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Objective: Shared decision making (SDM) is a health com-
munication model that may be particularly appealing to
service users with serious mental illnesses, who often
want to be involved in making decisions about their mental
health care. The purpose of this systematic review was to
describe and evaluate participant, intervention, methodo-
logical, and outcome characteristics of SDM intervention
studies conducted within this population.

Methods: Systematic searches of the literature through
April 2020 were conducted and supplemented by hand
searching of reference lists of identified studies. A total of
53 independent studies of SDM interventions that were
conducted with service users with serious mental illnesses
and that included a quantitative or qualitative measure of
the intervention were included in the review. Data were
independently extracted by at least two authors.

Results: Most studies were conducted with middle-age,
male, White individuals from Western countries.

Serious mental illness is defined as a long-term disability
attributable to a mental condition that interferes with employ-
ment, interpersonal relationships, activities of daily living, and
self-care and that is characterized by repeated psychiatric
hospitalizations (1). Service users with serious mental ill-
nesses, such as psychotic or affective disorders, highly value
the opportunity to be involved in decision making about their
treatment (2-5). However, such involvement occurs less often
in practice than what is desired because of systemic, treat-
ment provider, and service user factors, including time con-
straints during the clinical encounter, concerns about the
ability of service users to participate in decision making, and
self-stigma (6).

Shared decision making (SDM) is an effective health com-
munication model that may enhance service users’ knowledge
about their conditions and treatment options and facilitate
through a variety of means improved treatment decision
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Interventions fell into the following categories: decision
support tools only, multicomponent interventions involv-
ing decision support tools, multicomponent interventions
not involving decision support tools, and shared care
planning and preference elicitation interventions. Most
studies were randomized controlled trials with sufficient
sample sizes. Outcomes assessed were diverse, spanning

decision-making constructs, clinical and functional,
treatment engagement or adherence, and other
constructs.

Conclusions: Findings suggest important future directions
for research, including the need to evaluate the impact of
SDM in special populations (e.g., young adults and racial-
ethnic minority groups); to expand interventions to a
broader array of decisions, users, and contexts; and to
establish consensus measures to assess intervention
effectiveness.
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making between service users, treatment providers, and other
stakeholders (7, 8). For example, decision aids (DAs), or

HIGHLIGHTS

e Shared decision—-making interventions are associated
with a number of positive outcomes in the general
health care literature and are increasingly being studied
among service users with serious mental illnesses.

e This systematic review identified current trends and
gaps in the delivery and analysis of shared
decision—-making interventions for service users with
serious mental illnesses.

e Understanding what is needed to advance the science
and practice of shared decision making in this
population is critical for promoting person-centered
mental health care.
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decision support tools, are a common type of SDM interven-
tion that help service users and providers make informed,
values-consistent treatment decisions by describing, compar-
ing, and discussing treatment options (9). Other SDM
approaches typically include decision coaching, guidance,
and motivational and self-management strategies (10, 11).
SDM interventions have been applied to a variety of health
conditions and treatment-related decisions and have yielded
positive effects such as reducing decisional conflict, improving
knowledge of health conditions and relevant treatments,
enhancing decision quality, and increasing acceptance of rec-
ommended treatment (12, 13). Although less common in men-
tal health, SDM interventions have been developed for service
users who experience serious mental illnesses, targeting
choices about psychotropic medication (14, 15) and other deci-
sions (e.g., family involvement in care [16]).

A growing recognition of the promise of SDM interven-
tions for service users with serious mental illnesses has led
to opportunities to examine their characteristics and out-
comes across individual studies. Hauser and colleagues
(17) conducted a systematic review of controlled clinical
trials to examine the effect of SDM on patient-relevant,
disease-
specific outcomes. That review included only three studies
conducted with service users with schizophrenia and indi-
cated mixed findings about whether participation in SDM
improves patient-relevant outcomes in this population. In
a systematic review and meta-analysis of 11 randomized
controlled trials (RCTs) of SDM in psychosis, Stovell and
colleagues (18) found a small effect of SDM on empower-
ment but no significant effects on the service
user-provider relationship or decision-making ability. In
a systematic and scoping review that included 31 studies,
Zisman-Ilani et al. (11) highlighted the heterogeneity of
SDM tools and interventions for service users with mental
health conditions, including those with serious mental
illnesses, and described their associated outcomes.
Zisman-Ilani et al. (11) also developed a typology of SDM
components, including provision of information, discus-
sion about patient preferences and values, communication
skills training, shared care planning, facilitation of patient
motivation, and goal setting. These reviews made impor-
tant contributions to the literature, but they either focused
on specific outcomes or included service users with and
without serious mental illnesses. A more comprehensive
review of SDM interventions for people with serious
mental illnesses is needed to advance work in this area
by identifying trends, and possible gaps, in delivery and
evaluation.

The purpose of the present systematic review was to
describe and evaluate studies related to SDM interventions
for service users with serious mental illnesses. We aimed to
address three primary questions about the evidence base for
SDM in this population. What are the characteristics of partic-
ipants in these interventions? How have the interventions
been implemented? How might outcomes vary by
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intervention type? As such, our review was designed to pro-
vide an account of the state of the science, lessons for devel-
opment and implementation of SDM interventions and
tools, and possible areas for future discovery.

METHODS

Search Strategy and Selection Criteria
We followed the PRISMA statement and checklist (19) for
reporting guidance of the review process. To identify studies
to include or consider for this systematic review, we worked
with a medical librarian to develop detailed search strategies
for each database. The search strategy was piloted in PubMed
Legacy (National Library of Medicine) and was applied to
Embase (Elsevier), Web of Science (Clarivate Analytics), Psyc-
INFO (EbscoHost), and Applied Social Sciences Index and
Abstracts (Proquest) by using a combination of keywords
and subject headings. A gray-literature search included the
American Psychological Association’s PsycNet. (A list of
search terms is available in an online supplement to this arti-
cle.) The search was limited to the English language (the pri-
mary language of the review team) and articles published
since 1980, because this was around the time when the con-
cept of SDM began to appear in the academic literature (8).
The original search was completed on July 11, 2018, and
was updated on April 15, 2020. The reference lists of included
articles were also hand searched for other potential studies.
Two authors (E.CT., Y.Z.-1.) screened the titles and
abstracts of all identified articles to determine which full texts
should be accessed and evaluated. They then cross-screened
10% of the included full-text articles to ensure consistency
in the selection process, dividing up the screening of the
remainder of full-text articles after a high level of agreement
was achieved (>80%) and discussing all discrepancies to con-
sensus. Articles were included in the review if they met all the
following criteria: all participants were service users with seri-
ous mental illnesses, as defined by the Substance Abuse and
Mental Health Services Administration (1); interventions
included “elements of discussion or communication of health
information between a provider and patient or caregiver, and
aimed to enhance patient participation, involvement, or self-
determination in decisions about the guiding or planning of
treatment” (11); studies of decision support tools or DAs
were included only when they were used as part of an
appointment, meeting, or consultation between providers
and service users or caregivers; article types included all
except review papers, editorials, development papers, proto-
col papers, and survey studies of views, perceptions, or atti-
tudes toward SDM; studies included quantitative or
qualitative measures assessing the process or outcomes of
interventions. Articles were excluded if participants, interven-
tions, or article types did not meet these criteria.

