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Abstract

Rationale and aims: There is a growing expectation of implementing shared deci-
sion making (SDM) in today's health care service, including mental health care. Tradi-
tional understanding of SDM may be too narrow to capture the complexity of
treatments of mental health problems. Although the patients' contribution to SDM
is well described, the contribution from the health care practitioners is less explored.
Therefore, our aim was to explore the attitudes of practitioners in mental health care
and the associations between practitioners' attitudes and SDM.

Method:

sharing and caring attitudes on the Patient-Practitioner Orientation Scale (PPOS) and

We performed a cross-sectional study where practitioners reported their

age, gender, profession, and clinical working site. The patients reported SDM using
the CollaboRate tool. We used a mixed effect model linking the data from each prac-
titioner to one or more patients. We presented the findings and used them as back-
ground for a more philosophic reflection.

Results: We included 312 practitioners with mean age 46.1 years. Of the practi-
tioners, 60 held a medical doctors degree, 97 were psychologists, and 127 held a col-
lege degree in nursing, social science, or pedagogy. Female practitioners reported
higher sharing (4.79 vs 4.67 [range 1-6], P = .04) and caring scores (4.77 vs 4.65
[range 1-6], P = .02) than males. The regression model contained 206 practitioners
and 772 patients. We found a higher probability for the patient to report high SDM
score if the practitioner reported higher sharing scores, and lower probability if the
practitioner worked in ambulatory care.

Conclusions: SDM in mental health care is complex and demands multifaceted prep-
arations from practitioners as well as patients. The practitioners' attitudes are not suffi-
ciently explored using one instrument. The positive association between practitioners'
patient-centred attitudes and SDM found in this study implies a relevance of the practi-

tioners' attitudes for accomplishment of SDM processes in mental health care.

The work was carried out at Sgrlandet Hospital, Division of mental health, PO box 416, 4604

Kristiansand, Norway.
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1 | INTRODUCTION

In the last decades, the focus of modern health care service has moved
from strictly illness cure towards a broader care perspective where
patient perspectives, quality of life, and empowerment of the individ-
uals are included.! Expectations regarding patient focus beyond illness
focus are increasing. Health leaders and governmental authorities
have continuously expressed a stronger expectation of inclusion of
shared decision making (SDM) in all decisions about treatment in
health care.?® The core components of SDM are not unambiguously
described, but the most frequently used components are patient
values and options.* SDM is a conceptualization of the mutual process
where the patient and the practitioner acknowledge each other's
expertise and collaboratively identify the best treatment decisions.”
Such processes are expected to lead to better treatment choices
supporting the patient's individual needs.® This has been underscored
by Drake and co-workers who has set up SDM as an ethical impera-
tive, addressing the moral obligation included in all professional prac-
tice’; although recent literature suggest there may be provisos from
the practitioners to the SDM practice.®?

The turn towards patient-centeredness in medicine is a construct
developed from gradual changes in the holistic understanding of
what it is to be a human being.1° More overriding societal changes
regarding social and ethical principles, like the shift towards self-
realization and individualism, lead the main focus in health care from
information and adherence. This also contributes to a shift from the
scientific explanations to relieve the patients' suffering into a state
where the practitioners understand the patient as a unique human
being and offers treatments along with this recognition.!® SDM is
suggested to prevent cases of non-adherence to treatment based
on disagreement!! and is valued by patients.*?> Consultations pre-
pared for SDM aim to provide space for mutual exchange of infor-
mation and interpretation of the situation to converge into a
shared decision on the basis of the knowledge of the different
experts. Therefore, it is a premise that the patient perspective is
explored and taken sufficiently into account by the service. Patients
must be empowered to participate without specific limitation in
SDM, both when it comes to recognition of the situation and its
possibilities, and regarding personal preferences.*® The situation is
unique for each patient and every patient is an expert on his or
her own life, being in possession of core knowledge necessary to
perform SDM. The personal aspects include the life-world of the
patient, including family traditions and cultural affiliation.** It is a
premise for fulfilling the SDM process that the service facilitates
and encourages the patient to bring individual perspectives into
the process. To assess the extent and the quality of SDM several

tools have been developed.*®

1.1 | The complexity of SDM in mental health care

Morant and co-workers have suggested that the understanding of
SDM as a process restricted to one clinical encounter is too narrow
and limited for mental health care.X® The main objection to this under-
standing lies in the nature of mental illness and its demand for com-
plex management. As the traditional SDM is a microsocial process
limited to the particular consultation involving the patient and the
practitioner, SDM in mental health care includes a longer-term rela-
tionship, a context where other key players like relatives and people
in the patients' supportive network are included, functional and cul-
tural features of the health care system, and the recognition that the
iliness evolves through periods of recovery and relapse.>*¢” This
multiple involvement and long-term perspective emphasize the com-
plexity of the process. Taken together, all these elements call for con-
sidering SDM in mental health care as a continuous, multipersonal
process, not completed within a limited time period or with a single
decision.?®1” Ozdemic and Finkelstein have suggested that the long-
time nature of chronic conditions provides a knowledge ripeness of
how the illness and its suffering is understood and that we should
be aware of the changes in the patients' self when recovering and
the complexity that develops regarding decisions made.?° As many
of the mental illnesses are long-term conditions, we suggest this is rel-
evant for how practitioners in mental health care understand the
patient views. This recognition eventually reveals the gap between
the scientific explanation of the condition and the patient's under-

standing of the suffering and restriction of life.

