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Background: Shared decision making (SDM) is an essential component
of patient-centered care, but there is little information about its use in the
psychiatric care.
Objective: To measure to what extent psychiatric patients feel they were
involved in the process and steps of decision making about treatment
choice and to analyse the influence of socio-demographic, clinical, and
psychological processes on this perception.
Methods: Cross-sectional survey involving 1100 consecutive psychiatric
outpatients invited to complete the nine-item Shared Decision-Making
Questionnaire (SDM-Q-9), health locus of control and control preferences,
self-efficacy and drug attitude scales, as well as a questionnaire including
socio-demographic and clinical variables.
Results: A high response rate of 77% was registered, resulting in a sample
of 846 psychiatric outpatients. SDM-Q-9 total score indicate a moderately
low degree of perceived participation, with differing perceived
implementation of the individual the SDM process steps. Patient diagnosis
evidenced significant differences in SDM perception. Patients’ perception
of SDM was explained by four main variables: the older the patient, the
lower self-reported SDM; having a diagnosis of schizophrenia increases the
likelihood of lower SDM; a positive attitude towards psychiatric drugs
favors greater SDM, as well as a higher level of self-efficacy.
Conclusion: The result of this study suggests that SDM is currently not
widely practiced in psychiatric care. Further research is needed to examine
if the low level of participation self-reported is justified by psychiatric
patients’ decisional capacity.

Significant outcomes

∙ Shared decision making (SDM) self-reported by psychiatric patients was moderately low.
∙ Although psychiatric patients received some aspects of SDM, they self-reported poorly on some of SDM
steps involved, being uncommon that a complete SDM approach was used.

∙ Age, attitudes towards psychiatric treatment, self-efficacy and the diagnoses of schizophrenia predict
SDM experienced.

Limitations

∙ The study registered patients’ perceptions of decision-making experience and not studies patient
consultations directly.

∙ Cross-sectional study design.
∙ Possible response biases associated to the use of self-report measure.
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Background

For a long time, everyday psychiatric clinical practice
meant that psychiatrists made decisions for their
patients. However, in the last two decades there has
been a growing recognition in the Spanish National
Health System of the importance of considering
patients’ values and preferences in clinical decisions
and the model of relationship has moved from a
dominant paternalistic one towards a pluralistic
model that attempts to democratise decision making,
share understanding, and empower patients (1,2).
There are several reasons to enhance psychiatric

patients’ active participation in decisions about their
treatment: first, a legal imperative, as psychiatric
patients have the right to be fully informed on
chances and risks of available treatments (3); second,
an ethical imperative, because a considerable number
of patients want to be involved more than they
are (4); third, a clinical evidence base support, as
treatments are presumed to be more successful if
patients are involved in decisions (5); finally, an
economic reason because it reduces unwanted
treatments and allows an appropriate allocation of
resources (6). One concept to achieve this is SDM.
SDM is an interactive process of the clinical
decision-making model that ensures that both
patient and physician are equally and actively
involved and share information in order to come to
an agreement, for which they are jointly responsible (7).
The essential components of the SDM model
include health professional and patient participation
at all steps of the decision-making process; these
steps include professional disclosure, exchange of
information, deliberation about options, patients’
preferences, negotiation, and coming to an
agreement on a decision to implement (8). In this
sense, SDM is a sequential hierarchic process where
each step makes sense by itself and can take place
independently of other steps expressing specific
communication patterns (9). Consequently, the
patient–professional relationship can vary in SDM
as a whole and throughout each step of the process,
with each step potentially including distinct forms of
SDM (10).
Although there is substantial research on SDM,

until now there exists little information on the
extent to which this apparently accepted model is
reflected in the daily practice of mental health
professionals. Moreover, little is known about the
factors conditioning psychiatric patients’ perceived
involvement in their care.
The study of psychological processes as beliefs

about having control, self-efficacy, attitudes towards
drug treatments, and psychological reactance could
be of crucial importance for their possibilities to

