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Objective: Shared decision making is widely recognized to facilitate ef-
fective health care. The purpose of this study was to assess the applica-
bility and usefulness of a scale to measure the presence and extent of
shared decision making in clinical decisions in psychiatric practice.
Methods: A coding scheme assessing shared decision making in general
medical settings was adapted to mental health settings, and a manual
for using the scheme was created. Trained raters used the adapted scale
to analyze 170 audio-recordings of medication check-up visits with ei-
ther psychiatrists or nurse practitioners. The scale assessed the level of
shared decision making based on the presence of nine specific ele-
ments. Interrater reliability was examined, and the frequency with
which elements of shared decision making were observed was docu-
mented. The association between visit length and extent of shared deci-
sion making was also examined. Resulis: Interrater reliability among
three raters on a subset of 20 recordings ranged from 67% to 100%
agreement for the presence of each of the nine elements of shared de-
cision making and 100% for the agreement between provider and con-
sumer on decisions made. Of the 170 sessions, 128 (75%) included a
clinical decision. Just over half of the decisions (53%) met minimum cri-
teria for shared decision making. Shared decision making was not re-
lated to visit length after the analysis controlled for the complexity of
the decision. Conclusions: The rating scale appears to reliably assess
shared decision making in psychiatric practice and could be helpful for
future research, training, and implementation efforts. (Psychiatric Ser-
vices 63:779-784, 2012; doi: 10.1176/appi.ps.201 100496)
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hared decision making is a col-
Slaborative process between a
provider and a consumer of
health services that entails sharing in-
formation and perspectives and com-
ing to an agreement on a treatment
plan (1,2). This collaborative process
is viewed as central to high-quality,
patient-centered health care and has
been identified as one of the top ten
elements to guide the redesign of
health care (3). Shared decision mak-
ingis also a growing area of interest in
psychiatry, particularly in the treat-
ment of severe mental illnesses (4-7).
However, to study shared decision
making and ensure its widespread
use, tools are needed to assess
whether core elements are present.
We have adapted for use in mental
health settings a widely used tool for
evaluating shared decision making.
The tool is based on the work of
Braddock and colleagues (8-13).
This coding scheme is comprehen-
sive and takes into account both
providers” and consumers’” input. Al-
though we considered using the OP-
TION scale, another reliable ap-
proach to coding observed medical
visits (14,15), its scoring is based
solely on the provider’s behavior.
Given the important role consumers
should play in the decision-making
process (2,16), an ideal scoring sys-
tem should also account for active
consumer involvement.
The purpose of this study was to as-
sess the applicability to psychiatric
visits of the coding system developed
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by Braddock and colleagues. We test-
ed interrater reliability and docu-
mented the frequency with which el-
ements of shared decision making
were observed. Given concerns about
time constraints as potential barriers
for shared decision making in psychi-
atry (7) and the general medical field
(17), we also explored whether visits
with high levels of shared decision
making would take more time.

Methods

Study design and sample

Our sample included audio-record-
ed psychiatric visits from three prior
studies that took place between Sep-
tember 2007 and April 2009. Partici-
pants were individuals with prescrib-
ing privileges (psychiatrists and
nurse practitioners) and adult con-
sumers in community mental health
centers in Indiana or Kansas. Study 1
was an observational study of 40 psy-
chiatric visits (four providers and ten
consumers each) that examined how
consumers with severe mental illness
may be active in treatment sessions
(16). Study 2 was a randomized in-
tervention study that examined the
impact of the Decision Support Cen-
ter (18) to improve shared decision
making in medication consultations.
We used audio-recordings made at
baseline, before the intervention
(three providers and 98 consumers).
Study 3 was an observational study of
psychiatric visits with one provider
and 48 consumers. The sample in-
cluded eight providers (five psychia-
trists and three nurse practitioners)
and 186 consumers. Because of
recording difficulties, audio-record-
ings were usable for 178 consumers.
All audio-recordings were tran-
scribed, deidentified, and checked
for accuracy.