1.2 |
theory

Meeting the needs of the self-determination

Besides availability of practical tools like questionnaires or internet-
based programs, practitioners should advantageously be aware of
the understanding of the more theoretical aspects forming the basis
for good outcome of the SDM. Self-determination theory (SDT) pos-
tulates three psychological needs for human identity, the forming of
the self, and WeII-being.21 The first is the need for competence,
which powers human exploration in order to master the environ-
ment. The second is the need for autonomy, understood as the
experience of making your own choices and being the author of
your own life. The third need is the need for relatedness, where
people try to achieve a sense of belonging to others in their sur-
roundings. We emphasize that fulfilment and continuous recognition
of these existential needs are important requisites in an SDM pro-
cess, and that the interventions that facilitate fulfilment of these
needs can improve the quality of life and support patients breaking

thought behavioural patterns.?? By taking the self-determination
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theory-perspective of successful decision-making processes into
account, we should reframe how knowledge is valued in the
patient-practitioner interaction.

1.3 | The importance of practitioner attitudes

Yelovic argues that the patient's experience must be understood and
utilized by the practitioners in a more consistent manner to fully
exploit the potential present in the clinical encounter.'' Expertise
among health care professionals in this field expands from informal
clinical experience working on a specific field, rather than from formal
skills gained from education. Such informal experience is not reachable
solely through any certification or formal education. Additionally, the
recognition that the patient has a valuable expertise to offer must
be present. Together, these skills facilitate fruitful interactions in
SDM processes.

The importance of patients' preparations for SDM processes have
been emphasized, while the practitioners' entrance to the same pro-
cess is less investigated. Practitioners' attitudes can be understood
and conceptualized in different ways. Some efforts have been done
to explore the health care providers' perspectives of the service, but
these do not specifically concern the attitudes of the practitioners.?®
Earlier studies regarding the attitudes of practitioners in mental health
mainly concern the attitudes towards mental disorders and people
suffering from these.2*2” A broader insight into more fundamental
attitudes regarding illness itself and treatment approaches would
extend our understanding of the conditions influencing the outcome
of clinical encounters. This should include considerations about
sharing information and power in clinical decisional processes.
However, the literature in the field are rather scarce.

The attitudes towards the content of clinical encounters held by
the practitioners, expressed by behavioural styles, influence the
clinical encounter and the patient-practitioner relationship.** The
behavioural styles are outlined as a patient-centred style and a
disease-centred style, respectively. The patient-centred style is
referred to as a sharing dimension, where information is abundantly
shared between the patient and the practitioner, and where the prac-
titioner focuses on the patient's life more than strictly on the illness.
The disease-centred style is referred to as a caring dimension, where
the practitioner shares less information with the patient and keeps a
dominant focus on the illness when decisions are made. The
practitioner's attitude influences the decisions made for the patient
treatment and follow-up, and safeguarding the patient needs and
facilitating the SDM processes have different conditions. Thus, the
practitioners' attitudes should be the centre-of-attention and inte-
grated in educations throughout their professional lives. We presume
that the behaviour styles among the practitioners are linked to their
personality, their education, and their professional experience.?® Find-
ings in previous studies indicate that the comprehensive clinical expe-
rience included in post-graduate education contributes to
practitioners' developing sensitivity to the needs of the patient and

what they express as important to themselves. This sensitivity in turn
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influences the attitudes and contributes to beneficial patient-
practitioner meetings, which elevate the unique knowledge each indi-
vidual patient develops regarding his or her own challenges.??? We
hypothesized that practitioners' attitudes towards SDM are diverse,
but play an important role for the treatment climate and the patients'

experiences of treatments.

14 | Aim

This study aimed to explore (a) sharing and caring attitudes of practi-
tioners in mental health care and (b) the influence of practitioners atti-
tudes on patients' perceptions of SDM.

We will present and use empirical data as a starting point for a
philosophical analysis of the associations between the practitioner
attitudes and the concept of SDM.

2 | MATERIAL AND METHODS

2.1 | Context

This was a cross-sectional study including patients and practitioners at
the Division of Mental Health and Addiction Service at Sgrlandet Hos-
pital Trust during the third week of January 2017.

Sgrlandet Hospital Trust is a publicly run hospital which serves a
population of 300 000 people in the southern part of Norway.3° The
Division of Mental Health and Addiction Service provides acute and
long-term treatment as well as forensic psychiatry, child and adoles-
cent psychiatry, geriatric psychiatry, and specialized treatment of
substance-related disorders. In 2017, the division held 280 beds, had
4150 admissions, and 184 000 consultations.

Professionals with independent treatment responsibility were
included in the study by the study personnel after written and oral
information from the head of the division and from the study team.
They completed a questionnaire covering background demographic
information, education, and clinical experience, and topics regarding
practitioner attitudes and beliefs.

