A legal matter on “what matters” to the patient (continued)

If you were invited to discuss your own personal and sensitive values 
with a clinician, what qualities could that healthcare worker display 
that would make you feel more comfortable?

Tick the box when you have completed your definition

warwick.ac.uk/wmg
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Recognising and working with the diversity of values is important not only between clinician and patient but in the context of multidisciplinary
team-work holding different values can be a positive asset.

Values based practice:
All about what matters
Values-based teamwork

Recognising and working with the diversity of values is important not only 
between clinician and patient but in the context of multi-disciplinary teamwork 
holding different values can be a positive asset.

If we share a basic respect for the diversity of values, we can work effectively 
with others, whatever their values. We must, however, be careful that a nasty 
assumption does not creep in to our work with teams or groups. Unless 
challenged, we may have a natural tendency to assume that others think like us.

We have seen that this is important in the context of shared decision-making 
between clinician and patient. It can also be vitally important in the context of 
team work.

Unrecognised differences of values within teams can be a barrier to 
communication and the shared decision-making on which effective team work 
depends. These same differences, however, if acknowledged and shared in a 
mutually respectful way, may contribute to balanced decisions in difficult cases.

This is why in values-based practice the extended MDT underpins person-
values-centred care. The MDT has rightly become crucial for almost every aspect 
of modern healthcare. Team members bring a diverse range of knowledge and 
skills to meet the challenges of contemporary clinical care. But clinical decision-
making as we have seen depends on values as well as evidence. In values–based 
practice the role of the MDT is correspondingly extended to include diverse 
values. Team members bring a diverse range of knowledge and skills to meet 
the challenges of contemporary clinical care, as is evident in this video of a 
diabetes MDT where the team are discussing simulated patient Al Griffiths, in 
the presence of a student Digital Healthcare Scientist (out of camera field). 

Values-based team working adds another layer to the importance of values-
awareness and values communication. Balanced decision-making in a shared 
framework of values (page 50) explores values-based teamworking in more 
detail looking at how we can stretch our team-working skills so that team 
members are able to contribute not just different knowledge and skills but also 
different values to making better decisions.

warwick.ac.uk/wmg

https://www.youtube.com/watch?time_continue=1&v=Gru4Ylq3FRI
warwick.ac.uk/wmg


Pocket Values 14

Values based practice:
All about what matters
Values-based teamwork (continued)

HIS/HER VALUES: Consider the following statements and questions from different MDT settings. Click the box next to the one you think is the 
odd one out.

1 Oncology MDT She said she only wants chemo if it is going to improve her quality of life. What do we all think about offering her a 
monoclonal antibody in these circumstances and seeing what she thinks about it?

2 Post-natal ward
round

She so wants to breast feed, but that baby is not putting on weight – how can we convince her to supplement?

3 Addiction clinic MDT He has a right to lead his own life but his last relapse resulted in actual bodily harm to his partner when he beat her up. 
How much should we take the risk to her into account when we consider his priority for a further detox?

4 Child protection
meeting

Well, we are agreed the evidence of actual harm is inconclusive, but we now have to make a decision on whether to 
apply for a place of safety order. Please can we all weigh up the risks and benefits in our own minds and then let’s 
have a discussion about where this leaves us.

5 Talking with a relative
in MDT

As you know the sad, sad position is that your wife’s tests show she is ‘brain dead.’ When you are ready, we need to 
discuss turning off the ventilator and thinking about her wishes for organ donation. It’s good to have you and your 
children here. You all know Natalie who has been lead nurse for your wife and Dr Khan who has also been closely 
involved in her care. If it would be helpful they can join us when we think out what is best for her and for you at this 
time.

warwick.ac.uk/wmg
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Consensus works for evidence and dissensus may be needed for values.

Values based practice:
All about what matters
Consensus and dissensus

We have seen that to be truly evidence-based means that one also has to be 
values-based because evidence-based clinical decision-making means linking 

best available evidence (usually derived from large population 
studies) to the values and circumstances of the individual patient.

The ‘Two-feet Principle’ is invoked in values-based practice 
to reflect the balancing of evidence and values required in 

clinical decision-making.

To walk the tricky wire towards an optimal clinical decision 
it is important to attend to each foot on which we stand: 

the evidence foot and the values foot. 

This is key to shared decision-making between 
clinicians and patients and to team working.

But evidence and values may each need us to think differently. When clinicians 
debate the evidence for and against a particular treatment, there is a tacit 
assumption that we are trying to reach consensus: to agree that the balance 
of the evidence points this way – treatment A appears to have some overall 
advantage compared with the other available options.

Treatment A then becomes the treatment of choice for this condition. But 
when it comes to using treatment A in a given case the particular values of the 
individual patient have to be taken into account. This is where dissensus rather 
than consensus may come into play in balancing values.

Dissensus is the values-based process whereby the values in play in a given 
situation can be balanced according to the particular circumstances presented 
by that situation. One values-perspective may be allowed to have precedence, 
as in:

“Although it is rather alien to me to support your continued drinking when 
we can both see the harm it is causing you, I take the point that you are not 
yet ready to change so let’s work together on harm-minimising.”

But instead of the ‘losing’ values being then discarded they remain in play to be 
balanced sometimes in the same way and sometimes in different ways according 
the circumstances presented by subsequent situations. In this familiar addiction 
scenario, the clinician’s respectful acknowledgement of the patient’s reality may 
have earned some respect from the patient.

This ‘social capital’ can later be drawn on, perhaps, and the clinician’s values may 
yet take precedence as the situation changes.

We cover consensus and dissensus in more detail on page 43 to 45.

Image credit: Casey Horner (Unsplash)
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An extract from a team meeting illustrates how co-constructing a framework of shared values supports dissensual decision-making.

Values based practice:
All about what matters
Frameworks of shared values

On page 12 we looked at how we aim to reach consensus around evidence and 
we realised that dissensus may be needed for values: we cannot expect to share 
the same values all the time. This is true for team-working – even where the team 
shares a common ethos, there will be disparate values. It is not helpful to try 
to brush over differences in our values-sets. Indeed, as we saw on page 13, if 
instead the disparity of values is recognised, explored and worked with, diversity 
of values becomes a potential strength in teamworking as well as in our work 
with individual patients.

Now watch the video clip of team-working in the substance-misuse clinic.
The Doctor (Geoff) and the drug-worker (Nadine) are discussing the case of
a service-user (Roy).

It is important to appreciate that neither Geoff nor Nadine has had to give 
ground by compromising their values. They emerge with the same beliefs that 
they started with but they have a plan they can subscribe to which they can offer 
to Roy. Another day, with a different patient/client, they may reach a different 
balance, and that is OK. By accepting that neither is right; neither is wrong, they 
have found a strength in their non-identical value-sets, which actually enriches 
what they can offer to service-users.

This example illustrates why as we saw on page 12 in values-based practice 
the extended MDT underpins person-values-centred care. As the video clip 
illustrates finding and working within their shared values allows the team as a 
whole to engage more effectively in processes of shared decision-making aimed 
at meeting the particular needs and other values of their patient.

We don’t know much about what underpins Geoff’s belief in ‘tough love’ or 
Nadine’s focus on ‘unconditional positive regard’. At another time in another 
setting, they might want to explore together what underpins their values, but 
what is important here is that they are able to ‘own’ them and to work with the 
nuanced differences between them in meeting the needs of their patient.

As you watch the clip, see if you can spot the points in the conversation where:
• Doctor and drug-worker realise there is a difference in their preferred approaches.
• They acknowledge that this is based on different values.
• They explore the difference respectfully.
• They arrive at a shared framework of values.
• They manage dissensus, arriving at a course of action that is balanced between

their values for this situation only.

warwick.ac.uk/wmg
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Values-based practice starts from mutual respect for differences of values (mine as well as everyone else’s) and is not about trying to
change people’s values - but there are limits to what can be values-based.

Values based practice:
All about what matters
Respecting diversity (and its limits)

Assumptions are often the enemy of values-based practice (see page 21). One of 
the frequent assumptions that we may or may not ‘own-up to’ is that “my values 
are better than other people’s values.” To some extent this is inevitable – we 
would not hold a value unless we believed in it! However, there is an obvious 
inherent bias or prejudice in this position.

One of the reasons why clinicians sometimes express reticence about trying to 
become values-based is that they fear it may erode the values they hold dear.

Which of these positions do you think is compatible with values-based 
practice in clinical practice?

Abortion is never right, so I refuse to 
discuss it. Just don’t go there is my motto.

Like you, I don’t believe abortion is ever 
right, but I welcome a chance to convert 

others to my way of thinking.

My values are my values and I don’t believe 
in abortion. But irrespective of that, I can 
safely engage in discussion with anyone 

prepared to respect different values.
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The concept of ‘squaring down’ aims to capture how we arrive at diagnoses and management plans that are based on both evidence
and values.

Values awareness: 
The ‘surely’ assumption
Squaring down

Clinical judgment is exercised whenever a skilled clinician makes diagnostic and 
treatment decisions appropriate to a particular patient in a particular situation.

