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Abstract

Background. While shared clinical decision-making (SDM) is the preferred approach to decision-making in mental health care, its
implementation in everyday clinical practice is still insufficient. The European Psychiatric Association undertook a study aiming to gather
data on the clinical decision-making style preferences of psychiatrists working in Europe.
Methods. We conducted a cross-sectional online survey involving a sample of 751 psychiatrists and psychiatry specialist trainees from
38 European countries in 2021, using the Clinical Decision-Making Style – Staff questionnaire and a set of questions regarding clinicians’
expertise, training, and practice.
Results. SDM was the preferred decision-making style across all European regions ([central and eastern Europe, CEE], northern and
western Europe [NWE], and southern Europe [SE]), with an average of 73% of clinical decisions being rated as SDM. However, we found
significant differences in non-SDM decision-making styles: participants working in NWE countries more often prefer shared and active
decision-making styles rather than passive styles when compared to other European regions, especially to the CEE. Additionally, psychiatry
specialist trainees (compared to psychiatrists), those working mainly with outpatients (compared to those working mainly with inpatients)
and those working in community mental health services/public services (compared to mixed and private settings) have a significantly lower
preference for passive decision-making style.
Conclusions.The preferences for SDM styles among European psychiatrists are generally similar. However, the identified differences in the
preferences for non-SDM styles across the regions call for more dialogue and educational efforts to harmonize practice across Europe.

Introduction

Decision-making includes context (information and preferences),
the actual process of decision-making and its evaluation, and the
outcome [1–3]. Three types of decision-making have been pro-
posed to characterize the degree of patient involvement: passive or
paternalistic (decision is made by staff and patient consents),
shared (information is shared and decision jointly made), and
active (staff informs and patient decides) [4, 5]. Although the
concept of shared clinical decision-making (SDM) has evolved
over time [6], we support the definition of SDM as “a process in
which clinicians and patients work together to select tests, treat-
ments, management or support packages, based on clinical evi-
dence and the patient’s informed preferences; it involves the
provision of evidence-based information about options, outcomes
and uncertainties, together with decision support counselling and
a system for recording and implementing patients’ informed
preferences” [7].

Because of its collaborative aspect, SDM is becoming the pre-
ferred approach in clinical practice including diagnosis, treatment,
and evaluation, and is strongly advocated for by service users,
service providers, and policymakers [8, 9]. It has become an integral
part of value‐based health care, which is a health care delivery
model organized around patients’ needs and outcomes while opti-
mizing resource utilization [10–12].

However, while widely recommended [9] by patient organiza-
tions, healthcare professionals, policy makers, and also endorsed by
the general public, SDM is still unevenly applied by medical pro-
fessionals [13, 14] and there is a lack of proper adoption strategies
[15]. In the field of mental health, the implementation of SDM
remains limited, although the components of SDM have been
elucidated, and decision-support tools are available [9].

Identified challenges to a systematic implementation of SDM
include the lack of required training [9], non-adoption of Patient
Reported Experience Measures (PREMs) and Patient Reported Out-
come Measures (PROMs) in clinical practice [8], workplace-related
challenges/specificities (e.g., working at large hospitals and public
settings, working with in-patients, having limited time for clinical
visits) [16], the predominant method of delivered treatment (e.g.,
biological versus psychotherapy) and possibly economic aspects
(e.g., the cost of visits and portion of reimbursement for patients)
[11]. However, as a European-wide association, we were interested in
analyze whether there are regional differences in the SDM practices
between mental health care professionals working in Europe. We
assumed that different socio-cultural contexts of theEuropean regions

affected the general concepts ofmental health and the organization of
mental health care services and shaped the preferences for clinical
decision-making styles of mental health care professionals. Thus, the
European Psychiatric Association (EPA) undertook this study with
the primary aim to identify the preferences for clinical decision-
making styles of psychiatrists working in different European regions
(Central and Eastern, Northern, Southern, andWestern Europe).We
additionally analyzed the preferences for passive versus other styles in
our sample, as the passive style is associated with the lowest level of
patient involvement in the decision-making process.

Methods

Study design, settings, and participants

The EPA approached psychiatrists working in Europe, who were
associatedwith the EPA community, including individualmembers
of the EPA and its Member Associations, and attendees of the last
10 congresses of the EPA. In 2020, they were offered the oppor-
tunity to become “EPA Ambassadors” and to participate in EPA
surveys. We initially sent an invitation email to previous EPA
congress participants, comprising around 5,000 individuals. Sub-
sequently, the Council of National Psychiatric Associations, the
Board, and the EPA Sections were asked to distribute the invitations
among their members. Responses were collected from April to
December 2021, using an online questionnaire. The study was open
to all mental health professionals (psychiatrists, psychiatry special-
ist trainees, psychologists, social workers, and nurses) working in
Europe. The authors assert that all procedures contributing to this
work comply with the ethical standards of the relevant national and
institutional committees on human experimentation and with the
Helsinki Declaration of 1975, as revised in 2008 and 2013 [17]. The
study was approved by the Ethical Committee of the Zagreb Uni-
versity Hospital Centre, No. 02/013-JG.

