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Abstract t 
Thee importance of patient involvement in medical decision making is indisputable. Yet, 

decisionn making concerning medical treatment options is a difficult task for most patients. 

Inn order to study decision-making processes in health care, O'Connor developed the 

decisionall conflict scale (DCS). The DCS assesses the level of 'decisional conflict' that 

patientss experience while making health care decisions, and encompasses the following 

threee subscales: (1) uncertainty about choosing among alternatives; (2) factors contributing 

too uncertainty; (3) perceived effectiveness of the decision. The aim of the present study is 

too investigate the reliability and validity of the Dutch version of the DCS. A written version 

off the DCS was administered in two samples of Dutch cancer patients. One sample consisted 

off cancer patients faced with the decision whether or not to undergo palliative 

chemotherapyy (A/=29). The other sample included women with early stage breast cancer 

whoo had to choose between mastectomy or lumpectomy followed by radiation therapy 

(/V=141).. The response rates were 76% and 9 1 % , respectively. The reliability coefficients 

off the three subscales were 0.52, 0.80, 0.84, and 0.74, 0.83, 0.83 in the two samples, 

respectively.. Construct validity was partly supported. Criterion validity was substantiated. 

Inn evaluating the factorial validity, it was found that the original three-factor model had to 

bee rejected (x2(87)=293, root mean square error of approximation (RMSEA)=0.137). A 

subsequentt exploratory factor analysis suggested an alternative four-factor model. The 

psychometricc properties of the DCS were partly confirmed in Dutch cancer patients. 

Improvedd 'wording' of certain items, e.g. to avoid double negatives, could further increase 

thee factorial validity of the DCS. Then, this scale may be a valuable tool for studies that 

addresss the quality of medical decision making. 
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Introduction n 
Thee ethical principle of self-determination is not disputable in modern western cultures. 

However,, in health care, self-determination is less evident. When a serious or terminal disease 

iss involved, patients are not always able, or desire to be involved in decision-making processes1. 

Clearly,, decision making is a complex, difficult task for many patients. Therefore, studies that 

examinee the decision-making processes are needed. Such studies may, for example, focus on 

thee amount and kind of information and support that are beneficial to patients. Moreover, 

theyy may investigate the degree and types of difficulty patients have with a range of medical 

decisions,, for example in the context of life-threatening diseases1'2. 

Thee decisional conflict scale (DCS), developed by O'Connor3, is a questionnaire designed 

forr use in studies of decision-making processes. This instrument measures the level of decisional 

conflictt that patients experience while making health care decisions. O'Connor3 defines 

decisionall conflict as a state of uncertainty about the course of action to be taken. This may 

occurr especially when a choice has to be made involving risks or uncertainty and when 

significantt potential gains and losses are involved. Additionally, decisional conflict is at stake 

whenn value trade-offs in selecting a course of action need to be made and patients may 

experiencee anticipated regret concerning the possibility of positive results of rejected or 

foregonee options. Expressions of decisional conflict include verbalisation of uncertainty, 

vacillationn between choices, delayed decision making, and questioning personal values and 

beliefss while attempting to make decisions. The DCS is theoretically based on these expressions 

off decisional conflict. 

Thee DCS encompasses 16 items, each using a five-point Likert type response format 

(completelyy agree, agree, neither agree nor disagree, disagree, completely disagree). These 

itemss are combined to form three subscales. The first subscale 'Uncertainty' contains three 

itemss and refers to the level of uncertainty a patient perceives concerning a certain healthcare 

decisionn (e.g. 'This decision is hard for me to make'). The second subscale 'Factors contributing' 

iss composed of nine items (e.g. 'I need more advice and information about the choices'). This 

subscalee measures the extent to which certain factors contribute to decision uncertainty, 

suchh as lack of information about alternative treatments, unclear values, and emotional distress. 

Thee third subscale 'Effective decision making' consists of three items (e.g. 'I am satisfied with 

myy decision'). This scale measures the extent to which a patient perceives the decision as 

effective,, in that it was based on information, consistent with personal values, and implemented 

onn these values. 

