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ABSTRACT
Objective  To evaluate the user experience of the joint 
National Institute of Health and Care Excellence (NICE)/
Keele University Shared Decision Making (SDM) learning 
package.
Design  A qualitative study using online semistructured 
interviews. Data were analysed using open coding 
followed by the construction of themes.
Setting  Participants were recruited and interviewed 
online via Microsoft Teams.
Participants  Healthcare professionals who had used the 
NICE SDM learning package and provided contact details 
between June 2021 and April 2022 were eligible to be 
contacted.
Intervention  The online learning package developed to 
support the implementation of the NICE SDM guideline.
Findings  12 participants from a variety of different 
professional backgrounds were interviewed and 
reported that the learning package was easy to use 
and the different formats for presenting the information 
were engaging. The package was available in discrete 
sections—‘bitesize’ chunks—which allowed the 
participants to fit their learning around their busy 
schedules. The package included virtual patients (VPs) 
which allowed users to practice their SDM skills and 
put the learning into practice. The VPs also stimulated 
reflection on current performance and a shift in approach 
to SDM in practice. Suggestions were made by participants 
to improve the usability and accessibility of the learning 
package.
Conclusion  The NICE SDM learning package was viewed 
favourably by the participants. The bitesize structure and 
interactivity were key positive elements. Many participants 
suggested that they had made changes to their practice as 
a result of using the package.

INTRODUCTION
What is SDM and why?
Shared Decision Making (SDM) is a collabo-
rative process that involves a person and their 
healthcare professional working together 
to reach a joint decision about care.1 This 

approach contrasts with paternalism, where 
patients are told what to do, rather than 
being invited into the decision-making 
process.2 The term ‘Shared Decision Making’ 
was first used in the 1980s3 and has been a 
subject of increased interest in health policy.4 
In 2010, the Secretary of State for Health, 
Lord Andrew Lansley, indicated that patients 
should be involved in decisions about their 
own care, using the phrase “nothing about 
me, without me”.4

SDM is promoted on ethical grounds, 
respecting a person’s right to autonomy and 
self-determination5 in part by making the 
trade-off between the benefits and risks of 
treatment clear to each patient.6 The ethical 
position has been supported by the legal 
system in the UK; the Montgomery judgment 
of 2015 does not use the term ‘shared deci-
sion making’ but supports a shift towards a 
more cooperative approach between clini-
cians and patients, with explicit discussion of 
the materials’ risks and benefits of treatment 
options, tailored to what matters to the indi-
vidual person.7 Positive outcomes of SDM 
include people having less decisional regret,8 
reduced antimicrobial prescribing9 and 
decreased hospital admissions.10 As a result, 
SDM is advocated for in the standards of UK 
professional regulatory bodies.11–13

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ Semistructured interviews gathered the partici-
pants’ experience of the package.

	⇒ An inductive, iterative approach to data analysis en-
abled a reflexive process to data exploration.

	⇒ No measure of the participants’ clinical practice was 
undertaken.

	⇒ Not all professional groups were well represented.
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Need for training
Given the ethical, legal, clinical and policy drivers for 
SDM, it may be expected that SDM is well integrated into 
current practice. However, this is not the case; studies have 
shown that there is considerable variation in the adoption 
of SDM within clinical practice.14 15 In the annual general 
practice survey, 44.6% of patients wanted more involve-
ment than they currently had in their healthcare deci-
sions.16 Part of the reason for this could be the fact that 
healthcare professionals might be ‘unconsciously incom-
petent’; that is, they believe that they do SDM well, when 
in fact they do not or not optimally.17–19

The National Institute for Health and Care Excellence 
(NICE) published a guideline on SDM in 20211 and 
many of the recommendations refer to the importance of 
training for healthcare professionals. The guideline states 
that this training should focus on improving the knowl-
edge, skills and confidence of professionals. SDM is a skill, 
and therefore, training should not be solely theoretical, 
but involve practice and feedback.20 The Making Good 
Decisions in Collaboration (MAGIC) programme—a 
programme funded by the Health Foundation to design, 
test and identify the best ways to embed shared decision-
making as routine—concluded that “skills trump tools, 
and attitudes trump skills”.18 An attitudinal shift is 
required in addition to the development of individuals’ 
knowledge and skills.

