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Abstract

People vary in the amount of control they want to exercise over decisions about their healthcare. 

Given the importance of patient-centered care, accurate measurement of these autonomy 

preferences is critical. This study aimed to assess the factor structure of the Autonomy Preference 

Index (API), used widely in general healthcare, in individuals with severe mental illness. Data 

came from two studies of people with severe mental illness (N = 293) who were receiving mental 

health and/or primary care/integrated care services. Autonomy preferences were assessed with the 

API regarding both psychiatric and primary care services. Confirmatory factor analysis was used 

to evaluate fit of the hypothesized two-factor structure of the API (decision-making autonomy and 

information-seeking autonomy). Results indicated the hypothesized structure for the API did not 

adequately fit the data for either psychiatric or primary care services. Three problematic items 

were dropped, resulting in adequate fit for both types of treatment. These results suggest that with 

relatively minor modifications the API has an acceptable factor structure when asking people with 

severe mental illness about their preferences to be involved in decision-making. The modified API 

has clinical and research utility for this population in the burgeoning field of autonomy in patient-

centered healthcare.
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1. Introduction

Autonomous decision-making, or the control a person wants in their treatment choices, has 

been an area of interest in healthcare research over the past two decades. The importance of 

patient preferences in this area is clear: a review of the literature on patient preferences for 

decision-making and information-seeking in healthcare found that the match between patient 

preferences and how treatment is provided affects both patient satisfaction and healthcare 

outcomes (Kiesler and Auerbach, 2006). Recently, interest in autonomy preferences has 

grown to include consumers of mental healthcare (e.g., Hamann et al., 2007a; O'Neal et al., 

2008; Hamann et al., 2011). However, the measures used to assess autonomy preferences 

were developed and tested in general or chronic healthcare samples (Ende et al., 1989, 

Simon et al., 2010), leaving the question of whether the measurement techniques are valid in 

psychiatric populations.

One widely used self-report measure, the Autonomy Preference Index (API), was developed 

through a focus group of providers, medical sociologists, and ethicists who identified two 

key domains for patients’ involvement in their own care: engagement in decision making 

and acquisition of knowledge about one’s health (Ende et al., 1989). A confirmatory factor 

analysis supported the proposed two-factor solution. As the emphasis on shared decision-

making and collaborative care increased in medical care, the measure quickly gained 

acceptance for assessing patient preferences in surgical (Doherty and Doherty, 2005) and 

primary care settings (Schneider et al., 2006), as well as general patient populations 

(Thompson et al., 1993) and those with chronic health conditions (Gibson et al., 1995; 

Adams et al., 2001). Studies using the API have linked autonomy preferences to satisfaction 

with the patient-doctor relationship and mental health-related quality of life following 

treatment (Lee and Lin, 2010).

In recent years the API has also been used with psychiatric populations, demonstrating that 

consumers of mental health services often want to be actively involved in making their own 

treatment decisions (Hamann et al., 2005; Hamann et al., 2011). However, consumers report 

differing levels of desired autonomy based on setting and personal characteristics (Hamann 

et al., 2008; Hamann et al., 2011). For example, one study found that consumers wanted a 

passive role in primary care encounters, a more collaborative role when making choices 

about psychiatric medications, and greater autonomy regarding psychosocial treatment 

decisions (O'Neal et al., 2008). This is consistent with findings in general medical care, 

showing that autonomy preferences vary based on a number of factors, such as health status 

and type of decision (Say et al., 2006).

The growing use of the API indicates increased attention to patient preferences and rights in 

medical settings, but some studies have raised questions about the psychometric properties 

of the measure when used with persons with severe mental illness (Hamann et al., 2007a; 

Puschner et al., 2013). Studies in psychiatric populations have reported alphas ranging 

from .88 for the decision-making subscale in a community mental health sample (Hill and 

Laugharne, 2006), to .79 in consumers with depression and .59 in consumers with 

schizophrenia (Hamann et al., 2007a), but the information-seeking subscale is used less 

often, limiting information on its performance in psychiatric populations. In addition to the 
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paucity of reliability estimates for the API, its factor structure has yet to be tested in those 

with severe mental illness.

