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ABSTRACT
Objective: To characterize patterns of communication 
in the offer of long-acting injectable (LAI) antipsychotic 
medication made by psychiatrists to patients with 
schizophrenia by (1) examining the style and content 
of their interaction and (2) determining how these may 
have driven the ultimate response to recommendations 
for LAI therapy.

Method: This was an observational study conducted at 
10 community mental health centers in 3 waves from 
July 2010 to May 2011. The final dataset for discourse 
analysis was 33 recorded conversations in which a 
psychiatrist offered an injectable antipsychotic to a 
patient with schizophrenia. These visits were transcribed 
and analyzed by a team of linguists and social scientists.

Results: Our primary finding is that, based on analyses 
of their language during the interview, psychiatrists 
presented LAI therapy in a negative light. Supporting 
this, 11 of 33 recommendations (33%) were accepted 
during the discussion, whereas in the postvisit interview, 
27 of 28 patients (96%) who seemed to decline the initial 
recommendation said they actually would be willing to 
try LAI treatment.

Conclusions: These data support a preliminary 
hypothesis that the relatively low use of injectable 
antipsychotic therapies in the United States relative 
to other parts of the world is not fully attributable to 
patient rejection of the injectable modality. Rather, 
psychiatrists’ ambivalence regarding the value of LAIs 
may play a significant role in the perceived difficulty with 
patient acceptance of this recommendation.
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The effectiveness of any treatment is irrelevant if it is not accepted 
and taken by the patient. While this may seem obvious, 

there is growing awareness that the doctor-patient relationship, 
especially doctor-patient communication, is critical for patient 
treatment acceptance.1–8 Further, the literature on doctor-patient 
communication clearly suggests that how treatment recommendations 
are presented can greatly influence the likelihood of their acceptance 
or refusal.

In this study, we explored the role of doctor-patient communication 
patterns in the acceptance of long-acting injectable (LAI) 
treatment in persons with schizophrenia. This therapy represents a 
potentially effective solution to the pervasive problem of medication 
nonadherence in schizophrenia, yet LAI therapy is used relatively 
infrequently.9–16 Recognizing that there may be many reasons for 
underuse of LAIs, the question we seek to answer is whether this low 
utilization stems from reluctance on the patient’s part to accept the 
recommendation or ambivalence on the part of the practitioner to 
optimally recommend the specific intervention.

The question is particularly relevant, because there is an 
acknowledged discrepancy between psychiatrists’ stated beliefs in 
the value of LAIs and their actual practice patterns.17,18 To address 
this question, we examined conversations between patients and 
psychiatrists in which LAI therapy was recommended. The form 
and presentation of the recommendation, the patient’s response and 
reaction to the recommendation, and whether or not the patient 
went on to accept treatment with a long-acting antipsychotic were 
all explored using linguistic analysis of the visit during which the 
recommendation was made. These doctor-patient interactions were 
followed with debriefing interviews of the patient to assess the patient’s 
perspective about the recommendation and the patient’s eventual 
decision about whether to accept or decline the recommendation.

METHOD
The primary questions evaluated in this study were as follows:

1. What, if any, are the limitations of the communication 
with the patient when LAI antipsychotic medication is 
recommended as a treatment option?

2. Do communication patterns provide information about 
potential root causes for the relatively low patient acceptance 
rate of long-acting therapies when offered by psychiatrists to 
persons with schizophrenia?9–18

This observational, ethnographic study explored these questions by 
examining the physician’s offer of a LAI antipsychotic as an alternative 
to oral antipsychotic medication to patients with schizophrenia.
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Study Design
The data for this study were collected in accord with 

standard methodologies for ethnographic research using 
medical discourse analysis. Discourse analysis studies 
naturally occurring doctor-patient interactions and generates 
subsequent analysis of those conversations, focusing on word 
usage, dialogue dynamics, and fine-grained examination of 
the conversation. Also, after the actual conversation took 
place, patients were interviewed by the researchers to review 
their perspectives on what was discussed and understood. 
For a more complete explanation of techniques utilized 
for medical discourse analysis in this study, reference can 
be made to The Handbook of Discourse Analysis, especially 
chapter 23, “The Discourse of Medical Encounters.”19

