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ABSTRACT

Objectives To examine the understanding and practice
of shared decision-making (SDM) within the context

of recovery-oriented care across Veterans Health
Administration (VHA) inpatient mental healthcare units.
Design VHA inpatient mental health units were scored on
the Recovery-Oriented Acute Inpatient Scale (RAIN). Scores
on the RAIN item for medication SDM were used to rank
each site from lowest to highest. The top 7 and bottom 8
sites (n=15) were selected for additional analyses using a
mixed-methods approach, involving qualitative interviews,
observation notes and quantitative data.

Setting 34 VHA inpatient mental health units located in
every geographical region of the USA.

Participants 55 treatment team members.

Results Our results identified an overarching theme

of ‘power-sharing’ that describes participants’
conceptualisation and practice of medication decision-
making. Three levels of power sharing emerged from

both interview and observational data: (1) No power
sharing: patients are excluded from treatment decisions;
(2) Limited power sharing: patients are informed of
treatment decisions but have limited influence on the
decision-making process; and (3) Shared-power: patients
and providers work collaboratively and contribute

to medication decisions. Comparing interview to
observational data, only observational data indicating
those themes differentiate top from bottom scoring sites
on the RAIN SDM item scores. All but one top scoring sites
indicated shared power medication decision processes,
whereas bottom sites reflected mostly no power sharing.
Additionally, our findings highlight three key factors that
facilitate the implementation of SDM: inclusion of veteran
in treatment teams, patient education and respect for
patient autonomy.

Conclusions Implementation of SDM appears feasible

in acute inpatient mental health units. Although most
participants were well informed about SDM, that
knowledge did not always translate into practice, which

,' Emily Bass,®> Mindy Flanagan,’

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This study draws from a mixed-methods approach
to examine shared decision-making (SDM) across a
diverse and geographically representative sample of
inpatient mental health units.

= The study evaluates how providers’ descriptions of
SDM map onto observed practices of medication
decision-making processes, and SDM guidelines.

= The number of providers interviewed for the study
varied by sites and a few sites did not include a
psychiatrist.

= Veterans Health Administration inpatient settings
have specific guidelines for recovery-oriented care
that may not be available in other settings.

supports the need for ongoing implementation support for
SDM. Additional contextual factors underscore the value of
patients’ self-determination as a guiding principle for SDM,
highlighting the role of a supporting, empowering and
autonomy-generating environment.

INTRODUCTION

Over the past three decades, researchers,
patients and government policies have advo-
cated for the integration of recovery-oriented
care (ROC) in mental health services to
improve patients’ healthcare experiences and
mental health outcomes.! ROC promotes the
recovery potential of each patient and fosters
individual goal attainment, social inclusion
and involvement of patients in their care.” As
such, ROC represents a paradigm shift from
the traditional, medical approach to care that
focuses on rapid stabilisation and symptom
relief.” Despite well-established mental health
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policies and training programmes to support the provi-
sion of ROC, its implementation in mental healthcare
settings remains challenging,® particularly in inpatient
settings.” ° Lack of involvement of patients in treatment
decisions and poor patient-provider communication are
the most frequently and consistently cited barriers to
effective integration of ROC principles in mental health
inpatient services.” ® Yet, these factors are crucial to the
process of medication shared decision-making (SDM),
which is an essential component of recovery-oriented
mental health treatment.”

Acute inpatient mental health treatment is the most
intensive level of psychiatric care and requires daily
psychiatric medical review, which may include initiation
of new medications to manage current symptoms, medi-
cation changes based on patients’ response to treatment
and discharge planning.'” "' Given the central role of
psychiatric medication in inpatient mental health treat-
ment, effective implementation of medication SDM has
the potential to not only improve prescribing practices to
meet individual patients’ needs, but also to enhance the
delivery of recovery-oriented mental health services.

