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For philosophical and practical
reasons, there is increasing
emphasis on the incorporation

of the consumer’s preferences into de-
cisions about clinical care (1,2). Con-
sideration of consumers’ preferences
respects the role of the individual who
is receiving care and is also likely to
increase the person’s sustained in-
volvement in care (3,4). In the mental
health field, literature on goal attain-
ment and the working alliance em-
phasizes the importance of agreement
between the consumer and the
provider on the objectives and tasks of
treatment for sustaining involvement
in care and improving outcomes (5–
8). Experience with programs for the
family members of persons who have
schizophrenia suggests that expanding
their understanding of and agreement
on the objectives of treatment also in-
creases the likelihood of good con-
sumer outcomes and sustained in-
volvement in care (9,10).

The literature on goal attainment,
the working alliance, and family inter-
vention is clinically oriented. It focus-
es on the individual consumer and on
achieving agreement within individual
stakeholder sets—that is, the con-
sumer, the consumer’s family, and the
consumer’s providers. However, most
of the literature on preferences in re-
lation to schizophrenia focuses on
agreement between groups of con-
sumers, groups of providers, and
groups of family members rather than
on agreement within the more clinical-
ly relevant stakeholder sets (11–16).

Although a few reports have pro-
vided linked data on service prefer-
ences (17,18), to our knowledge this is
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Objective: This study explored the extent and nature of agreement on
outcome and service priorities between consumers, their providers, and
their family members as well as providers’ and family members’ aware-
ness of consumers’ priorities. Methods: Interviews were conducted with
members of 60 stakeholder sets that included a person with schizo-
phrenia, one of his or her mental health care providers, and one of his
or her family members. Each member of the set ranked seven outcomes
and nine services in order of importance and rated the relative impor-
tance of each. Family members and providers also ranked the outcomes
and services in the order in which they believed the consumer would
rank them. Magnitude-estimation-preference-weight ratios and
Kendall’s rank-order correlation were used to evaluate pairwise (con-
sumer and provider, consumer and family member, and family member
and provider) and within-set agreement. Results: Pairwise and within-
set agreement was low. In general, no more than a third of the pairs
agreed on outcome priorities, and no more than half agreed on service
priorities. In about half of the 60 sets, none of the three pairs agreed on
outcome priorities. Awareness of consumers’ priorities was limited.
Family members’ and providers’ estimates of consumers’ outcome pri-
orities were more similar to their own preferences than to consumers’.
Low rates of agreement were also noted for providers’ estimates of con-
sumers’ service priorities. Within-set agreement was lower than agree-
ment by type of stakeholder. Conclusions: Current goal-setting in non-
research clinical settings is generating neither consensus nor a shared
understanding of consumers’ priorities. Priorities vary widely among
consumers, among providers, and among family members. (Psychiatric
Services 53:724–729, 2002) 



the first published report providing
survey data on within-set agreement
on both outcome and service priorities
of specific individuals with schizophre-
nia. In addition, we present findings
on pairwise agreement (pairs of con-
sumers and providers, pairs of con-
sumers and family members, and pairs
of providers and family members with-
in sets), agreement by type of stake-
holders (all consumers, all providers,
and all family members), and aware-
ness of consumers’ priorities on the
part of family members and providers.

Methods
Study design and participants
We studied 60 sets of stakeholders,
each comprising a consumer with
schizophrenia, a member of the con-
sumer’s family, and one of the con-
sumer’s mental health care providers.
A nonprobability sample of eligible
consumers who were participating in
an ongoing longitudinal study was re-
cruited. Consumers who were
Arkansas residents, were between the
ages of 18 and 70 years, met DSM-IV
criteria for schizophrenia, had both a
family member and a mental health
care provider who were willing to
participate in the study, and had been
in contact with the family member at
least once a month were eligible.

The study was approved by the
joint human research advisory com-
mittee of the University of Arkansas
for Medical Sciences and the Central
Arkansas Veterans Healthcare Sys-
tem. After the participants had re-
ceived a detailed description of the
study and their questions had been
answered, they all provided written
informed consent. Each participant
received $30 as compensation.

