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Preface e 

Thee topic of this thesis relates to communication between physicians and cancer 
patients.. This theme has received much attention over the last 25 years. More 
specifically,, doctors' information-giving behaviors and patients' needs for information 
havee been the focus of many studies. Formerly, it was questionable whether cancer 
patientss should be informed about their poor prognosis. Presently, at least in Western 
countries,, it has become 'common knowledge' that patients wish to be well informed 
aboutt their illness and its treatment. Moreover, the wish to be well informed has 
graduallyy been replaced by patients' rights to be informed. In the Netherlands, this 
hass resulted in physicians' legal commitment to inform their patients about both 
generall  and specific aspects of their diagnosis and treatment, including the risks 
involvedd and the expected prognosis ('Wet op de Geneeskundige Behandelings-
overeenkomst',, WGBO-law). 

Meanwhile,, several methods to optimize the transfer of information have been 
developed.. These methods are either focused on patients, such as handing out leaflets 
orr ensuring a relative sits in at the consultation, or on physicians, for instance arranging 
aa communication skills training or providing them with an 'information-checklist'. A 
relativelyy novel approach, involving both participants, is the audiotaping of 
consultations.. Afterwards, patients are provided with the recording. Ultimately, all of 
thee procedures mentioned above are aimed at improving relevant patient outcomes, 
suchh as recall of information, satisfaction, compliance, and their quality of life. 

Inn order to gain insight into the influence of doctor-patient communication on 
patientt outcomes, it is essential to investigate specific communicative behaviors 
thatt occur during consultations. As a result, specific recommendations for improving 
communicationn in medical practice can be formulated. So called 'observation 
instruments'' have been developed to systematically analyze doctor-patient 
communication.. Data from several studies applying such observation instruments 
havee indicated that doctors' communication indeed influences relevant patient 
outcomes. . 

Thee fact that doctor-patient communication is such a powerful phenomenon is 
particularlyy apparent where life threatening illnesses are concerned, such as cancer. 
Inn any doctor-patient relation, complexities exist. For instance, this relationship is 
unequal,, unvoluntary, emotionally laden and requires close cooperation. In the 
oncologicall  setting, these complexities become magnified. Thus, 'good communica-
tion'' becomes even more pivotal. 
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Thee main objective of this thesis is to investigate the effect of providing cancer 
patientss with an audiotaped consultation on their satisfaction, recall of information, 
andd quality of life. Such a study has not yet been performed in the Netherlands. For 
thee purpose of this thesis, the initial consultation between oncologists and cancer 
patientss was recorded. For patients, this particular consultation is important for 
twoo reasons. Firstly, it is the first contact with the oncologist treating them. Secondly, 
duringg this encounter an initial, detailed discussion takes place about aspects of 
theirr diagnosis as well as the treatment. As a result, these consultations are often 
highlyy informational, complex, and emotional. These three consultation 'ingredients' 
cann be barriers to, for instance, patients' understanding and recall of information. 

Beforee examining the effectiveness of providing tapes, it is essential to gain insight 
intoo the different factors that play a role in doctor-patient communication. Therefore, 
thee following topics were investigated beforehand: a) the current state of affairs 
regardingg doctor-patient communication, b) the appreciation and feasibility of a tape 
intervention,, c) a method to analyze doctor-patient communication in an oncological 
setting,, d) the influence of patients' characteristics on doctor-patient communication, 
andd e) the influence of doctor-patient communication on patient outcomes. 

Structuree of this thesis 

Inn chapter 1, a literature review of doctor-patient communication will be presented. 
Chapterr 2 will describe the results of a pilot study in which cancer patients were 
providedd with the audiotaped initial consultation. Both patients' and oncologists' 
experiencess with this intervention, and possible logistical difficulties will be described. 
Inn chapter 3, the psychometric properties of the Roter Interaction Analysis System 
(RIAS)) will be examined. The RIAS is one of the most frequently used systems to 
analyzee doctor-patient communication, but has mostly been applied and evaluated in 
primaryy care settings. The objective of chapter 4 is to study the influence of cancer 
patients'' monitoring and blunting coping styles on doctor-patient communication. In 
chapterr 5, we will investigate the relation between a) doctor-patient communication 
andd b) doctors' patient-centredness on cancer patients' quality of life and satisfaction. 
Chapterr 6 will cover the results of a randomized trial. In this study, the effect of 
providingg cancer patients with the audiotaped initial consultation on satisfaction, recall 
andd quality of life will be investigated. Finally, chapter 7 will include a summary of 
thiss thesis, and a general discussion of the results. This final chapter is followed by a 
summaryy in Dutch. 
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Doctor-patientt communication: a review of the literature 

II Introduction 

Communicationn between doctors and patients is attracting an increasing amount of 
attentionn within health care studies. During the past two decades, descriptive and 
experimentall  research has tried to shed light on the communication process during 
medicall  consultations. However, the insight gained from these efforts is limited. 
Thiss is probably due to the fact that among inter-personal relationships, the doctor-
patientt relation is one of the most complex ones. It involves interaction between 
individualss in non-equal positions, is often non-voluntary, concerns issues of vital 
importance,, is therefore emotionally laden, and requires close cooperation [1]. While 
sophisticatedd technologies may be used for medical diagnosis and treatment, inter-
personall  communication is the primary tool by which the physician and the patient 
exchangee information [2]. 

Certainn aspects of doctor-patient communication seem to have an influence on 
patients'' behavior and well-being, for example satisfaction with care, adherence to 
treatment,, recall and understanding of medical information, coping with the disease, 
qualityy of life, and even state of health [3-20]. 

Interactionn and communication are especially important in the case of life threatening 
diseases,, such as cancer. The 'bad news consultation' for instance, has become an 
importantt topic for research over the last 20 years [21-34]. Recently, researchers of 
communicationn have increasingly been paying attention to psychosocial aspects of 
cancer.. For this reason, studies from psychosocial oncology will serve as examples in 
thee following review. The presented literature refers mainly to British, Dutch and 
Americann data, with cross-cultural references where they are thought appropriate. 

Too understand more fully why communication between doctors and patients (and 
cancerr patients in particular) is such a powerful phenomenon, it is important to 
lookk at 1) the different purposes of medical communication, 2) the analysis of doctor-
patientt communication, 3) the specific communicative behaviors displayed during 
consultations,, and 4) the influence of communicative behaviors on certain patient 
outcomes. . 
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Chapterr 1 

22 Doctor-patient communication: different purposes 

Threee different purposes of communication between doctors and patients can be 
distinguished:: creating a good inter-personal relationship, exchanging information, 
andd making treatment-related decisions. 

2.11 Creating a good inter-personal relationship 

Creatingg a good inter-personal relationship between doctors and patients can be 
seenn as an important purpose of communication [20,35-37]. Roter and Hall [20] 
statee that "...talk is the main ingredient in medical care and it is the fundamental 
instrumentt by which the doctor-patient relationship is crafted and by which 
therapeuticc goals are achieved". From this viewpoint, a good inter-personal 
relationshipp can be regarded as a prerequisite for optimal medical care. 

Communicationn researchers have different opinions on how to define a good 
interrelationship.. Some authors refer to this relationship mainly as a social 
relationshipp where 'good manners' are most important. Necessary 'ingredients' are: 
laughingg or making jokes, making personal remarks, giving the patient compliments, 
conveyingg interest, friendliness, honesty, a desire to help, devotion, a non-judgemental 
attitude,, and a social orientation [9,10,36,38,39]. 

Otherr authors with a more clinical/psychotherapeutical background claim that 
thee importance of a good doctor-patient relationship is determined by its therapeutic 
qualities.. Irwin et al. [40] see clinical medicine as communication between two 
peoplee aiming to establish or sustain an effective working relationship in which 
mutuall  trust exists. Many of the concepts used by these psychotherapeutically oriented 
researcherss are based on Carl Rogers' 'client-centered' theory. He distinguished 
basicc 'core conditions' which are crucial to the efficacy of the therapy: empathy, 
respect,, genuineness, unconditional acceptance, and warmth [41,42], Even though 
differentt authors define empathy in different ways, they agree that this core condition 
mustt be considered very important [17,43]. 

Empathiee doctor-patient relations consist of: eliciting feelings, paraphrasing and 
reflecting,, using silence, listening to what the patient is saying, but also to what he 
iss unable to say, encouragements and non-verbal behavior [44-48]. 

AA closely related school of thought is represented by the so called 'patient-centered' 
method.. Here, the doctor-patient relationship is viewed as egalitarian, as is the case 
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withh the client-centered method. It is defined in terms of doctors' responses which 
enablee patients to express all their reasons for coming, including symptoms, thoughts, 
feelingss and expectations [49]. The key to this approach is 'attention to these 
dimensions,, the goal is to follow patients' leads, to understand patients' experiences 
fromm their point of view' [50]. The ideal medical interview integrates the patient-
centeredd and physician-centered approaches: the patient leads in areas where he is 
thee expert (symptoms, preferences, concerns), the doctor leads in his domain of 
expertisee (details of disease, treatment) [51]. This is consistent with what Levenstein 
ett al. [52] call 'reconciling the two agendas'. This type of relationship is similar to 
whatt Roter & Hall [20] call 'mutuality', which is one of the four prototypes of doctor-
patientt relationships distinguished by them. Exchanges in which the doctor facilitates 
patientt participation, and exchanges which reflect the doctor's role as an interpreter 
andd synthesizer, comprise 10% of physician talk [53]. Roter et al. [53] point out that 
'littl ee attention has been given to these kind of statements in the literature, but they 
mayy be critical markers for a relatively more egalitarian exchange..'. The growing 
numberr of publications concerning 'shared decision-making' can be seen as a result 
off  a growing interest in doctors and patients as equal 'partners' in the relationship. 

2.22 The exchange of information 

Anotherr main purpose of medical communication is promoting the exchange of 
informationn between the doctor and the patient [53,54]. Information can be seen as 
aa resource brought to the verbal interactions by both parties [55]. The exchange of 
informationn consists of information-giving and information-seeking [37]. 

Fromm a medical point of view, doctors need information to establish the right 
diagnosiss and treatment plan. From the patient's point of view, two needs have to be 
mett when visiting the doctor: 'the need to know and understand' (to know what is 
thee matter, where the pain comes from) and 'the need to feel known and understood' 
(too know the doctor accepts him and takes him seriously). In order to fulfi l doctors' 
andd patients' needs, both alternate between information-giving and information-
seeking.. Patients have to impart information about their symptoms, doctors need to 
activelyy seek out relevant information. Once the diagnosis and treatment plan has 
beenn established, doctors have to efficiently impart this information to their patients. 
Patients'' 'need to know and understand' may lead to additional information-seeking 
aboutt what has just been told. 
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Chapterr 1 

Althoughh patients almost always want as much information as possible, physicians 
seemm to underestimate patients' desire for information. Several studies report that 
wheree cancer is concerned, the need for information is especially great [1,7,26,27,56-
61].. Blanchard et al. [571 for example, found that 92% of the interviewed cancer 
patientss desire all information about their disease, good or bad. Much of cancer 
patients'' dissatisfaction with the exchange of information stems from a lack of 
concordancee between the perceptions of patients and doctors [1]. When informing 
cancerr patients about their disease, doctors may define medical information 
objectivelyy (type of disease, its stage, type of treatment) while patients define it in 
termss of its personal relevance (will I fully recover? how much pain will I have?). As 
aa result, the physician may feel he has given precise and relevant information, 
whereass the patient may feel he has learned nothing new [1]. A recent study showed 
thatt 47% of cancer patients reported that no information had been given about 
handlingg of their disease, although the majority desired such information [62], 
Physicianss should therefore first encourage their patients to discuss their main 
concernss without interruption [63], Also, doctors should strive to elicit patients' 
perceptionss of the illness and the feelings and expectations associated with the disease 
inn order to achieve effective exchange of information [50,52], 

2.33 Medical decision-making 

Anotherr purpose of medical communication is to enable doctors and patients to 
makee decisions about treatment. Traditionally the ideal doctor-patient relationship 
wass paternalistic: the doctor directs care and makes decisions about treatment. 
Duringg the last two decades, this approach has been replaced by the ideal of 'shared 
decision-making'' [1,55,57,58,60,64]. 

Itt appears logical that in order to make such decisions, patients need information. 
Thee relationship between medical decision-making and patients' informational needs 
hass received much attention. For example one study indicated that patients suffering 
fromm various chronic diseases expressed a strong desire for medical information. 
However,, the same patients also placed responsibility for medical decision-making 
byy their doctor [55]. As noted earlier, the desire for information about diagnosis, 
prognosiss and treatment is especially great among patients who suffer from a life-
threateningg disease [1,7,27,56-58,65]. Again, several studies point in the direction 
off  relative independance between the need for information and shared decision-
making.. Blanchard et al. [57] found that the majority (92%) of hospitalized adult 
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cancerr patients preferred all possible information to be given (either good or bad) 
butt only 69% preferred to participate in treatment-related decisions. Of those wanting 
alll  the information, almost one fourth preferred a more authoritarian relationship 
withh their oncologist. Results from a similar study showed a trend toward increased 
information-seekingg with increased preference for participation in treatment decisions. 
Manyy of the interviewed cancer patients actively sought information, however, 63% 
feltt the doctor should take primary responsibility in the decision-making process. 
Onlyy 10% felt that they themselves should have major involvement [58]. 

Anotherr recent study indicated that women who are newly diagnosed with breast 
cancerr prefer to entrust control over treatment decisions to their physician [66]. 
Fallowfleldd et al. [67] explain the difficulty in giving cancer patients responsibility 
forr medical decisions; it could be that patients will then also assume responsibility 
forr the outcome of treatment. If the disease recurs, patients may feel that they have 
madee 'the wrong choice'. They suggest that what many cancer patients probably 
want,, rather than the ultimate decision on treatment, is more adequate information 
ass to why the physician recommends one treatment over another. 

