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ABSTRACT

ARTICLE HISTORY

Purpose: Psychiatric patients’ awareness of treatments options and their possibilities to influence their
care has increased. For the clinicians, the management of evidence-based care, as well as organizational and resource aspects, set different goals for the clinical encounter. In this article we are focusing
on the clinicians’ experiences and ask: How do the clinicians view situations in which there is a conflict
between patients’ individual needs and goals and other aspects in decision-making?
Materials and methods: We implemented a qualitative study of 13 thematic semi-structured interviews with clinicians working in psychiatry. We used discourse analysis to investigate how the clinician
view the doctor–patient interaction.
Results: We identified three discources which were termed the medical standpoint, the psychodynamic standpoint and the standpoint of the patient’s experience.
Conclusions: In their talk, the clinicians use the three discources to make sense of the diverse expectations from both the patient and the mental health care system. The three discources also reflect different aspects in psychiatric treatment cultures, such as evidence-based medicine, the ideal of patientcenteredness, therapeutic interaction and organizational requirements.
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Introduction
In the last decades the treatment culture in psychiatry has
changed towards the ideals of evidence-based and patientcentered clinical practice, as well as shared decision-making
between the clinician and the patient [1–7].
Coincide with this development, psychiatric knowledge is
increasingly spread, used and shaped by media, patient associations, education and in the Internet [8–11]. Patients’ knowledge on diagnoses and treatments has increased [12,13]
and they have more expectations on the decision making
concerning their care [4,7,10].
In this article we report an interdisciplinary qualitative
analysis about clinicians’ experiences on shared decision
making (SDM) in specialized mental health care in Finland.
Using discourse analysis on interview data, the article investigates how the clinicians view conflicts in the doctor–patient
interaction and how they experience the balancing between
medical, organisational or therapeutic demands and the
patients’ individual needs and goals.

Shared decision making in psychiatry
In psychiatry, medical decision-making is significantly
dependent on the communication between the clinician and
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the patient. The interaction in the clinical encounter is the
key to correct diagnosis and right treatment decisions. How
do the observations of the clinician and the patient’s personal account of his or her symptoms together pave the way
to diagnosis? What kind of available therapeutic options are
suitable and acceptable for the particular patient? What are
the risks and benefits of psychotropic medication or the
decision of not having any? In psychiatric practice, the communication can be complicated also with the symptoms of
mental disorders or patient’s emotional stability affecting the
interaction [14].
SDM is ideally a form of communication where the clinician and the patient exchange unbiased information, work
in collaboration and have mutual respect for their differing
expertise. The psychiatrist’s expertise stems from knowledge
on the evidence-based treatment standards, diagnostic classifications, therapeutic interaction and the mental health care
system, whereas the patient’s expertise stems from the
experience of living with the symptoms of a mental disorder
and knowing their own life history possibly affecting the
diagnosis and treatment decisions [2,9,15,16].
SDM is often viewed between the two extremes of paternalistic and autonomous model of making treatment decisions. In the traditional paternalistic or authoritarian model,
the decision is made solely by the clinician based on
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scientific evidence and clinical judgment, whereas in the fully
autonomous model, the patient collects and weighs the
information and makes the choice him/herself [2,17].
Patients’ active role in SDM empowers patients to participate
in their own care. SDM has raised fears that it might challenge the medical decision-making and add to health-care
costs and medicalization [12,18] and clinicians have feared
that internet peer experiences may complicate the shared
decision making [8,19,20].
Studies on patient-controlled admission to psychiatric
inpatient care however report that health-care costs have
remained the same or decreased [21,22] and patients are
more satisfied and become more active in their care [23–25].
Clinicians’ experiences on patient activation in these studies
were as well positive but they understood patients’ decisionmaking motives differently from the patients [23,24].
Clinicians’ adherence to SDM was however less than optimal
even in an intervention of active education and routine outcome monitoring [26]. Patients’ and clinicians’ co-operation
has, as well, been successfully used to create outcome measures for psychiatric disorders [27].