Considering the implications that autonomy preferences can have for satisfaction and 

outcomes (Hamann et al., 2007b; Kiesler and Auerbach, 2006), it is important to accurately 

assess preferences in varied populations. The aim of this study was to assess the factor 

structure and performance of the API in a multi-study sample of individuals with severe 

mental illness. In keeping with the API’s original development (Ende et al., 1989), we 

hypothesized a two-factor structure and used confirmatory factor analysis (CFA) to test the 

adequacy of the information and decision-making subscales as two distinct factors. Given 

the differing nature of primary care and psychiatric healthcare visits, we examined the factor 

structure of the API with regard to both types of treatment.

2. Methods

2.1. Participants

Data for this analysis came from two separate studies investigating autonomy preferences of 

people with severe mental illness (i.e., schizophrenia spectrum, bipolar disorder, or major 

depression) who were currently receiving outpatient mental health and primary care/

integrated care services. Across studies, approval was obtained from the local institutional 

review boards, and informed consent was obtained from all participants.

The first study was a randomized controlled trial evaluating an adaptation of the Illness 

Management and Recovery (IMR) program (Mueser and Gingerich, 2002) to incorporate 

training in the self-management of chronic medical conditions in addition to psychiatric 

disorders -- Integrated IMR (Bartels et al., 2014). Participants were recruited in New 

Hampshire from late 2006 to early 2009. In addition to having a severe mental illness, 

inclusion criteria for the study were: age 50 or older; receiving treatment at a community 

mental health center for at least the last 3 months; diagnosed with a chronic health condition 

(e.g., diabetes, chronic obstructive pulmonary disease, arthritis, hypertension); and no 

changes in psychopharmacological treatment over the past eight weeks. Exclusion criteria 

were: prior participation in the IMR program; living in a nursing home or psychiatric 

hospital; diagnosis of dementia; terminal illness with life expectancy of less than one year; 

or moderate to severe cognitive impairment, as indicated by the Mini Mental State 

Examination. The study had a total of 71 participants; for the purposes of these analyses, 

additional unpublished pilot data were also included, increasing the total number of 

participants to 126. Pilot participants were recruited before the main study from a large 

community mental health system in Chicago.

The second study included baseline data from an investigation of CommonGround, a 

program consisting of computerized decision support tools and peer support to enhance 

shared decision-making with psychiatric providers (Deegan et al., 2008). In addition to 

having a severe mental illness, inclusion criteria included: willingness to be interviewed 3 

times over the course of 18 months and to have 3 sessions with psychiatric provider audio-

recorded; and ability to pass a short quiz on the content of the informed consent document. 
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Consumers were excluded if they planned to change psychiatric providers during the 18-

month study period (Bonfils et al., 2014).

A total of 293 participants were included in the combined dataset. Participants were 

predominantly male (54.9%), either White (51.9%) or Black (40.5%), and living 

independently (56.5%). Most participants had not completed any college (72.3%) and were 

unemployed (86.0%). The average age of participants was 50.2 years (SD = 11.3). More 

than half of the sample was diagnosed with a schizophrenia-spectrum disorder (N=150, 

51.2%); an additional 37.8% (N=111) of the sample was diagnosed with a severe mood 

disorder. Four participants had “other” diagnoses (1.4%), and diagnostic information was 

unavailable for 28 participants (9.6%).

2.2. Measures

The Autonomy Preference Index (API) assesses autonomy preferences in medical decision-

making (Ende et al., 1989). The original scale had 23 items: 6 Likert-style items and 9 

responses to 3 vignettes (referencing physical illnesses) assessing preference for 

participation in decision-making, and 8 Likert-style items assessing preference for autonomy 

in information-seeking. However, many studies of psychiatric populations have excluded the 

vignette items, in part due to their focus on general medical illnesses (e.g., see Hamann et 

al., 2007a; O'Neal et al., 2008). Others have adapted these vignettes for psychiatric 

conditions (Hill and Laugharne, 2006), but adapted items have not been consistently used in 

psychiatric populations. Thus, only the 14 Likert-style items were tested in this study.

