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Chapter 3

Decisional Conflict in  
mental health care:  

a cross-sectional study 

Margot J. Metz, Marjolein A. Veerbeek, Christina M. van der Feltz-Cornelis, 

Edwin de Beurs, Aartjan T.F. Beekman. 

Social Psychiatry and Psychiatric Epidemiology 2018; 53: 161-169. 
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Abstract 

Purpose 

Decisional conflict refers to the degree to which patients are engaged in and 

feel comfortable about important clinical decisions. Until now, the concept 

has received little attention in mental health care. We investigate the level 

of decisional conflict in mental health care and whether this is influenced by 

socio-demographics, treatment setting, diagnoses and locus of control.

Methods

Cross-sectional study among 186 patients in Dutch specialist mental health 

care using the Decisional Conflict Scale, which measures five dimensions 

of decisional conflict: information, support, clarification of values, certainty, 

decisional quality. Descriptive statistics and forward stepwise linear regression 

analyses were used. 

Results 

Patients report relatively high levels of decisional conflict, especially those 

with more external locus of control. Having a personality disorder and higher 

education also increases decisional conflict on the dimensions support and 

clarification of values, respectively. Less decisional conflict was experienced by 

patients with psychotic disorders on the dimension certainty and by women 

on the information domain.

Conclusions

Decisional conflict is common among patients in specialist mental health 

care and is very useful for assessing the quality of clinical decision making. 

Measuring decisional conflict and knowledge about influencing factors can be 

used to improve patients’ participation in clinical decision making, adherence 

to treatment and clinical outcomes.   
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Introduction

Decisional conflict (DC) refers to the degree to which patients are engaged in and 

feel comfortable about important clinical decisions that are made in health care.1-4 

Clinical decision making is regularly associated with feelings of uncertainty, 

because choices between competing actions have to be made, involving risk, 

loss, regret or challenge to personal life values.1,5 DC is a transactional construct 

which means that the degree of experienced DC is related to the characteristics 

of and the collaboration between the members of the patient-clinician dyad.2,4 

DC can be positively influenced by the application of Shared Decision Making 

(SDM).3,6-10,11 SDM is the collaborative approach in which patients and clinicians 

share available information from both perspectives and where patients are 

supported in participating actively in decision making about treatment.12 In 

mental health care, attention for the implementation of SDM is increasing.13-17 

As research in primary and general health care has already shown, DC is an 

appropriate concept to assess the quality of the decision making process and 

the impact of interventions aiming to improve SDM.3,6,18,19 However, in mental 

health care, the use of DC to evaluate clinical decision making is relatively new.  

As shown in figure 1, DC is a multidimensional concept. DC consists of 

conditions that influence the decision making process such as feeling informed 

about options, benefits and risks, having clarity about personal values and 

feeling supported and not pressured in making a choice. These conditions can 

decrease the level of perceived uncertainty by patients about treatment options 

and as a result increase the experienced quality of the decision making.2,9,20 

Preventing a high level of DC is very important in clinical practice, as 

patients with less DC experience a better decision making process resulting 

in a satisfactory decision.6,19 A low level of DC has positive effects on patients’ 

adherence to treatment, well-being and treatment outcome, whereas 

unresolved DC has a negative impact on decisional delay, nervousness 

and regret, and can lead to departure from active treatment, poorer clinical 

outcomes, and is associated with a higher intention to sue clinicians in cases of 

harm from treatment.3,19-24 
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It is of clinical importance to identify whether patients experience DC, since in 

primary and general health care, several studies6-10 and in mental health care 

a single study11, demonstrated that the application of SDM in clinical practice 

reduces DC. If clinicians know which patients experience a high level of DC, 

they will be more alert to facilitate SDM6-10 and pay more attention to the 

patient-clinician relationship, which has a central role in the process of sharing 

decisions.2,4,25,26 

The aim of the present study is to investigate to which degree patients in 

specialist mental health care currently experience DC when making decisions 

about treatment. In addition, we explore which socio-demographic and clinical 

characteristics are associated with patients’ perception of DC (Figure 1). Since, 

to our knowledge, no cross-sectional explorative study has been conducted 

in mental health care aiming to investigate the level of DC and its influencing 

factors, our hypotheses were based on evidence about the level of DC in other 

health care sectors and clinical expectations about DC in mental health care.  

