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Abstract
Background: Numerous studies examined factors in promoting a patient preference for active participation in
treatment decision making with only modest success. The purpose of this study was to identify types of patients
wishing to participate in treatment decisions as well as those wishing to play a completely active or passive role
based on a Germany-wide survey of dialysis patients; using a prediction typal analysis method that defines types as
configurations of categories belonging to different attributes and takes particularly higher order interactions
between variables into account.
Methods: After randomly splitting the original patient sample into two halves, an exploratory prediction configural
frequency analysis (CFA) was performed on one-half of the sample (n = 1969) and the identified types were
considered as hypotheses for an inferential prediction CFA for the second half (n = 1914). 144 possible prediction
types were tested by using five predictor variables and control preferences as criterion. An a-adjustment (0.05) for
multiple testing was performed by the Holm procedure.
Results: 21 possible prediction types were identified as hypotheses in the exploratory prediction CFA; four patient
types were confirmed in the confirmatory prediction CFA: patients preferring a passive role show low information
seeking preference, above average trust in their physician, perceive their physician’s participatory decision-making
(PDM)-style positive, have a lower educational level, and are 56-75 years old (Type 1; p < 0.001) or > 76 years old
(Type 2; p < 0.001). Patients preferring an active role show high information seeking preference, a higher
educational level, and are < 55 years old. They have either below average trust, perceive the PDM-style negative
(Type 3; p < 0.001) or above average trust and perceive the PDM-style positive (Type 4; p < 0.001).
Conclusions: The method prediction configural frequency analysis was newly introduced to the research field of
patient participation and could demonstrate how a particular control preference role is determined by an
association of five variables.

Background
Patients’ preferences for involvement in treatment
decisions

According to Charles and colleagues [1], there are three
different models for describing patient-physician interaction. In the “paternalistic model”, the physician makes
treatment decisions to the best of his knowledge for the
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good of the patient without including the patient in the
decision-making process. In the meantime, the patient
passively acquiesces to the professional authority of the
physician by agreeing to the physician’s choice of treatment. In the “informed model”, the physician is responsible for providing patients with relevant information on
all treatment options as well as their benefits and risks,
while the patients are then responsible for making the
treatment decision. Unlike in the two previous models,
in the “shared model”, both the physician and the
patient have an equal share in the decision-making
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process. As such, there is a two-way exchange of information between physician and patient and both agree
on the final treatment decision [2].
The need to establish a physician-patient partnership
when making treatment decisions is less compelling in
the case of everyday problems with clear diagnosis and
treatment paths than in the case of chronic, serious or
life-threatening illnesses, for which there are several
treatment options with different risks and benefits [1].
Shared decision making (SDM) has already shown to
lead to improved treatment outcomes for chronically ill
patients [3]. One-time treatment decisions made for the
treatment of short, acute illnesses are often completely
different from recurrent treatment decisions made for
the therapy of chronic illnesses [4]. Alongside the wellknown factors of physician-patient communication and
of patient contributions and efforts, recent studies on
the involvement of patients in making medical decisions
have identified a third key factor: the contributions and
efforts of the physicians involved [4,5]. The addition of
the physicians’ emphasis to the process of establishing a
partnership is seen as a critical point in adapting SDM
to chronic care decision making. During treatment of
chronically ill patients, physicians and patients can
engage in an ongoing information exchange followed by
deliberation followed by more information exchange
followed by further deliberation and so forth, while trust
and partnership evolve alongside [4]. Other researchers
suggest that physicians vary widely in how much they
facilitate patients’ active participation in treatment decisions, what they have termed a “participatory decisionmaking style” [6].
Shared decision making has gained importance as an
approach to physician-patient communication and
patient participation in recent years. For this reason,
several self-report and objective scales for assessing
aspects of patient participation already exist [7]. From a
patient’s perspective, the control preference construct
measures “the degree of control an individual wants to
assume when decisions are made about medical treatment” [8]. In the process patients are presented five
descriptions of different roles in treatment decision
making, which they have to consider in expressing their
preferences.
Numerous studies have already examined the question
as to whether and to what extent patients wish to take
part in making decisions about their own health [9-15].
However, there are only few studies that report the decision making role preferences of dialysis patients. In this
case, 42% of both Canadian and English participants in
a study showed a definite desire to participate in treatment decision making, while 35% of Canadian patients
and only 19% of English patients preferred to play an
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active role [16,17]. Two large US studies using a slightly
different measurement method revealed that more than
half of the participating patients (54%, 76% respectively)
wanted to have at least a part of the responsibility in
decision making [18,19]. Initial studies of the state and
developmental tendencies of SDM among patients with
end-stage renal disease (ESRD) in Germany showed that
dialysis patients were greatly willing to play an active
role in the decision-making process [20].
Numerous studies, which have examined the desired
involvement of patients in making treatment decisions,
have used univariate or multivariate analyses in an
attempt to identify determinants of the preference for
active participation in treatment decision making. The
results of these studies are not quite clear, yet they indicate several tendencies. For instance, various studies
were able to confirm that the older the patients were,
the less likely they were to prefer an active role
[9,10,21-24]. In contrast, yet other studies demonstrated
that the age of patients had no influence on the patients’
preferred role [12,25]. Studies also showed that a higher
level of education attained by patients is positively associated with preferences for active participation
[9,12,15,22,24-26] or has no influence [10] on the
patients’ desire to participate. In cases of newly established physician-patient relationships, the involvement
of patients in making treatment decisions significantly
increased the patients’ level of trust in their physicians
[27], while patients that had already developed a high
level of trust expressed less of a desire to play an active
role in decision making [28,29]. When asked how their
medical treatment could be improved, patients
responded that their top priority is to get more information from their treating physician [30]. This does not
mean, however, that patients with a heightened need for
information also necessarily wish to take on responsibility for their treatment decisions [22,30,31].
Configural frequency analysis

