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Abstract

Purpose: With the rising relevance of person-centred care, initiatives towards user-led decision making and design-
ing of care services have become more frequent. This designing of care services can be done in partnership, but it is
unclear how. The aim of this scoping review was to identify for mental health services, what user-provider partner-
ships are, how they arise in practice and what can facilitate or hinder them.

Methods: A scoping review was conducted to obtain a broad overview of user provider partnerships in severe
mental illness. Data was inductively analysed using a conventional content analysis approach, in which meaning was
found in the texts.

Results: In total, 1559 titles were screened for the eligibility criteria and the resulting 22 papers found relevant were
analysed using conventional content analysis. The identified papers had broad and differing concepts for user-
provider partnerships. Papers considered shared decision making and user-involvement as partnerships. Mechanisms
such as open communication, organisational top-down support and active participation supported partnerships, but
professional identity, power imbalances and stress hindered them. Users can be impeded by their illness, but how to
deal with these situations should be formalised through contracts.

Conclusion: The field of research around user-provider partnerships is scattered and lacks consensus on terminol-
ogy. A power imbalance between a user and a provider is characteristic of partnerships in mental healthcare, which
hinders the necessary relationship building allowing partnerships to arise. This power imbalance seems to be closely
linked to professional identity, which was found to be difficult to change.

Keywords: User-provider partnerships, Person-centred care, Psychiatry, Health services research, User-led care

Introduction

Designing healthcare with the patient as a partner,
thereby enabling patients to use their expertise to col-
laboratively reach their health goals, could be consid-
ered the ultimate form of patient centred healthcare
[1, 2]. The building of trust that is needed to achieve
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this, is where healthcare providers and researchers are
currently exploring the possibilities and opportunities
[3-5]. Intuitively, this is a logical further development
of personalised medicine, patient centred healthcare
and shared decision making — themes that more and
more hospitals are advertising as key treatment com-
ponents on their websites (https://www.karolinska.se/
for-patienter/patientinflytande/). A person-centred
approach to care means putting the person’s views at
the centre of care with the goal to achieve a meaningful

©The Author(s) 2022. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or

other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativeco
mmons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
https://www.karolinska.se/for-patienter/patientinflytande/
https://www.karolinska.se/for-patienter/patientinflytande/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12888-022-04303-5&domain=pdf

Boerkoel and Brommels BMC Psychiatry (2022) 22:660

life, and can therefore not be achieved without the per-
son being treated participating actively [6, 7].

Even though many healthcare providers advertise pro-
viding patient centred healthcare [8], few examples of
this can be found in mental healthcare. Person centred
mental healthcare, or mental healthcare in partnership,
is not clearly defined, making it challenging to identify
the relevant literature. Terminology like shared decision
making, user involvement, user participation, and user
partnerships are used interchangeably, creating a diverse
field of research lacking consensus. Within this field,
only Bee, et al. [9] and Gondek, et al. [10] have tried to
identify barriers and facilitators for user-led care plan-
ning in mental healthcare, so that a greater understand-
ing could be created on how it can be implemented. This,
however, is not focussing on user-provider partnerships.
Within the concept of person centred care, designing
care together with the user, also proposed as “co-care”
[2], ought to be considered separately, as it is considered
the ultimate form of person centredness [1, 11]. Because
of our lack of understanding of co-designed care in men-
tal health, scoping the field is a useful way to gain more
understanding. The current project therefore aims to fur-
ther explore the field of user-provider partnerships, their
forms, underlying processes, and factors promoting and
hindering partnerships to evolve.

Methods

To explore the field of user-provider partnerships a scop-
ing review was performed. Within healthcare research
a scoping review is an excellent methodology to rapidly
identify key concepts within the field of interest [12—14].
The methodology was taken from Arksey and O’Malley
[12] with more detailed specification on the methodology
provided by Levac, et al. [13] and the PRISMA-SCR state-
ment [15] to ensure the rigour of the qualitative analysis.
The design evolved during data collection using an itera-
tive approach, such that when new relevant approaches
or frameworks for analysis emerged from the data, they
were considered and adopted where appropriate. Because
of the iterative approach, no review registration was
made.