We first hypothesized that more personal control in daily life is associated 

with less decisional conflict.27 Our second hypothesis was that people with 

personality disorders experience less personal control in daily life and therefore 

report more DC. Third, we hypothesized that people who are younger6,9,20,28, 

are female18,20, and have a higher level of education9,28,29,30, prefer to participate 

actively in decision making about their health care and experience less DC. 

Methods

Participants and procedure

This is a cross-sectional study exploring the level of DC and whether this is 

associated with socio-demographic and clinical characteristics. The study is 

performed on the baseline data of a cluster randomised controlled trial aiming 

to investigate the effectiveness of shared decision making using outcome 

measurements as a source of information.31 To capture the variety of patients in 

different treatment settings in specialist mental health care, the study sample 

consisted of a heterogeneous group (regarding gender, age, education level, 

treatment setting and diagnoses) of 186 patients treated in seven participating 

52028 Margot Metz.indd   40 24-09-18   09:13



Decisional conflict in mental healthcare

41

3

departments across the Netherlands. There were no significant differences 

between intervention and control group enrolled in the trial on independent 

and dependent variables. We therefore merged the participants into one study 

sample for the present study.

At the start of treatment or, when in long term treatment, at the evaluation 

date, all patients were consecutively asked by their clinician to participate 

in the study. Patients were excluded if they did not speak and read Dutch. 

Patients enrolled after receiving face to face and written information about the 

study and signing an informed consent form. Patients were free to participate 

and could refuse participation at any time during the research period without 

any consequences for their treatment. The Medical Ethics Committee of the VU 

University Medical Centre reviewed the study and declared that the Medical 

Research Involving Human Subjects Act (WMO) did not apply to this study 

(reference number: 2015.237). Therefore, an official approval of this ethics 

committee was not required. 

Data collection

Participating patients were invited by email or post to complete self-report 

questionnaires about education level, locus of control and decisional conflict. 

6 
 

 

  
Decisional conflict 

 

Quality of decision making: 
Satisfaction with decision 

and sticking to it 

(un)certainty about 
the available options 
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Support 
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Figure 1. The construct Decisional Conflict (dependent variable) with the socio-
demographic and clinical characteristics as independent variables. 

 

Figure 1. The construct Decisional Conflict (dependent variable) with the socio-demographic and clinical 
characteristics as independent variables.
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This measurement was conducted just after the intake consultation, or 

treatment evaluation session, when decision making about treatment took 

place. The other variables were registered on the informed consent form 

(gender, age) and extracted from the electronic patient records (treatment 

setting, diagnosis). Data collection was coordinated by independent research 

assistants. Financial support for this study was provided by the National Network 

for Quality Development in mental health care (grant number PV140003).

Measures

Decisional conflict

Decisional conflict was measured in patients using the revised version of the 16 

items Decisional Conflict Scale (DCS)3 translated into Dutch.31 

Besides a total score, the updated version of the DCS includes five dimensions: 

- Feeling informed about treatment options (information, 3 items); 

- feeling supported and not pressured by others in choosing 

between options (support, 3 items);

- having clarity about one’s own values, which are important in 

decision making (clarification of values, 3 items);

- experiencing certainty in choosing the best suitable options 

(certainty, 3 items);

- feeling comfortable, satisfied and committed regarding the 

decision being made (decision quality, 4 items). 

The internal consistency of the total score and five dimensions of the Dutch 

version of the DCS calculated in this study population is good, with Cronbach’s 

alphas of the total scale α = .94 and the five dimensions information α = .88, 

support α = .66, clarification of values α = .88, certainty α = .84, decisional 

quality α = .85.