Materials/data sources

Decision-making was evaluated using the standardized question-
naire Clinical Decision-Making Style – Staff (CDMS-S) [18–20]
which measures “Participation in Decision-Making” via two sub-
scales (Sections A and B) with all items rated on five-point Likert
scales. Section A comprises six items (rated from “strongly
disagree” to “strongly agree”) to indicate general preferences for
decision-making in routine mental health services. Section B
comprises nine items (rated from “service user” to “me”) to indicate
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specific preferences for decision-making in relation to three
clinical vignettes (dealing with work, medication side effects, and
medication in general). Items 1, 2, 3, and 5 are reversed. The
Participation in Decision-Making sub-scale is the prorated mean
of all items in Sections A and B and can be calculated when at least
12 of the 15 items have been rated. It ranges from 0 to 4, with a
higher score indicating a higher preference by the clinician for
active service-user participation in decision making.

Additional questions included data on socio-demographics
(age, sex, and city size) and clinicians’ type of expertise, training
and practice (time since they qualified as consultant psychiatrists,
subspecialty, working position, type of practice, clinical setting, and
duration of visits/appointments), and place of work (specifically,
the use of SDM and previous use of PREMs and PROMs).

Variables and outcomes

The primary outcome was the total score on the CDMS-S ques-
tionnaire. Possible moderators, whose effects we controlled with
multivariable analyses, were sex, age, city size, profession, practice,
treating mainly in-or outpatients, subspecialty, providing psycho-
therapy, time since they qualified as consultant psychiatrists, cost of
visit, and average frequency of clinical appointments with each
patient. The secondary outcomes were a prevalence of preference
for a passive decision-making style, defined as CDMS-S score < 1.5,
promotion of shared decision-making style in the department/
institution, and usage of PROMs/PREMs. The cut-off value for
the active CDMS was 2.5.

Statistical analysis

To correct imbalances in the regional distribution of the sample
compared to the regional distribution of the total European psychi-
atrists’ population, that is, to make the sample of psychiatrists and
psychiatry trainees’ statistics more representative for the target
psychiatrists’ population parameters, we used a poststratification
of non-responseweights on the country level.We calculated these by
dividing the proportion of each country’s population in the total
European population by the proportion of each country sample in
the total sample (Supplementary Table 1).We did amultiple imput-
ation ofmissing data and presented the details in the Supplementary
Material. We categorized countries into three regions according to
EuroVoc (Supplementary Material): central and eastern Europe
(CEE), northern and western Europe (NWE), and southern Europe
(SE).We grouped NWE into a single group, because the sample size
from Northern Europe was only 46. We assessed the reliability and
unidimensionality of CDMS-S, andhave explained these procedures
in the Supplementary Material. As the introductory analysis of our
primary outcome, the total CDMS-S score, we conducted a series of
bivariable linear regressions and presented unstandardized regres-
sion coefficients with 95% confidence interval (CI). As the main
analysis, we used a single multivariable linear regression model
where we included all variables simultaneously. We analyzed the
secondary outcome, prevalence of preferred clinical decision-
making style, using multinomial regression analysis where we pre-
sented relative risk ratios (RRRs) as the standardized effect size
measures. We corrected statistical significances for multiple testing
using the Benjamini–Hochberg procedure with the false discovery
rate (FDR) set at <5%. We conducted analyses using StataCorp
(StataCorp LLC, College Station, TX) [21].

The manuscript is written in accordance with the STROBE
guidelines (Supplementary Material) for reporting cross-sectional
studies [22].

Results

Participant characteristics

The online survey was answered by 919 participants from 38 Euro-
pean countries. We excluded 27 (3.0%) psychologists, 14 (1.5%)
other mental health professionals, and 10 (1.1%) participants
with unknown profession, leaving 738 (81.2%) psychiatrists and
130 (14.3%) psychiatry trainees, a total of 868 participants in
the sample from the target population. Complete data on all
15 CDMS-S items were missing from 112/868 (12.9%) responses,
and they were excluded from the sample because no reliable imput-
ation was possible given the moderate associations of other variables
with the 15 items of our primary outcome. We further excluded five
participants with incomplete data on 14 CDMS-S items (n = 2),
13 items (n = 1), and 10 items (n = 2). Thus, the number of
participants included in the final analysis was 751/868 (86.5%).