Stage 1: identifying the research question

The population of interest for this scoping review is peo-
ple with long term mental health problems, as for them
it is more important to learn to live with one’s symp-
toms and manage them, rather than aim for a cure. Some
examples of user-led care in schizophrenia were known
to the researchers, hence the decision to focus on severe
mental illness was made [16, 17]. To explore what pro-
cesses are involved in the establishment of patient-pro-
vider partnerships in the recovery of patients with severe
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psychiatric disorders, three research questions were
chosen.

1. What classifications can be used for patient-provider
partnerships in a mental health context?

2. What are the mechanisms that establish patient-pro-
vider partnerships?

3. What factors can be identified that hinder or facili-
tate patient-provider partnerships?

Stage 2: identifying relevant studies

Web of Science, PubMed, and PsycInfo were searched
using Boolean operators. No searches for grey litera-
ture were done. The two authors discussed the concept
of user-provider partnerships in mental healthcare in
order to reach a consensus view. The consensus view
led to search strategies based on the following con-
cepts: “psychiatric disorder’, “patient/provider- par-
ticipation/involvement/partnership’, “shared decision
making”, and “collaborative care” were drafted in col-
laboration with a librarian. Trial searches were con-
ducted to verify the usefulness of the identified key
terms and to identify any unfamiliar terms that had not
been thought of yet. The complete search strategies can
be found in the supplementary material.

Stage 3: study selection

As familiarity with the field of research increased, inclu-
sion and exclusion criteria were decided post-hoc (see
Table 1). Triangulation across data identified titles con-
tradicting the initial inclusion and exclusion criteria, such
as Bee et al. [9] or Bradley [18]. Based on these findings
the inclusion criteria were adapted. The final inclusion
and exclusion criteria were evaluated by both authors in
relation to the list of abstracts, to verify their utility and
minimise selection bias.

Titles were screened twice for combinations of key
terms by a single researcher: when a mental disorder
was mentioned in combination with one of the partner-
ship terms (“patient provider- participation -involvement
-partnership’, “co-production, -design, -creation’, “shared
decision making’, and “collaborative care”) the title was
included for the abstract screening round. Titles were
screened twice to ensure the quality of the screening,
the results of these screening outcomes were then com-
pared and combined to the final list of titles for abstract
screening. The second step was to screen abstracts based
on the inclusion criteria (see Table 1). If it was unclear
during the abstract screening if a paper was of relevance,
the paper was included for full text screening as out-
lined in Arksey and O’Malley [12] as abstracts do not
always reflect the true meaning of a study. During full
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Table 1 Inclusion and exclusion criteria used during abstract screening

Inclusion criteria

Exclusion criteria

Publication language: English

End date: 21.02.2020, update until 14.09.2021
Time period: 2015 onwards

Context:

No abstracts available

Books

Randomised controlled trials
Research with children as the user

Participation of users with one or more of the following: schizophrenia, schizoaffective disorder,
bipolar I, bipolar Il, anorexia nervosa, bulimia nervosa, major depressive disorder [19, 20], ‘severe

mental iliness, or ‘psychiatric care’

Study design:
All types of studies were included apart from randomised controlled trials

Papers discussing recovery

Papers mention partnership component with provider, i.e. shared decision making, co-produc-

tion, collaboration, co-creation, partnership, co-design
Journal is specifically for psychiatry, but title does not mention illness

Not focussing on partnerships

Evaluation of intervention or change in treatment
processes unless discussing the implementation
process

Focus on medication as a treatment

Family/carer partnerships with provider
E-health as a self-support tool

text screening, a paper was included when it focused on
partnerships between users and providers, when there
was a case of uncertainty in inclusion, the second author
reviewed the paper and a joint decision was made on
inclusion or exclusion.