Configural frequency analysis (CFA) is a procedure for
analyzing multivariate cross-classifications that can be
used in a wide range of multivariate experimental
designs. Among the advantages of CFA often mentioned
are: it is suitable for data on a nominal scale level and it
is distribution-free. It allows further a profile-oriented
analysis, which means the unit of an analysis is the profile or configuration of all observed values of a person
[32]. In contrast to latent class analysis, CFA operates at
the level of manifest variables and latent classes are
neither assumed nor created. Further, CFA aims at identification of outstanding cells of multivariate crossclassifications instead of fitting a model. It seeks to identify patterns that stand out as more frequent (CFA
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types) or less frequent (CFA antitypes) than expected by
chance [33]. Another advantage is that unlike many
other methods, CFA does not use a similarity or distance measure to identify types, but takes only types
into consideration with identical attribute patterns,
which makes its type definition more accurate than any
other previous type definition [34]. Further, other methods, like factor-analytical methods, yield a clustering of
variables and not of persons. Another problem with
typal analyses based on correlation matrices (like factor
analysis) is that they take into consideration only firstorder interactions of the variables. All types that are
caused by higher-order interactions alone cannot be
detected by these methods [34]. Configural frequency
analysis has already been widely used in psychological,
social, and medical research: CFA has proven to be useful in determining Wechsler Profile Types [35] and classifying headache syndromes [36,37]. Other researchers
succeeded in predicting constellations of social support
at work in the development of low back pain by CFA
[38] or finding factors associated with the transition
from abuse to dependence among substance abusers
[39]. Further, CFA was used for examining adult psychopathy and violent behaviour in males with early
neglect and abuse [40] or exploring bacterial sets in periodontal health and disease [41]. Other studies used
CFA for examining histologic criteria and tumour behaviour of patients with gastrointestinal stromal tumours
[42] or gene expression levels in testicular germ cell
tumours [43].
In order to give physicians the opportunity to involve
patients according to their wishes in the medical treatment process, attempts have repeatedly been made to
predict patients’ behaviour regarding participatory preferences by using sociodemographic and/or psychosocial
factors [10,23,26,44]. However, only a single study by
Adams and colleagues [26] has thus far been able to
explain 48% of the variance in their model using a multiple linear regression analysis involving a group of Australian asthma patients. The present study seeks to
predict the preferred decision-making roles of German
patients with end-stage renal disease (ESRD) through
the comprehensive application of sociodemographic and
psychosocial factors. The employed factors consisted of
age, educational level, information-seeking preference,
trust in physician, and physicians’ participatory decision-making (PDM) style. Using the specific method of
prediction CFA, this study goes a step further with
regards to a precise and robust means of identifying the
types of patients wishing to participate in treatment
decisions as well as those wishing to play a completely
active or passive role as found in previous literature on
this topic.
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Methods
Sampling and data collection

The present study was conducted with patients of the
non-profit Kuratorium fuer Dialyse und Nierentransplantation e. V. (KfH). 15000 of the 60992dialysis
patients in Germany [45] are currently treated in the
physician-run facilities of this institution. The KfH has
implemented a quality assurance program QiN (Quality
in Nephrology). All dialysis units of the KfH have the
opportunity to take part in QiN voluntarily; in 2005
QiN was attended by 187 dialysis centres. QiN provides
a large database of the included dialysis patients on various clinical data. In addition, QiN conducts a survey
concerning health-related quality of life, once a year.
Therefore, the 187 participating dialysis units obtained
questionnaires from QiN for delivery to every patient
who was treated in the unit during the fourth quarter of
the year (October 1 to December 31, 2005). The staff of
each unit was responsible for informing the patients
about the purpose of the survey and the delivery of the
questionnaire including a return envelope to the individual patient. The dialysis units were also responsible for
sending the completed questionnaires back to QiN. The
dialysis units received 14972 questionnaires for distribution among their patients. Since none of the individual
dialysis centers kept count of how many survey questionnaires had actually been distributed to their patients,
a concrete response rate could not be calculated. However, 6318 questionnaires were returned to QiN, which
could be used for statistical analysis.
In the fourth quarter of 2005, questions concerning
participation in treatment decision-making were
included in the QiN health-related quality of life survey.
Whereas previous studies of people with renal disease
focused on the decision between haemodialysis and peritoneal dialysis in the SDM process [17,46], this decision
(haemodialysis) had already been made for the patients
of this study. Nevertheless, there are various decisions
that also need to be made during outpatient haemodialysis. For example, the patient can participate in the
decision about how long, how often, at what time, and
in which institution the dialysis should be administered,
and how their comorbidities (e.g., hypertonia, diabetes)
should be treated.
Study design

For analyzing the present data, a modification of the
configural frequency analysis was used, the so-called
prediction configural frequency analysis. In conducting
the prediction analysis, the overall sample of patients
with no missing values was later randomly divided into
two equal-sized subsamples [47]. In the first subsample,
types were identified using the prediction CFA. In this
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process an attempt was made to predict the desired
control preferences of the patients when making treatment decisions (active role, collaborative role, passive
role) by using five predictor variables (information-seeking preference, trust in physician, physicians’ participatory decision-making (PDM) style, educational level, and
age). It is foreseeable that with many attributes the
number of configurations and types, respectively,
becomes so large that only sparse types can be detected.
In this case one performs with one sample an exploratory CFA without a-adjustment. Then, within a second
independent sample, inferential analyses are calculated
only for those configurations which provided exploratory types in the first analysis. Therefore, in the second
subsample, a prediction CFA was performed as crossvalidation by way of the inferential verification (with aadjustment [48]) of the types identified in the exploratory analysis (Figure 1).
Configural frequency analysis