Data collection
Data on service and outcome priori-
ties were collected through individual
interviews that used ranking and
magnitude estimation techniques.
These techniques are standard, com-
monly used elicitation methods
(19,20) that are feasible for use with
persons with schizophrenia (14,21–
24). Ranking requires respondents to
place a series of items in order of im-
portance to them. Magnitude estima-
tion requires respondents to indicate
how much more desirable or impor-

tant each item is than a standard
item—in this case, the least impor-
tant item; for example, the respon-
dent might rank an item as two, sev-
en, ten, or 55 times as desirable as the
least important item (25).

The interviews, conducted be-
tween July 1999 and April 2000, used
common scripted procedures for all
types of stakeholders to minimize in-
terviewer bias. To elicit outcome
preferences, a trained research assis-
tant gave each participant a set of sev-
en cards and asked him or her to
place them in order of importance.
Each card described one of the posi-
tive outcomes of treatment listed in
Table 1. Participants were then asked
about the relative importance of each
outcome—magnitude estimation. The
consumers were asked to respond in
terms of how important it was to them
personally to achieve each outcome.
Each consumer’s family member and
provider were asked to answer the
question in terms of how important
they thought it was for the consumer
to achieve the outcome. Analogous

procedures were used to elicit priori-
ties for nine services, also listed in
Table 1. Selection of these seven out-
come and nine service domains was
based on expert consensus on the ma-
jor aspects of an individual’s life that
are affected by schizophrenia and the
basic services required to provide
comprehensive care (26–29).

To evaluate awareness of the con-
sumer’s priorities, the family member
and the provider were asked to rank
the seven outcomes and nine services
in the order they believed the con-
sumer in their set would rank them.   

Classification of agreement
We examined agreement on the out-
come and service priorities separate-
ly, in each case assessing the frequen-
cy of agreement by pairs and within
stakeholder sets. We quantified the
frequency of pairwise agreement on
the outcome rankings by using
Kendall’s rank-order correlation coef-
ficient (tau). Pairs were considered to
agree on outcome priorities if tau was
.429 or greater. Given that there were
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Outcome and service domains rated by 60 consumer-provider-family member setsa

Domains

Outcome domains
Increase energy and interest in doing things
Improve social relations, such as going out and doing things with friends and 

family members
Reduce disturbing and unusual experiences, such as hallucinations (hearing or 

seeing things that other people don’t) and delusions (believing things that aren’t 
true or that other people don’t believe)

Decrease hostility, such as uncontrollable temper outbursts
Reduce the side effects of medications, such as feeling fidgety or stiff
Improve work performance, such as having a job
Increase independent living, such as living in a house or an apartment

Service domains
Regular appointments with a doctor who prescribes and manages your medications
Classes or information about your mental disorder, its symptoms, and treatment
Information or education for your family members about your mental disorder, its 

symptoms, and treatment
Programs or classes to help improve your skills in taking care of yourself, such as

managing money, shopping, and keeping a schedule
Groups or programs that help you improve your social life or family life
Programs to help you find and keep a job
Regular appointments with a doctor who manages your physical health problems
Programs or groups to help you cut down on or stop drinking alcohol or using drugs
A case manager to help you get the benefits and services you need and help you 

make appointments and keep them

a Participants are instructed to put the seven outcomes (printed on cards) in order of importance to
them, starting with the most important and working down to the least important. Once the do-
mains have been ranked, participants are asked to state the magnitude of the differences in im-
portance between the domains (magnitude estimation). The process is then repeated with the nine
services. 



seven outcomes, this cutoff reflects a
one-tailed alpha of .068 and is the
cutoff with the alpha value closest to
the standard alpha of .05 (30). We
used a liberal one-tailed alpha to max-
imize the likelihood of a pair’s being
considered to be in agreement.

