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Background: The Control Preferences Scale (CPS) is the most frequently used measure of 

patients’ preferred roles in treatment decisions. The aim of this study was to provide data about 

the validity of CPS in psychiatric care of patients with emotional disorders.

Methods: The original CPS was translated to Spanish using the process of cross-cultural 

adaptation of self-reported measures as the methodological model for Spanish translation. The 

final version was tested in a convenience sample of 621 consecutive psychiatric outpatients 

(461 depressive and 160 anxiety disorders) that also completed the Shared Decision-Making 

Questionnaire, the Multidimensional Health Locus of Control Scale, the Drug Attitude Inventory, 

and a questionnaire including sociodemographic and clinical variables.

Results: CPS showed a moderate internal consistency and a good convergent validity. Patients 

with collaborative and passive preferences expressed a greater reliance on psychotropics. Patients 

preferring a collaborative role self-reported greater perception of involvement in decision-making 

about their treatment. Patients preferring a passive role showed a greater external health locus 

of control. The most common preferred role was the collaborative–passive. Older patients and 

those under longer treatments preferred a passive role, while patients with higher levels of 

education preferred a collaborative role.

Conclusion: The CPS is a valid measure of the amount of control that psychiatric outpatients with 

emotional disorders want to assume in the process of making decisions about their treatment.

Keywords: Control Preferences Scale, psychiatric outpatients, emotional disorders, psycho-

metric properties

Introduction
Interest in the psychiatric patients’ potential role in their mental health care has 

developed along the last two decades. At present time, there is growing consensus 

that patients ought to be more involved in their own care. This agreement stems from 

political ideas, ethical thinking, and research in health care.1 Since psychiatric practice 

is characterized by clinical situations in which more than one reasonable possibility 

of therapeutic intervention is available with no evidence that any of the options is 

better than another, it has been suggested that it should be the patients’ preferences 

that guide final selection of treatment.2 Moreover, psychiatric patient participation 

in decision-making meets the ethical principle of patient autonomy and the legal 

requirement of informed consent and has also been associated to better patients’ 

outcome measures.3,4

Depression and anxiety disorders are among the most common illnesses in the 

community of western countries with estimated lifetime prevalence rates of up to 29% 

for anxiety disorders and 19% for depressive disorders.5 Many patients with depres-

sion often have significant symptoms of anxiety disorders,6 and those with anxiety 
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disorders commonly have also depression.7 Furthermore, both 

psychiatric disorders may occur together, meeting criteria for 

both.8 Although until relatively recently, the disorder-specific 

approach has dominated the way in which depressive and 

anxiety disorders have been conceptualized and researched, 

nowadays theory and evidence relating to biological and 

psychological vulnerabilities, comorbidity, latent structure, 

cognitive and behavioral maintaining factors, and treatment 

outcome suggest that commonalities across anxiety and 

depressive disorders are greater than differences.9–11 At present 

time, patient participation in decision-making represents a 

key factor to address for improving treatment adherence and 

clinical outcome of emotional disorders since without treat-

ment, they can last longer and recur more often.12

At present time, the accurate measurement of the degree 

of decisional control that a patient actually wants still repre-

sents a big challenge to face. Patient participation in health 

care decision-making can be placed in an independency–

dependency continuum that could be expressed as passive to 

active participation.13 The Control Preferences Scale (CPS) is 

a widely used instrument in decision research to assess patient 

preferences for involvement in decisions about their health. 

The control preferences construct is defined as “the degree 

of control an individual wants to assume when decisions are 

being made about medical treatment.”14

The aim of this study was to provide data about the 

validity of CPS in psychiatric care setting according to its 

feasibility to discriminate among preferences of involve-

ment in health care decisions of patients with depressive 

and anxiety disorders.