The first sample included in these analyses (Bartels et al., 2014), with a focus on integrated 

physical and psychiatric care, administered the API twice – once with regard to the 

psychiatric provider and once with regard to the primary care provider (though pilot 

participants were not asked about psychiatric providers). The second sample (Bonfils et al., 

2014) only asked about autonomy preferences with regard to psychiatric providers, thus the 

sample sizes are different for psychiatric and primary care providers. A total of 234 

participants provided complete autonomy preference data with regard to their psychiatric 

provider. A total of 123 participants provided complete autonomy preference data with 

regard to their primary care provider.

2.3. Analyses

Confirmatory factor analysis (CFA) was utilized to evaluate the fit of the hypothesized two-

factor structure of decision-making autonomy and information-seeking autonomy of the API 

(Ende et al., 1989). We used a number of fit indices to assess the performance of CFA 

techniques, including the root mean square error of approximation (RMSEA), the 

standardized root mean square residual (SRMR), and the comparative fit index (CFI). 

Although chi-square statistics are reported here, they are heavily influenced by sample size, 

and so, although we strived for the lowest chi-square values possible, they were of less value 

in determining adequate fit. As recommended by Brown (2006), the model was considered 

to have “adequate fit” if the RMSEA and SRMR were less than .08, and the CFI was greater 

than .9; “good fit” was indicated by RMSEA and SRMR less than .05 and CFI greater than .

95. CFA models were run for both psychiatric treatment and primary care treatment. In 
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exploring how to improve model fit in the psychiatric care sample, factor loadings for 

individual items were examined and problematic items were dropped. We also tested this 

modified model in the primary care sample in order to explore whether a common factor 

structure could be identified that fit for autonomous treatment decision-making for 

psychiatric and primary care conditions. All CFA analyses were conducted in LISREL 

version 8.80.

3. Results

See Table 1 for item means and standard deviations. The decision-making subscale means 

were in the middle of the scale (psychiatric M = 2.81, SD = 0.68; primary care M = 2.85, SD 

= 0.73), but the means for the information-seeking subscale were higher (psychiatric M = 

4.21, SD = 0.47; primary care M = 4.11, SD = 0.44).

3.1. CFA - Psychiatric Providers

Fit indices and factor loadings for the CFA of the two-factor structure of the API are 

provided in Table 1. This model did not meet the criteria for adequate fit for either the 

SRMR or the RMSEA. Further, factor loadings are low (<0.30) for items 4, 6, and 11, 

indicating poor performance of these items within the two-factor structure. These three items 

are coded in the reverse direction from all other items on their respective subscales, 

suggesting that poor fit may be due to method factors. Because the original CFA exhibited 

inadequate fit to the data, a second CFA was conducted after dropping the problematic items 

(items 4, 6, 11). This model met criteria for adequate fit for all indices, and all factor 

loadings were .40 or higher (Table 1).

3.2. CFA – Primary Care Providers

Fit indices and factor loadings for the CFA of the two-factor structure with regard to primary 

care doctors are provided in Table 1. Again, the model did not meet cutoff criteria for the 

SRMR or RMSEA. Similar to the psychiatric provider sample, the primary care sample 

indicated a poor fit to the two-factor structure of the API. A similar second CFA was 

conducted, dropping items 4, 6, and 11 (Table 1). This model met criteria for adequate fit for 

all indices. All factor loadings were 0.50 or higher except for item 12 (factor loading = 

0.10). We elected not to drop this item (“It is important to know all the side effects of your 

medication.”) despite its low factor loading because of its salience in the psychiatric 

provider sample and adequate overall fit of the model.

4. Discussion

Findings from this study indicated a poor fit for the factor structure of the most widely used 

version of the API with regard to both psychiatric and primary care treatment. For both CFA 

models, the three reverse-coded items had low factor loadings, and their removal resulted in 

an improved fit for the revised model. Given the growing importance of assessing and 

matching consumers on their autonomy preferences in healthcare, our findings suggest that 

the revised API may be a more sensitive measure of these preferences in people with severe 

mental illness.
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One explanation for why respondents had difficulty with the three problematic items is that 

they may reflect somewhat different constructs. For example, items 4 (“you should feel free 

to make decisions about everyday medical problems”) and 6 (“you should decide how 

frequently you need a check-up”) represent smaller, everyday-type decisions that consumers 

may wish to make on their own, even while relying more on the doctor for the other 

decisions. Simon et al. (2010) also commented on this issue in their confirmatory factor 

analysis of the German API in hospital and primary care settings, suggesting that these two 

items may refer to decision-making more broadly, leading respondents to answer differently. 