The context and questions of this study
The concept, practice and use of SDM in psychiatry has
received attention in research recently [15,16,28]. The literature has covered particularly the SDM in decisions concerning the complex risk-benefit assessments in deciding on
psychotropic medication and diagnosis [17,19,20,29–31]. In
addition, the patients’ perspective on SDM in mental health
care has been investigated [4,7,10,32].
The general thrift in the previous literature on SDM in
psychiatry is to take the distinction between the paternalistic
and the autonomous model of decision making as a starting
point for the analysis. In this article, we seek to provide a
more nuanced analysis on SDM by taking into account the
ways these two models intermingle and take various forms
according to what is considered as the aim of the interaction. In this article, we are interested in the ways clinicians
try to implement the ideal of SDM in their daily clinical practice amidst different demands and challenges. So, to complement the discussion on SDM in psychiatry, this article
provides the clinicians’ view on the possibilities of SDM in
community mental health care in Finland.
This article utilizes data from thematic semi-structured
interviews with psychiatrists and uses discourse analysis to
detail the experiences they have with SDM. In psychiatric
practice, the clinicians need to balance patient’s individual
needs and goals with the ideal of SDM, as well as the other
requirements governing mental health care, such as evidence-based treatment guidelines, justice in delivering medical resources or organizational guidelines [30,31]. In order to
balance the diverse aspects, the clinicians need to take a
mediating position in the decision making. We are interested
in how the clinicians try to achieve the ideal of SDM and the
other goals in clinical decision making in the varied situations that come up in the specialized care clinics. We ask:
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How do the clinicians view conflicts between the demands
of good care and the empowered patients?
The study this article reports, has been conducted in the
context of Finnish specialized mental health care. In Finland,
similarly to elsewhere in the western world, last decades
have shown a transition from hospital-based treatment to a
community mental health care policy, where outpatient care
and prevention are emphasized [33]. The Finnish mental
health care system is today separated to primary health care,
mostly provided by public health centers and occupational
health care units, and specialized care in hospitals and outpatient clinics. Specialized mental health care, in majority,
takes place in the public sector units.

Materials and methods
Participants
The interviews took place during the years 2010–2012. One
researcher, H. H., was by the time resident in psychiatry, and
carried out this research in her three different working places
along with her work by interviewing other physicians working at the same organization. The participants viewed her as
a colleague which often seemed to benefit the interview in
the way of collegial intercourse and common understanding
of the working environment. The disadvantage could be that
the clinicians may experience pressure to report their practice as medically justifiable. Permission for research was
obtained from the City of Helsinki Health Center and the
Helsinki University Hospital. Because the subjects were
health-care professionals, no Ethical Board approval was
needed [34]. Clinicians working in these organizations
received an e-mail invitation for voluntary interview.
Altogether 13 clinicians, of which 4 were male and 9 female,
working in the field of psychiatry, gave their consent and
participated in the study. The participants worked in general
psychiatric outpatient clinics (5), day hospital (2), tertiary outpatient clinics (5) and psychiatric hospital (1). Six of them
had a leading or consultation roles. Most of the clinicians
(10) were specialized, three (3) being still residents. The institutions did not have a certain SDM procedure, but the practice is guided by the Finnish Patient Law: The patient must
be treated in consensus. If she rejects an offered treatment,
she should be treated in some other medically acceptable
way if available. The patient does not have the right for any
kind of treatment she wishes.