engage in SDM together with staff in the health
care system (11–16). Psychological reactance is an
aversive affective reaction in response to regulations
or impositions that impinge on freedom and autonomy
(17,18), and through limiting and threatening freedom,
recommendations to follow a medication have the
potential to elicit reactance and, as a result, lead
patients to ignore the recommended treatment. Health
locus of control refers to the individual’s beliefs
regarding the control of health (19). A patient with an
internal locus of control believes that health
outcomes are a direct result of his or her own
behaviour while a patient with an external locus of
control believes that health outcomes are a result of
either chance or powerful other people, such as
physicians. Finally, sense of self-efficacy reflects the
individual’s belief in his/her own skills to plan and
perform certain activities to attain particular aims
(11,20) and leads to a greater sense of confidence
and control, translating into a greater theoretical
likelihood of both intending to perform the behaviour
and actually doing so.

The aim of the present study was to measure to
what extent psychiatric patients feel they were
involved in the process and different steps of
decision making about treatment choice in their
psychiatric consultations and to analyse the influence
of socio-demographic, clinical, and psychological
processes on this perception.

Methods

Sample recruitment

From October 2013 to April 2014, 1100 consecutive
psychiatric outpatients, belonging to a basic health
area of 135 000 inhabitants of the Canary Islands
Health Service, seen in the Community Mental
Health Services on Tenerife Island (Canary Islands,
Spain) were invited to participate in a cross-sectional
study. Patients were eligible for inclusion in the study
if they were aged 18 and over and were diagnosed
by their psychiatrists with psychiatric disorders using
the International Classification of Diseases, Tenth
Edition (ICD-10) codes as F20 (schizophrenia), F31
(bipolar affective disorder), F32–33 (depressive
episode and recurrent depressive disorder), F40–48
(obsessive-compulsive disorder and other neurotic,
stress-related and somatoform disorders). Before the
consultation with her/his psychiatrist, each partici-
pant received a full explanation of the study, after
which they signed an informed consent document
approved by the clinical research ethics committee
of Nuestra Señora de Candelaria Teaching Hospital
in Santa Cruz de Tenerife. Each participant then
filled out a brief socio-demographic survey and the
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questionnaires that integrate the study with the
exception on the shared decision-making question-
naire (SDM-Q) that was completed after the
consultation.

Measures

Socio-demographic characteristics and clinical
variables. Age, sex, educational level (no formal
education, primary studies, secondary studies, and
university degree), history as psychiatric patient
(in years), and type of psychoactive drugs currently
taken were assessed. For assessment purposes, the
drugs were divided into the common groups of
psychotropic drugs: antidepressants (tricyclics,
selective serotonin reuptake inhibitors and serotonin
and norepinephrine selective reuptake inhibitors),
benzodiazepines, antipsychotics (conventional and
atypical), and mood stabilisers. For statistical analy-
sis purposes, a new variable (number of different
drugs) was drawn up as an indirect measure of
treatment complexity. We also recorded how long
patients had been under psychiatric treatment (in
months), the number of different psychiatrists treat-
ing them during that time, and the number of
psychiatric admissions specifying their voluntary
or involuntary character. Patients’ diagnoses and
treatments were collected from their therapeutic
recommendation sheets.

Instruments

SDM-Q. The nine-item Shared Decision-Making
Questionnaire (SDM-Q-9) is a valid, reliable, and
brief self-report questionnaire that assesses the
patients’ view of the decision-making process in a
consultation (21) that has been adapted and vali-
dated into Spanish (22). The questionnaire consists
of nine items, each describing one step of the SDM
process (23). The questionnaire was developed to
show the extent to which patients feel they were
involved in the process by means of scoring nine
items on a six-point Likert scale, ranging from 0
(‘completely disagree’) to 5 (‘completely agree’).
Summing up all items leads to a raw total score
between 0 and 45. Multiplication of the raw score
by 20/9 provides a score forced (transformed) to
range from 0 to 100, where 0 indicates the lowest
possible level of SDM and 100 indicates the high-
est extent of SDM. As it is more intuitively inter-
pretable, the original authors encourage use of the
transformed score. Patients completed SDM-Q-9
immediately after their clinical consultation with
their psychiatrist and not in the presence of the
treating health professional.