Data Extraction
Data extraction was performed independently by at least two

authors who used a data dictionary. Characteristics of each
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study’s participants (e.g., country of origin and demographic
characteristics), experimental intervention (e.g., intervention
name and components, format, duration or frequency, type
of interventionist, setting, and intended user or users [service
user, other supporter, or mental health provider]), methods
(e.g., study design and quality), and outcomes (e.g., constructs
and time points assessed) were recorded. Classification of
intervention components was informed by Zisman-Ilani and
colleagues’ (11) typology, and intervention components
included DAs and decision support tools that elicited shared
care planning, elicited preferences, facilitated patient motiva-
tion, and involved decision coaching, decision guidance, or
communication skills training. Interventions were subse-
quently grouped into decision support tools only, multicom-
ponent interventions involving decision support tools,
multicomponent interventions not involving decision support
tools, and shared care planning and preference elicitation
interventions. We followed Perestelo-Perez et al. (20) in cate-
gorizing decision-making outcomes into SDM antecedents,
SDM process, and SDM outcomes; all other outcomes were
grouped on the basis of patterns that emerged in the data. If
primary versus secondary outcomes were specified by study
authors, only primary outcomes were extracted; for studies
in which this information was not provided, all outcomes
were extracted. Discrepancies were discussed to reach con-
sensus. Data were synthesized with count and frequency
statistics.

Risk of Bias and Study Quality

Risk of bias for each study that included quantitative data was
independently evaluated by pairs of researchers within the
author team by using the Cochrane Collaboration Risk-
of-Bias tool (21). Study quality of each study that included
qualitative data was independently rated by an author pair
by using the Critical Appraisal Skills Program (CASP) qualita-
tive checklist tool (22). Mixed-methods studies were evalu-
ated with the use of both tools. Discrepancies were resolved
by discussion until consensus was reached. Given that this
research evaluated only preexisting data and did not involve
interaction with human subjects, it did not require ethics
committee approval by our institutions.

RESULTS

Study Selection

The systematic database search resulted in 15,358 records
(including 98 grey-literature records) (see PRISMA flow dia-
gram in the online supplement). After removal of duplicate
records, 11,711 eligible records were exported to Covidence
(at https://www.covidence.org), the recommended systematic
review platform by Cochrane Reviews. In total, 59 published
records of 53 separate studies were included in this review.
Characteristics of the methods, participants, and interven-
tions of the included studies are summarized in a table in
the online supplement (23-78).
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Participant Characteristics

Participants represented many nationalities, because studies
were conducted in the United States (25 studies resulting in
29 published records) (14-16, 24, 28-32, 34, 36, 41-43, 45, 49,
51,52, 55, 56, 62, 64, 65, 68-70, 73, 75, 78), the United Kingdom
(10 studies, 12 records) (26, 33, 40, 50, 53, 54, 57, 58, 66, 67, 71,
74), Germany (six studies/records) (25, 35, 37, 59-61), the
Netherlands (four studies/records) (38, 39, 46, 47), Australia
(two studies/records) (44, 63), Japan (two studies/records)
(27, 72), Saudi Arabia (one study/record) (23), Finland (one
study/record) (77), Israel (one study/record) (48), and across
multiple countries (one study/record) (76). Six studies (eight
records) (27, 42, 44, 62, 70, 73, 75, 77) were conducted with
young adults between the ages of 18 and 30, and 47 studies
(51 records) (14-16, 23-26, 28-41, 43, 45-61, 63-69, 71, 72, 74,
76, 78) evaluated SDM interventions primarily among middle-
and older-age adults with serious mental illnesses. Half of the
studies included more male than female participants. Of the
studies that reported information on the racial and ethnic
background of participants (N=26), most included predomi-
nantly White participants. The mean percentages of partici-
pants in other racial and ethnic categories were relatively
small in these studies (Black, 37%; Asian, 3%; Native Ameri-
can, 1%; multiracial, 3%; and Hispanic/Latinx, 16%). Psychiat-
ric diagnoses of participants included schizophrenia spectrum
disorders and other primary psychotic disorders (e.g., schizo-
phrenia and delusional disorder) in 38 studies, affective disor-
ders (e.g., bipolar disorder and major depression) in 36
studies, anxiety disorders (e.g., posttraumatic stress disorder)
in nine studies, personality disorders (e.g., borderline person-
ality disorder) in nine studies, and unspecified serious mental
illness in three studies.

Intervention Characteristics

Studies explored a range of SDM interventions. Five studies
were of decision support tools only, which focused on psychi-
atric medication (15, 23, 26), treatment options for depression
(24), or questions to ask during an outpatient clinical encoun-
ter (25). Twenty-three studies described multicomponent
interventions involving decision support tools. Of these, the
most frequently evaluated intervention (in eight studies)
was CommonGround, a computerized decision support cen-
ter staffed by peer specialists and intended to be used in prep-
aration for psychiatric medication consultation meetings (14,
28, 30-32, 34, 43, 45). Other interventions in this category
also focused on decisions related to psychiatric medications
(35, 36, 40, 42), psychiatric rehabilitation services (48), smok-
ing cessation (29), or selection of mental health treatment
options in primary or outpatient psychiatric care settings
(27, 33, 37-39, 41, 44, 46, 47). Seventeen studies (21 records)
were of multicomponent interventions not involving decision
support tools (16, 49-68). Most commonly, interventions in
this category were designed to elicit service users’ preferences
for future mental health treatment, including joint crisis plan-
ning and facilitated psychiatric advance directives (53-58,
66, 67). Finally, 10 studies were of interventions focused

Psychiatric Services 72:11, November 2021


https://www.covidence.org
http://ps.psychiatryonline.org

exclusively on shared care planning and service user prefer-
ence elicitation (69-78). These interventions did not include
decision support tools or other SDM components, such as
coaching or guidance. For example, two of these studies
were of Open Dialogue, an approach to engage young adults
with early psychosis in SDM with treatment providers and
other supporters 73, 77).