Similarly, as noted by Simon et al. (2010), item 11 (“you should be given information only 

when you ask for it”) is the only one which actually references active information seeking 

(i.e., asking for information) as opposed to preferences about information given by 

providers.

An alternative explanation relates to the nature of negatively-worded items. To respond to 

these items consistently, one must be able to shift attentional set, frequently a problem for 

people with severe mental illnesses (e.g., see McKirdy et al., 2009; Pantelis et al., 2009; Giel 

et al., 2012). However, Simon et al. (2010) found a similar pattern in a sample comprised of 

people in emergency room care, internal and surgical inpatient care, and depression treated 

in primary care. This suggests that the set-shifting explanation is not specific to severe 

mental illness. Given the consistency of difficulties with these specific items and the 

similarity between the results of the current study and those of Simon et al. (2010), we 

recommend the elimination of items 4, 6, and 11 for further use of the API in mental health 

samples. Because we cannot know for sure whether the poor performance is due to set 

shifting or differential constructs imbedded in the scale, future work may address whether 

certain types of decisions and information gathering can be assessed more reliably with 

alternative wording.

Although the revised API model performed similarly overall for psychiatric and primary 

care decisions, item 12 (“it is important to know all the side effects of your medication”) had 

a low factor loading when participants were asked about autonomy with their primary care 

providers, but not with their psychiatric providers. One explanation may be that side effects 

are more salient to autonomy preferences in psychiatric treatment. There are often many 

choices of psychiatric medications, with varying types of side effects, such that finding the 

right one(s) can be an ongoing and dynamic process (Deegan and Drake, 2006). Therefore, 

learning the side effects of different medications may be particularly important to decision-

making for psychiatric disorders. Although item 12 did not perform as well in the primary 

care sample, we opted to retain it for two reasons. First, a parsimonious solution that can 

work across settings will provide the most benefit to those who wish to use the API. Second, 

in some settings, primary care providers are the main prescribers of psychotropic 

medications. This item might then become more salient and operate more closely to its 

performance in the psychiatric sample. Future studies should examine this item more closely 

and in varied settings.

Although this study provides a much-needed look at the API for use with people with severe 

mental illness, the results should be interpreted in light of some limitations. First, our CFA 

included only the Likert-style items of the API and excluded vignette items. Although 
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vignette items of the API are frequently omitted when used in mental health samples (e.g., 

see O'Neal et al., 2008), their exclusion in our samples makes us unable to comment on how 

they fit into the current two-factor structure of the API. Second, the study did not utilize a 

hold-out sample to test the modified factor structure. Though we used multiple samples to 

examine the factor structure of the API with regard to psychiatric providers, we had only 

one sample for primary care providers, and results may not generalize to other samples. 

Future work should confirm the utility of this factor structure of the API for people with 

severe mental illness, with a specific focus on autonomy preferences in primary care 

encounters. Finally, each study required that participants be able to pass a short cognitive 

screener, indicating our results may not generalize to those with severe mental illness who 

also have cognitive difficulties. Future research should address the performance of the API 

in individuals with cognitive deficits.

Overall, results indicate that a modified API can be used successfully in people with severe 

mental illness. The factor structure of the API is greatly improved with the removal of items 

4, 6, and 11, similar to previous findings in medical settings (Simon et al., 2010). In 

addition, with the exception of one item, the API functions similarly in this population when 

respondents are asked about primary care providers and psychiatric providers. Given past 

research indicating a negative association between autonomy preferences and patient 

satisfaction, perhaps driven by a mismatch between providers’ perceptions of patients’ 

preferences and patients’ actual preferences (Hamann et al., 2007b; Kiesler & Auerbach, 

2006), psychiatric and primary care services could be improved through routine assessment 

and discussion of autonomy preferences with patients. In this vein, it is important that 

researchers and clinicians use instruments with strong psychometric properties, such as high 

internal consistency of subscales, to ensure the construct is being assessed in as precise a 

manner as possible. Though our study adds to the psychometric evidence base by examining 

the API in a new population, there is further work to be done with regard to the API’s 

validity. Future research should attempt to parse out whether eliminated items function 

poorly due to difficulties with set-shifting, or if there are in fact construct differences, which 

may warrant the expansion of the scale to include additional factors. Additionally, future 

work should further investigate the performance of item 12 in varied healthcare settings. 