Interviews
The interviews were semi-structured and proceeded from
general to personal. If new repetitive themes emerged in the
conversation, new questions were targeted towards them.
The interview questions were addressed to get understanding of how physicians view patients’ activity in expressing
their views and requirements and how they describe to
answer to patients in situations where they need to balance
patients’ individual need and goals and different kinds of
medical and organizational viewpoints. The questions
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concerned the clinicians’ view of their own practice rather
than theoretical aspects of SDM. They entailed the following
topics: How the clinician experienced patients’ wishes and
requirements. Had she noticed a change in time in patient’s
activity? Which positive and which negative aspects did the
clinician see in patients’ increased activity? How patients’
activity influenced their care? What did the clinician consider
as patients’ needs in SDM? What practices did she use in the
negotiation? How did she work with other personnel in this
negotiation? How did the clinician see the role of media in
patient empowerment? Did she feel that patients in general
trusted their care? Did the clinician feel that she got enough
support and education to practice the negotiation? The
aspects of non-voluntary care were not included as the
patients’ capability to make decisions in these situations is
restricted and the decision-making situation is therefore different. The interviews lasted for 30–90 min. We wanted to
give the participants abundant time to be able to express
what they felt was important in this topic. The interviews
were limited to 13, as the saturation point, where similar
answers are repeated, was reached [35]. The interviews took
place in the participants’ work places. The interviews were
recorded, transcribed verbatim, anonymized and coded (F for
female, from F1 to F9 and M for male from M1 to M4).
This study is limited in that the interviewed participants
represent only specialized care. The interviewed clinicians
might be in general more interested to discuss the themes,
leading to over or under representation of certain positions.
As the questions concerned the clinicians’ view of their own
practice and therefore their clinician identity, this can cause
a bias to report their practice in a more positive way, which
was taken into account in the theoretical frame of
the analysis.

Analysis
Two researchers, a psychiatrist and a sociologist, listened and
read the interviews for several times to obtain a holistic sense
of the participants’ view. They discussed and compared their
views in order to test their interpretation of each physician’s
talk. The aim was to conduct an interdisciplinary analysis to
provide both medical and sociological understanding of the
context of the psychiatrists talk and to avoid interpretation
from a restricted point-of-view. The researchers identified
meaning units such as words, sentences, expressions or
descriptions that contained important aspects of how the
physicians viewed the different participants, their roles and
activities, purposes of discussion and factors affecting the discussion. The meaning units were compared regarding differences and similarities and grouped to categories. The
researchers discussed and compared their views to clarify that
the categories were generalizable to the whole material.
A discourse analytic frame was used in the analysis. In
interview studies that investigate the participants’ opinions
and activities, social bias affects their answers and a social
constructive frame of reference is often more beneficial.
Discourse analysis is a qualitative study frame that is derived
from discursive psychology and considers talk as constructive

rather than providing factual descriptions of the interviewees’ inner state or their actions in clinical practice [36].
According to this frame, people constantly choose from different cultural meaning systems to present their attitudes
and activities as meaningful. In this sense the interviewees
can choose from among many discourses concerning mental
health care and psychiatry in order to construct meanings
for the discussion and decision-making. These discourses
frame certain positions for the clinicians and for others. In
this article, the interest is in those positions the clinicians
describe for themselves in the interaction with the patients.
In the analyses of this article, the discourses have been generated from the interviewees’ talk to provide the reader thematic conclusions of the clinicians’ experiences in
doctor–patient encounters. In the results, these general discourses are illustrated using extracts from particular clinicians’ interview talk. In order to translate the meaning in the
extracts from Finnish to English, the quotations are not represented verbatim.

Results
Most of the clinicians saw a timely increase in patients’
wishes and requests and felt that it was part of their expertise to correspond to this in a constructive manner. According
to the clinicians, patients’ increased activity included both
positive and negative aspects. One of the interviewees
described the change as follows:
Maybe the treatment practices and culture have changed during
the years and more and more we have started to take these
issues into account in psychiatry and the ideology has changed.
Like before when psychiatric care was really hospital-centered
and now the outpatient care has increased. ( … ) And it depends
so much on how the patient is willing to commit to the care. F2