For a CFA, several attributes of a sample of subjects were
observed. Each observed attribute consist though of different categories. Further, for each subject the value of
each category is observed, which constitute the so called
configurations. The number of individuals that a specific
configuration exhibits is counted and these numbers are
then recorded in a contingency table as absolute frequencies [34]. The values for each configuration
X 2 = ( observed frequency − expected frequency ) / expected frequency
2

can be assessed under the null hypothesis of the total
independence using critical values for the chi-square
distribution for 1 degree of freedom [49].
In prediction CFA, one is interested in predicting certain
configurations by means of other configurations. For this
purpose, the attributes or variables are divided into two
subsets: predictor variables and criterion variables. This
means in the present study that information-seeking preference, trust in physician, physicians’ participatory decision-making (PDM) style, educational level, and age are

Figure 1 Study design.
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considered as predictor variables, while the control preferences scale is regarded as the criterion to be predicted.
The absolute frequencies of all possible configurations are
entered in a contingency table as in CFA. However, for
each cell with a given frequency a fourfold table is derived.
A prediction type is assumed if the probability of the joint
incidence of the configurations is greater than under the
null hypothesis on the independence of the variables. This
is calculated by using Fisher exact tests [49]. A technical
description and a calculation example for a (prediction)
CFA is given in Additional file 1.

Measures
The control preferences scale (criterion variable)

The control preferences scale [10,50] identifies the type of
participation patients wish to have in making treatment
decisions. Patients have the opportunity to choose
between five different statements about their desired type
of participation. The options range from autonomous
decision making by the patient (= active role; two response
options), to participatory decision making between physician and patient (= collaborative role; one response
option), to the physician having sole responsibility for
decision making (= passive role; two response options). A
“pick one approach” - a paper version of the scale that was
originally developed as a card sorting approach - was used
[8]. In the process, patients were asked to consider all five
interaction styles and select the one that felt closest to
their preferred role in treatment decision making.
Predictor variables

The first predictor variable identified the patients’ desire
for information (Information subscale of the Autonomy
Preference Index [22]). The scale consists of 8 items,
which were answered on a Likert scale of 1 (strongly
agree) to 5 (strongly disagree). Sum scores were calculated and two categories of the attribute (high and low)
were established via median dichotomization.
The second predictor variable demonstrates the trust
that the patients have in their physician [51]. The scale
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consists of 5 items, which were answered on a Likert
scale with responses ranging from 1 (completely disagree) to 4 (completely agree). Since the median of the
sum scores of this scale is also the maximum value, the
mean was chosen for categorization, which was somewhat lower than the median. Thus, two prediction
values are obtained: less than the mean value and
greater than the mean value.
The third predictor variable corresponds to the
patient’s perceived involvement by the physician, measured by the Physicians’ Participatory Decision-Making
Style scale [52]. The scale consists of 3 items for which
there are two different 5-point Likert response scales (e.
g. “How often does your doctor ask you to take some of
the responsibility for your treatment? (very often to not
at all); If there were a choice between treatments, would
your doctor ask you to help make the decision? (definitely yes to definitely no)”). Since the scale consists
only of 3 items with very different response scales it was
decided to categorize it by the individual item content
rather than by calculating a sum score. However,
because the Likert scale items are scaled in the same
direction (positive - negative), it was resolved that at
least two of the three scale items had to be answered in
the same direction in order to identify two categories of
the physician’s PDM style (positive and negative).
The educational level and age of the patients constitute the fourth and fifth predictor variables. In the process, the educational level was subdivided into two
categories (low: no secondary school certificate or lower
secondary school certificate; high: secondary school certificate and higher, and age was subdivided into three
categories (≤ 55 years; 56 - 75 years; ≥ 76 years). The
categories for educational level and age were determined
so that they fit the distribution of the data.
Analyses

When analyzing the prediction configural frequency
analysis, all configurations of the five predictors were
generated. The five predictors were: M1 = Informationseeking preference (with 1 = low, 2 = high), M2 = Trust
in physician (with 1 = < average, 2 = > average), M3 =
Physicians’ PDM style (with 1 = negative, 2 = positive),
M4 = Educational level (with 1 = low, 2 = high) and M5
= Age (with 1 = ≤ 55 years, 2 = 56 - 75 years, 3 = ≥ 76
years). The predictors were supposed to predict the
one-dimensional criterion M6 = Control preferences
(with 1 = active role, 2 = collaborative role and 3 = passive role). As statistical verification of the configural
types 2 × 2 × 2 × 2 × 3 × 3 = 144 Fisher exact tests
were calculated. The prediction CFA was performed
using the software developed by Krauth [53].
An a-adjustment (0.05) for multiple testing was performed by means of the Holm procedure, a more
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powerful approach than the Bonferroni procedure.
Holm proposed a simple sequentially rejective procedure
by ordering the p-values and comparing them with Bonferroni adjustments [48].