Stage 4: charting the data

Data was charted following a conventional content analy-
sis approach using pen and paper. Conventional content
analysis is a methodology that is data or text driven and
creates meaning out of single units of information [21].
The conventional content analysis was chosen as a chart-
ing methodology because this project aimed to create
an understanding of the field and it allows for a breadth
of concepts to be identified. The texts were read thor-
oughly a first time to become familiar with the content,
this is considered immersing oneself in the content of the
papers, like one would with a literary novel [21]. Dur-
ing the second reading, words and sentences were high-
lighted that capture key thoughts or concepts in the text.
For the third reading, the researcher’s thoughts, impres-
sions, and initial analysis, concerning the previously
highlighted words and sentences were noted down. As
the reading and reflecting continued, codes were formed
that encompassed more than one thought.

Stage 5: collating, summarizing, and reporting results

The identified codes were combined into broader cat-
egories when they showed relationships. This was done
by writing the codes onto individual pieces of paper and
clustering codes with similar meanings. Finally, these
broader categories were collated and abstracted into
meaningful themes [22]. The data analysis was initially

done by AB, and thereafter discussed in detail with MB
to ensure the combinations identified were reflected
upon in the context of the researcher’s background. As
outlined in Arksey and O’Malley [12], the data was pre-
sented in a way that ensured that the purpose of the
scoping review was clearly represented, and findings
were connected with its implications for the field.

Findings

Data for screening was retrieved on 21.02.2020. This ini-
tial search of the database yielded 1192 titles. After dupli-
cates were removed, a total of 1144 titles remained. An
update on the search was retrieved on 09.09.2021, result-
ing in another 429 titles, out of which 14 duplicates were
removed. A total of 1559 titles were screened. As shown
in Fig. 1, the resulting 22 texts were analysed. The com-
plete list of included articles and their corresponding
information can be found in Table 2.

During the analysis, the condensed meaning units
related to user-provider partnerships identified in the
papers could be grouped in 63 distinct categories. Out of
these categories seven major themes arose (see Table 3).

Description of user-provider relationships

The theme ‘descriptions of user-provider relationships’
describes what common phrases in user participation
mean. It reflects on the differences in nuances between
involvement, participation, person centredness and
‘good care’ discussed in the analysed papers. Overall,
it was found that no clear consensus on how user-pro-
vider partnerships can be classified was available. One
evolutionary concept analysis that defined the concept
of service user involvement in mental healthcare was
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Identification of studies via databases and registers

Studies included in review
(n=22)

c
-‘% Records identified from: Records removed before
© PubMed (n = 997) »| screening:
= Web of Science (n = 473) Duplicate records removed
§ PsyclInfo (n = 151) (n=62)
A4
Records screened Records excluded
——>
(n =1559) (n=1304)
A4
Reports sought for retrieval Reports not retrieved
—>
= (n=255) (n=178)
b=
[
o
é v
Reports assessed for eligibility
(n=77) —»| Reports excluded:
Not addressing partnerships
between users and providers
in mental healthcare (n = 55)

Fig. 1 PRISMA flowchart of selection of titles. Flowchart adapted from Page et al. [23]

identified. In this Millar, et al. [35] propose the follow-
ing definition for service user involvement:

An active partnership between service users and
mental health professionals in decision making
regarding the planning, implementation, and eval-
uation of mental health policy, services, education,
training, and research. This partnership employs a
person-centred approach, with bidirectional infor-
mation flow, power sharing, and access to advo-
cacy at a personal, service and/or societal level’
Millar et al. [[35], p.216].

The analysis concluded that the concept of user
involvement was not yet fully developed as a concept
in the field. In line with this was the reported lack of
consensus on what user involvement is [25, 26]. For

example, in some cases user involvement was consid-
ered to be the opportunities and rights of the user to
be involved in decisions about their own care [35], but
in other cases user involvement was also the choice not
to partake or decide on their care [27]. Similarly under-
lining the need for an established concept was that
user participation was interchangeably used with user
involvement. For providers user participation was dif-
ferent from traditional care models because it calls for
a different approach to users, one where the experience
of the user needs to be at the forefront [37].