Site Selection
All observations took place in community mental health 

centers (CMHCs) from July 2010 to May 2011. Potential 
sites were identified through the National Council for 
Community Behavioral Healthcare (NCCBH). Sites selected 
for participation predominantly served patient populations 
diagnosed with severe mental illness and had to have LAI 
service available on-site to accommodate the possibility 
of patients on oral antipsychotics changing to the LAI 
formulations. Sites were excluded if LAIs were primarily 
used as part of an outpatient commitment program or if LAI 
use was largely directed toward acute or crisis services. Site 
recruitment continued until a sample of 10 geographically 
diverse US facilities were identified.

Subjects
Both psychiatrists and patients were treated as subjects 

for this research. Accordingly, both parties signed consent 
forms approved by a third-party independent institutional 
review board (IRB), which also provided research oversight 
for the study design and fieldwork. Participants were paid 
honoraria. The project was designed so as not to influence 
the psychiatrist’s specific recommendation. For this reason, 
the specific focus of the study was not identified to either 
psychiatrists or patients nor was the study’s sponsor revealed 
to participants.

Psychiatrists included in this study had to be employed 
at a participating CMHC and be both knowledgeable about 
and experienced with the use of LAIs as maintenance 
treatment for patients with schizophrenia. Finally, they 
had to consent to participate in recorded interviews with 
participating patients and to discuss those interviews with 
an ethnographic researcher.

Patients included in this study were first identified by 
their physician. They must have had a clinical diagnosis of 
schizophrenia as indicated by their treating psychiatrist, have 
been viewed by their physician as a candidate for LAI use, 
and have not previously received treatment with LAIs. They 
were also required to have an established relationship with 
the psychiatrist selected for study.

Psychiatrist-Patient Dialogues
Patients came to regularly scheduled clinic visits for 

medical care without foreknowledge of the ongoing research. 
Upon the patient’s arrival, the possibility of research was 
broached by office staff or the psychiatrist. After consent 
was obtained from both the psychiatrist and patient, a video/
audio recorder was placed in the office by the ethnographic 
researcher. Immediately thereafter, the ethnographer exited 
the office, and the visit took place as it would normally have 
occurred. The methodology employed followed best practice 
linguistics guidelines for generating analyzable data20–22 that 
support hypotheses regarding patient-provider discourse.

Three individual waves of research occurred, each 
separated by several months’ time. The interviews conducted 
at the end of each wave were specific to the observations 
and fieldwork that occurred within that wave. Therefore, the 
general interviews that occurred at the end of wave 1 were 
specific only to the institutional observation that occurred 
during that wave. Interviews from wave 2 were specific 
only to the physician-patient dialogues that were the focus 
of and were captured during the second wave’s fieldwork. 
Likewise, interviews during wave 3 were specific only to the 
physician-patient dialogues that were captured during the 
fieldwork from wave 3. By focusing on different objectives 
and observing and interviewing psychiatrists in different 
settings, we minimized the possibility that a psychiatrist 
would be able to leverage any insights he/she may have 
acquired from their wave 1 interview to the interaction they 
had with their patient in subsequent waves.

In wave 1, 10 CMHC sites were visited for 
ethnographic observation focusing on institutional 
practices and provider behavior around LAI use. 
This included in-depth psychiatrist interviews 
focused broadly on their beliefs and attitudes 
toward LAIs.

In wave 2, the focus was on the doctor-patient 
dialogue. In this wave, psychiatrists at 5 of the wave 
1 sites were instructed to audio record up to 10 
LAI-candidate patients, so that the offers of LAI 
treatment could be observed. Follow-up phone 
interviews were scheduled with a subset of patients 
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 ■ Many psychiatrists believe that their patients who take oral 
antipsychotics would, if offered, refuse a recommendation for 
long-acting injectable (LAI) antipsychotic medications.