The consumer sample was predom-
inantly Caucasian (N=92, 54%), with
a large percentage of African Ameri-
cans (N=67, 39%) and a small per-
centage reporting another race
(N=11, 7%). Approximately half were
male (N=89, 52%), and the
mean+SD age was 43.6+11.2 years.
Diagnoses included schizophrenia
spectrum disorders (N=93, 55%),
bipolar disorder (N=37, 22%), major
depression (N=25, 15%), and other
disorders (N=15, 9%).
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Measures

Background characteristics. In study
1, participants reported demographic
characteristics on a survey form be-
fore the recorded visit, and providers
reported psychiatric diagnoses. In
studies 2 and 3, demographic charac-
teristics and diagnoses were obtained
from a statewide automated informa-
tion database.

Shared decision making. We adapt-
ed the Elements of Informed Deci-
sion Making Scale (10). This scale is
used with recordings or transcripts
from medical visits. Trained raters
identify whether a clinical decision is
present (that is, a verbal commitment
to a course of action addressing a clin-
ical issue) and classify the type of de-
cision as basic, intermediate, or com-
plex. Basic decisions are expected to
have minimal impact on the con-
sumer, high consensus in the medical
community, and clear probable out-
comes and to pose little risk (for ex-
ample, deciding what time to take a
medication). Intermediate decisions
have moderate impact on the con-
sumer, wide medical consensus, and
moderate uncertainty and may pose
some risk to the consumer (for exam-
ple, prescribing an antidepressant).
Complex decisions may have exten-
sive impact on the consumer and un-
certain outcomes or controversy in
the medical literature (or both) and
may pose a risk to consumers (for ex-
ample, prescribing clozapine). For
each decision, raters determine the
presence of nine elements: con-
sumer’s role in decision making, con-
sumer’s context (how the problem or
decision may affect the consumer’s
life), the clinical nature of the deci-
sion, alternatives, pros and cons, un-
certainties or the likelihood of suc-
cess, assessment of the consumer’s
understanding, consumer’s desire to
involve others in the decision, and as-
sessment of the consumer’s prefer-
ences. Each element is rated as 0 (ab-
sent), 1 (partial; brief mention of the
topic), or 2 (complete; reciprocal dis-
cussion, with both parties comment-
ing). Items are summed for an overall
score ranging from O to 18. Here we
use the term SDM-18 for the sum of
items.

Braddock and colleagues (8) also
described a minimum level of deci-

sion making based on the presence of
specific elements according to the
complexity of a decision. For basic
decisions, minimum criteria for
shared decision making include the
clinical nature of the decision (ele-
ment 3) and either the consumer’s
desired role in decision making (ele-
ment 1) or the consumer’s prefer-
ence (element 9). For intermediate
decisions, minimum criteria for
shared decision making additionally
require presentation of alternatives
(element 4), discussion of pros and
cons of the alternatives (element 5),
and assessment of the consumer’s un-
derstanding (element 7). Complex
decisions require all nine elements.
Here we use the term SDM-Min for
the minimum criteria for shared de-
cision making. The coding system de-
veloped by Braddock and colleagues
has been used with high reliability in
several studies of decision making
with primary care physicians and sur-
geons (8-10,12).

Adapting the measure for psychia-
try. Initially we developed a code-
book from published descriptions
(8-10) and later reviewed the code-
book developed by Braddock and col-
leagues for further clarification. An
initial team (a psychologist, psychia-
trist, health communication expert,
and two research assistants) read
transcripts of individual sessions, ap-
plied codes, and met to develop ex-
amples from the transcripts. This was
an iterative process of coding by indi-
viduals followed by consensus discus-
sions between them. We kept all nine
elements, but we added a code to al-
ternatives (element 4) to classify
whether nonmedication alternatives
were discussed. We believed this to
be important because medications
can interfere with other activities that
consumers undertake to maintain
wellness (18). We also added ratings
to assess who initiated each element
(to better identify consumer activity)
and an overall rating to classify the
level of agreement about the decision
between the provider and consumer
(for example, full agreement of both
parties, passive or reluctant agree-
ment by the consumer or provider,
and disagreement by the consumer or
provider). These aspects are not part
of the overall shared decision-making

PSYCHIATRIC SERVICES ¢ ps.psychiatryonline.org ¢ August 2012 Vol. 63 No. 8



score, but they provide descriptive in-
formation. Once we achieved reliable
agreement, we trained two additional
raters, who used the codebook with
the initial transcripts. Throughout
this process, we modified the manual,
adding clarifications and additional
examples as appropriate.