We summarized pairwise agree-
ment on outcome weights by using av-
erage magnitude-estimation-prefer-
ence-weight ratios (average MEPRs),
an approach modeled on standard-
ized mortality ratio analysis (31). To
derive a pairwise average MEPR, we
first generated domain-specific stan-
dard magnitude estimation prefer-
ence weights for each stakeholder by
dividing that stakeholder’s rating of
the relative importance of each do-
main by the sum of his or her ratings
for all domains. We then calculated
the ratios of domain-specific weights
(the MEPRs) for each pair and aver-
aged the pair’s seven domain-specific
MEPRs. Pairs with an average out-
come MEPR between .5 and 2 were
considered to agree. An average
MEPR in this range indicates that, on
average, the relative importance one
stakeholder gives to a particular out-
come is no more than twice that given
to it by the other stakeholder.

Pairwise agreement on rankings of
services and their importance
weights was assessed analogously.
Given that there were nine service
items, the cutoff for tau closest to a
one-tailed alpha of .05 was a tau of

.444 or greater (alpha=.06). 
Within-set agreement was summa-

rized in terms of the number of stake-
holder pairs in agreement in a set,
ranging from zero (no pairs in a set in
agreement) to three (all possible pairs
in agreement). This process generat-
ed four measures of within-set agree-
ment: agreement on outcome rank-
ings, agreement on outcome weights,
agreement on service rankings, and
agreement on service weights.   

Because agreement on the relative
importance of each service or out-
come may be less important than
agreement on which items have the
highest priority, we also examined the
frequency with which the top three
priorities reported by the provider
and the family member in a set in-
cluded the consumer’s top priority.  

To explore the frequency with
which within-set agreement can be in-
ferred from aggregate data on linked
groups of consumers, providers, and
family members, we calculated the
mean ranking given to each outcome
by each type of stakeholder. We used
these means to rank-order outcomes
for each type of stakeholder and com-
pared the rankings among the three
types by using Kendall’s rank-order
correlation coefficient. Service rank-
ings for each type of stakeholder were
generated analogously. 

Pairwise and within-set assess-
ments based on rankings were repeat-
ed to evaluate providers’ and family

members’ awareness of consumers’
priorities. For these analyses, we
compared the consumers’ rankings
with the estimates of consumers’
rankings elicited from their providers
and family members.

Results
Sample
The mean±SD age of the consumers
was 47.3±8.2 years (range, 30 to 69
years). Forty-one consumers (68 per-
cent) were men; 34 consumers (57
percent) were European American,
and 26 (43 percent) were African
American. The 60 family members
included parents (27 family mem-
bers, or 45 percent), siblings (16, or
27 percent), spouses or significant
others (eight, or 13 percent), and oth-
er relatives (nine, or 15 percent).

The mean age of the family mem-
bers was 56.4±17.3 years (range, 19 to
89 years). Most were women (51 fami-
ly members, or 85 percent). The racial
distribution of the family members
corresponded to that of the consumers.
The mean±SD age of the 36 providers,
who represented 13 agencies, was
42.9±10.9 years (range, 26 to 68 years).
Twenty-six providers (72 percent) were
women, 30 (83 percent) were Euro-
pean American, 19 (53 percent) held
professional degrees, and 27 (75 per-
cent) participated in a single interview.
The providers had been working with
the consumers in their sets for a mean
duration of 3.9±3.3 years (range, less
than one year to 20 years).

Agreement on outcome priorities
As the data in Table 2 show, the extent
of pairwise agreement on outcome
priorities was low. In general, no
more than a third of the pairs agreed
on priorities, regardless of the types
of stakeholders or the measure of
agreement used. Agreement was low-
est for pairs of consumers and family
members and highest for pairs of
providers and family members, al-
though these differences were not
significant. Within-set agreement was
correspondingly low; in about half of
all the sets, no stakeholder pairs were
in agreement. In only 12 percent of
the sets were two or more pairs in
agreement on ranking. In 22 percent
of the sets, two or more pairs agreed
on relative weights (magnitude esti-
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Agreement on outcome priorities between sets and pairs of consumers, providers,
and family members