In the final sample of 751 participants, 322 (42.9%) were
from CEE, 273 (36.4%) were from NWE, and 156 (20.8%) were
from SE (Table 1). The regional structure of the final sample
was markedly different from the regional structure of the total
target population of European psychiatrists (Supplementary
Figure 1). CEE subpopulation was overrepresented, while SE sub-
populations were underrepresented. We corrected these imbal-
ances using poststratification weighting (Supplementary
Material). Samples from the three European regions were relatively
comparable for sex, with 357 (47.8%) women. Most participants
were psychiatrists, and 108 (14.4%) were psychiatry specialist
trainees. Participants from NWE were more often from larger
cities. Samples from the three European regions were well balanced
in terms of age and subspecialty.

Primary outcome data

Reliability of CDMS-S was acceptable, McDonald’s ω = 0.77 (95%
CI 0.75; 0.80), but CDMS in this usage was not unidimensional
(Supplementary Material). Overall, 46/751 (6.1%) of participants
had some missing data on items of the CDMS Section A but no
missing data on Section B, and 35/751 (4.7%) participants had
missing data on some items of the CDMS Section B but complete
data on Section A. These data were multiply imputed as described
in the Supplementary Material. With poststratification weighting
for particular countries’ sample sizes and multiple imputation of
missing data, the mean CDMS-S score was 2.07 (95% CI 2.02; 2.13)
(Table 2). We observed the lowest (most passive) CDMS-S score in
CEE. The mean score in SE was non-significantly higher (OLS
regressions: Δ = 0.04; 95% CI �0.11; 0.18; p = 0.612; FDR > 5%).
We observed the highest total CDMS-S score (preference for amore
active style) in NWE. Both the CEE and SE CDMS-S total scores
were significantly lower than inNWE (OLS regressions:Δ=�0.44;
95% CI �0.57; �0.31; p < 0.001; FDR > 5%; Δ = �0.40; 95% CI
�0.51;�0.30; p < 0.001; FDR > 5%, respectively). The total CDMS-
S score was 24.3% lower in CEE, and 21.6% lower in SE than in
NWE. Total CDM scores and the preferred SDM styles in European
countries are shown in Figures 1 and 2.

Main results

The total CDMS-S score in NWE was statistically significantly
higher (more active) than in CEE even after adjustment for sex,
age, city size, profession, practice, mainly in- or outpatients, sub-
specialty, providing psychotherapy, time since qualification as a
consultant psychiatrist, cost of visit, and average frequency of
clinical appointments with each patient (Table 3).
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Table 1. Participant characteristics by region (unweighted data).

Whole sample
(n = 751)

European regions

Central and eastern
(n = 322)

Northern and western
(n = 273)

Southern
(n = 156)

Sex, n (%)

Women 357 (47.8) 162 (50.5) 118 (43.5) 77 (49.7)

Men 390 (52.2) 159 (49.5) 153 (56.5) 78 (50.3)

Age, n (%)

18–29 80 (10.7) 38 (11.8) 18 (6.6) 24 (15.4)

30–39 222 (29.6) 96 (29.8) 74 (27.2) 52 (33.3)

40–49 181 (24.1) 79 (24.5) 69 (25.4) 33 (21.2)

50–59 167 (22.3) 73 (22.7) 68 (25.0) 26 (16.7)

60þ 100 (13.3) 36 (11.2) 43 (15.8) 21 (13.5)

City size, n (%)

≤100,000 164 (21.9) 65 (20.2) 85 (31.3) 14 (9.0)

>100,000 584 (78.1) 256 (79.8) 187 (68.8) 141 (91.0)

Profession, n (%)

Psychiatrist 643 (85.6) 275 (85.4) 243 (89.0) 125 (80.1)

Psychiatry specialist trainee 108 (14.4) 47 (14.6) 30 (11.0) 31 (19.9)

Practice, n (%)

Public 466 (62.3) 177 (55.1) 190 (69.9) 99 (63.9)

Mixed 146 (19.5) 77 (24.0) 31 (11.4) 38 (24.5)

Private 99 (13.2) 54 (16.8) 29 (10.7) 16 (10.3)

Community setting 37 (4.9) 13 (4.0) 22 (8.1) 2 (1.3)

Patients, n (%)

Mainly outpatients 469 (62.8) 189 (58.9) 163 (60.1) 117 (75.5)

Mainly inpatients 278 (37.2) 132 (41.1) 108 (39.9) 38 (24.5)

Subspecialty, n (%)

Specialized 485 (64.7) 199 (61.8) 188 (68.9) 98 (63.2)

Unspecialized 265 (35.3) 123 (38.2) 85 (31.1) 57 (36.8)

Subspecialty, n (%)

Mood and anxiety disorders 152 (20.3) 74 (23.0) 56 (20.5) 22 (14.2)

Psychosis 126 (16.8) 57 (17.7) 46 (16.8) 23 (14.8)

