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Purpose of Presentation 

1.Stimulate thought, reflection and dialogue about shared 
decision-making and Self-determination theory as it applies to 
this study and perhaps other mental health care contexts. 

 

2.Provoke thought and reflection about the needs for this 
research about decision-making in pediatric and mental health 
populations. 



Objectives 

1.Describe contextual factors within Child Welfare that influence 
decisions about mental health care. 

 

2. Discuss significance of shared decision-making and autonomy  
supportive environments on health outcomes. 

 

3. Discuss how issues of empowerment may be measured in 
order to provide baseline and outcome data in research and 
practice settings. 

 



Health Problems 

• Collectively, the young people who enter into 
foster care have high rates of health problems 
and mental health concerns, with estimates of 
chronic health conditions reported at 50% of 
all youth in care, and up to 80% experiencing 
severe emotional problems (Mekonnen, 
Noonan, & Rubin, 2009).   

 



Traumas 

More than 95% of youth entering the custody of Child 

Welfare have experienced at least one traumatic event in 

their lifetime, and up to 75% have experienced events that 

are classified as moderate or severe (Griffin et al., 2011). 



Mental Disorders 

The lifetime prevalence rates of mental disorders 
among the foster care population have been 
documented at two to four times the rates of mental 
disorders for youth who have not been in foster care 
(Havlicek, Garcia, & Smith, 2013). 



Quality of Care Concerns 

• The lack of continuity of care within Child Welfare is thought 
to be a driver in the over-medication of foster youth  

• (Alavi & Calleja, 2012; Leslie, Raghavan, Hurley, Zhang, Landsverk, & Aarons, 2011; Narendorf et al., 2011; Rubin, Matone, Huang, dosReis, Feudtner, 
& Localio, 2012).   
 

• Typically, youth who live in foster care for any length of time 
will be moved from place to place, with resulting difficulties in 
providers, involved adults, and foster youth communicating 
necessary information from one placement to the next (Havlicek, 2010; 

2011).   
 

• The mental health issues of these youth are often treated 
with psychotropic medications.  Prescriptions tend to 
accumulate without any one person able to track or question 
what is happening (Alavi & Calleja, 2012; Bertram et al., 2013). 

 

• The over-medication of foster youth has reached the alarm 
stage as evidenced by public press reports, a national audit of 
the foster care system, and changing legislation to tighten 
oversight (Administration for Children and Families [ACF], 2012b; Lagnado, 2014; U.S. Government Accountability Office, 2012). 

  
 



• Medication culture 
• Not having parental advocates 
• Lack of Child Welfare agency resources 
• Lack of oversight mechanisms 
• A culture of oppression 
• Complex trauma histories 
• Coupling of behavior management issues plus lack of knowledge 

of psychosocial treatment options 
 

               Why are foster youth overmedicated?  
           Possible  reasons: 



Quality of Life Issues 

•  Outcomes of youth who have lived in foster care are bleak, 
according to a large multi-wave study of foster alumni (Courtney et 
al., 2011).  These foster alumni participants were interviewed at age 
17 or 18, again at age 19, 21, 23 or 24, and 26 years.   

 
• Results showed these youth struggled with housing, employment, 

education achievement, health problems, and legal system 
involvement (Courtney et al., 2011).   
 

• Pecora and colleagues’ Northwest study documented similar results 
(Pecora, Kessler, Williams, Downs, English, White, & O’Brien, 2010a; 
Radel, Bramlett, & Waters, 2010). 
 

• A goal of research and intervention work is to improve these distal 
outcomes by targeting efforts at prevention and skill-building. 
 



Sociopolitical Context 

• Adoption and Safe Families Act (ASFA) of 1997 and 
Fostering Connections to Success and Increasing 
Adoptions Act of 2008 (Fostering Connections) 
shifted priorities in Child Welfare.  
 
 

• Goals of child welfare had been focused on safety 
and permanency 
 
 

• Shift to focus on well-being. 



Needs for Tracking Outcomes 
In line with the agenda of the Administration of Children and 
Families’ Memorandum on Promoting Social and Emotional 
Well-Being for Children and Youth Receiving Child Welfare 
Services and Section 422 of the Social Security Act, monthly 
meetings between foster children and caseworkers must focus 
on case-planning to promote well-being (ACF, 2012a).  
 