Squaring down is the process by which in exercising clinical judgment a skilled 
clinician focuses progressively on the more relevant information and discards 
the less relevant information arising, on the evidence side, from history, 
examination and investigations, and, on the values side, through dialogue with 
the patient concerned.
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“Right thought: right action” Dalai Lama
“Right process, right decision” Values-based practice

Values based practice:
All about what matters
What matters? Right process, right decision

Face facts 2: Situations where values conflict require us to use 
values-based processes

Conflicting values are values that are in conflict one with another either within 
a given individual or between different individuals: clinicians for example often 
find there is a conflict between their person-centred values of patient choice 
and their professional commitment to acting in their patients’ best interests. 
Values are an example of where it is sometimes not possible to square the circle, 
or put it another way, to align values that all point in different directions.

Slowly, (like a halogen bulb lights up) we realise that:

We don’t have to make all the values line up and point in the same direction! 
We can work with tangles (those within us and between us) so long as we have 
effective processes.

There is no single right answer to complex 
situations where values conflict. Let that sink in for 
a moment. Rights-based approaches seldom solve 
the dilemma for us – we need something more. 

We have to rely on right process with the aim of coming 
to a balanced decision.

Image credit: Raul Varzar (Unsplash)

Paraphrasing the Dalai Lama, we can sum up values-based practice as “right 
process: right decision”. What is the right thing to do in this situation? We don’t 
know until we have used the right processes.

There are two essential facts here:

Face facts 1: Respect for the person demands respect for the diversity 
of values.

This basic premise of values-based practice is there to remind us that respect 
has everything to do with values.

Reflect on the following questions:

1. If a patient states or implies that she feels disrespected by you how would
you explore this?

2. When did you yourself last feel disrespected? Was it disrespect for you
as a person? Or for your professional status? Or was it disrespect for your
behaviour?

The more you think about it, the more it seems that ‘respect’ has many 
dimensions and usually there are overlapping strands of complexity. But one 
thing is certain, respect has a lot to do with values. If we deploy values-based 
practice processes, we are more likely to engender mutual respect (and at the 
same time less likely to get embroiled in dysfunctional consulting, complaints 
and litigation).
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Building on best practice

Values based practice:
All about what matters
Best practice

Face facts 4: But things still go wrong.

The aim of most patient–clinician consultations is to improve health outcomes for 
this individual. Most often they succeed, and patients are to a greater or lesser 
extent satisfied and empowered. However, some consultations are unsatisfactory 
and result in failure to improve health outcomes; dissatisfaction on the part of 
patients, carers, or clinicians; complaints and litigation; and even unnecessary 
morbidity or mortality.

When consultations fail to achieve the desired results, the cause is not usually 
a failure of evidence-based practice. Today’s clinicians are trained in evidence-
based medicine, educated, updated and appraised to a point where they can find 
most of the accurate scientific information they need to assist patients in decision-
making. The most likely reason why things go wrong is a failure of values-based 
practice. Failures arise from not ascertaining the relevant values perspectives 
and acting on them in a coherent and purposeful manner; from not engaging in 
shared decision-making with the patient; from not ensuring that the decisions for 

this individual patient take account of his or her values in this 
context as well as the best available evidence.

Values-based practice may be seen as nothing more than 
best practice. But it is also nothing less. This is why we need to 
develop and build on our skills for working with values as well 
as evidence as the basis of providing best care. 

Just as evidence-based practice is all about deploying the 
right process, so is values-based practice. We have looked at 
some of the elements of the process of values-based practice 
in this chapter - clinical skills of awareness and communication, 
team working, and the ‘two feet’ of evidence and values. We 
will be looking at these and other elements in more detail later.

Face facts 3: Best practice is already values-based as well as evidence-based

Instinctively we may feel that right process falls short of right answer, but 
paradoxically in complex clinical situations the reverse is true. Test it for yourself.

Think back to a really difficult clinical decision facing a clinician regarding 
a patient. It could be that the clinician was yourself or that you observed or 
discussed the case. Was the situation resolved by finding a right answer as in, 
‘the right thing to do in this situation is always this’? Probably not. It is more likely 
that the management decision relied primarily on the application of clinical 
reasoning in this particular context, using clinical skills.

Using our clinical skills is about process. When we use our clinical skills well, we 
are already using some of the skills of values-based practice even if we do not 
recognise them as such. In a sense values-based practice is nothing more and 
nothing less than best practice.

Go back to when you were 
exploring why a patient can feel 
disrespected. Did you plan to 
use open questions to explore 
feelings and values? If so, you are 
already applying a VBP process!

Watch the video example of 
good clinical skills for values-
based practice in action. As you 
watch the video, identify the 
clinical skills demonstrated. How 
many do you recognise?
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The ‘surely’ word (as in “surely everyone thinks like I do”) is a warning signal that I am in one of my values blind spots.

Values awareness: 
The ‘surely’ assumption
Surely everyone thinks like I do

Image credit: Jose A. Thompson (Unsplash)

Equality and diversity (E&D) training and learning about cultural competency 
are commonplace in healthcare education, helping us to become aware of the 
diversity of values between cultures. But, beware of the traps.

Assumption traps:

1. Learning about a culture can lead us to forget that individuals are still
different. The important question for the clinician is whether this patient in
front of me, who happens to be Muslim, drinks alcohol. Knowing about Muslim
teaching on alcohol is only useful in so far as it helps me to frame my questions
sensitively – it must not lead me to make assumptions, any more than we
should assume this Catholic patient’s values on abortion or this person’s sexual
practices.

2. My own views are more likely to intrude if I am not aware of them. Being in
touch with my own values can help rather than hinder the process of respectfully
gaining an understanding of the other person.

The ‘surely’ word (as in “Surely everyone thinks like I do”) is a 
warning signal that I am in my blind spot.

When you catch yourself saying ‘surely’ ask yourself ‘surely 
not?’

This forced choice exercise engages you in a hypothetical decision. 
Your answer may help you to get in touch with some of your (less 
overt) values, and you can compare these to those of your peers.
Imagine that you have developed early symptoms of a potentially 
fatal disease. 
NICE has approved two possible treatments ... which would you 
choose?

How long a period of remission would you want from Treatment 
A to choose that treatment rather than for 50:50 ‘kill or cure’ from 
Treatment B?

Treatment A
Gives you a guaranteed period 
of remission but no cure

Treatment B
Gives you a 50:50 chance of 
‘kill or cure’
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A particular blind spot is our all-too-common assumption that we can guess what is important to someone else.

Values awareness: 
The ‘surely’ assumption
Surely I can make a reasonable guess

Realising how different we are leads us to a recognition that if we want to know 
about someone else’s values in a particular situation, there is only one way to do 
it. WE HAVE TO ASK!

Sensitively, we need to set aside any assumptions and get in there to find out, 
“what matters to you?”

Asking someone about their values may seem daunting at first. After all our 
values are so personal. “Might my questions seem over-intrusive?” you may 
wonder. However, not being asked about what really matters can lead to far 
more resentment by patients than even fairly clumsy questioning. With practice, 
our communication can become nuanced and sensitive and there are some 
practical tips that you may find helpful (see the Values Communication section 
on page 28).

As we have seen, there is no such thing as a values-free context, a valuesfree 
discussion, or a values-free decision. Values are there and impacting. Values 
determine actions. BUT they are not transparent or self-evident. However 
strongly we may believe ‘surely what matters to this patient in this situation is ….’ 
it’s a warning sign that we are probably making a false assumption.

Finding out what really matters to someone will often throw surprises even with 
someone you think you know well.

Remember the ‘forced choice’ exercise on page 21 wherein we found a wide 
variety of responses reflecting a wide variety of values.

Reflecting on her experience after a surgical seminar where they did this 
exercise, one surgical trainee described the rather unsettling sense of surprise 
that she and her fiancé felt and how this changed their understanding of how 
they made decisions with their patients.

“The forced-choice exercise was a ‘lightbulb moment’ for me. I was sitting 
next to my partner of 6 years who is also a trainee surgeon and from a similar 
background to mine. We often discuss clinical decisions at home, and I feel 
that we have similar outlooks and ambitions. However, his value for X (18 
months) compared to mine (25 years) completely astounded me. If I could 
misjudge the values of the man I share my life with so profoundly, just how 
wrong might I be in assuming that I know what is so important to my patients? 
He went on to explain his answer, which I fully understood and agree with, 
and I realised that, unless we ask, we will never know what matters to each 
other.”

So, let’s remember that values although always present are not always 
transparent. Awareness of this, particularly when the ‘surely’ word comes to 
mind, prompts us to set aside our assumptions and to find out what really 
matters. This is important as a key part of learning to communicate about and to 
work with values more effectively. Since the Montgomery judgement, finding out 
what really matters to the individual patient concerned, is integral to shared
decision-making as the basis of consent to treatment.

•s

Assumptions are the enemy of VBP.
'Surely' is a warning that there is an 

assumption lurking.
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Another blind spot is the assumption that just because we have a lot in common our values will be the same.

Values awareness: 
The ‘surely’ assumption
Surely we have lots in common

Each individual has a different set of values. In the first section we looked at how 
there is often overlap between one person’s set of values and another’s.

However, neither genes nor environment are global predictors of the extent to 
which values will overlap. Yes, it is quite likely that two practising Roman Catholic 
women may have similar values about abortion, just as their two battle-hardened 
soldier-husbands may have similar views on the legitimacy of shooting an 
enemy. Yet all four of them may have different values when it comes to end-of-
life decisions around palliative chemotherapy or ever higher doses of opiates.