Mechanisms for user-provider partnerships
Implementation of user-provider partnerships

User participation was discussed in two ways in the
selected papers, firstly it was discussed how staft per-
ceived user participation to take place, and secondly how
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user participation was being used in care services. Ser-
vice user participation was considered to be a valuable
part of mental healthcare provision by staff [36, 40]. The
largest encountered issues in the change process were
related to the staff willingness to include users. In cases
where implementation was reported to be superficial or
just an administrative add-on [35, 41], staff where less
likely to respond positively to the process around user
involvement [30]. Staff took up a lot of time problema-
tising the intervention in Ellegaard et al. [38], attempting
to find the best way to work with the intervention. In the
identified papers there were examples of users acting as
researchers [32, 42], users’ involved in the design of an
application supporting recovery [39], and of users as fig-
ureheads for treatment [36].

Integrating user participation into current care mod-
els can be done in diverse ways and encounters different
challenges depending on the situation. Ellegaard et al.
[38] thoroughly discussed the implementation process
for patient participation for a patient-controlled admis-
sion programme. Here, it was concluded that staff jug-
gled an interaction between managing their work duties
and managing the new user-led care situation. Initially
staff felt unease with the suggested changes, as the model
did not fit into their current practices. This unease cre-
ated a need to adapt the programme in a way that worked
for their setting, seeing the potential benefit. When after
some time, staff felt comfortable with the new way of
working, they started to explore and shape their new way
of working to their and their users’ needs [38]. Schon,
et al. [30] discussed the implementation steps of a shared
decision-making tool. The implementation process
involved extensive training, a system of responsibility
and delegation within the staft pool, followed by feedback
opportunities. The implementation of the tool in Schon,
et al. [30] was unsuccessful. The managers were unable
to appoint local facilitators, which meant there was little
ownership of the suggested implementation of the shared
decision making tool. The lack of facilitators limited the
opportunity for staff working with the tool to be followed
and supported. This lack of follow-through meant that
staff deprioritised the tool and forgot using it.

To successfully engage in user-provider partnership,
both staff and user need to be involved as the success
is contingent on each other’s participation [26]. On the
other hand, opportunities for engagement through social
contexts were created in treatment transitions, where
sharing a decision can facilitate more active engagement
[27]. To further create feelings of support for user partici-
pation, projects aiming to strengthen user partnerships
should not merely superficially claim to be a project of
user partnership, but show ownership of the partner-
ship component [35]. This can for example be achieved
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through a bottom up approach showing the interest from
the users or staff [30, 32, 38] and through equality of
information [24, 26-28, 30, 33, 35].

A final component to consider when implementing
user-provider partnerships is how to train users and pro-
viders. Bentley, et al. [37] and Brooks, et al. [41] designed
and implemented training protocols so staff would be
able to have users participate in their own care. The train-
ing reinforced person-centred attitudes, and an under-
standing of the need to facilitate involvement. In Schon,
et al. [30] the training provided a willingness of staff to
engage, but this tapered off when returning to normal
work settings. Training and learning sessions showed the
pitfalls that were later encountered in the work processes
around the implemented tools.

User-provider interaction process

Relationships between users and providers are the basis
for user-provider participation. The large majority of
papers discuss relationships between users and pro-
viders [24, 26, 27, 29, 31, 34, 37, 38] and relationship
building [26, 29, 33, 37, 41]. Building these relationships
is essential and to do so, trust and openness are con-
sidered by both users and staff to be important condi-
tions [27, 29, 33, 35, 42]. Users report needing to feel
respected by staff, which staff should show by listen-
ing to the users [28, 29, 35, 42]. Users reported that not
being listened to, was a large barrier for wanting to par-
ticipate in their care [27, 33, 36, 42]. Staff on the other
hand, reported needing honesty from users for these
relationships to function [27, 38, 42].