Samuels (ACF, 2012a) has argued it is not enough to just focus 
on well-being in a conceptual realm.  Outcome measures must 
be established and tracked.   
 
According to Samuels (ACF, 2012a), focusing on social and 
emotional well-being will also mean understanding service 
structures and using tools, screenings, and outcome measures 
to document the effects of treatments and services. 
 



Introducing Shared Decision-Making 

• A proposed decision-making model called shared 
decision-making (SDM) might help with this 
communication breakdown.   

 

• This model helps each party, in dialogue with the other, 
be more actively involved in looking at options and trying 
out possible courses of action when addressing 
healthcare situations (Drake & Adams, 2006; Drake & Deegan, 2009; Elwyn, 

Edwards, Wensing, Hood, Atwell, & Grol, 2003; Elwyn, Hutchings, Edwards, Rapport, 
Wensing, Cheung, & Grol, 2005; Epstein & Gramling, 2013; Gafni, Charles, & Whelan, 1998; 
Wensing, Elwyn, Edwards, Vingerhoets, & Grol, 2002). 



      Shared decision making defined: 
 

A model of treatment and a way of making decisions that 
includes the perspectives and capacities of more than 
one person, in which the care provider and patient 
collaborate toward mutually developed treatment goals 
(Drake et al, 2010). 



Components of SDM 

• Characteristics of the relationship dynamics of SDM include 
an empowered, responsible consumer, a respectful, flexible 
practitioner, and a negotiated distribution of power between 
the healthcare consumer and the provider or treatment team  

         (Ackerson & Harrison, 2000; Cohen, 1998; Drake, Deegan, & Rapp, 2010). 



Application of SDM 

• SDM is ideal for managing complex and/or chronic health 
conditions  

          (Epstein & Gramling, 2013; Towle & Godolphin, 1999).   

 

• SDM even applies to cases with young people and people 
with mental health conditions, wherein capacity might be 
called into question (Crickard, O’Brien, Rapp, & Holmes, 2010; Duncan, Best, & Hagen, 

2010; Epstein & Gramling, 2013; Fiks & Noonan, 2013; Goscha, 2009; O’Brien, Crickard, Rapp, 
Holmes, & McDonald, 2011; Wyatt, Lopez, Garces, Erwin, Brinkman, Montori, & LeBlanc, 2013). 

 



Pediatric Setting 

• In the pediatric setting, a systematic review by 
Lipstein and colleagues (2012) found 52 pediatric 
shared decision-making studies, mostly about 
chronic childhood disorders.  

• Wyatt et al. (2013) registered a systematic review 
protocol for shared decision-making and 
pediatrics intervention studies.  

•  Needs for more research about pediatric shared 
decision-making were identified in both Lipstein 
et al.’s (2012) and Wyatt et al.’s (2013) reviews. 

 



SDM and Youth Mental Health 

• A few studies have documented processes of SDM in youth mental health 
services (Crickard et al., 2010; Murphy, Gardner, Kutcher, Davidson, & 
Manion, 2010; O’Brien et al., 2011), although little else has been written 
about SDM for youth (Fiks, Mayne, DeBartolo, Power, & Guevara, 2013; 
Lipstein, Brickman, & Britto, 2012; Wyatt et al., 2013).   
 

• As an example of an SDM study in the youth mental health service sector, 
Fiks and colleagues (2012) explored ADHD management preferences and 
goals from the perspectives of parents and found that preferences and 
goals predicted treatment initiation and future target goals for their 
children’s care.  One limitation of this study was its failure to capture the 
perspectives of youth in regards to their preferences or goals.   
 

• In other studies, Crickard et al. (2010), Murphy et al. (2010), and O’Brien 
et al. (2011) described medication and treatment option management for 
adolescents with mental health needs.   

  
•   
•   
•   

 



Conceptual Framing 

• Shared decision-making is supportive of patient autonomy and promotes egalitarian 
relationships among healthcare consumers and their providers.  
 

•  Autonomy supportive environments have been linked with positive health 
outcomes (Ng, Ntoumanis, Thogersen-Ntoumani, Deci, Ryan, Duda, & Williams, 
2012).   
 