Most interventions were delivered in a face-to-face format,
with many also including either paper or electronic materials;
one intervention was delivered by telephone only (61). When
the intended duration of the intervention was reported (in 44
studies), it ranged from a single session to up to 3 years. Most
commonly, interventions were delivered by mental health
providers (e.g., psychiatrists or therapists), sometimes in con-
cert with a peer specialist, and in some cases they were deliv-
ered by a trained research assistant or primary care provider.
Most interventions were implemented in outpatient settings,
six were delivered in inpatient settings, and five within pri-
mary care. Interventions were intended to be used by service
users and mental health providers in 30 studies (57%); service
users only in 12 studies (23%); service users, mental health
providers, and other supporters in five studies (9%); service
users and other providers (e.g., pharmacists and primary
care physicians) in three studies (6%); and service users and
other supporters (e.g., family members) in three studies (6%).

Study Designs and Characteristics

Twenty-six studies (29 records) (49%) were RCTs, 17 (32%)
were quasi-experimental studies, and five (9%) were natural-
istic studies. Eighteen studies (20 records) (34%) were quali-
tative or had a qualitative component. Sample sizes ranged
from 12 to 3,379 participants.

Risk of Bias and Study Quality

Risk-of-bias ratings of quantitative studies and study quality
ratings of qualitative studies were calculated (see online sup-
plement). For quantitative studies, the “allocation con-
cealment,” “blinding of participants and personnel,” and
“blinding of outcome assessment” items of the Cochrane Col-
laboration Risk-of-Bias tool (21) received the highest percent-
age of high-risk ratings (53%, 27 records; 88%, 45 records; and
53%, 27 records, respectively), and the “selective reporting”
item received the lowest percentage of high-risk ratings
(4%, N=2). “Other bias” was noted in 8% (N=4) of studies,
for reasons including selection bias, internal validity concerns,
and implementation issues. For qualitative studies, the great-
est percentage of studies (50%, N=10) failed to satisfy the fol-
lowing item of CASP qualitative checklist tool: “has the
relationship between researcher and participants been ade-
quately considered” (22). However, we noted that most of
the qualitative studies (=80%, at least 16 studies) provided a
clear statement of the research, justified the use of qualitative
methods, used an appropriate design to achieve the study
aims, used an appropriate recruitment strategy, appropriately
attended to ethical issues, and provided a clear statement of
findings.
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Outcomes

Nine studies collected data at a single time point (e.g., after
exposure to the intervention), 21 used a pre-post design or
otherwise collected data at two time points, 18 included
follow-up assessments ranging from 4 weeks to 5 years after
exposure to the intervention, and the remaining five studies
used a data collection procedure that was ongoing throughout
the study period (Table 1).

Outcome characteristics of quantitative studies that com-
pared differences between experimental and control groups
(if multigroup) or that examined change over time (if single
group) are summarized in Table 1. Although process and out-
come measures were variable across studies, we describe pat-
terns in the findings across intervention types.

Decision Support Tools Only

Decision support tools were associated with positive findings
related to SDM outcomes (i.e., decisional conflict [15]) and
treatment engagement or adherence (23). Evidence was
mixed about their impact on the SDM process (i.e., treatment
satisfaction [23, 25] or perceived involvement in decision mak-
ing [24]) and other outcomes (i.e., beliefs about medication
[23], length of clinical encounter [25], and other feasibility out-
comes [24]). Studies did not detect differences between exper-
imental and control groups in terms of SDM antecedents (i.e.,
participation preferences or decision self-efficacy [25, 26]) or
mental health or functional outcomes (i.e., depression symp-
tom severity or quality of life [23]).

Multicomponent Interventions Involving Decision Support
Tools

Evidence was limited regarding the impact of multicompo-
nent interventions involving decision support tools on SDM
antecedents (i.e., service users’ decision-making preferences
[40, 43]), except for one study that found a favorable effect
on decision self-efficacy in the experimental group (48). In
terms of SDM process, five studies reported a positive impact
on service user involvement in decision making (37, 40, 43, 44,
48), and one study failed to find an effect of the intervention
on patient-centered communication (28). Mixed findings also
pertained to SDM outcomes (i.e., decisional conflict [38-40,
44], perceived effectiveness of the decision-making process
[27], satisfaction with the decision [41], and knowledge about
treatment options [48]), treatment engagement or adherence
(31, 35, 37, 41, 42, 45, 48), mental health outcomes (i.e., symp-
toms [35, 37,41, 43, 48]), and other outcomes (i.e., smoking ces-
sation outcomes [29], psychiatrists’ adherence to clinical
practice guidelines [36, 42], length of clinical encounter [37],
attitudes toward medication, cost-effectiveness [40], side
effects [42], and service user activation [43]). Negative find-
ings pertained to service user—provider relationships (40)
and global functioning (35).

Qualitative studies reported favorable attitudes toward
CommonGround among both mental health providers and
service users (14, 30, 34). Another qualitative study noted
favorable attitudes toward and comfort engaging in SDM
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among  service participating in  depression

treatment (33).

users

Multicomponent Interventions Not Involving Decision
Support Tools

Three studies found positive effects associated with multi-
component interventions not involving decision support
tools on functional outcomes (i.e., global functioning [52,
63], residential and employment status [49], and quality of
life [52]). There was mixed evidence about their impact on
SDM antecedents (i.e., decision-making competence [55],
decision-making preferences [59, 68], and decision self-
efficacy [59]). Mixed findings also pertained to SDM process
(i.e., treatment satisfaction [52, 56, 59, 64, 68] and responsi-
bility for decision-making [59]), SDM outcomes (i.e., deci-
sional conflict [64], decision-making skills and knowledge
[68], and knowledge about mental health [65]), mental health
(i.e., psychiatric symptoms [16, 52, 59, 65, 68], perceived
recovery and mental health [16, 63, 68], and hospitalizations
[53, 61, 66, 67]), and other outcomes (ie., treatment costs
[52], family involvement in treatment [16], attitudes toward
medication, health locus of control [59], self-management
[63], stigma beliefs [65], and implementation outcomes
[68]). Three studies failed to find an effect of these interven-
tions on treatment engagement or adherence (59, 60, 67).
One study did not detect significant differences in service
user-provider relationships (59).

Qualitative analysis of the content of advance directives
and joint crisis plans revealed how service users may use these
tools to disclose crisis symptoms, request respectful and com-
passionate treatment, and express preferences for medication,
hospitalization, and medical care (54, 56, 57). Two qualitative
studies identified barriers to implementation of joint crisis
planning and collaborative care from the perspective of pro-
viders and service users (50, 58).

Shared Care Planning and Preference Elicitation Inter-
ventions

One study found that shared care planning and preference
elicitation interventions were associated with improved
SDM outcomes (i.e., knowledge of care plan [78]). Evidence
was mixed about the impact of these interventions on SDM
process (i.e., perceived autonomy support [70, 74] and treat-
ment satisfaction [72, 78]), mental health (i.e., psychiatric
symptoms [73, 77] and hospitalizations [77]), and functional
outcomes (i.e., level of functioning [73], quality of life [76],
and employment status [77]). One study of this intervention
type found no significant differences in SDM antecedents
(i.e., decision self-efficacy [73]). Another study found no dif-
ferences in other outcomes (i.e., duration of untreated psy-
chosis [77]).