The clinicians emphasized the benefits of open discussion.
They mentioned that patients’ activity facilitated SDM and
better realization of what they themselves wanted. It also
increased patients’ understanding of their illness and adherence to treatment. The patients’ activity had the potential to
improve diagnostics and treatment. For instance, discussing
the side effects of medication promotes patients’ well-being
and prevents situations in which clinicians are not aware of
the patient quitting the medication on their own. The negative aspects included increased work load and complaints or
patients contacting the media. The clinicians saw, that
patients could also acquire misinformation from the internet
and were worried that difficulties in the treatment relationship could be externalized to demanding behavior.
In the interviews, the clinicians used three different ways
of viewing conflicts in the doctor–patient encounters. We
termed them: the medical standpoint, the psychodynamic
standpoint and the patient’s experience standpoint. A particular discourse was usually dominant in an individual clinician’s talk, but most of them applied more than one
discourse and often changed from one positon to another.
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The medical standpoint
This discourse views a conflict between patient goals and
medical facts. It emphasizes medical decision-making based
on evidence-based guidelines and research, within the limits
of the organization structure and resources in mental health
care. The clinician has the responsibility to implement good
medical practice, even though the patients’ goals would
contradict to this.
In the interviews the clinicians stressed psycho-educative
work when encountering a patient with many demands.
Providing psycho-educative information, was seen to help
the patient to understand and accept the diagnosis and
adhere to medically appropriate treatment.
Well yeah, of course it is the doctor’s role to listen to demands of
benzodiazepines, sick leaves and what not. But I think that we
are experts in this field, so what I think is needed, is information
and discussion. It means reasoning, reasoning, and once more
reasoning, with the patient on why I can’t consent to the
demands. F8

In this extract the clinician described how she needs to
respond to patients’ demands by not only providing information, but also explaining and reasoning the medical grounds
of the treatment decision.
The clinicians described situations, where patients had
acquired information from the Internet or other media and
the clinician needed to contextualise this knowledge. The following extract illustrates this aspect of the medical standpoint discourse:
… we need to know what goes on in the Internet and media
about mental illnesses, disorders and psychopharmaceuticals. In
order to argue our scientific and clinical knowledge to the
patient, we need to get understanding on the knowledge on the
other side in order to base our counterarguments. M2

In the medical standpoint discourse knowledge is essentially understood as medical information. The clinician has to
evaluate the patient’s knowledge base and correct possible
inaccurate information gained from the media or other sources. The clinician’s competence depends on maintaining a
high level of expertise to be able to answer even the most
challenging questions of the patients’ and base their answers
in evidence-based science. The clinician’s role in SDM is to
reason with the patient in order to maintain the medically
justified decisions even in situations where the patient’s
view differs.

The psychodynamic standpoint
This discourse states that patient’s psychodynamic state can
complicate medical decision-making. In this discourse the
clinician’s competence is built on understanding the patient’s
psychological dynamics, facilitating therapeutic interaction
and understanding the subjective illness experience.
Clinicians discuss the patients’ difficulties to accept their
disorder and give up illness behaviour. It is the clinician’s
task to explore emotional dynamics in order to alleviate this
difficulty. When asked about when to align with the patients’
demands, one clinician provided an example of how she
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works with the most inhibited patients who need extra
encouragement to more actively involve in their lives.
When inhibited patients become more actively involved, I might
even accept things like being late and not adhering to the
treatment plan. It’s like letting the patients to take responsibility
of themselves now when they are finally able to, even though in
similar situations with other patients I would need to set
limits. F5

The clinician describes how her evaluation of the patient’s
psychological dynamics guides her interaction and decisionmaking with the patient.
In the psychodynamic standpoint discourse, the clinicians
themselves are viewed as subjective actors, whose capability
to encounter demanding patients is grounded on their personality and experience.
At least some of the doctors who wind up in psychiatry, aim to
please their patients, like thinking that they want to support
people. This exposes them to negative encounters with
demanding patients and to complying with the demands. On the
other hand, some of us are too self-esteeming to comply with
even justified demands. M3

In this extract the interviewee discusses the influence of
the clinicians’ own dynamics on patient encounter.
Essentially, the psychodynamic standpoint discourse reflects
the psychodynamic aspects of doctor–patient interaction and
treatment cultures in psychiatry. This was an expected discourse since psychotherapy both as a treatment form and a
frame of reference is substantial in psychiatry. It is however
interesting how the discourse allowed the clinicians to reflect
both the patients’ demands and their own reactions to those
demands in therapeutic terms.