• Thus, while SDM is recognized as an important component to quality care, the 
extent to which shared decision-making is occurring in the foster care system is not 
known.   
 



Deci and Ryan’s self-determination theory describe developmental and 
motivational needs as relatedness, autonomy, and competence (Deci & 
Ryan, 2000; 2002; Deci, Ryan, & Williams, 1996; Deci & Vansteenkiste, 
2004; Ryan & Deci, 2000a; 2000b; 2001; Ryan, Patrick, Deci, & Williams, 
2008).   
 
 
Studies conducted by Deci, Ryan, and others applying this theory suggest 
optimal functioning, or ‘well-being,’ is achieved when these needs are met 
(Deci & Ryan, 2002; Ng et al., 2012; Williams, McGregor, Zeldman, 
Freedman, & Deci, 2004; Williams, McGregor, Sharp, Kouides, Levesque, 
Ryan, & Deci, 2006).  Self-determination theory serves as the theoretical 
frame of this study. 

Self Determination Theory 



 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                  Purpose of this proposed study 
 
The primary aims of this study are to document and analyze the processes of 
mental health treatment decision-making, in the context of family support 
team meetings, to ascertain the perspectives of stakeholders concerning 
decision-making, and to analyze self-reports of empowerment within one 
foster care system that serves young people with mental health needs.   
 
This will add to the literature regarding mental health treatment decision-
making by considering the processes from different vantage points.  Seldom 
does research in Child Welfare take into account the views of foster youth, 
caseworkers, and foster parents collectively, although Pires (2008) and 
Shireman (2009) consider this essential in building effective systems of care. 

 



Rationale 
Examining the mental health treatment decision-making 
processes in the foster care system is important for three 
reasons.   
 
1. Understanding decision-making processes, how 

stakeholders perceive the process, and self-ratings of 
empowerment are potential sources of valuable 
information.   

 
1. The information that is gathered and analyzed may lead 

to improvements in the system.   
 

2. These system level changes may improve the chances 
that youth will have better outcomes in the long-term. 



Research Questions 

1.How do foster youth with mental health needs, 
caseworkers, and foster parents currently engage in mental 
health treatment decision-making within the context of 
family support team meetings? 
 
2.How do foster youth with mental health needs, 
caseworkers, and foster parents perceive the process of 
mental health treatment decision-making in family support 
team meetings? 
 
3. What are the stakeholders’ perceptions of their own 
empowerment? 
  



                                                 Methods 

• This study will employ a mixed methods design in which the data 
are collected within a short time frame and one data source does 
not influence the collection of the next one.  This type of research 
method, called a ‘concurrent, embedded’ design, has been 
described by Creswell and Plano Clark (2007).   
 

• This study will take place at a Midwestern Urban Child Welfare 
agency, in which young people with serious emotional and 
behavioral health needs are placed in foster homes.   
 

• The sample will be up to 32 individuals, including 8 youth, their 
assigned caseworkers and foster parents.  

 



 
Methods 

 
 

• In this study, participants will be observed to discover 
how they engage in mental health treatment decision-
making in family support team meetings.  Individual 
interviews of foster youth with mental health needs, 
caseworkers, and foster parents will explore how 
participants experience mental health treatment 
decision-making.   

• This study will also use the Family Empowerment Scale 
(Koren, DeChillo, & Friesen, 1992) for the adults in the 
study, and the Youth Self-Efficacy Scale/Mental Health 
and the Youth Participation in Planning Scale (Walker & 
Powers, 2007; Walker, Thorne, Powers, & Gaonkar, 
2010) for the youth in the study to survey, document, 
and analyze stakeholders’ self-reports of 
empowerment.  



•  
 
 
 
 
 
 
 
 
 
 
 
 
 

                                    Data Collection 
 
Decision-making incidents will be sampled in family support 
team meetings for eight youth cases over a two-month time 
period (or a total of two meetings per youth case). 
 
Individual interviews will be conducted with these same eight 
foster youth, the assigned foster parents and the caseworker.   
 
The same eight foster youth will be asked to complete two 
questionnaires, which measure youth empowerment.  
 
Case workers and foster parents will be asked to complete the 
Family Empowerment Scale.  