The inclusion of patients were done by their practitioner as they
arrived for their appointment. Patients received information about
the study from posters in the clinics and from the hospital staff at their
arrival. Participating patients must be aged 16 years or older, with at
least one earlier contact regarding the current issue. Patients were
only included at their first visit if they had more than one contact with
the service during the week of the study. Inpatients were included
after 24 hours of hospital admission. Ambulatory-treated patients
were given domestic treatment and follow-up, on account of lacking
the ability to attend an outpatient clinic or benefit from its treatment
offers. Patients receiving ambulatory treatment are less attentive to
regular treatments, and thus more likely to be subject to compulsory
treatment.

Patients were not included if, for any reason, participation was
considered contraindicated or if the patient was considered unsuitable

for a paper-based questionnaire. The patients completed a
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questionnaire containing demographic information and experiences
and attitudes regarding mental health care service. Clinical information
and information about their treatment were obtained from the patient
records.

All patients and practitioners provided a written informed consent.

2.2 | Instruments

2.2.1 | The Patient-Practitioner Orientation Scale

The Patient-Practitioner Orientation Scale (PPOS) explores attitudes
towards SDM among practitioners.3¥®2 The instrument is a self-report
assessment tool and has been validated and translated into Norwe-
gian, and has been used in previous studies.>?° As attitudes are inter-
nal orientations, we found it appropriate to use a self-report
assessment tool for this study. The paper and pencil instrument was
originally developed to measure patients' attitudes towards their role
in medical care and is well validated. Later, it was refined to also mea-
sure practitioners' attitudes and is shown to be a relevant assessment
tool with regard to patient satisfaction.>*3>The PPOS consists of 18
statements where the practitioners rate the degree of agreement on
sharing information and power during the visits rated on a 6-point
Likert scale, where 1 = “strongly agree,” 2 = “moderately agree,”
3 = “slightly agree,” 4 = “slightly disagree,” 5 = “moderately disagree,”
and 6 = “strongly disagree.” Nine of the items refer to the sharing
dimension, which is explained as an expression for patient-centred
behavioural style. The remaining items refer to the caring dimension,
which is described as the disease-centred behavioural style. The shar-
ing and caring dimensions represent independent features and are not
appropriate for comparisons. A third style, the doctor-centred style, is
explained with low scores on both dimensions according to the man-
ual, but is not further explored in this study. Reliability analyses
showed a Cronbach's a of.64 on the sharing dimension and a
Cronbach's a of .42 on the caring dimension. All values in the
corrected item-total correlation analysis were low positive, and no
item weighted particularly negative.

2.2.2 | The CollaboRate

The CollaboRate measurement tool evaluates the patient experiences
of SDM. In order to assess patient experiences, we found it appropri-
ate to apply a patient-related outcome measure (PROM).%¢ The Col-
laboRate is translated into Norwegian,®” and is well validated. It has
been shown to be useful in different patient populations and levels
of care, and is equipped with a comprehensive description of interpre-
tation.**® According to this, we appraised it to be a suitable instru-
ment for our purpose. The CollaboRate comprises three single
questions dealing with tutoring and feedback to the patient about
the health situation and attention payed by the practitioners to what
matters most to the patient. Response options are ordinal on a scale
0 to 9, where O represents “no effort was made” and 9 “every effort
was made.”®? After adding the responses from the three questions,

an ordinal score of O to 27 emerges. This score is multiplied by
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3.704 to give a recalculated response percentage score between O
and 100. A ceiling effect is described for the instrument as a consider-
ably share of the patients reported on the upper part of the scale in
earlier studies.®®° As our purpose was to investigate associations
between practitioner attitudes and patient experiences, we considered
the CollaboRate suitable for this study, in spite of these reports. Reli-
ability analyses yielded a Cronbach's a of.91 on the patient version
and.89 on the therapist version. All values in the corrected item-total
correlation analysis were high positive, so the questions partly

overlapped.

2.3 | Data analyses

We performed descriptive analyses to explore the PPOS reports from
the practitioners. Comparisons of means were performed by indepen-
dent t tests.

To investigate associations between the practitioners' reports on
PPOS and the patients' reports on CollaboRate, we performed a logis-
tic mixed effect model. Then, the individual patient scores on Collabo-
Rate were correlated to the scores on PPOS of their practitioner.

The outcome of the model was “high SDM score,” defined as a
score of 80 or more on the CollaboRate scale, which corresponds to
a sum score of more than 21 out of maximum 27; eg, represents a
score of a minimum of 8 at one question and 7 at the two others.

Several independent factors were included in the model. The prac-
titioners' age was kept as a continuous variable in the analyses, as we
assumed a linear effect. The practitioners professions were divided
into five groups for descriptive presentation: medical doctors, psychi-
atrists, psychologists, psychologists holding a post graduate clinical
specialization, and college-educated practitioners, which were nurses,
social workers, or pedagogues. Practitioners holding other professions
were not included in the analyses. The college-educated practitioners
were used as reference group during comparisons of means because
of the majority of practitioners in this group. For the regression anal-
yses, the medical doctors and psychiatrists were merged into one
group and the psychologists, with or without clinical specialization,
were merged into a second group; whereas the college-educated prac-
titioners were kept as a third group. This was done because of their
similarity in educational topics and clinical tasks, and limited numbers
in some of the groups used for descriptive analyses. The medical doc-
tor group was set as reference group in the regression analyses
because of their main role in treatment-related decisions. The working
sites, wherein the patients received their treatment, were divided into
four: outpatient care, ambulatory care, day care, and inpatient care.
The outpatient group was set as the reference group during analyses
as this treatment was provided to the majority of patients and is
regarded among the practitioners as the cornerstone of the services
offered by specialist mental health care. The two dimensions of the
PPOS scores, sharing and caring, were handled as independent, con-
tinuous scores during analyses.