Items are given a score value of: 0 = ‘strongly agree’, 1 = ‘agree’, 2= ‘neither agree 

nor disagree’, 3 = ‘disagree’, 4 = ‘strongly disagree’. To calculate the total scale 

and scores of the five dimensions the item scores are summed, divided by 

the number of items and multiplied by 25. The scores thus range from 0 (no 

decisional conflict) to 100 (extremely high decisional conflict). According to the 

meaningful thresholds described in the manual3, the results on the DCS could 
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be divided into three groups: scores under 25 (no to little DC), from 25 up to 

and including 37.5 (some degree of DC) and scores higher than 37.5 (clinically 

significant or high degree of DC)3. These thresholds were used in studies in 

primary20 and general health care.19 Psychometric testing of the English version 

of the DCS in general health care demonstrated good test-retest reliability of the 

overall score (0.81) and adequate Cronbach’s alpha coefficients (alphas > 0.78) 

of the total score and five dimensions. The construct validity, responsiveness to 

change and predictive validity of the English DCS were also confirmed.3 Until 

now, the DCS has been mainly used in primary and general health care settings 

(for example chronically ill, asthma and cancer patients).10,19-21,28 In Dutch youth 

mental health care the original version of the DCS32 was used among parents 

of patients up to 12 years of age.11,33

Socio-demographic characteristics

In this study the following independent variables were collected: gender 

(men=0, women=1), age, education level and locus of control. Completed 

education was categorized in three levels: primary school and lower secondary 

education (0), higher secondary or intermediate vocational education (1), 

bachelor and master level (2).

Clinical characteristics

Setting and primary diagnosis were extracted from the electronic patient 

records. Diagnosis was based on the primary clinical diagnosis assessed by 

clinical judgement, and summarized in five main groups (psychotic, depressive, 

bipolar, anxiety, personality disorders) ordered in the DSM IV classification34 and 

a rest category. Each group of diagnoses was transformed into a dichotomous 

variable (yes vs. no). Treatment setting was divided into two categories: cure 

and care. Cure treatment mainly focuses on curing the disease and usually 

takes less than two years. Care is treatment for severe mental illness, usually 

lasts more than two years and is primarily aiming to improve functioning of 

patients with a chronic disorder.

Locus of control

Locus of control was assessed by the Mastery Scale.35 This self-report 

questionnaire measures the degree to which people perceive they can 

control factors that influence their life situation. This instrument consists of 
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five negatively worded items (e.g., ‘I have little control over the things that 

happen to me’) with five ordered response categories from 1 (strongly agree) 

to 5 (strongly disagree). A total score is calculated by summing the scores of all 

items (range 5-25). A higher score means more internal locus of control, thus a 

better ability to control the circumstances of one’s life. The Mastery Scale shows 

good construct, predictive validity and internal consistency.32 In this study 

population the internal consistency of the Mastery Scale is high (α = .85). 

Statistical analysis 

First the Cronbach’s alphas of the total scale and five dimensions of the 

Decisional Conflict Scale (DCS) and the Mastery Scale were computed. If 

patients had answered at least 80% or more of the items, missing items were 

imputed with the mean value of the completed items. Socio-demographics, 

clinical characteristics and the degree of DC were calculated using descriptive 

statistics. The relationships of the socio-demographic and clinical characteristics 

with the level of DC were investigated in four blocks, using forward stepwise 

multiple linear regression. The first block to be entered comprised demographic 

characteristics (gender, age, education level). Secondly, the treatment setting 

and thirdly the primary diagnoses were added to the model. Finally, the model 

was completed with locus of control. This approach was chosen because we 

expected a strong association between locus of control and DC and we also 

intended to investigate if the influence of the other factors (demographics, 

diagnosis and treatment setting) on DC was mediated by locus of control. The 

regression coefficients, p-values, 95% confidence intervals (CI) and R-Squares 

are reported. Data were analysed with SPSS for Windows, version 22. 

Results

Participants

In total 227 patients gave informed consent to participate, 18% dropped out and 

186 patients participated in the study. Reasons for drop out were: withdrawal 

of informed consent (54%), not responding to reminders (32%) and being 

unable to complete questionnaires because of decreased cognitive capacity 

or current crisis (14%). Table 1 gives a complete overview of the characteristics 

of the study sample. 59.7% of the study population consisted of women. 

The mean age of participants was 47.2 (+ 18.0) years. Education, treatment 
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setting, main diagnoses and locus of control reflect the variation of patients 

participating in this study. Decisions were made about the following topics: 

diagnostic research, type of therapy and medication, the time of starting and 

ending treatment, personal treatment goals, day activities and social network. 

