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ABSTRACT

Objective: To assess preferences for participation in
shared decision making in a representative sample of
psychiatric outpatients with affective disorders and to
understand how clinical and socio-demographic va-
riables influence patients’ preferences for participa-
tion. Method: A cross-sectional survey of 172 consec-
utive psychiatric outpatients with affective disorders
attending at Community Mental Health Care setting
was carried out. Patients expressed preferences on
each of 3 aspects of decision making (seeking infor-
mation, discussing options, making the final decision).
The “CGI Severity and Improvement Scales” and the
“Beck Depression Inventory” scale were used for se-
verity assessment. Additionally the “Drug Attitude
Inventory”, the “Beliefs about Medicine Question-
naire” and the “Leeds Attitude toward Concordance
Scale” were applied to all participants. Effects of va-
riables considered on preferences were assessed using
proportional odds regression models. Results: We
registered a high response rate of 85%. Nearly all
patients (91%) preferred to leave final decisions to
their treating psychiatrists and 87% preferred to rely
on psychiatrists for medical knowledge rather than
seeking their own information. In contrast, 81% of
patients preferred to be offered options and to be
asked their opinion by their doctors. Gender, age,
educational level, number of psychotropics used and
belief about psychiatric medication overuse were sig-
nificant predictors in decision making dimensions
considered. Conclusion: Shared decision making ap-
proach of patients with affective disorder must take
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into consideration a more doctor-directed approach
preferred by the patients in which the desire to be
offered options is not automatically linked with the
willingness of taking decisions or getting more know-
ledge.
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1. INTRODUCTION

If psychiatry was an accurate science, there would be one
proper answer for each mental health problem and the
patients’ preferences about treatments would be irrele-
vant to what is “right”. But psychiatry is just an uncertain
science with many clinical situations in which more than
one reasonable possibility of intervention is available
with no evidence that any of the alternatives is better
than another.

Patient’s participation in medical decision making has
been increasingly advocated as a means to enhance self-
determination and empowerment of patients [1]. Shared
decision-making (SDM) is a patient-centered approach in
which the healthcare professional and patient exchange
information on the best available treatment and discuss
the implications of each option [2-4]. In the process, pa-
tient autonomy is respected, the patient is assisted with
setting their values and preferences, and final treatment
decisions reflect a mutual agreement between patient and
physician rather than a unilateral decision taken solely by
the physician, or by the patient.

The model of shared decision making represents a
promising possibility for increasing the autonomy of
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psychiatric patients and this autonomy encouragement
could be an improvement in drug adherence [5,6]. In
particular, poor adherence to pharmacologic treatment of
affective disorders is a worldwide problem of striking
magnitude that prevents patients from gaining access to
the best treatment [7]. Moreover, involving psychiatric
patients in therapeutic decisions help implement basic
rights of a group of patients who have not sufficiently
benefited from consumer empowerment in other medical
fields.

However, not all patients are prepared, suitable, or
want to participate to the same degree in the process of
making decisions about the treatment of their disease.
The suitability of a decision in SDM depends on the
clinical context, patient preferences, and the responsibil-
ity of healthcare professionals [8]. Furthermore, making
the right medical choices is harder than ever since pa-
tients are overwhelmed by information from all sides:
their doctors’ recommendations, dissenting expert opi-
nions, confusing statistics, conflicting media reports, the
advice of friends, claims on the internet, and a never-
ending stream of drug company ads [9]. In addition, pa-
tients may wish to participate in a variety of ways in-
cluding seeking and exchanging information, discussing
options in care, and making the final decisions about
treatment. Some may want to play an active role in dis-
cussing treatment options, but ultimately want their doc-
tors to be the ones who make decisions on their behalf
[10]. For this reason, healthcare professionals and health
organizations should not assume that patients want to
participate in clinical decision-making, but must assess
each patient’s preferences and tailor care accordingly.

Questions about psychiatric patients’ preferences re-
main unanswered. How much of them do embrace the
collaborative model? Are there clinical and/or socio-
demographic differences associated with such prefe-
rences? In order to measure different aspects of partici-
pation in decision making, psychiatric outpatients at-
tending in a Community Mental Health setting expressed
preferences ranging from patient-directed to psychiatrist-
directed styles on each of 3 aspects of decision making
(seeking information, discussing options, making the
final decision).