SDM seeks to enhance patient-provider relationships
and promote patients’ understanding of and active
engagement in their care and treatment decision-making
processes.'*'? SDM is a dynamic and complex social inter-
action between patients and providers that is grounded in
trust, autonomy and a positive relationship.*'*'° Patients
and mental health providers work in partnership to set
goals, discuss multiple treatment options, evaluate the
risks and benefits of each option, and collaboratively
make decisions or plan interventions that incorporate
both evidence-based practices and patients’ preferences
and values.' SDM is also advocated as a human right, and
its implementation is viewed as an ethical imperative to
support patients’ right to autonomy, self-determination
and involvement in their own care.* '” SDM has been
shown to be feasible in mental healthcare settings,
including acute inpatient care units'® ' and to benefit
inpatient populations by increasing their satisfaction
with services, promoting self-management and empow-
ering them to be involved in their care.**** While several
studies have shown lack of effects of SDM on psychiatric
medication adherence,%_25 recent evaluations of multi-
components SDM interventions have shown higher
medication adherence among patients involved in SDM
compared with control groups in both outpatient®*** and
inpatient mental health settings."® Additionally, studies
on the adoption of SDM processes through advance
directives show reduced compulsory psychiatric admis-
sions rates.”

Despite the ethical imperative and benefits of SDM,
implementing SDM, especially in inpatient mental
healthcare settings, faces persistent barriers that include
concerns about patients’ cognitive and communication
abilities, patients’ safety and the structures of inpatient
settings.”’ ** Moreover, studies have shown that some
subgroups of patients, such as those with a history of

involuntary psychiatric hospitalisation and with a severe
mental illness diagnosis, are less likely to be invited to
participate in SDM even though they benefit equally as
their counterparts from SDM interventions on inpatient
units.'”

To facilitate more effective implementation of SDM
as part of ROC in inpatient settings, it is necessary to
understand how mental healthcare providers view SDM
and how they integrate SDM in their daily practice. While
several studies have explored health providers’ percep-
tions of SDM and ROC, most of these studies are limited
in scope,” ** focus primarily on nursing care™ *® and rely
solely on self-report.”” *®

Our overarching goal was to examine the under-
standing and practice of SDM within the context of ROC
across multiple, diverse Veterans Health Administration
(VHA) inpatient mental healthcare units. The VHA is
the largest integrated healthcare system in the USA.
In 2013, the VHA published a comprehensive hand-
book that mandated essential components of recovery-
oriented services in VHA psychiatric inpatient care,”
which has led to structural and cultural reforms in the
delivery of inpatient mental health services.*”*' However,
the extent to which these reforms apply uniformly across
all units remain unknown. Therefore, an evaluation
of how SDM is viewed and practised in VHA inpatient
mental healthcare settings offers a unique opportunity to
better understand its implementation. To that end, our
specific goals were to: Aim (1) characterise how inpatient
mental healthcare providers perceive medication treat-
ment decision-making as part of ROC practice, Aim (2)
evaluate how their descriptions of medication decision-
making processes map onto observations of their prac-
tices and recommended guidelines for SDM; and Aim (3)
describe factors that influence participants’ medication
decision-making processes.

METHODS

Study design

This is a convergent mixed-methods study ™ ™ using quan-
titative and qualitative data to examine how inpatient
mental healthcare teams describe and practise SDM in
the context of inpatient ROC, and the contextual factors
that influence their medication decision-making process
(see online supplemental appendix A). Data for this anal-
ysis were obtained from the Recovery-Oriented Acute
Inpatient Mental Health (RAIN-MH) study, an evaluation
of ROC implementation in VHA inpatient units across
every geographical region of the USA.*

The RAIN-MH study collected data from 34 VHA acute
inpatient units that represent every major region of the
country (16 of 18 Veterans Integrated Service Networks)
and included administrative data from the VA Corporate
Data Warehouse, which is a national repository of clin-
ical and administrative data for VHA. Clinical data from
veterans’ electronic medical records were aggregated
at the facility level to describe each site and included
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Table 1

Rain item: shared decision-making (SDM) for medication management

Elements used to assess quality of SDM

SDM scores

1. Discussion of veterans’ needs and preferences, risks and
benefits of medication, and alternative treatment options.

2. Conversation begins and ends with veterans’ interests/
preferences and involves their input in the overall decision-
making process.

3. Active use of decision aids to facilitate veterans’
understanding.

4. Use of ‘teach-back’ technique to evaluate veteran’s
understanding of the information.

5. Veterans have the option to decline medication treatment.

patients’ lengths of stay, number of admissions and diag-
noses. The study also collected data from qualitative inter-
views with veterans and key staff members from diverse
disciplines and site visit observation notes.