Results
Sample characteristics

In total, data were collected from n = 6318 haemodialysis’ patients of the KfH via questionnaires. A comparison
of the KfH patient population (about 15000 patients) to
the “average German patient” with renal replacement
therapy [45], which was only possible when comparing
age and gender because of a lack of comparative data,
showed that the KfH patients were representative of all
dialysis patients in Germany regarding gender and age.
In order to ensure that the overall study sample of 6318
patients was representative of the KfH patient population, both groups were compared with regard to their
gender, age, educational level, length of their dialysis
treatment, and their Karnofsky Index. The results
showed the study sample to be representative of the
overall population of KfH patients (data not shown).
Nonetheless, the patients of the exploratory and the
confirmatory samples (n = 1969; n = 1914), with no
missing values, are distinguishable from participants in
the overall study sample (n = 6318) by a slightly lower
average age (2 and 1 years less, respectively), a slightly
higher educational level (3% more patients with a high
educational level within the exploratory sample), a
higher need for information (7% more patients with a
high need for information within the exploratory and
the confirmatory samples), and 3% more males within
both subsamples. However, because of their minimal
occurrence, these characteristics are not regarded as
restrictive to the validity of the samples. No differences
were found regarding the control preferences. As the
patients were randomly assigned to either exploratory or
confirmatory sample and as the two subsamples were
large, it was expected that only differences due to random error would be found. The results were in line
with this expectation (Table 1).
Prediction analysis

21 possible prediction types were identified (printed in
bold) in the exploratory sample shown in Table 2. Consequently, the Fisher exact test of these configurations
demonstrated a p-value < 0.05. Of the 21 possible prediction types that were identified, 8 configurations predicted the preference to play an active role in treatment
decisions, 4 configurations predicted the desire to play a
collaborative role, and 9 configurations predicted the
desire to play a passive role. The 21 predictor configurations were then considered as hypotheses for the confirmatory prediction CFA.
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Table 1 Patient characteristics
Exploratory
sample
(n = 1969)

Confirmatory
sample
(n = 1914)

Gender
Male
Female
Age (years)
Mean (Range)
≤ 55 years

60.9%

(1199)

60.8%

(1164)

39.1%

(770)

39.2%

(750)

63.9

(18-94)

64.6

(20-96)

26.4%

(519)

24.1%

(462)

56 - 75 years

48.1%

(947)

48.9%

(935)

≥ 76 years

25.5%

(503)

27.0%

(517)

4.6

(0-33)

4.8

(0-38)

74

(10-100)

74

(10-100)

Years on dialysis
Mean (Range)
Karnofsky performance index*
Mean (Range)
Decision-making preference
Active role

22.4%

(442)

22.2%

(424)

Collaborative role

31.3%

(616)

30.8%

(589)

Passive role

46.3%

(911)

47.1%

(901)

65.9%

(1297)

68.6%

(1313)

34.1%

(672)

31.4%

(601)

Educational level
Low
High
Information-seeking preference
Low

38.9%

(765)

38.9%

(744)

High

61.1%

(1204)

61.1%

(1170)

Trust in physician
Below average

34.1%

(672)

35.4%

(677)

Above average

65.9%

(1297)

64.6%

(1237)

38.1%
61.9%

(750)
(1219)

39.0%
61.0%

(747)
(1167)

Physicians’ PDM style
Negative
Positive

* Karnofsky performance index: assessment tool used to assist clinicians/
caretakers in measuring a patient’s ability to carry out activities of daily living
(e.g.: Normal, no complaints, no evidence of disease = 100; requires
considerable assistance and frequent medical care = 50; Dead = 0).

As verification of the prediction types, an alpha adjustment was performed, but only on the potential 21 types
identified in the exploratory analysis (Figure 2). In the
process, verification was provided for prediction type
(12212)×3 labelled as “T 1”, type (12213)×3 labelled as
“T 2”, type (21121)×1 labelled as “T 3” and type
(22221)×1 labelled as “T 4”.
It is predicted that dialysis patients preferring a passive role in treatment decisions (Type 1) demonstrate a
low desire for information, have an above-average level
of trust in their treating physician and have a positive
perception of their physician’s PDM style. In addition,
these patients have a low educational level and are
either between the ages of 56 and 75 or they are age 76
and older (Type 2).
Furthermore, it is predicted that patients with a high
desire for information prefer to play an active role. In
addition, these patients have a high educational level
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and are at most 55 years old. Furthermore, the trust
that these patients have in their physicians can be characterized as below-average and they have a negative perception of their physicians’ PDM style (Type 3). Type 4
patients show an above-average level of trust in their
physician, and a positive perception of their physician’s
PDM style (Table 3).

Discussion
When predicting the control preference, the greatest
contrast was found between the active and passive types’
desire for information, their educational level and their
age. In addition, the passive types always demonstrated
above-average trust in their physician and a positive perception of their involvement by their physician in decision making (their physician’s PDM style), whereas the
active types could also exhibit a below-average level of
trust in their physician together with a negative perception of their physician’s PDM style (Table 3).
These results are supported in parts by the reports of
other researchers: multivariate studies have already
shown that the desire for active participation in treatment decision-making increases in patients with a
higher educational level [26,44] and a somewhat lower
age [44] and tends to decrease the older the patients
and the lower their educational level [54]. These reports
also found a correlation between a positive perception
of the physician’s involvement of the patient due to his
PDM style and the desire for increased participation
[26]. Kraetschmer and her colleagues [29] reported that
patients preferring a passive role had a high level of
trust in their treating physician and study participants
preferring an active role had little trust in their physician. Hall et al. [55] found evidence for a generally high
level of trust in the patients’ physicians (90% or more of
the patients). The trust values demonstrated by patients
in this study could be explained in connection with the
perceived values of the physician’s PDM style: if there is
a positive perception of the PDM style, then the
patient’s trust in the physician increases (Type 1, Type
2, Type 4). The opposite is also true: if there is a negative perception of the physician’s PDM style, then the
patient’s trust in the physician decreases (Type 3). This
study was not designed in such a way that causal direction between trust and perception of the physician’s
PDM style can be assumed. However, findings from literature suggest that trust of patients increases as a result
of patients being satisfied with the physician’s PDM
style: although the development of a trusting relationship is not completely clarified, trust is believed to
evolve over time and is shaped by patients’ experiences
and interactions with their physicians. This was shown
on a sample of patients establishing a new physicianpatient relationship: patients, who were involved in
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Table 2 P-values of Fisher exact tests for the prediction configural frequency analyses of the exploratory and
confirmatorysamples
Predictor configurations