The patient’s experience standpoint
This discourse reflects on the interplay between the medical
and the patient’s expertise. It emphasizes that patients’ goals
may contradict with medical issues of the decision-making. It
also considers the need for SDM in clinical encounters, which
might include the family or next of kin. The clinician’s competence is grounded in empathetic, interested and humane
attitude and being at the same level with the patient.
Clinicians at times need to compromise, search for alternatives and find flexible and individual solutions in order to
support the patient’s motivation for treatment. This discourse
stresses the understanding of patients’ views and emotions,
and the clinician needs to clarify them and respond in an
appropriate manner. This first extract illustrates the clinicians’
overall attitude towards the patients:
Well, it is probably the interest in the patients’ issues, that you
are interested in what the patient talks and listen to her and, like,
try to genuinely find solutions to the patient’s problems. So the
genuine interest is conveyed to the patient … and if the patient
notices that the doctor is interested and committed, she
probably pays more attention to what the doctor says and is
more compliant to these treatments. M4

This attitude is made more tangible in the way one of the
interviewees describes a situation where the patient wishes
for a longer sick leave than is indicated. In this extract the
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clinician describes how she assesses the patient’s view on an
emotional level to negotiate a mutual understanding between
the patients’ goal and a medically indicated solution:
In the discussion with the patient, we need to evaluate her
worries, if there’s something she fears to bring about, and her
views on why she can’t return to work. And only from this we
could move on to discuss the doctor’s view to the pros and cons
of either returning to work or staying home. It’s really just
discussing and evaluating all the aspects, instead of just
categorically stating that the sick leave will not continue, which I
don’t think would really serve the co-operation between us or
her ability to stay at work. F1

In this discourse, the clinicians can also appear as subjective actors who experience situations on an emotional level
and may need the support from colleagues. In this extract,
the clinician describes this aspect:
Maybe it’s like this particularly in psychiatry, I mean that we, like,
reflect these issues in the work community. I would think that
there’s a more natural and longer tradition in psychiatry in
this … but I would assume that in somatics there would be a
similar need to discuss these issues on some forum, just to get
the support and advice from colleagues without needing to fear
the label of a lousy doctor because of difficulties with a patient
or the family. F1

The clinician describes the psychiatric work culture by
comparing it to other medical specialties and emphasizes
also the clinicians’ needs for understanding, support
and advice.

Changing from one discourse to another
Even though a particular discourse of the three was usually
dominant in an individual clinician’s interview talk, most of
them applied more than one discourse. They also changed
the discourse even within short descriptions of events in
their talk.
Providing knowledge to the patient and facing her
disappointment and anger when the psychiatric resources cannot
meet her demands. And still these 20 minutes’ appointments are
insufficient when we need to both hear the patient and reason
the decision. It’s important to accept the patient’s frustration, so
that it will not end in a formal complaint, but it stays in the
situation. So I think the time and manner of interaction are
crucial. F8

In this extract, the clinician discusses psychoeducation
and resource allocation, which is characteristic to medical
standpoint discourse, as well as the need for emotional support, which is typical to both patent’s subjective experience
discourse and psychodynamic standpoint discourse.
The discourses we have extracted from the clinicians’
interview talk are ideal types representing the treatment cultures in current psychiatry. The medical standpoint discourse
represents a biomedical frame in which evidence-based
knowledge, organizational guidelines and resource allocation
are important. The psychodynamic standpoint discourse, in
turn, reflects the psychodynamic aspects of doctor–patient
interaction and the need for therapeutic encounter. The
patient’s subjective experience discourse connects these

views to a more holistic approach where patient-centeredness is important.
The general thrift in the previous literature on SDM in
psychiatry is to take the distinction between the paternalistic
and the autonomous model of decision making as a starting
point for the analysis. In this article, we seek to provide a
more nuanced analysis on SDM by taking into account how
the observed conflict and it’s magnitude between patients’
individual goals and other affecting issues affects how the
clinicians choose their discourse.