Observation methods 

1.Adaptation of OPTIONS Scale 
 
 
3. Adaptation of Bales Interaction Process 
Analysis 
 
 
4. Observation Notes of Family Support 
Teams 
  



See Bales IPA 



Adaptation of Options Scale 

Option Scale Item Foster youth Foster 

parent 

Caseworker 

Who draws attention to an identified problem that 

requires a decision-making process?   

      

Does anyone say: “There are many ways to deal with 

this problem?” 

      

Who solicits preferences for decision-making?       

Does anyone voice preferences about how involved they 

want to be in decision-making?   

      

Does anyone suggest a list of pros and cons be 

generated regarding decision-making?   

      

Does anyone explore ideas about how problems are to 

be managed?   

      



Interview Protocol 

1. What was the purpose of the most recent meeting?  
2. What did you expect would happen in the meeting? 
3. What happened in the meeting? 
4. Who led the meeting? 
5. What role did you play in the meeting? 
6. Who do think had the most influence in the meeting? 
7. Did you feel you could speak up in the meeting? 
8. If no, what would have helped you to speak up? 
9. What are your thoughts and feelings about how the 

meeting went? 
10.Was anything not finished in the meeting?  
11.Probe: Tell me how the meeting ended.  



Observation of Group dynamics   (Adapted from Bales, 1950) 

Social-Emotional Positive Contributions Shows solidarity, raises other’s status, gives help or rewards response.  Generally 

seems friendly. 

Shows tension release such as jokes, laughs, shows satisfaction, and dramatizes in a 

positive way. 

Agrees, shows passive acceptance, understands, concurs, and complies. 

Disagrees with an respectful/assertive style in order to solve problem 

Social-Emotional Negative Contributions Disagrees, shows passive rejection, formality, and withholds help. 

Shows tension, asks for help, and withdraws from the field. 

Shows antagonism, deflates other’s status, defends or asserts self usually in a 

negative way. 

Attempted Answers Gives suggestions or direction implying autonomy for other. 

Gives one’s own opinion or evaluation, analysis, feelings, or wish on the subject. 

Gives orientation, information, repeats or clarifies, confirms idea. 

Questions Asks for orientation, information, repetition of idea, or seeks confirmation. 

Asks for opinion, evaluation, analysis, or expression of feeling on the matter. 

Asks for suggestion, direction, and possible ways of action on a topic. 

Communication Acts Type 

  Eruption of Emotion 

Arguing 

Blocking 

Ignoring 

Active listening by looking/demonstrating attention 



Sample items from FES 

ABOUT YOUR FAMILY… NEVER SELDOM 
SOME-

TIMES 
OFTEN VERY OFTEN 

1. When problems arise with my child, I handle them 

pretty well. 1 2 3 4 5 

1. I feel confident in my ability to help my child grow 

and develop. 1 2 3 4 5 

1. I know what to do when problems arise with my 

child. 1 2 3 4 5 

1. I feel my family life is under control 1 2 3 4 5 

1. I am unable to get information to help me better 

understand my child. 1 2 3 4 5 

1. I believe I can solve problems with my child when 

they happen. 1 2 3 4 5 

1. When I need help with problems in my family, I am 

able to ask for help from others. 1 2 3 4 5 



Sample Items from YES 



Sample Items from YPP 



Data Analysis Plan 

• Content Analysis for Observation Data. 

• Grounded theory strategies for interview data. 

• Plot empowerment scores.  

• Determine if there are relationships between each piece of 
data at individual, case, and subgroup level. 

• Integrate data into stories, patterns or processes as they are 
evidenced by the data. 

 



The analyzed data will be compared to the literature on 
shared decision-making, family group decision-making, and 
the Child Welfare literature,  and a discussion will highlight 
how the findings are either similar or unlike other research 
findings from the limited research that has been done on 
shared decision-making in the seriously mentally ill 
population. 

 Meaning-making of the results 



Summary 

 It is hoped that this research will add to the body of 
knowledge about mental health treatment decision-
making in the foster care system by considering the 
perspectives and experiences of foster youth and their 
carers in a community setting that serves youth with 
severe mental and behavioral problems. 
 
This information will  be used to make recommendations 
for future research and intervention development.  
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