Medicall  decision-making seems especially difficult where clinical trials are 
concerned.. In a study by Siminoff [59] it was found that 82% of breast cancer patients 
madee final decisions about the treatment. Doctors were very clear about their own 
treatmentt preferences. Overall, patients followed these recommendations. However, 
onlyy 45% of the trial-eligible cancer patients chose to enter offered trials. It appears 
thatt physicians do not communicate recommendation for clinical trials as effectively 
ass non-trial treatments. Especially information about specific benefits of the trial 
wass lacking. In a later study, Siminoff [60] found that patients who did not accept 
theirr doctors' recommendation received more detailed information about the benefits 
off  the treatment and rated side-effects to be both more probable and severe. They 
alsoo felt that their physician appeared less sure about the treatment recommendation. 
Nevertheless,, results indicated that breast cancer patients still rely heavily on their 
doctorss to make therapeutic decisions [60]. However, before patients decide whether 
orr not to share decision-making power, they must first be offered the choice of 
participationn by their doctors. Physicians' willingness to offer a trial to elibible patients 
andd share responsibility for medical decision-making seems to be related to a clearly 
definedd set of attitudes and beliefs that determine future behavior [68]. More specifically, 
aa distinction can be made between so called 'therapists' and 'experimenters', with 
thee majority of physicians (71%) falling in the first category. These 'therapists' are 
reluctantt to enter their eligible patients and wish to preserve the role of physician as 
responsiblee for primary decision-making. 'Experimenters' on the other hand, prefer 
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too share decision-making power with their patients. They view doctors*  loss of personal 
decision-makingg in a clinical trial as a prerequisite for pure scientific research [68]. 

33 Analysis of doctor-patient communication 

Severall  so called 'interaction analysis systems' (IAS), also called observation 
instruments,, have been developed to analyze the medical encounter. Systematic analysis 
off  this encounter can be defined as the methodic identification, categorization, and 
quantificationn of salient features of doctor-patient communications. The rationale for 
thiss analysis, suggested by the literature on this subject, is that aspects of these 
interactionss can modify important components of the health care process [69]. On 
reviewingg the relevant literature, several interaction analysis systems can be identified 
(tablee 1). An underestimated problem in research on doctor-patient communication is 
thee influence of a-theoretical decisions on concrete research. The choice of an 
interactionn analysis system is a good example. Such a system is often chosen because 
off  its availability and/or proven high reliability, and thus without much further thought 
[37].. However, the choice and characteristics of an interaction analysis system are 
criticall  to the nature and utility of research findings. 

Twoo types of interaction analysis systems can be identified: 'cure' systems which 
aree meant to capture the instrumental (task focused) behavior, and 'care' systems 
whichh are meant to measure affective (socio-emotional) behavior [37]. These two 
typee of systems reflect patients' need for cure and care when visiting a doctor: 'the 
needd to know and understand (cure) and 'the need to feel known and understood 
(care).. The Bales' Interaction Process Analysis, where the accent lies on information 
exchange,, can be considered as a cure system [37]. 

Thee Patient-Centered Method [16] can be seen as an example of a more care oriented 
system.. Many medical problems, however, cannot be solved by either instrumental or 
affectivee behavior. An interaction analysis system which attempts to capture both 
typess of behavior, such as the Roter Interaction Analysis System, seems most realistic. 
Besidess the cure-care distinction, observation instruments differ from each other with 
regardd to their clinical relevance (is the system specifically designed for analysing 
communicationn in the medical setting?), observational strategy (coding from video-, 
audiotape,, direct observation or literal transcripts?), reliabilty/validity, and channels 
off  communicative behavior (applicable to verbal, non-verbal behavior or both). Table 
11 shows the differences between twelve interaction analysis systems. 
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44 Specific communicative behaviors 

Besidess the different purposes of communication and ways of analyzing medical 
encounters,, different communicative behaviors can be identified. Research into these 
behaviorss is important because it is yet unclear if patients can discriminate between 
differentt physycian behaviors, e.g. instrumental and affective communication. Some 
studiess show that patients judge competence mainly by their doctor's technical behavior 
[9,12,36],, other study results indicate that patients base their evaluation of the doctor's 
performancee on the quality of the inter-personal skills [73]. In studying these specific 
behaviors,, researchers can also gain insight in the influence of these behaviors on 
patients'' behavior and well-being [20]. As a result, specific recommendations for 
improvingg communication in the medical setting can be formulated. 

4.11 Instrumental (task focused) versus affective (socio-emotional) 
behavior r 

Inn medical communication, one important distinction is that between instrumental 
orr task focused-behavior (cure oriented) on the one hand and affective or socio-
emotionall  behavior (care oriented) on the other. The first type belongs to the cognitive, 
thee second to the emotional domain [37]. Both types of behaviors are integrated into 
thee role functions of the provider. Instrumental behaviors can be defined as 
"technicallyy based skills used in problem solving, which compose the base of 
'expertness'' for which the physician is consulted" [36]. Affective behavior has been 
definedd in different ways by different authors; e.g. 'verbal statements with explicit 
socio-emotionall  content, ratings of the affect conveyed in voice quality and counts 
off  speech errors indicative of anxiety' [36], 'behaviors directed by the doctor toward 
thee patient as a person rather than as a case' [35], or 'behaviors designed to establish 
andd maintain a positive relationship between the doctor and his patient' [10]. 

Communicationn researchers have used different ways of measuring instrumental 
andd affective behavior. Instrumental utterances include behaviors like giving 
information,, asking questions, counselling, giving directions [75], identifying future 
treatmentt or tests, discussing side effects of tests or treatment, discusses test results 
withh patient [73], specifically discussing tumor size, explaining reasons for treatment 
orr nontreatment, explaining concept of micrometastatic disease [59]. Affective 
utterancess consists of items like: very encouraging, very relaxed, extremely friendly, 
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Tablee 1. Interaction Analysis Systems 

Interactionn analysis system Whatt  does it measure ? Clinicall  relevance 

Bales'' Interaction Process 
Analysis. . 

Brownn University Inter 
personall  Skill Evaluation 
(BUISE)) [70]. 

Interactionn Analysis by 
Maguiree et al. 

Katz'' Resource Exchange 
Analysiss (REA). 

Maastrichtt History-Taking and 
Advicee Checklist [711. 

Medicall  Communication 
Behaviorr System (MCBS) 
[72]. . 

Observerr Checklist (OC) 
[59,, 60]. 

Patient-Centredd Method [16]. 

Physiciann Behavior Checklist 
(PBCL)) [57, 73, 74]. 

Roter'ss Interaction Analysis 
Systemm (RIAS) [75]. 

Stiles'' Verbal Response Mode 
(VRM). . 

Observationn System for 
Analyzingg Interaction 
Betweenn Doctors and 
Cancerr Patients [77]. 

Interaction,, information-
exchangee between participants. 
Focuss on instrumental behavior. 

Surgeons'' interpersonal skills, 
appropriatenesss of physician's 
behaviorr for a particular clinical 
encounter. . 

Interactionn interviewer-patient. 
Focuss on key interviewing 
behaviorss which are thought 
too facilitate disclosure of patients' 
concerns. . 

Interpersonall  behavior in terms 
off  exchanges of'resources' (e.g. 
information,, attention, explanation). 
Alsoo categorizes 'mode' of exchange: 
'initiating'' or 'responding'. 

Physicians'' interviewing skills 
duringg initial interviews 
inn primary health care. 

Timee spent by physicians and 
patientss on specific behaviors 
inn categories of informational, 
relationall  and negative situation 
behaviors. . 

Discussionn of specific treatment-
relatedd topics as doctor or patient 
initiated,, or not having occurred 
att all (based on PBCL). 

Assessingg doctor-patient interaction 
inn terms of its patient-centredness. 

Occurrencee of specific oncologists' 
behaviorss during brief doctor-
patientt encounter (morning rounds). 

Doctor-patientt interaction during 
medicall  consultations. 

Languagee behavior implying inter-
personall  intent between communi-
catorr and recipient. 

Communicationn between cancer 
patientss and oncologists. Emphasis 
onn occurrence of relevant topics, 
topicc as being doctor or patient 
initiated,, frequency of question-
asking. . 

Nott specific to clinical 
situation.. Developed for 
researchh in small group 
discussionss (problem-
solvingg behavior). 

Specificc to clinical situation; 
interactionn between 
surgeonss and patients. 

Specificc to interaction with 
cancerr patients. 

Resourcee categories derived 
fromm clinical setting; 
highh degree of clinical 
relevance. . 

Specificc to clinical situation. 

Specificallyy designed for 
assessingg communication 
thatt occurs in (stressful) 
situationss involving multiple 
health-caree providers and 
familyy units. 

Specificc to interaction with 
cancerr patients (discussion 
off  treatment). 

Specificc to clinical situation. 

Specificc to interaction with 
cancerr patients. 

Specificallyy modified for the 
clinicall  setting (based on 
Bales'' system). 

Nott specific to clinical 
situation. . 

Specificc to interaction with 
cancerr patients. 
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Observationall  strategies 

Usuallyy literal transcripts 
fromm audiotapes (or direct 
observation,, videotape). 

Codingg from videotapes. 

Codingg via transcripts 
preparedd from audiotapes. 

Directt observation or 
transcripts. . 

Codingg from direct 
observationn (or videotape). 

Codingg directly from 
audiotape,, using a hand-
heldd electronic data-storage 
device.. Also video or 
livee observation. 

Codingg directly from 
audiotapee (or videotape). 

Codingg directly from audio-
tapee or direct observation. 

Codingg from direct obser-
vationn (or videotape). 

Codingg directly from audio-
tapee (or videotape). 

Codingg via transcripts 
preparedd from audiotape. 

Codingg directly from audio-
tape. . 

Inter-rate rr  reliabilit y (I.R.R.), 
validit y y 

I.R.R.. =.91 [6]. 
Validityy could not be 
retrieved. . 

I.R.R.=.91.. Criterion validity 
=.366 Concurrent validity 
rangingg from .23 to.74 
dependingg on time intervals. 

I.R.R.. ranging from .81 to .91. 
Validityy could not be retrieved. 

Reliability/validityy could 
nott be retrieved. 

I.R.R.. ranging from .70 to .90 
Validityy described elsewhere 
[seee 84]. 

I.R.R.== >.70. Concurrent 
validityy is high. Some evidence 
off  construct- and predictive 
validity. . 

I.R.R.=.88.. Validity could not 
bee retrieved. 

I.R.R.=.91.. Intra-R.R.=.88 
Criterionn validity =.51 and .89. 

I.R.R.. ranging from .85 to 
1.000 (mean .95). Validity 
couldd not be retrieved. 

I.R.R.=.811 [9]. 
Validityy could not be retrieved. 

I.R.R.=.788 [76]. 
Validityy could not be retrieved. 

I.R.R.. ranging from .49 to .78 
(meann .65). 
Validityy could not be retrieved. 

21 1 

Channelss of communicative 
behavior r 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Specificc to verbal behavior. 

Restrictedd to verbal behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal 
behaviorr only. 

Applicablee to verbal 
behaviorr only. 
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openn and honest [10], showing concern, giving reassurance, showing approval, 
showingg empathy [75], introducing self to patient, addressing patient by first name, 
providingg verbal support, touching patient, engaging in small talk [73]. An interesting 
findingfinding in Blanchard's study was that 'addressing the patient by name' was the most 
frequentlyy observed type of behavior. It occurred in 71.8% of all interactions [73]. 

Whenn one reviews the literature it appears that much attention has been paid mainly 
too instrumental focused-exchange. Especially information-giving and information-
seekingg by doctors and patients has been a topic for research over the last two decades. 
Physicians'' contribution to the medical dialogue is 60% (average amount), patients 
contributee only 40% to the conversation [53,78]. In an overview of the literature on 
doctor-patientt communication, Roter et al. [53] report that question-asking by 
physicianss accounts for 23% of the interaction and is therefore the second most frequent 
kindd of exchange for physicians. It usually takes place during history-taking. The 
questionss asked are mostly closed-ended; a 'yes' or 'no' answer is expected. A meta-
analysiss done by Roter et al. [53] revealed that in reviewing physician communication, 
information-givingg is most frequent: 35.3% of all interactions. Waitzkin [79], however, 
foundd that doctors spend very littl e time giving information to their patients - a littl e 
moree than one minute in encounters lasting about 20 minutes. Oncologists even 
deliberatelyy withhold information from their patients on the assumption that total 
disclosuree will cause strong negative emotional reactions on the side of the patients 
[1,29,30,80].. Support for this behavior is provided by the fact that topics concerning 
thee emotional state of the patient (together with economic matters) are the least often 
discussedd [59]. 

Hollandd et al. [81] investigated cultural differences in physician attitudes and practice 
regardingg the revealing of a cancer diagnosis. The word 'cancer' was commonly 
substitutedd for words such as 'growth', 'blood disease' or 'unclean tissue' [81]. Also, 
oncologistss from eight different countries estimated that a low percentage (< 40%) of 
theirr colleagues revealed the word cancer (e.g. Africa, France, Japan, Spain). Twelve 
%% of the oncologists surveyed believed that disclosure of a cancer diagnosis had negative 
psychologicall  consequences, such as depression or anger [81]. 

Doctorss may also feel reluctant to fully inform cancer patients because of their 
ownn negative emotions which may come into play [22,80]. It seems that "doctors 
needd to learn to handle their own anxieties and uncertainties about cancer in a way 
thatt does not hinder the physician-patient communication" [80]. 

AA recent study carried out by Street [2], however, revealed that the amount of 
informationn physicians give to their patients may be influenced by features of patients' 
communicativee styles and personal characteristics. More specifically, patients who 
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askedd more questions, expressed more concerns, and were more anxious received 
moree information than patients asking fewer questions, expressing fewer concerns 
andd showing less anxiety. 