Patient and public involvement
No patients were involved.

Measures
The RAIN-MH Study developed and tested the Recovery-
Oriented Acute Inpatient (RAIN) Scale, a 23-item
psychometric assessment of recovery-oriented inpatient
services.* The RAIN Scale provides a clear conceptuali-
sation of ROC, with operationalised elements to enable
objective assessment of recovery services on inpatient
mental health units. The items are rated on the quality
of the element demonstrated and consistency with which
the element is used. The research team scored each site
based on integration of qualitative interviews, site obser-
vations, chart reviews and reviews of administrative data.*
For the current analysis, we selected sites based on one
RAIN item: Shared Decision-Making for Medication Manage-
ment. This item assesses whether providers (eg, physicians,
nurse practitioners, pharmacists) work with veterans
to identify their medication preferences and to make
medication decisions using a collaborative process that
supports veterans’ recovery goals. As shown in table 1, the
RAIN SDM for medication management item includes
five elements that assess SDM quality and is rated on a
5-point ordinal scale with standard anchors ranging from
0 (indicating little or no SDM) to 2 (representing excel-
lent quality and consistency of SDM). We selected the top
scoring (2.0, n=1 and 1.5, n=6) and bottom-scoring sites
(0.0, n=8).

Qualitative interview data

To assess how participants described decision-making for
medication management, we analysed qualitative inter-
views with key informants at each site, ranging from 3 to 7,
with a total of 55 participants interviewed. Key informants
were treatment team members with active involvement
in or knowledge of recovery-oriented practices on the
units and included psychiatrists, psychologists, nursing
managers, local recovery coordinators, peer support

2.0—Excellent quality and consistency (deviations or
deficits rare).

1.5—Good quality and consistency (some deviations or
minor deficits).

1.0—Regular deficits in consistency OR quality.
0.5—Regular deficits in consistency AND quality.
0.0—Little or no evidence of the element.

specialists, social workers, programme coordinators and
physician assistants. The interviews were conducted by
RAIN-MH Study investigators (one male and four female
psychologists, two female project managers with bach-
elors’ degree in psychology) before the site visits. All
participants provided verbal informed consent prior to
study participation.

The interview guide (see online supplemental appendix
B) assessed participants’ perceptions of implementa-
tion of ROC on their unit, and facilitators and barriers
to implementation. Questions related specifically to
medication decision-making processes were open-ended
and non-directive to facilitate elicitation of the partic-
ipants’ understanding and description of their process,
including: How are decisions about medications made?
Are veterans provided recommendations or options? Give
me an example of options given to a Veteran regarding
medications? The interviews were conducted over the
phone and lasted 30-75min, with an average of 60 min.
They were audiotaped, transcribed, de-identified and
entered in Atlas.ti V.9 Windows, a qualitative research
analysis software.*’

Site visit summaries

In addition to the interviews, we analysed written summa-
ries of site visits, which involved observations of medi-
cation decision processes (eg, interdisciplinary team
meetings psychiatric rounds, informal patient-provider
interactions) and brief discussions with veterans about
their experience with medication decision-making. Staff
members were informed of the study prior to the site visit
and gave verbal consent prior to being observed. Site visi-
tors wrote observations during the visit and integrated
them into a summary for each site shortly following the
VIS1t.

Data analyses

Site characteristics

Frequencies, means and SDs were used to describe scores
on the SDM element of RAIN and site characteristics.
Independent t-tests were conducted to compare high
SDM facilities with low SDM facilities on number of beds,
length of stay, percentage of patients with substance use
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and percentage of patients with personality disorder. Fish-
er’s exact test was used to determine whether a significant
association between facility rurality and high/low SDM
was present.

Interview data

A team of five analysts composed of two doctoral-level
researchers and three research assistants with extensive
training and experience in qualitative research methods
analysed the data. The analysts were blind to the site’s
ranking (top or bottom scorer) on the RAIN Scale SDM
medication management item to avoid bias during the
coding process.