 ■ This ethnographic research suggests that the offer of LAI 
therapy itself is often characterized by hesitation and 
reluctance and that this may hinder the acceptance rate.

 ■ In interviews, patients confirmed that they might have 
accepted the offer of LAI therapy if it had been presented 
differently.

 ■ This study supports a hypothesis that a common reason for 
nonacceptance of LAI therapy may be that psychiatrists are 
ambivalent or unenthusiastic about this option even as they 
recommend it.
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within 1 week of the recorded psychiatrist-patient 
visit to assess their beliefs about LAI treatment. 
Separate phone interviews were conducted with 
each prescribing psychiatrist at the conclusion of 
the patient-recording phase.

In wave 3, more detailed information was provided 
on the specific moment at which psychiatrists 
introduced LAI therapy to their patients. Two 
CMHCs, which had not been part of the first 2 
waves of research, were contacted to avoid potential 
biases arising from experience during the first 2 
waves. Health care providers identified all patients 
who were eligible for a change in antipsychotic 
medication. All patients who met these criteria and 
agreed to video and audio recordings were included 
in the study, regardless of the antipsychotic 
medication or the formulation (oral or injectable) 
that was introduced. Both audio and video 
recordings were made of the dialogues between 
consenting candidate patients and their treating 
physicians.

Clinician and Patient Sample
The 3 waves of research yielded a large volume of data 

including ethnographic field notes, recorded interviews 
with psychiatrists, and the actual taped psychiatrist-
patient dialogues. For the current analysis, focus was on 
the 33 recorded dialogues during which LAI antipsychotic 
medication was offered or discussed in some form. Wave 
1 yielded 10 psychiatrists from 10 sites. Five of those 10 
sites then participated in wave 2, with 1 psychiatrist from 
each location for a total of 5 psychiatrists. In addition, 33 
patients participated in wave 2; 7 from the first location and 
10, 8, 5, and 3 patients from the second, third, fourth, and 
fifth sites, respectively. Two sites participated in wave 3, 
yielding 1 psychiatrist and 7 patients from the first site and 
1 psychiatrist and 2 patients from the second site. In addition 
to these dialogues, postvisit interviews with the patients and 
psychiatrists were analyzed. These included a mix of live 
and telephone interviews, conducted between 5 minutes 
and several days after the recorded doctor-patient visit, and 
the psychiatrists’ general interview tapes and transcripts. 
These postvisit interviews and general interviews allowed 
for a better understanding of what patients and providers 
remembered of their speech, intentions, and overall 
understanding of the specific interactions. In addition, the 
psychiatrists’ attitudes toward use of LAIs as an option for 
treatment of the individuals were discussed.

Analysis
All visits and postvisit interviews were transcribed from 

recordings. When available, videotapes provided a means for 
quality control and provided valuable nonverbal cues (eg, 
nodding, body language) that were not available in the audio 
tapes alone. Transcripts were then analyzed systematically 
by a team of linguists (principally B.D. and M.D., with help 
from those listed in the acknowledgments) using techniques 

from interactional sociolinguistics including word-, phrase-, 
question-, and discourse-level analyses of conversation.23,24 
Each transcript was analyzed by at least 3 members of the 
linguistic team.

Efforts were made to account for all available data, but 
only data judged to be uniformly consistent by M.D. and 
B.D. were considered representative. Not all linguistic data 
are easily quantified; where possible and fruitful this was 
done, but for those assertions for which no quantitative data 
were given, claims were made based on the frequency of 
observed patterns.

RESULTS
During the general interview phase of the wave 1 

research, the participating psychiatrists stated that the 
primary reason that LAI therapy is “underutilized” (their 
word) is patient rejection—in their words, patient refusal 
to accept LAI antipsychotic medication as a viable therapy 
is common. Given this assertion, patient refusals should 
have been verifiable and visible in the encounters that were 
recorded.