Method
Participants
From October 2012 to April 2014, 461 patients with depres-

sive disorder and 120 anxiety disorder consecutive psy-

chiatric outpatients seen in two community mental health 

centers on Tenerife Island (Canary Islands, Spain) were 

invited to participate in the study. Each participant received 

a full explanation of the study, after which each signed an 

informed consent document. Each participant then filled 

out a brief sociodemographic survey and the rest of the 

questionnaires.

The study was carried out in accordance with the code 

of ethics of the Declaration of Helsinki, and all procedures 

and consent forms were reviewed and approved by the Ethics 

Committee of the University Hospital Nuestra Señora de la 

Candelaria in Santa Cruz de Tenerife.

Measures
sociodemographic characteristics and clinical 
variables
Age, gender, educational level (primary studies, secondary 

studies, and university degree), diagnosis (International 

Classification of Diseases, Tenth Revision F3 and F4 

categories), time under psychiatric treatment, number of 

different drugs used, and the number of different treating 

psychiatrists were registered.

instruments
The amount of control that patients want to assume in the 

process of making decisions about the treatment of their 

diseases was measured using the CPS developed by Degner 

et al.14 Card-sorting version of the scale was used in our study. 

It consists of five “cards” on a board, each illustrating a 

different role in decision-making by means of a cartoon and 

short descriptive statement. The examiner asks the respondent 

to choose the preferred card, which is then covered up and 

cannot be chosen again; the examiner then asks the respon-

dent to choose the preferred card from the remaining four 

cards. The procedure continues (four choices) until one card 

is left. If the second preference is incongruent with the first 

(nonadjacent pairing, such as card A with card C), the test is 

explained again, and immediately readministered. In the event 

of a further incongruence, the test is not readministered, and 

a preference is not assigned. Administration requires about 

5 min. Six scores are possible based on the subject’s two most 

preferred roles: active–active, active–collaborative, collabor-

ative–active, collaborative–passive, passive–collaborative, 

and passive–passive. These scores are grouped as: active 

(active–active or active–collaborative), collaborative 

(collaborative–active or collaborative–passive), or passive 

(passive–collaborative or passive–passive).

We used the guidelines described in Beaton et al15 for the 

process of cross-cultural adaptation of self-reported measures 

as the methodological model for Spanish translation of CPS. 

In this model, the research team followed five distinct steps. 

In the first step, translation, two independent bilingual 

translators, competent in both English and Spanish, translated 

the original questionnaire from English into Spanish. In the 

second step, translators reached consensus on the translation 

of words phrases and items based on the synthesis of the 

translations, working from the original questionnaire as well 

as the first translator’s and the second translator’s versions. 

The third step was cultural appropriateness and content 

validity testing, which was performed by five independent 
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primary care physicians, psychiatrists, and psychologists. 

They rated degree that each item of the instrument covers 

the content that it is supposed to measure as an index for 

representativeness and content validity. They also rated 

understandability and translation equivalence (semantic and 

content equivalence) between English and Spanish version. 

In the fourth step, the revised Spanish version was back-

translated by another two bilingual translators who were 

blind to the original English version. This step assured that 

the meaning of Spanish version was reflected in the back-

translation version. The final step was equivalence testing. 

In this step, the two English-speaking psychiatrists working 

in Canada were asked to review and compare the original 

version in English and the back-translated version in English 

of the CPS. Following this step the back-translation was 

compared with original questionnaire by the study directors 

from Spain and after some minor revisions, the Spanish 

version was ready to use.