Table 1. Participants’ characteristics 

Socio-demographics

Gender Female 111 (59.7%) 

Male 75 (40.3%)

Age mean 47.2 (SD 18.0)
(between 18 and 83 years)

Educational level Primary school or Lower secondary education: 68 (36.6%) 

Higher secondary or intermediate 
vocational education: 87 (46.8%)

Bachelor or Master degree: 31 (16.7%)

Clinical characteristics

Setting Cure 100 (53.8%) 

Severe Mental Illness 86 (46.2%)

Primary diagnosis Depressive disorder: 48 (25.8%)

Personality disorder: 38 (20.4%)

Psychotic disorder: 32 (17.2%)

Anxiety disorder: 27 (14.5%)

Bipolar disorder: 24 (12.9%)

Other disorders *: 17 (9.1%)

Locus of control Q1 11.0, Q2 13.0, Q3 16.0 **
Min.: 5, Max.: 25. 

*’Other disorders: dissociative disorder NAO, dementia NAO, mood disorder by alcohol, undifferentiated 
somatoform disorder, hypochondria and childhood disorder. 
** First (Q1), second (Q2, median), third (Q3) quartiles and the minimum and maximum scores. 

Decisional Conflict

Descriptive results of the scores on the DCS total scale and five dimensions are 

presented in Table 2. The highest degree of DC is experienced on the dimensions 

information and certainty. Decision quality demonstrated the lowest scores. 

When the scores on the total scale of this study population are divided into 

the groups described in the DCS manual3, 17% of the patients belonged to 

the group with little or no DC (< 25), 38% to the ‘some degree’ group (> 25 and 

< 37.5) and 45% to the group with a clinically significant high degree of DC 

(>37.5). 
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Table 2. Level of Decisional Conflict (DC) 

Mean (SD) Tertiles*

Total scale

Total score
(n=184)

38.8 (17.3) T1: 29.69
T2: 45.31

Dimensions

Information
(n=183)

43.0 (21.2) T1: 25.00
T2: 50.00

Support
(n=185)

36.5 (20.1) T1: 25.00
T2: 41.67

Clarification of values
(n=184)

38.7 (20.4) T1: 25.00
T2: 50.00

Certainty
(n=183)

43.9 (22.6) T1: 33.33
T2: 50.00

Decisional Quality
(n=184)

33.9 (18.6) T1: 25.00
T2: 37.50

* First (T1) and second (T2) tertiles. 

Associations with Decisional Conflict

First, the results of the stepwise linear regression analyses exploring associations 

with the total scale of DC are described and shown in Table 3. Second, the final 

models of the five dimensions are presented (Table 4). 

Total scale

In block 1 the socio-demographic variables demonstrated no significant 

associations with DC. After adding block 2 ‘treatment setting’ to the model, also 

no significant association was observed. These results mean that independent 

of gender, age, educational level and treatment setting patients experience a 

similar level of DC. Block 3, primary diagnoses, showed a significant association 

between personality disorder and the total scale. Patients with a personality 

disorder reported a significantly higher level of DC (B
1
 8.20, p = .009, CI 2.09-

14.32). The final model demonstrated the association between locus of control 

and DC. People who reported a more internal locus of control, reported less 

DC (B
1
 -1.46, p = .000, CI -1.98 - -.93). As expected, the influence of a personality 

disorder on DC was mediated by locus of control. The association between the 

primary diagnosis personality disorder and locus of control was significant (B
1
 

-2.26, p = .005, CI -3.83 - -.68). The final model explained 14% of the degree of 

DC. 
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Table 3. Associations between socio-demographic and clinical characteristics and the total score of the 
Decisional Conflict Scale.

Variables Β p-value 95% CI R2

lower upper

Block 1
Socio-demographics

Gender No significant 
predictorsAge

Education

Block 2
Setting 

Cure/care No significant 
predictors

Block 3
Diagnoses 

Constant B
0 
37.07

Personality disorder B
1
  8.20 .009 2.09 14.32 .037

Block 4 
Final model
Locus of control 

Constant B
0 
58.60

Mastery B
1 
-1.46 .000 -1.98 -.93 .141

Dimensions 

As expected, locus of control showed a significant association with all 

dimensions of DC. Patients who reported a more internal locus of control, 

reported less DC on the dimensions information (B
1
 -1.31, p = .000, CI -1.97 

- -6.43), support (B
1
 -1.24, p = .000, CI -1.86 - -.62), clarification of values (B

1
 

-1.34, p = .000, CI -1.97 - -.70), certainty (B
1
 -1.79, p = .000, CI -2.47 - -1.10) and 

quality of the decision (B
1
 -1.44, p = .000, CI -2.01 - -.87). The influence of the 

primary diagnoses psychotic and personality disorders was also significant. 