A qualitative study of service users’ experiences with early
intervention in psychosis services reported that a focus on
shared care planning and preference elicitation, especially
regarding medication, was considered to facilitate engagement
and adherence (75). Another qualitative study of SDM on an
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inpatient psychiatric unit generally supported feasibility of
implementation (71).

DISCUSSION

Summary of Evidence

This review provides a comprehensive account of the state of
the science related to SDM interventions for service users
with serious mental illnesses. It expands on findings from pre-
vious reviews and meta-analyses by describing participant,
intervention, and methodological characteristics across stud-
ies and illuminating the range of outcomes assessed and
reported.

Study samples were relatively homogeneous. As we
assessed on the basis of the available data, most studies
were conducted with middle-age, male, and White individuals
from Western countries. Disproportionately fewer studies
were conducted with young adults. It should be noted that
many studies, especially those conducted outside the United
States, did not report race and ethnicity data, precluding the
ability to draw conclusions about the potential role of these
factors on outcomes of SDM interventions among service
users with serious mental illnesses. This is important, because
problems with provider bias, literacy, and provider mistrust
are particularly pronounced among individuals from racial
and ethnic minority backgrounds in other service user popu-
lations, which may limit the degree to which these individuals
can engage in SDM (79-82).

Consistent with the review by Zisman-Ilani and colleagues
(11), our review found that a variety of SDM interventions
have been tested among service users with serious mental ill-
nesses. With the exception of studies of CommonGround and
joint crisis planning, few interventions were the focus of more
than one study. Many interventions focused specifically on
medication-related decisions, with some exceptions targeting
other decisions (e.g., goal setting, treatment planning, smoking
cessation, and family involvement in care). Most interventions
were delivered in a face-to-face format by mental health pro-
viders in outpatient settings. Peer specialists cofacilitated the
decision-making process in a subset of studies, most often by
assisting individuals with using digital decision support tools
and providing educational and motivational support. Inter-
vention duration was highly variable, with decision support
tools and joint crisis planning and advance directives having
the shortest duration and CommonGround having the longest.
Most interventions were designed to support SDM between
mental health providers and service users.

Our review points to an established and maturing literature
on SDM interventions for service users with serious mental
illnesses. Approximately half of the quantitative studies
were RCTs with sufficient sample sizes, and many qualitative
studies fulfilled a large proportion of quality appraisal criteria.
However, methodological limitations were noted. More than
half of the studies collected data at a single time point or
used a pre-post design, limiting the ability to determine
longer-term impacts of SDM interventions on outcomes.
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Issues with blinding, selection bias, internal validity, and
implementation were also noted. Furthermore, many studies
were lacking sufficient detail about methodology, making
quality appraisal more challenging. This was especially true
regarding outcome reporting of quantitative studies and
data analysis procedures of qualitative studies. These findings
call for the development of guidelines for reporting SDM
intervention studies for this population.

As noted in the review by Perestelo-Perez and colleagues
(20) of measurement of SDM interventions in mental health,
outcome constructs and measures were highly variable across
the studies reviewed here. Commonly assessed were involve-
ment in decision making (most often measured subjectively
according to service users’ perspectives), decisional conflict,
service users’ satisfaction with care planning processes or
treatment, psychiatric symptoms, and medication or treat-
ment adherence. Other outcomes included quality of life,
functioning, therapeutic relationships, psychiatric hospitaliza-
tions, and implementation outcomes.

It is no surprise that given this diversity of outcomes
and the range of interventions evaluated, findings across
studies were mixed. However, an examination of patterns
in findings across the studies points to possible benefits
associated with specific types of interventions. For exam-
ple, consistent with findings by Zisman-Ilani et al. (11),
this review found that decision support tools yielded pos-
itive effects only on treatment engagement or adherence in
a single RCT and on SDM outcomes (i.e., decisional con-
flict) in another. Studies of multicomponent interventions
involving decision support tools consistently showed pos-
itive impacts on service user involvement in decision mak-
ing; most were quasi-experimental in nature. Also similar
to the findings of Zisman-Ilani et al. (11), this review found
that multicomponent interventions that did not involve
decision support tools yielded positive effects on func-
tional outcomes across various study designs, with many
studies also reporting favorable effects for SDM anteced-
ent, process, and outcome variables (e.g., decision-
making competence and preferences, treatment satisfac-
tion, and decisional conflict). Finally, preference
elicitation and shared care planning interventions gave pos-
itive effects only on SDM outcomes (i.e., knowledge) in a sin-
gle RCT; findings were mixed in other outcome domains. In
accordance with Stovell et al. (18), no intervention types
clearly yielded benefits regarding service user-provider rela-
tionships. One possible explanation for these mixed findings
is that only some of these interventions improved service
user—provider communication, and thus they had limited
impact on later health outcomes. Of course, these findings
may also be attributable to methodological factors (e.g., var-
iability in measurement tools, study design, and sample char-
acteristics), rather than to intervention effectiveness, and
should be interpreted with caution. Future comparative
effectiveness research and meta-analytic studies might fur-
ther examine which SDM interventions work best in relation
to these outcomes.
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Limitations

Several limitations to this review merit discussion. First, we
did not contact study authors to determine whether additional
articles should be included. Furthermore, studies of person-
centered interventions that were not characterized with
terms such as “SDM,” “decision aids,” or “decision support”
may not have been identified by our search. Therefore, it is
possible that relevant articles were missed. However, the com-
prehensiveness of the search strategy bolstered our confi-
dence that key studies were identified. Second, because
many interventions were multicomponent treatments, it was
not possible to isolate the effect of specific components on
outcomes. Future dismantling studies may be especially useful
for this purpose. Finally, although the comprehensiveness of
this review allowed for inclusion of multiple study designs
and may be considered a strength, drawing conclusions across
controlled and noncontrolled trials requires careful consider-
ation of variability in methodological rigor. Furthermore,
because the heterogeneity of measures, settings, and sample
characteristics precluded use of meta-analysis on the full
data set (83), the purpose of this review was to provide a
descriptive account of the SDM literature and not to synthe-
size data for analysis. Consequently, judgments about effec-
tiveness were based solely on the detection of statistically
significant differences in outcomes and did not account for
effect size. We urge caution in the interpretation of the
reported positive and negative findings, and we encourage
researchers to subject subsets of similar studies from this
review to meta-analysis.