Intervention description
To support the release of the NICE SDM guideline and 
further encourage the implementation of SDM into 
healthcare professionals’ routine practice, an open-access, 
online learning package was developed. The package was 
co-produced between Keele University and NICE. The 
learning package consisted of six modules, each one built 
using Microsoft Sway. The six modules were as follows:
1.	 Orientation and background.
2.	 Cognitive psychology: the science of how we all make 

decisions.
3.	 Evidence-based medicine.
4.	 Probability and uncertainty.
5.	 Consultation skills.
6.	 Practising shared decision making, staying up to date.

The modules featured text, narrated PowerPoints, 
videos of healthcare professionals and patients expressing 
their experiences of SDM and various interactive elements. 
Each module was predicted to take around 40 min to 
complete. Module 6 featured two virtual patients (VPs); 
VPs are a ‘specific type of computer program that simu-
lates real-life clinical scenarios; learners emulate the roles 
of health care providers to obtain a history, conduct a 
physical exam, and make diagnostic and therapeutic deci-
sions’.21 VPs were included to allow the learners to repeat-
edly practice their SDM skills and receive individualised 
feedback autonomously on their performance.

The learning package can be accessed via the ‘Tools 
and Resources’ section of the NICE SDM guideline 

(https://www.nice.org.uk/guidance/ng197/resources/​
shared-decision-making-learning-package-9142488109).

Usage of the learning package
The learning package was made publicly available in 
June 2021. The package was promoted via both NICE 
and Keele University’s communication networks; this 
included social media and press releases. Microsoft Sway 
provides its own user analytics and the number of users 
for each module is included in table 1.

Aim
To evaluate the user experience of the joint NICE/Keele 
University SDM learning package.

It was important that this learning package was eval-
uated as it was the first that included VPs with the aim 
of supporting the implementation of the NICE SDM 
guideline.

METHODS
Design
As the study aimed to explore individual participant’s 
experiences and views of the learning package, a qualita-
tive approach using online semistructured interviews was 
adopted. The study was undertaken within a construc-
tivist paradigm, acknowledging that truth is relative and 
constructed by individuals and societies.22 A qualitative 
method underpinned by a constructivist framework 
allowed the researchers to conduct an in-depth study 
of the participants’ views of the learning package, while 
acknowledging the subjective nature of their reported 
experiences and the co-creation of understanding 
between the researchers and participants. By using a 
constructivist framework, the study provided an explora-
tion of how users engaged with and perceived the learning 
package, which is essential for evaluating its effectiveness 
and identifying areas for improvement.

Population
The target audience for the learning package was health-
care professionals based in the UK; ‘healthcare profes-
sional’ was taken in the broadest sense and could include 
trainers and managers.

Table 1  Usage data for each module (as of 16 May 2024)

Module Views

1. Orientation and background 12 645

2. Cognitive psychology: the science of how we all 
make decisions

11 750

3. Evidence-based medicine 5940

4. Probability and uncertainty 4953

5. Consultation skills 6333

6. Practising shared decision making, staying up 
to date

7007
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When users accessed module 1 of the learning package, 
they were given the option to provide their email address 
to be contacted about participation in an evaluation; 
providing an email address was not providing consent 
for the evaluation itself, only to be contacted. Individuals 
who gave their email addresses to be contacted between 
the launch of the learning package (June 2021) and April 
2022 were the population for this evaluation.

Recruitment
To recruit participants for the study, initial and follow-up 
recruitment emails were sent to those who had provided 
their email addresses. An information sheet and a link 
to an online consent form were included in the email. 
To participate, participants had to complete the online 
consent form.

Due to low recruitment numbers initially, a conve-
nience sampling approach was adopted. All participants 
who consented were interviewed.

Ethics statement (including consent process)
Potential participants were provided with an information 
sheet informing them of the details of the study and given 
the opportunity to ask questions. An online consent form 
was used to obtain informed consent. Participants were 
notified that they could withdraw from the study up until 
1 week after their interview.

Data collection
Once consent had been obtained, participants were 
contacted to arrange a semistructured interview over 
Microsoft Teams. All interviews were conducted by either 
SJ or JT. The interview guide focused on four key topic 
areas: motivation/reason for use, how they used the 
package, their experience of using the package, and any 
impacts on their practice. Following completion of the 
interview, recordings were transcribed verbatim. Partici-
pants were interviewed once, with no repeat interviews. 
The transcripts were not returned to the participants for 
member checking. The interview guide is included as 
online supplemental material.