Results were presented as odds ratios (OR) with 95% confidence

intervals (Cl). An association with a P value < .05 was considered
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statistically significant. Data analyses were performed using IBM
SPSS*! version 23 and Stata 15.

2.4 | Ethical approval

The study was approved by the Norwegian Regional Committees for
Medical and Health Research Ethics 21.11.2016 (no 2016/1781) and
the Research Department at Sgrlandet Hospital 18.01.2017 (no:
17/00104).

3 | RESULTS

Among the 312 practitioners included in the study, mean age was
46.1 years (SD 11.6) and two thirds were women. There were 60 med-
ical doctors, 97 psychologists, 127 with a college degree in nursing,
social science or pedagogy, and 28 holding other professional degrees.
There were most practitioners (n = 151) working in the outpatient
care, whereas 25 practitioners had ambulatory work, 23 worked at
inpatient care, and 14 worked at day care. Characteristics of the study
population are shown in Table 1. Not all practitioners answered all the
questions on the questionnaire. Working site in the clinic was speci-
fied by 213 practitioners. Therefore, information about working site
was missing for 99 practitioners. Age and gender was specified by

303 and 305 practitioners, respectively.

TABLE 1 Baseline characteristics of the study population and dis-
tribution regarding gender, profession, and clinical treatment site

Practitioners Mean SD N %
Age (years), n = 305 46.1 11.6
Gender, n = 303
Male 101 B8
Female 202 67.7
Education, n = 312
MD 44 14.2
MD psychiatrist 16 5.2
Psychologist 85 27.4
Psychologist specialist 12 3.9
College education 127 40.3
Other® 28 9.0
Working site, n = 213
Outpatient care 151 70.7
Ambulatory care 25 11.6
Day care 14 6.5
Inpatient care 23 10.7

Note. N is the number of practitioners responding to the different
variables.

Abbreviation: SD, standard deviation.

20ther professions were not further described, and not included in the
analyses.
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The practitioners reported a slightly higher mean score on the
sharing dimension than on the caring dimension using the PPOS
instrument. For the sharing dimension, mean score was 4.75 (range
1-6; 95% Cl, 4.69-4.81). The mean score for the caring dimension
was 4.72 (range 1-6; 95% Cl, 4.67-4.77). Distribution and comparisons
of the PPOS scores among the practitioners are shown in Table 2.

The female practitioners showed significant higher scores on both
sharing and caring dimensions, compared with the male practitioners
(4.79 vs 4.67, P = .041 and 4.77 vs 4.65, P = .023, respectively).

Compared with the college educated practitioners, medical doctors
without postgraduate specialist education reported a lower score on
the sharing dimension, which refers to a less patient-centred attitude
(mean 4.46 vs 4.83, P < .001). There were no significant differences
between the other professions. We also found a significant lower
sharing score for the practitioners working in inpatient care compared
with practitioners in outpatient care (4.44 vs 4.81, P = .002). The med-
ical doctors without postgraduate education reported a lower caring
score than the college educated practitioners (4.61 vs 4.75,
P = .005). We found no differences between the other professions
or on working sites on the scores on the caring dimension.

From our linked data, we identified 206 paired datasets with one
practitioner and one or more patient. A total of 772 patients were
linked to a practitioner, with a mean of 3.7 patients per practitioner
(range 1-22). Results from the logistic mixed effects regression analy-
sis with patient CollaboRate score more than 80 as dependent variable
are shown in Table 3.

Our findings show that patients are more likely to report high SDM
scores if their practitioner reports higher scores on the sharing dimen-
sion (OR 1.97, P = .03); ie, reports a more patient-centred attitude. The
probability for patients to report high SDM scores was not associated
with practitioner's age, gender, or profession, or by the practitioners'
reports on the caring dimension of PPOS, which relates to disease-
centeredness. Patients whose therapists work in ambulatory care
were less probable of reporting a high SDM score compared with
those whose therapists work in outpatient care. There were no differ-
ences in the probability of reporting high SDM scores among the rest

of the working sites.

4 | DISCUSSION

This study points out that practitioners specific attitudes are relevant
for the patient's experience of SDM. We found a positive association
between practitioners' patient-centred attitudes and patient experi-
ences of SDM in mental health care, which implies the relevance of
taking the practitioner attitudes into account for accomplishment of
SDM processes in mental health care.