The validated Spanish version of the nine-item Shared 

Decision-Making Questionnaire (SDM-Q-9) was used to 

assess the extent to which patients feel they were involved 

in the process of decision-making in consultation by means 

of scoring nine items on a six-point Likert scale, ranging 

from 0 (completely disagree) to 5 (completely agree).16,17 

Summing up all items leads to a raw total score between 

0 and 45, where 0 indicates the lowest possible level of 

SDM and 45 indicates the highest extent of SDM. Patients 

completed SDM-Q-9 immediately after their clinical con-

sultation with their psychiatrist and not in the presence of 

the treating health professional. The Spanish version of the 

scale showed a high level of internal consistency (Cronbach’s 

alpha =0.89).17

The validated Spanish version of the Form C of the 

Multidimensional Health Locus of Control scale (MHLC-C) 

was used to assess patients’ perception about who or what 

controls their outcomes.18,19 The MHLC-C is an 18-item 

general purpose, condition-specific locus of control self- 

report scale that can easily be adapted for use with any 

medical or health-related condition to assess individuals’ 

beliefs on what influences their health. It is composed of four 

subscales: an internal locus of control subscale – internality – 

and three external locus of control scales – chance, doctors, 

and other (powerful) people – that measure control variables 

with regard to participants’ health. Each item includes a 

belief statement about the patient’s medical condition with 

which she/he may agree or disagree through a six-point 

Likert scale ranging from strongly disagree (1) to strongly 

agree (6). For this study, two health locus of control dimen-

sions were assessed, ie, internal and external health locus 

of control. The six-item internal health control dimension 

assesses the degree to which patients believe their health 

is influenced by their behavior, whereas the twelve-item 

external health control dimension measures the belief that 

fate/luck (chance original subscale), health care profession-

als (doctors original subscale), or other significative people 

(other people original subscale) control patients’ health sta-

tus. The Spanish version of the scale showed moderate levels 

of internal consistency (Cronbach’s alpha: internal =0.67; 

chance =0.62; doctors =0.58; other people =0.41).19

Patients’ subjective responses and attitudes toward their 

treatment were assessed using the validated Spanish version 

of the Drug Attitude Inventory-10,20,21 a ten-item self-report 

scale developed to assess patient’s belief about the efficacy 

of drugs. Items represent subjective experience 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 toward medication. 

A positive total score means a positive subjective response; 

a negative total score means a negative subjective response. 

The Spanish version of the scale provided a moderate level 

of internal consistency.21

Data analysis
Initial descriptive analyses were performed. To contrast 

these groups with discrete data, chi-squared analysis was 

performed. For continuous variables, analysis of variance 

(ANOVA) analyzes were executed (with Bonferroni tests, 

when statistical differences were found).

Results
The 621 patients who agreed to participate in the study had 

a mean age of 52.4±13.7 years (range 18–87), and 75% were 

female. Concerning educational level, 10.1% of patients 

could only read and write, 34.1% had completed primary 

studies, 34% had completed secondary studies, and 21.7% 

had a university degree. The primary diagnoses of respon-

dents were depressive disorders in 74.2% (461 patients) and 

anxiety disorders in 25.8% (160 patients). The average dura-

tion of treatment was 86±97 months (range 2–600). The mean 

number of psychotropic drugs used was 2.7±1.3 (range 0–7). 
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Depressive patients were older (54.3±11.1 vs 48.9±13 years, 

P=0.000), more frequently women (78.7% vs 75.2%, P=0.001), 

used more psychiatric drugs (2.8±1.3 vs 2.4±1.3, P=0.000), 

and had a longer history of treatment (93±97 vs 65±94 

months, P=0.001) than those with anxiety disorders. 

Educational level was similar in both diagnoses.

Most patients (441 patients, 66.7%) preferred a collabora-

tive relationship with their psychiatrists, while 177 (28.5%) 

preferred a passive approach and only 30 (16.1%) an active 

decisional control. The most common preferred role was 

the collaborative–passive (64.9%) where doctor and patient 

share responsibility for deciding which treatment is best, 

with the doctor making the final decision after considering 

the patient’s opinion. The second preferred alternative 

was passive–passive that registered a 24.2%, followed by 

passive–collaborative and active–collaborative with 4.3%.

To analyze CPS reliability, the four card choices done 

by patients were transformed in four items. A Cronbach’s 

alpha of 0.72 was attained pointing out a moderate internal 

consistency level.