Data analysis
An inductive, iterative approach to data analysis was taken 
with the emerging results continuously cross-referenced 
with the data and refined. First, each transcript was coded 
by both SJ and JT using open coding. Open coding 
derives the codes from the data itself, rather than a set 
of predefined codes. After all of the transcripts had been 
initially coded, SJ and JT each reviewed the codes and 
grouped them into themes independently. These were 
then mutually agreed as provisional themes; as there were 
a number of themes, they were grouped under common 
topic areas. These provisional topic areas and themes were 
discussed with the wider project team to encourage reflex-
ivity. Collaborative discussions among the research team 
were key to enable the acknowledgement of any potential 
risks of personal biases. The iterative approach to data 
analysis encouraged a reflexive process and consideration 

of data saturation. This is the point at which each subse-
quent interview does not yield any new data or themes 
relevant to the study.23 To determine data saturation in 
this study, SJ and JT monitored the coding to look for 
new words or ideas in the data; if new codes were being 
applied to the data, it is unlikely that data saturation had 
been reached. Data saturation was decided when no new 
data were being presented in two consecutive interviews; 
it was at this point that data collection stopped.

Patient and public involvement
Patients were involved in the production of the package; 
it featured videos of patients explaining why SDM 
mattered to them. However, patients or the public were 
not involved in the design, conduct, reporting or dissem-
ination of the evaluation.

RESULTS
Participant demographics
322 users of the learning package provided their email 
address to be invited to participate in this study; recruit-
ment emails were sent to all. Overall, 13 participants 
consented to and were interviewed as part of the study; 
during the interview, it transpired that one participant 
had not accessed the learning package, and so only the 
data from the remaining 12 participants were included. 
Table 2 shows the professional background of the partic-
ipants, with ‘pharmacist’ the most common. Interviews 
ranged from 20 to 50 min, with an average of 30 min.

Five key topic areas were identified from the interviews: 
‘motivation for use’, ‘accessing the package’, ‘features of 
the package’, ‘virtual patients’ and ‘outcomes’. The topics 
along with 13 themes are outlined in table  3. Findings 
from the various participant contributions are presented 
further.

Motivation for use
Participants reported using the package for a variety of 
different reasons. All the participants had an interest 
in SDM prior to using the learning package and stated 
that they felt involving patients in the decision-making 
process was important for effective patient care. None of 
the participants suggested that they were sceptical of or 
averse to SDM prior to commencing the package.

Table 2  Professional background of the participants

Professional background Frequency

Pharmacist 5

Nurse 2

Healthcare manager 1

Osteopath 1

Physiotherapist 1

Strength and conditioning coach 
(rehabilitation)

1

Surgeon 1
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I think I wanted to learn more about it and I think 
I recognised how relevant that side of things was … 
through my professional training it was all around, 
you know, implementing interventions and there’s a 
scientific basis to do that in the right way. However, 
one of the interesting things when you work with real 
people is that they don’t always follow those guide-
lines to the tee…trying to understand the individual 
and the person…the shared decision making stuff 
just really underpins that and facilitates it I think. P12

While the participants were already ostensibly bought 
into the idea of SDM, many commented on its absence 
from their formal training so far.

…there was nothing actually purely about decision 
making for the patient … no formal training. P3

Many of the participants commented that they were 
interested in the package for their own practice but also 
to support their colleagues’ practice.

…it was mainly about supporting the healthcare pro-
fessionals’ skills and competencies that we were par-
ticularly interested in. P8

Participants also reported how they had initially heard 
about the learning package. Some participants had come 
across the learning package via promotional materials, 
whereas others were referred to it by their manager (or 
other senior colleague) or had seen it as directed reading 
in other SDM resources. This led to specific comments 
regarding the promotion of the learning package.

…the only thing is you need to promote more, to 
more people…we are a massive [number of] people 
working in surgeries…to say, OK, you should do that 
and it [your shared decision making] will be better. 
P5

Accessing the package
All participants reported that the package was easy to 
access via the links on the NICE webpage and could be 

worked through using any electronic device, and the 
open-access nature of the resource meant there were no 
barriers to its use. It was reported that having easier tran-
sitions between the modules would have improved the 
access, but the current design was not seen as detrimental 
to its usability.