Hong Psychological Reactance Scale (HPRS). The
HPRS (24) is a 14-item self-report questionnaire
designed to measure the individual difference in
reactance proneness, that is, a person’s trait propensity
to experience psychological reactance. Psychological
Reactance (19) assumes that, when an individual’s
freedom is threatened, the individual will be moti-
vated to restore the perceived loss of freedom.
Participants indicated the extent to which they
endorsed each statement on a five-point Likert scale
(1 = strongly disagree to 5 = strongly agree).

Multidimensional Health Locus of Control (MHLC)
Form C Scale. Form C of the MHLC scale (25) is
an 18-item, general purpose, condition-specific
locus of control scale that could easily be adapted
for use with any medical or health-related condi-
tion. There are four subscales of the form C of the
MHLC: (1) internal health locus of control (IHLC),
which is the belief that one’s own behaviours affect
one’s health status; (2) chance health locus of con-
trol (CHLC), which is the belief that one’s health
condition is a matter of fate, luck, or chance;
(3) doctors (DHCL) health locus of control, which
is the belief that are doctors who determine the out-
comes of patient health; and (4) other people health
locus of control (PHLC), which is the belief that
other people, such as family and friends have con-
trol over one’s health status. Internal and chance
subscales comprised 6 items, while doctors and
other people subscales comprised 3 items, totalling
18 items on the questionnaire. Patients are asked to
rate, on a six-point Likert scale, the degree to
which they agree or disagree with each statement.
Higher scores on each subscale indicate a stronger
belief in that type of control.

General Perceived Self-Efficacy Scale. The General
Perceived Self-Efficacy Scale (26) is a 10-item self-
report scale that measures general self-efficacy as a
prospective and operative construct. In contrast to
other scales designed to assess optimism, this scale
explicitly refers to personal agency, that is, the
belief that one’s actions are responsible for success-
ful outcomes. Each item is scored from 1 (not at all
true) to 4 (completely true). The summary score
ranges from 10 to 40, with the highest score indi-
cating high self-efficacy.

Drug Attitude Inventory. The Drug Attitude Inven-
tory (DAI-10) (27) is a 10-item self-report scale
developed to assess patient’s belief about the effi-
cacy of drugs. Specifically, the scale measure the
subjective responses and attitudes of psychiatric
patients towards their treatment by revealing whether
the patients are satisfied with their medications and
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evaluating their understanding of how the treatment
is affecting them. Items represent subjective experi-
ence presented as self-report statements with which
the patient agrees or disagrees. These are based on
actual recorded and transcribed accounts of patients,
and response options are true/false only. Each
response is scored as + 1 if correct or −1 if incorrect.
The final score is the grand total of the positive and
negative points and ranges in value from − 10 to 10,
with higher scores indicating a more positive attitude
towards medication. A positive total score means a
positive subjective response; a negative total score
means a negative subjective response.

Statistical analyses. Frequencies analyses were
carried out for describing the sample. To contrast
both general levels of SDM and specific SDM
steps, according to different psychiatric diagnoses,
ANOVAs were performed. Finally, logistic regression
analysis was performed to estimate the best explaining
variables of SDM. In this sense an SDM dichotomous
variable was computed: low perception of SDM by
psychiatric patients (total SDM-Q scores representing
percentile 25 or lower), and high perception of
SDM (scores representing percentile 75 or higher).
Statistical analyses were only done with participants
without missing data. This implies that we can find
differences in sample size, according to groups of
analyses.