It is worth labouring the point: You won’t know unless you ask.

So, when our values on a particular topic match someone else’s quite closely, 
this can contribute to a strong relationship. Respect and a strong bond can also 
result from recognising differences in our values, and respecting this diversity.

The political arena can teach us a lot about this. To write someone off because 
they voted differently in an election or referendum is to identify ourselves as 
bigots. We can work effectively with others, whatever their values, so long as 
there is respect on both sides.

Image credit: Light vector created by freepik
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Yet another blind spot assumption is that in some situations what matters will be the same for anyone – and we offer some tips for
dealing with this and other blind spot assumptions.

Values awareness: 
The ‘surely’ assumption
Surely someone in their position would want to do this

Values are unpredictable: assumptions are dangerous.

Here are some assumptions that we have come across which were incorrect and 
might have caused hurt, harm, or complaint:

• If it is technically feasible to perform breast reconstructive surgery at the time
of tumour excision, then that is what women prefer.

• Congenitally deaf people would all jump at the chance of being able to gain
hearing from a cochlear implant.

• Sexual function doesn’t need to be considered when considering prostate
cancer treatment in a seventy year old.

• He’s a devout Muslim, so he’s not going to be homosexual.
• No mother in her right mind would allow her children to return to live with

their violent father.

Can you see why each presumption could arise from the clinician’s
experience? Can you also see why each assumption could give rise to a
problem, if not checked out for each individual whenever it is important in
their situation?
Becoming sensitised to a ‘surely’ thought is one way of stopping such
assumptions in their tracks, so it is worth training yourself to look out for the
‘surely’ thoughts.

Assume less, test more:
1. Notice any time the word “surely” is used and think about any underlying

assumption.
2. Test any assumption about someone’s values.
3. Cultural competence (what we know about working with different

groups and cultures) is only a clue to the values of any individual – we
need to check them out.
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Clinicians’ values matter too! And using our “emotional thermometer” can help to identify our own values

Values awareness: 
The ‘surely’ assumption
Surely my values are irrelevant

In our experience it is not as helpful to think through values in hypothetical 
situations as to identify the values at play in real situations. One trick is to 
imagine you have an ‘emotional thermometer’ with you in the consultation. Any 
time you feel the flush of an emotion (be it anger, frustration, elation, sorrow, 
etc.) then make a mental note to think about it afterwards. The chances are 
that your emotions are telling you that there is a relevant values issue there for 
you. You may be able to analyse not only what this value is, but also identify 
why you hold it and how important it is to you – all useful information because, 
remember, values are action-guiding.

However, remember also that our explicit values are only a guide and not the 
only determinant of how we behave. We can (and do) say we value one thing, 
but the way we behave shows our underlying or implicit values are different.

The emotional thermometer can help to signal our implicit as well as explicit 
values. It is important that we are in touch with our own implicit 
values, implicit so that we can decide whether to reveal 
something about where we are coming from.

Image credit: Timo Muller (Unspash)

Values awareness is not limited to becoming aware of the values of patients, 
colleagues and others. Sometimes the most difficult values to get in touch with 
are those of ‘me, myself, and I’! We have lived with those values for many a long 
year and a large part of them has gone unquestioned.

A friend asks you what you think about a moral, religious, political or 
philosophical issue. Click the answer closest to your response:

Resent the question – that’s private, and I have no intention of 
sharing my thoughts with you?

Always know how you stand on such issues, and come out with 
a definite answer straight away?

Sometimes answer, ”I have never really thought about it?”
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Self-disclosure can be helpful – but use with caution

Values awareness: 
The ‘surely’ assumption
Surely I must keep my values to myself

Becoming more self-aware in respect of our values helps us to insure that our 
values are not intrusive in decision-making for and with the patient. Really? Let’s 
examine this example:

An anecdote:

Not long ago I was alerted to a particular value I hold about decision-
making. My daughter was finding it difficult to decide which course to take 
at school, and wavering this way and that. Suddenly, I erupted at breakfast, 
“For Heaven’s sake, make your mind up and stick with it.” Pondering later 
why I had got so irritated I remembered my father saying to me, “Gather the 
facts, weigh them up, make a decision, and go with it”. This advice had stuck 
with me, and I realised I have a strong value: decisiveness is good; dithering 
is not. I had never really thought about this before. It was a value that had 
sunk in and become implicit until my emotional thermometer brought it to 
the surface.

My new awareness of my personal value has since helped me not only to 
be more tolerant of my children but also when I was faced with a patient 
finding it difficult to choose their preferred method of contraception. I was 
beginning to resent this, as we had spent considerable time analysing the 
choices together. Triggered to recall my own value, which was about to 
intrude, I sidestepped my rising irritation and instead I explored with her 
ways of moving forward from her indecision.

Two points are worth making here. Although, I may from time to time review or 
moderate the value that I have identified in myself, there is no need for me to 
judge it as good or bad. It helps just to be aware of it. Secondly, in the situation 
described above, there would probably have been little point in disclosing my 
value to the patient – it might only have made her feel worse.

Disclosing our values in the consultation

We discussed in the All About What Matters section how the decision (whether 
or not to ‘disclose’ our values) is particular to the individual situation. A not-
uncommon example of where a clinician decides it is relevant and helpful to 
expose personal values comes when the doctor sensitively reveals personal ‘pro-
life’ values to a patient requesting termination. Done in a patient-centred, non-
judgemental way this transparency can encourage trust and allow the patient to 
make allowances for inherent bias in the consultation. It may also help them to 
come to a shared decision about seeking advice elsewhere.

Disclosing our values within teams

But what about our partnership working with our colleagues? Perhaps there may 
be more occasions when it is helpful to disclose some of our values to those 
we work with closely over time. By publicly identifying values (like the one on 
decisiveness in the anecdote above) to our colleagues, we may be really helping 
team-working to thrive. Instead of covert mismatches and irritations, there can 
be understanding of, and allowances for, the way each of us is values-driven in 
our interactions.
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Like the end of the rainbow universal values look like they ought to exist but they are remarkably hard (some would say impossible) to pin 
down – locally agreed frameworks of shared values on the other hand, of the kind used in values-based practice, are relatively easy to achieve.

Values awareness: 
The ‘surely’ assumption
Surely this value is held by all right-minded people

Those situations are hard to handle in a values-based way. We can but try to 
park to one side the extremist or supremacist values that are such a strong 
influence, and to deal with the matter in hand by modelling a non-judgemental 
approach. Who knows? We might make some progress towards respect for 
different values. Remember, we are trying to respectfully understand the values 
of others and not to change them (or to change our own values).

On page 33 the video clip shows a health worker being confronted by racial 
abuse from a young person. Respect is missing until they can find shared values. 
Recognising that ‘universal values’ may not exist reminds us to be careful in our 
work with teams and partnerships. Particularly when our personal values are 
strongly held (to the point of seeming ‘obvious’) we may neglect checking out 
if others share them. We may assume consensus, but neglect the all-important 
step of checking it out nonjudgementally.

See Team Working and Partnership Values on page 47 for more 
on the importance of team work in values-based practice.

Image credit: Hunter Johnson (Unspash)

For example, Thou shalt not kill is held as a 
value by many, but when tested by looking at the 

circumstances of war and personal danger, any 
‘universality’ of the value begins to weaken - some 

think it holds under situation x whereas others take a 
different view.

We are left with the possibility/probability that there are no universally ‘right’ 
values – only individual values. However, as we saw from the example on 
page 15, where there is mutual respect. individuals can co-produce shared 
frameworks of values. 

So, this brings us back to that basic premise of ‘mutual respect for the diversity 
of values’. You respect my values, and I respect your values and the way is 
wide open to achieve our end of balanced decision-making within a shared 
framework of values.

But what about the situation if someone doesn’t respect my values?
• If he/she totally disrespects them to the extent of bigotry which is

quite offensive to me?
• If someone makes plain their racist views, when I am of the races

they despise?
• If someone discounts me, my colleagues, or friends because of age,

gender, sexual orientation?
• If they reject the tolerance obligated by the NHS constitution?

Try to identify a 
universal value, one 
that all ‘right-minded’ 
people would hold
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As in other areas unspoken values communications conveyed by our body language may be far more significant than anything we can put into words.

Values communication
Spoken and unspoken values

Our need to discover as much as possible about clinically relevant values 
guiding the person we are working with means that we need to learn 
how to communicate sensitively about values. The skills of Values-based 
Communication are an extension of traditional communication skills in clinical 
medicine.

One of the big lessons in communication has been that non-verbal 
communication (body language) is as important as, if not more important than, 
the words we use. So, as always, give thought to context factors like the relative 
heights you are positioned at. Trying, for example, to avoid ‘talking down’ to 
a patient (both physically and metaphorically) helps you to minimise ‘power’ 
dimensions in your communication.

Most importantly, in communicating around values, we need to ensure that 
authenticity comes across. This is real person to real person communication that 
we are talking about. Our direct eye contact; our warmth; our engagement with 
what the other is saying can all help to communicate that vital interest in what 
matters to them.