This leads to another frequently discussed aspect of
user-provider relationships, namely the differences in
expectations and needs between users and providers.
For example, in Hamann, et al. [24] patients valued the
implementation of the agreed upon plan and the role of
honesty and openness in the informing and feedback pro-
cess, but the providers highlighted the users’ preparation
for consultations and that they want to be treated politely
and respectfully by users. Similar discrepancies can be
found in Gunasekara, et al. [42], where users described an
ideal mental health physician as empathic and emotion-
ally involved with users, but physicians stressed the need
of discerning between affective and cognitive empathy,
with physicians engaging in cognitive empathy to protect
themselves. However, this cognitive empathic approach
was described by users as ‘distant’ and not meeting users’
needs. Other differences in expectations can be found in
the duration of consultations [42] and what aspects and
conditions are part of a user-provider care consultation
[25, 33, 35]. There is a reported gap between users’ ideal
and current practice [30, 34], followed by a desire of users
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that staff adapt behaviour to their needs appropriately
[33, 41, 42].

As a basis for user-provider relationships, it was dis-
cussed that a mutual understanding ought to be estab-
lished. Staff should take time to get to know the user
and understand them [29], but also take time to create a
mutual understanding of what user participation means
[24, 26]. For these relationships, it was discussed that
the provider ought to take the role as facilitator, as it was
considered part of their job description [24, 26, 28, 37,
42]. In contrast to this, many providers discussed needing
a willingness from users to engage with them. Providers
expected users to be open and honest, involved, engaged,
and willing to work with them and the treatment plans
[24, 27, 28, 35, 37].

Collaboration on the development of treatment plans
was frequently discussed. Users expressed the impor-
tance of their treatment plans and their desire to collab-
orate on it, however, providers did not always prioritise
the importance of them [25]. Users described collabora-
tion on goal setting, and specifically breaking these goals
down into smaller steps, to be a large opportunity from
the partnership to improve their recovery [29, 31, 34].
Providers stated that collaboration ideally is a natural part
of the process and relationship [37], but also highlighted
the importance of factors such as the users’ experience
with their illness and evidence of them having employ-
ment, which helped facilitate the collaboration [24, 40].
Thus, highlighting the importance of understanding the
user and acknowledging their expertise [29, 33, 41, 42].

For participation and relationship building to hap-
pen, communication was considered to be an impor-
tant precondition. Communication was used to reach
compromises on decisions [24]. Overall, communica-
tion was discussed in a general conceptual way, or as
being ‘open’ and ‘positive’ [24, 26, 28, 29]. Few papers
discussed communication within the care setting and
the expectations that can be created through appropri-
ate communication [37, 39].

Power

Within the care relationship the provider has authority
over decision making involving the user, this leads to a
power imbalance between the user and provider. This
imbalance is mainly reported by users, who say that
they struggle to be seen as a competent and equal per-
son [28, 29]. Providers have power over users because
they are able to decide on treatment measures that can
change users’ lives [37, 40, 42]. This sense of power can
be reflected in paternalistic treatment attitudes, where
providers decide for the user what the best course of
action is [24, 28, 30, 41]. Adding onto the power pro-
viders have in treatment decisions, is the societal class
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differences that widen the equality gap between users
and providers [24, 41, 42].

Users have some power in the user-provider dyad
and can be given more when providers create appro-
priate circumstances. Frequently discussed was the
idea of allowing users to have responsibility and own-
ership over decision making about their own treat-
ments [26, 29, 38, 39, 42]. By being actively engaged in
their own care or by being provided with a care plan
were ways users could regain control [33, 34]. Care
plans, agendas, and contracts can be considered formal
documents that users can refer back to when talking
to providers. It gives users some power in the relation-
ship [28, 31, 38, 39, 42]. However, users expressed a
need for an independent figure that can support them
through the care systems and that can provide them
with knowledge that could create equality between
user and provider [28, 33, 35]. The need for equality
between both parties was called for, as it facilitated
better relationships and communication concerning
care [31-33, 35, 38, 42].

