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Do we ask if we listen?

Shared Decision Making measured by the co Index in patients with
depression: a correlational study

Background

Shared Decision Making

Shared Decision Making (spm) is an approach whereby patients and
professionals discuss treatment options and ‘take steps to build a
consensus about the preferred treatment; and that an agreement is
reached on the treatment to implement’ (Charles, Gafni, & Whelan,
1997). Models are based around sharing information and making
choices based on the patient’s preferences. Key to the process is
equipoise: ‘listing the options that are reasonably available, includ-
ing, where relevant, the option of taking no action’ (Elwyn, Edwards,
Kinnersley, & Grol, 2000). The risks of the different options are dis-
cussed whereby, crucially, the acceptability of the risks as seen by the
patient is the central concept. ‘Risk communication’ is considered to
improve informed decision making and contributes to the confidence
the patient has in the definitive decision (Edwards & Elwyn, 2001).
SpbM has been shown to improve patient satisfaction (Loh, et al., 2007;
Swanson, Bastani, Rubenstein, Meredith, & Ford, 2007; Solberg, et
al., 2013). It is also related to a number of other positive outcomes:
patient participation in care planning (Loh, et al., 2007); treatment
adherence (Loh, et al., 2007), care in accordance with treatment
guidelines (Clever, et al., 2006); positive effect on symptoms (Clever,
etal., 2006), (Loh, et al., 2007). Solberg found that the longer a patient
was in treatment, the less sbm he experienced and also suggests that
severity of depression could also affect the ability of a patient to en-
gage in SDM (2013).

Crucially, there is a difference between measuring satisfaction with or
involvement in spm (Clever, et al., 2006). Patient preference plays a role:
a patient who does not wish to engage in som may score highly as regards
to satisfaction if he has not been involved in decision making.

Patient satisfaction is one of the performance indicators measured in
the mental health care sector in The Netherlands (along with effec-
tiveness of treatment and support, and safety). The Consumer Qual-
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ity Index (cQ-1) measures patient satisfaction and was developed for
Dutch mental health care providers by the Trimbos Institute and has
been proven to be valid and reliable (Wijngaarden, Kok, & Sixma,
2008). In 2012, a short version of the instrument was developed in
order to increase its utility in clinical practice (Boonen, Appelman,
Koolman, Otter, & Zuidgeest, 2012). The instrument is widely used by
mental health organisations to measure the quality of the service, as
experienced by service users. The outcomes are also used as a means
to compare organisations (Stichting Benchmark, 2016).

The cqQ-I-sv is used at the end of the treatment period and encom-
passes client opinion on communication with professional, fulfil-
ment of wishes, receipt of information, freedom of choice, evaluation
of treatment, availability of the professional and general evaluation.
The opinion of the researcher is that the first five of these subscales
particularly overlap the principles of som.

Depression

Major depression is a common mental health problem in The
Netherlands: results from the 2011 NEMESIS-2 study suggest a preva-
lence for major depressive disorder and dysthymia of 708,900 and an
incidence of 280,000 (de Graaf, ten Have, & van Dorsselaer, 2010).
Five thousand five hundred of these patients are hospitalised as a re-
sult of the depression. Worldwide, depression is ranked as the fourth
leading cause of disability in the Global Burden of Disease Study
(Murray et al., 2012).

Depression is a mood disorder which is further characterised by ‘a
diminished ability to think or concentrate, or indecisiveness’ (American
Psychiatric Association, 2000). The Dutch multidisciplinary guideline
for treatment of depression states that all ‘decisions about the treat-
ment plan should be taken with the patient’ (Trimbos-instituut, 2013).
A further recommendation is that the treatment team supports the
patient’s autonomy and that treatment decisions are taken together
on an equal basis. How patients and professionals achieve these
aims is left up to them. The cognitive impairments mentioned above
provide a challenge when applying spm which is aimed at patients
discussing and deciding courses of treatment with professionals.