Thee DCS was validated in several patient populations in Canada1. It was administered in 

patients'' making decisions regarding immunisation, breast cancer screening, hormone 

replacementt therapy, and treatment for schizophrenia. The internal consistency coefficients 



224 224 ChapterChapter 7 

off the three subscales ranged from 0.78 to 0.89, the test-retest reliability indices exceeded 

0.80.. The validity of the DCS was investigated by contrasting groups analysis: respondents 

whoo had made a decision about, e.g. breast cancer screening or immunisation and were 

comparedd with respondents who had delayed these decisions. In both studies, the DCS 

discriminatedd significantly (pO.001) between those who had strong intentions to either accept 

orr decline breast cancer screening or the influenza vaccine and those whose intentions were 

uncertain.. O'Connor3 suggested that further evaluation of the DCS is necessary, especially in 

otherr populations and in patients confronted with more difficult decisions. 

Ass cancer patients are frequently confronted with difficult treatment decisions, the DCS 

mightt be especially helpful in cancer care. In cancer, for example decisions commonly involve 

uncertaintyy regarding trade-offs between survival gain, alleviation or postponement of 

symptoms,, and/or cancer recurrence. Faced with such difficult decisions, the majority of 

patientss prefer to turn to their physician for guidance4. Degner and Sloan2 found that 44% of 

womenn with breast cancer wanted to select their treatment collaboratively with their physician, 

andd 34% preferred that the physician made the decision for them. In another study, it was 

foundd that cancer patients are less willing to participate in medical decision making than 

memberss of the general public2. Because of the complexity of medical decision making in 

cancerr care, finding a reliable and valid instrument to evaluate the effectiveness of the decision-

makingg process is vital. In the present study, we developed a Dutch version of the DCS. 

Subsequently,, we examined the instrument's internal consistency, construct validity, criterion 

validity,, and factorial validity in two samples of cancer patients, each facing a different, 

difficultt decision. 

Method d 
Developmentt of the Dutch version of the DCS 
Thee original DCS was translated into Dutch, using the 'forward-backward' translation method 5 6 . 

Eachh one of the two native Dutch-speaking persons with extensive knowledge of the English 

languagee translated the questionnaire into Dutch. The resulting Dutch versions were judged 

byy three individuals and compiled into one version on the basis of consensus. This latter 

versionn was back-translated into English by one native English-speaking person and one native 

Dutch-speakingg person, both being professional translators. Once more, differences were 

discussedd within the forum of the same three individuals until consensus was achieved. The 

wordingg of the items was then adapted to the particular decision our patients faced as 

recommendedd by O'Connor1. 
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Sampless and procedure 

Samplee I consisted of consecutive patients with incurable metastatic cancer (breast, prostate, 

gastro-intestinal,, head and neck, ovarian, or osteosarcoma) who had to decide whether or 

nott to start palliative chemotherapy. These patients were invited by three medical oncologists 

fromm three different academic hospitals to enter a qualitative study, investigating decision 

making.. The study was approved by the medical ethical committee. A total of 43 patients 

weree eligible for the study, of whom 38 were recruited. Among the five patients that were 

nott invited, one lived in a foreign country, one could not be reached by telephone. Three 

patientss were considered psychologically unfit for the study by their physicians. Of the remaining 

388 patients, 29 (76%) agreed to participate. Reasons for non-participation were: feeling 

overburdenedd (A/=4), spouses who could not cope with the situation (A/=1), death (A/=1), 

receivingg treatment in another hospital (A/=1), alternative (dietary) treatment (A/=1) and 

objectionn to tape-recording the interview (A/=1). After having given informed consent, the 

patientss were approached by the researcher for a face-to-face interview. This interview was s 

scheduledd within 2 weeks after the decision whether or not to start palliative chemotherapy 

wass made. In-depth questions about the decision-making process were part of the interview. 