A group of analysis was carried out to contrast if prefer-

ence groups differed in sociodemographical variables. There 

were found differences between decision-making prefer-

ences and gender of patients [X 2(2)=8.31; P=0.016]. This 

data indicate how collaborative preference was the clearest 

option for both male (65.6%) and female (63.1%). Active 

role was the less preferred option also for both genders (male, 

9.5%; female 5.6%). Taking into account the four collab-

orative options (active–collaborative, collaborative–active, 

collaborative–passive, and passive–collaborative), there 

were no differences among them [X 2(3)=4.26]. There was 

no difference for diagnosis (anxiety or depressive disorders) 

and preference group: X 2(2)=1.45. Also, there were no differ-

ences among collaborative preferences [X 2(3)=3.35].

According level of education, chi-squared analysis 

showed a statistical significance [X 2(6)=29.01; P=0.000]. 

Though there is a general tendency for a collaborative option, 

these data also support a tendency for collaborative experi-

ence as education level increases (can read and write, 47.1%; 

primary studies, 58.7%; secondary, 68.2%; university, 

73.7%), and a tendency for passive experience as educational 

level decreases (read and write, 47.1%; primary, 33.2%; 

secondary, 24.8%; university, 20.4%). No differences were 

found for collaborative preferences [X 2(9)=7.88] where all 

levels of education have preferred a collaborative–passive 

option (read and write, 83.7%; primary, 83.1%; secondary, 

84.0%; university, 83.3%).

Table 1 represents ANOVA contrasts for continuous 

variables. As can be observed, age registered a statistical 

significance. Bonferroni test pointed out that older people 

preferred a passive role, and there was no difference between 

actives and collaboratives. No disparities were found among 

collaborative subgroups. Giving treatment duration, again 

ANOVA was significant. Bonferroni test indicated passive 

preference has higher treatment time than collaborative, 

but no differences with actives (and not differences among 

collaborative groups). Also, no differences were found for 

the consumption of different prescribed drugs.

According to convergent validity with other self-reports, 

a more positive attitude to drugs was found for collabora-

tive and passive preferences. Bonferroni test did not found 

differences between them. Some differences were found 

among collaborative subgroups (F(3,443)=5.36; P=0.001; 

η2=0.035). Specifically, collaborative–passive patients have 

Table 1 AnOVA among three groups of participation preferences 
in medical decision-making in different sociodemographical, 
attitudes to drugs, shared decision-making, and locus of control 
variables

Variables Preference 
group

Mean SD F P-value η2

Age (years) Active 45.51 12.45 23.31 0.000 0.047
collaborative 47.96 12.88
Passive 54.11 14.51

Treatment 
duration  
(months)

Active
collaborative

113.65
105.46

109.32
106.44

4.80 0.008 0.010

Passive 130.69 123.39
number of 
different drugs

Active
collaborative

2.80
2.96

1.61
1.34

0.84 0.433 0.002

Passive 3.04 1.41
DAi Active 1.72 4.61 7.60 0.001 0.016

collaborative 3.79 4.04
Passive 3.43 4.11

sDM-Q-9 Active 17.25 11.09 12.61 0.000 0.026
collaborative 21.68 11.13
Passive 18.14 10.53

Mhlc internal Active 24.74 8.06 0.49 0.612 0.001
collaborative 24.54 7.19
Passive 24.05 7.41

Mhlc external Active 38.54 8.55 4.62 0.010 0.010
collaborative 40.92 8.96
Passive 42.12 8.88

Mhlc chance Active 14.82 5.99 2.50 0.083 0.005
collaborative 14.59 6.75
Passive 15.70 7.07

Mhlc doctors Active 13.54 4.53 10.25 0.000 0.021
collaborative 15.45 3.15
Passive 15.51 3.32

Mhlc others Active 10.18 3.32 1.14 0.320 0.002
collaborative 10.88 3.72
Passive 10.92 3.59

Abbreviations: AnOVA, analysis of variance; DAi, drug attitudes inventory; 
Mhlc, Multidimensional health locus of control Questionnaire; P, probability; sD, 
standard deviation; sDM-Q-9, nine-item shared Decision-Making Questionnaire.
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a more positive attitude to medication than both active–

collaborative and collaborative–active groups.