An SDM process is a meeting between competent individuals that
hold different expertise. Thus, each contribution is important for suc-
cess. Recognition of the human experience and the life-world of the
other is considered among the soft skills, which taps deep into our
empathy and is a product of our life as a whole, but is also the quality

of clinical experience and learned clinical skills. Set against this, both
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TABLE 2 Distribution of the sharing and caring scores of PPOS among the different gender, professions and working site of the practitioners

Mean
Sharing
Practitioners N Score SD
Respondents 312 4.75 0.52
Gender n = 303
Male 101 4.67 0.57
Female 202 4.79 0.48
Profession n = 284
Medical doctor 44 4.46 0.54
Medical doctor specialist psychiatry 16 4.84 0.29
Psychologist 85 4.83 0.46
Psychologist specialist psychology 12 481 0.40
College education 127 4.83 047
Working site n = 213
Out-patient care 151 4.81 0.50
Ambulatory care 25 4.64 0.40
Day care 14 4.86 0.29
Inpatient care 23 4.44 0.70

Mean

Caring
95% Cl P value Score SD 95% ClI P value
4.69-4.81 472 0.43 4.67-4.77
4.55-4.77 042 4.65 0.49 4.55-4.75 .02?
4.72-4.86 Ref 477 0.40 4.71-4.83 Ref
4.29-4.62 <.001P 4.61 0.40 4.48-4.73 .05°
4.69-5.00 .86° 4.67 0.57 4.36-4.97 48°
4.73-4.93 1.00° 4.80 0.44 4.70-4.89 40P
4.55-5.06 89° 4.88 0.51 4.55-5.21 41°
4.74-491 Ref 475 0.41 4.68-4.82 Ref
4.73-4.89 Ref 474 0.47 4.66-4.81 Ref
4.47-4.81 A12¢ 472 0.32 4.58-4.86 .82¢
4.68-5.04 73¢ 4.87 0.47 4.51-5.23 .35°
4.14-475 .002¢ 4.68 0.35 4.53-4.83 .55¢

Note. N for gender and treatment site is the number of practitioners responding to the different variables. N for education is after omission of the practi-

tioners who reported other professions.

Abbreviations: Cl, confidence interval; PPOS, Patient-Practitioner Orientation Scale; SD, standard deviation.

Significance of differences in score between males and females.

bSignificance of differences in scores between the labelled profession and the college educated practitioners.

“Significance of difference in scores between the labelled treatment sites and outpatient care.

the attitudes and the clinical experience of the practitioners are essen-
tial attributes for the SDM process. They are elements of the practi-
tioners skills, and thus a premise to find the best way forward
regarding treatment plans where the patient experiences and perspec-
tives are integrated. This can explain our finding of lower reports on
the sharing scores by medical doctors without postgraduate specialist
education, but not by psychiatrists. As the medical education concerns
mainly biomedical factors, the postgraduate specialist education to a
greater degree concerns clinical experience of importance for patient
centeredness.

Van Baalen and co-workers have discussed decision-making pro-
cesses in professional multidisciplinary teams.?’ Multidisciplinary
teams provide space where information and interpretations can con-
verge into a shared team decision, a decision derived from the socially
distributed process. So, rather than exclusively focusing on the individ-
ual clinician's reasoning and knowledge, clinical decision making is
claimed as a social knowing. SDM processes have many similarities
to clinical decisions made in multidisciplinary teams, although funda-
mentally different approaches. Contrasting to this multidisciplinary
teams' decision-making processes, the principal contributor—the
patient—is present in SDM processes. The fundamental quality in
SDM lies in the outcome where the participations' contributions
evolve to a socially distributed process, where the knowledge evolves
to a more extensive knowledge than the individual knowledge carried

by each participating individual.

The International College on Person-Centred Medicine (ICPCM)
has produced declarations on different topics concerning person-
centred medicine. Through this work, they have aimed to reframe
our understanding of the concept of health by recognizing health
and health care as dynamic and complex systems.*? In addition to
the aspects of attitudes that PPOS are dealing with, there are several
other ways to consider and to assess the balance of power in clinical
encounters and what kind of influence the practitioners' attitudes
play. Street and co-workers have combined PPOS scores and commu-
nication control patterns and pointed out the importance of communi-
cation in quality health care*® They suggested that attitudes
enhancing active patient participation and practitioner partnership
building are claimed to mutual increase each other. From this, we
interpret partnership building and active patient participation as
important, but not exhaustive, facilitators for SDM because the com-
plex and dynamic process involves individual factors that change over
time.

Earlier studies have suggested that the practitioners' attitudes, but
not the patients’ attitudes, towards patient-centeredness are a key
factor for generating higher patient satisfaction, better adherence,
and improved health outcome.***° The opposite has also been postu-
lated that patients whose doctors were not as patient-centred were
less satisfied.>* Therefore, we assert that practitioners' attitudes are
relevant features, which beneficially should be incorporated into the

understanding of SDM processes. It has been suggested that the
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TABLE 3 Logistic mixed effects regression analysis with patient CollaboRate score more than 80 (ie, high SDM-score) as dependent variable,

n = 772 patient-practitioner pairs contain all variables in the model

Univariable Mixed Effect

Logistic Regression

Multivariable Mixed
Effect Logistic Regression

95% 95%

confidence P confidence P
Independent Variables OR interval value OR interval value
Age, years 1.02 1.00-1.04 .02 1.02 1.00-1.04 .08
Gender
Male 1.00 0.66-1.52 .99 0.98 0.65-1.48 91
Female Ref Ref
Profession
College education 1.03 0.60-1.78 .90 0.94 0.52-1.72 .84
Psychologist/specialist clinical psychology 0.95 0.54-1.68 .88 1.00 0.53-1.88 1.00
MD/psychiatrist Ref Ref
Working site
Ambulatory treatment 042 0.24-0.75 .01 0.44 0.25-0.79 .01
Inpatient treatment 0.59 0.31-1.13 A1 0.68 0.34-1.39 .29
Daycare treatment 0.73 0.37-1.40 .34 0.85 0.43-1.69 .64
Outpatient treatment Ref Ref
PPOS score
Sharing? 222 1.23-4.02 .01 1.97 1.09-3.56 .03
Caring® 0.67 0.35-1.29 .23 0.82 0.43-1.57 .54

Abbreviations: OR, odds ratio; PPOS, Patient-Practitioner Orientation Scale.