Patients with a psychotic disorder showed less DC on the dimension certainty 

(B
2
 -8.83, p = .034, CI -17.00- -.66) and in the case of a personality disorder, more 

DC was reported on the dimension support (B
2
 10.84, p = .002, CI 3.99-17.69). 

Furthermore, the socio-demographic variables gender and education had a 

significant influence. Women reported less DC on the dimension information 

(B
2
 -6.57, p = .033, CI -12.61- -.54), and significantly more DC was shown for 

patients with higher education on the dimension clarification of values (B
2
 4.35, 

p = .035, CI, .32-8.38). The final models demonstrated an explained variance 

between 9.5% and 16.1%.
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Table 4. Associations of socio-demographic and clinical characteristics with the five dimensions of the 
Decisional Conflict Scale.

Variables Β p-value 95% CI R2

lower upper

information Constant B
0 
64.71

Mastery B
1 
-1.31 .000 -1.97 -6.43

.095Gender B
2 
-6.57 .033 -12.61 -.54

support Constant B
0 
51.17

Mastery B
1 
-1.24 .000 -1.86 -.62

.148Personality disorder B
2 
10.84 .002 3.99 17.69

clarification of 
values

Constant B
0 
53.33

Mastery B
1 
-1.34 .000 -1.97 -.70

.102Education B
2 
4.35 .035 .32 8.38

certainty Constant B
0 
69.65

Mastery B
1 
-1.79 .000 -2.47 -1.10 .161

Psychotic disorder B
2 
-8.83 .034 -17.00 -.66

decisional quality Constant B
0 
53.52

Mastery B
1 
-1.44 .000 -2.01 -.87 .119

Discussion 

This paper presents the findings from a cross-sectional study aiming to 

investigate the level of Decisional Conflict (DC) among patients in specialist 

mental health care about decision making in treatment; furthermore it explores 

the influence of socio-demographic and clinical factors on DC. We included 

various patient groups, who are treated in different treatment settings within 

specialist mental health care. This was thought to capture the variety in DC and 

factors associated with DC best. The study reveals that DC is common among 

patients in specialist mental health care. The degree of DC is relatively high on 

the overall score and all five dimensions of DC, while it varies between patients. 

Patients who experience DC feel uncomfortable about the decision being made 

and do not experience an optimal decision making process. As hypothesized, 

patients’ locus of control showed the strongest association with DC. Less internal 

locus of control was significantly associated with more DC overall and on all 

five dimensions. Furthermore, having a personality disorder was, as expected, 

associated with more DC. The association between personality disorder and 

DC is mediated by locus of control. Therefore, in the final models, the influence 

of personality disorder is evident only in one dimension (support). Psychotic 

patients reported less DC on the dimension certainty, and women on the 
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information domain. In contrast to our hypothesis, patients who have attained 

a higher educational level reported significantly more DC on the dimension 

clarity of values. Other hypothesized factors (age and treatment setting) were 

not associated with DC.   

To our knowledge, this is the first cross-sectional study which explored DC 

and its influencing factors among patients in specialist mental health care. 

When comparing this study population with studies using DC in other health 

care settings, our patients reported a relatively high level of DC. For instance, 

in patients with mild to severe asthma 36% scored a high degree of DC19, 

compared to 44% in our study. In an analysis of five primary care studies in 

Canada20, where the categories some and high degree of DC were taken 

together, 10% to 31% of the patients belonged to this category. In our study, 

the percentage was 82%. 

Experiencing a relatively high level of DC might be explained by the complexity 

of the problems treated in specialist mental health care and therefore the difficult 

choices about treatment that have to be made. It is therefore very important 

to pay attention in the decision making process, in order to adequately inform 

patients about their disorder, about appropriate and distinctive treatment 

options and involve them in the dialogue. That said, the data in this study on 

DC were gathered just after the intake consultation or treatment evaluation 

session, when possibly decision making about treatment has not yet been fully 

completed, and the patient-clinician working alliance, which has a central role 

in decision making2,4,25,26, is sometimes still at an early stage. 