…a kind of ‘move on to the next section’ button…if 
you’re just doing one bit at a time, that’s fine … But 
also, sometimes it’s quite nice to go ‘oh I’ve finished, 
I’ll just go straight to the next [module]… P10

While some participants completed the learning 
package in one go, the majority of participants reported 
completing the learning package in chunks as and when 
they were able to find time. This was noted by participants 
as a particular benefit of the learning package. Partici-
pants also reported that the package was learner-centred, 
and being able to choose which sections to complete at a 
given time was helpful for their learning.

Because it was in bite sized chunks, it was easy to like 
skip something if I felt I was already familiar with that. 
That’s great, you know, being able to kind of tailor 
the learning was really nice about the package. P7

With regard to the recorded videos, it was mentioned 
that allowing the option of speeding up or slowing down 
the video may help aid accessibility and usability.

I couldn’t find a way of speeding up the video and 
some of them, probably quite rightly, were reasonably 
slow…when you’re pushed for time, if you can listen 
to the same amount of information in a slightly short-
er time that sometimes is helpful. P10

Features of the package
When considering features of the learning package, partic-
ipants commented on a number of areas. The majority 
of participants reported that the inclusion of a variety of 
resources, such as text, activities, reflections and videos in 
the learning package catered for those who like to learn 
in different ways and helped keep individuals engaged. 
Participants also reported that the inclusion of references 
and directed reading into the learning package allowed 
them to access additional, evidence-based resources if 
they wanted further information.

I suppose the bottom line is that we know [with] text 
heavy e-learning people get fatigued quite quickly, 
and what I particularly liked about the package was 
the variation in activities. I absolutely loved the quick 
tap on the notes. They’re sort of like post it notes. I 
thought that was inspired…and that was just a really 
quick, engaging thing…I didn’t want to just see all 
text. P1

Further exploration of participants’ thoughts on the 
variety of learning resources emphasised the benefit of 
having video clips demonstrating consultation skills.

Table 3  Key themes

Topic Theme

Motivation for use Personal interest
Role requirement
Supporting others

Accessing the package Usability
Structure
Accessibility

Features of the package Resource variety
Content

Virtual patients Application of learning
Reflection

Outcomes Change to practice
Attitudinal shift
Sharing information
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I suppose sometimes it helps you to think… exactly 
what words would I use and what are the effect of dif-
ferent ways of saying the same sort of thing and sub-
tle differences, which were seen in the scenarios. But 
also, I suppose, pointed out in some other learning 
like, ‘I think you should do this’ or ‘what I need you 
to do is this’. P10

Increasing the number and range of consultation 
demonstration videos was suggested by participants, to 
show that even with complex or uncertain patients the use 
of effective consultation skills is key for shared decision-
making to take place. Additionally, some participants also 
reported that the addition of collaborative peer discus-
sions may aid individuals’ learning experiences.

It might be helpful to see quite a challenging encoun-
ter with a patient… I think there’s the incorrect view 
that it takes more time and people don’t have time, 
and I think if it could sort of clearly come across of 
actually well, we know it doesn’t, it’s about having a 
different set of skills…. so when the person is saying 
stuff like “Well, you’re the expert, you tell me.” How 
shared decision making can be used in that sense by 
presenting people with choices; that could be some-
thing. P9

All participants reported finding the learning package 
useful and felt it could be used by healthcare professionals 
of any type and level of training. However, some individ-
uals did suggest the inclusion of non-medical examples to 
allow prospective users to see how the learning would be 
relevant to them.

It felt more specific to people from clinical back-
grounds, by which I mean, you know, those who are 
more likely to be involved in prescribing in some way. 
So you know, whether it’s at the dispensing end or 
even at the actual prescribing end. I think you could 
maybe do a slightly adapted version for non-clinical 
staff. P6

Two participants suggested that certification for 
completing the learning package may be helpful for 
their workplace or Continuing Professional Development 
(CPD) records.

Often your workplace might ask for evidence if you’ve 
completed these sorts of things. Erm, so I think you 
know, formalising it in that sense. P12

A summary of the recommended changes suggested by 
participants is featured in box 1.

Virtual patients
The first five modules focused on the concepts and 
theories important for SDM, in addition to illustrative 
examples. In module 6, there were two VPs which simu-
lated patient consultations: one focused on discussing 
treatment options for osteoarthritis of the knee, the 
other whether or not to prescribe a statin for primary 

prevention. The majority of the participants reported 
these simulations were useful as they enabled practical 
application of the concepts being taught.