The basic premise of ‘Respect for the diversity of values’ requires that we adopt 
a Style of values communication:

• Open and non-judgemental
• Avoids power-play
• Shows genuine interest
• Avoids defensive rebuttals and postures

Wrong
Towering over a patient
Checking your watch
Arms folded
Stethoscope prominent
Patient looking anxious

Right
Same height
Both interested and engaged
Open postures
Smiles of appreciation

Image credits: Freepik
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Values-based practice is as much about positives as negatives – so it adds to the Ideas, Concerns and Expectations of traditional consultation skills, the positives 
of Strengths, Aspirations and Resources (ICE becomes ICE StAR)

Values communication
More than just ideas, concerns and expectations

In recent years most UK medical students have learnt the familiar ICE acronym 
as part of their communication skills training. Whilst it is clearly important to 
elicit the patient’s ideas about their condition, along with any concerns that need 
addressing and to be clear about their expectations of the consultation, we 
often need to go further.

No formulaic enquiry is likely to capture enough information about what really 
matters to this particular patient. However, it is worth emphasising that in 
exploring what matters to a patient it is usually beneficial to look at positive 
aspects alongside the more negative ‘concerns’. To this end the acronym 
ICEStAR may be more useful than plain ICE.

Moving beyond the formulaic, we need to think about the communication 
techniques that help clinicians to understand their patients. In getting to find 
out ‘what matters’ we need to establish a legitimate and genuine interest in that 
person’s life. The box below shows some tips.

It is important to make clear that you are not simply off-loading the decision 
back to the patient: the aim of return-to-sender is to keep the dialogue going to 
the point that you can advise the service-user on the options available based on 
your knowledge and expertise combined with an understanding of what matters 
to that particular individual patient.

Preamble It may help to be explicit, along the lines of:
“Mrs Jones, we have some important decisions to make together today about 
your treatment. There is no one treatment that is right for everybody, and in 
order to help us decide what is right for you, we need to think through the 
different options together from your point of view.”

Focus Some examples:
“Before we discuss treatments for your skin, just tell me what matters most to you 
about your skin?”

“I see lots of patients who are facing breast surgery, and each is different. There 
are a number of options so we need to think which would work best for you.”

Return-to-sender This technique is useful in the common situation where a 
patient asks “What would you do?” A good response might be along the lines of:
“Well, faced with the choices that we discussed, I could think about what I might 
do, but I am not sure how helpful that would be. You see, I am not you, and I 
don’t yet know enough about being you to make an informed choice. Let’s look 
together at what really matters to you.”

Ideas Explore patient’s understanding of their condition.

Concerns What fears, worries and concerns do they have?

Expectations What do they expect of this consultation?

Strengths What personal strengths have helped before?

Aspirations
What aims do they have for the future relevant to the treat-
ment options?

Resources

Who is there to support them? 
What other assets do they have (eg supportive employer)? 
What else have they found helpful?

I

C

E

St

A

R
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With values as with much else, what you ask is what you get – so in asking about values it is important to develop an open style of dialogue that does not invite 
particular answers

Values communication
Almost exclusively open and exploratory questions

Remember those early communication skills lessons about exploring with open 
questions? This is never more important than when you want to explore values. To 
ask a closed question often has the effect of imposing a restrictive frame on the 
response, because you have made an assumption.

Think about possible questions to a pregnant mother with whom you 
are discussing the options of elective Caesarean section or trial of 
labour.
Capture your questions below.

Tick the box when you have completed your definition
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The particular words we use may be important – chance and risk for example although closely similar in meaning carry very different 
connotations for many people.

Values communication
The words we use - chance and risk

One values-rich area in healthcare is the area of risk and chance. We often have to 
discuss relative risk with our patients, but how do we communicate this? Is there a 
‘one-size-fits all’ for demonstrating the chance of cure or improvement against the 
chance of an adverse outcome from treatment?

This academic paper gives lots of helpful advice from a clinician and statistician 
perspective on the challenges of meaningful communication about risk. Note 
the emphasis here on the two-way nature of such communications – as with other 
areas of communication about values the key word is dialogue.

Communicating about risks should be a two way process in which 
professionals and patients exchange information and opinions about those 
risks and that professionals need to support patients in making choices by 
turning raw data into information that is more helpful to the discussions than 
the data.

Edwards et al (2002)

Pictures and diagrams play an important role, but so too does the choice of 
words we use, especially in the area of antenatal screening for Down’s syndrome. 
Merely citing probabilities is widely recognised unhelpful to most people as 
these social scientists emphasise in the introduction to their edited collection on 
communication of risk.

Screening and diagnostic tests yield probabilistic rather than deterministic 
information. Communicating probabilistic information to people who are not 
trained in statistics is a challenge.

Siegrest, Cousin & Keller in Boholm (2011)

•s

How risk averse are you 
in your life?

Communicating about risk is still more of an art than a science, and one of the 
most helpful insights comes from the blogger Sarah Roberts, mother of Oscar, 
who has Down’s syndrome.

I’ve often been puzzled by the use of the word “RISK”. For if you look up 
the word risk in the dictionary, it says “a situation involving exposure to 
danger”. Having Oscar hasn’t exposed me or anyone else to danger. Quite 
the opposite. So I (along with a lot of other parents of kids with DS) feel 
that “chance” would be a much better use of language. “The chance of you 
having a baby with DS is 1:10,000” See, much better. It’s about changing 
people’s mind-sets right? One person at a time. Whether they work in health 
care or whether they’re someone like you or I who perhaps didn’t have the 
knowledge and understanding before.

Sarah Roberts, Don’t be sorry

So think about the words you use – and, where appropriate, start with using 
‘chance’ not ‘risk’.
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The legal requirement when communicating about values and evidence in the context of consent is specifically for dialogue between
clinician and patient.

Values communication
Communication about what matters to you is the basis of informed consent

The new test for valid consent (see page 11) requires clinicians to take reasonable 
care to ensure that the patient is aware not only of any material risks and benefits 
involved in a recommended treatment, but also of any reasonable alternative or 
variant treatments. As for the style of communication the ruling states that:

“... the doctor’s advisory role involves dialogue, the aim of which is to ensure 
that the patient understands the seriousness of her condition, and the 
anticipated benefits and risks of the proposed treatment and any reasonable 
alternatives, so that she is then in a position to make an informed decision. 
This role will only be performed effectively if the information provided is 
comprehensible. The doctor’s duty is not therefore fulfilled by bombarding 
the patient with technical information which she cannot reasonably be 
expected to grasp, let alone by routinely demanding her signature on a 
consent form.”

UKSC 2015 [11] para 90

Clinicians must discover details about the patient’s values: what really matters 
to them, in order that all the appropriate alternatives are discussed. Values 
are personal and intimate, and the style of communication to be used by the 
clinician is important if the patient is to feel at ease and to trust the clinician as a 
partner in making important decisions.

The Montgomery judgement has more to say about communication, reminding 
us that the age of paternalism is over and it is crucial for our partnership working 
with patients that we avoid talking down to them.

Lady Hale (President of the Supreme Court) spells out the foundational role of 
the patient’s values to informed consent, while at the same time emphasising the 
importance of skilled medical opinion, in her part of the Montgomery ruling:

‘A patient is entitled to take into account her own values, her own assessment 
of the comparative merits of giving birth in the “natural” and traditional way 
and of giving birth by caesarean section, whatever medical opinion may say, 
alongside the medical evaluation of the risks to herself and her baby. She may 
place great value on giving birth in the natural way and be prepared to take 
the risks to herself and her baby which this entails. The medical profession 
must respect her choice, unless she lacks the legal capacity to decide …. 
There is no good reason why the same should not apply in reverse, if she 
is prepared to forgo the joys of natural childbirth in order to 
avoid some not insignificant risks to herself or her baby. She 
cannot force her doctor to offer treatment which he or she 
considers futile or inappropriate. But she is at least entitled 
to the information which will enable her to take a proper 
part in that decision.’

UKSC 2015 [11] para 115
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We offer some tips for managing situations where the mutual respect required 
for values-based practice is absent.

Values communication
Working in the absence of mutual respect

In this section we come back to the difficult issues that, as we saw on page 33, may 
arise when the mutual respect on which values-based practice depends is absent. 
What happens when the other person does not reciprocate the essential respect? 
Racists, for example, limit their respect to people of their ‘approved’ race, and that 
may not include us. This can rule out or seriously impair values- based discussion, 
but we can still show respect for the person, even if it is not possible to respect 
their behaviours or their values.

There are, of course, communication skills which you can use in the face of blatant 
disrespect for other people’s values. Here we show an example of such ‘damage 
limitation’ communication encountering racism.

For values-based practice to work, there has to be a mutual respect for diverse 
values. This reciprocity is essential. We could sum it up as:
“I respect your values: I ask that you respect my values. You don’t have to share 
them, just accept that they are important to me.”

However, the mutual respect for values may not be there initially – it may have 
to be built and often (though not always) it is the clinician that has to lead in this 
respect-building 
process. Why so?

Just as values-based 
communication is 
difficult without mutual 
respect, so is values-
based reasoning, 
when commonly held 
values are confronted 
by a brick wall of 
intolerance.

For the video clip, list your reasons why the clinician is better placed 
than the patient to ‘go the extra mile’?