A new difference was found for shared decision-making 

experienced in the last psychiatric consultation (SDM-Q-9). 

Collaborative preference scored higher than both passive and 

active groups. No differences found between passives and 

actives, and among collaborative subgroups.

External locus of control also attained a statistical sig-

nificance. Bonferroni test pointed out that collaborative and 

passive preferences were more external than active preference. 

According collaborative subgroups, collaborative–passive 

patients were more external than collaborative–active 

patients (F(3,443)=3.92; P=0.009; η2=0.026).

The confidence in their psychiatrists (ie, “doctors” 

external subscale) was the unique specific locus of control 

subscale that attained statistical significance, with a similar 

pattern to general external locus of control. By collaborative 

subgroups, now collaborative–passive patients were more 

external than both active–collaborative and collaborative–

active subgroups (F(3,443)=5.73; P=0.001; η2=037).

Discussion
This study provides psychometric credibility and relevant 

data about the validity of CPS in psychiatric outpatient care 

of patients with emotional disorders. The scale showed a 

moderate level of internal consistency and an appreciable 

level of convergent validity. In addition to get reliable infor-

mation about the degree of decisional control that psychiatric 

outpatients actually want, the study also pretended through 

the self-assessment of their preferences to encourage patient 

involvement and responsibility, to encourage patients 

to reflect on their role and contribution to the process of 

decision-making, and to focus on the development of 

patient’s judgment skills about this, so far, novel approach 

in mental health care.

Most patients with emotional disorders expressed their 

preference to participate in decision-making about their treat-

ment in a collaborative way in discussing available treatment 

options but delegating to their psychiatrists to be the ones who 

make final decision on their behalf. Collaborative–passive 

was the preferred role for both men and women. Older 

patients tend to be more likely to want the doctor to decide 

preferring a passive role. More educated patients preferred 

a collaborative role while those less educated preferred a 

more passive role.

According to SDM-Q-9 total score, patients with 

emotional disorders self-reported moderate level, tending 

to be low, of perceived involvement in decision-making 

in their last psychiatric consultation which is consistent 

with preferences of participation self-reported where most 

patients informed of experiencing a collaborative–passive 

role. Patients who preferred a collaborative role self-reported 

higher scores in SDM-Q-9 indicative of a higher perception 

of involvement in the process of decision-making in their 

recent psychiatric consultation. These results support internal 

validity of CPS.

Another result that supports the internal validity of CPS 

is the fact that those patients who preferred passive and 

collaborative roles also scored higher in external health locus 

of control. Specifically, collaborative and passive patients 

in their belief that doctors are the ones who determine the 

outcomes of a patient’s health.

It is important to note that although the current research 

was limited in various ways, however, this study involves 

a number of strengths. A first limitation of the research 

was the fact that we registered patients’ perceptions of 

decision-making styles instead of the ideal of study patient 

consultations directly. Since a cross-sectional survey was 

carried out, the study could only demonstrate associations and 

not causality and is only a snapshot: the situation may pro-

vide differing results if another time frame had been chosen. 

Patients’ preferences are dynamic, change over time, and are 

largely dependent on changes in their circumstances (as type 

of medication used, psychotherapy, severity of illness, etc.), 

some of which have not been taken into consideration. Finally, 

the study rely on self-report questionnaires as the only mea-

sure to gather data, and this strategy involves the potential 

weakness to some kinds of response bias, and inferences 

about correlational and causal relationships may be inflated by 

the problem of common method. The strengths of this study 

comprise the considerable number of psychiatric outpatients 

with emotional disorders who agreed to participate in the 

study, the diversity of variables included, and the amount of 

unique information about the target of assessment provides.
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