…they were really helpful and really got you think-
ing about how to approach your questions and your 
interaction with people to get the best information 
from them. And, I think that’s a good way to learn. 
So, it [the VPs] was very, very useful. P8

In addition to the opportunity to apply the skills, the 
VPs also gave feedback and encouraged repetitive prac-
tice and reflection.

It’s a safe space to be able to make mistakes and have 
a practice of it…in the avatar bit at the end, there’s 
different options and some of them you think are 
right and then you’ll get feedback and it’ll say “Fine, 
but actually have you thought about this”? So, I think 
it was trying to give me a bit of a different way of 
thinking. P11

It was suggested by one participant that the VPs were a 
“real strength of the package” P9.

I really like the scenario ones where you went into 
the room and you had to then be the practitioner…
it was good to do that…I hadn’t realised I was sort of 
pushing the patient in one way or another. P3

Participants did not report any weaknesses associated 
with the VPs.

Outcomes
Many participants felt that the learning package had a 
positive impact on their practice in terms of SDM with 
patients. Some participants were able to pinpoint specific 
things that they had adopted in their practice, specific 
skills they had taken from the package. One example of 
the changes in practice suggested was the use of specific 
acronyms to present options to patients, for example, 
BRAN (Benefits, Risks, Alternatives, do Nothing).

In those discussions I was referring to some of the 
points that were covered on the NICE shared deci-
sion making learning package…like around like the 
BRAN model. P12

Other participants suggested whole modules included 
in the package which had lacked from previous education 

Box 1  Recommendations made by the participants for 
future iterations of the learning package

Participant recommendations
	⇒ To include a certificate of completion for Continuing Professional 
Development records.

	⇒ A greater range of videos demonstrating the skills required for 
Shared Decision Making.

	⇒ Inclusion of non-medical examples to improve applicability to non-
medical groups. P
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and training, and practical skills to implement shared 
decision-making in their own practice.

I was so interested in the evidence section, it’s really 
helpful…how you present them [statistics] can make 
quite a big difference in how somebody might make 
a decision…all your patient decision aids and every-
thing, you think, well, I don’t know if you’re one of 
the green faces, the red faces or the yellow faces…
and how to sort of convey that but in a way that they 
can still use the information helpfully to make a de-
cision. P14

Participants also discussed a general shift in their 
approach to their practice, perhaps focusing on the atti-
tudinal element of SDM.

It is a life changing way of having a conversation. You 
know, that is certainly not the feedback I’ve ever had 
before from, you know, 30 years of practice. I mean, 
people have said, “You’re so lovely”, “You’re so kind”, 
“Thank you for listening to me” - all those kinds of 
things. But, you know, not to have that kind of mas-
sive feedback about it being life changing and life af-
firming. People saying they’ve waited years to have 
this kind of conversation; this is the kind of feedback 
we’re getting every single day. P11

Some participants felt that the package had an impact 
beyond their own practice. There was discussion about 
passing this onto their colleagues to influence practice 
more widely.

I have to say I’m passing on all this wisdom when we 
speak about shared decision making and I’ve told 
them about the “shut up and listen”. So it’s sort of 
filtering through. P7

DISCUSSION
The aim of this research was to evaluate the user experi-
ence of NICE’s SDM learning package. All the participants 
in the study were positive in their overall impressions 
of the learning package, with the ease of use, interac-
tive elements and VPs all key strengths. To improve the 
learning package, it was proposed that successful comple-
tion could result in a certification for continuing profes-
sional development records. While the ‘bitesize’ nature 
of the package was reported as an advantage, it was also 
proposed that strategies to help learners engage with 
the package in a shorter timeframe could be useful for 
professionals who are particularly pressed for time.

The interactivity of the package and the different media 
used were reported as positive features as they helped 
maintain users’ interest and provided an opportunity for 
better engagement by considering different learning pref-
erences. The inclusion of videos demonstrating key skills 
was especially well received by participants as they enabled 
users to see how to engage in person-centred consul-
tations in practice. The first step in Peyton’s four-step 

approach to teaching a skill involves demonstrating the 
skill, followed by deconstruction, which was achieved 
through the descriptions surrounding the video(s) and 
explanation of what went well and what could have been 
improved for the key skills.24 Participants also indicated 
that the VPs had supported Peyton’s third and fourth 
steps of comprehension and performance.