Tick the box when you have completed your definition
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The legal requirement when communicating about values and evidence in the context of consent is specifically for dialogue between
clinician and patient.

Values communication
Values communication in our teams

The extended multidisciplinary team provides an important resource for effective 
communication about values.

If we share a basic respect for the diversity of values, we can work effectively with 
others, whatever their values. By now it is clear that assumptions are the enemy of 
values-based practice, and every assumption needs challenging. This applies to 
our co-workers every bit as much as it applies to our patients (see page 13).

A particularly dangerous variant of the “surely everyone thinks like me” 
assumption is the assumption that there is consensus in the team. Just because 
nobody is jumping up and down and shouting, “I don’t agree!” does not mean 
that they are all aligned with it. We need to check it out again with awareness that 
what matters may be different for different team members. This requires particular 
communication skills.

Perhaps on your list is empowerment. We need to give a voice to those who find it 
difficult to speak up. Maybe they are just naturally timid, or perhaps they feel they 
have low status in the group, or maybe they are aware that they are comparatively 
inarticulate?

In getting at something as sensitive as their values it may be best to let someone 
more confident (but hopefully not to the point of being arrogant) speak first, and 
then to gently invite the less confident perspective. Perhaps it may be a bit difficult 
to understand the full meaning clearly, and this may need gently checking out.

Another thing you may have thought about is dissenting voices. If there is an 
element of group-think with a very strong prevailing view, it may not be easy to 
speak against that view.

A technique for exploring this possibility is to name it and question it.

“It seems that we are all strongly in favour of charging more on the private 
fees – either it brings in useful income or it puts people off, in which case we 
have more time for NHS work. I just have a concern that we may be looking at 
this too much from a single perspective. Can anybody offer some thoughts 
on why that might not be the right thing to do?”

The trick here is that you have legitimised dissent. The contrarian view will, it 
seems be valued as highly as the prevailing view.

Much of this is embodied in the concept of ‘privileging voices’: making sure that 
there is recognition in the group that there is as much, if not more to be gained 
from dissenting as from as consenting voices. Again, it is down to, ‘You don’t 
have to share my values, just respect them.’ Every team member has a worth – 
not just that of the skills they contribute, but also because of how their values 
(their perspective on what matters) can contribute to an evolving collective 
viewpoint that is far stronger that any individual one.
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Remember that we often learn more by listening than by questioning and values are no exception.

Values communication
Listening to values

Slowly, sometimes painfully, the novice healthcare practitioner absorbs the 
message. Imparting information is more about listening than talking. If you don’t 
know what the patient already knows, then you are risking either frustrating them 
by telling them stuff they already know, or losing them if they have an inadequate 
grounding to absorb what you are saying.

“Before I talk about prostate disease, why don’t you tell me a bit about your 
health and how it affects your life at home, your job, and your interests? That 
might help me to understand what matters to you.”

Try it. Contrary to popular belief, open invitations like this seldom open up a 
long life-story, more often they result in an extremely valuable short insight 
that helps you to pitch your responses at the right level. By talking about self, a 
patient is helping you to establish a relationship which will act as a foundation for 
partnership working and shared decision-making.

More than that, you have cues to follow up, along the lines of:

“So your sport is really important to you – tell me what you get out of it”. 
“You haven’t talked about anyone else in your life, are there others who 
matter to  you?” 
“It seems that you have had some pretty rough times with your depression, 
tell me more about how you got through those episodes?”

Perhaps you can see that these sorts of questions can achieve several useful 
objectives:

• They show interest – you have clearly been listening.
• They build the relationship.
• They help give you a deeper and broader picture of the patient’s values.
• They are likely to give you more ‘pegs’ on which you can hang points in the

discussion which follows.

Even without you talking about your own values, several aspects may come
across that will help to build mutual respect:

MUTUAL RESPECT

AUTHENTIC 
EMPATHY

GENUINE 
INTEREST

RESPECT AND 
TOLERANCE
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Values-based practice is about more than just ethical values yet has much to contribute when we are faced with ethical dilemmas.

Reasoning about values
Unpacking ethical dilemmas

Ethics and values are related, intertwined, and overlapping concepts BUT THEY 
ARE NOT THE SAME. Besides ethical values, values include needs, wishes, 
preferences, aesthetic values, and much else besides. Ethics remain important in 
contemporary practice, so in this chapter we need to look at how principles link 
together in values reasoning.

One way to get a feel for how ethics and values link up is by starting with some 
important differences between them. Ethics are usually codified, as in the Ten 
Commandments, the Koran, or Principles of Biomedical Ethics. They can be 
argued about and can change.

Codes of conduct can and do evolve. Not long ago the ethical misdemeanours 
that could bring a doctor before the Professional Standards Committee of the 
GMC comprised the “3A’s” reflecting the disdain for the unethical behaviours of 
adultery, advertising, and addiction. The GMC now legislate for a duty of candour, 
and a duty of ‘raising concerns’ and present the ethical arguments to underpin 
these duties. Social change is a strong driver.

“Only the patient can protect the patient and, just as essential, ensure that the 
rules of the profession evolve to suit the changing mores of the community. 
The doctor must be part of the community, not above it.”

Allen (1973)

People’s values may be influenced by codes, but most of us personalise the 
codes which are handed down. Think of the values that guide different Roman 
Catholics in their family planning. Roman Catholic doctrine suggests that 
contraception is a sin. But for many individual Roman Catholics their personal 
values outweigh this. We give an example on page 38 of how the Four Principles 
of medical ethics must be personalised when applied in practice.

We hold our values for all sorts of reasons, only some of which we can identify. 
Other reasons and influences are buried deep in our subconscious. It follows 
that ethical argument only rarely changes our values. How materialistic I am in 
my values-set is perhaps influenced by my parents’ teaching, by my schooling, 
by my reading, by my religion (or lack of it) and by my politics. Each of those 
influences may or may not deploy ethical argument.

Precepts General rules intended to regulate behaviour or thought

Example First do no harm

Common
forms

principle, rule, tenet, canon, code, doctrine, guideline, law, ordi-
nance, statute, order, decree, mandate, dictate, dictum, directive, 
instruction, injunction, prescription, commandment
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So, what happens when faced with an ethical dilemma, what is the right thing to do?

Reasoning about values
Unpacking ethical dilemmas (continued)

Should an unconscious 85 year old man with a probable rupture of his 
aortic aneurysm be allowed to die or be operated on immediately?
List sources of possible help for the emergency team facing this 
urgent decision.

Tick the box when you have completed your definition
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Principles offer top-down ways of reasoning about ethical dilemmas – but when it comes to applying principles in particular cases the
skills of values-based practice are required.

Reasoning about values
Principles first

We saw on page 13 that for clinicians, patients, and others to collaborate in shared 
decision-making, there has to be some commonality in the processes by which 
people reason. There are many different reasoning processes, and perhaps the 
best known in health care is Principles-based reasoning. The principles most 
commonly referred to are those set out by Beauchamp and Childress (1994) in 
Principles of Biomedical Ethics. Their four much-cited principles are:

The way these four principles should be used in processes for reasoning about 
values is pointed out by the authors themselves:

“Principles guide us to actions, but we still need to assess a situation and 
formulate an appropriate response” (p67)

The idea is the principles help us to understand the difficulties presented by a 
given situation in terms of a tension between two or more values expressed as 
principles – e.g. there may be a tension between autonomy of patient choice and 
our responsibility to act in the patient’s interest (beneficence); or the avoiding 
harm to one patient (non-maleficence) that involve a costly use of resources that 
is unfair to other patients.

Serpentine symbolism

The correct symbol for health and healing is the rod of Asclepius but 
this is often misrepresented as Caduceus (wings on the top of the staff 
and two snakes intertwined) Somewhat mischievously we tend to think 
of some of the tortuous ethical reasoning deployed by philosophers as 
snakes eating their own tails (Ouroboros).

What Beauchamp and Childress emphasise is that the principles 
themselves don’t resolve the tensions thus identified – so this is where 
the balancing skills of values-based practice come in.

Experience has shown that another form of reasoning which 
fits well with principles reasoning is case-based reasoning. 
Where principles reasoning is top-down, case-based 
reasoning is bottom-up, is it starts from and builds on
our experience on the ground as clinicians or as patients 
and carers.

Clinicians are often able to challenge themselves by recalling 
another situation in which there was a somewhat similar 
dilemma to the one they now face. Note here similar but 
usually not identical. When we compare similar cases like 
this we are in effect drawing out the values that drive our 
decisions and actions in response to them. So this again 
brings the skills of values-based practice into play. More on 
‘case-based reasoning’ on page 39.

The ‘four principles’ can be an extremely useful tool in checking out our values-
alignment with another person, and identifying the common framework (More 
on ‘shared frameworks’ on page 51). Here is an example of a snippet in a 
reasoning conversation.

“You are saying something very important here when you talk about 
how unfair it seems that people can get mega-expensive treatments for 
their cancer and you can’t get the treatment you want for your long-term 
condition. It seems to me that this is about justice. Justice is one of the four 
principles of biomedical ethics to which I subscribe. So I care about justice, 
and you care about justice. Let’s have a look at justice together and see 
where we agree and we disagree.”