Confirmatorysample†
(n = 1914)

Exploratory sample*
(n = 1969)

M6

M6
M1

M2

M3

M4

M5

1

2

3

1

2

3

1

1

1

1

1

0.868561

0.013433

0.965462

0.132716

0.250897

0.988444

1
1

1
1

1
1

1
1

2
3

0.986465
0.837806

0.566994
0.943782

0.065148
0.044112

0.651998
0.869598

0.589635
0.816498

0.438021
0.109900

1

1

1

2

1

0.003995

0.558877

0.998703

0.040347

0.743055

0.946179

1

1

1

2

2

0.206284

0.377986

0.945128

0.063365

0.643754

0.942566

1

1

1

2

3

0.167299

0.870319

0.760671

0.950949

0.766104

0.141515

1

1

2

1

1

0.387803

0.863616

0.492469

0.161224

0.974986

0.549439

1

1

2

1

2

0.736882

0.012917

0.979951

0.975624

0.845271

0.018431

1

1

2

1

3

0.999647

0.802734

0.004485

0.996089

0.357889

0.178549

1
1

1
1

2
2

2
2

1
2

0.000526
0.428826

0.719929
0.380616

1.000000
0.855444

0.060949
0.557708

0.046314
0.357889

0.999981
0.786593

1

1

2

2

3

1.000000

0.312849

1.000000

0.481830

0.924178

0.436117

1

2

1

1

1

0.857129

0.683738

0.290362

0.851363

0.441130

0.517129

1

2

1

1

2

0.999620

0.531546

0.014243

0.972254

0.923865

0.007423

1

2

1

1

3

0.967847

0.997609

0.000459

0.946666

0.936227

0.014773

1

2

1

2

1

0.404697

0.895093

0.584079

0.024306

0.890320

0.978174

1

2

1

2

2

0.835002

0.575279

0.370051

0.387784

0.052811

0.998311

1
1

2
2

1
2

2
1

3
1

0.869697
0.490653

0.769805
0.406689

0.284715
0.752028

0.777927
0.717236

0.269913
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Figure 2 a-Adjustment procedure.

decisions as much as they wanted, expressed greater
trust in their physicians after their first physician-patient
contact [27].
Since “need for information” was the only attribute
that was marginally higher in the exploratory and confirmatory subsamples (by 7%) than in the overall study
sample of 6318 patients, particular attention was paid to
predictor-criterion configurations with low p-values with
regard to informational desire. If the predictor-criterion
configurations (11121)×1 with P11121 × 1 = 0.040347
and (12221)×1 with P12221 × 1 = 0.018876 (Table 2,
confirmatory sample) are therefore taken into account
when interpreting the prediction types, the result is that
the active role is preferred regardless of the informational desire of patients age 55 and younger with a high
educational level. These patients have either a belowaverage level of trust in their physician together with a
negative perception of the physician’s PDM style or they
have an above-average trust in their physician along
with a positive perception of the physician’s PDM style.
Additionally, if the predictor-criterion configurations
(22212)×3 with P22212 × 3 = 0.006359 and (22213)×3
with P22213 × 3 = 0.004507 (Table 2, confirmatory
sample) are considered, the passive role is preferred
regardless of the informational desire of patients with an
above-average level of trust in their physician, a positive
perception of their physician’s PDM style, a low educational level and age older than 56 years (56 to 75 years
old or older than 75). It was found that the informational desire of patients was independent of their preferred active or passive control preference. Although
these results cannot be confirmed by cross-validation,
they are supported by the literature on this topic: there
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have been several reports that although patients desired
information about their upcoming treatment, they did
not want to be involved in the treatment decisions
[31,56]. Ende and his colleagues [22] also confirmed this
in that they could find no correlation between the desire
for information and the preferred decision-making roles
of patients. The present study also showed that although
the patients demonstrated a high desire for information,
47% of those surveyed wished to play a passive role in
making treatment decisions.
Some of the associations that were revealed by the
prediction configural frequency analysis could be supported by findings from the literature, as just presented.
However, when two variables are associated only under
the condition that one or more other variables take a
specific value, Pearsons correlations would only be moderate and associations could not be revealed by the use
of e.g. factor analysis. Though, their common occurrence would still be detected by means of CFA that is
also sensitive when higher-order interactions between
variables are present [37]. The prediction configural frequency analysis used to predict the control preferences
of patients in making treatment decisions, took into
account interactions between variables of the fifth order.
Even though logistic regression and prediction CFA
focus on the same data characteristics, on the relations
among predictor variables and criterion, standard models of logistic regression (a variable-oriented approach)
and prediction CFA (a person-oriented approach) vary.
For this reason, results from both methods can not be
compared or interpreted without further analyses and
extension of the logistic regression model [57]. Nevertheless, it would be interesting to compare results
between prediction CFA and other typal analyses or
(logistic) regression models with regard to patients’
preferences.