It is unknown whether the cqQ-I-sv measures the amount of spbm
experienced. Once this is known, the outcome of the cqQ-1-sv could
also be used to give an indication of the extent to which patients have
experienced spm during their treatment and thus whether the treat-
ment has followed the treatment guideline and the principle that
decisions are taken together with the patient.

This study aims to determine whether the cQ-Index (short version)
measures the extent of shared decision making experienced by pa-
tients in treatment for a depressive disorder. A further objective is to
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study the effect of severity of depression and duration of treatment on
the relationship between the two instruments.

Method

A correlational study was carried out from September - October 2015
in a Mental Health Organisation in The Netherlands (ccz Noord
Holland Noord), focusing on a centre for treatment of depression
and anxiety in Alkmaar.

Participants (N =119) were adults with the main diagnoses major de-
pressive disorder (single episode), major depressive disorder (recur-
rent), dysthymia or depressive disorder not otherwise specified’ who
spoke Dutch and had consented to take part in research. Participants
in the intake-phase were excluded as treatment decisions are gener-
ally taken immediately following this phase. Participants with co-mor-
bid conditions were not excluded from involvement in the study.

The participants were contacted by post and/or by e-mail and were
requested to complete a questionnaire either on paper or via an inter-
net link. The participants were asked to complete three instruments:
the relevant subscales of the cq-i-sv, the Combined Outcome Measure
for Risk Communication and Treatment Decision Making Effective-
ness (cCoMRADE) and the Quick Inventory of Depressive Symptoms
Self Report (QIDs-sR). The instruments are discussed below.

Validity

Research by Edwards (2009) identified a number of strategies to im-
prove the response of postal and electronic questionnaires and calcu-
lated the odds ratio with which each strategy improves the response.
The following strategies were used in this research: a teaser on the
envelope (oR: 3.08), follow-up and provision of a second copy of the
questionnaire at the follow-up (respectively or 1.35 and or 1.46).

The study uses a sample large enough (>115) to assure sufficient sta-
tistical power and therefore statistical conclusion validity (Faul, Erd-
felder, Lang, & Buchner, 2009).

CQ-I-sdm

The five subscales of the cQ-I-sv relevant to the concept of spm, as
perceived by the researcher, were used. These subscales were: ‘com-
munication with professional’, ‘fulfilment of wishes’, ‘receipt of infor-
mation’, ‘freedom of choice’, ‘evaluation of treatment’. The subscales
‘availability of the professional’ and ‘general evaluation’ were considered
less important to the research question and were omitted in order to
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Figure1
Measurement levels used and internal consistency in the CQ-I-sdm

Subscale Measurement level Cronbach’s Alpha
Communication with professional Ordinal (2 questions) 0.87
Nominal (1 question)

Fulfillment of wishes Nominal 0.78

Receipt of information Ordinal (3 point scale) 0.87

Freedom of choice Ordinal (4 point scale) 0.69

Evaluation of treatment Ordinal (4 point scale) 0.92

Figure 2

Internal consistency of Dutch translation of the coMRADE (van der Krieke, et al., 2013)

Cronbach’s Alpha
CoMRADE overall 0.95
Satisfaction with communication 0.90
Confidence in the decision 0.94

lessen the burden for participants. For clarity, the five subscales used
in this study are collectively referred to as cQ-1-sdm.

The content and internal consistency of the subscales of the cQ-1-sdm
are shown in figure 1.

2 COMRADE

The coMRrADE (Edwards, et al., 2003) was chosen to measure the
degree to which patients experienced spm because of its strong con-
struct validity. The instrument was developed using existing instru-
ments and information gained from systematic literature research
and focus groups. The 20 questions are divided into two subscales:
‘satisfaction with communication’ and ‘confidence in the decision’.
The measurement level is ordinal using a 5-point scale. The instru-
ment has been translated into Dutch using the forward-backward
method and has been used in a recent Dutch study (van der Krieke, et
al., 2013). Cronbach’s alpha was used to measure the internal consist-
ency of the translated instrument (N = 68) and the results are shown
in figure 2.