AUTONOMY NON-MELEFICENCE BENEFICENCE JUSTICE

Rod of Asclepius

Ouroboros

Caduceus
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As a bottom-up process case-based reasoning complements the top-down processes of principles reasoning – but case-based
reasoning too requires the skills of values-based practice.

Reasoning about values
Case-based reasoning

The following example illustrates case-based reasoning internal dialogue for a 
GP’s referral for cosmetic surgery:

Several things to note here.

Firstly, this is not an isolated form of reasoning. Perhaps subconsciously, running 
through this process of thinking about comparable cases are other forms of 
reasoning. Can you see elements of principles-based reasoning with implicit 
consideration of autonomy (patent choice), beneficence (acting in the patient’s 
best interest as we see it), non-maleficence (at the very least avoiding harm e.g. 
arising potentially from a major operation), and justice (treating equal cases 
equally) all traceable?

Some academics distinguish between analytic and non-analytic (subconscious) 
reasoning processes. Values reasoning is usually a combination of both. 
Principles reasoning is initially more analytic: we have to make a conscious 
effort to think about the situation in terms of the applicable principles; but more 
intuitive processes come into play in balancing these principles. Similarly, case-
based reasoning is in part analytic as we have to make a conscious effort to look 
beyond the situation facing us, and to draw on wider sources of information. But 
the comparable cases we select to think about and the way we think about them 
draw on our experience and intuitive understanding.

Think Wide

“Are we getting bogged down here?” is a very useful thought in  values-
reasoning, especially when it is followed by “what other resources can we 
draw on?” It may be worth switching from one form of reasoning to another. 
It is always worth asking “have we got the evidence bearing on the situation 
straight?”

Self 1
I can’t see anything to be gained by getting her nose 
straightened.

Self 2
Ah, but you took a different view when you referred that 

lad with the port-wine naevus on his face last week.

Self 1
Yes but that was more disfiguring, and he was a kid, 
going to have to live with it all his life.

Self 2
You’re making assumptions here: you are not the arbiter 
of what is most disfiguring, and in any case she’s only 18 

– both have a long time to put up with their burden.

Self 1
Point taken. But aren’t they both better off learning to 
be happy living in the body they have got?

Self 2
Are you the sole judge of that? Don’t we have to explore 

the patient’s values, what is important to them, their 
view of what being ’better off’ means?
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A neglected but clinically important aspect of values reasoning is the need to be able to enter into the patient’s own reasoning
processes. This involves listening to intuition and respecting resistance.

Reasoning about values
Entering into the patient’s own reasoning process

We all have our own ways of reasoning. It may be as simple as “I try to think 
what mum would’ve said”. Or it might run contrary to any reasoning process to 
which we subscribe. To someone who never takes any account of horoscopes 
it may appear to defy reason if a patient starts to base a decision on what their 
horoscope says.

Clinicians can get frustrated if the patient’s reasoning process is ‘out of reach’ of 
the logic we wish to apply.

We have to recognise, however that there is something ‘real’ going on in the mind 
of the other and we may get on better if we try to understand that reality, or at 
least go to meet it. Some of us may be able to formulate a clear algorithm, and by 
contrast others may not be articulate about how we make decisions. In the latter 
group there are people who might say, “ I don’t really think about it – I just trust my 
gut-feelings.”

Intuition is the knowledge we don’t know we have. Gut feelings are usually based 
on something – it may be inexplicit, but perhaps none the worse for that. So, it 
pays to respect intuition.

That said, it is difficult for us to work with someone else’s gut feelings when we are 
trying to manage a process of reasoning in partnership. So, it may help to tease it 
out.

There are other ways in which we can understand the ways of reasoning that a 
patient has adopted over the years.

• We can again look at real decisions that have been made in the past.
• We can look at simple hypothetical situations which may be less threatening

than the actual decision we have to make together.
• We can explore preferences like, ‘Do you like to think with words, or with

pictures, or with numbers?’ Then we can try to work more in the preferred
mode

The more we can respect, incorporate and adopt another’s ways of reasoning, the 
more likely we are to be able to reason productively together.

Tips for exploring someone else’s intuitive thinking

Show respect for the intuition
“This is really important, and I want to see if together we can understand 
more about what underlies this because it will help us make a better 
decision together.”

Don’t poke away at difficulties in articulation – work round them
“Let’s look at similar situations in your life – can you remember a time when 
you had a strong ‘gut-feeling’ about something before, and how it worked 
out?”

Honour resistance
“I can see there is something in you that is making you hold back from going 
in this direction. That’s important and we shouldn’t just dismiss it- we should 
try to understand why you are feeling this resistance – it might save us from 
making a mistake.”
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The most effective forms of shared decision-making depend on clinician and patient both being able to bring evidence and values into
the dialogue between them.

Evidence and values
The two feet principle and shared decision-making

The most effective forms of shared decision-making depend on clinician and 
patient both being able to bring evidence and values into the dialogue between 
them.

Let’s remind ourselves that evidence based practice and values-based practice 
are partners not opponents. Their collaboration is essential if clinicians and 
patients are to reach optimal decisions in partnership.

Tandem working
In the tandem working of patient and clinician, the two feet principle does NOT 
mean that one person should do all the pedalling whilst the other sits back! Nor 
does it mean that the clinician’s foot is the evidence foot and the patient’s the 
values foot.

It does mean that both parties can contribute to moving the decision-making 
process forward using both ‘feet’.

• Both clinician and patient have evidence that can make an important
contribution. Patients’ evidence is not just the Daily Mail cutting in their
hand or the Google search they did, it is also their experience of their
own life.

• Both patient and clinician have values that relate to the matter under
discussion. We have talked a lot about eliciting and working with patient
values.

In the video clip on page 33 “Working in the absence of mutual respect"  we left 
the consultation at the point where Ali, the drug worker, was beginning to win a bit 
of grudging respect from Sharon by setting aside her racist outburst, recognising 
the hints of previous trauma underneath the behaviour. Ali has rebutted Sharon’s 
taunt of ‘what do you know about solvent abuse?’ He is about to start the process 
of motivational interviewing by asking Sharon two questions:

What do you like about sniffing; what’s good about it?

Is there anything you don’t like about having a sniffing habit; anything that you 
would like to change?

Think for yourself how the compassionate Ali might work with what he finds out 
about Sharon’s values.

In the first section we explored the reality that to be truly evidence-based means 
that one also has to be values-based because applying evidence-based practice 
in clinical decision-making requires that best available evidence (usually derived 
from large population studies) has to be related to the values and circumstances of 
the individual patient (recall here the NICE guidelines introduced on page 1).

Likewise, values-based practice in healthcare cannot be practised in an evidence 
vacuum. Shutting out any medical evidence is to risk important decisions being 
driven by whims and fears. Take an example. You are an oncologist working 
with your patient who has just learnt that she has breast cancer with spinal 
metastases. She states firmly that she does not want any active treatment beyond 
“morphine as I need it.” Her values are reflected in that request, but to leave it 
at that – “okay, decision made”- would hardly represent best practice for making 
decisions in partnership. This might involve exploring and appreciating the values 
underpinning her expressed wish and gently looking together at how those might 
be best served. Evidence about risk of vertebral collapse or of beneficial effects of 
some of the better-tolerated chemotherapies might be introduced as part of the 
oncologist’s contribution to a balanced process.
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Shared decision-making (SDM) can be facilitated using decision aids where multiple, similarly effective investigation or treatment plans are available. Decision 
aids are written, video or web-based information on the decision, the options and visually depict the benefits and harms of each possible decision.

Evidence and values
Decision aids

When people use decision aids, they:
• Improve their knowledge of the options
• Feel better informed and more clear about what matters most to them
• Probably have more accurate expectations of benefits and harms of options
• Probably participate more in decision making
• May achieve decisions consistent with their informed values
• Are more likely to talk about the decision with their clinician

Use of decision aids does not worse health outcomes or patient satisfaction.

More recently, there has been a lot of interest in the potential of online tools as 
decision aids. See the following examples and try building your own decision aid:

Resource Description

Cochrane review Thorough review of the effectiveness of decision 
aids

BMJ article Article exploring the potential of online decision 
aid tools with lots of examples

Mayo Clinic decision aids Various decision aids made by the Mayo Clinic

MAGICapp Non-profit app that includes SHARE-IT decision 
aids

Less is More Medicine A series of useful resources including tools to 
make your own decision aids
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Where there are differences of perspective on the evidence relevant to a decision we try to reach consensus – this involves one or
more perspectives being given up in favour of a front runner.

Evidence and values
Working towards consensus around evidence

The evidence and values components of clinical decision-making are often so 
intertwined that it is difficult to separate them. Indeed, as we become more expert 
at shared decision-making, the process of combining the two elements becomes 
ever more seamless.

Clinicians are trained evidence-basers. Not to be evidence-based in clinical 
practice has almost reached the level of misdemeanour, and to-day there are few 
doctors who cannot identify the five steps (even if they don’t often apply the fifth 
stage of analysing the results of the selected action and making adjustments if 
necessary!) when we are working with colleagues, we are used to debate about 
the evidence to support one course of action versus another. As we said on page 
13, debate about evidence is aiming for consensus. Critical appraisal of evidence 
can be reasoned through to a point where there is broad agreement on which 
action(s) the evidence best supports.