Studiess have also focused on patients' attribution to the medical visit. Roter [78] 
foundd that more than 50% of patients' attribution to the interaction consists of 
information-giving.. However, much of this occurs in response to questions asked by 
theirr doctors. Findings on the information-seeking behavior of patients are somewhat 
inconsistent.. Several studies have reported patients' reluctance to ask questions [82]. 
Forr example Roter [78] states that only 6% of the interaction involves patient question-
asking.. However, Sutherland et al. [58] found that in general, cancer patients were 
activee in obtaining information as indicated by fairly high scores on the 'Information-
Seekingg Questionnaire', which included an assessment of active information-seeking. 
Thee frequency with which patients ask questions seems to be strongly related to the 
prevalencee of doctors' information-giving behaviors. This finding coincides with 
Waitzkin'ss results [79] which show that female patients tended to ask more questions 
andd also received more information from their doctors. Not many studies have focused 
onn identifying factors influencing whether patients verbally attempt to get information 
fromm their doctors. However, recent research has indicated that patient information-
seekingg behaviors were more directly associated with situational or socio-demographic 
factorss [55]. Also, a longer interaction may be necessary for patient attitudes regarding 
desiree for information (and participation in medical decision-making) to manifest 
themselvess in actual information-seeking behaviors [55]. 

Althoughh different descriptions and ways of measuring are being used for 
instrumentall  and affective behaviors, researchers agree about the importance of 
bothh in medical communication [7,37]. There does not appear to be much consensus 
aboutt the relative importance of both types of behavior. Some studies report that 
patientss are not able to distinguish between both types of physician behavior, and as 
aa result assess their doctor's performance on his/her affective qualities [10, 35]. 
Otherss report predominance of instrumental over affective behaviors, and claim 
thatt patients can and do discriminate between the two [9,12,36]. This lack of 
consensuss could be due to the fact that different studies use different criteria for 
assigningg physician communication to either the instrumental or affective dimensions. 
Roterr et al. [9] mention the lack of distinction between the 'intrinsic character of a 
communication**  and its 'affective significance' for the recipient. For example, 
information-givingg in itself is not an affective behavior, it may, however, fulfi l an 
emotionallyy supportive function for the patient [9]. Instrumental behavior can take on 
affectivee significance in two ways: through conveyance (e.g. voice quality), and through 
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interpretationn i.e. the impression created for the receiver of a communication [9,78]. 
Thee above discussion of both types of behavior may lead to the preliminary 

conclusionn that these may well be false dichotomies. The fact that Hall et al. [36] 
believee that all 'face-to-face' behavior carries affective content, even behavior which 
appearss neutral or task oriented, seems to underline this conclusion. 

4.22 Verbal versus non-verbal behavior 

Researcherss have long focused on the verbal components of the medical interview, 
andd in doing so, neglected non-verbal communication between doctors and patients 
[4].. Affective behavior, however, cannot always be verbally perceived. Only 7% of the 
emotionall  communication is conveyed verbally; 22% is transferred by voice tone; but 
55%% is transferred by visual cues, like eye contact, body positioning, etc. [37]. 

Non-verball  behavior has been operationalized in different ways. Tone of voice, 
gaze,, posture, laughter, facial expressions, touch, and physical distance are thought 
too convey the emotional tone of inter-personal interaction [3,4,18,47,83,84]. 

Despitee increased attention in this area, there are not many studies that use a 
systematicc approach to coding non-verbal interaction. An exception to this is an 
investigationn by Larsen et al. [4], who use Mehrabian's classification. When empirical 
studiess do involve non-verbal communication in their classification schemes, they 
oftenn consist of just one or sometimes two or three behaviors, e.g. physical proximity, 
timee spent on chart reviewing [3], the proportion of time the doctor looks at the 
patient,, shows interest [18], sits down while talking to the patient or touches the 
patientt [57,74]. 

Friedmann [85] explains why patients are very sensitive to and observant of the 
non-verball  communications conveyed by their doctors. Illness usually involves 
emotionss such as fear, anxiety and emotional uncertainty. As a consequence, patients 
wil ll  look for subtle cues to find out what they ought to be feeling and/or thinking. 
Also,, most patients are active in searching for information about different aspects 
off  their disease (severity, course, prognosis). Non-verbal communication 'leaks' 
messagess that are not meant to be transmitted [47]. Patients are very sensitive to 
thesee messages, and to inconsistencies between physicians' verbal and non-verbal 
communicationn [43,85], These inconsistencies can be seen as a 'lack of genuineness', 
onee of the 'core conditions' necessary for a good inter-personal relationship according 
too the client-centered approach. 
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4.33 Privacy behaviors 

Inn reviewing the literature on doctor-patient communication, littl e attention has been 
devotedd to privacy, which can be considered as a relevant aspect of the physician-
patientt dyad. Besides physicians*  handling of personal patient files, privacy encom-
passess more than so called 'informational privacy'. Three other sorts of privacy can 
bee distinguished: psychological, social and physical privacy [86]. 

Psychologicall  privacy entails a patient's 'ability to control affective and cognitive 
inputss and outputs, to think and form attitudes, beliefs or values, and the right to 
determinee with whom and under what circumstances [the patient] will share thoughts 
andd feelings or reveal intimate information' [86]. However, asking personal questions 
andd revealing intimate information is unavoidable if the doctor wants to establish 
ann effective diagnosis and treatment. The extent to which physicians communicate 
inn a more aggressive, high-control style, may be perceived by patients as violations 
off  their psychological privacy. 

Sociall  privacy extends beyond informational and psychological privacy and includes 
thee patient's 'ability and effort to control social contacts in order to manage 
interactionss or maintain status divisions' [86]. The degree of formality in a situation 
ass well as how personal the conversational topics and language are define social 
privacyy [85]. Doctors' behavior during patient examinations are governed by societal 
norms;; it appears that during medical interactions less social privacy is desired. 
Sustainedd eye contact, for example, may be perceived by the patient as too intimate 
forr the relationship, thus violating norms in the medical context. 

Physicall  privacy concerns the extent to which a patient 'is physically accessible to 
others'' [86]. Obviously, during medical examinations patients have very limited 
physicall  privacy; intimate touch is unavoidable and necessary. Some physician 
behaviorss have been identified by patients as violations of physical privacy: watching 
aa patient while getting ready for an examination, touching the patient unexpectedly, 
overhearingg intimate conversation or activity [86], Studies, however, show 
contradictoryy results concerning patients' appreciation of physicians' touch [4,87]. 
Physicall  privacy can be seen as an important element of non-verbal communication 
andd can have a large impact on the quality of the inter-personal relationship between 
doctorss and patients. 
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4.44 High versus low controlling behaviors 

Severall  researchers mention physician versus patient controlling behaviors as 
importantt aspects of medical communication [10,13,70,88,89]. Stewart & Roter [89] 
statee that 'the most common forms of the doctor-patient relationship exist on a 
spectrumm of high and low control'. If there is high physician control (and low patient 
control),, he will be dominant in the relationship, meaning that the doctor will make 
decisionss in what he perceives to be the patient's best interest. This type of relationship 
iss similar to what Roter & Hall [20] call 'paternalism', one of the four prototypes of 
controll  in the doctor-patient relationship. Stewart & Roter [89] note that the traditional 
form,, where the doctor has high control, is still the most common one in medical 
practice.. This type of'doctor-centered' relationship can be regarded as the opposite 
off  the 'patient-centered' relation, which is more egalitarian. 

Piattt et al. [88] use the term 'high control style' as an example of 'clinical hypocom-
petence'' in internal medicine. It involves behaviors such as asking many questions 
andd interrupting frequently. This way the doctor keeps tight control over the interaction 
andd does not let the patient speak at any length. 

'Control'' was used by Kaplan et al. [13] as one of three categories for classifying 
doctor-patientt communication. An utterance is classified in the control category when 
itt is aimed at controlling the behavior of the other party. They distinguish three patterns 
whichh describe all conversation during the consultation, including 'physician direction' 
(questions,, interruptions, etc. by the doctor), 'patient direction' (questions, interruptions 
byy the patient) and 'affect/opinion exchange'. The first two patterns include controlling 
behaviors. . 

Bullerr et al. [10] state that there are two general styles displayed by physicians 
duringg medical visits: affiliation (affective behavior) and control. Control 'includes 
behaviorss that establish and maintain the physicians control in the medical interaction*: 
dominatingg conversations, verbally exaggerating to emphasize a point, dramatizing, 
beingg very argumentative, constantly making gestures when communicating. 

Itt appears that the difference in control in medical communication may stem from 
thee patient's limited understanding of medical problems and treatment, heightened 
uncertainty,, doctors' control of medical information, and the institutionalized roles 
prescribedd for the doctor and the patient [35,83]. 
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4.55 Medical versus everyday language vocabularies 

Despitee the substantial body of research describing doctor-patient communication 
whichh has accumulated over the last 25 years, relatively littl e attention has been 
devotedd to the vocabulary adopted during medical consultations. Vocabulary can be 
seenn as an 'ingredient' of the communication process, active during all doctor-patient 
interactions. . 

Doctorss are bilingual: they speak their native everyday language (EL), but they are 
alsoo fluent in medical language (ML). Patients are typically unfamiliar with ML and 
aree only conversant in their everyday language. Communicative norms should favor 
strategiess that maximize communicative effectiveness between health professionals 
andd their patients [90]. Thus it can be expected that when communicating with their 
patients,, physicians switch from ML to EL. On the other hand, patients may have 
somee basic understanding of ML, and might attempt to use it for the sake of com-
municativee effectiveness. 

Bourhiss et al. [90] found that physicians reported switching to EL when com-
municatingg with their patients. However, patients and nurses did not perceive this. 
Patientss reported attempting to switch to the ML of the health professional. Doctors, 
however,, did not report a change in patients' vocabulary register. The use of ML by 
physicianss was regarded as a source of problems for patients, while EL was seen to 
promotee better understanding. When discussing medical issues with their patients, it 
mayy be difficult for doctors to clearly differentiate between the two vocabularies. 

Hadloww et al. [91] examined the understanding of common health terms by doctors, 
nursess and patients. The results of this survey showed that clear differences of 
understandingg of common medical and psychological terms exist between doctors, 
nurses,, other health care professionals and patients. The level of correct 
understandingg was highest for physicians (70%) and lowest for patients (36%). The 
widestt gap in physician-patient understanding was with respect to common 
psychologicall  terms, e.g. depression, migraine, eating disorders. Terms like these 
aree often used in doctor-patient interactions. However, they appear to have both a 
clinicall  and a lay meaning, constituting a basis for misunderstanding. This could 
leadd to patient dissatisfaction and perhaps non-adherence to treatment advice [91]. 
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55 The influence of communicative behaviors on 

patientt outcomes 

Besidess identifying and analyzing communicative behaviors, communication 
researcherss have become interested in the consequences of'talk'. Several physician 
behaviorss seem to have an influence on patients' behavior and well-being. So called 
'patientt outcomes' have been used in health care studies to assess the extent of this 
influence.. 'Outcome' as it is used in health care studies can be defined as 'an 
observablee consequence of prior activity occurring after an encounter, or some portion 
off  the encounter, is completed' [15]. Many different patient outcomes have been 
identifiedd for use over the last two decades, for example satisfaction, compliance 
(adherencee to treatment), knowledge, understanding, coping, quality of life/health 
status,, recall, psychiatric morbidity (anxiety, depression), recovery. Some of the 
frequentlyy used outcomes which seem to be indicators of the effectiveness of doctor-
patientt communication will be discussed below. 

5.11 Patient satisfaction 

Patientt satisfaction as outcome measure is by far the most recognized and widely 
used.. This hass to do with the fact that it has a 'logical and intuitive appeal' [13]. Yet 
patientss are frequently dissatisfied with the information they receive [62,82]. Also, 
thee proportion of dissatisfied patients has remained remarkably constant over the 
lastt 25 years [92-94]. The median % dissatisfied for hospital patients is 38, for general 
practicee and community samples it is 26, and for psychiatric patients it is 39 % [82]. 
Thiss is partly due to the fact that physicians often underestimate patients' desire for 
information.. In 65% of the encounters doctors underestimated patients' desire for 
information,, in 6% they overestimated, and in 29% they estimated correctly [79]. In 
aa recent study by Castejón et al. [62] results showed that 52% of the interviewed 
cancerr patients reported desire for additional information, especially about prognosis, 
treatmentt and handling of their disease. 

Studiess have investigated the impact of instrumental and affective behaviors on 
patientt satisfaction. Roter et al. [9,78] found that doctors' instrumental behaviors, 
especiallyy doctors' information-giving, were significantly related to patient satisfaction. 
Doctors'' affective behaviors showed weaker relationships to satisfaction. Smith et al. 
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[3]]  also found that higher levels of information-giving by the doctor, time spent in 
discussionn of preventive care by the doctor, and greater interview length were 
positivelyy associated with patient satisfaction. Increased time spent in patient chart 
revieww led to decreases in satisfaction. Buller et al. [10] predicted a positive 
associationn between physicians' expression of affective behavior and patients' 
satisfactionn with health care. This hypothesis was supported. Doctors who behaved 
inn a more dominant, controlling style of communication produced less patient 
satisfaction.. Bensing [18] also concludes from her study that affective behavior 
(especiallyy non-verbal behavior: eye contact, shown interest) appears to be the most 
importantt factor in determining patients' satisfaction. 

Anotherr investigation examined interactions between oncologists and cancer 
patientss during morning rounds [73] and the impact of these behaviors on cancer 
patientt satisfaction [74]. Overall, using the patient's first name, attempting to establish 
privacyy during an examination, a series of routine social skills (e.g. sitting down 
whilee talking to the patient, not interrupting), identifying future tests/treatments, 
andd discussing plans for discharge were physician behaviors associated with higher 
satisfaction. . 