2. MATERIAL AND METHOD
2.1. Sample

From September 2011 to June 2012, one hundred and
seventy-two consecutive psychiatric outpatients with
affective disorders attended in two Community Mental
Health Centres at Tenerife Island (Canary Islands, Spain)
were invited to participate in the study. Each participant
received a full explanation of the study, after which he or
she signed an informed consent document that had been
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approved by the local ethics committee. Each participant
then filled out a brief socio-demographic survey and the
rest of the questionnaires.

2.2. Measures

2.2.1. Socio-Demographic Characteristics and
Clinical Variables

Age, gender, educational level (no formal education,
primary studies, secondary studies, and university de-
gree), history as psychiatric patient (in years), and type
of psychoactive drugs currently taken were assessed. For
evaluation purposes the drugs were divided into the
common groups of psychotropics: antidepressants (tri-
cyclics, selective serotonin reuptake inhibitors—SSRIs-
and serotonin and norepinephrine selective reuptake in-
hibitors—SNRIs-), benzodiazepines, antipsychotics (con-
ventional and atypical) and mood stabilizers. We also
recorded how long patients had been under psychiatric
treatment (in months), the number of different psychiatr-
ists that have treated them during that time, and the
number of psychiatric admissions specifying its volunta-
ry or involuntary character. Psychiatrists responsible for
patient’ mental health care were asked about patient di-
agnosis and after patient consultation to give their im-
pression on their patients adherence since the last clinic
visit as well as scored the Clinical Global Impression-
Severity scale (CGI-S) and the Clinical Global Impres-
sion-Improvement scale (CGI-1) [11]. The feeling of be-
ing informed about psychiatric medications was assessed
by means of two dichotomous items: “Do you consider
that you have enough information about your treatment?”
and “Would you like to have more information about
your medicines?” The way in which the patient perceived
that his/her doctor considers his/her opinion about treat-
ment was assessed with another dichotomous item:
“Does your psychiatrist ask your opinion about the
treatment that would be prescribed?”

2.2.2. Preferences for Participating in Decision
Making

As a way to explore preferences for participating in deci-
sion making, we used three items developed by Levinson
et al. [10], based on a review of several models of deci-
sion making. These questions assessed patients’ partici-
pation preferences, and response options ranged from a
patient-directed to a physician-directed style on three
aspects of decision making (seeking information, dis-
cussing options and making the final decision). The re-
sponse format was changed from the original six point
scale to a four point Likert scale in which the respondent
scores each item: strongly disagree (0), disagree (1),
agree (2) or strongly agree (3). The items read as follows:
“| prefer to rely on my doctor’s knowledge and not try to
find out about my condition on my own” (Knowledge);
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“| prefer that my doctor offers me choices and asks my
opinion” (Options); “I prefer to leave decisions about
my medical care up to my doctor” (Decision).

2.3. Attitudes toward Treatment

2.3.1. Drug Attitude Inventory (DAI-10)

The DAI [12] is a self-report scale developed to measure
subjective responses and attitudes of psychiatric patients
towards their treatment revealing whether the patients are
satisfied with their medications and evaluating their un-
derstanding of how the treatment is affecting them. The
original version of the scale consists of 30 items covering
seven categories: subjective positive, subjective negative,
health and illness, physician control, prevention, and
harm. A shorter version consisting of 10 key items was
subsequently developed (the DAI-10). The reduced ver-
sion “DAI-10" has ten highly specific items of subjective
experience presented as self-report statements with
which the patient agrees or disagrees. These are based on
the true recorded and transcribed accounts of patients,
and response options are true/false only. These items
were selected for their capacity to discriminate between
medication adherence grades in a way that can be ana-
lyzed statistically. Each response is scored as +1 if cor-
rect or —1 if incorrect. The final score is the grand total of
the positive and negative points. Its total score comprises
values from —10 to 10 with higher scores indicating more
positive attitude towards medication. A positive total
score means a positive subjective response. A negative
total score means a negative subjective response. The
DAI-10 is concise, easy to administer, and its psychome-
tric properties are well established. The scale has been
shown to have test-retest reliability, high internal consis-
tency, and discriminant, predictive, and concurrent valid-
ity [13]. Although the DAI was initially designed for
schizophrenia, it has also been used to investigate treat-
ment adherence in patients with affective disorders [14].