Patients'' level of decisional conflict was assessed with the Dutch DCS. The DCS was thus 

administeredd retrospectively, namely within 2 weeks after the decision to either undergo or 

nott to undergo chemotherapy was made. 

Thee second sample (Sample II) consisted of women diagnosed with early stage breast 

cancerr (stage l/ll) who were given the opportunity to choose between mastectomy or 

lumpectomyy followed by radiotherapy. The study was approved by the medical ethical 

committee.. Consecutive patients (A/=1 55) from three hospitals were asked by their surgeons 

too take part in the study, shortly after diagnosis. Eight women refused to participate. The 

reasonss patients gave for non-participation included: (1) "I feel too overwhelmed to participate 

inn this study"; (2) "I don't want to think about treatment options"; (3) "I am not a good 

candidatee for this study, as I already know which treatment I prefer"; (d) "Since I am a nurse, 

II am not in need of information and discussions about my treatment options". The patients 

weree sent a written questionnaire after the surgeon had explained the two available treatment 

options.. The first two subscales of the DCS were included in this questionnaire. Moreover, 

thee patients were asked to provide a treatment preference and to express how certain they 

feltt about this preference (see Appendix A). The questionnaire was returned by mail to the 

researchh team before patients' admission to the hospital and before the final decision about 

thee type of treatment was made. Six patients did not return a completed questionnaire. Thus, 

thee sample consisted of 141 complete cases (91%). 

Inn this study, the third subscale of the DCS, 'Effective decision making' was administered 3 
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monthss after surgery as it evaluates the decision-making process which by that time was 

finalised.. One item of this subscale, i.e. 'I expect to stick to my decision', was deleted as it 

wass irrelevant because women who choose mastectomy are making an irreversible decision. 

Thee demographic characteristics of the patients in both samples are presented in Table 1. 

Tablee 1: Demographic and patient characteristics 

Samplee I, n=29 Sample II, n=141 
Incurablee cancer patients Breast cancer patients 

Gender r 
Male e 
Female e 

Livingg status 
Alone e 
Togetherr with partner 
Other r 

Agee (mean) 

Education n 
Primaryy school 
Highh school 
College e 
University y 

Typee of cancer 
Head/neck k 
Breast t 
Prostate e 
Gastro-intestinal l 
Others* * 

N N 

13 3 
16 6 

4 4 
25 5 
12 2 
M= = 
s.d d 

8 8 
11 1 
5 5 
5 5 

7 7 
9 9 
4 4 
7 7 
2 2 

% % 

45 5 
55 5 

14 4 
86 6 

9 9 
57.9 9 
12.6 6 

28 8 
38 8 
17 7 
17 7 

24 4 
31 1 
14 4 
24 4 

7 7 

N N 

--
141 1 

36 6 
93 3 

MM = 

% % 

100 100 

25 5 
66 6 

55.3 3 
s.d.11.4 4 

15 5 
74 4 
29 9 
23 3 

--
141 1 

--
--
--

11 1 
53 3 
20 0 
16 6 

--
100 0 

'others:: melanoma, sarcoma, and gyneacological cancer 

Analysis s 
InternalInternal consistency 

Reliabilityy of the three subscales was investigated separately in the two samples as well as in 

thee two samples together. For reliability estimation, the internal consistency approach was 

usedd (Cronbach's or)7. According to Nunnally and Bernstein8, the reliability score should exceed 

0.700 for use at group level. 

ConstructConstruct validity 

Constructt validity of the DCS was evaluated by examining the pattern of correlations among 

subscales.. O'Connor formulated hypotheses about relationships among the three scales. Scores 

onn the 'Uncertainty' and the 'Factors contributing' scales are expected to be positively and 
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substantiallyy (r>0.40) correlated; whereas the score on 'Effective decision making' is expected 

too be higher also, indicating less effective in such case. 

CriterionCriterion validity 

Criterionn validity of the DCS was investigated by known-group comparisons9'10. The two 

sampless were divided into two mutually exclusive groups: a group of patients who were 

certainn about their decision and a group of patients who were uncertain. 