Barriers and facilitators

Organisational readiness

The structure of an organisation is largely reflected in the
culture of care provision, this means that decision-mak-
ing hierarchies reflect a readiness for user participation
uptake. The decision-making structures needed to enable
user participation, includes formalisation of the decision-
making ability of users, but also providing a clear prioriti-
sation towards user participation within the organisation
[29]. Because the staff that should be engaging with the
user were not involved in decision making in the organi-
sation themselves, user participation was considered an
impossibility by them [25]. This was accurately described
by a user as:

one of the problems is you're working in a culture
which is very top down, the people at the top make
decisions and you just have to co-operate with them.
Erm, I don’t think the nurses actually have much idea
of what it’s like to be involved in decisions about their
own lives and, therefore, don’t know how to involve
the service user’ Terry and Coffey [[25], p. 962].

Situations, like described above, highlight the need
to investigate the link between the organisational
structure and culture in the context of user involve-
ment [29, 34, 37]. This link was also discussed in rela-
tion to the tension it created between the old and the
new practice, where the misalignment of user involve-
ment with the traditional medical model inhibited staff
to fully take up the user involvement [37, 38, 41].
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The organisation also needs to have the right struc-
tures in place allowing for change processes to happen,
this ranged from technical readiness [30], to address-
ing equality issues within the organisation [29, 35], and
ensuring the right structures for service delivery are in
place such as flow streams and information sharing with
internal and external stakeholders [28, 30, 32, 33, 36, 38].
Furthermore, there was a reported need for top down
support, ample time and a central figure that understands
implementation processes to lead the change towards
user involvement.

The setting where care is provided, and the associated
job roles are important factors to consider in relation to
user participation change processes. Within outpatient
care, for example, more involvement can be possible than
in acute care settings [24, 26, 37, 41]. The task load of the
job roles does not always fit with the idea of user involve-
ment and needs redefinition [25, 26]. In papers where
change processes around implementing user involvement
were discussed, insecurities of staft around the redefini-
tion of roles was mentioned [38].

Boundaries to be considered

Providers and users agree on the influence of the users’
mental state in their ability to engage in participa-
tory practice. Users report that having a poor mental
state reduces their desire to engage in participation,
in these instances, users express a need for providers
to make decisions for them [24, 27]. Providers overall
mention concerns with users’ mental state, expressing
that their mental state might limit the users’ ability to
fully comprehend the situation they are making deci-
sions for [24, 27, 28, 30-35, 37, 41, 42]. This attitude
of providers towards user’s mental state was considered
in need of change by some, as users mental state is not
fixed but subject to change [24]. Users’ agree with this,
emphasising that they have the knowledge and skills to
manage their own health and that they want to be rec-
ognised as being able, but that their ability can be lim-
ited because of temporary mental states [28, 33].

User participation comes with risks and consequences
that should be considered. In Klausen, et al. [27] a bal-
ance between what the user wants and what the pro-
vider judges best was discussed. Some decisions the user
makes can set back their treatment and as they lead to
unpredictability of treatment. There are wider organisa-
tional implications of user participation than those for
the current care setting alone [38]. These implications
should not be a reason to not let users decide, but rather
a consequence that needs to be adopted into care. The
positive reported effects of user participation were that
it empowered users [36], changed their identity [39]
and gave them confidence [28, 32]. From a provider’s
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perspective, it was felt that providers needed to be given
power from the system to decide on user participa-
tion [26, 30]. They also highlighted a need to establish
boundaries with users to ensure providers private lives
were not intruded upon [34, 42].

The way services are provided were adapted to fit the
consequences of user participation. The partnership
needs to be pulled through the whole care pathway and
ensure continuity of care [27, 33, 35]. This also meant
allowing flexibility in care provision and the organisa-
tion, as user led care is individualised care in need of dif-
ferent decisions for each user [25, 27, 28, 34, 36, 37, 41].
Flexibility was also a requisite for formalised user par-
ticipation agreements. In Ellegaard, et al. [38] the patient
controlled admission program and contract led to service
users requesting being admitted into the hospital in the
evening to sleep in a bed and wanting to be discharged
in the morning. In this case, the flexibility of the contract
allowed providers to say that the user could only come
in through this care pathway seven days after discharge,
which was better for the user’s mental health. This type of
flexibility also strengthened support for the partnership
as it became more person centred [27, 38].