2.3.2. Beliefs about Medicines Questionnaire (BMQ)

The Beliefs about Medicines Questionnaire (BMQ) was
developed in the United Kingdom by Horne et al. [15]
and validated for psychotropics into Spanish by De las
Cuevas et al. [16]. It comprises a general and a specific
scale and each has two subscales. The BMQ General
Scale assesses more general beliefs or social representa-
tions of pharmaceuticals as a class of treatment and in-
cludes eight items in two subscales of four items, Over-
use and Harm. The BMQ-Specific scale assesses the pa-
tients’ beliefs about the medication he/she is prescribed
for a specific illness in terms of the necessity and con-
cern about taking it. The scale includes 10 items in two
subscales, Concern and Necessity, each of five items.
The degree of agreement with each statement is indicated
on a five point Likert scale, ranging from 1 = strongly
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disagree to 5 = strongly agree. BMQ have shown to be a
valid and reliable measure and it is able to discriminate
between different groups of patients [17-19].

2.3.3. Leeds Attitude toward Concordance Scale
(LATCon)

The Leeds Attitude toward Concordance scale (LATCon)
is a 12-item self-report scale, developed by Raynor et al.
[20] and validated into Spanish by De las Cuevas et al.
[21] that assessed patients” and health professionals’ atti-
tudes towards concordance in medicine-taking. The res-
pondent scores each item on a four point Likert scale:
strongly disagree (0), disagree (1), agree (2) or strongly
agree (3). The total maximum score is therefore 36. The
higher the score in the scale, the more positive the res-
pondent’s attitude towards concordance. To facilitate
interpretation, the total score is divided by the number of
items leading to an average score per item. A mean item
score of between 2 and 3 indicates that the respondent
tends to “agree” with the concept of concordance, while
an average score below 2 suggests that he/she does not
do so. In order to specifically assess the agreement in a
psychiatric context, the term “doctor” was replaced by
“psychiatrist”.

2.4. Clinical Status

Beck Depression Inventory (BDI-I11)

The Beck Depression Inventory (BDI), created by Dr.
Aaron T. Beck in 1961, is a 21-question multiple-choice
self-report inventory, one of the most widely used in-
struments for measuring the severity of depression. The
BDI-1l1 was a 1996 revision of the BDI [22,23], devel-
oped in response to the American Psychiatric Associa-
tion’s publication of the Diagnostic and Statistical Ma-
nual of Mental Disorders, Fourth Edition, which changed
many of the diagnostic criteria for Major Depressive
Disorder. Items involving changes in body image, hypo-
chondria, and difficulty working were replaced. Also,
sleep loss and appetite loss items were revised to assess
both increases and decreases in sleep and appetite. All
but three of the items were reworded; only the items
dealing with feelings of being punished, thoughts about
suicide, and interest in sex remained the same. Finally,
participants were asked to rate how they have been feel-
ing for the past two weeks, as opposed to the past week
as in the original BDI. Like the BDI, the BDI-II also
contains 21 questions, each of the 21 items corresponds
to a marker of depression and is scored by the subject on
a four-point scale (0 - 3) according to the way the partic-
ipant has been feeling in the previous 2 weeks. The 21
items are then summed to give a single total score for the
BDI-1lI, for which cutoff scores have previously been
established. The cutoffs used differ from the original: 0 -
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13: minimal depression; 14 - 19: mild depression; 20 - 28:

moderate depression; and 29 - 63: severe depression.
Higher total scores indicate more severe depressive
symptoms. The BDI-II is a reliable and well-validated
measure in screening for depression symptoms in adults,
with Cronbach’s alphas ranging from 0.73 to 0.95.