Child psychiatry 68 (9.1) 33 (10.2) 15 (5.5) 20 (12.9)

Addiction 47 (6.3) 18 (5.6) 20 (7.3) 9 (5.8)

Other 92 (12.3) 17 (5.3) 51 (18.7) 24 (15.5)

Unspecialized 265 (35.3) 123 (38.2) 85 (31.1) 57 (36.8)

Providing psychotherapy 315 (42.0) 124 (38.5) 120 (44.0) 71 (45.8)

Time since specialist psychiatric qualification (years),
median (IQR)

13 (5; 25) 15 (5; 25) 14 (5; 26) 10 (4; 24)

Average frequency of clinical appointments with each
patient, n (%)

Several times a week 113 (15.3) 66 (20.8) 28 (10.5) 19 (12.3)

Several times a month 195 (26.4) 84 (26.5) 85 (31.8) 26 (16.8)

Once a month 309 (41.8) 144 (45.4) 98 (36.7) 67 (43.2)

Less frequent 122 (16.5) 23 (7.3) 56 (21.0) 43 (27.7)

Duration of visit (min), median (IQR) 35 (30–45) 31 (30–45) 40 (30–50) 30 (20–45)

Note: Data were presented as the number (percentage) of participants unless stated otherwise.
Note: Data weremissing for sex in 4 (0.5%), age in 1 (0.1%), city size in 3 (0.4%), practice in 3 (0.4%), patients in 4 (0.5%), subspecialty in 1 (0.1%), time since specialist psychiatry qualification in 10
(1.3%), cost of visit in 271 (361%), and average frequency of clinical appointments with each patient in 12 (1.6%) participants.
Abbreviation: IQR, interquartile range.
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Table 2. Clinical decision-making style preference and its promotion in departments/institutions; imputed missing data and poststratification weights.

Whole sample
(n = 751)

European regions

Central and eastern
(n = 322)

Northern and western
(n = 273)

Southern
(n = 156)

CDMS-S total score 2.07 (2.02; 2.13) 1.81 (1.69; 1.93) 2.25 (2.19; 2.32) 1.85 (1.76; 1.94)

Section Aa 2.27 (2.20; 2.34) 1.88 (1.75; 2.00) 2.51 (2.42; 2.61) 2.03 (1.90; 2.16)

Section Bb 1.95 (1.89; 2.00) 1.77 (1.64; 1.91) 2.09 (2.02; 2.15) 1.74 (1.65; 1.82)

Clinical decision-making style preference, % (95% CI)

Passive 10 (8; 13) 22 (13; 32) 3 (2; 5) 17 (9; 25)

Shared 73 (68; 79) 69 (59; 80) 72 (65; 80) 80 (71; 88)

Active 16 (11; 21) 8 (2; 15) 24 (17; 31) 3 (0; 7)

Promotion of shared CDMS in department/institution,
% (95% CI)

Officially emphasized 39 (33; 45) 39 (27; 50) 43 (34; 51) 29 (19; 39)

Promoted with incentives 5 (2; 8) 8 (1; 15) 4 (0; 8) 3 (0; 7)

Promoted with training 35 (29; 41) 27 (17; 38) 38 (30; 46) 36 (25; 46)

Not presented 21 (17; 25) 26 (16; 37) 15 (11; 20) 33 (23; 42)

Usage of patient reported experience/outcomemeasures,
% (95% CI)

Frequently 28 (23; 33) 18 (10; 27) 36 (28; 44) 18 (10; 26)

Sometime 24 (19; 29) 24 (16; 33) 24 (17; 31) 25 (16; 35)

Rarely 21 (16; 25) 18 (11; 25) 20 (13; 26) 27 (18; 35)

Never 27 (22; 31) 39 (29; 50) 21 (16; 26) 30 (21; 39)

Note: Data were presented as mean (95% confidence interval) unless stated otherwise.
Abbreviations: CDMS, clinical decision-making style; CI, confidence interval.
aSection A (six items): General preferences for decision-making in routine mental health services.
bSection B (nine items): Specific preferences for decision-making in relation to three clinical vignettes (work, medication side effects, and medication in general).