Clinicians who have made conscious attempts to engage in shared decision-
making with their patients will be aware that sometimes they encounter a block 
to the process of reaching consensus on the evidence.

Have you ever noticed that when you are discussing clinical evidence, there can 
be signs that the patient does not want to take this on board?

Why does this happen?

Now watch our exemplar video of partnership in decision-making 
between clinician and patient. As you play version 1, try to identify 
points where values emerge and points where evidence-basing is 
apparent. Then play version 2: we have marked V for Values and E 
for Evidence.

Barrier signs in evidence-discussion
• Discomfort or fidgeting
• ‘Glassy-eyed’ or ‘miles away’
• ‘Yes, but’ responses
• Outright rejection
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Evidence and values
Working towards consensus around evidence (continued)

Why block the evidence? Enter as many reasons as you can think of for 
a patient to be resistant to the evidence you are trying to discuss.

Tick the box when you have completed your definition

warwick.ac.uk/wmg

warwick.ac.uk/wmg


Pocket Values 45

Dissensus involves balanced decisions being made according to the particular circumstances of the situation in question without
anyone having to give up their own particular values perspective.

Evidence and values
Embracing dissensus around values

Dissensus involves balanced decisions being made according to the particular 
circumstances of the situation in question without anyone having to give up their 
own particular values perspective.

So, we may need to consider how to change others’ views of the evidence on a 
health matter, but it is absolutely crucial that we remember that:

It is not about changing peoples’ values

This is a key point: we are not arguing for change to anyone else’s values and our 
own values are not threatened by the process of shared decision-making. Personal 
values need to be understood and worked with.

This is why working with dissensus rather than (as with evidence) aiming for 
consensus is important in working with values.

So our values may conflict: I may believe something that is diametrically opposed 
to what someone else believes: so be it.

Values may conflict
It is important to see that values conflicts are inherent not just in clinical but in any 
context. Here are some examples with which you may be familiar:

It is anyone’s right to have as many 
children as they want, irrespective of 
their circumstances.

Responsible parenthood is all about 
our wider responsibility to the child 
and to society

Promiscuity is harmful to individuals 
and society.

There is nothing wrong in one-night
stands: sex is good for everyone.

I find fat people attractive. Obesity is revolting.
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Evidence and values
Embracing dissensus around values (continued)

Building resilience for our differences in values
In order to best place yourself to embrace dissensus, it is useful to consider some 
longer-term strategies to build your resilience to differences in values you may 
have with others:

1. Maintain perspective – remember that if you had the same exposures and
circumstances as the person in front of you, you would likely have the values
they do

2. Reflect and debrief – reflect on these interactions with patients and discuss
them with colleagues, not only to debrief but as an outlet for the emotional
conflicts that may arise

3. Be positive – see these interactions as opportunities to learn about yourself
and others

4. Recharge – take time to recharge after difficult interactions
5. Manage stress daily – find a daily stress-coping tool that can alleviate the

tensions that can come with these difficult interactions

Strategies for managing conflicting values
1. Respect the person even if you don’t share the value
2. When the difference in values is remarked, make it clear that you can work

together with different values
3. Make it clear that you are not out to change his/her values
4. Agreeing to disagree is the starting point, not the end. We don’t just retreat

into our corners – we work to look for how we can work together within a
shared framework of values

If you are sensitive to the situation; if you can be authentic in showing your 
respect for the other (‘Unconditional positive regard’ in Rogerian terminology); 
if you trust your instincts, you can take it from there. There are no rules, just your 
experience and your emotional intelligence to guide you.

• Sometimes it may be helpful to put your own values on the table, carefully
• Sometimes it’s better to recognise your own values and not to expose them
• Sometimes it helps to pause to look at relevant evidence before revisiting

values
• Sometimes it’s better to stick with a values discussion for the time being
• Sometimes it helps to depersonalise the situation by looking at parallel cases

together
• Sometimes it’s better to keep the focus on the here-and-now of this situation

Only you can make the judgement call. We will return to constructing
shared frameworks of values on page 51.
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The round table of values as used in team working provides an example of how dissensus works in practice.

Team working and partnership values
The round table concept in healthcare

You may remember on page 16 you saw a video of team-members discussing 
client-care where their preferred ways of working were different.

The points this brought out were:
• The team members recognised a difference in their preferred approaches.
• They acknowledged that this is based on different values.
• They explored the differences respectfully.
• They arrived at a shared framework of values.
• They managed dissensus, arriving at a course of action which is a balance

between their values for this situation only.

The end result was that consistently with the dissensus of values-based practice 
the values of the team members remained in play to be balanced sometimes 
similarly and sometimes quite differently according to the particular individual 
needs presented by each patient or client.

This illustrated how the extended MDT of values-based practice 
supports its concept of person-values-centred care. In values-
based practice the importance of the MDT is extended from 
its traditional role of contributing diverse knowledge and 
skills to patient care, to include also diverse values. This 
is important to shared decision-making (including since 
the Montgomery ruling, consent to treatment) because 
it allows decision-making within the MDT to be balanced 
according to the equally diverse needs and other values 
of their patients or clients.

But partnerships and team working are integral components of almost every 
aspect of modern healthcare. So let’s think a bit more about the concept of 
dissensus at the heart of this process.

We use the round table analogy for values-based team working. The legendary 
King Arthur insisted on a round table to stop his quarrelling Knights fighting for 
supremacy. The point was they were all in equally important positions at the table.

Elementary training in healthcare leadership and management focuses on respect 
for team members in role. It doesn’t take long for an intelligent novice to realise 
the interdependence of fellow health-workers, and hopefully this comes across 
clearly at the first Multidisciplinary Team (MDT) meeting they attend. Unless there 
is an autocratic dinosaur making a power play, there will be evidence of leadership 
in role as the colleague with the appropriate skills comes to the fore.

Respect for our colleagues’ role competence is sometimes the easy 
bit. Respect for their values can sometimes be less evident, but 

is equally important. We have been selected in part for our 
different mind-sets, and trained in different paradigms. 

Small wonder we see the world differently. Vive la 
difference! Case conferences for child protection are 
sometimes shining examples of where collaborations 
that embrace divergent values perspectives often 
achieve better decisions.

Image credit: Evrard d’Espinques
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The round table of values as used in team working provides an example of how dissensus works in practice.

Team working and partnership values
Values of significant others

Here is a diagram of the Round-table referred to on the previous page. It is rare 
to get policy-makers, managers and carers round the same table as clinicians and 
patients, so maybe we have to think about the virtual round table.

For sure the individuals have values, and so too can organisations – think of the 
NHS values: Working together for patients; Respect and dignity; Commitment to 
quality of care; Compassion; Improving lives: and Everyone counts. These could 
seem like ‘Motherhood and apple pie’ values but that a lot of work has gone into 
thinking them through.

There is a purpose in an organisation setting out its stall in this way: if values 
are not stated, they will be inferred. If they are stated and kept to the fore, then 
everyone in the organisation has a yardstick against which they can measure 
policy and practice.

“How does this align with our corporate values?” is a question that even the most 
junior member of the organisation can ask. An institution world-famous for its 
healthcare ethos, the Mayo Clinic, encourages all to challenge its tenets and finds 
this leads to quality improvement.

An example of how the values of the NHS (as a virtual partner round the table), 
can influence shared decision-making is rationing (or resource management). The 
patient and the clinician might find their values aligned in support of an expensive 
treatment that offers significant benefit to the patient. However, recourse to NHS 
Values states:

“We have a responsibility to maximise the benefits we obtain from NHS 
resources, ensuring they are distributed fairly to those most in need. Nobody 
should be discriminated or disadvantaged, and everyone should be treated 
with equal respect and importance.”

Thus into the mix for shared decision-making has to come an organisational value.

One that is often missed is the values of the carer(s). Sometimes it is worth 
checking out, “Who is there for you? Do you know what he/she thinks about this?” 
Don’t forget also that as well as ‘significant others’ carers include professional 
carers, or people like gardeners or hairdressers whose years of personal 
knowledge of the patient mean that they may have a useful values perspective to 
offer, especially when dementia or learning disability are affecting competence. 
The importance of joined up working between health and education was 
emphasised in the report of the Commission for Values-based CAMHS.

VALUES-BASED
PRACTICE

PATIENT

CARER

CLINICIANMANAGER

POLICY
MAKER
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Training is essential for effective team working and there are many helpful ways to build up a team’s effectiveness in working with values.

Team working and partnership values
Capitalising on skills and values

Multi-disciplinarity as we have seen brings with it the potential to draw on multiple 
values perspectives as well as discipline-based knowledge and skills. The video 
clip on page 16 illustrated how the extended MDT of values-based practice 
(extended to include values as well as knowledge and skills) was important in 
person-values-centred care (care that meets the diverse needs and other values of 
each patient/client). This has been given greater urgency since the Supreme Court 
Montgomery ruling. As we saw on page 32 this put shared decision-making based 
on values and evidence at the heart of consent to treatment.

But like most forms of clinical expertise, the skills of utilisation of team values 
benefit enormously from deliberate practice. If your MDT is exclusively and 
formally restricted to discipline-based knowledge and skills, then suddenly 
introducing discussion around values may seem like a change of language. Team 
processes do not come out of the blue. If you want more from your team, you have 
to work at it.