Three key results of our sociolinguistic analysis were 
identified as common patterns within the LAI offer dialogue and 
categorized as: (1) clinician emphasis on injection procedure  
rather than potential benefits of LAI, (2) clinician 
perception of LAI rejection not in evidence, and (3) LAI 
recommendation often presented as an “imposition.”

Result Category 1: 
Clinician emphasis on injection procedure  
rather than potential benefits of LAI

The offer of the LAI antipsychotic medication as a 
treatment alternative nearly always followed a pattern 
emphasizing the modality rather than the value that the 
new treatment approach might provide. Specifically, 
patients were usually told that they were to receive “a shot” 
or “an injection” with minimal focus on its benefits, such as 
receiving a medication that did not have to be taken every 
day. Specifically, 30 of 33 discussions of LAI treatment (91%) 
in wave 2 focused on the modality, whereas 3 of 33 (9%) 
emphasized the benefits of the injection. An example of 
focusing on the modality is provided in Table 1.

“Hedging” was also demonstrated during presentation of 
LAIs. When employing this pattern, the psychiatrist asked 
the patient not to consider switching to LAI antipsychotic 
medication immediately, but to consider switching at some 
point in the future, as shown in Table 2.

Result Category 2: 
Clinician perception of LAI rejection not in evidence

Analysis by independent raters of the patients’ immediate 
responses to the offers of LAIs is summarized in Table 3. 
Of the 33 offers analyzed, full rejections of those offers as a 
therapeutic option were notably absent. Similar to Potkin et 
al,25 we found that rejection of the offer was common, but 
the rejection was of the modality (“shots” or “injections”) 
rather than the therapy itself. Even with the initial negative 
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reaction to modality, 22 of 33 patients (67%) expressed either 
neutral or positive reactions to the overall offer of an LAI. Of 
the 22 patients indicating a potential willingness to try LAI, 
the physician indicated that LAI therapy would be initiated 
in 11 of these patients (50%).

In postvisit interviews, patients were probed regarding 
their feelings about certain medications. In particular, general 
questions were asked about the patients’ reactions to the visit 
during which the offer of LAIs was made. Of the 28 (of 33) 
wave 2 patients who agreed to participate in a follow-up 
telephone interview, 1 expressed complete refusal to try an 
LAI, whereas the remaining 27 expressed willingness to 
try this form of treatment. Concerns about needles were 
identified in 9 of 28 patients (32%). Of these 9 responses, 
most common was an expression that needles, while not 
liked, were acceptable. Ten of 28 patients (36%) expressed no 

concerns about needles. An example of such a conversation 
from a postvisit phone interview is provided in Table 4.

Result Category 3: 
LAI recommendation often  
presented as an “imposition”

In follow-up interviews, a consistent explanation for the 
presentation style of the offer was that the psychiatrists did 
not want to “force” their patients to take LAIs. This was seen 
both in direct answers to questions and in the language used 
to frame the initiation of the LAI therapy (eg, that by offering 
treatment with LAI formulations, the psychiatrist was 
“imposing” his will upon his patient). Equivalent concerns 
that the psychiatrist was imposing a burden on his patients 
when offering oral antipsychotic therapy were absent.

Table 5 provides an example of a psychiatrist with a 
prior good experience with LAI treatment in a patient with 
schizophrenia who was asked if he would expand on that 
experience and use LAIs in other patients who were early in 
the course of their disease.

DISCUSSION
This report identified several styles for presenting and 

responding to the offer of LAIs that raise questions about 
how LAIs are introduced to psychiatric patients. Among the 

Table 1. Doctor-Patient Conversation With a Focus on Modality

Offer of a Shot: Clinician Emphasis on Injection Procedure 
Rather Than Potential Benefits of LAI
Background: A 27-year-old man with chronic schizophrenia  
and a history of poor adherence

Summary of Results Showing Emphasis on Injectable 
Modality Over Perceived Benefits

DOCTOR: So—so, one of the things I wanted to talk to you about is, uh, you know, what we 
call long-acting therapy, or a once-a-month shot. Umm, and, umm, what 
would your feelings about that be, taking a shot once a month?