Figure 1. Shared clinical decision-making (SDM) style preferences in European countries with at least 10 study participants.
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Participants fromNWEwere significantlymore likely to prefer a
shared decision-making style, compared to participants from CEE
(multinomial logistic regression: RRR = 6.76; 95% CI 3.17; 14.40;
p < 0.001; FDR < 5%), or to prefer an active decision-making style,
rather than passive (multinomial logistic regression: RRR = 18.64;
95% CI 6.60; 52.69; p < 0.001; FDR < 5%) (Table 3). Participants
from NWE were more likely to prefer a shared decision-making
style instead of a passive one, compared to participants from SE
(multinomial logistic regression: RRR = 4.42; 95% CI 2.09; 9.35;
p < 0.001; FDR < 5%), and to prefer an active decision-making
style instead of a passive one (multinomial logistic regression:
RRR = 36.29; 95% CI 10.72; 122.85; p < 0.001; FDR < 5%).
Participants working in mixed (RRR = 1.88; 95% CI 1.77; 1.99,
p < 0.001) and private settings (RRR = 1.89; 95% CI 1.72; 2.07,
p = 0.034) had significantly higher preference for passive clinical
decision making (CDM) versus shared decision-making com-
pared to those in public settings, or those working in community
mental health services, where the highest DMS scores were
observed (Table 3). In the multivariable, adjusted analysis of
passive versus other decision-making style, participants from
NWE compared to participants from CEE, and psychiatric train-
ees compared to psychiatrists, had significantly lower odds for
preferring a passive style, while work setting, namely working
mainly with inpatients compared to working with outpatients,
significantly increased the odds for preferring a passive style
(Table 4).

Other analyses: promotion of SDM and the use of PREMs and
PROMs in departments/institutions across Europe

The only statistically significant regional difference in the promo-
tion of SDM style was a higher rate of support for SDM, including

training in NWE countries, than in CEE ones (multinomial logistic
regression: RRR to not be presented = 2.34; 95% CI 1.10; 5.01;
p = 0.028; FDR < 5%) (Table 2). PREMs/PROMs are frequently
used by 28% (95% CI 23; 33) of participants, and never used in 27%
(95% CI 22; 31) (Table 2). Statistically significant regional differ-
ences in PREMs/PROMs usage were observed between NWE and
both, CEE and SE. In NWE, a significantly higher proportion of
participants claimed they use PREMs/PROMs frequently (36%
[95% CI 28%; 44%]) than in CEE (18% [95% CI 10%; 27%]) or
CE (18% [95%CI 10%; 26%]). The RRRs for using PREMs/PROMs
frequently as compared to never using them were RRR= 3.77 (95%
CI 3.70; 95%CI 1.74; 7.84; p= 0.001; FDR < 5%) betweenNWE and
CEE, and RRR = 2.87 (95% CI 1.38; 5.96; p = 0.005; FDR < 5%)
betweenNWE and SE. The difference in usage between CEE and SE
was not significant (p = 0.575; FDR > 5%).

Discussion

Preferences for SDM across Europe

In this study, we investigated the preferred decision-making styles
of clinicians in mental health services across the regions of Europe.
Overall, we found that SDM was the preferred decision-making
style across all three European regions, with approximately 73% of
decisions being rated as SDM on average. Although “preferences”
may indicate a higher percentage of SDM in comparison with its
actual adoption in clinical practice [23], these results are in line with
a recent study from Europe where clinicians predominantly used
SDM in clinical encounters (shared= 78%versus not shared= 22%)
[24]. Of note, that study was done in six European countries, with
most participants (88%) coming from only four countries (that
according to our study categorization would fall within the NWE
group). Optimistically, these data also suggest an increasing

Figure 2. Clinical Decision-Making Style – Staff (CDMS-S) total scores in countries with at least 10 study participants.
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preference for SDM compared to earlier studies [24, 25], although
their sample comprised data on the use of SDM among patients
with severe mental illness only.

However, we found significant differences in the preferred
decision-making styles, when comparing the non-SDM style pref-
erences between the three European regions. The differences were
driven by the preferences for active and passive decision-making
styles. Overall, psychiatrists working in NWE countries more often
preferred shared and active decision-making styles rather than
passive styles when compared to other European regions, especially
to the CEE. In line with this finding, working in NWE countries
decreased the preferences for passive style (versus others) com-
pared to CEE countries. As SDM is the preferred decision-making
style, both passive and active may be regarded as (not recommend-
able) extremes in most clinical situations. However, it should be
noted that the passive style is associated with the lowest degree of
patient involvement in the decision-making process, which prob-
ably makes it the least preferable. When users of mental health
services and their families are asked about this, they stress how
important it is for them to have the liberty to make decisions [26].

These results appear to be related to a complex interplay of
historical, cultural, and socioeconomic factors shaping general
mental health care in the three European regions. These factors
certainly include the role of psychiatrists regarding the human
rights of persons with mental illness (e.g., the oppression of the
human rights of psychiatric service-users imposed by the author-
ities which were reported in the countries of the CEE before 1990)

Table 3. Mean CDMS-S score by participant characteristics; imputed missing
and weighted data.