Inn Sample I, open-ended questions had been asked to assess the process of patients' decision 

makingg concerning starting or forgoing palliative chemotherapy. All interviews were audiotaped 

andd transcribed. A coding system was developed to analyse these qualitative data. Deciding 

too which group - certain or uncertain - a patient should be assigned was based on the judgement 

off the interviewers. If the interviewers disagreed, the categorisation of the patients was 

discussedd until consensus was achieved. Inter-rater reliability could therefore not be calculated. 

Thee assignment was further checked by post-hoc selection of statements, referring to either 

certaintyy or uncertainty, from the in-depth interviews. Among the patients who were assigned 

too the uncertain group, we found statements as, e.g. 'I wanted to think about it', 'I would 

nott have chosen chemotherapy for myself, but my son made me choose the therapy', 'Because 

off what I had heard from others and because of my own experience, I did not want to start 

chemotherapyy but my grandson ...'. Among the patients assigned to the 'certain' group, 

suchh phrases were not expressed. On the contrary, most of them felt that they '... did not 

havee a choice' or said 'If I wanted to stay alive, I had to choose chemotherapy', etc. One 

womann who was certain about forgoing chemotherapy said, 'I feel good now, I do not want 

too get sick and miserable'. The 'uncertain' group consisted of eight patients, the 'certain' 

groupp of 21 patients. 

Inn Sample II, patients were asked, before they made a final decision, to express their 

treatmentt preference and how certain they felt about their preferred treatment choice. The 

patientss in this sample were divided into a group of women who indicated to be certain 

(A/=82)) and a group of women who expressed uncertainty (A/=55). Four patients said that it 

didd not matter to them which of the two treatments would be carried out. These patients 

weree left out of the current analyses. 

Itt was expected that patients who were certain about their decision would experience less 

decisionall conflict than patients who felt uncertain about the decision. Independent f-tests 

weree employed to investigate the extent to which the differences in mean scale scores were 

inn accordance with this hypothesis. 
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FactorialFactorial validity 

Too investigate whether the three-factor model, proposed by O'Connor, accounts for the 

interrelationss between the items of the Dutch version of the DCS, a confirmatory factor 

analysis11'122 was performed. In such analysis, the number of factors and the pattern of the 

factorr loadings are specified beforehand. The overall goodness of fit of the factor model was 

judgedd by two measures: the y} test of exact fit, and the root mean square error of 

approximationn (RMSEA). Given a sufficiently large sample size, the hypothesis of exact fit will 

alwayss be rejected. The fit of the model is therefore better evaluated through the generally 

acceptedd RMSEA rule of thumb: RMSEA values smaller than 0.05 are indicative of close fit, 

andd values smaller than 0.08 are still considered reasonable10. A three-factor model with 

obliquee factors was fitted on the covariance matrix of the DCS items. As proposed originally, 

thee first three items were assigned to the first factor, the following nine items to the second, 

andd the last three items to the last factor. Given the sample size requirements, this analysis 

wass performed on the second sample as well as on the combined samples separately. In case 

thee O'Connor model would not be supported, a principal component analysis (PCA) will be 

performedd additionally. 

Results s 
Inn Sample I, the mean subscale scores were rather low, indicating that the respondents were 

reasonablyy certain, had received enough information and support, and perceived their decision-

makingg process as rather effective. Table 2 shows the means and the standard deviations. 

Patientss in Sample II scored higher on the subscales 'Uncertainty' and 'Factors contributing', 

thuss showing more uncertainty in their decision whether to choose between mastectomy or 

lumpectomy.. The extent to which they thought the decision-making process to be effective 

wass comparable to patients with incurable cancer. 

Tablee 2. Decisional conflict in patients 'deciding about palliative chemotherapy' and patients deciding 
betweenn 'mastectomy vs. lumpectomy' 

Samplee I (N=29) Sample II (N=141) 

meann s.d. mean s.d. 