Culture of care

Provider identity and attitudes shape how user par-
ticipation takes place. Having an open, positive attitude
towards the user facilitated a good relationship [29, 36].
In cases where the provider approached the patients and
treated them as an equal or as a person, open communi-
cation and mutual respect for the circumstances was cre-
ated [24, 26, 28]. A need for a change of attitude towards
users was called for, one that allows users to participate
in care [29, 30, 39]. Users reported negative experiences
with care provision where they experienced feelings of
powerlessness and coercion through forced hospitalisa-
tion [24, 29, 42], but also reported negative experiences
where users were being silenced [27], or treated wrongly
which led to suspicion of the provider [28]. These types
of behaviours in treatment can lead to a lack of trust in
the provider and suspicion, limiting willingness of users
to participate in care, furthermore, these negative pro-
vider behaviours set the wrong expectations for future
care [29, 36, 41, 42]. These attitudes were according to
providers closely linked to their training and professional
identity [37, 42].

In line with the recovery philosophy, care should be
considered with the recipient as a person [31, 34]. How-
ever, systematic decision making without user involve-
ment was reported to be the current treatment model
[25, 37, 41]. Users reported that they were not being
considered or talked to [25, 33], but that they have a
desire to be seen as people and considered in the design
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of care [27, 28, 35, 36, 42]. Users were seen by some as
a resource through their expertise with their illness [35,
39]. Through person-centred communication providers
can draw on these experiences and knowledge [31, 38].

Discussion

To successfully move towards person-centred care
through user-provider partnerships, the themes identi-
fied in this scoping review can aid interested parties in
sucessfully establishing partnerships. Especially newly
identified for mental healthcare is the importance of
establishing a relationship with a user that overcomes the
inherent power imbalance between a physician and their
user. This, mainly by users indicated, barrier limits the
creation of trust that is needed for a partnership to arise.

The concept of what a user-provider partnership is, was
not clearly defined in the identified literature. Only one
agreed upon classification of what user-provider part-
nerships are could be identified. The proposed concept
defined “patient involvement” as being a true partnership,
which in the passivity of the word involvement seems to
be a contradictory description of a true partnership.

More agreement in studies could be found as to the
mechanisms needed for user-provider partnerships to
arise. Most papers stated that partnerships are contigent
on the participation of both the user and provider. One
key finding here is the need for a respectful relation-
ship based on trust, openess and listening to each other.
This relationship can be hindered by the power imbal-
ance between user and provider, because a provider has
the ability and authority to make life altering decisions
for the user. To shift the power back towards the user in
this relationship, formalised contracts were proposed as
a tool to manage this power imbalance. These aspects of
relationship building were also identified in the previ-
ously performed systematic searches of the mental health
literature by Bee, et al. [9] and Gondek et al. [10], with the
exception of the role of power in the relationship, which
was newly identified in the current review.

Within mental healthcare, power plays a large role in
the building of therapeutic relationships, as there is a dif-
ference between the user and provider in their capacity
to engage in a relationship. The provider’s perception of
the user’s mental capacity and the reality displayed by
users is misaligned. The best description of this observa-
tion named the mental capacity of the user as a change-
able state, not a permanent one. This highlights the lack
of transferability of medical models into mental health-
care and should be reflected in frameworks that aim to
explain the process of user-provider partnerships in men-
tal healthcare [46].

Change processes involving users call for personal flex-
ibility, as these partnerships influence the professional
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role. Changing the traditional doctor-patient role divi-
sion is needed because providers need to stop seeing a
user as a patient, but rather as an active professional part-
ner. This change perception demands personal flexibility
of the provider. A proposed manner in which this percep-
tion can be changed was by seeing users as a resource to
be utilised. This personal flexibility needs to be extended
to dealing with each other, as in the in the context of
SMIs, the mental state of the user has an impact on both
parties. This also means that services need to be flexible
in dealing with these changing situations.