Results

We recorded a high response rate of 77% resulting in
a sample of 846 psychiatric outpatients. The 846
patients who agreed to participate in the study had a
mean age of 49.9 ± 13.6 years (range 18–87), and
64.4% were female. Concerning educational level,
9.1% of patients could only read and write, 34.5%
had completed primary studies, 37.2% had completed
secondary studies, and 19.2% had a university
degree. The primary diagnoses of respondents were
schizophrenia (20%); bipolar disorder (12.2%);
depressive disorders (49.8%); and anxiety disorders
(17.9%). The average duration of treatment was
9.8± 8.9 years (range 0.08–40). The mean number of
psychotropic drugs used was 3.0± 0.8 (range 0–8).
Only 12.6% of the patients were under monotherapy
treatment, whereas 27.9% received two drugs, 25.6%
received three, 17.6% received four, and 14.4%
received five or more drugs. Benzodiazepine tran-
quillizers were the most common medications, used
by 80.4% of the patients followed by antidepressants
(used by 70.4%), antipsychotics (used by 33%) and
mood stabilisers (used by 31.9%). Table 1 shows the
sample distribution according to socio-demographic

and clinical variables included in the study as well as
self-reported questionnaires scores.

The analysis of SDM-Q-9 results suggests that
SDM is currently not widely practiced in psychiatric
outpatient care. The average SDM-Q-9 score showed
that the mean of the sample was slightly below the
midpoint of the scale in their perceptions of the
extent to which SDM indicating a moderately low
level of participation perceived. As can be observed,
very different level of agreement was registered in
the different questionnaire items indicating different
relevance in the sample of the stages involved in
SDM. Five of the nine items of the questionnaire
showed a majority of patients disagree. The higher
level of disagreement was registered by items 2 and 6,
that represent two of the more relevant steps in SDM
process, since the great majority of patients informed
that their doctors do not want to know their level of
involvement desired in decision making, and
reported that their doctors did not ask them about
their options preferences. Table 2 shows percentages
of agreement with SDM-Q items in psychiatric
outpatients as well as their descriptive analysis.

According to the SDM-Q-9 total score, the four
diagnostic groups of psychiatric patients differ
significantly. Table 3 summarises the main data
from the ANOVA analysis performed. Since
transformed score (0–100) was used, mean scores
registered indicate that all the groups are situated
slight below the middle level in how patients feel
SDM process in their relationship with their clinicians.
Analysing specific differences (Bonferroni test), there
is only a significant difference: depressive patients
scored higher levels in SDM than patients with
schizophrenia (p≤ 0.001). A similar pattern was
found between patients with bipolar disorder and
schizophrenic patients, but it does not reach
significance (p≤ 0.07).

Considering SDM as a process integrated by several
steps (from recognition that a decision needs to be
made to final agreement on how to proceed), a new
ANOVA was performed; now taking into account the
different items (representing different contents/steps in
SDM). Table 4 summarises the data obtained. As can
be observed, there were significant differences in five
of the nine questionnaire items/steps: 1 (disclosure that
a decision needs to be made), 3 (equipoise statement),
4 (informing on the benefits/risks of the options),
7 (negotiation), and 9 (arrangement of follow-up). The
general sense (Bonferroni adjust) points out lower
scores in schizophrenia patient subsample comparing
with depressive patients (items 3, 4, and 9), comparing
with anxiety patients (item 1), and comparing with
both depressive and bipolar patients (item 7).

An interpretation of mean scores also reveals
interesting data: as low scores point out ‘disagreement’
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and high score ‘agreement’, items 2 and 6 clearly
indicate ‘disagreement’: patients disagree in considering
that clinicians formulate a statement of equality in the

relationship, and they consider that clinicians do not ask
them much about which treatment they wish. In the
opposite are items 5 and 9: in general, patients feel that

Table 1. Socio-demographic and clinical characteristics of the psychiatric outpatients sample studied (n = 846)