Coding procedures

To ensure that raters would be blind
to the setting, all transcripts were giv-
en a random identification number,
and identifying information was re-
moved. Each rater coded the tran-
scripts on his or her own. To maintain
consistent coding, we distributed a
transcript every two weeks, to be cod-
ed by all raters, which was followed
by a consensus discussion.

Data analyses

We evaluated interrater agreement
among three coders (a psychologist
and two research assistants) for 20
randomly selected transcripts. Agree-
ment was assessed by both percent-
age agreement and Gwet’s agreement
coefficient (AC1) (19). Although the
kappa statistic is often used, it does
not correct for chance agreement and
is difficult to use with multiple raters
(19). Gwet’s AC1 allows for the exten-
sion to multiple raters and multiple
category responses and adjusts for
chance agreement and misclassifica-
tion errors. On the basis of other work
with AC1 (20), coefficients above .8
can be considered to indicate strong
agreement; coefficients in the range

of .6 to .8 indicate moderate agree-
ment, and those in the range of .3 to
.5 indicate fair agreement. We also
present the percentage agreement,
because all possible response cate-
gories were not necessarily observed
in the 20 recordings, which can leave
corresponding cell frequencies emp-
ty. Thus interpretations of interrater
agreement involve both percentage
agreement and ACI.

We present descriptive data on
SDM-18, SDM-Min, who initiated
each element, and the overall agree-
ment between the provider and con-
sumer in the decision. We also exam-
ined the relationship between shared
decision-making scores and session
length, controlling for the level of de-
cision complexity. These analyses in-
volved partial correlation for SDM-18
scores and analysis of covariance for
SDM-Min.

All procedures for this study were
approved by the institutional review
board at Indiana University—Purdue
University Indianapolis.

Results

Interrater reliability across the ele-
ments of shared decision making was
strong (Table 1). Percentage agree-
ment ranged from 67% (discussion of
the consumer’s role in decision mak-
ing) to 100% (discussion of the con-
sumer’s goal and context). The AC1
statistic was moderate to strong for all
elements (AC1=.68-97) except the
consumer’s role in decision making
(AC1=.51). Agreement on who initi-

ated each element ranged from 73%
(consumer’s context) to 100% (discus-
sion of the clinical nature of the deci-
sion). AC1 statistics were moderate to
strong, ranging from .66 to .97. There
was 100% agreement among raters on
the level of agreement between con-
sumer and provider regarding the de-
cision (that is, full agreement of both,
passive or reluctant agreement by ei-
ther, and disagreement by either).
Overall, 128 of the 170 sessions
(75%) contained a clinical decision.
Only one visit contained two clearly
separate clinical issues that resulted
in decisions; the decisions were
scored separately, and the first deci-
sion was included in these analyses.
Types of decisions included stopping
a medication (ten sessions, 8%),
adding a medication (23 sessions,
18%), changing the time or adminis-
tration of a previously prescribed
medication (23 sessions, 18%),
changing the dosage of a medication
(35 sessions, 27%), deciding not to
change a medication when an alterna-
tive was offered (51 sessions, 40%), or
deciding on a nonmedication alterna-
tive (63 sessions, 49%). More than
one of these decisions may have been
present in the same discussion. How-
ever, we coded the elements of
shared decision making on the basis
of the overall discussion because of
the highly related nature of the deci-
sions (for example, decreasing one
medication and adding a new medica-
tion to address a symptom). Overall,
in terms of the nature of the deci-

Table 1

Interrater reliability between three raters on nine elements of shared decision making during medication check-up visits,
by percentage agreement and by Gwet’s agreement coefficient (AC1)