3 The Quick Inventory of depressive symptomatology, self-report (QIDS-SR)
The Qips-sr (Rush, et al., 2003) measures the severity of depressive
symptoms over the preceding seven days and comprises 16 ordinal
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Participant inclusion

301 patients Received: 1 deceased;
contacted by post 49 per post; 1 does not wish
1 digital — to participate
250 recontacted Received:
— by post — 45 per post
(rincomplete);
10 digital
145 contacted
by e-mail
120 recontacted 15 received Received:
- by e-mail - B 93 per post;
_— 26 digital

Total included: 119

questions (4 point scale). It was developed on the basis of the iDs-sr
and focusses on the g criteria domains of the bsm 1v. The QIDs-sR
correlates strongly with the 1ps-sr (c = 0.83). This study uses the
QIDs-sRin order to reduce the burden on the participants.

4 Duration of treatment
The time between the date at which the depressive disorder was stated
as the main diagnosis and the date of inclusion in the study (1 September
2014) was calculated to obtain the duration of treatment using infor-
mation from patient files.

Data analysis

The Spearman Rank order was used to study the relationship between
the cOMRADE and cQ-1-sdm as the data from neither instrument has
a normal distribution as calculated using the Kolmogorov-Smirnov
en Shapiro-Wilk tests and P-P plots.

In the case of a correlation between the data from the two instruments
and the duration of treatment or severity of depression, a hierarchical
regression analysis was performed with the coMRADE as depend-
ent variable, the severity of depression or duration of treatment was
added as independent variable in the first step and the cQ-1-sdm was
added in the second step of the analysis.
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Results

Response

119 patient responses were included in the study. Up to 10% missing
values were assumed to be missing at random and were ignored. The
inclusion is shown in figure 3.

Demographics

The demographic characteristics of the participants can be found in
figure 4.

Two thirds of the participants were female, just over half of the re-
spondents was between 45 and 69 years old and the majority had a
recurrent depressive disorder. A third of participants were in the first
year of their treatment.

Correlation cQ-1-sdm and COMRADE

Using the Spearman Rank Order, the correlations between the subscales
of the cQ-1-sdm and the total score of the coMmRADE were calculated.
Subsequently, the outcomes on the 2 subscales of the coMRADE were
correlated with the subscales of the cqQ-1-sdm. There was a strong
positive statistically significant correlation between the total scores of
the cQ-1-sdm and the total score of the comRADE (r=.805, p <.01). In-
dividually, all subscales are shown to have statistically significant cor-
relations, the highest being ‘freedom of choice’ (r=.705) and the low-
est ‘receipt of information’ (r = .367). An overview of all correlations
for is given in table 4. The r-value gives the strength of the correlation;
the p-value gives the level of significance.

The negative correlations between spm and the duration of treatment
which were found by Solberg (2013) were not replicated in this study.
There are statistically significant negative correlations between the
severity of the depression and both the cQ-1-sdm (r=-.388, p <.001)
and the COMRADE (r = -.316, p <.001) suggesting that severity of de-
pression is a predictor of lower scores on both the cQ-1-sdm and the
COMRADE. The results are shown in figure 5.

Since only depression was significantly related to the coMRADE, we
conducted the hierarchical regression analysis with severity of de-
pression in step 1 and the cQi-sdm in step 2. In this way we analyzed
the relationship of de cQi-sdm with the comRrADE, while controlling
for the severity of the depressive symptoms.

Severity of depression accounts for 15% of the variation in the cowm-
RADE scores (R? =.154, adjusted R? =.147). Inclusion of the cQ-1-sdm
explains a further 53% of the variation (R* change = .529, F(191,82),
p <.001). The adjusted r* values suggest that the model generalises
well (figure 6).