Limitations
When interpreting the findings of this study, consideration needs to be given to a number of methodological
issues. The participating patients were recruited at 187
dialysis centres. Thus the design of this study was in
fact a multilevel approach, which was not considered in
the analyses. Therefore, the results might be biased, if

Table 3 Confirmed Patient Types

Information-seeking preference
Trust in physician
Physicians’ PDM style
Educational level
Age

Passive Role

Passive Role

Active Role

Active Role

Type 1 (n = 91)

Type 2 (n = 45)

Type 3 (n = 29)

Type 4 (n = 26)

low

low

high

high

> average

> average

< average

> average

positive

positive

negative

positive

low

low

high

high

56 -75 years

≥ 76 years

≤ 55 years

≤ 55 years
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interactions between physicians’ behaviour and dialysis
centres may occur. However, since the number of participating dialysis units was very high (187), this was not
considered as threatening to the validity of the study
results.
In order to ensure that the overall study sample was
representative of the KfH patient population, it was
shown that both groups were comparable with regard to
their gender, age, educational level, length of their dialysis treatment, and their Karnofsky Index. However, it
might be that the relevant motives to participate in this
study or not are psychological of nature, which may
introduce selection bias.
The prediction CFA was performed as cross-validation
by splitting the original sample into two subsamples.
However, it might be interesting to confirm the study
results in further independent populations.
Due to the selected study group of chronically ill
patients with end-stage renal disease, the results of this
study may only be carefully transferred to other physician-patient interactions or as well as other patient
groups. As a follow-up study, it would still be interesting
to verify whether the prediction types found in this
study using the above-mentioned procedure can be confirmed in other populations such as e.g. breast cancer
patients.
The generalisability of results may further be limited
by errors associated with survey non-response and item
non response.
In addition, the current condition of the chronically ill
patients could differ widely from one another: some of
the patients might have decided on the treatment of
their comorbidities and some patients on changing their
health behaviour. Although the seriousness of such a
decision and its implications could affect the decisionmaking preferences, it is not clear to what extent this
would influence the results of the present study. Future
studies on medical decision-making would benefit from
including some measures of the patients medical condition. Additionally, some patients may have had difficulties in understanding the role descriptions of the control
preferences scale [58], whose effects on the results cannot be assessed.
Furthermore, the questionnaire was given at a single
time in the course of treatment while trust is a factor
that is assumed to vary with time and according to the
clinical experiences and outcomes. However, the assessment of trust in our study is based on long-term experiences of patients. All patients that took part in the
survey have been under long-term treatment in the participating facilities. Most of them were able to establish
a stable relationship with their physician over time
which is based more or less on trust depending on the
character of the relationship.
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Ethical approval for this survey was obtained by the
Ethical Committee Board of the University Hospital of
Cologne.

Conclusions
The prediction CFA approach is new to the field of
patient participation and could show in contrast to the
above mentioned research studies, how a particular control preference role is determined by an association of
five variables. Further research should aim at increasing
the percentage of participants representing a type by
carefully choosing different combinations of psychological, social and medical parameters. The more accurate
patient types become, the better will be the ability of the
treating physicians to meet the specific needs of each
patient concerning participation in treatment decisions.
This is of particular importance when establishing a
long-term relationship with chronically ill patients.
Additional material
Additional file 1: Calculation of a prediction CFA. The method
prediction configural frequency analysis is described in detail and
demonstrated by calculating an example.

Acknowledgements
We would like to thank all of the patients, physicians and employees at the
187 centers of the Kuratorium fuer Dialyse und Nierentransplantation (KfH)
who took part in this survey. We would also like to thank Dr. Sherrie Kaplan
for agreeing to translate the “Physicians’ Participatory Decision-Making Style
Scale” into German.
Author details
Center for Health Services Research Cologne, University of Cologne,
Germany, Eupener Str. 129, 50933 Cologne, Germany. 2Institute for Medical
Sociology, Health Services Research and Rehabilitation Science (IMVR),
University of Cologne, Eupener Str. 129, 50933 Cologne, Germany. 3Institute
for Quality and Efficiency in Health Care, Cologne, Germany. 4Kuratorium
fuer Dialyse und Nierentransplantation (KFH), Neu-Isenburg, Germany.
5
Department of Internal Medicine IV (retired), University Hospital of Cologne,
Germany.
1

Authors’ contributions
SL was responsible for the study design, data analysis, interpretation of
results, and drafting the manuscript. OO contributed to interpretation of
results, drafting and revising the manuscript. CK and FS contributed to study
design and interpretation of results. AW and CB were responsible for data
gathering and contributed to the design of the study. HP contributed to the
study design, drafting and revising the manuscript. All authors read and
approved the final manuscript.
Competing interests
The authors declare that they have no competing interests.
Received: 24 February 2010 Accepted: 11 September 2010
Published: 11 September 2010
References
1. Charles C, Whelan T, Gafni A: What do we mean by partnership in
making decisions about treatment? British Medical Journal 1999,
319:780-782.

Loeffert et al. BMC Medical Informatics and Decision Making 2010, 10:47
http://www.biomedcentral.com/1472-6947/10/47

2.

3.

4.

5.

6.

7.

8.
9.

10.

11.

12.

13.

14.

15.

16.
17.

18.
19.

20.

21.

22.

23.

24.

25.