2.5. Statistical Methods

Effects of socio-demographic and clinical characteristics
on preferences were assessed using proportional odds
regression models. We conducted a range of sensitivity
analyses to ensure that conclusions were not dependent
upon the specific statistical model selected. To contrast
the patient opinion about participation preferences, chi
square strategies were used. Correlation analysis was
developed to know the relationship pattern among dif-
ferent preferences. Finally, discriminant analyses were
performed to predict the patients’ preferences.

3. RESULTS

We registered a high response rate of 85% resulting in a
sample of 152 psychiatric outpatients with affective dis-
orders. Table 1 shows the sample distribution according
to socio-demographic and clinical variables included in
the study. The percentage of patients who reported that
they do not have enough information about their medi-
cines was only 10% and 42% stated that they would like
to get more information about it. Thirty-six percent
stated that their psychiatrist does not ask them their opi-
nion about their treatment.

Table 2 shows the distribution of responses to the 3
participation questions. It is remarkable that almost all
psychiatric outpatients with affective disorders (91%)
preferred to leave final decisions to their psychiatrist and
87% preferred to rely on psychiatrists for medical know-
ledge rather than seeking their own information, both
responses indicative of a physician-directed style. In
contrast, eighty-one percent of patients answered posi-
tively when asked whether they prefer to be offered op-
tions and to be asked their opinions by their doctors, in-
dicative of patient-directed style.

The correlation among the three questions about pre-
ferences for participating in decision making was the
first analysis. There was a mixed pattern: “knowledge”
and “decision” were positive related: r,, = 0.34; p = 0.000
(as more the patients believe in the psychiatrist know-
ledge, more they wish to participate in therapeutic deci-
sion); but “knowledge” and “decision” are independents
of “options” knowledge (ry, = 0.04; and r,, = 0.03, re-
spectively). These results suggest that preference of psy-
chiatric outpatients with affective disorders for participa-
tion in their medical decisions is not a single-dimen-
sional construct, supporting the idea that could consist of
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Table 1. Socio-demographic and clinical characteristics of the

sample studied.

Variable

Category

Number of % of the

Cases sample
Age <25 years 1 0.7
Mean Age 25 - 45 years 28 184
56.4 + 12 Rank 45 - 65 years 88 57.9
20-84 >65 years 35 23
Male 37 24.3
Gender Female 115 75.7
No formal education 24 15.8
Educational Primary 76 50
level Secondary 29 19.1
University 23 15.1
Bipolar disorder 35 23
Last episode mania 17 11.2
1CD-10 Last episode depression 18 11.8
Diagnosis” Depressive episode 30 19.7
Recurrent depression 40 26.3
Dysthymia 47 30.9
Normal 18 11.8
Sevngit' of Mildly ill 51 336
iIInes); Moderately ill 73 48
Markedly ill 10 6.6
Very much improved 49 32.2
cal Much improved 47 30.9
Imorovement Minimally improved 32 211
p No change 18 11.8
Minimally worse 6 3
History of
Psychiatric No 104 68.4
Admissions
> 1 25 16.4
Duration of
treatment 2 9 59
130 + 110 >3 14 9.3
months (1 - 480)
No. of
Psychiatrists 1 29 25.7
Mean 3.61 + 3 2 36 23.7
Rank 1 -15 3 22 145
Mode 1; >4 55 36.1
Median 3
Psychotropic
drugs One drug 14 9.2
Mean 3.01 1.3 Two drugs 44 28.9
drugs Three drugs 48 31.6
Rank1 -8 Four drugs 30 19.7
Polypharmacy Five or more drugs 16 115
90.8%
Antidepressants 132 86.8
Tricyclics 5 33
SSRIs 91 59.9
SNSRIs 84 55.3
Treatment Benzodiazepines 123 80.9
Antipsychotics 42 27.6
Conventional 8 5.3
Atypical 38 25
Mood stabilizers 41 27
Self-Report Questionnaires
DAI Total 44+34
BMQ—Harm 2.64 +£0.51
BMQ—Overuse 2.84+0.61
1.66 £ 0.22
LATCon Scale (Agree 71.7%)
BDI-II 19.4+123
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Table 2. Psychiatric outpatients’ preferences for participation
in decision making.