Otherr studies have investigated the relationship between doctors' patient-centered 
behaviorss and patient satisfaction [8,16]. Patient-centered care was defined as care 
inn which the physician responded to the patients in such a way as to allow him/her 
too express all of the patient's reasons for coming, including: symptoms, feelings, 
thoughtss and expectations [16]. Although in both studies no significant relationships 
weree found, the consultations with patient-centered scores in the highest quartile 
hadd the greatest percentage of patients highly satisfied [16]. Significant results were 
foundd in relation to outcomes such as patients*  reported compliance (subjective 
measure)) patients' feeling of being understood, resolution of patient concerns and 
thee doctor having ascertained patients' reasons for coming [8]. These findings coincide 
withh the results obtained by Like & Zyzanski [11] who found that when patients' 
requestss are met, it increases their satisfaction with the medical encounter. 

Larsenn et al. [4] studied the relationship between doctors' non-verbal activities 
andd patient satisfaction. A higher non-verbal score in overall doctors' 'immediacy' 
(degreee of closeness in interactions) was associated with higher patient satisfaction. 
Ann interesting finding was that physicians' touch was associated with lower 
satisfaction.. It is possible that touch was perceived by the patients as a violation of 
theirr physical privacy. In Scarpaci's study [87], however, being touched by the 
physiciann was frequently cited by the Chilean patients as a reason why they believed 
thatt the care they received was good. Apparently, cultural differences play a role. 
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5.22 Patient compliance/adherence to treatment 

Patientt compliance is also a widely used outcome, and is considered an indicator of 
thee effectiveness of physician-patient communication. However, unlike patient 
satisfactionn study results do not indicate a clear association between doctor-patient 
interactionn and subsequent patient compliance. Where cancer patients are concerned, 
lackk of information may lead to exploration of alternative cancer treatments [95]. The 
factt remains that patients often fail to follow medical advice. The average percentage 
off  patients likely to be non-compliant seems to be between 40 and 50 % [82]. 

Siminofff  et al. [60] examined the communicative factors influencing cancer patients* 
acceptancee or rejection of an oncologist's treatment recommendation. Patient 
decisionss were most strongly influenced by the oncologist's recommendation (80% 
readilyy accepted). The small minority who did not accept their doctor's recom-
mendationn (20%) were told in more specific terms what the benefits of treatment 
wouldd be. These patients also rated side effects to be more probable and severe, and 
assessedd their doctor's recommendation as less strong. 

Carterr et al. [5] found a positive relationship between 'sharing opinions' and 'patient 
knowledgee about illness', and subsequent adherence to medical recommendations. 
Inn an overview of Roter's meta-analysis [78] it was shown that compliance was 
weaklyy related to physician behavior. Compliance was only associated with more 
information-givingg and positive talk. Compliance was negatively related to doctors' 
questionn asking and negative talk. 

Stewartt [8] examined physicians' patient-centered behaviors, namely those in which 
thee patients' points of view are actively sought by the physician. Results demonstrated 
thatt a high frequency of patient-centered behavior was related to higher reported 
compliance.. It did not, however, have an effect on objectively measured compliance, 
namelyy better pill counts. 

5.33 Patient recall and understanding of information 

Otherr outcome measures used to assess the quality of the doctor-patient relationship 
aree patients' recall and understanding of information. Review of the literature 
suggestss that patients often do not recall or understand what the doctor has told 
them.. In an overview of three different investigations, it was shown that the 
percentagee of general practice patients not understanding what they were told about 
thee diagnosis varies between 7 and 47 %. Between 13 and 53 % of these patients did 
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nott understand what had been told about the prognosis of the disease [82]. Smith et 
al.. [3] found that close physical proximity increased patient understanding. Larsen 
ett al. [4] also found that a higher score in overall physician immediacy (degree of 
closenesss in interaction, such as leaning forward) was associated with higher 
understanding.. More touching on the other hand, led to lower scores in understanding 
thee information given. Besides physical closeness, understanding was significantly 
relatedd to the amount of time spent by the doctor on providing information and 
medicall  opinions. Increased chart reviewing led to decreases in patient under-
standing,, possibly because this activity interferes with making eye-contact and 
communicationn in general. 

Apartt from not understanding the information imparted, patients are often unable 
too recall a great deal of what they are told in a consultation. Well known phenomena 
inn communication studies are the so called 'primacy' and 'recency' effects, in which 
eitherr the first (primacy) or last (recency) communications are the most salient and 
thereforee remembered best. It is often stated that in order to improve patient recall 
off  orally presented information the most important information, such as the disclosure 
off  bad news, should be presented first [97,24]. Still the fact remains that the 
percentagee recall of information by hospital patients varies between 40 and 80 % 
[82].. When the information is particularly upsetting, like hearing the diagnosis of 
cancer,, most patients are too stunned to register any further information given to 
themm [26,31,33,34,80]. As a consequence, cancer patients often feel they lack 
information,, which in turn can lead to feelings of uncertainty, anxiety, depression 
[7,27,67,96]. . 

Otherr studies have investigated the effects of doctors*  instrumental and affective 
behaviorss on patient recall. Roter et al. [9] found that especially the amount of 
medicall  information imparted was highly associated with recall. Affective behaviors 
weree more weakly related. Possibly, the relative absence of medical information, 
nott the presence of affective behavior per se led to poorer recall. In a meta-analysis 
off  the literature, recall of information was best predicted by doctors' information-
givingg behaviors [78]. 

5.44 Patients' health outcomes/psychiatric morbidity 

Recentlyy researchers have been increasingly interested in the question whether 
outcomess like patient satisfaction, compliance, recall etc. are sufficient measures 
forr assessing the effectiveness of the doctor-patient relationship. If the ultimate aim 
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off  medical care is to produce optimal health outcomes then, ideally, effective doctor-
patientt communication should lead to the better health of patients. Patient 
satisfaction,, compliance, and other widely used outcomes, do not necessarily address 
thee patients' health status. For example, patients may be satisfied with inadequate 
healthh care, and strict adherence to doctors' treatment recommendations does not 
alwayss guarantee better health. However, health status or quality of life as patient 
outcomess are least used in empirical studies of doctor-patient relationships [14]. 

Kaplann et al. [13] investigated the relationship between specific aspects of physician-
patientt communication and 'better health' measured physiologically (blood pressure 
orr blood sugar), behaviorally (functional status) and more subjectively (patients' 
perceptionn of overall health status). The results showed that more patient and less 
physiciann controlling behaviors (questions, interruptions), more affect (particularly 
negativee affect expressed by doctor and patient), more information-giving by 
physiciann in response to effective information-seeking by the patient were related 
too better patient health status. These findings suggest that the physician-patient 
relationshipp may have important consequences for patients' health outcomes. The 
authorss conclude that the doctor-patient relationship can be seen as a primary bond 
thatt may act as a form of social support. "Physician behaviors that reinforce patients' 
self-confidence,, motivation, and positive view of their health status may therefore 
indirectlyy influence patients' health outcomes" [13]. 

Psychiatricc morbidity can be regarded as closely related to health status and 
qualityy of life. It is an outcome measure frequently used in psychosocial oncology 
studies.. Lack of information seems to play an important role in psychological 
difficultiess that can arise during the diagnosis and treatment phase of cancer, 
suchh as uncertainty, anxiety, depression, and problems with coping [7,28,61, 
67,80,96,98].. A recent study by Castejón et al. [62] indicated that the most depressed 
andd anxious cancer patients reported desire of additional information. Another 
studyy showed that breast cancer patients who thought they had received inadequate 
informationn were twice as likely to show signs of psychiatric morbidity (depression, 
anxiety)) 12 months after the operation, compared to those patients who claimed 
too have been adequately informed [67]. 
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66 Concluding remarks 

Duringg the last three decades, there has been a shift of attention from the biomedical 
sidee to the humanistic side of medicine. Fortunately, the realization that these two 
domainss of medicine are of equal importance is becoming widespread. Despite the 
growingg interest for a more biopsychosocial model of medicine, the former is still 
consideredd as 'science', whereas the latter is regarded more or less as 'art'. 

Beingg a multifaceted and multidimensional phenomenon, the doctor-patient 
relationshipp is one of the most complex social relations [1,37] and therefore an 
especiallyespecially difficult topic for research. In their efforts to understand this relationship, 
sociall  scientists have focused on different aspects of the doctor-patient interaction. 
Ass a result, knowledge gained from research is not well integrated. Where doctor-
patientt communication is concerned, several variables can be identified. These will 
bee discussed below. 

6.11 Background variables 

Severall  background variables seem to play an important role in doctor-patient 
communication.. First, wide cultural variations, and even widely disparate differences 
withinn a culture exist, regarding doctor-patient communication [81,87]. Studies show 
thatt cultural differences exist concerning for instance the beliefs about the elements 
off  good medical care. What constitutes 'good medical care' is "determined culturally 
withinn a specific historical and geographic context" [87]. 

Secondly,, patients, physicians and social scientists have different opinions of the 
doctor-patientdoctor-patient relationship. Some consider this relationship as a prerequisite for 
optimall  medical care - creating an egalitarian relationship becomes a goal in itself. 
Thiss type of relationship can be described best by, as Roter and Hall phrase it, 
'mutuality'' or 'patient-physician partnership' [20]. Others have a more pragmatic 
viewpointt and see the doctor-patient relationship more as a 'means to an end' - the 
relationshipp makes it possible to establish the right diagnosis and treatment plan. 
Heree the doctor-patient relationship is regarded as physician-controlled. Roter and 
Halll  [20] refer to this relationship as 'paternalism'. Differences in the underlying 
theoreticall  notions about the doctor-patient relationship have resulted in seperate 
researchh traditions, each producing their own data. As a consequence, these studies 
havee not contributed to a better integration of results. 
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Thirdly,, many different types of patients and doctors exist. Several patient 
characteristicss have been studied to examine their influence on doctor-patient 
communication,, e.g. various socio-demographic, psychological and psychosocial 
variables,, their physical appearance and health [57,58,99-101]. Social scientists 
agreee about the relevance of patient characteristics like these since they can have a 
profoundd impact on the doctor-patient relationship, and communication in particular 
[20].. Studies have also investigated physician characteristics, such as various socio-
demographicc (gender, age, social class origin) and personality variables (introversion 
versuss extroversion, expressing emotions via non-verbal cues, recognizing patients' 
non-verball  expressions). Studies have shown that these individual characteristics 
cann potentially affect how doctors talk with their patients [20], 

Fourthly,, patients have different diseases. Patients with various diseases have 
beenn included in communication studies, ranging from acute to chronic, mild to life 
threateningg illnesses. It seems plausible that patients with different diseases have 
specifiedd needs and expectations regarding their communication and relationship 
withh the physician. Also, patients may have different needs and expectations 
dependingg on the particular stage of their illness, especially where chronic diseases 
aree concerned. 

6.22 Process variables 

Soo called 'process variables', which occur within the medical encounter, also play 
ann important role. These variables refer to the actual content of communication 
betweenn doctors and patients. The review shows that many different types of 
communicativecommunicative behaviors can be identified. Communication researchers agree that 
perhapss the most important distinction is that between instrumental or task focused-
behaviorr (cure oriented) on the one hand, and affective or socio-emotional behavior 
(caree oriented) on the other. As mentioned earlier, despite the consensus about the 
importancee of the two types of behavior, researchers disagree about their relative 
importance.. Until recently, communication studies focused mainly on either one of 
thee two behaviors. It seems plausible, however, that certain communicative behaviors 
aree positively associated with others. 

Soo far, research which focuses on the interrelationship between doctors' instrumental 
andd affective behaviors shows contradictory results [18,36,37,102]. Studies such as 
these,, however, could result in the description of'behavior typologies'. Identification 
off  these typologies seems to enable prediction of physician behavior. For example 
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Taylor'ss description of'experimenters' and 'therapists' makes it possible to determine 
physicians'' future behaviors concerning willingness to offer trials to eligible patients, 
sharingg responsibility for medical decision-making, and disclosure of undesirable 
informationn [29,68]. Yet the fact remains that in doctor-patient communication research 
'information-giving'' is the element of instrumental behavior which is most studied 
[37].. Especially doctors' information-giving behavior has been the focus of attention. 

Itt is still unclear, however, whether patients can discriminate between instrumental 
andd affective physician behaviors [9,10,12,35,36], It could well be that patients do 
nott perceive these two behaviors as distinct aspects of care, in which case it would 
bee illogical for communication researchers to regard them as separate. As stated 
earlierr in this review, a preliminary conclusion would be that instrumental versus 
affectivee behaviors may be false dichotomies. Doctors' affective behaviors could 
indeedd be regarded as technical skills. This idea finds support in the fact that medical 
studentss can be taught several interviewing techniques focusing on affective behaviors 
[17,103-1101. . 

6.33 Outcome variables 

Too assess the effectiveness of doctor-patient communication, many different patient 
outcomesoutcomes have been used in health care studies. Social scientists agree that outcomes 
suchh as satisfaction, compliance, recall and understanding of information are good 
indicatorss of the consequences of'talk'. However, these outcomes are what Beekman 
ett al. [15] call 'short-term and intermediate outcomes'. The limitation of using short-
termm outcomes is that the possible long-term consequences are unknown. For 
examplee a patient may intend to comply with the recommended medical treatment 
butt may not show any symptom resolution over a longer period of time. 

Becausee of the growing attention and changing policy with respect to informed 
consent,, the quality of doctor-patient communication is evaluated in terms of the 
information-givinginformation-giving behaviors of the physician. As a result, outcomes such as patient 
recalll  and understanding of the information transferred are commonly used in 
communicationn studies. However, littl e is known about the influence of such 
informationn on patients' health status [14]. Measures of patient's health status are 
leastt used in studies investigating the doctor-patient relationship. Still the fact remains 
thatt to ultimately improve longer-term patient outcomes, such as quality of life, 
healthh status, symptom resolution or survival, research should identify communi-
cativee behaviors and interactions that produce these desired outcomes. 
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6.44 Towards a theoretical framework 

Ultimately,, apart from describing the many different variables that seem relevant, 
thee most important goal would be to establish a systematic theory of doctor-patient 
communication.. Such a theory would relate background, process and outcome 
variabless (figure 1). It would also lead to clear hypotheses regarding these relations. 