CONCLUSIONS

Results from this systematic review highlight important areas
for future research and practice. First, although the relative
homogeneity of sample characteristics across the reviewed
studies enhances our understanding for whom the evidence
base for SDM is built upon, it suggests that additional research
is needed to test the effectiveness of SDM interventions
among special populations. In particular, young adults with
serious mental illnesses are a difficult-to-engage group and
may especially benefit from participation in SDM (84, 85).
Indeed, most of the reviewed quantitative studies that were
conducted primarily with young adults reported positive find-
ings (42,44, 62, 70, 73), and a qualitative study concluded that
young people considered SDM to be an engagement facilitator
(75). Future studies should focus on developing, adapting, and
testing SDM tools for young adults with serious mental illness,
especially to elucidate impacts on engagement and other out-
comes. Additionally, the effectiveness of SDM among service
users with serious mental illnesses from racial-ethnic minor-
ity backgrounds should be a priority in future research, given
the combination of underrepresentation of people from these
backgrounds in current research and their relatively higher
needs for these kinds of interventions.

Second, this review uncovered current trends in SDM
intervention delivery, as well as some significant gaps. Many
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interventions were targeted to specific decisions, users, and
contexts. Interventions that are broadly generalizable to the
variety of treatment and living decisions that service users
with serious mental illnesses encounter (48, 86, 87) are a pri-
ority for future development. Given that family members of
people with serious mental illnesses are an important source
of support and want to be more meaningfully involved in mak-
ing treatment decisions (88), additional interventions to facil-
itate triadic decision making among service users, mental
health providers, and other supporters are needed. Recent
advancements in integrated care and digital mental health
technologies for people with serious mental illnesses
(89-92) support the use of SDM interventions outside tradi-
tional mental health settings, but this will likely require spe-
cialized training of both health care providers and service
users in order to promote the implementation and usability
of these interventions. For instance, primary care providers,
pharmacists, and other providers with relatively little mental
health training may especially need instruction in the commu-
nication skills needed to effectively engage individuals who
have cognitive challenges in decision making (93). Some ser-
vice users may need additional support to build computer
and mobile phone literacy to readily use digital SDM interven-
tions (94). A combination of high- and low-tech strategies may
maximize reach.

Third, given the diversity of outcomes assessed and range
of measures used across the reviewed studies, an important
step in more definitively determining the impact of SDM
interventions among service users with serious mental ill-
nesses is the establishment of consensus measures that can
be routinely used in outcome studies (20). On the basis of
this review, candidate measures might include (but should
not be limited to) the Decisional Conflict Scale (95), Client
Satisfaction Questionnaire (96), Autonomy Preference Index
(97), nine-item Shared Decision Making Questionnaire-Psy
(98), Observed Patient Involvement in Decision Making scale
(99), Brief Psychiatric Rating Scale (100), and Medication
Adherence Questionnaire (101). The constructs measured by
the instruments in this list are diverse, which indicates that
the field has yet to identify the outcomes that are primary tar-
gets of SDM interventions for this population. In addition,
most of the listed measures are based on self-report. Although
the service user perspective is perhaps the most important to
assess, objective measurement (especially of service user
involvement in decision making) is needed to supplement
and corroborate service user perceptions.

Finally, the SDM definition is broad, and several studies
use the terms “shared decision making,” decision aids,” or
“decision support tools” to describe the actual use of clinical
decision-making tools (or clinical decision support tools).
Although some similarity to SDM in providing information
may exist, it is important to emphasize the following differ-
ence: whereas SDM-related tools focus on facilitating discus-
sion to achieve a mutual decision, clinical decision-making
tools focus on providing information to support decisions,
mostly made by providers or by service users alone (102, 103).
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This review reflects a global interest in SDM interventions
for service users with serious mental illnesses. By identifying
trends and gaps across study samples, interventions, method-
ologies, and outcomes, we hope to inspire future research that
will advance science and practice in this vitally important
area.

AUTHOR AND ARTICLE INFORMATION

Department of Social and Behavioral Sciences, Temple University, Phila-
delphia (Thomas, Salzer, Zisman-llani); Department of Social Work,
University of British Columbia, Okanagan (Ben-David); Mental Illness
Research, Education and Clinical Center, U.S. Department of Veterans
Affairs (VA) Desert Pacific, San Diego (Treichler); Department of Psychi-
atry, University of California, San Diego, La Jolla (Treichler); Ginsburg
Health Sciences Library, Temple University, Philadelphia (Roth); Division
of Behavioral Health Services and Policies, New York State Psychiatric
Institute, New York City (Dixon). Editor Emeritus Howard H. Goldman,
M.D., Ph.D., served as decision editor on the manuscript. Send corre-
spondence to Dr. Thomas (elizabeth.thomas@temple.edu).

The contents of this article were developed with assistance from grant
KO8 MH-116101 from the National Institute of Mental Health and with
support from the VA Office of Academic Affiliations and grant
51K2RX003079-02 from the VA Office of Rehabilitation Research and
Development. The authors acknowledge Jacob Brintzenhoff, M.L.LS.,
for assistance with updating the systematic review search.

The contents are solely the responsibility of the authors and do not nec-
essarily represent the official views of the National Institutes of Health or
the VA, and endorsement by the federal government should not be
assumed.

The authors report no financial relationships with commercial interests.

Received June 10, 2020; revisions received November 13 and December
17,2020; accepted December 22,2020; published online August 9, 2021.

REFERENCES

1. Behind the Term: Serious Mental Illness. Rockville, MD, Sub-
stance Abuse and Mental Health Services Administration,
National Registry of Evidence-based Programs and Practices,
2016

2. Patel SR, Bakken S, Ruland C: Recent advances in shared
decision making for mental health. Curr Opin Psychiatry 2008;
21:606-612

3. Davidson L, Roe D, Stern E, et al: If T choose it, am I more likely to
use it? Int J Pers Cent Med 2012; 2:3

4. Hamann J, Leucht S, Kissling W: Shared decision making in psy-
chiatry. Acta Psychiatr Scand 2003; 107:403-409

5. Adams JR, Drake RE, Wolford GL: Shared decision-making pref-
erences of people with severe mental illness. Psychiatr Serv 2007;
58:1219-1221

6. Alguera-Lara V, Dowsey MM, Ride J, et al: Shared decision mak-
ing in mental health: the importance for current clinical practice.
Australas Psychiatry 2017; 25:578-582

7. Stacey D, Légaré F, Lewis K, et al: Decision aids for people facing
health treatment or screening decisions. Cochrane Database Syst
Rev 2017; 4:CD001431

8. Charles C, Gafni A, Whelan T: Shared decision-making in the
medical encounter: what does it mean? (or it takes at least two
to tango). Soc Sci Med 1997; 44:681-692

9. Wieringa TH, Rodriguez-Gutierrez R, Spencer-Bonilla G, et al:
Decision aids that facilitate elements of shared decision making
in chronic illnesses: a systematic review. Syst Rev 2019; 8:121

10. Stacey D, Kryworuchko J, Belkora J, et al: Coaching and guidance

with patient decision aids: a review of theoretical and empirical
evidence. BMC Med Inform Decis Mak 2013; 13(suppl 2):S11

ps.psychiatryonline.org 1297


mailto:elizabeth.thomas@temple.edu
http://ps.psychiatryonline.org

SHARED DECISION-MAKING INTERVENTIONS FOR SERVICE USERS WITH SERIOUS MENTAL ILLNESSES

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21

22.