'Uncertainty'' 2.00 0.97 2.82 1.14 

'Factorss contributing' 1.75 0.64 2.39 0.70 

'Effectivee decision making' 1.44 0.49 1.50 0.66 

Scalee scores: 1 = strongly agree; 2=agree; 3=neither agree nor disagree; 4=disagree; 5=strongly disagree. 
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Interna!! consistency 

Thee internal consistency coefficient, expressed by Cronbach's a, of the subscale 'Uncertainty' 

wass rather low in metastatic cancer patients (a =0.61), but acceptable in the group of early 

breastt cancer patients (a =0.75). The internal consistency coefficients of the subscale 'Factors 

contributing'' and 'Effective decision making' were adequate in both samples, in Sample I, 

0.777 and 0.83, respectively, and in Sample II, 0.80 and 0.81, respectively. When combining 

thee two samples, the internal consistency was adequate for all three subscales («=0.75, 0.82 

andd 0.82, respectively). 

Const ruc tt val id i ty 

Inn Sample I, the correlation coefficients among the subscales of the DCS were as expected. 

'Uncertainty'' was substantially related to 'Factors contributing' (/"=0.58, p<0.01) and to the 

subscalee 'Effective decision making' (r=0.58, p<0.01). The relation between 'Factors 

contributing'' and 'Effective decision making' was also substantial (r=0.76, p<0.001). 

Inn Sample II, the subscales 'Uncertainty' and 'Factors contributing' were highly correlated 

(r=0.60,, p<0.001). The subscales 'Uncertainty' and 'Effective decision making' did not correlate 

significantlyy {r=0.13), and the correlation between 'Factors contributing' and 'Effective decision 

making'' appeared to be small but significant (r=0.19, p<0.05). In other words, in this sample 

theree is no relation between decision uncertainty and perceived effectiveness of the decision 

making.. The relation between 'Factors contributing' and 'Effective decision making' is weak. 

Cr i ter ionn val id i ty 

Thee criterion validity was estimated in both samples separately (see Table 3). In Sample I, as 

expected,, the mean scores on the DCS were higher in the group that was judged to experience 

moree uncertainty. The differences between the certain and the uncertain groups in Sample I 

weree significant for all the three subscales. 

Tablee 3: Difference between the certain and uncertain group within the two samples (Student?s t-test) 

Samplee I Sample II 
certainn uncertain certain uncertain 
NN = 21 N = 8 N = = 82 N = 55 

/I11 s.d. M2 s.d p M1 s.d. M2 s.d. 

Uncertaintyy 1.7 .83 2.8 .94 .007 2.3 1.0 3.7 ,75 <.001 

Factorss contributing 1.6 .49 2.3 .78 .013 2.2 .63 2.8 .64 <.001 

Effectivee decision making 1.3 .42 1.8 .54 .031 1.5 .72 1.4 .49 n.s. 
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Thee differences in Sample II between the group of patients who felt certain about their 

treatmentt preference and the patients who expressed doubts about their choice were significant 

onlyy on the first two subscales. 

Factoriall validity 

Thee three-factor model proposed by O'Connor was rejected by confirmatory factor analysis 

(X2(87)=2911 (A/=126), RMSEA=0.137). As the modification indices indicated that the misfit 

wass due to more than a single parameter not being included in the model of O'Connor, no 

simplee modifications could be made. To further explore the underlying structure of the DCS, 

PCAA was performed on the combined data-set of the two samples as well as on the second 

samplee only. Because results were alike for Sample II alone, the results of the combined 

samplee are reported only (Table 4), 

Thee number of factors was determined using the scree-plot procedure. Four factors, 

explainingg 67.5% of the variance, were extracted. The first factor referred to 'knowledge 

aboutt the treatment'. The second factor concerned uncertainty. This factor included all items 

thatt were contra-indicative or negatively framed {DCS items: 01, 03, 07, 10 and 11). The third 

factorr represented 'perceived effectiveness' and the last factor involved 'clarity about the 

choicee to be made'. Several items loaded on more than one factor. 