2Sharing and caring scores on the PPOS, range 1 to 6.

application of the different practitioner behavioural styles fit patients

with the equal orientations at best.®!

Therefore, not necessarily all
practitioners need to show sharing attitudes or develop their sharing
attitude further to increase patient satisfaction. Some patients prefer
disease-centred practitioners and should be equipped with treatment
plans according to this. Nevertheless, the attitudes of the practitioners
are relevant to pay attention to when patients are allocated in the
clinics so that the best possible fit can be arranged and good condi-
tions for successful treatments are facilitated.

The premise for implementing SDM is an active patient who is
capable of making up an opinion of what matters most and is able
to express it. SDM is one structured element in the ongoing turn
from paternalistic health care, where the patient is a passive recipi-
ent of the health service's expertise, towards patient centeredness.
A patient-centred health care requires and facilitates the autono-
mous patient, where SDM is one element in the accomplishment.*?
In mental health care, this can be a challenge because of the
patients' condition. We believe, however, that also patients in men-
tal health care are able to express their opinions and wishes for
treatment despite significant burden of disease. We even think that
being included in decisions about treatment is positive for mentally
ill patients, and can facilitate the recovery process. We suggest that
patient-centeredness should be regarded as an attitude permeating
the entire service rather than isolated actions performed by individ-

ual practitioners.

The development of the autonomous patient capable of practicing
SDM requires the health care service to be the driving force. The ser-
vice is expected to guide the patient into an active and autonomous
mode in order to develop patient-centeredness in health care service.
Possible entanglements might appear when the autonomous patient,
firstly, is activated by the health care service, and, secondly, is treated
by the same clinics now supposed to practice patient-centeredness. It
is a paradox, and could be demanding, for the service to both enable
the patient for active participation in SDM processes and, thereafter,
to comply the patients' requirements developed from facilitation of
the autonomy process.

4.1 | Data considerations

As we linked the data from each practitioner to data from one or more
patients, a mean regression with CollaboRATE score as a continuous
variable was not possible. Additionally, the residuals of the patients
CollaboRate scores were not normally distributed. Thus, the precondi-
tions for linear regression models were not met. A dichotomizing into
CollaboRate maximum score (a score of 100) or not did not yield any
meaningful product, and a model with the maximum scores alone in
one group was not regarded correct, mainly because of our experience
of the diversity of the patient approaches to such scoring scales. As

patients differ in personality and understanding of the questions, not
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only top scores should be regarded as “good.” Some patients would
never use the extremes on a scale, regardless of how strongly they
agree or disagree to a statement. Because of this, with a scale ranged
0 to 100, the study group specified a cut-off of 80 as the dependent
variable for the dichotomy CollaboRate score.

In this study, we collected information about the practitioners' atti-
tudes towards their behavioural styles and explored associations
towards patients' experience of SDM. We did not assess the patient
attitudes towards their behavioural styles. As we regard attitudes as
an internal feature and the experiences of SDM as an expression of
an external event, they represent fundamentally different aspects.
An additional exploration of patient attitudes towards behavioural
styles using PPOS would add important contributions to understand
the complexity of SDM processes. We searched in PubMed and
Embase using the terms “PPQOS,” “CollaboRate,” and the MeSH-terms
“personnel attitudes” and “shared decision making,” but could not find

earlier studies exploring these associations.

4.2 | Strengths and limitations

In order to analyse and understand the underlying complexity in the
SDM processes in mental health care, the assessment methods we
used in this study have obvious shortcomings. As a measure of practi-
tioners' attitude, we explored only one facet; the behavioural styles
measured by PPOS. This is not sufficient to characterize the polygonal
influence practitioners make on the patient perceptions. Thus, in order
to suggest professional competencies necessary to implement SDM
throughout the mental health care service, the sharing and caring atti-
tudes measured by the PPOS is only one of many essential qualities to
appraise. The person-centred health care, wherein SDM is a culmina-
tion of patient-practitioner relationship and communication, contain
complex structures and high-dimensional interactions among multiple
factors.*? The competencies sufficient for this multiple task are com-
prehensive and not suitable to be assessed through one single instru-
ment. Future initiatives for development of relevant instruments to
identify and structure professional skills necessary for SDM are
desirable.

The patients attending the service are diverse with regard to diag-
nosis, illness duration, symptom burden, and functioning. We did not
analyse diagnostic information of function level in this paper. From
service knowledge, we assume that inpatient care and ambulatory care
are offered to patients with more severe disease symptoms or in more
acute illness phases than outpatient care. As we know, patient-
practitioner relationships are complex and mutually influenced. It
would be of interest to investigate patient characteristics further.
However, professional attitudes are suggested internal and exist over-

arching and prior to individual patient visits.