23.

24.

25.

26.

27.

28.

29.

30.

Zisman-Ilani Y, Barnett E, Harik J, et al: Expanding the concept
of shared decision making for mental health: systematic search
and scoping review of interventions. Ment Health Rev J 2017;
22:191-213

Nicholas Zdenkowski, Butow P, Tesson S, et al: A systematic
review of decision aids for patients making a decision about treat-
ment for early breast cancer. Breast 2016; 26:31-45

Boss EF, Mehta N, Nagarajan N, et al: Shared decision making and
choice for elective surgical care: a systematic review. Otolaryngol
Head Neck Surg 2016; 154:405-420

Deegan PE, Rapp C, Holter M, et al: A program to support shared
decision making in an outpatient psychiatric medication clinic.
Psychiatr Serv 2008; 59:603-605

LeBlanc A, Herrin J, Williams MD, et al: Shared decision making
for antidepressants in primary care: a cluster randomized trial.
JAMA Intern Med 2015; 175:1761-1770

Dixon LB, Glynn SM, Cohen AN, et al: Outcomes of a brief pro-
gram, REORDER, to promote consumer recovery and family
involvement in care. Psychiatr Serv 2014; 65:116-120

Hauser K, Koerfer A, Kuhr K, et al: Outcome-relevant effects of
shared decision making. Dtsch Arztebl Int 2015; 112:665-671
Stovell D, Morrison AP, Panayiotou M, et al: Shared treatment
decision-making and empowerment-related outcomes in psycho-
sis: systematic review and meta-analysis. Br J Psychiatry 2016;
209:23-28

Moher D, Liberati A, Tetzlaff J, et al: Preferred Reporting Items
for Systematic Reviews and Meta-Analyses: the PRISMA state-
ment. PLoS Med 2009; 6:e1000097

Perestelo-Perez L, Rivero-Santana A, Alvarez-Perez Y, et al: Mea-
surement issues of shared decision making in mental health: chal-
lenges and opportunities. Ment Health Rev J 2017; 22:214-232
Higgins JPT, Altman DG, Getzsche PC, et al The Cochrane Col-
laboration’s tool for assessing risk of bias in randomised trials.
BMJ 2011; 343:d5928

CASP Checklist. Oxford, United Kingdom, Critical Appraisal
Skills  Programme, 2018. https://casp-uk.net/wp-content/
uploads/2018/01/CASP-Qualitative-Checklist-2018.pdf

Aljumah K, Hassali MA: Impact of pharmacist intervention on
adherence and measurable patient outcomes among depressed
patients: a randomised controlled study. BMC Psychiatry 2015;
15:219

Barr PJ, Forcino RC, Dannenberg MD, et al: Healthcare Options
for People Experiencing Depression (HOPExD): the development
and pilot testing of an encounter-based decision aid for use in pri-
mary care. BMJ Open 2019; 9:e025375

Hamann J, Maris N, Iosifidou P, et al: Effects of a question prompt
sheet on active patient behaviour: a randomized controlled trial
with depressed outpatients. Int J Soc Psychiatry 2014; 60:227-235
Moncrieff J, Azam K, Johnson S, et al: Results of a pilot cluster
randomised trial of the use of a Medication Review Tool for peo-
ple taking antipsychotic medication. BMC Psychiatry 2016; 16:
205

AokiY, Takaesu Y, Inoue M, et al: Seven-day shared decision mak-
ing for outpatients with first episode of mood disorders among
university students: a randomized controlled trial. Psychiatry
Res 2019; 281:112531

Campbell SR, Holter MC, Manthey TJ, et al: The effect of Com-
monGround software and decision support center. Am J Psy-
chiatr Rehabil 2014; 17:166-180

Chen LS, Baker TB, Korpecki JM, et al: Low-burden strategies to
promote smoking cessation treatment among patients with seri-
ous mental illness. Psychiatr Serv 2018; 69:849-851

Deegan PE, Carpenter-Song E, Drake RE, et al: Enhancing clients’
communication regarding goals for using psychiatric medica-
tions. Psychiatr Serv 2017; 68:771-775

1298 ps.psychiatryonline.org

31

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

Finnerty MT, Layman DM, Chen Q, et al: Use of a Web-based
shared decision-making program: impact on ongoing treatment
engagement and antipsychotic adherence. Psychiatr Serv 2018;
69:1215-1221

Finnerty M, Austin E, Chen Q, et al: Implementation and use of a
client-facing Web-based shared decision-making system
(MyCHOIS-CommonGround) in two specialty mental health
clinics. Community Ment Health J 2019; 55:641-650

Gibson A, Cooper M, Rae J, et al: Clients’ experiences of shared
decision making in an integrative psychotherapy for depression.
J Eval Clin Pract 2020; 26:559-568

Goscha R, Rapp C: Exploring the experiences of client involve-
ment in medication decisions using a shared decision making
model: results of a qualitative study. Community Ment Health J
2015; 51:267-274

Hamann J, Cohen R, Leucht S, et al: Shared decision making and
long-term outcome in schizophrenia treatment. J Clin Psychiatry
2007; 68:992-997

Kreyenbuhl J, Dixon LB, Brown CH, et al: A randomized con-
trolled trial of a patient-centered approach to improve screening
for the metabolic side effects of antipsychotic medications. Com-
munity Ment Health J 2017; 53:163-175

Loh A, Simon D, Wills CE, et al: The effects of a shared decision-
making intervention in primary care of depression: a cluster-
randomized controlled trial. Patient Educ Couns 2007; 67:324—
332

Metz M, Elfeddali I, Veerbeek M, et al: Effectiveness of a multi-
facetted blended eHealth intervention during intake supporting
patients and clinicians in shared decision making: a cluster rand-
omised controlled trial in a specialist mental health outpatient
setting. PLoS One 2018; 13:e0199795

Metz MJ, Veerbeek MA, Twisk JWR, et al: Shared decision-
making in mental health care using routine outcome monitoring:
results of a cluster randomised-controlled trial. Soc Psychiatry
Psychiatr Epidemiol 2019; 54:209-219

Ramon S, Morant N, Stead U, et al: Shared decision-making for
psychiatric medication: a mixed-methods evaluation of a UK
training programme for service users and clinicians. Int J Soc
Psychiatry 2017; 63:763-772

Raue PJ, Schulberg HC, Bruce ML, et al: Effectiveness of shared
decision-making for elderly depressed minority primary care
patients. Am J Geriatr Psychiatry 2019; 27:883-893