Finally, research is needed that examines the construct validity of the API through its 

associations with related constructs in this population such as actual shared decision-making 

practice and activation in treatment.

Acknowledgements

Research reported in this manuscript was supported by the National Institute of Mental Health of the National 
Institutes of Health under Award numbers R34MH093563, and R34MH074786. The content is solely the 
responsibility of the authors and does not necessarily represent the official views of the National Institutes of 
Health. The authors would like to thank all of the consumers who participated in each study as well as the staff at 
the multiple mental health centers involved for supporting our research efforts.

References

Adams RJ, Smith BJ, Ruffin RE. Patient preferences for autonomy in decision making in asthma 
management. Thorax. 2001; 56:126–132. [PubMed: 11209101] 

Bonfils et al. Page 7

Psychiatry Res. Author manuscript; available in PMC 2016 August 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Bartels SJ, Pratt SI, Mueser KT, Naslund JA, Wolfe RS, Santos M, Xie H, Riera EG. Integrated IMR 
for psychiatric and general medical illness for adults aged 50 or older with serious mental illness. 
Psychiatric Services. 2014; 65:330–337. [PubMed: 24292559] 

Bonfils KA, Adams EL, Firmin RL, White LM, Salyers MP. Parenthood and severe mental illness: 
relationships with recovery. Psychiatric Rehabilitation Journal. 2014; 37:186–193. [PubMed: 
24819698] 

Brown, TA. Confirmatory Factor Analysis for Applied Research. Guilford Press; New York: 2006. 

Deegan PE, Drake R. Shared decision making and medication management in the recovery process. 
Psychiatric Services. 2006; 57:1636–1639. [PubMed: 17085613] 

Deegan PE, Rapp C, Holter M, Riefer M. Best practices: a program to support shared decision making 
in an outpatient psychiatric medication clinic. Psychiatric Services. 2008; 59:603–605. [PubMed: 
18511580] 

Doherty C, Doherty W. Patients' preferences for involvement in clinical decision-making within 
secondary care and the factors that influence their preferences. Journal of Nursing Management. 
2005; 13:119–127. [PubMed: 15720481] 

Ende J, Kazis L, Ash A, Moskowitz MA. Measuring patients' desire for autonomy: decision making 
and information-seeking preferences among medical patients. Journal of General Internal Medicine. 
1989; 4:23–30. [PubMed: 2644407] 

Gibson PG, Talbot PI, Toneguzzi RC. Self-management, autonomy, and quality of life in asthma. 
Chest Journal. 1995; 107:1003–1008.

Giel KE, Wittorf A, Wolkenstein L, Klingberg S, Drimmer E, Schönenberg M, Rapp AM, Fallgatter 
AJ, Hautzinger M, Zipfel S. Is impaired set-shifting a feature of “pure” anorexia nervosa? 
Investigating the role of depression in set-shifting ability in anorexia nervosa and unipolar 
depression. Psychiatry Research. 2012; 200:538–543. [PubMed: 22748187] 

Hamann J, Cohen R, Leucht S, Busch R, Kissling W. Do patients with schizophrenia wish to be 
involved in decisions about their medical treatment? The American Journal of Psychiatry. 2005; 
162:2382–2384. [PubMed: 16330606] 

Hamann J, Cohen R, Leucht S, Busch R, Kissling W. Shared decision making and long-term outcome 
in schizophrenia treatment. The Journal of Clinical Psychiatry. 2007b; 68:992–997. [PubMed: 
17685733] 

Hamann J, Mendel R, Reiter S, Cohen R, Buehner M, Schebitz M, Diplich S, Kissling W, Berthele A. 
Why do some patients with schizophrenia want to be engaged in medical decision making and 
others do not? The Journal of Clinical Psychiatry. 2011; 72:1636–1643. [PubMed: 21367353] 