4.3 | Further implications

Until now, focus on SDM preparations and the barriers and facilitators

have been on the patients' characteristics. We suggest that the focus
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should be turned more towards the health care service and the role of
the practitioners. Practitioners' attitudes affect patients' perceptions
of SDM. Evolvement of attitudes are complex and develop to a great
extent through clinical experience. The soft skills necessary to fulfil
SDM are challenging to teach, describe, and measure. In spite of the
difficulties, it is important that the service continues to implement

SDM and assess the effort to realize the patient's health service.

ACKNOWLEDGEMENTS

None.

CONFLICT OF INTEREST

The authors declare no conflict of interest.

ORCID

Karin Drivenes (2 https://orcid.org/0000-0003-4550-8740

Vegard @ksendal Haaland (2 https://orcid.org/0000-0002-5455-9163

Lars Tanum © https://orcid.org/0000-0003-4001-6325

REFERENCES

1. Clayman ML, Gulbrandsen P, Morris MA. A patient in the clinic; a per-
son in the world. Why shared decision making needs to center on the
person rather than the medical encounter. Patient Educ Couns.
2017;100(3):600-604.

2. Stovell D, Morrison AP, Panayiotou M, Hutton P. Shared treatment
decision-making and empowerment-related outcomes in psychosis:
systematic review and meta-analysis. Br J  Psychiatry.
2016;209(1):23-28.

3. Slade M. Implementing shared decision making in routine mental health
care. World Psychiatry. 2017;16(2):146-153.

4. Makoul G, Clayman ML. An integrative model of shared decision mak-
ing in medical encounters. Patient Educ Couns. 2006;60(3):301-312.

5. Perestelo-Perez L, Gonzalez-Lorenzo M, Perez-Ramos J, Rivero-
Santana A, Serrano-Aguilar P. Patient involvement and shared
decision-making in mental health care. Curr Clin Pharmacol.
2011;6(2):83-90.

6. Grim K, Rosenberg D, Svedberg P, Schon UK. Shared decision-making
in mental health care—a user perspective on decisional needs in
community-based services. Int J Qual Stud Health Well-being.
2016;11(1):30563.

7. Drake RE, Deegan PE. Shared decision making is an ethical imperative.
Psychiatr Serv (Washington, DC). 2009;60.

8. Prentice TM, Gillam L. Can the ethical best practice of shared decision-
making lead to moral distress? J Bioethic Inq. 2018;15(2):259-268.

9. Pollard S, Bansback N, Bryan S. Physician attitudes towards shared
decision making: a systematic review. Patient Educ Couns.
2015;98(9):1046-1057.

10. Castro EM, Van Regenmortel T, Vanhaecht K, Sermeus W, Van Hecke
A. Patient empowerment, patient participation and patient-
centeredness in hospital care: a concept analysis based on a literature
review. Patient Educ Couns. 2016;99(12):1923-1939.

11. Yelovich MC. The patient-physician interaction as a meeting of
experts: one solution to the problem of patient non-adherence. J Eval
Clin Pract. 2016;22(4):558-564.


https://orcid.org/0000-0003-4550-8740
https://orcid.org/0000-0002-5455-9163
https://orcid.org/0000-0003-4001-6325

DRIVENES ET AL.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Inder M, Lacey C, Crowe M. Participation in decision-making about
medication: a qualitative analysis of medication adherence. Int J Ment
Health Nurs. 2018;28:181-189.

Ankuda CK. Transforming the patient-physician relationship: the future
of shared decision making. Virtual Ment. 2012;14(7):529-531.

Mohr S, Huguelet P. The wishes of outpatients with severe mental dis-
orders to discuss spiritual and religious issues in their psychiatric care.
Int J Psychiatry Clin Pract. 2014;18(4):304-307.

Bouniols N, Leclere B, Moret L. Evaluating the quality of shared deci-
sion making during the patient-carer encounter: a systematic review
of tools. BMC Res Notes. 2016;9(1):382.

Morant N, Kaminskiy E, Ramon S. Shared decision making for psychiat-
ric medication management: beyond the micro-social. Health Expect.
2016;19(5):1002-1014.

Beitinger R, Kissling W, Hamann J. Trends and perspectives of shared
decision-making in schizophrenia and related disorders. Curr Opin Psy-
chiatry. 2014;27(3):222-229.

Kilpatrick K, Tchouaket E, Paquette L, et al. Measuring patient and
family perceptions of team processes and outcomes in healthcare
teams: questionnaire development and psychometric evaluation. BMC
Health Serv Res. 2019;19(1):9.

Chong WW, Aslani P, Chen TF. Multiple perspectives on shared
decision-making and interprofessional collaboration in mental
healthcare. J Interprof Care. 2013;27(3):223-230.

Ozdemir S, Finkelstein EA. Cognitive bias: the downside of shared
decision making. JCO Clin Cancer Inform. 2018;2:1-10.

Vansteenkiste M, Sheldon KM. There's nothing more practical than a
good theory: integrating motivational interviewing and self-
determination theory. Br J Clin Psychol. 2006;45(Pt 1):63-82.