Measure of agreement

Rankinga Magnitude es-
(N=60) timationb (N=59)

Type of comparison N % N %

Pairwise
Consumer and provider 13 22 18 30
Consumer and family member 11 18 12 20
Provider and family member 17 28 21 36

Pairs within sets
All pairs 4 7 6 10
Two pairs 3 5 7 12
One pair 23 38 18 30
No pairs 30 50 28 48

a Agreement on the order of importance among outcome domains
b Agreement on the relative importance of each outcome domain



mation). Although rates of agreement
differed by the measure used, the dif-
ferences were not significant.

The consumer’s top outcome prior-
ity was among the top three priorities
of the provider in 35 sets (58 percent),
of the family member in 29 sets (48
percent), and of the provider and the
family member in 18 sets (30 per-
cent). The numbers of sets in which
the consumer’s first and second out-
come priorities were included among
the other stakeholders’ top three pri-
orities were much lower (15 sets, or 25
percent; ten sets, or 17 percent; and
five sets, or 8 percent, respectively).

The mean priority rankings given to
each outcome by each type of stake-
holder are listed in Table 3. The ex-
tent of agreement among the three
types was greater than that within in-
dividual stakeholder sets. Nonethe-
less, several differences stood out. Pro-
viders and family members ranked
housing independence as less impor-
tant and control of side effects as
more important than did consumers.
Family members ranked control of
negative symptoms as more impor-
tant than did either consumers or
providers.   

Agreement on service priorities
Pairwise agreement on service priori-
ties was more frequent than that on
outcome priorities, but fewer than
half of the pairs agreed, regardless of
the type of stakeholders or the agree-
ment measure used. Again, the extent
of agreement was smallest for pairs of
consumers and providers (16 to 25
pairs, or 27 to 42 percent) and great-
est for pairs of providers and family

members (24 to 29 pairs, or 41 to 49
percent), and the differences were not
significant. The extent of within-set
agreement was also greater for service
priorities than for outcome priorities.
In about a third of the sets (16 to 24
sets, or 27 to 41 percent), two or more
pairs agreed; in another third, one
pair agreed (21 to 22 sets, or 36 to 37
percent); and in a final third (13 to 22
sets, or 22 to 37 percent), no pairs
agreed. Differences in rates of agree-
ment by measure of agreement were
not significant.

The consumer’s top service priority
was among the top three priorities of
his or her provider in 25 of 59 sets (42
percent), of his or her family member
in 29 sets (49 percent), and of both the
provider and the family member in 19
sets (32 percent). The consumer’s first
and second priorities were included
among the provider’s top three priori-
ties in 14 sets (24 percent), among the
family member’s top three priorities in
ten sets (17 percent), and among both
stakeholders’ top three priorities in
four sets (7 percent).

Agreement on ranking was greater
among types of stakeholders than
within stakeholder sets. The mean
rankings given to the nine services by
consumers and family members were
virtually identical. Providers ranked
programs that teach self-care skills as
less important than did other stake-
holders, whereas they ranked case
management services and psychoed-
ucation programs as more important.
(Data are available on request.) 

Subgroup analyses
Although not a specific aim of this

study, patterns of agreement were
compared by consumers’ sex, em-
ployment status, race, frequency of
service contact, and housing status.
Patterns did not differ by sex or em-
ployment status. However, the data
suggested that in stakeholder sets in
which the consumer had service con-
tact at least once a month, agreement
between the family member and the
provider was greater. Also, the out-
come and service priorities of
African-American family members
were more likely to diverge from
those of both the consumer and the
provider in their set than was the case
for European-American family mem-
bers, and consumers who lived inde-
pendently were more likely to share
priorities with the family member and
the provider in their set than those
who lived in supervised housing. Al-
though these findings were inconsis-
tent, they merit further investigation.