Table 3. Patients’ preferences responses across the three di-
mensions.

Knowledge (%) Options (%) Decision (%0)

Totally disagree 0 0.7 0.7

Disagree 13.2 18.4 8.6

Agree 84.2 78.9 89.5

Totally agree 2.6 2.0 1.3
X? 179.58™ 247.84 339.32""

Knowledge: “‘I prefer to rely on my doctor’s knowledge and not try to find
out about my condition on my own”; Options: “I prefer that my doctor
offers me choices and asks my opinion’’; Decision: “I prefer to leave deci-
sions about my medical care up to my doctor™; X? = chi square; " =p =
0.000.

the three distinct components considered: options, know-
ledge, and decisions.

In order to know the overall pattern of the opinion of
depressive patients about participation preferences, the
answer alternatives were transformed in nominal va-
riables: “strongly disagree”, and “disagree” into a gener-
al category of “disagreement”; and “agree”, and “strong-
ly agree” into a general category of “agreement”. Ac-
cording these transformations, patient profiles were per-
formed about if they preferred a “psychiatrist directed
approach” or “patient directed approach” taking into ac-
count the three variables. Table 3 summarizes those pro-
files.

Only 2.6% of psychiatric outpatients with affective
disorders preferred a patient directed approach across all
3 dimensions and 15.8% across two dimensions. Psy-
chiatrist directed approach across the three dimensions
considered was preferred by 18.7% while 63.9% across
two dimensions.

In order to know if there are variables that explain
why the depressive sample prefers to participate or no in
decision making, three discriminant analyses were car-
ried out, taking Disagreement/Agreement classification
as group variables. Predicting variables were both so-
cio-demographic variables: sex, age, level of education,
marital status, employment situation, number of different
psychiatrists, number of different medicines, and treat-
ment duration; and personal/psychological variables:
attitudes about medicines (DAI scale), belief about me-
dicines (harmful and overuse subscales), concordance
(LATcon scale), and depression level (BDI-II scale).

The three discriminant functions obtained reached sta-
tistical significance: Knowledge (Wilks’ lambda = 0.78;
X?(13) = 36.32, p = 0.001); Options (Wilks’ lambda =
0.81; X*(13) = 30.40, p = 0.004); and Decisions (Wilks’
lambda = 0.95; X*(13) = 7.06, p = 0.008). In Table 4 are
summarized the variables and the discriminant coeffi-
cients (standardized) into the three functions (in bold are
highlighted the coefficients equal or greater than 0.40).

As it can be observed, the percentages of cases cor-
rectly classified are similar for the three variables (be-

Copyright © 2014 SciRes.

n % Knowledge Options Decision
Psychiatrist 27 187 Psy Psy Psy
directed 96 63.2 Psy Pat Psy
approach ;o7 Pat Psy Psy
Patient 9 59 Psy
directed —
approach 1 07 Psy

4 26

Knowledge: ““I prefer to rely on my doctor’s knowledge and not try to find
out about my condition on my own”; Options: *“I prefer that my doctor
offers me choices and asks my opinion”; Decision: “I prefer to leave deci-
sions about my medical care up to my doctor™.

Table 4. Standardized coefficients of the three discriminant
functions for the three preferences variables.

Variables Knowledge Options Decision
Sex 0.49 0.14 —0.04
Age 0.50 0.30 -0.13
Marital status -0.28 -0.17 0.24
Education level -0.14 —0.04 0.57
Treatment duration —0.06 -0.28 -0.11

Number of different treating

psychiatrists —0.30 0.27 0.15

Number of different medicines 0.09 0.54 —-0.07
Attitudes about medicines (DAI 0.18 041 -031
scale)