Variable Category Number of cases % of the sample

Age (mean age 49.9± 13.6; rank 18–87) 18–30 years 81 9.6

30–45 years 227 26.8

45–60 years 359 42.4

60–75 years 156 18.4

>75 years 23 2.7

Sex Male 302 35.6

Female 546 64.4

Educational level Can read and write 77 9.1

Primary 293 34.5

Secondary 316 37.2

University 163 19.2

ICD-10 diagnosis* Schizophrenia 170 20.0

Bipolar disorder 104 12.2

Depressive disorders 423 49.8

Anxiety disorders 152 17.9

History of psychiatric admissions (60.9% involuntary) No 570 67.2

1 101 11.9

2 60 7.1

3 47 5.5

≥4 71 8.3

No. of psychiatrists (mean 2.7± 2.0; rank 1–12) 1 289 34.0

2 224 26.4

3 130 15.3

4 69 8.1

≥5 137 16.1

Psychotropic drugs (mean 3.0± 0.8 drugs; rank 0–8) No drugs 17 2.0

One drug 107 12.6

Two drugs 237 27.9

Three drugs 217 25.6

Polypharmacy 85.4% Four drugs 149 17.6

Five or more drugs 122 14.4

Treatment Antidepressants 598 70.4

Tricyclics 31 3.7

SSRIs 449 52.9

SNSRIs 308 36.3

Benzodiazepines 683 80.4

Antipsychotics 280 33.0

Conventional 40 4.7

Atypical 271 31.9

Mood stabilisers 229 27

Anticholinergics 40 4.7

Mean± SD Transformed

Form C MHLC Scales Internal 24.4± 7.3 4.1± 1.2

Chance 15.0± 6.9 2.5± 1.1

Doctors 15.3± 3.4 5.1± 1.1

Other people 10.8± 3.7 3.6± 1.2

Psychological reactance Affective 20.1± 6.6 3.4± 1.1

Cognitive 16.5± 6.3 2.1± 0.8

Total 36.7± 11.4 2.6± 0.8

DAI-10 3.5± 4.1

General Self-Efficacy Scale 29.2± 6.9

DAI-10, Drug Attitude Inventory; ICD, International Classification of Diseases; MHLC, Multidimensional Health Locus of Control; SNRIs, selective

noradrenaline reuptake inhibitors; SSRIs, selective serotonin reuptake inhibitors; transformed, mean of items score.
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clinician try that they understand the information, and
look for an agreement in treatment procedure.
To determine the possible variables explaining

SDM’s perceptions by psychiatric patients, a logistic
regression analysis was performed. For that, a binary
variable was computed attending SDM-Q-9 scores:
patients with low perception of SDM (SDM-
Q-9≤25), and high perception of SDM (SDM-
Q-9≥75). Low-SDM group was composed by
229 patients (59 schizophrenia, 25 bipolar disorder,
102 depressive disorder, and 43 anxiety disorder),
and high-SDM group was composed by 131 patients
(17 schizophrenia, 16 bipolar disorder, 73 depressive
disorder, and 26 anxiety disorder). As predictive
variables, both socio-demographic variables (age,
gender, educational level, treatment duration, and
diagnoses), and psychological processes variables
(attitudes to medicines, health locus of control,
psychological reactance, and self-efficacy), were
taken into account. Table 5 summarises the mean
coefficients obtained.
As can be observed, five variables were statistically

significant in the equation: age, treatment duration,
schizophrenia disorder, positive attitude to drugs, and
self-efficacy. In the case of treatment duration
variable, the value 1.0 is included in confidence
interval. Consequently, its role in predicting low/high
SDM cannot be established. The final contributions
point out that age has a negative contribution (less

SDM as age increases) and schizophrenia disorder is a
‘risk’ for low SDM. On the other hand, a positive
attitude towards drugs and increases in self-efficacy
are associated to high SDM.

Discussion

This is the first large, community psychiatry-based
survey exploring the degree to which psychiatric
outpatients feel they are involved in the process and
steps of decision making about treatment choice
analysing the influence of socio-demographic, clin-
ical and psychological variables on this perception.
Treatment decision making in psychiatry is often
likely to be complex, with additional issues such as
comorbidity and chronicity meaning that symptoms
and decisions are more likely to fluctuate and change
over time and be influenced by a broad range of
factors (28).

According to SDM-Q-9 total score, psychiatric
patients’ SDM self-reported levels were moderate,
tending to be low, which is consistent with previous
studies carried out in similar health-care setting but
with other methodology, where most patients
informed of experiencing a passive role, with their
psychiatrists making the final decision after
considering the patient’s opinion (29,30).