We used a primarily deductive approach during data
analysis, but also included elements of inductive thematic
analysis.” To develop our initial codes, we started with
key concepts related to medication SDM and ROC
such as treatment planning, staff training and veteran
autonomy. The team read each transcript, labelling the
segments that corresponded to the initial codes and iden-
tifying new emerging codes from the data. We used 18
transcripts from seven sites in the parent study to develop
the final code list. Transcripts from the same site were
coded sequentially. Themes from the transcripts within
and across sites were noted and compared to establish the
final code list. Once we had a stable code list, we applied
the codes to all the transcripts (n=55) from the selected
15 sites in this study. To ensure rigour and trustworthiness
of our analysis, teams of two coders independently coded
all 55 transcripts. Discrepancies in coding were discussed
with the team and resolved by consensus. We also used
established strategies such as peer debriefing meetings
and audit trials to prevent drift and maintain consistency
in our coding."’

Once all transcripts were coded, we conducted axial
coding, in which we used both inductive and deductive
approaches to identify themes from excerpts coded as
medication treatment decisions. This phase of the analysis
involved five steps: (1) Data immersion, (2) Generating
a subset of codes for coded excerpts, (3) Constructing
themes and subthemes, (4) Reviewing and applying
the themes to all transcripts, and (5) Summarising site-
level participants’ views of medication decision-making
processes. Moreover, to summarise the interview data for
each site and facilitate cross-site comparison, we applied

rankings (low, medium and high) to the themes to reflect
the degree the sites incorporated aspects of SDM in their
descriptions. Two team members assigned the ranking
independently, then the team met to discuss and finalise
ranking for each site.

Site visit summaries

We used a similar data analysis approach for the site visit
summaries as outlined for the interview data. Then, we
independently reviewed a set of excerpts coded for medi-
cation management decisions to evaluate similarities with
the interview data and identify new themes. This process
did not yield any new themes. Therefore, the same list of
themes generated from the axial coding process with the
interview data was applied systematically to the site visit
summaries. As with the interview data, we used a team
approach to identify themes and saturation in the data,
ensure reliability and consistency, assign ranking, and
summarise the site visit observational data at a site-level.

Mixed-methods data integration

We used a convergent mixed-methods design® to analyse
the study, using both quantitative (RAIN SDM item scale
scores assigned in the parent study) and qualitative (inter-
view transcripts and observation notes) data concurrently
and iteratively. The integration of these three data sets
informs our results.

Results

Facility characteristics

As shown in table 2, the top and bottom scoring sites
on the RAIN item SDM for medication management
shared similar characteristics in terms of veterans’ length
of stay, geographical location, and per cent of patients
with substance use issues and personality disorders. On
average, the bottom scoring sites had 19 beds per unit
and the top scoring sites had 25 beds. There was not a
statistically significant association between SDM and any
of the facility characteristics.

Aim 1: Participants’ descriptions of the decision-making process
for medication management

Our results identified an overarching theme of ‘power-
sharing’ that describes participants’ conceptualisation
and practice of medication decision-making. Both top

Table 2 Facility characteristics

Total sample

Low SDM sites  High SDM sites

Characteristics (n=15) (n=8) (n=7) Difference test
Number of beds on unit, mean (SD) 22.0 (12.8) 19.4 (10.1) 25.0 (15.6) 1(13)=0.84, p=0.42
Length of stay (days), mean (SD) 6.0 (1.6) 6.1 (1.5) 5.8 (1.9) t(13)=0.10, p=0.92
Rural facilities, n (%) 1(6.7) 0(0) 1(14.3) p=0.46

Per cent patient substance use, mean (SD) 66.9 (8.9) 66.2 (8.9) 67.7 (9.6) t(13)=0.31, p=0.76
Per cent patient personality disorder, mean (SD)  14.90 (5.8) 14.4 (6.6) 15.5(5.2) 1(13)=0.35, p=0.73

SDM, shared decision-making.
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Table 3 Power ranking across top and bottom scoring
sites

Ranking based on  Ranking based on

Sites interview data observational data
Bottom scoring sites

1 Low Low

2 Low Low

3 Medium Medium

4 Medium Medium

5 Medium Low

6 Medium Low

7 High Low

8 High Medium
Top scoring sites

1 Low Medium

2 Medium High

3 Medium High

4 Medium High

B High High

6 High High

7 High High

and bottom scoring site participants shared narratives
that depict the central role and the distribution of power
between patients and providers in medication decision-
making processes. Their descriptions reflect the social
positioning of patients and providers within the mental
health system and how power differentials, both implicit
and assumed, influence the context of decision-making.
Three levels of power sharing emerged from the partic-
ipants’ narratives: (1) No power shared: patients are
excluded from treatment decisions; (2) Limited power
sharing: patients are informed of treatment decisions but
have limited influence on the decision-making process;
and (3) Shared-power: patients and providers work collab-
oratively and contribute to medication decisions. These
subthemes also reflect participants’ approach to medica-
tion SDM based on their observed practices.