Mean (95% CI)

Multivariable analysis

b (95% CI) p

Region

Central and
Eastern

1.81 (1.69; 1.93) 1

Northern and
Western

2.25 (2.19; 2.32) 0.32 (0.21; 0.43) <0.001a

Southern 1.85 (1.76; 1.94) �0.02 (�0.15; 0.11) 0.751

Sex

Women 2.05 (1.96; 2.14) 1

Men 2.09 (2.02; 2.17) 0.02 (�0.08; 0.12) 0.717

Age

18–29 1.78 (1.61; 1.96) 1

30–39 2.01 (1.90; 2.11) 0.15 (�0.08; 0.38) 0.190

40–49 2.04 (1.93; 2.15) 0.13 (�0.12; 0.38) 0.301

50–59 2.26 (2.17; 2.35) 0.26 (�0.00; 0.53) 0.053

60þ 2.10 (1.94; 2.26) 0.08 (�0.25; 0.41) 0.648

City size

≤100,000 2.17 (2.05; 229) 1

>100,000 2.05 (1.99: 2.11) �0.05 (�0.17; 0.08) 0.453

Profession

Psychiatrist 2.08 (2.02; 2.14) 1

Psychiatry
specialist
trainee

2.03 (1.92; 2.15) 0.09 (�0.06; 0.24) 0.245

Practice

Public 2.15 (2.08; 2.22) 1

Mixed 1.88 (1.77; 1.99) �0.22 (�0.35; �0.10) <0.001a

Private 1.89 (1.72; 2.07) �0.21 (�0.41; �0.02) 0.034a

Community
setting

2.23 (2.10; 2.35) 0.07 (�0.25; 0.11) 0.435

Patients

Mainly
outpatients

2.08 (2.01; 2.15) 1

Mainly
inpatients

2.07 (1.98; 2.16) �0.12 (�0.24; 0.01) 0.071

Subspecialty

Unspecialized 2.09 (2.00; 2.18) 1

Specialized 2.07 (2.00; 2.13) �0.02 (�0.13; 0.08) 0.679

Subspecialty

Mood and
anxiety
disorders

2.01 (1.89; 2.14) n.u.

Psychosis 1.99 (1.84; 2.14)

Child psychiatry 2.00 (1.81; 2.19)

Addiction 2.04 (1.85; 2.22)

Other 2.24 (2.10; 2.38)

Table 3. Continued

Mean (95% CI)

Multivariable analysis

b (95% CI) p

Unspecialized 2.09 (1.98; 219)

Providing
psychotherapy

No 2.09 (2.02; 2.17) 1

Yes 2.05 (1.95; 2.14) 0.01 (�0.08; 0.11) 0.794

Time since
specialist
psychiatric
qualification
(years)

– 0.00 (�0.00; 0.01) 0.217

Average frequency
of clinical
appointments
with each
patient

Several times a
week

2.05 (1.88; 2.22) 1

Several times a
month

2.12 (2.02; 2.23) 0.00 (�0.17; 0.17) 0.984

Once a month 2.01 (1.93; 2.08) �0.09 (�0.25; 0.08) 0.293

Less frequent 2.15 (1.99; 2.31) 0.03 (�0.22; 0.17) 0.811

Duration of visits
(min)

– n.u.

Abbreviations: b, unstandardized ordinary least square regression coefficient; CDMS-S, Clinical
Decision-Making Style – Staff questionnaire; CI, confidence interval; n.u., not used in the
multivariable analysis; p, statistical significance of the regression coefficients; mean could not
be calculated because the variable is numeric.
aFDR < 5%.
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[27], the status of psychiatry/mental illness within the community
(e.g., high levels of stigma in the CEE countries) [28], as well as
government policies and financial support for the development of
mental health services within countries. For example, over the last
few decades Northern and Western high-income countries intro-
duced a large array of multidisciplinary community-based services
for people withmental health problems transformingmental health
care services from predominantly hospital-based into recovery-
oriented community-based care models, promoting social inclu-
sion and empowerment [29]. Recovery-oriented care placed the
functional recovery of persons, instead of symptom reduction, as a
goal of treatment and demanded services that supported these
human rights (including supported employment and housing)
[30]. This process is only now beginning in the majority of the
Commonwealth of Independent States (which incorporates most of
the former Soviet Union’s member states), eight countries from
south-eastern Europe, and seven non-EU high-income countries
[28, 31].

The promotion and use of SDM, PREMs, and PROMS
across Europe

When it comes to the educational differences between the three
European regions, we found that official promotion of SDM with
staff training, as well as the use of PREMs and PROMs in evaluation
of outcomes was higher in NWE compared to the CEE, possibly
suggesting that official endorsement and education of staff in SDM
and the relevance of using PROMs and PREMs and the value‐based
health care approach may affect their clinical attitude towards
patients. However, it might be that lower PROMs/PREMs usage
and the lower preference of SDMare both underpinned by the same
moderator of cultural aspects.