Belief about medicines

(harmful subscale) —0.23 036  -0.34

Belief about medicines

(overuse subscale) Ul 0.24 iz

Concordance (LATCon scale) 0.23 0.63 —-0.05
Level of depression (BDI scale) 0.38 -037 -0.26
% cases correctly classified 78.8 74.8 70.1

tween 70% - 80%), but there are different weights for
each predicted variable. The consideration of patients
about the credibility on psychiatrist’s knowledge about
their disorder is especially related with “age” (there is
greater confidence in older patients), sex (men are more
confident), and with the belief about an excessive use of
medicines (negative relationship). With respect to the
patient preferences about psychiatrists offering them
different options about how to deal with depression,
there are more preferences especially when they have a
more positive attitude about patient-professional con-
cordance and when they take more different medicines.
Finally, in shared decision making about treatment, there
was an especially psychiatry direct approach with beliefs
about an excessive use of medicines, with higher level of
education.
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4. DISCUSSION

According to our results, psychiatric outpatients with
affective disorders from our health care setting preferred,
at present time, mainly to play a passive role and set their
psychiatrists in positions of dominance and authority. It
seems necessary to encourage patients in a more ba-
lanced partnership in medical decision making since the
benefits of increased patient participation have been
widely demonstrated.

Patients with depressive disorders prefer to know all
the options available about their treatment but rely on
knowledge of their psychiatrist and delegate final deci-
sions on them. When facing a depressive disorder, mak-
ing even simple decisions can become a major undertak-
ing, and more difficult decisions can become impossible.
It is well established that depressed individuals tend to
focus their attention on unhappy and unflattering infor-
mation, to interpret information negatively, and to har-
bour pervasively pessimistic beliefs [24-26]. Negative
thinking is not only a concomitant or symptom of de-
pression it is also a causal antecedent of depression since
cognitive biases precede and give rise to depressive
symptoms [27].

The variable “options” keeps some independence from
relying on the expertise knowledge of their psychiatrists
and especially with the final decision-making. This may
indicate that such people do not want really to know the
options they have in order to participate in subsequent
decision making, but as a way of knowing that their
problem is tractable (in different ways) and that would be
valuable in itself to them. An alternative explanation
could be that offering options by the psychiatrist is per-
ceived by the patients as a demonstration of interest by
the psychiatrists in their personal cases as well as a
demonstration of technical abilities of the mental health
professional to sort out different options of treatment and
choosing the best for the patient.

Although a great majority of the patients desired a
passive decision-making role, preferences of participa-
tion varied according patient characteristics.

The profile of psychiatric outpatients with affective
disorders that prefer to be offered options and to be asked
their opinions by their doctors, indicative of patient-di-
rected style, is well characterized by three main deter-
minants: the greater number of different psychoactive
medications a patient use, the more harmful the patient
thinks the psychiatric medications are and the more fa-
vourable is his/her attitude toward concordance with me-
dication-taking more.

There are also some conditioning variables related to
the dimension “knowledge” of shared decision making.
The patients that are more confident in the expertise of
their psychiatrists are men, older patients and those who
consider that there is not an overuse of medicines. Even
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patients who scored higher on the BMQ-Overuse scale,
thinking that psychiatric drugs are prescribed in excess,
were less confident in the knowledge of psychiatrists
(negative relationship with knowledge dimension), and
as they take more medicines more options of treatment
they want to know by their psychiatrists. But, finally,
they still want to be psychiatrists who take the final deci-
sion (positive with decision), probably overwhelmed by
the number of drugs.

Finally, although previous studies have demonstrated
that high level education is a determinant of preference
for shared decision making [28,29], our results neverthe-
less showed that the higher the patients’ educational level
is the more they preferred to leave final decisions to their
psychiatrist. Paraphrasing David Byrne “The more you
know, the more you know you don’t know and the more
you know that you don’t know”.

5. CONCLUSION

Mental health care of affective disorders presents aspects
that might differ from treatment decision-making for
other types of health conditions. Shared decision making
approach of patients with affective disorders must take
into consideration a more doctor-oriented approach pre-
ferred by the patients in which the desire of to be offered
options is not automatically linked with the willingness
of taking decisions—or even been involved on it—or
getting more knowledge. In any case, this profile must be
balanced against the temptations of a more paternalistic
approach in the management of these patients. Among
the more traditional paternalism and the more extreme
autonomism, there is a wide range of possibilities and
patients have the right to choose.
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