PATIENT: No. I don’t want no shot. I’d rather take it by mouth.
DOCTOR: Okay.
PATIENT: Yeah.
Follow-Up: This ended the discussion, and there was no further attempt to reintroduce the 
LAI recommendation or provide the underlying clinical rationale.

Notable in the example provided is the psychiatrist’s 
immediate acquiescence without presenting the 
patient-specific value of this treatment alternative. 
Further, although the direct offer is only 42 words long, 
it includes many verbal stutters (“So—so…”), epistemic 
parentheticals (“uh, you know”), and stalling tactics 
(“Umm, and, umm”).

Overall Assessment
Psychiatrists focused on universal benefits of LAIs rather than tailoring these benefits to a specific patient. In fact, in no visits did psychiatrists discuss a 
benefit tailored directly to a patient’s circumstances (eg, “One of the good things about long-acting medications is they allow you to come in less frequently, 
which means spending more time doing the things you enjoy, which in your case might be spending time with your dog.”).
Abbreviation: LAI = long-acting injectable.

Table 2. Doctor-Patient Conversation With a Hedged Offer of LAI Therapy
Example of a Hedged Offer
Background: A 52-year-old female with schizophrenia

Summary of Results  
Showing a Hedged Offer

DOCTOR: It does—well, this is just an option I’m gonna offer you. It does come in a 
long-acting injectable so—

PATIENT: No. I’m scared to death of needles. I can’t take needles.
DOCTOR: Well, [Name], I just wanted to mention it so you would know.
PATIENT: Oh, okay.
DOCTOR: It’s alright.
PATIENT: Okay.
DOCTOR: Not to worry. No one’s gonna force that on you.
PATIENT: Alright.
DOCTOR: But we can discuss it at least in the future. But we’ll leave it alone.
Follow-Up: It is unknown whether the patient eventually did receive LAI treatment; 
however, the subject was not broached again during this discussion.

The doctor’s response to the patient’s initial reaction of being 
“scared of needles” seems to be one of resignation (“just wanted 
to mention it so you would know”). It would seem that this 
response can be anticipated and that a response to address that 
concern can be offered without immediate resignation, such as, 
“Yes, I understand, lots of people are, but let me explain how often 
this happens…”. In the ethnographic interviews following the 
presentation of the offer of LAIs, psychiatrists explained that this 
hedging approach was taken because of the importance of a “soft 
sell” for presentation of the LAI option. That is, it should be an 
offer that is developed over time that brings the patient along 
slowly to understanding the value of this treatment option.

Abbreviation: LAI = long-acting injectable.

Table 3. Immediate Patient Reaction to the Offer of LAIs
Patient Reaction to LAI Offer in Medical Visit n %
Favorable (prefer LAI therapy) 12 36
Concerned, but willing 4 12
Neutral 6 18
No clear reaction 6 18
Concerned 5 15
Total 33 100
Abbreviation: LAI = long-acting injectable.
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interactional sociolinguistic outcomes that were commonly 
identified during presentation of the offer of LAIs were 
prioritizing of risks over benefits, failure to provide a strong 
patient-specific rationale for the offer, tentativeness and 
“hedging” of the offer, and the psychiatrist’s identification 
of the offer as an imposition. Somewhat surprisingly, despite 
prior assertions of psychiatrists’ experience, most patients 
did not fully reject the LAI offer and were willing to have 
follow-up conversations about this treatment option.

Decisions regarding pharmacologic treatment are 
integral to the recovery process for patients with mental 
illness. Ideally, the patient and psychiatrist work together 
in a collaborative format with the goal of reestablishing or 
maintaining improved functionality.13 Medication changes 
are typically made only in response to a failure of the 
immediately prior therapeutic approach.26 This psychiatrist-
patient dialogue would be expected to cover issues that 
might affect therapeutic outcome, including anything that 
interferes with the current therapy: cost, side effects, lack 
of efficacy, and lack of adherence. In psychiatry, where the 
psychiatrist-patient dialogue forms a critical component 
of the “therapeutic alliance,” selection and discussion of 

therapy, including how well or poorly the offer is made and 
discussed, are of particularly critical significance.27,28

In the examples evaluated here, offers of LAI treatment 
followed a pattern that differs considerably from the physician 
approach to recommendations for other, far more painful and 
intrusive, medical approaches, like lumbar punctures.29,30 
These differences are exemplified in multiple ways.