The findings of this study that less internal locus of control, having a personality 

disorder and being male significantly increase the level of DC are in line with 

our hypotheses. The finding that having a psychotic disorder is associated with 

a decreased risk of DC on the subscale certainty might be explained by the 

often longer duration of treatment given by the same multidisciplinary team. 

Therefore, on the one hand this patient group have a trusting relationship with 

their clinicians, may already participate in decision making and are satisfied 

about the decision making. However on the other hand, these patients possibly 

more easily accept treatment decisions, because they are used to a more passive 

role in decision making or worry about legislative treatment as a consequence 
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when not agreeing with the clinician. However, we did not find a connection 

between DC and severe mental illness, which usually represents patients with 

a longer treatment duration with a relatively large proportion of psychotic 

patients. The somewhat surprising association between higher education and 

more DC on the subdomain ‘having clarity about one’s own values’ might be 

explained by the fact that these higher educated people are better informed 

about treatment choices and may have known the complexity of the clinical 

decision making. Therefore it would be difficult for them to obtain clarity about 

which benefits, risks and side effects of the options matter most to them. 

Implications for clinical practice

The high level of DC among mental health patients has direct clinical relevance. 

These patients do not experience an optimal decision making process with low 

decisional quality. Therefore, as research in general health care has shown, these 

patients are more at risk for decisional delay, nervousness, decisional regret, 

non-adherence to treatment, a higher intention to complain about treatment, 

decreased quality of life and a poorer clinical outcome.3,19-24 To tailor the clinical 

decision making to the needs of the patient, we recommend taking account 

of the influencing factors on DC, measuring these with the Decisional Conflict 

Scale3 and discussing the results with the patient. Patients who report a high 

level of DC should be supported, to enable them to better participate in the 

dyad of decision making about choices in treatment. In addition, enhancing 

the knowledge and skills of clinicians in applying SDM by training and booster 

sessions is recommended to foster patient participation in clinical decision 

making.

Strengths and limitations

Strengths of this study include the innovative approach of exploring DC and 

its influencing factors in mental health care, and the relatively large group of 

patients recruited in real world clinical practice. The sample included patients 

encompassing a variety of disorders, age groups, educational levels and 

treatment settings. We chose this approach, in order to capture the variety we 

aimed to study and to improve external validity. Finally, the data collection 

took place by an independent data management team, which diminished the 

likelihood of socially desirable answers and the influence of the clinicians and 

research team on the results.
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In spite of the aforementioned strengths it should be noted that this study 

has a number of limitations as well. First, because of a lack of normative data 

we cannot draw firm conclusions on the severity of DC in mental health care. 

We only could compare with studies in which the same revised version of the 

DCS was used, and thus where the DC scores were computed in the same way. 

However, we know which patient groups are at risk and who might benefit 

best from the application of shared decision making. Secondly, we had limited 

explanatory data to assess the association between organizational, clinician 

and treatment characteristics with the level of DC. We also lacked qualitative 

background information, which can explain why patients experience a high 

level of DC. In future studies, we recommend exploring the association between 

DC and additional characteristics, such as length and type of treatment, 

decisional topics, the working alliance between patient and clinician and the 

possible various views of patients and clinicians. The latter is relevant, because 

DC is a transactional concept, and therefore it would be interesting to have 

data from the clinicians’ views in order to compare their appreciation of the 

quality of the decision making process. It is also worthwhile knowing more 

about the reasons why patients reported a high level of DC.

Conclusions

Decisional Conflict is a multidimensional concept that captures the degree to 

which patients are engaged and comfortable with clinical decision making. It 

has been developed among patients with physical illness and is also very useful 

in mental health care. To our knowledge, this is the first cross-sectional study 

to explore DC and its influencing factors in mental health care, showing that 

patients report relatively high levels of the overall score and all five dimensions 

of DC. Specific patient groups, especially patients with a more external locus 

of control report a higher degree of DC. Knowledge about socio-demographic 

and clinical factors, distinguishing the different dimensions of DC including the 

influence of modifiable conditions, can enhance clinical decision making and 

may improve adherence to treatment and clinical outcomes. 
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