Startingg with the relationship between background and process variables, cultural 
variationss appear to have an effect on the information-giving behavior of physicians 
[81].. For example 'truth telling' in the case of a cancer diagnosis may be considered 
humanee in one culture, and cruel in another [81]. There is, however, a clear trend 
towardss open communication between doctors and cancer patients worldwide [30, 
81]. . 

Figuree 1. Theoretical framework of doctor-patient communication 

Backgroundd variables 

culture e 
doctor-patientt relationship 
typess of patients and 
doctors s 
diseasee characteristics 

Actuall  content of 
communication n 

communicativee behaviors: 

-- instrumental behaviors 
-- affective behaviors 

Patientt  outcomes 

short-termm and 
intermediate,, e.g.: 

-- satisfaction 
-- compliance 
-- recall and understanding 

off  information 

long-term,, e.g.: 

-- health status, 
-- psychiatric morbidity 

J J 
Severall  factors seem to play a role in this shift towards disclosure; e.g. concern for 

patients'' rights as consumers of medical care (which led to societal pressures) and 
questioningg of the authority of physicians [81]. Probably, insight into the positive 
relationshipp between information-giving from doctors and subsequent patient 
compliancee to treatment and/or advice [5,78,95] contributed to the 'truth telling' 
practicee in most countries. Apart from its effect on the disclosure of a cancer diagnosis, 
culturall  differences may have other important consequences for communication 
duringg medical encounters. Empirical data about the impact of cultural aspects on 
physicians'' affective behaviors are lacking. 

36 6 



Doctor-patientt communication; a review of the literature 

Inn all likelihood, the way the doctor-patient relationship is seen can have conse-
quencess for the actual content of communication. For example if the relationship is 
regardedd as a paternalistic one with high physician control, then it is to be expected 
thatt instrumental/task oriented behaviors are salient in the encounter. Studies could 
bee carried out to examine the relationship between these two variables. 

Also,, different patient and physician characteristics appear to have an effect on 
doctor-patientt communication. Yet it is unclear how these various patient and doctor 
characteristicss relate to one another and if these distinctions are uniformly negative 
orr positive in their influence on communication specifically and patient care in 
general. . 

Neww studies could also give insight into how 'disease characteristics' influence doctor-
patientt communication; e.g. how does the staging of chronic, life-threatening diseases 
influencee the communicative behaviors of physicians? The fact that physicians like 
theirr healthier patients more than their less healthy ones [101], could imply that 
physicianss also communicate differently with their healthier patients compared to 
theirr less healthy ones. If this is indeed the case, doctors' communicative behaviors 
mayy also differ depending on the particular phase of the patient's illness. However, so 
farr no empirical evidence is available to support such expectations. 

Moree is known about the relationship between process and outcome variables, as 
cann be concluded from paragraph 5: 'the influence of communicative behaviors on 
patientt outcomes'. However, most of the data available concern short-term or 
intermediatee patient outcomes, such as satisfaction, compliance or recall of information. 
Inn order to achieve more effective interventions, future studies could focus attention 
onn specific aspects of the doctor-patient interaction which have most significant effects 
onn long-term patient outcomes, such as quality of life or health status. 

Finally,, how do background variables influence patient outcomes? As stated earlier, 
culturall  aspects seem to play a role in patient's appreciation of physician's touch. 
Studiess on patient satisfaction with touch show contradictory results [4,87]. It seems 
plausiblee that cultural differences have an influence on other patient outcomes, 
besidess satisfaction. Future studies could investigate the impact of culture on various 
outcomess relevant to doctor-patient communication. 

Anotherr study investigated patient and physician perceptions of their relationship 
andd how these perceptions related to patient satisfaction [111]. Results showed that 
physicianss who see their relationship with patients as a 'partnership' have more 
satisfiedd patients compared to physicians who have a more authoritarian relationship. 
Possiblyy the way the doctor sees the relationship affects the way he or she talks to 
patients.. These different communicative behaviors in their turn influence patient 
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satisfaction.. Probably, background variables as well as process variables play an 

importantt role. 

Hall'ss study [112] showed that healthier patients are more satisfied than those 

whoo are less healthy. Again the dissatisfaction of sicker patients may stem in part 

fromm doctors' communicative behaviors. Sicker patients may cease acting appreciative 

becausee they are not getting cured. Also, patients who do not feel very well are 

likelyy to act unresponsive or irritated [20]. The effect could be that less healthy 

patientss receive more negative reactions from their doctors, which in turn may lead 

too dissatisfaction. Again both background and process variables appear to influence 

patientt satisfaction. 

Inn summary, background variables seem to influence communicative behaviors, 

thesee behaviors in their turn have an effect on patient outcomes. Whether all of 

thesee variables are in fact related to each other, and if so, in what way, should be 

studiedd empirically. A theory relating these different variables could result in the 

developmentt of interventions which improve communication in the medical setting, 

thee doctor-patient relationship, and patient outcomes. In this review we have tried 

too set the framework for such a theory. 
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II Introduction 

Obtainingg information about diagnosis and treatment is crucial to patients, especially 
whenn it concerns a life-threatening illness such as cancer. Cancer patients' needs 
forr information are high [1-5]. Information seems to reduce feelings of uncertainty 
inn cancer patients and helps them cope with the illness [6]. However, patients do not 
alwayss remember the information provided [5,7]. This could be due to both the 
quantityy and complexity of the information [8]. For most patients, recall of information 
iss inhibited even more when it concerns threatening information [5]. The 'bad news 
consultation'' has therefore received much attention in doctor-patient communication 
studiess over the last 20 years [9-12]. 

Severall  methods to optimize recall of information have been applied. These include: 
trainingg clinicians in counselling skills, and developing informational leaflets. 
Althoughh these leaflets can be helpful, they are usually too general, not applicable, 
orr can even be misleading. In most cases, this kind of information is not tailored to 
thee individual needs of patients. In the UK, Australia and the US, studies have been 
performedd in which cancer patients were provided with the taped consultation [13-
18].. Results of these investigations indicated that both patients and their families 
appreciatedd this intervention. It seemed to increase their knowledge about the disease 
ass well as the proposed treatment policy. It also helped patients to come to terms with 
thee diagnosis and the treatment. Moreover, cancer patients preferred receiving 
audiotapess of their consultations rather than individualized letters [18]. Because of 
itss simplicity, this intervention is attractive for implementation in clinical practice. 
Thiss method of informing cancer patients has not yet been evaluated in the Netherlands. 

Inn 1992 /1993, a pilot studie was performed at two outpatient clinics in the Academic 
Medicall  Center in Amsterdam. In this study, cancer patients were provided with the 
tapedd initial consultation. During this interview, the following topics were usually 
discussed:: reason for referral to a specialist, specific aspects of the diagnosis, medical 
history,, findings of the physical examination, the proposed treatment policy (including 
thee waiting list, duration of hospital stay, further tests / examinations), side effects 
andd other (long-term) consequences of the treatment (e.g. fatigue, consequences for 
bladderr function, sexuality, fertility and work). 

Thee purpose of this investigation was to gain insight into: 
1.. cancer patients' attitudes towards the intervention, 
2.. clinicians' attitudes towards the intervention, and 
3.. possible logistical difficulties. 
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22 Patients and methods 

Eligiblee were cancer patients referred to the gynaecology or urology outpatient clinic 
forr an initial discussion of diagnosis and treatment. These patients were asked for 
theirr participation in the study. Gynaecology patients were already aware of the 
cancerr diagnosis and were referred specifically for a discussion about possible 
treatment.. The urology patients were informed about both the cancer diagnosis and 
thee proposed treatment; this was their second visit to the urologist. 

Followingg a brief explanation of the study, the physicians asked their patients' 
permissionn to tape the consultation. Taping took place by using a small tape-recorder 
(13.55 cm by 8.5 cm) with a built-in microphone. 

Immediatelyy following the consultation, the researcher (LMLO) provided the patient 
withh the tape, accompanied by a letter. Then, permission was asked to contact the 
patientt within two weeks to ask several questions about the intervention. Participating 
physicianss were sent a questionnaire to assess their attitudes towards the intervention. 

Questionnaires.Questionnaires. Based on questionnaires employed in previous tape studies [14-17], 
aa semi-structered questionnaire was developed to gain insight into patients' attitudes 
towardss the intervention. The eleven questions related to: tape usage, 'forgotten 
information'' and 'affective connotation', and patients' appreciation of the tape. 

Forr the participating clinicians, a 10-item questionnaire was developed to assess: 
thee usefulness of the intervention, how they experienced the recording of the 
consultationn and the provision of tapes to patients, and the feasibility of the intervention. 

33 Results 

AA total of 30 consecutive cancer patients were provided with the taped consultation. 
Dataa of 28 patients were available, two patients could not be reached. All participating 
clinicianss filled in the questionnaire: five gynaecologists (2 women and 3 men), and 
onee urologist. 

Thee patient sample was comprised of 27 women and three men. The mean age was 
555 years (range: 28-83). The women were all gynaecology patients. The malignancies 
includedd cancers of the vulva, cervix, corpus, or ovary. All three male patients had a 
malignancyy of the prostate. Patients' prognoses were not documented in this study. 
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Givenn the range in patients' age and the variety of diagnoses, it may be assumed that 
thesee patients constituted a representative oncological sample, at least concerning 
thee gynaecology patients. 

3.11 Patients' attitudes 

TapeTape usage. The majority (23/28) of the interviewed patients listened to the tape: 4 
patientss listened alone, the other 19 patients listened together with others, mostly 
(17/19)) their spouse and (or) children and grandchildren. Two patients gave the 
recordingg to their general practitioner. More than half of the patients listened to the 
tapee more than once; most of them listened twice. 

ForgottenForgotten information and affective connotation. More than half of the patients 
(14/23)) found that the tape contained information they had forgotten. In most cases 
itt concerned information about the diagnosis and / or treatment, for instance: tests, 
exactt location of the tumor, aspects of the operation. Three patients found the 
recordingg contained upsetting information: the duration of the hospital stay, the 
possibilityy of metastases, and the word 'cancer'. On the other hand, most patients 
(15/23)) found the tape contained reassuring information, usually medical information, 
suchh as: "radiation as an extra certainty", "the cancer reacts well to treatment". 
Also,, the doctor's voice, the doctor's optimism, and the 'entire tape' were mentioned 
ass being reassuring. 

AppreciationAppreciation of the intervention. Most patients (23/28) were positive about the 
tapingg of the consultation as well as the re-exposure to the consultation (21/23). 
Also,, for most patients listening to the recording facilitated communication with 
relativess regarding the diagnosis and treatment. Almost all patients (25/28) were 
positivee about the intervention, and would recommend this intervention to other 
cancerr patients (26/28). One patient remarked that the intervention could perhaps 
bee useful to others, although not to himself. 

3.22 Physicians' attitudes 

AdvantagesAdvantages and disadvantages. All physicans mentioned that the tape optimized 
thee transfer of relevant information about diagnosis, prognosis and treatment. As a 
result,, it enhanced patients' recall. Other advantages mentioned by physicians were: 
relativess are being 'objectively' informed, the tape can be helpful in coping with the 
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(bad)) news, patients can dose the quantity of information, the tape could prompt 
additionall  questions in patients for a follow-up consultation. 

Threee clinicians mentioned one or two disadvantages of the intervention: possible 
misinterpretationn of the information by patient (N=3), patient might give the recording 
too another physician (N=l), patient's privacy is possibly being violated (N=l). As an 
examplee of the latter, the physician wrote "it is difficult for patients to say 'no' when 
otherss want to listen to the tape". 

ImpactImpact on their communication. Four out the six physicians found that the taping 
resultedd in 'expressing oneself more carefully'. This was regarded as an advantage by 
twoo physicians. Two physicians also mentioned that this effect diminished over time. 

ProvidingProviding patients with the tape. Four out of the six physicians mentioned that 
thee tape enhanced the transmittance of important news, which gave them much 
gratification.. One of the physicians, therefore, regarded this intervention as 'a service 
too clinicians'. Another physician was pleased with the fact that, during follow-up 
consultations,, patients asked more specified questions. 

Alll  six physicians received positive reactions from both patients and relatives about 
thee intervention. One physician found it unpleasant not knowing who else might 
listenn to the recording. Another doctor found it an unpleasant idea that the tape 
couldd 'lead its own life', meaning that the patient would 'dissect' the conversation 
onn tape. None of the physicians experienced the taping of the consultation as 
threatening. . 

LogisticalLogistical aspects. Managing the recorders was not problematic. The researcher 
(LMLO)) made sure that physicians would only have to push the 'record' button. Only 
oncee did a recording fail because of a wrong button being pushed. One physician 
remarkedd that operating the tape-recorder interfered with the 'natural contact' 
withh patients, and remarked that taping should be done as unobtrusively as possible. 

Twoo doctors reported that participating in the study cost extra time: one physician 
mentionedd that this was due to the necessity of expressing oneself more carefully, 
thee other doctor had taken a closer look at communication skills, which had taken 
extraa time. She regarded this as positive. 

Onee patient was unable to listen to the tape at home, for lack of a tape-recorder. 
Thiss patient asked a friend to put the text in writing, so she could at least read the 
conversation. . 
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44 Discussion 

Thee results reported above indicate that providing the audiotaped initial consultation 
wass valued by both cancer patients and their relatives. The fact that most patients 
listenedd twice to the recording, indicates that re-exposure to the consultation served 
aa particular need in patients. In all likelihood, this need concerned receiving information 
aboutt their diagnosis and treatment. Also, most patients indicated that the tape 
containedd information they had already forgotten. The finding that the majority of 
patientss listened to the recording together with others, suggests that this intervention 
influencess cancer patients' social system. In all likelihood, this was a positive influence, 
sincee the recording seemed to facilitate communication with relatives. 