Tablee 4. Factor structure of decisional conflict scale (principal components analysis, varimax rotation) 

Factor!! 2 3 4 Communality 

1.. DCS09: know importance of risks(F)* 
2.. DCS08: know importance of benefits (F) 
3.. DCS03: not sure what to chose (U)* 
4.. DCS01: difficult decision to make (U) 
5.. DCS10: hard to decide if benefits or risks more important (F) 
6.. DCS11: pressure from others (F) 
7.. DCS07: more advice/information (F) 
8.. DCS13: feel I made an informed choice (E) 
9.. DCS 14: choice shows what?s important (E)* 

10.. DCS 16: satisfied with decision (E) 
11.. DCS04: aware of the choices (F) 
12.. DCS02: dear what choice is best (U) 
13.. DCS12: right amount of support from others (F) 
14.. DCS06: feel I know the risks (F) 
15.. DCS05: feel I know the benefits (F) 

"" -
89 9 
84 4 

.44 4 

56 6 
54 4 

,83 3 
.79 9 

.57 7 
52 52 

78 8 
.85 5 
,88 8 

.46 6 

69 9 
21 21 
31 31 
.68 8 
.63 3 

.83 3 

.75 5 

.75 5 

.66 6 

.66 6 

.49 9 

.63 3 

.66 6 

.74 4 

.81 1 

.48 8 

.73 3 

.38 8 

.82 2 

.75 5 

factorloadingss between -.40 and .40 are omitted, *U= subscale 'Uncertain'; F= subscale 'Factors 
contributing';; E= subscale 'Effective decision making' (According to O'Connor) 
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Discussion n 
Inn this paper, the psychometric properties of a Dutch version of the DCS were studied. O'Connor 

originallyy tested the DCS in the context of decision making concerning preventive behaviours. 

Wee tested the instrument in a cancer clinical context. Patients in this study had to decide 

eitherr on starting or forgoing palliative chemotherapy, or between mastectomy and breast-

conservingg treatment. 

Thee internal consistency of the DCS was found to be sufficient to good (a=0.61 -0.83). The 

constructt validity was evaluated by studying the relations among subscales. O'Connor expected 

thee three scales to be positively correlated. This pattern of correlations was confirmed in the 

firstt sample. In the second sample, these relations were not found. Although, the significance 

levell was smaller than 0.05, the coefficient of correlation between the subscales 'Factors 

contributing'' and 'Effective decision making' did not reach 0.40. The absence of a relation 

couldd be due to the fact that in the second sample, the subscales were administered at 

differentt times: 'Uncertainty' and 'Factors contributing' at baseline, and 'Effective decision 

making'' 3 months after surgery. Another explanation is that completion of the questionnaire 

tookk place after the patients received the diagnosis. At that time, they had not received a lot 

off information yet. 

Criterionn validity was supported. Comparison of the certain and uncertain groups in both 

sampless uncovered differences in the DCS scores between patients who felt certain and 

patientss who felt uncertain about their choice. The inter-rater reliability of group assignment 

couldd not be established for practical reasons. Still, it was found that in the palliative treatment 

group,, the DCS is sensitive to differences as expected. In the second sample, no difference 

wass found between the certain and uncertain groups concerning 'Effective decision making'. 

Thiss might be due to the timing of the third subscale at 3 months post-surgery. 

AA previous study on decision making in cancer patients found that those offered palliative 

chemotherapyy did not feel they had a choice. They considered chemotherapy as the only 

possiblee option13. If patients do not experience a choice, they cannot experience decisional 

conflict.. We used this thought to interpret the mean scores in the different samples. When 

thee current findings are compared to those of O'Connor's3, the patients in our first sample 

categorisedd as 'certain' tended to be more certain (M=1.6) than O'Connor's patients who 

acceptedd the proposed intervention (M=1.7-2.3). The uncertain patients in Sample I (M=2.7) 

weree comparable to the 'uncertain' groups of O'Connor (M=2.2-3.4). In our Sample II, the 

DCSS mean scores were higher than those found by O'Connor. These findings are in line with 

resultss from previous research13, and confirm the known-groups validity of the DCS. 