Figure 4
Correlations between the coMRADE en cQ-1-sdm

Total coMRADE Satisfaction with Confidence in
communication the decision

r p r P r P
Total cQ-1-sdm .803 .000* 786 .000% 772 .000%
communication
with professional 480 .000* 459 .000% 484 .000%
fulfilment of wishes .692 .000% .654 .000% .687 .000%
receiptof information .36y .000* 321 .000% .401 .000%
freedom of choice 705 .000% 721 .000% .638 .000%
evaluation of treatment 482 .000%* 442 .000%* .500 .000%

* correlation is significant at the 0.001 level; p <o.001

Figures

Duration of treatment and severity of depression: correlations with instruments

Instrument Subscale Duration Severity
r P r p

cQr-I-sdm .007 .937 -388 .000**
Communication with professional ~ -.050 594 -.208 .024%%
Fulfilment of wishes -.047 .615 -319 .000%
Receipt of information .020 829 -.290 .002%%
Freedom of choice .069 460 -309 .00T*
Evaluation of treatment .044 .643 -.490 .000%

COMRADE .016 .868 -316 .000%
Satisfaction with communication .045 .634 -307 .00T*
Confidence in the decision -.024 .800 -327 .000%

*p <0.01; ** p <0.05 level

Figure 6
Regression model summary with comRrADE as dependant variable

Model R R? Adjusted Rz R?change F change Sig. F change
I 393a 154 147 154 21.184 .000
2 .826b .683 .678 529 191.824 .000

a predictors: (constant) severity of depression

b predictors: (constant), severity of depression (total score Q1ps), cQ-1-sdm (total score)
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Discussion

The aim of the study was to examine the extent to which the outcome
of the cQ-1-sdm reflects the amount of spm that a patient experienced
and to what extent the relationship is affected by duration of treat-
ment and severity of depression.

Overall, the subscales of the cqQ-I relating to sbm are significantly
positively correlated with the comRADE, measuring the degree to
which shared decision making was experienced by patients. The cQ-I
was designed to measure the patient experience and it appears that
the instrument measures the amount of sbm a patient experiences
during treatment. A number of correlations and their implications are
further discussed below.

Two subscales of the cQ-1-sdm have a particularly strong positive correla-
tion with the outcome of the comRrADE: ‘Fulfilment of wishes’ (r=.692,
p <.001) and ‘freedom of choice’(r = .705, p <.001). This seems to
suggest that engaging in shared decision making can increase the
patient’s confidence that he has had freedom to make choices in the
treatment and that his wishes have been essential in the decision
making process. The strong correlation between the subscales ‘free-
dom of choice’ (cQ-1-sdm) and ‘satisfaction with communication’
(cOMRADE) (r=.721, p <.001) would appear to support the view that
patients are keen to achieve a level of communication with the pro-
fessional based on the choices available and allowing them to make
decisions as to which treatment option is best suited to them.

Both the concepts ‘fulfilment of wishes’ and ‘freedom of choice’ are
a central part of spbm: patient’s preferences (or wishes) are key to the
decision making process and risk communication over the different
treatment options, including the option of no treatment, encompass-
es not just the choices a patient can make but also what they find im-
portant.

The subscale ‘receipt of information’ is relatively weakly correlated
with the COMRADE (r = .397, p <.001). In a paternalistic relationship
(Bloem, 2011) in which the patient is the consumer, patients may be
satisfied by communication wherein the professional explains a num-
ber of treatment options and the patient does not necessarily take the
final decision. Within spbm, patients and professionals communicate
on a basis of equality as both have information to share, which will af-
fect the suitability of a treatment option.

Severity of depression

The fact that depression affects the cognitive abilities of sufferers is
reflected in the negative correlation between the severity of the de-
pressive symptoms and the outcomes of both the comRADE and the
cQ-I-sdm. Patients with severe depressive symptoms may feel unable



to communicate effectively with the professional and make shared
decisions on the treatment plan.

When corrected for severity, the cQ-1-sdm has a predictive value for
the experience of sbm as measured by the comrADE. This implies
that the cQ-1-sdm measures the extent of sbm experienced by pa-
tients (not just their satisfaction about spm) and that this relation-
ship is unaffected by the severity of depression suffered by the pa-
tient.