A challenge facing the adoption of SDM in routine prac-
tice is that many currently practicing professionals will 
not have been taught about SDM in their undergraduate 
training; indeed, communication skills training was not 
a big part of all undergraduate or postgraduate training 
historically.25 This means that some professionals might 
not have had any formal training in SDM. Furthermore, 
any training that registered professionals undertake must 
be able to fit alongside their busy clinical practice; one 
of the greatest barriers to CPD activities is frequently 
reported to be time.26 27 A key advantage of the learning 
package was that it was broken into ‘bitesize’ chunks that 
users could easily come back to. When designing educa-
tional materials, the results of this evaluation suggest that 
particular attention should be paid to how the materials 
might be used by busy working professionals.

Although many studies highlight the need for training 
healthcare professionals in SDM,18 28 the form this 
training should take is less clear. The theory of deliberate 
practice suggests that learners need the opportunity to 
practice their skills repeatedly and receive personalised 
feedback on their efforts.20 This evaluation found that 
VPs were a particularly useful part of the package as they 
permitted users to engage in this practice-feedback loop; 
after consulting with the VP, the user received person-
alised feedback which they could then try and improve 
by having another attempt. In addition to supporting 
a practice-feedback loop, the VP also provided a stim-
ulus for reflection. Participants stated that the choices 
presented by the VP and the feedback received at the 
end triggered a reflective process. This aligns with Kolb’s 
reflective learning cycle in which learning can be viewed 
as a continuous process grounded in experience, within 
which previously learnt knowledge can and should 
change based on new experiences.29 Although reflective 
learning is a cyclical process, ideally learners start with 
concrete experience;29 findings from this evaluation 
suggest that the VPs could provide this, as well as the 
active experimentation phase. Users can repeat the VP 
simulation based on their previous experience and feed-
back; hence, applying their learning and creating a new 
experience allow them to re-enter the reflective learning 
cycle. Consideration could be given to implementing a 
formal framework to scaffold this reflection for learners.

All participants commented that the learning package 
was useful, with some specifying clear changes to their 
practice, and the subsequent benefit these changes have 
had on patient care. This demonstrates the benefit that 
training in SDM can have. A key barrier to the imple-
mentation of SDM in practice is ‘unconscious incom-
petence’,17–19 the belief that they do SDM well, when in 
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fact they do not or not optimally. For many professionals, 
there could be a disconnect between their self-assessment 
of their need for SDM training and their actual need. The 
results of this study suggest that VPs could be a useful way 
to promote reflection and create some cognitive disso-
nance; this can help users identify their current perfor-
mance and plan to improve. Future studies could explore 
how this package could be promoted to professionals who 
are unconsciously incompetent.

This evaluation explored user’s views and experiences 
of a SDM learning resource aimed at a multidisciplinary 
audience. It is the first evaluation of a SDM learning 
package which included VPs. The participants were from 
a variety of different professional backgrounds, providing 
an insight into how the package was perceived by different 
groups. Although people from a range of different profes-
sional backgrounds participated, there was a preponder-
ance of pharmacists. Views from medical professionals 
were limited as only one surgeon participated in the 
study. General practitioners have an important role in 
facilitating SDM; the absence of their views is a limitation 
of this research. Many of the participants also used the 
package with a view to promoting SDM within their organ-
isation and/or supporting colleagues, rather than their 
own practice with patients. The results therefore provide 
an insight into the participant’s experience, rather than 
being generalisable to all users. The small sample size 
is also acknowledged; results may not be representative 
of the experiences and views of all professional groups. 
Study limitations also include the voluntary recruitment 
of participants which may have resulted in interviewing 
those specifically interested in shared decision-making. 
This evaluation was primarily focused on the first level 
of the Kirkpatrick model of educational evaluations; the 
learners’ reaction to the package.30 While the evaluation 
did explore participant-reported impact on practice, 
future research could measure any impact on practice 
directly.

CONCLUSION
The NICE SDM learning package was viewed favour-
ably by the participants in the study. The bitesize struc-
ture enabled busy professionals to fit their usage of the 
package around their own schedules and the different 
formats for presenting the information kept them 
engaged. The inclusion of VPs was reported as a strength 
of the learning package as they allowed individuals to 
practice and reflect upon their SDM skills. All partici-
pants commented that the learning package was useful, 
with some specifying clear changes to their practice, and 
the subsequent benefit these changes have had on patient 
care. Participants made minor suggestions to improve the 
usability and accessibility of the learning package.
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