When we pay attention to the different items of
the questionnaire, representing the different steps
involved in SDM process, it becomes clear that
although psychiatric patients received some aspects
of SDM (e.g. being involved in making decisions in
some way), they self-reported poorly on some of
SDM steps involved, being uncommon that a
complete SDM approach was used, since most
patients feel that an equal relationship is not
established (item 2) and that they do not participate
in the selection of treatment (item 6). On the other
hand, the vast majority of patients reported that their
psychiatrist helped them to understand all the

Table 2. Percentage of agreement with shared decision-making questionnaire items in psychiatric outpatients and descriptive analysis

SDM-Q-9 items % Agree % Disagree Mean SD

My doctor made clear that a decision needs to be made 46.1 53.9 2.29 2.47

My doctor wanted to know exactly how I want to be involved in making the decision 5.6 94.4 0.26 1.03

My doctor told me that there are different options for treating my condition 58.0 42.0 2.81 2.39

My doctor precisely explained the advantages and disadvantages of the treatment options 54.1 45.9 2.59 2.35

My doctor helped me understand all the information 89.5 10.5 4.36 1.35

My doctor asked me which treatment option I prefer 15.4 84.6 0.74 1.65

My doctor and I weighed the different treatment options thoroughly 44.0 56.0 2.07 2.32

My doctor and I selected a treatment option together 48.3 51.7 2.30 2.24

My doctor and I came to an agreement on how to proceed 64.9 35.1 3.08 2.22

Total score 20.5 11.1

Transformed score* 45.6 24.7

* 0–100 scale; higher scores indicate higher perceived shared decision making.

Table 3. Differences in SDM-Q-9 total score among psychiatric outpatients

Patients diagnoses n Mean SD F p η2

Schizophrenia 170 39.18 23.74 5.66 0.001 0.020

Bipolar disorder 104 46.82 24.36

Depressive disorder 421 48.21 24.72

Anxiety disorder 151 44.47 25.06

p, probability; SDM-Q-9, shared decision making; SD, standard deviation;

η2, squared eta.
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information (item 5) and that reached an agreement
of follow-up (item 9). When these results are
analysed considering the diagnosis of the patient,
those with schizophrenia reported less participation
in SDM, both taking into account the total score
of the questionnaire or the analysis of each
questionnaire item or SDM step process involved.

The fact that psychiatric patients self-reported a
low participation in SDM may be due to very
different situations:

First, it could be an objective reflection of reality.
Because SDM requires that patients are able to act as
competent decision makers (31), it is appropriate
that psychiatrists do not use SDM with everyone but
first consider the patient’s decisional capacity (32).
Patients’ psychopathology, as disturbances of thought,
depression, mania as well as compulsive doubts, can
lead to impaired decisional capacity and result in

psychiatrists not engaging in SDM with patients
showing any of these characteristics. However, it is
necessary to differentiate if psychiatrists prefer a
cooperative therapeutic alliance with patients, but
they need to consider patient competence as a critical
obstacle to participation, or they really prefer to
put into practice a paternalistic role with patients
giving no opportunity for SDM. Not all psychiatrists
agree with or implement SDM in their clinical
practice. Some of them perceive medical and legal
decisions as inappropriate to share with schizophrenic
patients or those who are acutely ill, even though
research has found that it is possible and
recommendable (32,33).

Previous works had shown a positive attitude
towards concordance in the field of psychotropic
drugs prescription among psychiatrists working
at community setting with broader experience

Table 4. Differences in SDM-Q-9 items scores among psychiatric outpatients according to diagnoses