Discussion
In their talk about shared decision-making, the clinicians
apply three discources, termed the medical standpoint, the
psychodynamic standpoint and the standpoint of the
patient’s experience. By this they view conflicts and their
solution between the diverse expectations from both the
patient and the mental health care system, such as the ideal
of patient-centeredness, EBM, therapeutic interaction and
organizational requirements.
The psychiatrists’ interview talk depicts a continuum from
paternalistic and clinician led to autonomous and patient
informed communication and decision making. In the literature, it has been shown that clinicians are balancing their
medical authority with the sensitivity of maintaining a therapeutic treatment relationship with the patient [30,31]. The
interaction between the clinician and the patient is placed
somewhere on the continuum and the autonomy or paternalistic decision making takes different forms in the three
discourses analyzed in this article.
Previous studies show how the difficulties in SDM stem
from the clinicians being more task-oriented in their communication, when the patients emphasize being seen and heard
individually [4,7,10,32,37]. Also, clinicians seem to favour
SDM when patients are well informed and when the decisions are related to psychological issues rather than medication [8,19,20]. This study confirms some of these
observations, but shows how the interaction aims at several
ways of conducting SDM. The clinicians’ attitudes towards
SDM stem from the wider treatment cultures in psychiatry,
that provide the clinicians three different ways to position
themselves in clinical encounter.
The medical standpoint is close to a traditional paternalistic model of decision making and conveys medical and
organizational objectives of psychiatric care. It emphasizes
distinct diagnostic categories, psychoeducation and evidence-based medicine. It also takes into account the
resource allocation and the priorities of the treatment. The
medical standpoint responds to clinicians’ need for taskorientation as well as patients’ need to be wellinformed [10].
The psychodynamic standpoint centers on the dynamical
aspects of doctor–patient interaction and treatment cultures
in psychiatry. The discourse also takes into account the clinician’s own dynamics. The therapist position resembles the
earlier psychoanalytic frame where the clinician takes a neutral rather than supporting stand and the understanding of
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the situation and patient’s needs rests on the clinician’s interpretation [38,39].
The idea of SDM is most evident in the standpoint of the
patient’s experience. It emphasizes the need to negotiate a
mutual understanding on the treatment decision. It also
responds to the patients’ need for individual encounter. This
stnadpoint mediates between and combines different
aspects such as medical demands and patients’ perspectives [30,31].
Decision-making in clinical practice needs to correspond
to several requirements such as EBM, SDM, patients’ need for
individual encounter, therapeutic interaction, providing information and organizational demands. In order to answer
these requirements, the clinicians use the three discourses,
which differ in the requirements they emphasize.
The psychodynamic standpoint and the standpoint of the
patient’s experience both stress patient-centeredness and
aim to construct a therapeutic relationship with the patient
to enhance SDM. The medical standpoint, in turn, employs
more direct way to proceed in the SDM. In order to provide
evidence-based care, the medical standpoint aims to implement the guidelines and the research evidence into the
treatment, whereas the standpoint of the patient’s experience attempts to apply the guidelines with the consideration
of the patient’s individual goals and psychosocial needs. The
therapist values clinician’s experience and clinical judgement
over the EBM guidelines.
The clinicians change from one discourse to another
when they describe different treatment situations. Most of
the clinicians apply several discourses. This reflects the
diverse aspects and purposes of psychiatric decision-making.
Similar discourses and position-shifts are evident in somatic
medicine, for instance in clinicians’ discussions on end-of-life
decision-making [40]. This reflects the general nature of the
different discourses in psychiatric treatment culture.
All the discourses emphasize EBM as the goal of decision
making to a major or at least some extent and in this sense,
they do not reflect patient empowerment, but rather
describe positions of negotiation between the different goals
in psychiatric treatment. For the clinicians, SDM is an ideal
they try to implement into the discussions with the patient
of the risk-benefit assessments of treatments or diagnostic
decisions [4,9,29] and it is not an easy task to achieve amidst
the various other demands for the treatment [26].
In Finland, there are several Evidence-based Clinical
Practice Guidelines for mental disorders, which bind the clinicians’ practice also legally. In addition to the demands of evidence-based care, the clinicians also have to take into
account various organizational demands stemming from the
mental health care system and limited resources of time and
treatment options available. This interview study focused on
the clinicians’ attitudes towards SDM and it was not possible
to focus on the actual practice, which would require a different kind of study protocol. SDM has several benefits such as
improved patient satisfaction and active participation in care
[23–26]. However, as EBM guidelines and the limits of the
mental health care system bind the clinicians’ practice, they
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need to coordinate SDM with the other goals of medical
decision making.
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