Factors associated with preference for DMS across Europe

Two other factors increased the likelihood of preferring a passive
decision-making style, namely being a psychiatrist and working
mainly with inpatients. First, being a psychiatrist compared to
being a trainee increased the likelihood of passive SDM. Interest-
ingly, this is discordant with the results from a European multi-
centric study, where it was found that trainee status in psychiatry
reduced the likelihood of adopting SDM in contrast to being a
psychiatrist or other professional [24].

The difference in our findings from the study by Luciano et al.
[24] may possibly be explained by sample differences. As

Table 4. Binary logistic regression of preferred passive Clinical Decision Making
Style – Staff questionnaire (CDMS-S < 1.5); imputed missing and weighted data
(n = 751).

Percent
(95% CI) with
preferred

passive style

Multivariable analysis

OR (95% CI) p

Region

Central and Eastern 22 (13; 32) 1

Northern and Western 3 (2; 5) 0.14 (0.06; 0.32) < 0.001a

Southern 17 (9; 25) 1.01 (0.46; 2.24) 0.975

Sex

Women 10 (6; 15) 1

Men 11 (7; 15) 1.23 (0.59; 2.54) 0.583

Age

18–29 22 (6; 37) 1

30–39 12 (5; 18) 0.40 (0.10; 1.64) 0.205

40–49 10 (4; 17) 0.46 (0.09; 2.39) 0.355

50–59 6 (3; 9) 0.33 (0.05; 2.16) 0.245

60þ 10 (3; 17) 0.67 (0.08; 5.60) 0.713

City size

≤100,000 9 (4; 13) 1

>100,000 11 (7; 14) 0.90 (0.38; 2.10) 0.804

Profession

Psychiatrist 11 (8; 14) 1

Psychiatry specialist
trainee

7 (3; 11) 0.26 (0.08; 0.89) 0.031a

Practice

Public 15 (9; 21) 1

Other 8 (5; 11) 0.55 (0.26; 1.17) 0.123

Patients

Mainly outpatients 9 (6; 13) 1

Mainly inpatients 12 (7; 18) 2.50 (1.15; 5.43) 0.021a

Subspecialty

Unspecialized 9 (6; 13) 1

Specialized 11 (7; 15) 1.12 (0.60; 2.10) 0.715

Subspecialty

Mood and anxiety
disorders

12 (5; 20) n.u.

Psychosis 13 (3; 22)

Child psychiatry 16 (1; 31)

Addiction 11 (0; 22)

Other 6 (0; 12)

Unspecialized 9 (6; 13)

Time since specialist
psychiatric
qualification (years)

– 0.98 (0.93; 1.05) 0.610

Average frequency of
clinical appointments
with each patient

Table 4. Continued

Percent
(95% CI) with
preferred

passive style

Multivariable analysis

OR (95% CI) p

Several times a week 15 (4; 25) 1

Several times a month 9 (4; 14) 0.71 (0.27; 1.85) 0.481

Once a month 10 (5; 15) 0.82 (0.33; 2.04) 0.668

Less frequent 11 (4; 18) 1.24 (0.40; 3.79) 0.709

Duration of visit (min) –

Abbreviations: CI, confidence interval; OR, odds ratio for the passive clinical decision-making
style; n.u., not used in the multivariable analysis; p, statistical significance of the difference of
OR from 1.00; percentage could not be calculated because the variable is numeric.
aFDR < 5%.
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mentioned earlier, the study by Luciano et al. [24] included a
sample of predominantly mental health professionals from the
NWE group of countries only, while our sample included distinct
European regions. Countries from the CEE regions underwent
dramatic societal changes since 1990, which may have also created
a greater sociocultural gap between generations compared to the
rest of Europe. For example, younger generations of professionals
in CEE countries may be more likely to prefer a more active
decision-making approach, as compared to the older generation
of psychiatrists who may be more prone to the traditional pater-
nalistic approach. This may not apply to the NWE countries, where
the 1990s changes were not associated with system changes and the
SDM principles were adopted much earlier in recovery-oriented
psychiatric services, and thus the differences between the older
versus younger generations in this instance are not significant.
Instead, it is probable that professional experience and professional
motivationmay be a driving factor in decision-making. In this case,
psychiatry trainees, especially early in their training may feel more
anxious in novel situations and may be less prone give a say to
service users, as an attempt to avoid risks, which makes them more
prone to passive SCDM [32]. However, significant differences in
curricula and duration of psychiatry training across Europe [33–35]
may also affect the DMS preference of trainees across European
regions.

Work setting influences preference for clinical decision-making
styles. Namely, working with inpatients in contrast to outpatients
increases the risk of a preference for passive decision-making. In
European countries where community mental health care is not yet
developed, patients with most severe acute psychopathology are
treated in hospitals rather than in outpatient settings. According to
Hamann et al. [36], clinicians and patients in these circumstances
undertake a relatively narrow spectrum of decisions—when asked
about clinical decisions, inpatients with a diagnosis of schizophre-
nia and their psychiatrists consistently mentioned categories such
as “medication,” “leave from ward/hospital,” “non‐pharmaco-
logical therapies,” and “changes in treatment setting,” in contrast
to other mental health settings [36].