Hamann J, Mendel RT, Fink B, Pfeiffer H, Cohen R, Kissling W. Patients' and psychiatrists' 
perceptions of clinical decisions during schizophrenia treatment. The Journal of Nervous and 
Mental Disease. 2008; 196:329–332. [PubMed: 18414128] 

Hamann J, Neuner B, Kasper J, Vodermaier A, Loh A, Deinzer A, Heesen C, Kissling W, Busch R, 
Schmieder R. Participation preferences of patients with acute and chronic conditions. Health 
Expectations. 2007a; 10:358–363. [PubMed: 17986072] 

Hill SA, Laugharne R. Decision making and information seeking preferences among psychiatric 
patients. Journal of Mental Health. 2006; 15:75–84.

Kiesler DJ, Auerbach SM. Optimal matches of patient preferences for information, decision-making 
and interpersonal behavior: evidence, models and interventions. Patient Education and Counseling. 
2006; 61:319–341. [PubMed: 16368220] 

Lee Y-Y, Lin JL. Do patient autonomy preferences matter? Linking patient-centered care to patient–
physician relationships and health outcomes. Social Science & Medicine. 2010; 71:1811–1818. 
[PubMed: 20933316] 

McKirdy J, Sussmann JED, Hall J, Lawrie SM, Johnstone EC, McIntosh AM. Set shifting and reversal 
learning in patients with bipolar disorder or schizophrenia. Psychological Medicine. 2009; 
39:1289–1293. [PubMed: 19105856] 

Mueser, KT.; Gingerich, S. Center for Mental Health Services, Substance Abuse and Mental Health 
Services Administration. Rockville, MD: 2002. Illness Management and Recovery Implementation 
Resource Kit. 

Bonfils et al. Page 8

Psychiatry Res. Author manuscript; available in PMC 2016 August 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



O'Neal EL, Adams JR, McHugo GJ, Van Citters AD, Drake RE, Bartels SJ. Preferences of older and 
younger adults with serious mental illness for involvement in decision-making in medical and 
psychiatric settings. American Journal of Geriatric Psychiatry. 2008; 16:826–833. [PubMed: 
18827229] 

Pantelis C, Wood SJ, Proffitt TM, Testa R, Mahony K, Brewer WJ, Buchanan J-A, Velakoulis D, 
McGorry PD. Attentional set-shifting ability in first-episode and established schizophrenia: 
relationship to working memory. Schizophrenia Research. 2009; 112:104–113. [PubMed: 
19464854] 

Puschner B, Neumann P, Jordan H, Slade M, Fiorillo A, Giacco D, Egerhazi A, Ivanka T, Bording 
MK, Sorensen HO, Bar A, Kawohl W, Loos S. Development and psychometric properties of a 
five-language multiperspective instrument to assess clinical decision making style in the treatment 
of people with severe mental illness (CDMS). BMC Psychiatry. 2013; 13:48. [PubMed: 
23379280] 

Say R, Murtagh M, Thomson R. Patients’ preference for involvement in medical decision making: a 
narrative review. Patient Education and Counseling. 2006; 60:102–114. [PubMed: 16442453] 

Schneider A, Körner T, Mehring M, Wensing M, Elwyn G, Szecsenyi J. Impact of age, health locus of 
control and psychological co-morbidity on patients' preferences for shared decision making in 
general practice. Patient Education and Counseling. 2006; 61:292–298. [PubMed: 15896943] 

Simon D, Kriston L, Loh A, Spies C, Scheibler F, Wills C, Härter M. Confirmatory factor analysis and 
recommendations for improvement of the Autonomy-Preference-Index (API). Health 
Expectations. 2010; 13:234–243. [PubMed: 20579122] 

Thompson SC, Pitts JS, Schwankovsky L. Preferences for involvement in medical decision-making: 
situational and demographic influences. Patient Education and Counseling. 1993; 22:133–140. 
[PubMed: 8153035] 

Bonfils et al. Page 9

Psychiatry Res. Author manuscript; available in PMC 2016 August 30.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Highlights

• We conduct confirmatory factor analysis on the Autonomy Preference Index 

(API).

• We examine factor structure of the API in people with severe mental illness.

• The currently-used two factor structure was not an adequate fit in this 

population.

• Three problematic items, all reverse-scored, were dropped.