Duration of treatment

No significant correlations were found between the duration of treat-
ment and either instrument. For this reason, regression analysis was
not carried out to determine the effect of duration of treatment on
the correlations between the cQ-1-sdm and the coMRrADE. This may
be explained by the fact that duration was stratified in this study: o-12
months; 12-24 months; 24-36 months; more than 36 months. In fur-
ther studies it would be advisable to use the actual length of treatment.

Weaknesses of the study

The patients in treatment by just one of the centres for depression
were contacted, it is anticipated that this centre is representative for
other such treatment centres within the organisation. It is expected
that the results are valid for other teams treating patients with depres-
sion. Replication can confirm this.

The study may have been affected by maturation bias: the duration
of treatment was calculated at the moment of inclusion, not at the
moment the patient completed the instruments. The maximum dif-
ference is 3 months calculated from the moment of inclusion to the
last response received. This may explain why Solberg’s findings were
not replicated in this study

Five subscales of the cQ-I-sv were used as opposed to the instrument
as a whole which may threaten the internal validity of the study. Future
research should make use of a factor analysis to study the internal
consistency of the shorter instrument referred to as the cQ-1-sdm.
This study focusses solely on depressive disorders and does not take into
account that a patient may have been treated for other disorders be-
fore their main diagnosis was changed to a depressive disorder. This
could create an information bias as patients may have been in treat-
ment for longer than the duration calculated in this study suggests.
Co-morbid conditions were not taken into account. It is possible that
the existence of other diagnoses may have an effect on the experience
of the patient with spm.
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Conclusion

The cQ-I-sv is a widely used instrument within the Dutch mental
health system providing information on how consumers value the
care they received. The strong correlations with the coMRADE sug-
gest that it is a suitable instrument with which to indicate the extent
to which the patient has engaged in shared decision making with the
care professionals. Whether training professionals and supporting
patients in the application of som would increase the outcome of the
CQ-I-sy, is an interesting question which would lend itself to further
research.

This study raises questions about the use of the cQ-1-sv as an instrument
with which to compare organisations. Since the instrument is affected
by the severity of the depressive symptomatology, comparisons and
benchmarking need to take this into account. The practical implications
of this need to be further studied.

The severity of depressive symptoms has an effect on the outcome of
the cQ-1-sdm and the coMRADE: patients with more severe depres-
sion experience less spm. Future research should examine this fur-
ther to explore how to optimise the communication between these
patients and the professional.

A possibility is that sDm needs to be tailored to the needs and capa-
bilities of a patient, taking into account fluctuation in the severity of
the depression in order to improve their confidence in the decision at
moments when they are most vulnerable.
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Abstract

Aim The aim is to examine the extent
to which the outcome of the cq-Index
reflects the amount of Shared Decision
Making a patient experiences and to
what extent the relationship is affected
by duration of treatment and severity of
depression.

Method Subjects (n = 119) were patients
with depressive disorder as main di-
agnosis. Correlations were calculated
between the relevant subscales of the
cQ-Index and the cOMRADE (Spearman
Rank Order), and between these instru-
ments and the QIps-sr and the duration
of treatment. A hierarchical regression
analysis was performed in the case of
significant correlations to further un-
derstand the relationship between the
cQ-Index and the COMRADE.

Results The cq-Index and the coMRADE
show significant positive correlations (r
=805, p <.001). The severity of the de-
pression is inversely correlated with the
outcomes of both instruments. Severity
accounts for 15% of the variation in the
COMRADE scores (R* = .154). Inclusion
of the CQ-I-sdm in the second step of
the hierarchical regression analysis ex-
plains a further 53% of the variation (r*
change =.529, F(191,82))

Conclusion The cq-Index indicates the
extent to which patients have experi-
enced spm. The predictive value of the
cQ-Index (short version) for spm is unaf-
fected by the severity of depression.

Keywords ‘Shared decision making’, ‘cq-
Index’, ‘depression’
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