Finally, psychiatrists initiate involuntary hospital admission for
patients with the most severe forms of acute illness (those with
suicidal or aggressive behavior due to severe mental disorders) who
refuse treatment. Although this in most cases is defined as a passive
decision-making style, current data and European recommenda-
tions call for good clinical practice in involuntary hospital admis-
sions as well, by raising awareness about involuntary admission
procedures, patient rights, and communication about procedures
[37, 38].

On the other hand, our results show that working in community
mental health services is associated with the highest CDM-S score,
indicating higher odds for preferring active/shared decision-
making style, followed by those working in public health systems
[31]. While we might assume that patients treated within commu-
nity mental health teams have less severe acute psychopathology
compared to inpatients, this may not be necessarily the case. This is
because, in countries where community mental health teams are
developed and where the number of hospital beds is very low,
specialist community mental health teams may offer treatment
for patients with more severe psychopathology [39–41]. In coun-
tries where community mental health teams are less developed, and
care is mainly hospital-based, we may assume that hospital treat-
ment is also offered to patients for reasons other than the severity of
symptoms. Therefore, it appears that the community mental health
approach may follow a different communication frame and

decision-making process with patients, versus more traditional
psychiatric settings. Indeed, in clinical care, SCDM is embodied
within the recovery orientation in mental health care (reflected in
the service users paradigm—“no decision about me, without me”)
[7, 42, 43].

This is yet another argument favoring reform of mental health
care services to include a community mental health care approach
in European countries where these teams are still lacking.

Limitations of the study

The study had several limitations. First, we cannot claim that the
sample is representative for the relevant parameters at the country
level because response rates in individual countries were low and
because non-response was possibly associated with a preferred
CDM style. Second, the overall number of participants is rather
low, especially when it comes to the numbers in specific countries,
which limits the analysis within specific countries. The sample from
SEE was proportionate to its population share within Europe, but it
was smaller in absolute number than the samples from the other
two regions. Third, we used EuroVoc to categorize countries into
regions. Such groupings are always somewhat arbitrary and may
lead to grouping of countries with different characteristics. Coun-
tries within individual regions may not be homogeneous with
regard to the examined outcomes. Finally, estimates of the total
number of psychiatrists by country, which we used to calculate
poststratification weights, were not perfect and, in addition, were
not of equal quality for all countries in which we selected the
sample. Given the size of the differences in the relative shares of
individual countries in the sample compared to the shares in the
whole population, we are reasonably certain that the impact of
imperfections in our poststratification weights is markedly smaller
than errors that would have followed the analysis of unweighted
raw data.

Generalisability of the results

In this study, we reported the first and most extensive set of data on
decision-making style preferences of psychiatrists and psychiatry
specialist trainees across Europe. Overall, we found that SDM was
the preferred decision-making style across all three European
regions, with on average more than 70% of decisions being rated
as SDM. However, we found significant differences in the preferred
non-shared decision-making styles in different European regions,
mostly driven by the preference for the active style in NWE coun-
tries, and the preference for the passive style in the CEE countries.
While we found differences between andwithin countries, as shown
in Figures 1 and 2, these should be regarded only as “country snap-
shots,” due to the study limitations. Overall, a passive style was
specifically associated with status as a psychiatrist (versus trainee)
and working with inpatients (versus outpatients), while working in
a public setting, and especially in communitymental health services
was associated with the highest score on CDM-S, showing higher
odds for preferring active/shared decision-making style across all
regions.

Implications of the findings for future practice

The study has several implications. First, this study suggests that the
preference for SDM across Europe is increasing and harmonizing
across Europe, which is encouraging. Second, we demonstrated
differences in the non-shared decision-making styles between the
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three European regions, which calls for more dialogue within the
European national psychiatric associations and EPA community to
harmonize its practices. The EPA will use these results to promote
SDM as a good clinical practice throughout Europe among mental
health workers, organizations active in the field of mental health,
and European policy makers.

In line with this, the EPA may promote and offer educational
activities supporting the use of SDM in clinical practice at different
levels: (a) continuing professional development for psychiatrists
with a focus on the clinical use of PREMs and PROMs;
(b) promotion of recovery-oriented practices, such as SDM and
peer support in formal psychiatric training education across Europe
(e.g., by incorporating this in the European Psychiatric Specialist
Examination currently under development); and (c) promoting
formal education on SDM at an even earlier educational stage
(medical schools) [44]. Finally, the EPA should reinforce education
by promoting on-site supervision, leadership, and alignment of
funding resources [45].
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