Aim 2: Cross-site comparisons and mixed-methods integration

To facilitate cross-site comparisons and integration of
interview and observational data with the RAIN SDM item
scale scores, we ranked each level using low (no power
shared), medium (limited power) and high (shared power)
in power-sharing ranking. In the next section, we provide
additional information about each ranking and their
distribution across sites based on interview and observa-
tional data. We also summarised the data in table 3 and
illustrated how these rankings map onto top and bottom
scoring sites. As shown in the table, only power rank-
ings based on observational data differentiated top from
bottom scoring sites on the RAIN SDM item scale scores.
All but one high scoring site was ranked as high based

on observational data. In contrast, bottom scoring sites
ranged in ranking from low to medium, with most sites
identified as having low power sharing. Power sharing
ranking based on the interview data showed more varia-
tions across sites and did not generate a clear pattern that
differentiated top from the bottom scoring sites. In the
next section, we expanded on participants’ descriptions
and the distribution of each power sharing level.

Description of the power sharing continuum

Low power sharing

Three sites (3/15) were ranked as having low-level power
sharing in medication decision-making processes based
on interview data. Of these sites, two were bottom scoring
sites that were also ranked as having low power sharing
based on the observational data. Three additional bottom
scoring sites that were ranked as having medium-to-high
power sharing based on the interview data were identi-
fied as having low power sharing based on observations of
their practice, suggesting inconsistencies between partic-
ipants’ perceptions and their observed practices of medi-
cation decision-making with patients.

Participants from low power sharing sites described
medication decisions made by the treatment team without
veterans’ input. Additionally, participants described
the decision-making process as ‘collaborative’ only with
regard to the working relationships among providers
on the treatment team (ie, not collaborating with the
Veteran). Veterans’ involvement in the decision-making
process was limited to reports of symptoms or medication
side effects. The excerpts below illustrate.

It is a very collaborative approach between the pre-
scribers and the social workers ... in terms of med
management ... Decisions are made in treatment
team and then presented to veterans individually.
- Psychiatrist

Sometimes, I think it’s the attending who’s deciding,
this needs to be changed or medication needs to be
added. And of course, they’ll go to the patient and
communicate why they’re making that change or why
they’re recommending a different medication. So,
hopefully, it should be a fairly collaborative process.
—Programme coordinator

Medium power sharing

Nearly half of the sites (7/15) ranked as having medium
power sharing process based on interview data. However,
only four of these sites were consistently ranked as such
based on both interview and observational data. Notably,
all but one site were bottom scoring sites. Participants’
narratives ranked as being medium on the continuum
involved some evidence of shared power between
patient and provider. In these narratives, providers
make treatment decisions, present their recommenda-
tions to the veteran, and then explicitly ask the veteran
for their input, with the option to accept or decline the
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recommendations. Also, the provider is viewed as having
the responsibility to convince the veteran to take medica-
tion. This was the most frequently reported description of
the medication decision-making process in participants’
interviews. Participants also viewed this process as SDM
because it involves patients’ informed consent (knowl-
edge of their medication and reason for taking it) and/or
the option to decline or accept providers’ recommended
treatments.