Presence of element

Who initiated element

Percentage Percentage
Element agreement AC1* 95% CI agreement ACI* 95% CI
1. Discussion of the consumer’s role in decision making 67 51 29-73 83 78 61-.95
2. Discussion of the consumer’s goal and the context of the decision 100 — — 73 .66 47-.85
3. Discussion of the clinical issue or nature of the decision 97 97 .90-1.00 100 — —
4. Discussion of the alternatives 9 .89 77-1.00 93 .93 .83-1.00
4a. Nonmedication alternative present (yes or no) 87 74 50-.97 83 .76 58-.95
5. Discussion of the pros and cons relevant to the decision 88 88 .74-1.00 88 87 .72-1.00
6. Discussion of uncertainties associated with the decision 75 72 .54-.89 97 97 .90-1.00
7. Assessment of the consumer’s understanding 77 .68 49-.88 87 .8 .62-.98
8. Assessment of the consumer’s desire for others” input 83 79 .63-.95 87 .84 .69-.98
9. Exploration of the consumer’s preference 87 85 .71-98 77 .68 49-.88
4 The ACI statistic is not produced for perfect agreement because no uncertainty is involved.
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Table 2

Elements of shared decision making observed during 128 medication check-up visits and who initiated them?

Absent Partial Complete
(score=0) (score=1) (score=2) Provider Consumer
Element N % N % N % N % N %
1. Discussion of the consumer’s role in decision making 54 42 54 42 20 16 72 97 2 3
2. Discussion of the consumer’s goal and context of the decision 1 1 9 7 118 92 43 34 84 66
3. Discussion of the clinical issue or nature of the decision 22 17 25 20 81 63 96 91 10 9
4. Discussion of the alternatives 4 3 50 39 74 58 103 83 21 17
4a. Nonmedication alternative present (no=0, yes=2) 57 45 — — 71 56 44 62 27 38
5. Discussion of the pros and cons relevant to the decision 38 30 39 31 51 40
Discussion of the pros 48 76 15 24
Discussion of the cons 58 74 20 26
6. Discussion of uncertainties associated with the decision 57 45 35 27 36 28 69 97 2 3
7. Assessment of the consumer’s understanding 67 52 52 41 9 7 41 67 20 33
8. Assessment of consumer’s desire for others’ input 115 90 5 4 8 6 11 85 2 15
9. Exploration of the consumer’s preference 17 13 39 31 72 56 76 69 35 32

* A score of partial indicates brief mention of the topic, and a score of complete indicates reciprocal discussion, with both parties commenting.

sions, 59 were basic (46%), 67 were
intermediate (52%), and only two
were rated as complex (2%).

The frequencies of observed ele-
ments of shared decision making and
who initiated them are shown in
Table 2. The element most often
scored as having a complete discus-
sion (score of 2) was the consumer’s
goal and context of the decision—that
is, how his or her life was affected by
the clinical concern (92%). A score of
complete was also frequently given to
discussions of the clinical nature of
the decision (63%), alternatives to ad-
dress the concern (58%; notably over
half of these also included nonmed-
ication alternatives), and the con-
sumer’s preference (56%). Elements

that were least often scored as com-
plete were assessment of the con-
sumer’s desire for others™ input (6%)
and assessment of the consumer’s un-
derstanding (7%). In terms of who
initiated the discussion of the ele-
ments, the provider was the primary
initiator of all elements but one. Con-
sumers most often initiated a discus-
sion about the context of the clinical
concern (in 66% of such discussions).

Agreement between provider and
consumer was high. A total of 101
decisions (79%) were rated as being
made with the provider and con-
sumer in full agreement. The con-
sumer was rated as passively or re-
luctantly agreeing in 19 decisions
(15%), and the provider was rated as

Table 3

Visit length, extent of shared decision making observed (SDM-18), and
proportion of visits with a minimum level of shared decision making

(SDM-Min), by decision complexity?