Awareness of 
consumers’ preferences
Substituting providers’ and family
members’ estimates of consumers’
priorities for the stakeholders’ own
priority rankings had little effect on
the rates of agreement. If anything,
the rates were lower when providers’
and family members’ estimates of
consumers’ priorities were substitut-
ed for the provider’s and family mem-
ber’s own rankings, although the dif-
ferences were not significant.   

On average, a provider’s estimate of
the priority rankings of the consumer
in his or her set was more likely to
agree with the provider’s own prefer-
ences than with the consumer’s priori-
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Mean rankings of outcome priorities for each type of stakeholder

Consumer Provider Family member

Mean Mean Mean
Outcome Prioritya ranking SD Priority ranking SD Priority ranking SD

Positive symptoms 1 3.45 2.18 1 2.03 1.78 1 2.58 2.09
Housing independence 2 3.82 1.89 6 5.22 1.63 6 5.22 1.69
Hostility 3 4.00 1.90 2 3.35 1.79 4 4.07 1.89
Negative symptoms 4 4.02 1.60 4 3.63 1.35 2 3.17 1.39
Social relations 5 4.05 1.87 5 4.12 1.28 7 5.90 1.99
Side effects of medications 6 4.07 2.10 3 3.53 1.80 3 3.83 1.78
Work performance 7 4.60 2.31 7 6.12 1.39 5 5.05 1.93

a 1, most important; 7, least important



ties. Providers’ rankings and their esti-
mates of consumers’ rankings agreed
57 percent of the time for outcome
priorities (34 of 60 pairs) and 76 per-
cent of the time for service priorities
(45 of 59 pairs), whereas providers’
rankings and consumers’ actual rank-
ings were in agreement only 22 per-
cent of the time for outcome priorities
(13 pairs) and 27 percent of the time
for service priorities (16 pairs). Simi-
larly, the rankings of family members’
and their estimates of consumers’
rankings were in agreement 45 per-
cent of the time (24 pairs) for outcome
priorities and 54 percent of the time
(32 pairs) for service priorities, where-
as the rankings of family members and
the rankings of consumers were in
agreement only 18 percent of the time
(11 pairs) for outcome priorities and
37 percent of the time (22 pairs) for
service priorities. For providers, the
differences in outcome rankings and
service rankings were significant (χ2=
15.42, df=1, p<.001 and χ2=28.54, df=
1, p<.001, respectively). For family
members, the differences were signif-
icant for outcome priority rankings
(χ2=9.86, df=1, p=.002) and ap-
proached significance for service pri-
ority rankings (p=.065). 

The consumers’ top outcome prior-
ity was included more frequently
among the providers’ and family
members’ estimates of the con-
sumer’s priorities than among these
stakeholders’ own top three priorities,
but the differences were not signifi-
cant. The pattern for service priorities
was less consistent. Again, the differ-
ences were not significant. 

Discussion and conclusions
Pairs of consumers and providers and
pairs of consumers and family mem-
bers rarely agreed on the relative im-
portance of change in seven outcome
domains. The extent of agreement on
the consumer’s top outcome priorities
was somewhat greater. Agreement on
the relative importance of nine types
of services was greater than agree-
ment on outcome priorities.  

Although the size of the sample se-
verely limited the power of subgroup
analyses, our data suggested that pat-
terns of agreement may differ by con-
sumers’ race, frequency of service con-
tact, and housing status. Potential dif-

ferences by race are particularly worri-
some and warrant further research.

Low rates of stakeholder agree-
ment on priority rankings were ac-
companied by low levels of awareness
of consumers’ priorities. Substitution
of providers’ or family members’ esti-
mates of consumers’ preferences did
not improve pairwise agreement. In-
deed, family members’ and providers’
estimates of consumers’ priority rank-
ings were more similar to their own
rankings than to the consumers’. 

Preference data have most often
been reported as the average ratings
or rankings for stakeholder groups or
types. There is a growing body of lit-
erature on stakeholder group prefer-
ences related to schizophrenia care
(11–16,21). Published studies vary in
terms of the number and nature of
domains covered, the ways in which
the domains are defined, the meas-
urement strategies used, and the
stakeholder groups studied. These
variations make it difficult to compare
findings across studies. It is clear,
however, that not all domains are con-
sidered equal and that different types
of stakeholders place different values
on specific outcomes and services. 