Team meeting agendas are usually crowded and time-pressed. Experience 
shows that teams who think more widely, and who build a culture of openness, 
reflection, and trust are more effective in the clinical workplace.

If you sense antagonism, for example by way of disparaging reference to any 
’touchy-feely’ element of the collective working, this should act as a red-light 
on the dashboard. What is going on here? Why is there a desire for robotic 
working? Might this lead to dehumanisation of the workplace to the exclusion of 
compassion?

Values-based Interprofessional learning has a huge role to play in the 
development of interprofessional working where power-play is minimised  
and mutual respect maximised. If we want a compassionate workforce, we  
need to nurture the learners and model both specific values and respect for 
diversity of values.

Tips for eliciting MDT values-perspectives

Make values discussion a normal component: get in the habit of asking questions like “So, we are being evidence-based, but are we 
doing the right thing from this patient’s point of view? Can anyone say what the patient thinks about …?”

Practice techniques like ‘privileging voices’ i.e. asking ‘low status’ members of the team to speak first as they may feel subdued and 
clam up rather than take a different position to ‘high status’ or powerful or loud and articulate members of the team.

Always stop and take note of any values-challenge.

Police any ground rules about not dismissing or mocking any values in team meetings.

Demonstrate how any one member’s values perspective can have an effect of the team, causing deeper consideration or improved 
decision-making by linking the discussion to what matters or is important from the perspective of the particular patient concerned.
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Effective balancing of values is only possible within equal power relationships – and we raise two concerns (about time and litigation).

Balanced decisions 
And shared frameworks
Patients and clinicians as partners

What needs to be balanced for balanced decision-making?
Yes, certainly we need to ensure that both evidence and values are weighed up. 
But there is another balancing act which is important: the power balance. 

In shared decision-making this balance is all-important. Get it wrong one way 
and we are back to the days of medical omnipotence. The power of knowledge, 
and the power of the scalpel or the prescription pad.

Just the opposite imbalance is equally dangerous. A patient is not a mere 
consumer. Unlike the proverbial customer, the patient is not always right. Indeed, 
for an over-deferent clinician to deprive a patient of their potentially important 
contribution to the debate can be considered irresponsible. Clinicians and 
patients – both have relevant knowledge, experience, and values.

Balanced decision-making only happens when there is respect for the 
importance of all these elements in the shared processes of contemporary 
clinical care. Shared decision-making carries with it a degree of shared 
responsibility (discussed further on page 52).

Do you worry about how long this will take?
This will inevitably vary from case to case. Take this case of a time-efficient tweak 
to one surgeon’s standard practice in his out-patient clinic:

I find most clinical decision-making is in grey areas where discussion often comes 
down to the patient not unreasonably asking: So what would you do doctor? And 
I wouldn’t want to duck that. It’s not helpful to patients to push the decision back 
to them. As surgeons, after all, we have considerable experience of how different 
options work out in practice: this can help a patient who is trying to make difficult 
choices in the context of facing potentially life-limiting diagnoses ...

So now ... I start by finding out more about what matters to this patient. Then I’m 
better able to look at what ‘I’ would do in terms of what matters from their point of 

view rather than mine. So now when asked ‘What would you do doctor?’ my answer 
starts with ‘Well I have some ideas about that but first, tell me a bit more about what’s 
important to you?’ And the dialogue then develops from there.

Ashok Handa (p15)

In this case the issues were clearly ‘life or death’. But sometimes less dramatic 
decisions may take longer to work through. The Montgomery ruling (para 90) 
notes that dialogue around what matters to the patient need not be extensive 
where the issues are relatively minor.

Do you worry about complaints and getting sued?
The bottom line though is that such dialogue should now be the norm. One 
reason this is important is because on balance it is likely to lead to more effective 
use of time and other resources overall. Think of the waste of resources involved 
in patients ‘voting with their feet’ through failed follow up appointments and 
wasted prescriptions.

And if you worry about being sued, try weighing up the small amount of time 
needed for a proper process of shared decision-making (based on evidence and 
values) against the anguish spent dealing with a complaint or legal action by a 
patient who was not properly engaged in the decision.

Balancing the evidence, including the evidence of personal experience, is 
important. It is, however, not the most difficult part of the exercise. It is finding 
a way to balance values that is vital; this is where the shared framework used in 
a balanced power relationship between clinician and patient is a win-win. The 
patient wins with an intervention that is more likely to lead to an outcome that 
meets what is important to them. The clinician wins because a satisfied patient is 
at heart of our clinical values. The system wins because the increasingly strained 
resources that are the reality of contemporary health care will have been used to 
best effect.
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In summary, values-based practice comes back to “right process, right decision”.

Balanced decisions 
And shared frameworks
Creating a shared framework of values

Often, when we talk about these processes, people respond 
with extreme ‘what if…..’ or ‘what about….’ scenarios. True, the 
shared framework does not guarantee a total freedom from 
having to make uncomfortable values-compromises, but when 
you really put it into practice it goes a long way towards that 
objective!

The key is the mutual respect we build up in constructing the 
shared framework. If we really respect someone, and respect 
their values, we don’t have to change our own values, but 
maybe we can support a decision which doesn’t align perfectly 
with our values and still feel OK about it because of that mutual 
respect. As we saw on page 27 there are limits: there is no way 
to values-base racist and other discriminatory values. Though 
even here as a clinician we can seek to respect the individual, at 
least to the extent of their clinical needs, even if not their values.

The objective of Values-based Practice is to achieve:
Balanced decision-making on a shared 

framework of values

Do you remember the basic premise to achieve this, outlined 
on page 8. The basic premise is:

A mutual respect for the diversity of values

We hope that, now you have grasped the processes of values-
based practice, you can put them into practice.

VALUES-BASED
PRACTICE

PATIENT

CARER

CLINICIANMANAGER

POLICY
MAKER

Recap
For balanced decision-making in partnership, 
we often have to do more than just ‘agree to 
disagree’ when there is a conflict of values.

Shared frameworks of values are constructed 
around the areas where our values accord with 
one another.

When the situation demands that we have to 
make a decision which sits uncomfortably with 
one person’s values, we stop and we consider 
the options, referring back to our shared 
framework of values. We look for best fit.

The way we balance the decision this time may, 
or may not, be the way we balance it next time. 
The context may be different, in particular 
the values of (what matters to) the patient 
concerned may be different. And in addition we 
will have our experience of the consequences of 
the first decision.
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Finale
The golden rule, the platinum rule and assumption-free value-based working

North American business professor Dr. Tony Alessandra proposes a
platinum rule to govern business relationships with others.

The Platinum Rule
We have all heard of the Golden Rule - and many people aspire to live by 
it. The Golden Rule is not a panacea. Think about it: “Do unto others as you 
would have them do unto you.” The Golden Rule implies the basic assumption 
that other people would like to be treated the way that you would like to be 
treated.

The alternative to the Golden Rule is the Platinum Rule:

“Treat others the way they want to be treated.” Ah hah! What a difference. The 
Platinum Rule accommodates the feelings of others. The focus of relationships 
shifts from “this is what I want, so I’ll give everyone the same thing” to “let me 
first understand what they want and then I’ll give it to them.”

Dr Tony Alessandra

What has the Platinum rule got in common with the values-based practice we 
have been describing?

What important differences are there?
1. They are both person-centred
2. As written, the Platinum rule could imply that the objective is always to give

people what they want. This is not the case for the partnership decision-
making of values-based practice.

If what the patient wants is something which we can genuinely sign up to in 
our shared decision-making, then we can be fully platinum. However, in clinical 
practice, if the patient wants something which we cannot support, then it sounds 
like there is a further conversation to be had. Equally, of course, we as clinicians 
cannot insist on a patient accepting a treatment just because we recommend it.

So there are two poles here both of which we have to avoid. Shared decision-
making represents a decisive step away from medical paternalism, the idea 
that ‘the doctor knows best’. This is because what is best is a matter in part but 
importantly of what is best in light of the patient’s individual values (i.e. what 
matters to the patient concerned). But the alternative is not a consumerist 
‘anything the patient wants the patient gets.’ This is because what is best is 
also a matter of what best scientific evidence and the experience of practice 
suggests is appropriate for problems of the kind presented by the patient. It 
would be a shame indeed if, in abandoning medical paternalism, we replaced it 
by an ‘anything goes’ dereliction of our responsibility to contribute our expertise 
based on experience.

Tony Alessandra acknowledges this. Writing In the context of business 
leadership he emphasises that “The goal of The Platinum Rule is personal 
chemistry and productive relationships. You do not have to change your 
personality. You do not have to roll over and submit to others. You simply have 
to understand what drives people and recognise your options for dealing with 
them.”

But health care is different. In the context of business leadership, consumerism 
may be appropriate: ‘the customer is always right’ is a good rule of thumb. But 
in health care the patient is not always right. Indeed, to be values-based is often 
to doubt that a single ‘right answer’ exists! This is why shared decision-making is 
so important clinically. To decide what is right in a given clinical situation means 
bringing together an understanding of what is important from this particular 
patient’s perspective with (in David Sackett’s words) ‘best available evidence’ 
and the ‘experience of the clinician.’
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