Basic Intermediate and

decisions complex decisions

(N=59) (N=69)

Test

Variable M SD M SD statistic df P
Visit len%th (minutes) 14.8 7.5 18.4 6.0 t=—2.91 109 .01
SDM-18 8.2 3.0 11.1 2.9 t=—5.63 126 <.001
SDM-Min (%) 61 46 X2:2.74 1 .098

&

Basic decisions: minimal impact on the consumer, high consensus in the medical community, and

clear probable outcomes; pose little risk. Intermediate decisions: moderate impact on the con-
sumer, wide medical consensus, and moderate uncertainty; may pose some risk. Complex deci-
sions: possible extensive impact on the consumer and uncertain outcomes or controversy in the

medical literature; may pose a risk.

b possible scores range from 0 to 18, with higher scores indicating greater shared decision making.
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passively or reluctantly agreeing in
eight decisions (6%). No decisions
were observed in which the con-
sumer or provider disagreed with the
final decision.

Finally, we examined the length of
the visit in relation to shared decision
making (Table 3). The mean length of
visits was 16.8+7.0 minutes (range
three to 36 minutes) and the mean
SDM-18 was 9.7+3.3 (range two to
17). The bivariate Pearson correlation
between visit length and SDM-18 was
low (r=.25, df=124, p<.01). However,
after the analysis controlled for the
complexity of the decision, the partial
correlation between visit length and
SDM-18 was no longer significant.
Minimum shared decision making
was present in 61% of basic decisions
and in 46% of intermediate or com-
plex decisions. Analysis of covariance
revealed no significant effect of
SDM-Min on visit length, when the
analysis controlled for the level of
complexity of the decision.

Discussion

The rating scale for shared decision
making appears to be a reliable tool
for assessing the level of shared deci-
sion making in psychiatric visits. Our
raters achieved moderate to strong
levels of agreement on individual ele-
ments of shared decision making,
who initiated them, and the overall
agreement between provider and
consumer. In addition, the codebook
created from this work, with exam-
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ples from actual psychiatric visits,
could be a useful tool for others seek-
ing to measure shared decision mak-
ing in psychiatric practice.

In terms of individual items, the el-
ement with the lowest reliability—
rated fair—was the consumer’s role in
decision making. This may be a func-
tion of our scoring procedures. While
scoring, we were aware that either
this element or the consumer’s pref-
erence could count toward minimum
levels of decision making for basic or
intermediate decisions. In our con-
sensus meetings we often discussed
whether particular quotes from a
transcript should be included as evi-
dence for a role in decision making or
for a preference about the decision.
Because either would count toward
minimum decision making, we were
less concerned about lack of agree-
ment on the item pertaining to the
consumer’s role. To increase ease of
use of the scale and to enhance relia-
bility, we recommend integrating
these items—for example, by count-
ing a discussion of role itself as partial
credit for an overall item on explo-
ration of the consumer’s preference; a
“complete” score would also require
some discussion of preference in ad-
dition to role.

We found that consumers and
providers were in full agreement in
79% of the decisions, at least as
judged by raters on the basis of state-
ments in the transcripts. We have no
way to determine how consumers or
providers perceived the decisions. In
addition, although overall agreement
on the course of treatment appeared
strong, just over half of the decisions
(53%) met minimum criteria for
shared decision making. When exam-
ined by decision complexity, 61% of
the basic decisions met minimum cri-
teria, compared with only 46% of the
intermediate or complex decisions.
These rates were similar to those in a
sample of orthopedic surgery patients
(10) and higher than those in a mixed
sample of patients in primary care
and surgery settings (8), although
they are certainly less than ideal.