The findings of this study show that there is gap
between how providers see themselves and how their
users perceive them in the care dyad. This calls for a
cultural change, as it is evident that the focus towards
person-centred care is increasing, but that this gap in
perception prevents care-relationships evolving into
partnerships. The shift towards seeing a patient as a
person is one that asks for a new understanding of the
professional role, as it conflicts with the traditional care
models [46].

The professional is seen as the facilitator for partner-
ships, but the idea of a partnership with a user conflicts
with the emotional distance towards the patient taught
during education [37]. Similar findings can be identified
in the co-production research in non-mental healthcare
provision, where it is stated that professionals have a ten-
dency to shift back to the traditional power and respon-
sibility roles within a co-production relationship [47].
This means that future research could focus on changes
in the professional role needed to allow for user-provider
partnerships.

Certain aspects of the implementation process, such
as respect and communication, were highlighted as bar-
riers and/or facilitators to partnerships; a finding that
is supported by a recent paper by Harrison, et al. [11],
who found that it is often wrongly assumed that the co-
design involving the relevant stakeholders overcomes
implementation problems. They argue, however, that the
co-design process can be used to identify barriers and
facilitators in healthcare provision, an aspect that was
found to be underutilised. The identified barriers from
the current review can therefore aid healthcare provision,
as our focus filled the gap found by [11] by providing bar-
riers and facilitators.

One example of such a facilitator is a change agent, a
well-established concept in implementation science for
healthcare [48, 49]. This change agent has to be being
willing to accept the new responsibility and power differ-
ences between user and provider, because without these
the establishment of a partnership is difficult to achieve
[50, 51]. From the increasing presence of the recovery
movement and concepts of recovery in mental healthcare
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provision, it could be argued that there is an increased
need from users to be an active part of their treatment
and its design [52]. The recovery movement is now
classed as a political movement, where instead of trying
to change the system, its followers have created their own
independent communities of independent care provision
through for example, recovery colleges [53]. Profession-
als working in the field will therefore need to adapt their
professional role to this increasing presence of person-
centredness in care, if they want to be able to keep pro-
viding the services needed by its clientele.

Limitations

As with all scoping reviews, the full scope of the field of
research may not have been identified because of time
limitations, nevertheless, the breadth of data sources
can be sufficient to get a good overview of the current
field. Even though titles were double screened by the
researcher, a second reviewer might have had differing
views that could have expanded the scope and reduced
selection bias. The triangulation method and negative
case identification should, however, support the cred-
ibility of the findings. Furthermore, during an initial
literature search terminology relevant to the field was
searched for, from this search it became evident that the
field of research looking into user partnerships is frag-
mented and broad, therefore not all relevant terminology
might have been identified.

The inductive approach of the conventional content
analysis allowed the reviewers to consider all aspects
of the topic with very limited preconceived ideas, but
it also meant that this review was limited in testing
towards previously suggested models for user participa-
tion [1, 9, 54]. Furthermore, it meant not using a stand-
ard charting form through the process, as the codes are
derived from the data [21]. This meant that there is less
structure in the meaning units derived from the papers
across all papers, limiting the comparability of results to
a larger number of papers. To increase the transferabil-
ity of results, a review with a critical realistic approach
evaluating existing models could be done.

Conclusion
Based on the current findings, it is clear that more
research is needed in the field of user-provider partner-
ships. The first steps towards co-desiging of services can
be found, but the field remains scattered in terms of a
unified terminology on what a partnership is. Within
mental healthcare, we have found that a functioning part-
nership could be defined as follows:

A working relationship where user and provider com-
municate open and honestly with each other to achieve
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the mutual goals in decision making, where full support
from the stakeholders in the organisation is provided.
For this, a formalised partnership agreement is drawn
up, where the expectations of both parties are described
in detail. These involve boundary conditions of how to
communicate with each other and what goals to achieve,
but also how to ensure a good work-life balance for the
provider and rules on how to act regarding the mental
state of the user. This formal agreement should serve as
the basis of equality for working in partnership to reach
mutual goals in health service provision.
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