Item Step in SDM process Diagnoses Mean SD F p η2

My doctor made clear that a decision needs to

be made

Disclosure that a decision needs to

be made

Schizophrenia 1.89 2.41 3.397 0.017 0.012

Bipolar disorder 2.05 2.42

Depressive disorder 2.35 2.48

Anxiety disorder 2.72 2.48

My doctor wanted to know exactly how I want

to be involved in making the decision

Formulation of equality of partners Schizophrenia 0.19 0.90 0.905 0.438 0.003

Bipolar disorder 0.39 1.21

Depressive disorder 0.26 1.04

Anxiety disorder 0.23 0.99

My doctor told me that there are different

options for treating my condition

Equipoise statement Schizophrenia 2.37 2.42 2.809 0.039 0.010

Bipolar disorder 2.92 2.40

Depressive disorder 2.98 2.36

Anxiety disorder 2.74 2.37

My doctor precisely explained the advantages

and disadvantages of the treatment options

Informing on the options’ benefits

and risks

Schizophrenia 2.27 2.38 4.387 0.004 0.015

Bipolar disorder 2.95 2.37

Depressive disorder 2.78 2.32

Anxiety disorder 2.19 2.30

My doctor helped me understand all the

information

Investigation of patient’s

understanding and expectations

Schizophrenia 4.27 1.55 2.322 0.074 0.008

Bipolar disorder 4.51 1.30

Depressive disorder 4.45 1.35

Anxiety disorder 4.13 1.67

My doctor asked me which treatment option

I prefer

Identification of preferences Schizophrenia 0.55 1.48 1.958 0.119 0.007

Bipolar dsorder 0.54 1.38

Depressive disorder 0.82 1.73

Anxiety disorder 0.88 1.78

My doctor and I weighed the different

treatment options thoroughly

Negotiation Schizophrenia 1.61 2.21 4.675 0.003 0.016

Bipolar disorder 2.42 2.37

Depressive disorder 2.26 2.35

Anxiety disorder 1.82 2.26

My doctor and I selected a treatment option

together

Shared decision Schizophrenia 1.96 2.19 2.386 0.068 0.008

Bipolar disorder 2.13 2.22

Depressive disorder 2.48 2.25

Anxiety disorder 2.29 2.28

My doctor and I came to an agreement on how

to proceed

Arrangement of follow-up Schizophrenia 2.53 2.20 5.104 0.002 0.018

Bipolar disorder 3.14 2.17

Depressive disorder 3.31 2.23

Anxiety disorder 3.02 2.21

SDM-Q-9, shared decision making; SD, standard deviation; p, probability; η2, squared eta.
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providing a greater conviction of the importance of
the patient’s decision about treatment (34). However,
studies remark the necessity of further research to
address the extent to which this apparently accepted
model is reflected in the daily practice of mental
health professionals.
The literature has shown that three are the main

barriers to implementing shared decision in those
patients in whom no clinical contraindications exist
that include: overworked physicians with limited
time availability, insufficient training of health-care
providers about SDM and the use of patient decision
aids, and clinical information systems that failed
to track patients throughout the decision-making
process and that are unable to efficiently integrate the
steps of SDM into the daily workflow (35). Other
potential barriers include a lack of a supportive
culture, misperceptions about the desire of patients to
be informed and involved, and about the usefulness
and quality of decision aids (36).
Although clinicians frequently pointed to time

constraints as the primary barrier to SDM, no
consistent evidences are available at present time
that more time is required to engage in SDM in
clinical practice than to offer usual care (37). McCabe
et al. (38) consider that involvement in decision
making appears to be influenced by the individual
psychiatrist and specific symptoms but not visit length.
In order for patients and professionals to have a

more equal role in decisions about care, professionals
need a variety of skills. These range from technical
communication and interpersonal skills to more
fundamental changes in attitudes about the relative

roles and expertise of patients and professionals (39).
Although we have recently seen the incorporation of
communication skills training into medical curricula
of the medical schools of our country, health-care
professionals with limited or no training in SDM
characterise our current health care situation. At
present time our health care system needs to ensure
training at postgraduate level and throughout
professional development to enhance clinical skills
in supporting people to take decisions about their
health and health care.

Another possibility is that patients experienced the
role they wanted and they had a psychiatrist who
wanted to meet the preferences of their patients.
It is necessary to have in mind that a considerable
proportion of psychiatric patients preferred a passive
decisional control (30,40). Finally, it is convenient to
consider the possibility that psychiatric patients
sometimes may not be a reliable source of information
as well as self-report biases of questionnaires
used (41).