Itt is noteworthy that almost all patients, including the ones who did not listen to 
thee tape, were positive about both the intervention and the recommendation of it to 
otherr patients. Apparently, the provision of tapes served yet another need in patients 
(besidess their need for information): patients reported that having the tape felt good, 
sincee it offered the opportunity to listen to the consultation again. This suggests that 
merelyy owning the tape gave patients a sense of control over the situation. 

Accordingg to the participating physicians, this intervention was predominantly 
usefull  for optimising the transfer of relevant information. One of the physicians 
reported:: "Patients can now listen to the information provided during a restful 
moment,, also with respect to theor emotions. Eventually, this will result in a better 
transferr of information". The latter was also gratifying for physicians. An important 
findingfinding was that 'expressing oneself more carefully' as a result of the taping procedure 
wass also regarded as an advantage. Possibly, this effect will diminish over time, as 
twoo physicians remarked. 

Onee physician was concerned that patients might give the tape to another physician; 
hee reported this as a possible disadvantage of the intervention. Indeed, two patients 
didd provide their general practitioner with the taped consultation. Both patients 
remarkedd that their GP was very enthusiastic about the tape, since they were now 
completelyy informed about their patient's situation. 

Thiss intervention took place at two busy outpatient clinics. Therefore, it was 
necessaryy to examine possible logistical difficulties. This intervention was relatively 
easyy to implement, which was underlined by the fact that four out of the six physicians 
didd not report any such difficulties. The present findings are reassuring; the 
implementationn of this novel approach to informing cancer patients is feasible, and 
iss appreciated. 

51 1 



Chapterr 2 

Thesee preliminary data, although positive, do not give insight into the factual 

effectivenesss of providing cancer patients with taped initial consultations. By means 

off  an experimental design, this issue needs to be investigated in a larger patient 

sample. . 
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Thee Roter Interaction Analysis System (RIAS) in oncological consultations 

II Introduction 

Communicationn between doctors and patients has attracted an increasing amount 
off  attention within health care studies over the last 25 years. Descriptive as well as 
experimentall  studies have tried to shed light on the communication process during 
medicall  encounters. Results from some of these studies indicate that certain aspects 
off  medical communication may have an influence on patients' satisfaction, adherence 
too treatment, recall and understanding of medical information, coping with the 
disease,, quality of life, and even state of health [1-10]. Nevertheless, the insight 
gainedd from these efforts is still limited [11]. Studying the interactive behaviors of 
doctorss and patients is essential in order to enhance the outcomes of patient care. 

Inn order to study communication between doctors and patients, social scientists 
havee developed observation instruments, called 'interaction analysis systems'. These 
systemss enable the methodic identification, categorization, and quantification of 
salientt features of doctor-patient communications [12]. A differentiation can be made 
betweenn 'cure' and 'care' oriented systems. Cure oriented systems are meant to 
capturee the instrumental (task focused) communication. 'Care' systems, on the other 
hand,, are meant to measure the more affective (socio-emotional) communication 
[1].. Besides the cure-care distinction, interaction analysis systems differ from each 
otherr with regard to their setting specificity (designed for analysing communication 
betweenn doctors and hospitalized patients, in an outpatient clinic or a general 
practitionerss setting), the observational strategy (coding from videotape, audiotape, 
directt observation or literal transcripts), and the channels of communicative behavior; 
applicablee to verbal, non-verbal behavior or both [11,12]. 

Severall  criteria play a role when selecting a system for the analysis of doctor-
patientt communication. Firstly, the interaction analysis system should capture both 
curee and care oriented behaviors, since communication researchers agree about 
thee importance of both in medical communication [1,2]. Secondly, an interaction 
analysiss system designed for coding directly from audio or videotape without using 
literall  transcripts or an electronic device is preferred since it allows coding of non-
verball  communication, such as intonation. Thirdly, easy to employ recorders are 
preferredd for practical reasons. Regular use of video cameras may be intrusive, 
especiallyespecially in an emotionally threatening situation such as an oncological setting. 
Fourthly,, the coding of consultations should not be too time consuming. Fifthly, the 
interactionn analysis system must have been tested for reliability and validity. 
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Thee Roter Interaction Analysis System (RIAS) meets these criteria and is one of 
thee most commonly used systems for analysing doctor-patient communication [13]. 
Itt is well documented [14], it proved to be reliable in the USA [6,15], the UK [16] and 
inn the Netherlands [1,2] and it was judged favorably in a comparison study [17]. 
Moree importantly, previous studies applying the RIAS have yielded data about the 
effectt of instrumental and affective behavior on the quality of care and patient 
satisfactionn [1,2]. The RIAS, however, is less suitable for determining the quality of 
doctor-patientt communication for individual consultations. The system is not 
originallyy developed to distinguish between a 'good' and a 'bad' consultation. Rather, 
thee data derived from studies using the RIAS could contribute to the development of 
aa theory regarding doctor-patient communication. 

Thee RIAS is derived from Bales' Interaction Process System. It consists of a detailed 
classificationn system which is meant to assign each recorded verbal utterance of 
bothh doctor and patient to a category. A verbal utterance is defined as the smallest 
meaningfull  and distinguishable speech segment, conveying only one thought or 
relatingg to one item of interest. This can be one single word or a lengthy sentence 
[6,14].. Thirty four categories are distinguished to classify physician communication 
andd 28 to classify patient communication [14]. Direct coding makes assessment of 
thee tonal qualities (voice tone, intonation) and emotional context of the visit possible. 
Besidess the coding of utterances, both doctor and patient are rated on five global 
affectt scales. These 6-point scales are meant to assess the following types of affect: 
anger/irritation,, anxiety/nervousness, dominance/assertiveness, interest/engagement, 
friendliness/warmthh [14]. 

Inn order to facilitate interpretation of the data, the behavioral categories were 
groupedd into clusters [18,19]. The four instrumental clusters were: giving directions, 
askingg questions, giving information, and counselling. Additional analyses of the 
affectivee cluster by Bensing [1] produced four socio-emotional factors, namely: social 
behavior,, verbal attentiveness, showing concern, and negative talk. 

Mostt studies using the RIAS examined the content of doctor-patient interactions in 
aa primary care, ambulatory care or general practitioners setting [1,2,7,18,19]. Only 
recently,, researchers have started to study communication between patients and 
medicall  specialists. It can, however, be expected that the content of these consulta-
tionss is different from doctor-patient communication in a general practice setting. 
Cancerr consultations, for instance, can be assumed to be more emotional. It concerns 
aa life threatening situation where complex decisions have to be made. Concerns, 
worriess and empathie statements are probably expressed to a greater extent by 
bothh oncologists and patients. In consultance with the author of the RIAS, it has 

58 8 



Thee Roter Interaction Analysis System (RIAS) in oncological consultations 

thereforee been decided to add a sixth scale 'signs of distress' to the global affective 
scaless for both patients and physicians. 

Inn a study by Waitzkin [20], it was found that the length of acquaintance between 
doctorss and patients was positively associated with doctors' information-giving 
behaviors.. According to this finding, one could expect general practitioners to be 
moree informative. In the same study, however, results indicated that patients with 
unfavorablee - although not necessarily fatal - prognoses tended to receive more 
informationn from their specialists [20]. Results from various studies have indeed 
shownn that cancer consultations are highly informative [16,21-24]. Oncologists are 
confrontedd with a type of illness which requires presentation of detailed information, 
besidess their expression of concern and empathy. 

Furthermore,, since cancer patients' need for information is high [24,25] it can be 
assumedd that cancer patients' information-seeking behaviors, in terms of question-
askingg [26], are higher than general practice patients. 

Finally,, the cancer consultation is probably less characterized by physicians' 
intentionss to persuade, influence or change patients' behaviors. General practitioners 
aree more often confronted with chronic illnesses, such as high blood pressure or 
diabetes.. Treatment of these illnesses often requires certain alterations in patients' 
lifestyles.. Consequently, GP's probably express more directive communication. 

Onee recent study in the UK evaluated the inter-coder reliability, the structure and 
contentt of the 'bad news' cancer consultation by applying the RIAS [16]. However, 
apartt from the reliability, the psychometric properties of the RIAS have not been 
evaluatedd in an oncological setting. 

Wee will therefore report two studies. The first study aims at investigating the 
RIAS':: a) feasibility b) inter-rater reliability, and c) content validity. 

Inn the second study we wil l evaluate the discriminant validity of the RIAS: 
communicationn during oncological consultations will be compared with com-
municationn between patients and general practitioners. The general practice 
consultationss were collected earlier by researchers from the NIVEL institute. Their 
dataa were made available for the purpose of evaluating the discriminant validity of 
thee RIAS. 

Onn the basis of previous research and our own experience, it is plausible to expect 
thatt oncologists: give more information, show less counselling (statements intending 
too persuade or influence the patient's behavior), are more verbally attentive 
(expressingg agreement or empathy, paraphrasing), and express more concern (worry 
orr optimism) as compared to general practitioners. 

Cancerr patients are expected to: ask more questions and express more concern 
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thann general practice patients. 
Regardingg the global affective scales it is expected that oncologists have a higher 

ratingg regarding the 'interest/engagement' and 'friendliness/warmth' scales as compared 
too general practitioners. Cancer patients are expected to have a higher rating regarding 
thee 'anxiety/nervousness' scale as compared to general practice patients. 

22 Method 

2.11 Sample 

Fivee gynaecologists (one woman, four men) and one (male) urologist recorded initial 
consultationss with cancer patients. Twenty-five consecutive patients (22 women, 
threee men) were included. The mean age was 55 years (range 28-83 years). The 
gynaecologicall  cancers concerned malignancies of the cervix, vulva, corpus, or ovary. 
Thee urological cancers were all prostate malignancies. All patients were recruited 
fromm outpatient clinics in the Academic Medical Center, Amsterdam. 

Duringg the recorded consultations, the following topics were usually discussed: 
reasonn for referral to a specialist, the specific aspects of the diagnosis, medical 
history,, findings of the physical examination, the proposed treatment policy - which 
iss usually surgery -, prognosis, side effects and other consequences of the treatment, 
consequencess for bladder and/or bowel function, sexuality, fertility and work. The 
physicall  examination which took place during these consultations was not recorded 
forr technical and privacy reasons. 

2.22 Instrument 

Thee Roter Interaction Analysis System was used to analyze the taped oncological 
consultations.. A sixth scale 'signs of distress' has been added to the global affective 
scaless for both patients and physicians. 

2.33 Procedure and analyses 

Afterr physicians informed their patients about the study, they asked for their consent. 
Whenn patients gave their consent, the physicians recorded their consultations using 
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twoo small Sony tape recorders: one tape for the patient to take home, one tape for 
thee researcher. 

Thee twenty-five consultations were coded independently by two raters. These raters 
receivedd the RIAS training by the original author (D.R.) of this system. This one-
weekk training consisted of: an introduction about the development of the RIAS, 
gettingg acquainted with the RIAS manual which gives a detailed description of all 
communicationn categories and 'rules of thumb', getting acquainted with the coding 
forms.. Then, six American audiotaped consultations - together with their complete 
transcriptss and correct codes - were used for training purposes. The original manual 
114]]  was used for analysing our oncological consultations. 

Sincee the RIAS was not developed originally to classify communication of three 
speakers,, only contributions of physicians and patients were analyzed. 'Simultaneous 
communication'' was classified separately for each speaker. 

Too assess the feasibility of the RIAS, the raters recorded both the length and the 
codingg time of the taped consultations. 

Forr further statistical analyses, sumscores were calculated by adding all utterances 
(inn the form of tallies) within each behavioral category. Firstly, a two-sample t-test 
wass performed to determine whether there was a difference between the mean 
numberr of utterances for both raters. Secondly, difference scores were calculated 
betweenn both raters for all categories and clusters. Thirdly, Spearman Correlation 
Coefficientss between both raters were calculated per category and per cluster. 

Too evaluate the content validity of the RIAS, it was determined whether all 
utterancess could be classified and if coding conflicts occurred. Finally, it was 
registeredd if there were categories which were never or rarely used. 

33 Results 

3.11 The feasibility of the RIAS: coding time 

Thee RIAS manual states that the 'average time for coding an encounter is usually 
doublee the duration of the consultation. In our study the mean duration of the 
recordedd consultations was 10.5 minutes (sd=3.3). The average coding time was 
47.22 minutes for rater 1, and 52.4 minutes for rater 2. In other words, coding time 
wass about five times the duration of the consultation. 

Itt was also observed by the raters that the presence of a spouse or other family 
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memberr during the consultation influenced the feasibility of coding. Communication 

betweenn speakers sometimes took place simultaneously. This made coding more 

complexx since the communication was less audible. Especially when the doctor and 

thee patient were of the same sex, their voices became more difficult to distinguish. 

3.22 The inter-rater reliability of the RIAS 

Thee mean total number of utterances per consultation was nearly identical for both 

ra ters,, namely 219.2 (sd=113.3) for rater 1, and 216.8 (sd=114.2) for rater 2 

(t(48)=.07,, p=.94). The median of the difference scores for the total number of 

utterancess for both raters was -2 (range: -21 to 10). 