The veteran themselves will be allowed to refuse cer-
tain medications. There is leeway in there.... I mean
there’s a lot of talk and convincing them that they
should be on this medication or that medications,
but they will respect if somebody says: “absolutely I
can’t be on Seroquel, I sleep throughout the day.”
-Treatment coordinator, psychologist

Usually, the team and the resident will discuss it with
the patient. They’ll propose a medication change or
a medication they think will be helpful. So, they’ll dis-
cuss with the patient to get their consent. — Psychiatrist

High power sharing
Five (three top and two bottom scoring) sites were ranked
as having high power sharing based on interview data.
However, from the observational data, all top scoring sites
(six) except for one were ranked as high power sharing,
whereas no bottom scoring site received such ranking.
Descriptions of medication decision-making processes
ranked as high power sharing include strong evidence of
active involvement of the patient throughout the decision-
making process and demonstration of partnership
between patients and providers. Moreover, the narratives
included several key steps in the decision-making process
that were absent or inconsistent in the low power sharing
narratives. These are (1) Relationship building, (2) Goals
and preferences elicitation and inclusion in generation
of treatment options, (3) Patient education, (4) Multiple
treatment options given, including an option to not take
medication. First, participants from these sites explicitly
discussed their investment in relationship building with
veterans to facilitate their active participation in treat-
ment decision-making. Second, they discussed eliciting
veterans’ recovery goals and preferences for treatment
and used this information to inform treatment options.
Moreover, based on interview and observational data,
in high power sharing sites, patients’ input, goals and
consent are solicited from the beginning of the process.
Providers offer patients a menu of options. They invest
in patient education by explaining each medication
option, its side effects, and its risks and benefits, thus
facilitating informed decision-making. Additionally, high
power sharing sites emphasised that patients are offered
the option to decline medication and consider non-
pharmacological treatment. The next excerpts illustrate
narratives that described high power sharing.

In terms of medication, we are always talking to them
about options and risks and benefits to each medica-
tion. ... the veteran is very much involved in the care
with their medication choices and understand and
are fully informed about the options. - Psychiatrist

It’s important to develop a treatment alliance as
best we can with the individuals because it certainly
doesn’t make any sense to take out the prescription
pad and write the medications that the person has no
intention of taking once they’re discharged. So, we
work closely with a conservative approach with meds.
Start low, go slowly to minimise the potential for any
side effects so that the person is more likely to stick
with the medication trial...I think they (veterans)
need to be well-educated about the risks/benefits
and side effects profile, the rationale in prescribing
the medication in terms of there being a true and ac-
tive partner in the whole treatment process. It’s going
to be important I think for long term benefit and out-
come if they’re on board as an active, equal partner.
— Psychiatrist

See online supplemental appendix C table 4 for more
examples.

Aim 3: Factors that influence treatment decision-making processes
Several organisational and cultural factors facilitated
sites’ practices of SDM. In this section, we describe these
factors and how some sites successfully incorporated them
(see online supplemental appendix C table 5 for more
examples). We also discuss the challenges that sites expe-
rienced in implementing these factors to support SDM.

Inclusion of veteran in the treatment team is both an
importantaspect of the unit’s organisational structure and
a cultural, values-driven process that influenced patients’
participation in SDM processes. Sites that were effective
in including patients in interdisciplinary team meetings
described patients as members of the treatment team and
involved them in discussions about their treatment and
medication decisions. These sites also had well-defined
roles and expectations of team members and a collabo-
rative environment that invited equal participation. This
structure and unit culture also facilitated information
sharing within the team and an integrated approach to
care. The next excerpt illustrates.

We have several disciplines that are on our unit and
within the first week everybody has a chance to meet
and discuss their area of expertise with the veteran.
And then we all meet together, including the veteran,
in our treatment team meeting.... we get the veteran’s
input on what was the situation that brought them
here and then everybody adds in their meeting with
the veteran and veteran identifies these are the goals
that I want to work on. -Local Recovery Coordinator

While some sites integrated patients in the interdisci-
plinary treatment team meetings, others did not view the
patient as a member of the treatment team. In fact, less
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than half of sites from both the top and bottom scoring
sites (3/7 and 3/8, respectively) included veterans in
their meetings. Moreover, inclusion of veterans in these
meetings had varying degrees of success. Some sites that
included veterans in the meetings were less effective in
involving veterans in active discussions due to lack of role
clarity (eg, clear expectations for the veteran during the
meeting), domination of the conversation by the psychi-
atrist, lack of opportunity to engage the veteran and the
intimidating environment created by a large team. Other
sites did not include veterans in treatment team meetings
because of similar reasons or a lack of meeting space.