Notably, our sample of decisions, as
well as the prior samples (8,10), rarely
contained an assessment of the con-
sumer’s understanding or a discussion
of the consumer’s desired role in de-

cision making or the desired role of
others in helping with the decision.
These appear to be important areas
for growth in order to ensure a truly
shared and fully informed decision-
making process. Other elements that
were {requently absent (absent in
30% or more of the decisions) were
discussion of uncertainties regarding
the decision and discussion of the
pros and cons of the decision. The ab-
sence of these elements is particular-
ly concerning in the context of inter-
mediate and complex decisions. Tools
such as written or electronic decision
aids can enhance consumer involve-
ment in and knowledge about treat-
ment decisions (21). In psychiatric
settings, electronic decision tools ap-
pear particularly promising (22,23).
We found that the consumer’s con-
text was discussed in nearly all deci-
sions, and in 92% of the decisions the
discussion was rated as complete,
with reciprocal sharing of informa-
tion. Mental health care providers
generally address psychosocial as-
pects of clinical problems and of
treatment. On one hand, the high rate
of discussion of the consumer’s con-
text is a positive finding because, at
least in our sample, one element of
shared decision making was being in-
corporated almost all the time. On
the other hand, given the high level of
scoring, this item may not meaning-
fully distinguish among decisions. If
this item focused more specifically on
consumer goals (rather than on the
broader life context), it might be
more sensitive to important variations
in practice. A shift to explicit atten-
tion to consumer goals would be con-
sistent with recovery—oriented princi-
ples of care (18,24). In addition, it
may be useful to code both for broad-
er context as well as for specific con-
sumer goals (for example, the con-
sumer wants to work and is con-
cerned about sedating side effects).
In our adaptation of the coding sys-
tem for shared decision making, we
added a rating to describe who initiat-
ed each element as a potential way to
identify how active consumers were
in the decision-making process. In
this sample, consumers appeared to
be the primary initiator of discussions
regarding life context, whereas
providers were the primary initiators
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of all other elements. The elements in
which consumers appeared some-
what active (initiating more than 30%
of the discussions) included discus-
sion of nonmedication alternatives,
checking the consumer’s understand-
ing, and stating preferences. Had we
rated the clinician’s behavior alone,
such as with the OPTION scale (14),
we may have missed some of these as-
pects of shared decision making. In
addition, these elements may be
fruitful areas on which to focus efforts
to increase consumers’ partnership
with providers—for example, by de-
veloping interventions to coach peo-
ple with mental illness to ask more
questions (25).

Shared decision making was corre-
lated with longer visit time. Goss and
colleagues (26), who used the OP-
TION scale, found that high shared
decision making was correlated with
longer visits. However, they did not
control for the complexity of the deci-
sion. In our sample, intermediate and
complex decisions took more time
than basic decisions. After the analy-
sis accounted for complexity, shared
decision making was not related to
visit length, a finding consistent with
findings of Braddock and colleagues
(8,10). Physicians frequently cite the
time needed for shared decision mak-
ing as an obstacle to adopting this ap-
proach (17), and the finding that it
was not related to visit length pro-
vides further support for the feasibili-
ty of implementing shared decision
making in psychiatric settings.

We adapted Braddock and col-
leagues’ scale to assess shared decision
making in psychiatric visits by using a
convenience sample of audio-record-
ed and transcribed visits in communi-
ty mental health settings. The sample
was small and included providers who
were willing to be audio-recorded,
some of whom had recently entered a
study to enhance shared decision mak-
ing. Thus the rates of shared decision
making observed in this sample may
not generalize to other consumers and
providers. It is notable, however, that
even in this willing sample, rates of
shared decision making were still
modest. Further work is needed in
more diverse samples to fully establish
generalizability of the rating system. In
addition, although reliability was
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strong and the scale appears applica-
ble to psychiatric settings, we were not
able to test criterion-related validity of
the scale—for example, the extent to
which scores predicted consumer sat-
isfaction, treatment concordance, or
other possible outcomes of a more
shared process of decision making.
Future studies could also examine pre-
dictors and possible moderators of
shared decision making in longitudinal
designs. For example, how long the
consumer has been seeing the same
provider and how long the particular
problem has been addressed could al-
ter the frequency of the shared deci-
sion-making elements observed.

Conclusions

The adapted shared decision-making
scale worked well in a psychiatric
context, with strong interrater relia-
bility. Although further research is
needed, this scale is a promising ap-
proach to measuring shared decision
making in psychiatric visits and an im-
portant step in advancing the study
and application of shared decision
making in mental health care.
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