• The modified API has clinical and research utility for this population.
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Table 1

Descriptive Statistics, CFA Factor Loadings & Model Fit Indices

Factor Loading

Item Mean SD Model 1 Model 2

1. Psychiatric Provider, Full Scale: X2 = 206.46; df = 76; CFI = 0.90; SRMR=0.088; RMSEA=0.086

2. Psychiatric Provider, Modified Scale: X2 = 104.82; df = 43; CFI = 0.94; SRMR=0.076; RMSEA=0.079

1. The important medical decisions should be made by your
doctor, not you. (R) 2.48 1.26 0.71 0.72

2. You should go along with your doctor’s advice even if you
disagree with it. (R) 2.61 1.18 0.60 0.61

3. When hospitalized, you should not be making decisions
about your own care. (R) 2.79 1.27 0.55 0.53

4. You should feel free to make decisions about everyday
medical problems. 3.71 1.06 0.20 n/a

5. If you were sick, as your illness became worse you would
want your doctor to take greater control. (R) 2.00 0.93 0.62 0.61

6. You should decide how frequently you need a check-up. 3.27 1.20 0.10 n/a

7. As you become sicker you should be told more and more
about your illness. 4.23 0.75 0.51 0.51

8. You should understand completely what is happening inside
your body as a result of your illness. 4.34 0.70 0.45 0.45

9. Even if the news is bad, you should be well informed. 4.36 0.68 0.74 0.74

10. You doctor should explain the purpose of your laboratory
tests. 4.40 0.62 0.76 0.77

11. You should be given information only when you ask for it.
(R) 3.55 1.16 0.11 n/a

12. It is important to know all the side effects of your medication. 4.04 1.12 0.44 0.44

13. Information about your illness is as important to you as
treatment. 4.42 0.62 0.82 0.82

14. When there is more than one method to treat a problem, you
should be told about each one. 4.38 0.59 0.70 0.70

1. Primary Care Provider, Full Scale: X2 = 145.10; df = 76; CFI = 0.90; SRMR=0.091; RMSEA=0.086

2. Primary Care Provider, Modified Scale: X2 = 60.51; df = 43; CFI = 0.97; SRMR=0.056; RMSEA=0.058

1. The important medical decisions should be made by your
doctor, not you. (R) 2.67 1.41 0.55 0.63

2. You should go along with your doctor’s advice even if you
disagree with it. (R) 2.63 1.20 0.44 0.52

3. When hospitalized, you should not be making decisions
about your own care. (R) 2.89 1.28 0.63 0.59

4. You should feel free to make decisions about everyday
medical problems. 3.67 0.95 0.40 n/a

5. If you were sick, as your illness became worse you would
want your doctor to take greater control. (R) 2.03 0.99 0.63 0.59

6. You should decide how frequently you need a check-up. 3.23 1.17 0.43 n/a

7. As you become sicker you should be told more and more
about your illness. 4.23 0.73 0.59 0.59

8. You should understand completely what is happening inside
your body as a result of your illness. 4.32 0.67 0.77 0.78

9. Even if the news is bad, you should be well informed. 4.38 0.57 0.81 0.81
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Factor Loading

Item Mean SD Model 1 Model 2

10. You doctor should explain the purpose of your laboratory
tests. 4.39 0.55 0.83 0.83

11. You should be given information only when you ask for it.
(R) 3.57 1.18 0.26 n/a

12. It is important to know all the side effects of your medication. 3.37 1.36 0.09 0.10

13. Information about your illness is as important to you as
treatment. 4.25 0.62 0.59 0.60

14. When there is more than one method to treat a problem, you
should be told about each one. 4.36 0.57 0.61 0.60

Note: Items 1-6 belong to the decision-making subscale, and items 7-14 belong to the information-seeking subscale. (R) = Reverse-coded item; CFI 
= Comparative Fit Index; SRMR = Standardized Root Mean Square Residual; RMSEA = Root Mean Square Error of Approximation. Adequate fit 
was evaluated with cutoff values of CFI > 0.90, SRMR < 0.08, and RMSEA < 0.08. Good fit was evaluated with cutoff values of CFI > 0.95, 
SRMR < 0.05, and RMSEA < 0.05.
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