Patient education and advocacy

The use of clinical pharmacists and peer support special-
ists (peers) on the unit were useful in providing additional
information to patients about their treatment options
and to facilitate SDM. Several sites had pharmacists that
led medication-education groups and met individually
with veterans to provide information and answer ques-
tions. This process better equipped veterans to provide
informed consent and engage in discussions about their
medications. Similarly, peers provided support, and
empowered patients to take an active role in their care.
Observational data indicated that many providers often
ended their discussion about medication with a cursory
‘is this okay with you?’ to elicit feedback from patients.
In most situations, the patients nodded or acquiesced. As
shown in the excerpt below, peer support was particularly
important in getting patients to express their views and
be empowered to engage in the decision-making process.

I'also think it’s very important when it comes to ROC,
is we have Peer specialists on the unit...And that Peer
specialist offers I believe several classes and one to
one support and is involved in treatment team meet-
ings. So, they are very involved in the veteran’s care
and making sure that the veteran’s voice is heard.
And is a real advocate for the veteran when they’re
seeking treatment on inpatient.

Respect for veterans’ autonomy

Sites ranked as having high power sharing valued patients’
autonomy as individuals with capabilities and basic rights
to be involved in their care. A culture of respect for
patients’ autonomy was reflected across several activities
on the unit, not just in medication decisions, such as by
having fewer restrictions and rules that limited patients’
choices and behaviours. For example, some sites made
coffee and water available so patients could help them-
selves or allowed patients to have their cellphones. These
sites actively facilitated all veterans’ participation in care,
irrespective of their diagnoses or personal characteristics.
In contrast, observational notes for low power sharing
sites indicated that veterans with prior admissions on the
unit, veterans who were assertive, or able to express their
needs during clinical encounters were more likely to be
invited to participate in medication decision-making.

Whereas veterans who were new to the inpatient unit,
unfamiliar with SDM process, or those with certain diag-
noses, such as psychosis were not as supported in partici-
pating in SDM processes.

Moreover, sites that were guided by a culture of inclu-
sion and autonomy of patients had a more consistent
approach to SDM across providers. In comparison, obser-
vational notes indicated more variation across providers
in low and medium sites in which one provider on the unit
was more recovery-oriented in their approach, but other
providers endorsed low power sharing views and prac-
tices. In addition, high power sharing sites had systematic
approaches to solicit veterans’ input and feedback about
different aspects of care or life on the unit and used their
feedback for quality improvement purposes.

DISCUSSION

SDM is a foundational component of ROC. Yet, imple-
mentation of SDM as part of ROC in mental health
settings, especially inpatient psychiatric units, remains a
challenge.” * To facilitate improvement in SDM prac-
tices, we sought to (1) Characterise how inpatient mental
health providers describe the medication decision-
making process, (2) Evaluate how their descriptions and
practices of medication decision-making map onto their
scores of SDM based on the RAIN Scale; and (3) Describe
contextual factors that influence their treatment decision-
making processes. To our knowledge, this is the first study
that uses such a comprehensive approach to examine
SDM across a diverse, and geographically representative
sample of inpatient mental health units.

Overall, participants from most study sites were knowl-
edgeable about SDM. Their descriptions of medication
decision processes are consistent with the key principles
of SDM and included elements such as patient educa-
tion, informed consent and options to decline medica-
tion.”” Though few, some study participants endorsed
views that are inconsistent with SDM principles, such
as providers making treatment decisions without any
input from patients. These findings reiterate calls from
previous studies for ongoing education about SDM.”" A
robust understanding of SDM among all staff members
is particularly important given the team care approach in
inpatient settings, and how individuals’ perspectives may
negatively influence the implementation of an inclusive
and cohesive culture on the unit.