Psychological reactance, health locus of control,
attitude to drugs, and self-efficacy have demonstrated
their relevance in SDM, when SDM is assessed as
patients’ preferences of participation (30). In the
present study, SDM has been assessed as patients’
perception of their experience of participation in
their last psychiatric consultation that took place
minutes before. In this context, only self-efficacy and
drug attitudes seem to play a relevant role while
neither health locus of control nor psychological
reactance registered significant differences. Patients’
preferences can be affected by their wishes and

Table 5. Summary of logistic regression analysis for variables predicting shared decision-making patients’ perceptions, controlling for psychological processes and socio-

demographic and clinical variables (n = 360)

Variables B Wald p OR CI 95%

Gender (male) 0.03 0.01 0.928 1.026 0.585 1.801

Age − 0.04 14.77 0.000 0.958 0.937 0.979

Educational level 0.10 0.46 0.498 1.105 0.827 1.477

Treatment duration 0.01 4.98 0.026 1.003 1.000 1.006

Drugs num − 0.03 0.06 0.800 0.975 0.801 1.186

Diagnoses 20.48 0.000

Diagnoses (schizophrenia) − 1.50 10.67 0.001 0.224 0.091 0.550

Diagnoses (bipolar disorder) − 0.35 0.52 0.470 0.706 0.275 1.813

Diagnoses (depressive disorder) 0.40 1.31 0.253 1.489 0.753 2.943

DAI 0.11 10.61 0.001 1.116 1.045 1.191

HLC-internal 0.01 0.43 0.514 1.011 0.978 1.046

HLC-chance 0.02 1.36 0.244 1.023 0.985 1.062

HLC-doctors 0.07 2.35 0.127 1.068 0.981 1.162

HLC-others − 0.01 0.04 0.849 0.993 0.927 1.064

PR-affective − 0.02 0.77 0.380 0.980 0.938 1.025

PR-cognitive 0.01 0.08 0.772 1.007 0.961 1.056

Self-efficacy 0.04 5.00 0.025 1.045 1.005 1.086

constant −1.679 1.668 0.197 0.187

B, β coefficients; CI, confidence interval; DAI, Drug Attitude Inventory; HLC, Health Locus of Control; OR, odds ratio; p, probability; PR, psychological reactance.
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willingness for participating in an SDM procedure.
But the facts (how they feel their clinicians behave)
seem to be only affected by their self-efficacy level
and, especially, their confidence in drugs’ efficacy.
This result can have implications about patients’
disposition: they feel they participate more in an
SDM procedure, as they rely on their own coping
ability, but if they also feel they are being helped by
their prescriptions.

As with any research this study has some
limitations. However, there are also a number of
strengths. Limitations of this study include the fact
that we did not study patient consultations directly,
but only registered patients’ perceptions of decision-
making experience. Since a cross-sectional survey
was carried out, the study could only demonstrate
associations and not causality. The fact that our
sample comprised more women than men reflects the
recurrent factor of many population-based studies
focused on reporting the determinants of service use
for mental health reasons that had evidenced the
higher prevalence of female gender (42,43). The
strengths of this study include the large number of
psychiatric outpatients who agreed to participate
in the study and the large number of socio-
demographic, clinical, and personality variables
included. Another strength of the current study is
that regression analyses performed were controlled
for the contribution of these variables. Finally, the
results of our study should be interpreted with
caution given the explorative nature of the study
carried out. Further research is required to replicate
and evaluate the relevance of our findings and to
clarify if the low level of SDM participation self-
reported is justified by psychiatric patients’ decisional
capacity or is a consequence of a psychiatrists’ lack of
communication skills necessary for proper SDM
or a psychiatrist’s preference of paternalism in their
relationship with patients.

Clinical implications

Since patients actively involved in their health and
health care tend to have better outcomes, and, some
evidence suggests, lower costs (44,45), the low
perception of participation in decision making in
psychiatric patients make necessary that mental
health professionals need to raise their thoughtfulness
regarding patient’s participation in health care
decisions each time a relevant treatment decision is
about to be made.
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