Charles C, Gafni A, Whelan T: Decision-making in the physician-patient
encounter: revisiting the shared treatment decision-making model.
Social Science & Medicine 1999, 49:651-661.
Kaplan SH, Greenfield S, Ware JE: Assessing the effects of physicianpatient interactions on the outcomes of chronic disease. Medical Care
1989, 27:S110-S127.
Montori VM, Gafni A, Charles C: A shared treatment decision-making
approach between patients with chronic conditions and their clinicians:
The case of diabetes. Health Expectations 2006, 9:25-36.
Entwistle VA, Watt IS: Patient involvement in treatment decision-making:
The case for a broader conceptual framework. Patient Education and
Counseling 2006, 63:268-278.
Kaplan S, Greenfield S, Gandek B, Rogers WH, Ware JE: Characteristics of
Physicians with Participatory Decision-Making Styles. Annals of Internal
Medicine 1996, 124:497-504.
Simon D, Loh A, Haerter M: Measuring (shared) decision-making - a
review of psychometric instruments. Z.aerztl. Fortbild. Qual. Gesundh. wes
2007, 101:259-267.
Degner LF: Preferences to Participate in Treatment Decision Making: The
Adult Model. Journal of Pediatric Oncology Nursing 1998, 15:3-9.
Deber RB, Kraetschmer N, Urowitz S, Sharpe N: Do people want to be
autonomous patients? Preferred roles in treatment decision-making in
several patient populations. Health Expectations 2007, 10:248-258.
Degner LF, Sloan JA: Decision making during serious illness: What role do
patients really want to play? Journal of Clinical Epidemiology 1992,
45:941-950.
Heesen C, Köpke S, Richter T, Kasper J: Shared decision making and selfmanagement in multiple sclerosis - a consequence of evidence. Journal
of Neurology 2007, 254:II/116-II/121.
Janz NK, Wren PA, Copeland LA, Lowery JC, Goldfarb SL, Wilkins E: PatientPhysician Concordance: Preferences, Perceptions, and Factors
Influencing the Breast Cancer Surgical Decision. Journal of Clinical
Oncology 2004, 22:3091-3098.
Levinson W, Kao A, Kuby A, Thisted RA: Not All Patients Want to
Participate in Decision Making. A National Study of Public Preferences.
Journal of General Internal Medicine 2005, 20:531-535.
Mazur DJ, Hickam DH, Mazur MD, Mazur MD: The role of doctor’s opinion
in shared decision making: What does shared decision making really
mean when considering invasive medical procedures? Health
Expectations 2005, 8:97-102.
Strull WM, Lo B, Charles G: Do Patients Want to Participate in Medical
Decision Making? Journal of the American Medical Association 1984,
252:2990-2994.
Caress A: Patient roles in decision-making. Nursing Times 1997, 93:45-48.
Orsino A, Cameron JI, Seidl M, Mendelssohn D, Stewart DE: Medical
decision-making and information needs in end-stage renal disease
patients. General Hospital Psychiatry 2003, 25:324-331.
Golper T: Patient education: can it maximize the success of therapy?
Nephrology Dialysis Transplantation 2001, 16:20-24.
United States Renal Data System: The USRDS Dialysis Morbidity and
Mortality Study: Wave 2. American Journal of Kidney Disease 1997, 30:
S67-S85.
Scheibler F, Stoffel MP, Barth C, et al: Partizipative Entscheidungsfindung
als neuer Qualitätsindikator in der Nephrologie. Eine bundesweite
empirische Untersuchung. Medizinische Klinik 2005, 100:193-199.
Bilodeau B, Degner LF: Information Needs, Sources of Information, and
Decisional Roles in Women With Breast Cancer. Oncology Nursing Forum
1996, 23:691-696.
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.
Garfield S, Smith F, Francis SA, Chalmers C: Can patients’ preferences for
involvement in decision-making regarding the use of medicines be
predicted? Patient Education and Counseling 2007, 66:361-367.
Wallberg B, Michelson H, Nystedt M, Bolund C, Degner LF, Wilking N:
Information Needs and Preferences for Participation in Treatment
Decisions Among Swedish Breast Cancer Patients. Acta Oncologica 2000,
39:467-476.
Street RL, Gordon HS, Ward MM, Krupat E, Kravitz RL: Patient Participation
in Medical Consultations: Why Some Patients are More Involved Than
Others. Medical Care 2005, 43:960-969.