While most participants were able to describe medi-
cation decision practices using language consistent with
SDM, fewer sites were observed practising medication
decision-making processes that reflected inclusion and
active patient participation. In fact, several sites were
observed practising low power sharing processes despite
participants who seemed well versed in SDM principles
based on their interviews. Compared with bottom scoring
RAIN sites, top scoring sites were observed consistently
practising medication decisions that demonstrate high
power sharing. These findings have several implications.
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First, they suggest that a multimethods approach, at least
one that involves observation of actual patient-provider
encounters, may be necessary to fully assess how providers
understand and make medication decisions. Most studies
of communication and SDM on inpatient units focus on
self-report data.”® *” * These methods may not provide
the most accurate and full depiction of SDM processes.
Second, our findings indicate that there remains confu-
sion about the various elements of SDM, including the
role of patients in the treatment team and the meaning of
collaborative care in the context of SDM and ROC. Addi-
tional and ongoing education about SDM principles are
needed to improve providers’ understanding of SDM.
Third, although most participants were well informed
about SDM, that knowledge did not always translate
into practice. This finding further supports the need for
increased implementation support. Decision coaching,
for instance, has a been shown to be an effective strategy
that helps providers build their SDM skills and prepares
them to tailor and apply those skills in different situa-
tions.”® SDM interventions for psychiatric medications,”
especially in inpatient settings,'® may also be beneficial.
For example, SDM-PLUS, an intervention designed to
improve decision-making in acute psychiatric wards,
addresses both patient and clinical factors by improving
clinicians’ skills and using motivational approaches to
empower patients to be involved in their care.'® Moreover,
organisational factors, such as availability of adequate
resources, leadership buy-in, and a culture that supports
collaborative approach to care are crucial for SDM imple-
mentation.”’* Fourth, our findings also demonstrate that
implementation of SDM is possible and that several sites
were successful at describing and practising medication
decision processes that are exemplars of recommended
SDM guidelines. Thus, they provide strong evidence and
support previous studies arguing that SDM is feasible in
inpatient units with diverse patient populations.'® %
Our findings also highlight three key factors that influ-
ence the implementation of SDM: inclusion of veterans
in treatment teams, patient education and respect for
patient autonomy. These factors reinforce the funda-
mental values and ethical principals at the core of SDM,
which are patient autonomy, respect and empower-
ment.'? ® They are also well-aligned with the theory of
self-determination, which posits that individuals have
basic needs for competence, autonomy and relatedness,
and that desire to meet these needs motivates growth and
development.”” Therefore, attending to patients’ needs
for self-determination may serve as a guiding principle
for providers and organisations to create a supporting,
empowering and autonomy-generating environment
that will facilitate SDM for all patients. Specifically, inclu-
sion of veterans in treatment team meetings seems to
facilitate high power-sharing processes. However, to be
effective, patients’ inclusion in team meetings needs to
be conducted thoughtfully to facilitate patient partici-
pation in the treatment discussion and medication deci-
sion processes. Moreover, patients’ inclusion in the team

meetings set an inclusive and collaborative tone to the
patients’ admission, to offer education, and elicit patients’
goals and preferences, which in turn guide medication
decisions. Patient education and respect for autonomy are
both cultural and organisational factors that support SDM
practices. Research has shown that patient-provider rela-
tionship is the cornerstone for successful SDM." * Given
that power differences between patients and providers
are sometimes accentuated on inpatient units, activities
that facilitate inclusion and support patient autonomy
may be even more valuable in fostering a collaborative
and supportive relationship to facilitate patients’ partic-
ipation in SDM.

Limitations

Several limitations should be considered in interpreting
our study findings. While efforts were made to interview
multiple providers from all sites, the number of providers
interviewed vary by sites and a few sites did not include
a psychiatrist. Although psychiatrists were observed at all
sites, given the primary role of psychiatrists in the medi-
cation decision process, the absence of their perspective
in the interviews may have influenced the sites’ decision-
making descriptions. Moreover, we did not systematically
ask participants about their training in SDM, which may
have affected their understanding and practice of treat-
ment decision-making. Lastly, this study was conducted in
VHA inpatient settings with specific guidelines on ROC
that may not be available in other settings. These findings
may not generalise to other healthcare settings.

Implications for practice

Our study findings suggest that ongoing education and
training are needed to support the implementation of
SDM on inpatient mental health units. Moreover, imple-
mentation support that involves observation of practices
and feedback, in addition to access to knowledge about
SDM, may be beneficial to strengthen providers’ SDM
skills. Lastly, delivery of ROC and use of SDM involve a
cohesive team approach, with shared values. To improve
the implementation of SDM, investment in organisational
resources and adoption of a culture that fosters respect
for patients’ autonomy, patient-provider power sharing
and patient education, are needed.
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