For example, providers tend to val-
ue control of symptoms, medication
management, and case management
more highly than other stakeholders
do, whereas consumers and family
members tend to value social sup-
port, housing, and medical and dental
services more highly (2,12,16,18,32).
Despite these differences, the litera-
ture reflects substantial agreement
between types of stakeholders. Our
group data are consistent with report-
ed patterns of variation and patterns
of general agreement between types
of stakeholders. It is notable, howev-
er, that the impression of agreement
among stakeholders was substantially
greater in our study when average
rankings were compared among types
of stakeholder than when within-set
data were analyzed.      

There are potential limitations to
the generalizability of our data. First,
to our knowledge, no consensus crite-
ria exist for what constitutes clinically
meaningful agreement on outcome or
service priorities. Although the cut-
offs we used to classify agreement
were relatively liberal, even more lib-

eral cutoffs would have increased the
rates of agreement we observed. Sec-
ond, the data pertained to a limited
sample of consumers receiving care
in a single state and may not be gen-
eralizable to other parts of the coun-
try. Third, only one family member
and one provider was interviewed for
each consumer. Although these two
individuals were chosen by the con-
sumer, were generally those who had
most frequent contact with the con-
sumer, and were most involved in the
consumer’s daily life and treatment, it
is possible that other family members
or providers would have had different
priority patterns and rates of agree-
ment. Finally, to be eligible to partic-
ipate in the study, a consumer had to
have a family member and a provider
who were also willing to participate.
This eligibility criterion effectively ex-
cluded individuals who were not in
close contact with their families and
those who did not have a usual care
provider. The fact that data were col-
lected through interviews may have
increased social desirability bias, par-
ticularly for consumers and family
members. However, it is likely that
any such selection or response bias
would have led to higher rates of
within-set agreement than would
have been observed among stake-
holders with less frequent contact.

If replicated, our findings have both
clinical and research implications. The
consumers in our study were receiving
treatment from a broad array of pub-
lic-sector agencies. The extent to
which discussion of goals or formal
goal setting was a routine aspect of
care was neither an eligibility criterion
nor an exclusion criterion for con-
sumers or providers. In this context
our findings suggest that usual practice
is generating neither consumer-provi-
der consensus nor a shared under-
standing of consumers’ preferences.

Similarly, the data suggest that cur-
rent levels of contact between provi-
ders and family members and between
consumers and family members are not
generating consensus or shared under-
standing of consumers’ goals. Reported
preferences are often not shared, and
even a top priority of the consumer is
often not what other stakeholders be-
lieve it is. Goals are not mutually exclu-
sive, and multiple goals can be pursued
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simultaneously. Nonetheless, ascertain-
ing the specific goals that consumers
want to address first is important.

Furthermore, outcome priorities
vary widely among consumers, as
they do among family members and
providers. The goals of individual
stakeholders cannot be accurately in-
ferred from group data, and aggre-
gate data from consumer groups can-
not be assumed to reflect the priori-
ties of any individual consumer.
Providers who want to incorporate
consumers’ preferences into treat-
ment planning or use them to involve
families must continue to elicit pref-
erences from individual consumers. 

An understanding of the prefer-
ences of the various types of stake-
holders is essential for cost-effective-
ness analyses and for resource alloca-
tion. However, from a clinical per-
spective, it is within-set agreement
and differences in stakeholders’ pref-
erences that will affect care for an in-
dividual client. Thus we need a better
and fuller understanding of the rela-
tionships between agreement, the
process of care, and sustained involve-
ment in care. In particular, we need to
know more about usual clinical prac-
tice, the extent to which the goals of
consumers and providers are explicit-
ly discussed, the extent to which fam-
ily members are brought into the dis-
cussion, the factors that influence
these patterns, and the impact of con-
sensus on subsequent treatment. �
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