Buttitta M, Rousseau A, Guerrien A. A new understanding of quality of
life in children and adolescents with obesity: contribution of the self-
determination Theory. Curr Obes Rep. 2017;6(4):432-437.

Kelly EL, Davis L, Mendon S, et al. Provider and consumer perspectives
of community mental health services: implications for consumer-driven
care. Psychol Serv. 2018.

Stubbs A. Reducing mental illness stigma in health care students and
professionals: a review of the literature. Australas Psychiatry.
2014;22(6):579-584.

Noblett J, Henderson C. Attitudes and stigma held by healthcare and
mental health care professionals towards people with mental illness.
Ment Health Today. 2015;24-27.

Waugh W, Lethem C, Sherring S, Henderson C. Exploring experiences
of and attitudes towards mental illness and disclosure amongst health
care professionals: a qualitative study. J Ment Health (Abingdon,
England). 2017;26(5):457-463.

Henderson C, Noblett J, Parke H, et al. Mental health-related stigma in
health care and mental health-care settings. Lancet Psychiatry.
2014;1(6):467-482.

Tsimtsiou Z, Kerasidou O, Efstathiou N, Papaharitou S, Hatzimouratidis

K, Hatzichristou D. Medical students' attitudes toward patient-centred
care: a longitudinal survey. Med Educ. 2007;41(2):146-153.

WILEY-
29.

Journal of Evaluationin Clinical Practice

International Journal of Public Health Policy and Health Services Research

30.
31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.
42.

43.

van Baalen S, Carusi A, Sabroe |, Kiely DG. A social-technological epis-
temology of clinical decision-making as mediated by imaging. J Eval Clin
Pract. 2017;23(5):949-958.

Norway S. Statistics Norway. In www.ssb.no2017.

Krupat E, Yeager CM, Putnam S. Patient role orientations, doctor-
patient fit, and visit satisfaction. Psychol Health. 2000;15(5):707-719.

Carlsen B, Aakvik A, Norheim OF. Variation in practice: a questionnaire
survey of how congruence in attitudes between doctors and patients
influences referral decisions. Med Decis Making. 2008;28(2):262-268.

Carlsen B, Aakvik A. Patient involvement in clinical decision making:
the effect of GP attitude on patient satisfaction. Health Expect.
2006;9(2):148-157.

Krupat E, Rosenkranz SL, Yeager CM, Barnard K, Putnam SM, Inui TS.
The practice orientations of physicians and patients: the effect of
doctor-patient congruence on satisfaction. Patient Educ Couns.
2000;39(1):49-59.

Shaw WS, Woiszwillo MJ, Krupat E. Further validation of the Patient-

Practitioner Orientation Scale (PPOS) from recorded visits for back
pain. Patient Educ Couns. 2012;89(2):288-291.

Food and Drug Administration. A PRO is any report of the status of a
patient's health condition that comes directly from the patient, without
interpretation of the patient's response by a clinician or anyone else. In
https://www.fda.gov/ucm/groups/fdagov-public/@fdagov-drugs-gen/
documents/document/ucm193282.pdf: FDA; 2009.

Elwyn G. CollaboRate Measure. 2019. http://www.glynelwyn.com/
collaborate-measure.html. Accessed March 29, 2019.

Forcino RC, Barr PJ, O'Malley AJ, et al. Using CollaboRATE, a brief
patient-reported measure of shared decision making: results from
three clinical settings in the United States. Health Expect. 2017.

Barr PJ, Thompson R, Walsh T, Grande SW, Ozanne EM, Elwyn G. The
psychometric properties of CollaboRATE: a fast and frugal patient-
reported measure of the shared decision-making process. J Med Inter-
net Res. 2014;16(1):e2.

Makoul G, Krupat E, Chang CH. Measuring patient views of physician
communication skills: development and testing of the communication
assessment tool. Patient Educ Couns. 2007;67(3):333-342.

IBM SPSS Statistics 23. 2018. Accessed 08.28, 2018.
Salvador-Carulla L, Cloninger CR, Thornicroft A, Mezzich JE.
Background, structure and priorities of the 2013 Geneva declaration
on person-centred health research. Int J Person Cent Med.
2013;3(2):109-113.

Street RL Jr, Krupat E, Bell RA, Kravitz RL, Haidet P. Beliefs about con-
trol in the physician-patient relationship: effect on communication in
medical encounters. J Gen Intern Med. 2003;18(8):609-616.

How to cite this article: Drivenes K, Haaland V@, Mesel T,
Tanum L. Practitioners' positive attitudes promote shared deci-
sion-making in mental health care. J Eval Clin Pract. 2019;25:
1041-1049. https://doi.org/10.1111/jep.13275



http://www.ssb.no2017
https://www.fda.gov/ucm/groups/fdagov-public/@fdagov-drugs-gen/documents/document/ucm193282.pdf:
https://www.fda.gov/ucm/groups/fdagov-public/@fdagov-drugs-gen/documents/document/ucm193282.pdf:
http://www.glynelwyn.com/collaborate-measure.html
http://www.glynelwyn.com/collaborate-measure.html
https://doi.org/10.1111/jep.13275