Robinson DG, Schooler NR, Correll CU, et al: Psychopharmaco-
logical treatment in the RAISE-ETP study: outcomes of a manual
and computer decision support system based intervention. Am J
Psychiatry 2018; 175:169-179

Salyers MP, Fukui S, Bonfils KA, et al: Consumer outcomes after
implementing CommonGround as an approach to shared deci-
sion making. Psychiatr Serv 2017; 68:299-302

Simmons MB, Batchelor S, Dimopoulos-Bick T, et al: The Choice
project: peer workers promoting shared decision making at a
youth mental health service. Psychiatr Serv 2017; 68:764-770
Stein BD, Kogan JN, Mihalyo MJ, et al: Use of a computerized
medication shared decision making tool in community mental
health settings: impact on psychotropic medication adherence.
Community Ment Health J 2013; 49:185-192

Tasma M, Roebroek LO, Liemburg EJ, et al: The development and
evaluation of a computerized decision aid for the treatment of
psychotic disorders. BMIC Psychiatry 2018; 18:163

van der Krieke L, Emerencia AC, Boonstra N, et al: A Web-based
tool to support shared decision making for people with a psy-
chotic disorder: randomized controlled trial and process evalua-
tion. J Med Internet Res 2013; 15:216

Zisman-Ilani Y, Roe D, Elwyn G, et al: Shared decision making for
psychiatric rehabilitation services before discharge from psychi-
atric hospitals. Health Commun 2019; 34:631-637

Psychiatric Services 72:11, November 2021


https://casp-uk.net/wp-content/uploads/2018/01/CASP-Qualitative-Checklist-2018.pdf
https://casp-uk.net/wp-content/uploads/2018/01/CASP-Qualitative-Checklist-2018.pdf
http://ps.psychiatryonline.org

49.

50.

51

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

Anthony WA, Ellison ML, Rogers ES, et al: Implementing and
evaluating goal setting in a statewide psychiatric rehabilitation
program. Rehabil Couns Bull 2014; 57:228-237

Baker E, Gwernan-Jones R, Britten N, et al: Refining a model of
collaborative care for people with a diagnosis of bipolar, schizo-
phrenia or other psychoses in England: a qualitative formative
evaluation. BMC Psychiatry 2019; 19:7

Bauer MS, McBride L, Williford WO, et al: Collaborative care for
bipolar disorder: part I. intervention and implementation in a
randomized effectiveness trial. Psychiatr Serv 2006; 57:927-936

Bauer MS, McBride L, Williford WO, et al: Collaborative care for
bipolar disorder: part II. impact on clinical outcome, function,
and costs. Psychiatr Serv 2006; 57:937-945

Barrett B, Waheed W, Farrelly S, et al: Randomised controlled
trial of joint crisis plans to reduce compulsory treatment for peo-
ple with psychosis: economic outcomes. PLoS One 2013; 8:74210
Borschmann R, Trevillion K, Henderson RC, et al: Advance state-
ments for borderline personality disorder: a qualitative study of
future crisis treatment preferences. Psychiatr Serv 2014; 65:
802-807

Elbogen EB, Swanson JW, Appelbaum PS, et al: Competence to
complete psychiatric advance directives: effects of facilitated
decision making. Law Hum Behav 2007; 31:275-289

Elbogen EB, Van Dorn R, Swanson JW, et al: Effectively imple-
menting psychiatric advance directives to promote self-
determination of treatment among people with mental illness.
Psychol Public Policy Law 2007; 13:273-288

Farrelly S, Brown G, Rose D, et al: What service users with psy-
chotic disorders want in a mental health crisis or relapse: the-
matic analysis of joint crisis plans. Soc Psychiatry Psychiatr
Epidemiol 2014; 49:1609-1617

Farrelly S, Lester H, Rose D, et al: Barriers to shared decision
making in mental health care: qualitative study of the Joint Crisis
Plan for psychosis. Health Expect 2016; 19:448-458

Hamann J, Mendel R, Meier A, et al: “How to speak to your psy-
chiatrist”: shared decision-making training for inpatients with
schizophrenia. Psychiatr Serv 2011; 62:1218-1221

Hamann J, Parchmann A, Sassenberg N, et al: Training patients
with schizophrenia to share decisions with their psychiatrists: a
randomized-controlled trial. Soc Psychiatry Psychiatr Epidemiol
2017; 52:175-182

Hiérter M, Dirmaier J, Dwinger S, et al: Effectiveness of
telephone-based health coaching for patients with chronic condi-
tions: a randomised controlled trial. PLoS One 2016; 11:e0161269
Kreyenbuhl JA, Medoff DR, McEvoy JP, et al: The RAISE Con-
nection Program: psychopharmacological treatment of people
with a first episode of schizophrenia. Psychiatr Serv 2016; 67:
1300-1306

Lawn S, Battersby MW, Pols RG, et al: The mental health expert
patient: findings from a pilot study of a generic chronic condition
self-management programme for people with mental illness. Int J
Soc Psychiatry 2007; 53:63-74

Paudel S, Sharma N, Joshi A, et al: Development of a shared deci-
sion making model in a community mental health center. Com-
munity Ment Health J 2018; 54:1-6

Sanchez K, Killian MO, Eghaneyan BH, et al: Culturally adapted
depression education and engagement in treatment among His-
panics in primary care: outcomes from a pilot feasibility study.
BMC Fam Pract 2019; 20:140

Sutherby K, Szmukler GI, Halpern A, et al: A study of “crisis
cards” in a community psychiatric service. Acta Psychiatr Scand
1999; 100:56-61

Thornicroft G, Farrelly S, Szmukler G, et al: Clinical outcomes of
Joint Crisis Plans to reduce compulsory treatment for people
with psychosis: a randomised controlled trial. Lancet 2013; 381:
1634-1641

Psychiatric Services 72:11, November 2021

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

8L

82.

83.

84.

85.

86.

87.

THOMAS ET AL.