While it is true that LAI treatment is an injectable form 
of therapy, it is also true that the modality of delivery is 
not the sole reason why LAI therapy represents a medically 
valuable option. If the proponent of that option is convinced 
of its value, it seems unusual that the presentation would be 
introduced as a painful and intrusive “shot” before providing 
its rationale and value. Most of LAI introductions in this 
sample (91%) focused on the modality of its delivery. This 
robust finding suggests a general pattern for these dialogues 
between psychiatrists and patients. Further, in the examples 
observed, the rapid retreat from the offer even before the 
offer is clearly rejected is noteworthy. This retreat without 
the lack of a clear patient rejection is not an expected pattern. 
In other situations, psychiatrists are more likely to mount a 
counter-argument to an initial patient rejection if the offer 
represents one to which they are committed.31 Indeed, it 
seems unusual for any clinician who has identified the best 
therapeutic option for a specific patient to withdraw the 
offer for that treatment with such minimal, and at times 
nonexistent, patient rejection or concern.

The manner of the offer of LAIs suggests ambivalence 
toward this option. In the offer for other therapies 
observed in this study (for example, a mood stabilizer or an 
antidepressant), patient resistance was almost universally 
met with a second attempt by the physician to convince the 
patient of the importance of therapy. In contrast, the offer 
of LAIs in this study was generally characterized by a rapid 
and easy retreat in the face of patient rejection or even, in 

Table 4. Example of a Conversation With a Patient 
Unconcerned About Converting to an Injection Procedure
Patient Conveys That Going on Injections Is Not a Major Concern
Background: a 56-year-old female with schizophrenia
INTERVIEWER: How do you feel about the fact that it is an injection?
PATIENT: I’m used to them.
INTERVIEWER: You’re used to them?
PATIENT: Mm-hmm.
INTERVIEWER: Okay. So, you’re not bothered by it at all?
PATIENT: Unh-unh.
INTERVIEWER: Okay. And why not?
PATIENT: I may not worry, ma’am. I have so many needles in the arm so 

many times, so I don’t worry about it.
Abbreviation: LAI = long-acting injectable.

Table 5. Example of a Conversation With a Psychiatrist About LAI Therapy
Example of Concern for Impositions
Background: male psychiatrist Summary of Results Showing Concern for the Imposition of LAI Therapy
DOCTOR: You know, so I—yeah. I’m not quick to go with injectable 

medicines, and, umm, it’s because—even though 
like—like I just said how much I like them and they’re 
wonderful—

INTERVIEWER: Hmm.
DOCTOR: And I’ve had wonderful results, but, umm, uh, because, 

umm, I think if—if any person is given the choice 
of taking the pill or getting an injected—injection—
umm, not any person. Of—of course there’re—there’re 
exceptions, but—but, you know, take anybody in the 
world, I was—I think probably like 95% of people 
would prefer to take a pill than to have to get an 
injection.

INTERVIEWER: Right.
DOCTOR: Umm, so—especially an intramuscular injection.
INTERVIEWER: Mm-hmm.
DOCTOR: If it was just like sub—subcutaneous or something like 

that—
INTERVIEWER: Sure.
DOCTOR: It’s—it’s not as bad.
INTERVIEWER: Right.
DOCTOR: But IM injections hurt.

Even in cases where psychiatrists had positive prior experiences with LAI 
treatment in patients with schizophrenia, they seemed to be hesitant about 
the injectable route.

Abbreviations: IM = intramuscular injection, LAI = long-acting injectable.
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most cases, expressions of concern. In some cases, this was 
accompanied with a “priming for negation” or an immediate 
apology once the offer was made (“Yes, lots of people don’t 
like injections.”).