Forr eight RIAS categories and one global affective scale the raters did not differ in 

theirr rat ings. These were: physician gives compliments, physician expresses 

disapproval,, physician gives reassurance, patient gives personal remarks/social 

conversation,, patient gives direction/orientation, patient asks for repetition, patient 

Tablee la. Inter-rater correlation coefficients (r) for physician and patient regarding the 
instrumentall  (task) clusters and categories (N=25) 

Instrumentall  clusters and categories r physician r patient 

Directions: : 
orientationss and/or instructions 

Question-askingg (closed and open-ended): 
medicall  condition (closed/open) 
therapeuticc regimen (closed/open) 
lifestylee (closed/open) 
psychosociall  feelings (closed/open) 
otherr (closed/open) 

Note:: all questions are open-ended for patients 

Information-giving : : 
medicall  condition 
therapeuticc regimen 
lifestyle,, psychosocial feelings 
other r 

Counsellingg (persuasion): 
medicall  condition, therapeutic regimen 
lifestyle,, psychosocial feelings 

*emptyy category 
**providerr category only 

.90 0 
.90 0 

.96 6 
1.000 /.88 
.83/ / 
.94/ / 
.69/ / 

68 8 
80 0 
89 9 

1.00/* * 

.98 8 

.99 9 

.98 8 

.91 1 

.94 4 

.98 8 
.87 7 
1.00 0 

* * 
* * 

.95 5 

.91 1 

.93 3 

.72 2 

.60 0 
1.00 0 

.99 9 

.98 8 

.79 9 

.93/.90 0 

.89 9 

** * 

** * 
** * 
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askss for information other than medical/therapeutical, patient asks for services and 

signss of distress by physician (global affective scale). 

Thee eight RIAS categories which showed the largest range of difference scores 

betweenn rater 1 and rater 2 were: physician transitions (median: - 1, range: -22 to 

2),, physician gives information about lifestyle and psycho-social feelings (median: 

0,, range: -1 to 18), showing agreement and understanding by the patient (median: 

0,, range: -4 to 12), patient transitions (median: 0, range: -7 to 2), physician gives 

therapeuticall  information (median: - 1, range: -6 to 2), unintelligible communication 

byy patient (median: 0, range: -4 to 4), physician gives medical information (median: 

0,, range: -4 to 3), and physician shows agreement and understanding (median: 0, 

range:: -2 to 4). 

Forr physician-communication, the inter-rater correlations ranged from .68 to 1.00 

forr the RIAS categories, and from .86 to .99 for the clusters (see table l a and lb). 

Concerningg patient-communication, the inter-rater correlations ranged from .60 to 1.00 

forr the RIAS categories, and from .76 to .99 for the clusters (see table l a and lb). 

Tablee lb. Inter-rater correlation coefficients (r) for physician and patient regarding the 
affectivee (socio-emotional) clusters and categories (N=25) 

Affectivee clusters and categories r physician r patient 

Sociall  behavior: 
personall  remarks 
friendlyy jokes (laughter) 
approval l 
compliments s 

Verball  attentiveness: 
agreement,, showing understanding 
paraphrasing,, checking 
empathy,, legitimizing 

Showingg concern: 
concern,, worry 
reassurance,, optimism 

Negativee talk: 
disapproval l 
criticism m 

*emptyy category 

.86 6 

.82 2 

.88 8 

.90 0 
1.00 0 

.99 9 

.99 9 

.93 3 

.85 5 

.96 6 

.91 1 

.97 7 

.87 7 
1.00 0 
* * 

.97 7 
1.00 0 
1.00 0 
.69 9 
.72 2 

.99 9 
.99 9 
.91 1 
* * 

.94 4 

.95 5 

.79 9 

.76 6 

.80 0 

.83 3 
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Tablee 2. Inter-rater correlation coefficients for physician and patient regarding the 
globall  affect scales (N=25) 

Dimensions s 

anger/irritation n 
anxiety/nervousness s 
dominance/assertiveness s 
interest/engagement t 
friendliness/warmth h 
signss of distress 

Physician n 

1.00 0 
1.00 0 
.88 8 
.68 8 
.55 5 

1.00 0 

Patient t 

.80 0 

.84 4 

.83 3 

.86 6 

.75 5 

.80 0 

Forr the global affective rating scales, the inter-rater correlations ranged from .55 
too 1.00 for the physician ratings, and .75 to .86 for the patient ratings (see table 2). 

3.33 The content validity of the RIAS: categories missing or 
never/rarelyy used 

Alll  utterances of both oncologists and cancer patients during the consultation could 
bee classified in one of the RIAS categories; these categories covered the contents of 
thee consultations adequately. 

Classificationn for some utterances was, however, questionable. Coding conflicts 
occurredd where two different categories seemed appropriate. This concerned mainly 
affectivee utterances expressing concern or optimism. Statements of doctors and 
patientss frequently contained medical information as well as affective communication. 
Forr example "Am I going to die?" could either be coded as 'patient asks medical 
question'' or 'patient shows concern'. However, one of the 'rules of thumb' reported 
inn the Roter manual states that "if a decision must be made between categorizing an 
utterancee in an instrumental or affect category, the affect category should be used" 
[14,, p.3]. 

Secondly,, a category to classify patient's crying is lacking in the RIAS. This affective 
behaviorr was classified in the 'expressing concern or worry' category. Since crying 
cann not truly be considered a verbal utterance it was difficult to determine how 
manyy tallies to place in this category. The added affective rating on the 'signs of 
distress'' scale compensated for this shortcoming. 

Thirdly,, some categories were never or rarely used. The categories which were 
neverr used were: 'asking for opinion' and 'asking for reassurance' by the oncologist 
andd 'giving directions/orientation' by patients. The rarely used categories were: 
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'expressingg criticism or disapproval' by both oncologists and patients, 'bids for 
repetition'' by oncologists and patients, and 'asking for services' by patients. 

44 METHOD 

4.11 Samples 

4.1.14.1.1 Oncological sample 
Fivee gynaecologists (one woman, four men), two medical oncologists (one woman, 
onee men), and one (male) urologist recorded initial consultations with cancer patients 
forr the second study. Eligible were patients who had been referred for an initial 
discussionn of possible treatment, and who gave their informed consent. All recordings 
tookk place at outpatient clinics in the Academic Medical Center, Amsterdam. Exclusion 
criteriaa were inability to speak, read or write the Dutch language and obvious 
psychopathology. . 

Sixtyy consecutive cancer patients comprised the sample: 12 men and 48 women. 
Off  the 48 women, 39 were gynaecology patients and nine were medical oncology 
patients.. Of the 12 male patients, three were urology patients and nine were medical 
oncologyy patients. The mean age was 54 years (sd=17.9). The gynaecological cancers 
includedd malignancies of the vulva, cervix, corpus, or ovary. The urological cancers 
weree all prostate malignancies. The medical oncology patients were diagnosed with 
carcinomaa of the testis, bladder, liver, pancreas, oesophagus, colon, or breast. 

Duringg the recorded consultations the following topics were usually discussed: 
reasonn for referral to a specialist, the specific aspects of the diagnosis, medical 
history,, findings of the physical examination, the proposed treatment policy, type of 
medication,, side effects, prognosis, consequences of the treatment such as fatigue, 
consequencess for bladder and/or bowel function, vomiting, skin irritation, hair loss, 
sexuality,, fertility and work. The physical examination which took place during 
thesee consultations was not recorded for technical and privacy reasons. 

4.1.24.1.2 General practice samples 
Forr the comparison with non-oncological consultations, data from three different 
generall  practice samples were available: 329 random-GP consultations, 103 patients 
diagnosedd with hypertension and 65 patients who visited their doctor primarily for 
aa gynaecological problem (in principle non-malignant). 
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Thee mean age of the patients from the random-GP consultations was 49 years 
(sd=16.6).. This sample consisted of 98 men and 168 women (for 86 patients data 
aboutt age were missing; for 63 patients data about sex were missing). Patients were 
recruitedd consecutively. Fifteen general practitioners (two women, 13 men) recorded 
theirr consultations. 

Thee mean age of the patients diagnosed with hypertension was 58 years (sd=14.9). 
Thiss sample consisted of 36 men and 67 women, recruited consecutively. Seventeen 
malee general practitioners were included. 

Thee mean age of the gynaecology population was 36 years (sd=13.4). These patients 
weree recruited consecutively. Seventeen general practitioners (11 women, six men) 
tapedd their consultations. 

4.22 Instrument 

Thee RIAS was used for analysing consultations. Several categories which were not 
includedd in either the instrumental or affective clusters were all comprised in the 
'miscellaneous'' cluster: asking for reassurance, transitions, bid for repetition, asking 
forr understanding, asking for opinion, asking for services by the patient. Unintelligible 
utterancess were regarded as missing values. 

Forr the oncological sample, a sixth scale 'signs of distress' was added to the global 
affectivee scales for both patients and physicians. 

4.33 Procedure and analyses 

Thee oncological consultations were taped as part of a larger randomized experimental 
studyy investigating the efficacy of providing patients with audiotapes of their oncological 
consultations.. The general practice consultations were collected earlier by researchers 
fromm the NIVEL institute. Their data were made available for comparison with our 
oncologicall  sample. 

Bothh the oncological consultations and the random GP consultations were analyzed 
byy two coders. The hypertension sample was analyzed by one coder; the gynaecology 
samplee by three coders. The oncological consultations were coded from audiotape. 
Thee coding of the general practice consultations took place from videotape, which 
madee it possible to register visual cues as well. 

Forr the overall statistics, the relative contribution of both physicians and patients 
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too the consultation was calculated for all samples. For every consultation, the 
contributionn of physicians and patients was calculated in terms of percentages instead 
off  counts. These percentages were then averaged over all consultations to determine 
thee 'mean percentages per RIAS clusters'. Finally, the 'total instrumental', 'total 
affective',, 'miscellaneous' and 'missing' percentages for both physicians and patients 
inn each sample were added. Also, two-sample t-tests (Levene's Test for Equality of 
Variances)) were performed to determine possible differences between samples 
regardingg the mean number of utterances per consultation. 

Inn order to determine the discriminant validity of the RIAS, the mean percentages 
andd standard deviation of the clusters were calculated. Since we formulated plausible 
expectationss rather than strong hypotheses, two-tailed t-tests were carried out to 
identifyy differences in communicative behaviors between the four samples. 

Finally,, the mean ratings of the global affective scales were computed. Because of 
thee skewness of the data, Mann-Whitney U tests were carried out to identify whether 
differencess in affect between samples were according to the expectations formulated. 

Too correct for multiple testing, the Bonferroni correction was used. Therefore, the 
p-valuee was set on p < .001. All statistical analyses were performed by using SPSS 
forr Windows 6.0.1. 

55 Results 

5.11 Overall statistics 

Fromm table 3. it can be seen that the oncological consultation was physician-dominated: 
oncologistss contributed exactly 60 percent to the consultation whereas patients' 
contributionn was 40 percent. In the three general practice samples the contribution of 
physicianss and patients was more balanced: general practitioners contributed between 
49.22 and 54.3 percent, and patients between 45.7 and 50.8 percent. 

Thee mean number of utterances per consultation was 322.8 (sd=137.4) for the 
oncologicall  sample, 246 (sd=134.6) for the random-GP sample, 284.6 (sd=177.4) for 
thee hypertension sample, and 331.9 (sd=149.2) for the gynaecology sample. The 
meann number of utterances per consultation was higher for the oncological sample 
thann the random GP sample (t=4.05, df=387, p<.001). There were no differences 
foundd between the oncological sample and hypertension sample and the gynaeco-
logicall  sample. 
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Tablee 3. Mean % and standard deviation (sd) of instrumental and affective clusters physiciai 

Instrumentall  clusters physician 
Directions s 
Questions s 
Information n 
Counselling g 

Totall  instrumental physician 

Instrumentall  clusters patient: 
Directions s 
Questions s 
Information n 
Counselling g 

Totall  instrumental patient 

Affectivee clusters physician: 
Sociall  behavior 
Verball  attentiveness 
Showingg concern 
Negativee talk 

Totall  affective physician 
Miscellaneous s 
Missing g 

Affectivee clusters patient: 
Sociall  behavior 
Verball  attentiveness 
Showingg concern 
Negativee talk 

Totall  affective patient 
Miscellaneous s 
Missing g 

Total: : 

Oncological l 

:: mean % 
2.6 6 
7.8 8 
21.6 6 
1.2 2 
33.2 2 

0.0 0 
1.8 8 
15.2 2 
provider r 
17.0 0 

1.1 1 
16.7 7 
3.1 1 
0.0 0 
20.9 9 
5.6 6 
0.3 3 

1.3 3 
15.6 6 
2.4 4 
0.1 1 
19.4 4 
1.9 9 
1.7 7 
100 0 

samplee (N=60) 

(sd) ) 
(1.4) ) 
(5.5) ) 
(10.9) ) 
(1.3) ) 

(0.1) ) 
(1.5) ) 
(8.9) ) 

categoryy only 

(1.0) ) 
(6.1) ) 
(2.3) ) 
(0.1) ) 

(4.3) ) 
(0.6) ) 

(1.4) ) 
(8.0) ) 
(2.4) ) 
(0.2) ) 

(1.4) ) 
(1-7) ) 

Random-GPP sampl 

meann % 
6.2 2 
7.1 1 
10.8 8 
4.7 7 
28.8 8 

1.0 0 
1.7 7 
23.6 6 

BB (N=329) 

(sd) ) 
(4.0)* * 
(3.9) ) 
(5.9)* * 
(3.8)* * 

(1.4)* * 
(1.5) ) 
(8.0)* * 

providerr category only 
26.3 3 

3.6 6 
13.2 2 
2.0 0 
0.1 1 
18.9 9 
4.9 9 
0.8 8 

4.1 1 
9.1 1 
3.9 9 
0.2 2 
17.3 3 
2.3 3 
1.0 0 
100 0 

(3.0)* * 
(5.9)* * 
(2.0) ) 
(0.4) ) 

(2.7) ) 
(2.0) ) 

(3.9)* * 
(4.1)* * 
(3.3) ) 
(0.7) ) 

(1.6) ) 
(1.8) ) 

Note:alll  GP-samples were tested against the oncological sample; * p < .001. 

5.22 Differences in communicative behaviors between oncologists and 
generall  practitioners 

Thee expectations regarding oncologists' instrumental behaviors were confirmed. 