Treichler EBH, Avila A, Evans EA, et al: Collaborative decision
skills training: feasibility and preliminary outcomes of a novel
intervention. Psychol Serv 2020; 17:54-64

Ben-Zeev D, Scherer EA, Gottlieb JD, et al: mHealth for schizo-
phrenia: patient engagement with a mobile phone intervention
following hospital discharge. JMIR Ment Health 2016; 3:e34
Browne J, Penn DL, Bauer DJ, et al: Perceived autonomy support
in the NIMH RAISE Early Treatment Program. Psychiatr Serv
2017; 68:916-922

Burn E, Conneely M, Leverton M, et al: Giving patients choices
during involuntary admission: a new intervention. Front Psychi-
atry 2019; 10:433

Ishii M, Okumura Y, Sugiyama N, et al: Feasibility and efficacy of
shared decision making for first-admission schizophrenia: a ran-
domized clinical trial. BMC Psychiatry 2017; 17:52

Gordon C, Gidugu V, Rogers ES, et al: Adapting Open Dialogue for
early-onset psychosis into the US health care environment: a fea-
sibility study. Psychiatr Serv 2016; 67:1166-1168

Lovell K, Bee P, Brooks H, et al: Embedding shared decision-
making in the care of patients with severe and enduring mental
health problems: the EQUIP pragmatic cluster randomised trial.
PLoS One 2018; 13:e0201533

Lucksted A, Essock SM, Stevenson J, et al: Client views of engage-
ment in the RAISE Connection Program for early psychosis
recovery. Psychiatr Serv 2015; 66:699-704

Priebe S, McCabe R, Bullenkamp J, et al: Structured patient-
clinician communication and l-year outcome in community
mental healthcare: cluster randomised controlled trial. Br J Psy-
chiatry 2007; 191:420-426

Seikkula J, Aaltonen J, Alakare B, et al: Five-year experience of
first-episode nonaffective psychosis in Open-Dialogue approach:
treatment principles, follow-up outcomes, and two case studies.
Psychol Res 2006; 16:214-228

Woltmann EM, Wilkniss SM, Teachout A, et al: Trial of an elec-
tronic decision support system to facilitate shared decision mak-
ing in community mental health. Psychiatr Serv 2011; 62:54-60
Hawley ST, Morris AM: Cultural challenges to engaging patients
in shared decision making. Patient Educ Couns 2017; 100:18-24
Nathan AG, Marshall IM, Cooper JM, et al: Use of decision aids
with minority patients: a systematic review. J Gen Intern Med
2016; 31:663-676

Kim SP, Knight SJ, Tomori C, et al: Health literacy and shared
decision making for prostate cancer patients with low socioeco-
nomic status. Cancer Invest 2001; 19:684-691

Mead EL, Doorenbos AZ, Javid SH, et al: Shared decision-making
for cancer care among racial and ethnic minorities: a systematic
review. Am J Public Health 2013; 103:e15-e29

Ryan R: Data Synthesis and Analysis. London, Cochrane Consum-
ers and Communication Review Group, 2013. https://cccrg.
cochrane.org/sites/cccrg.cochrane.org/files/public/uploads/
Analysis.pdf

Dixon LB, Holoshitz Y, Nossel I: Treatment engagement of indi-
viduals experiencing mental illness: review and update. World
Psychiatry 2016; 15:13-20

Salyers MP, Zisman-Ilani Y: Shared decision-making and self-
directed care; in The Palgrave Handbook of American Mental
Health Policy. Edited by Goldman HH, Frank RG, Morrissey JP.
London, Palgrave Macmillan, 2020

Tlach L, Wiisten C, Daubmann A, et al: Information and decision-
making needs among people with mental disorders: a systematic
review of the literature. Health Expect 2015; 18:1856-1872
Storm M, Husebe AML, Thomas EC, et al: Coordinating mental
health services for people with serious mental illness: a scoping
review of transitions from psychiatric hospital to community.
Adm Policy Ment Health 2019; 46:352-367

ps.psychiatryonline.org 1299


https://cccrg.cochrane.org/sites/cccrg.cochrane.org/files/public/uploads/Analysis.pdf
https://cccrg.cochrane.org/sites/cccrg.cochrane.org/files/public/uploads/Analysis.pdf
https://cccrg.cochrane.org/sites/cccrg.cochrane.org/files/public/uploads/Analysis.pdf
http://ps.psychiatryonline.org

SHARED DECISION-MAKING INTERVENTIONS FOR SERVICE USERS WITH SERIOUS MENTAL ILLNESSES

88.

89.

90.

91

92.

93.

94.

95.

Bradley E, Green D: Involved, inputting or informing: “shared”
decision making in adult mental health care. Health Expect
2018; 21:192-200

Karow A, Brettschneider C, Helmut Konig H, et al: Better care for less
money: cost-effectiveness of integrated care in multi-episode patients
with severe psychosis. Acta Psychiatr Scand 2020; 141:221-230
Murphy KA, Daumit GL, Stone E, et al: Physical health outcomes
and implementation of behavioural health homes: a comprehen-
sive review. Int Rev Psychiatry 2018; 30:224-241

Gliddon E, Barnes SJ, Murray G, et al: Online and mobile technol-
ogies for self-management in bipolar disorder: a systematic
review. Psychiatr Rehabil J 2017; 40:309-319

Torous J, Woodyatt J, Keshavan M, et al: A new hope for early
psychosis care: the evolving landscape of digital care tools. Br J
Psychiatry 2019; 214:269-272

Rubio-Valera M, Chen TF, O’Reilly CL: New roles for pharmacists
in community mental health care: a narrative review. Int J Envi-
ron Res Public Health 2014; 11:10967-10990

Berry N, Lobban F, Emsley R, et al: Acceptability of interventions
delivered online and through mobile phones for people who
experience severe mental health problems: a systematic review.
J Med Internet Res 2016; 18:e121

O’Connor AM: Validation of a decisional conflict scale. Med Decis
Making 1995; 15:25-30

1300 ps.psychiatryonline.org

96.

97.

98.

99.

100.

101.

102.

103.

Larsen DL, Attkisson CC, Hargreaves WA, et al: Assessment of
client/patient satisfaction: development of a general scale. Eval
Program Plann 1979; 2:197-207

Ende J, Kazis L, Ash A, et al: Measuring patients’ desire for
autonomy: decision making and information-seeking prefer-
ences among medical patients. J Gen Intern Med 1989; 4:
23-30

Zisman-Ilani Y, Roe D, Scholl I, et al: Shared decision making dur-
ing active psychiatric hospitalization: assessment and psychomet-
ric properties. Health Commun 2017; 32:126-130

Elwyn G, Hutchings H, Edwards A, et al: The OPTION scale:
measuring the extent that clinicians involve patients in
decision-making tasks. Health Expect 2005; 8:34-42

Overall JE, Gorham DR: The Brief Psychiatric Rating Scale
(BPRS): recent developments in ascertainment and scaling. Psy-
chopharmacol Bull 1988; 24:97-99

Morisky DE, Green LW, Levine DM: Concurrent and predictive
validity of a self-reported measure of medication adherence.
Med Care 1986; 24:67-74

Armstrong KA, Metlay JP: Clinical decision making: communi-
cating risk and engaging patients in shared decision making.
Ann Intern Med 2020; 172:688-692

Kon AA: The shared decision-making continuum. JAMA 2010;
304:903-904

Psychiatric Services 72:11, November 2021


http://ps.psychiatryonline.org

	TF14
	TF15
	TF16
	TF17
	TF18
	TF19
	TF20
	TF21
	TF22
	TF23
	TF24
	TF25