Page 10 of 11

26. Adams RJ, Smith BJ, Ruffin RE: Patient preferences for autonomy in
decision making in asthma management. Thorax 2001, 56:126-132.
27. Keating NL, Gandhi TK, Orav JE, Bates DW, Ayanian JZ: Patient
characteristics and experiences associated with trust in specialist
physicians. Archives of Internal Medicine 2004, 164:1015-1020.
28. Anderson LA, Dedrick RF: Development of the trust in physician scale: A
measure to assess interpersonal trust in patient-physician relationships.
Psychological Reports 1990, 67:1091-1100.
29. Kraetschmer N, Sharpe N, Urowitz S, Deber R: How does trust affect
patient preferences for participation in decision-making? Health
Expectations 2004, 7:317-326.
30. Schattner A, Bronstein A, Jellin N: Information and shared decisionmaking are top patients’ priorities. BMC Health Services Research 2006,
6:21.
31. Beisecker AE, Beisecker TD: Patient Information-Seeking Behaviors When
Communicating With Doctors. Medical Care 1991, 28:19-28.
32. Schrepp M: The use of configural frequency analysis for explorative data
analysis. British Journal of Mathematical and Statistical Psychology 2006,
59:59-73.
33. Van Eye A, Bogat AG, Young Mun E: Temporal Patterns of Variable
Relationships in Person-Oriented Research: Longitudinal Models of
Configural Frequency Analysis. Developmental Psychology 2008, 44:437-445.
34. Krauth J: Typological Personality Research by Configural Frequency
Analysis. Person individ Diff 1985, 6:161-168.
35. Stanton HC, Reynolds CR: Configural Frequency Analysis as a Method of
Determining Wechsler Profile Types. School Psychology Quarterly 2000,
15:434-448.
36. Koehler T, Eisentraut R, Graeber E: Headache Classification Based On
Questionnaire Data: Which Symptoms Are Especially Suitable? Journal of
Clinical Epidemiology 1995, 48:797-803.
37. Koehler T, Dulz K, Buck-Emden E: Headache Syndromes as Detected by
Configural Frequency Analysis. Headache 1991, 31:325-328.
38. Elfering A, Semmer NK, Boos N, Schade V, Grund S: Supportive Colleague,
Unsupportive Supervisor: The Role of Provider-Specific Constellations of
Social Support at Work in the Development of Low Back Pain. Journal of
Occupational Health Psychology 2002, 7:130-140.
39. Ridenour TA, Maldonado-Molina M, Compton WM, Spitznagel EL, Cottler LB:
Factors associated with the transition from abuse to dependence
among substance abusers: Implications for a measure of addictive
liability. Drug Alcohol Depend 2005, 80:1-14.
40. Lang S, af Klinteberg B, Alm PO: Adult psychopathy and violent behavior
in males with early neglect and abuse. Acta psychiatrica Scandinavica
Supplementum 2002, 412:93-100.
41. Cohen ME: Configural frequency analysis for exploring bacterial sets in
periodontal health and disease. Community Dentistry and Oral
Epidemiology 1993, 21:283-287.
42. Schneider-Stock R, Boltze C, Lasota J, Peters B, Corless C, Ruemmele P,
Terracciano L, Pross M, Insabato L, Di Vizio D, Iesalnieks I, Dirnhofer S,
Hartmann A, Heinrich M, Miettinen M, Roessner A, Tornillo L: Loss of p16
Protein Defines High-Risk Patients with Gastrointestinal Stromal Tumors:
A Tissue Microarray Study. Clinical Cancer Research 2005, 11:638-645.
43. Schmidt BA, Rose A, Steinhoff C, Strohmeyer T, Hartmann M, Ackermann R:
Up-Regulation of Cyclin-dependent Kinase 4/Cyclin D2 Expression but
Down-Regulation of Cyclin-dependent Kinase 2/Cyclin E in Testicular
Germ Cell Tumors. Cancer Research 2001, 61:4214-4221.
44. Arora NK, McHorney CA: Patient Preferences for Medical Decision Making:
Who Really Wants to Participate? Medical Care 2000, 38:335-341.
45. Frei U, Schober-Halstenberg H: Nierenersatztherapie in Deutschland.
Berlin: QuaSi-Niere gGmbH [quasi-niere web site] 2005 [http://www.quasiniere.de], Accessed June 2007.
46. King K: Patients’ Perspectives of Factors Affecting Modality Selection: A
National Kidney Foundation Patient Survey. Advances in Renal
Replacement Therapy 2000, 7:261-268.
47. Lienert GA, Rey E-R: Die Konfigurationsfrequenzanalyse. XV.
Typenexploration und -inferenz (Hybride und agglutinierende
Prädiktions-KFA). In Angewandte Konfigurationsfrequenzanalyse. Edited by:
Lienert GA, Dunkel E. Frankfurt am Main: Athenäum; 1988:286-295.
48. Holm S: A simple sequentially rejective multiple test procedure.
Scandinavian Journal of Statistics 1979, 6:65-70.

Loeffert et al. BMC Medical Informatics and Decision Making 2010, 10:47
http://www.biomedcentral.com/1472-6947/10/47

Page 11 of 11

49. Krauth J: Techniques of Classification in Psychology II: Cluster Analysis,
Typal Analysis, Configural Frequency Analysis, Discriminant Analysis,
Regression Analysis. International Classification 1982, 9:1-10.
50. Degner LF, Sloan JA, Venkatesh P: The Control Preferences Scale. Canadian
Journal of Nursing Research 1997, 29:21-43.
51. Pfaff H, Freise DC, Mager G, Schrappe M: Der Kölner Patientenfragebogen
(KPF): Entwicklung und Validierung eines Fragebogens zur Erfassung der
Einbindung des Patienten als Kotherapeuten. Sankt Augustin: Asgard
2003.
52. Kaplan SH, Gandek B, Greenfield S, Rogers W, Ware JE: Patient and visit
characteristics related to physicians’ participatory decision-making style.
Medical Care 1995, 33:1176-1187.
53. Krauth J: Einführung in die Konfigurationsfrequenzanalyse (KFA).
Weinheim, Basel: Beltz, Psychologie-Verlags-Union 1993.
54. Benbassat J, Pilpel D, Tidhar M: Patients’ Preferences for Participation in
Clinical Decision Making: A Review of Published Surveys. Behavioral
Medicine 1998, 24:81-88.
55. Hall MA, Camacho F, Dugan E, Balkrishnan R: Trust in the medical
profession: conceptual and measurement issues. Health Services Research
2002, 37:1419-1439.
56. Coulter A: Partnerships with patients: The pros and cons of shared
clinical decision-making. Journal of Health Services Research and Policy
1997, 2:112-121.
57. Von Eye A, Bogat GA: Logistic regression and Prediction Configural
Frequency Analysis -a comparison. Psychology Science 2005, 47:326-341.
58. Entwistle VA, Skea ZC, O’Donnell MT: Decisions about treatment:
interpretations of two measures of control by women having a
hysterectomy. Social Science & Medicine 2001, 53:721-732.
Pre-publication history
The pre-publication history for this paper can be accessed here:
http://www.biomedcentral.com/1472-6947/10/47/prepub
doi:10.1186/1472-6947-10-47
Cite this article as: Loeffert et al.: Configural frequency analysis as a
method of determining patients’ preferred decision-making roles in
dialysis. BMC Medical Informatics and Decision Making 2010 10:47.

Submit your next manuscript to BioMed Central
and take full advantage of:
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at
www.biomedcentral.com/submit