A potential cause of psychiatrist ambivalence was 
provided in some of the postdialogue interviews in which 
some of the psychiatrists expressed concern that making an 
LAI recommendation might threaten the delicate therapeutic 
alliance with the patient. Although speculative in nature, it 
is also possible that psychiatrists’ bias to LAIs may be, at 
least in part, determined by their initial experience with LAI 
therapies. The residency period, during which psychiatrists’ 
first experience with  LAI therapies could have originated 
as a court-ordered inpatient treatment, may have affected 
their attitude toward LAIs. Such an experience could 
have contributed to enduring negative attitudes toward 
injectable treatments generally. Other possible reasons for 
the observed reluctance to make an offer of LAIs include 
disruption of patient-flow dynamics of the treatment setting, 
requirements for additional personnel, and other challenges 
arising from the management of injections in a busy practice. 
None of these reasons are mutually exclusive.

The clinician’s comment (Table 2) that “no one’s gonna 
force that [an injection] on you” raises questions about the 
adequacy of clinical training regarding the use of LAIs. In 
other medical settings, if injections are deemed the optimal 
therapeutic modality (eg, use of injections for treating 
diabetes, rheumatoid arthritis, or tetanus), a patient’s fear 
of needles would not likely be the end of a conversation. 
Indeed, it might be the beginning. Thus, if use of injectable 
medications represents a valuable tool for treating severe 
mental disorders, this ethnographic work suggests that 
training clinicians on how to introduce and address likely 
concerns regarding injectable treatments would be a valuable 
addition to their psychiatric education.

Our data suggest that the feared threat to the therapeutic 
alliance may be overblown. The patients who were offered 
or who were eligible for LAIs were not usually in favor of 
needles. On balance, however, they were willing to undergo 
injection for a therapy that might make life more convenient, 
or might aid their adherence. Delays to initiating LAI 
treatment were usually not patient-driven in the cases we 
observed. In fact, it was the prescriber who usually chose to 
procrastinate the initiation of therapy, even in the face of a 
positive patient response.

Limitations
This report describes observational social science research 

for which the analytic model employed was retrospective and 
exploratory. It is difficult to determine the meaningfulness 
of some of the differences that were identified through these 
linguistic analyses. For example, terms like “injectable” 
and “injection” were not used in equivalent patterns by 
participating psychiatrists. The clinical relevance of such 
differential linguistic usage patterns is uncertain. Because 
of this, findings that are likely only of linguistic interest are 
not discussed in this report.

Another possible limitation of this study stems from 
potential sources of bias. It is conceivable that the study 
sponsor could have been “guessed” by the clinicians 
involved in the interviews. However, if “unmasking” took 
place, one might expect that clinicians would have been 
more enthusiastic during their conversations with patients, 
knowing that the discussions were recorded. The study 
sponsor initially provided key areas of interest for analytic 
review, but at no time during the study did they have direct 
access to the full data. The linguistic team analyzed the 
data with the intent of providing an explanation, whether 
favorable or unfavorable, for the low patient acceptance rate 
of LAIs.

This work suggests that the psychiatrist-patient dialogue 
around the initiation of LAIs is characterized by ambivalence. 
The data from this sample suggest that the barrier to 
acceptance of the offer is not based on patients’ refusals or 
the attitudes patients have toward injections. Rather, the 
barrier appears to arise from a lack of conviction in the value 
of the offer and a projected reluctance on the part of the 
psychiatrists to use injection formulations as a therapeutic 
option. However, the sample studied was small and was 
not collected as a randomized sample of either CMHCs in 
the United States or of psychiatrists from those settings. 
Therefore, the degree to which the results would generalize 
to a broader group of psychiatrists from more diverse settings 
is unclear, and additional hypothesis-testing work should be 
done.

If results of this preliminary work are borne out, a 
path forward may include training psychiatrists and other 
clinicians about the appropriate clinical value of LAIs and 
in ways of offering this option using a more relationship-
building approach.
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