Confirmatoryy factor analysis showed that the structure proposed by O'Connor3 did not fit 

thee data of the Dutch version of the DCS in our samples of cancer patients. In order to gain 
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moree insight in the scale structure, an exploratory factor analysis (PCA) was performed. This 

analysiss resulted in four factors, which we labelled as: 'knowledge about risks and benefits 

(treatment)',, 'uncertainty', 'perceived effectiveness of decision making' and 'clarity of choice'. 

Onee of the factors, uncertainty, consisted of contra-indicative items only. These items, although 

positivelyy worded, needed to be scored in reverse order, because they indicate higher levels 

off decisional conflict. This implies that the factor may be a reflection of response tendencies, 

aa bias that occurs when respondents react to items because of their positive or negative 

wordingg rather than their content14. O'Connor did not allude to response tendencies in her 

workk concerning the DCS. When the items are susceptible to such bias, the indicative and 

contra-indicativee items of a concept no longer form a scale. To avoid this bias and to strengthen 

thee structure of the DCS, it may therefore be necessary to reconsider the wording of items. 

Timingg of the DCS 
Thee question arises, what the appropriate point in time is to measure 'perceived effectiveness' 

ass an indication of decisional conflict. Items in this subscale have an evaluative intent. This 

cann probably inform us about patients' satisfaction after a decision has been made, but it is 

problematicc to use it as an indicator of decisional conflict during the decision-making process 

itself.. During the decision-making process, uncertainty can be resolved by seeking and receiving 

information.. As a consequence of this information-gathering process, patients can perceive 

thee decision-making process as effective, even though they experience uncertainty during the 

decision-makingg process. 

Afterr the decision is reached, uncertainty can be further reduced by cognitive dissonance15. 

Thee theory of cognitive dissonance predicts that patients will retrospectively discard all 

argumentss against the decision they have made, resulting in a more positive attitude towards 

thee decision15. Indeed, we found that the correlations between the 'Effective decision making' 

scalee and the other subscales decreased dramatically in the second sample in which perceived 

effectivenesss of the decision was assessed 3 months after the surgical treatment. 

Thiss suggests that the two subscales 'Uncertainty' and 'Factors contributing' are useful 

duringg the decision-making process, but the administration of the 'Effective decision making' 

scalee during this process is problematic. Our data suggest that the complete DCS including 

thee effective decision making scale is best administered immediately after the moment that 

thee actual decision has been made in order to rule out the effects of cognitive dissonance. 

However,, we would like to emphasise the importance of recognising decisional conflict during 

thee decision-making process, and therefore suggest to assess the first two subscales of the 

DCSS during this process and the third subscale afterwards. 
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Practicee implications 

Adaptationss of the wording of the items in order to strengthen the internal structure and 

furtherr validation of the scale may be required. However, all in all, the decisional conflict scale 

wass found reliable and valid in a group of cancer patients. Especially in cases where decision 

aidss are developed and tested, decisional conflict may be a useful concept in the evaluation 

off these aids. 
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Appendixx A 
Att the end we would like to ask you to indicate what your current treatment preference is. Your 

answerr is not binding. It concerns the treatment you prefer at this moment. 

Basedd on what you know and feel now, what is your current treatment preference? (6 answer 

categories) ) 

1.. my preference will certainly be a mastectomy 

2.. my preference will probably be a mastectomy 

3.. I am in doubt and still thinking 

4.. my preference will probably be a lumpectomy 

5.. my preference will certainly be a lumpectomy 

6.. I have no preference for one or the other treatment 

N N 

16 6 

13 3 

19 9 

23 3 

66 6 

4 4 

% % 
11 1 

9 9 

14 4 

16 6 

47 7 

3 3 

total l 1411 100 