Tablee 3 shows that oncologists gave more information than the GP's in the random-

GPP sample (t=7.52, df=65.43, p<.001), the hypertension sample (t=9.53, df=71.84, 

p<.001)) and the gynaecology sample (t=-.67, df=86.39, p<.001). As expected, 

oncologistss gave less counselling statements than the GP's in the random-GP sample 

(t=-13.41,, df=283.43, p<.001), the hypertension sample (t=-12.64, df=133.75, p<.001) 
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ii  patients for all samples 

Hypertensionn sample (N=103) Gynaecological sample (N=65) 

meann % 
4.8 8 
5.4 4 
7.5 5 
6.5 5 
24.2 2 

0.5 5 
2.6 6 
25.1 1 
provider r 
28.2 2 

3.8 8 
14.4 4 
2.2 2 
0.3 3 
20.7 7 
3.7 7 
0.6 6 

4.3 3 
9.6 6 
4.2 2 
0.4 4 
18.5 5 
3.3 3 
0.8 8 
100 0 

(sd) ) 
(3.1)* * 
(2.9) ) 
(4.7)* * 
(3.9)* * 

(0.7)* * 
(1.8) ) 
(8.3)* * 

categoryy only 

(3.3)* * 
(6.0) ) 
(1.8) ) 
(0.6)* * 

(2.6) ) 
(2.3) ) 

(5.2)* * 
(3.9)* * 
(2.3)* * 
(0.8)* * 

(2.3) ) 
(1.5) ) 

meann % 
6.2 2 
7.1 1 
14.3 3 
5.1 1 
32.7 7 

0.4 4 
2.0 0 
23.4 4 
provider r 
25.8 8 

3.1 1 
11.8 8 
1.6 6 
0.1 1 
16.6 6 
4.2 2 
0.8 8 

3.2 2 
11.4 4 
2.4 4 
0.1 1 
17.1 1 
1.6 6 
1.2 2 
100 0 

(sd) ) 
(4.8)* * 
(3.0) ) 
(5.6)* * 
(3.4)* * 

(0.5)* * 
(1.3) ) 
(7.0)* * 

categoryy only 

(3.3)* * 
(4.1)* * 
(2.2)* * 
(0.2) ) 

(2.2) ) 
(1.2) ) 

(3.2)* * 
(4.0)* * 
(2.2) ) 
(0.2) ) 

(1.3) ) 
(2.0) ) 

andd the gynaecology sample (t=8.87, df=82.88, p<.001). 
Withh respect to physicians' affective behaviors, both expectations were partially 

confirmed.. Oncologists were more verbally attentive than GP's in the random-GP 
samplee (t=4.25, df=387, p<.001), and the gynaecology sample (t=-5.35, df=93.33, 
p<.001).. No differences between oncologists and GP's in the hypertension sample 
weree found. Also, oncologists expressed more concern than the GP's in the 
gynaecologyy sample (t=-4.28, df=97.83, p<.001). There were no differences found 
betweenn oncologists and GP's in both the random and hypertension sample. 

Fromm table 3 it can be seen that, apart from the expectations formulated, physicians 
differedd from each other regarding other clusters as well. Post-hoc comparisons 
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showedd that oncologists gave least directive statements as compared to GP's in the 
random-GPP sample (t=-12.24, df=252.95, p<.001), the hypertension sample (t=-6.13, 
df=155.15.. p<.001), and the gynaecology sample (t=5.68, df=76.63t p<.001). 

Oncologistss also showed less social behavior compared to GP's in the random-GP 
samplee (t=-11.41, df=265.91, p<.001), the hypertension sample (t=-7.71, df=133.16, 
p<.001),, and the gynaecology sample (t=4.86, df=79.37, p<.001). In addition, 
oncologistss expressed less negative talk compared to GP's in the hypertension sample 
(t=-4.31,, df=116.24, p<.001). 

5.33 Differences in communicative behaviors between cancer patients 
andd general practice patients 

Thee expectation regarding the instrumental behaviors of cancer patients was not 
confirmed.. Table 3 shows that cancer patients did not ask more questions than 
patientss in the random-GP sample (t=0.40, df=387, p=0.691), hypertensive patients 
(t=-2.89,, df=161, p=0.004), and gynaecology patients (t=0.97, df=123, p=0.332). 

Thee expectation regarding the affective behaviors of cancer patients was also not 
confirmed.. Rather, patients in the hypertension sample showed more concern than 
cancerr patients (t=-4.56, df=161, p<.001). No differences between cancer patients 
andd patients in the random-GP sample and gynaecology sample were found. 

Fromm table 3 other differences between the patient samples can be noticed. Post-
hocc comparisons indicated that cancer patients were least directive as compared to 

Tablee 4a. Median and range of the global affective scales of physicians for all samples 

Oncologicall  sample (N=60) Random-GP sample (N=329) 

Affectivee scales physicians: 
anger/irritation n 
anxiety/nervousness s 
dominance/assertiveness s 
interest/engagement t 
friendliness/warmth h 
signss of distress 

median n 
1.0 0 
1.0 0 
4.0 0 
4.0 0 
4.0 0 
1.0 0 

range e 
[1-1] ] 
[1-1] ] 
[3-5] ] 
[2-6] ] 
[2-5] ] 
[1-2] ] 

mediann range 
1.00 [1-5] 
1.00 [1-5] 
5.00 [2-6]* 
5.00 [1-6]* 
5.00 [1-6]* 
oncologicall  rating only 

Notee 1: with respect to the scales measuring anger/irritation, anxiety/nervousness, and 
signss of distress, 'normal or average' affect is rated as 1 or 2. 
Regardingg dominance/assertiveness, interest/engagement, friendliness/warmth, 
aa rating of 3 or 4 is considered 'normal or average' affect. 

Notee 2: all GP-samples were tested against the oncological sample; * p < .001 
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patientss in the random-GP sample (t=-11.51, df=349.47, p<.001), hypertensive 
patientss (t=-5.91, df=l 10.72, p<.001), and gynaecology patients (t=6.45, df=72.08, 
p<.001).. Cancer patients also gave less information than patients in the random-GP 
samplee (t=-7.23, df=387, p<.001), hypertensive patients (t=-7.00, df=161, p<.001), 
andd gynaecology patients (t=5.68, df=l 12.61, p<.001). 

Likee oncologists, cancer patients showed less social behavior than patients in the 
random-GPP sample (t=-9.99, df=246.80, p<.001), hypertensive patients (t=-5.62, 
df=126.78,, p<.001), and gynaecology patients (t=4.33, df=89.29, p<.001). However, 
cancerr patients were more verbally attentive than the patients in the random-GP 
samplee (t=6.22, df=64.74, p<.001), hypertensive patients (t=5.48, df=75.37, p<.001), 
andd gynaecology patients (t=-3.68, df=86.18. p<.001)). They also expressed less 
negativee talk as compared to hypertensive patients (t=-3.43, df=l28.19, p<.001). 
Theree were no differences found regarding expression of negative talk between 
cancerr patients, random GP-patients and gynaecology patients. 

5.44 Differences in global affect between oncologists and general 
practitioners s 

Tablee 4a shows the median and range of the global affective scales of physicians for 
alll  samples. The expectations regarding oncologists' global affect were not confirmed. 
Rather,, physicians in both the random-GP sample and the gynaecology sample had 
aa higher rating on the interest/engagement scale compared to the oncologists 

Hypertensionn sample (N=103) Gynaecological sample(N=65) 

median n 
5.0 0 
5.0 0 
2.0 0 
4.0 0 
4.0 0 

range e 
[1-6]* * 
[2-6]* * 
[1-5]* * 
[1-6] ] 
[1-6] ] 

oncologicall  rating only 

mediann range 
1.00 [1-3] 
1.00 [1-3] 
5.00 [3-6]* 
5.00 [4-6]* 
5.00 [3-6]* 
oncologicall  rating only 
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Tablee 4b. Median and range of the global affective scales of patients for all samples 

Oncologicall  sample (N=60) Random-GP sample (N=329) 

Affectivee scales patients: 
anger/irritation n 
anxiety/nervousness s 
dominance/assertiveness s 
interest/engagement t 
friendliness/warmth h 
signss of distress 

median n 
1.0 0 
1.5 5 
3.0 0 
4.0 0 
3.0 0 
2.0 0 

range e 
[1-2] ] 
11-51 1 
[1-5] ] 
[2-5] ] 
[2-5] ] 
[1-5] ] 

mediann range 
1.00 [1-5] 
2.00 [1-6] 
4.00 [2-6]* 
5.00 [2-6]* 
4.00 [2-6]* 
oncologicall  rating only 

Notee 1: with respect to the scales measuring anger/irritation, anxiety/nervousness, and 
signss of distress, 'normal or average' affect is rated as 1 or 2. 
Regardingg dominance/assertiveness, interest/engagement, friendliness/warmth, 
aa rating of 3 or 4 is considered 'normal or average' affect 

Notee 2: all GP-samples were tested against the oncological sample; * p < .001. 

(random-GPP sample: median 5 vs 4, Z=-5.9, p<.001; gynaecology sample: median 5 
vss 4, Z=-6.2, p<.001). There was no difference between oncologists and the GP's in 
thee hypertension sample regarding this affective scale. Also contrary to our 
expectation,, physicians in the random-GP sample and gynaecology sample had a 
higherr rating on the friendliness/warmth scale as compared to the oncologists 
(random-GPP sample: median 5 vs 4, Z=-5.0, p<.001; gynaecology sample: median 5 
vss 4, Z=-6.3, p<.001). There was no difference regarding oncologists and GP's in the 
hypertensionn sample. 

Post-hocc comparisons indicated that, besides the expectations formulated, all other 
differencess in affect between physician samples were statistically significant. 

5.55 Differences in global affect between cancer patients and general 
practicee patients 

Tablee 4b shows the median and range of the global affective scales of patients for all 
samples.. The expectation concerning cancer patients' ratings for the anxiety/ 
nervousnesss scale was not confirmed. Hypertensive patients had higher ratings 
comparedd to cancer patients (median 4 vs 1.5, Z=-8.3, p<.001). There was no 
differencee regarding this type of affect for cancer patients and both patients in the 
randomm GP-sample and gynaecology patients. 

Apartt from the expectations tested, it can be seen from table 4b. that cancer 
patientss differed from general practice patients regarding other affective dimensions. 
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Hypertensionn sample (N=103) Gynaecological sample (N=65) 

median n 
5.0 0 
4.0 0 
3.0 0 
5.0 0 
4.0 0 

range e 
[1-6]* * 
[1-61* * 
[1-6] ] 
[2-6]* * 
[1-6]* * 

oncologicall  rating only 

mediann range 
1.00 [1-4] 
1.00 [1-5] 
4.00 [2-6]* 
5.00 [4-6]* 
5.00 [3-6]* 
oncologicall  rating only 

Post-hocc comparisons showed that, besides the expectation formulated, most other 
differencess in affect between patient samples were statistically significant. There 
weree no differences regarding the anger/irritation scale between cancer patients 
andd both patients in the random GP-sample and gynaecology patients. There was 
alsoo no difference regarding the dominance/assertiveness scale between cancer 
patientss and hypertensive patients. 

66 Discussion 

Inn this paper, we presented two studies in which the psychometric properties of the 
Roterr Interaction Analysis System (RIAS) were investigated in an oncological setting. 
Wee undertook the first study to examine the feasibility, inter rater-reliability and 
contentt validity of the RIAS. The second study was aimed at evaluating the 
discriminantt validity of the RIAS. 

Thee results of the first study showed that the coding of taped oncological 
consultationss was more time consuming than indicated by Roter [14]. The Roter 
manuall  reports that coding time is about double the duration of the consultation. In 
ourr study, coding time was about five times the duration of the consultation. This 
findingfinding is consistent with a Dutch study by Bensing [1], for which the average coding 
timee was even higher. It could be hypothesized that translation of Dutch utterances 
intoo the English RIAS categories took extra time. Another explanation for the longer 
codingg time in our study, could be the oncological setting. In almost all cases there 
weree more than two people present, which made communication more difficult to 
distinguish.. The fact that Bensing, using GP-samples, also found coding more time 
consumingg challenges this explanation. Getting more familiarized with the RIAS 
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manuall  over time, however, seemed to reduce coding time. Nevertheless, in general, 
thee process of keeping tallies for each utterance is time consuming and attention 
demanding.. In all likelihood, a computerized version of the RIAS would enhance the 
feasibilityy of coding (see Appendix I). 

Thee inter-rater correlations of the RIAS proved to be high. This holds true for the 
individuall  RIAS categories, the RIAS clusters, and to a lesser extent, the global 
affectivee scales. Since the affective scales are subjective in nature and thus can not 
bee classified according to fixed coding rules, a lower reliability can be expected. All 
previouss studies using the RIAS reported a high inter-rater reliability. Because of 
thee skewness of the data concerning the under-utilized categories, most researchers 
reportedd Pearson correlations for frequently used categories only. For example, 
HallHall et al. [18] reported inter-rater reliability for 17 out of 62 categories, Roter et al. 
[15]]  for 21 physician categories and 11 patient categories, and Ford et al. [16] for 15 
categories.. In our study we calculated the reliability for all categories by means of 
thee Spearman Rank Correlation Coefficient, which is less sensitive for deviations 
fromm normality. For reasons of comparability with other studies, however, we also 
calculatedd Pearson Correlations for these categories. It appeared that both correlation 
coefficientss showed high reliability although the Spearman Rank correlations were 
slightlyy lower on average. We decided that, from a methodological point of view, 
Spearmann Correlations were more appropriate to report. 

Itt can be questioned, however, whether calculating correlation coefficients for 
categoriess and clusters, is the way to determine the inter-rater reliability of the 
RIAS.. It would probably be more suitable to determine the congruence in categorizing 
perr utterance and afterwards calculating a coefficient such as Cohen's Kappa. This 
iss only possible, however, if information about the sequence of the categorizing 
processs is known. At the moment, a computerized version of the RIAS is available in 
whichh sequential information is kept (see Appendix I). Still, one problem remains. 
Thiss concerns the fact that there are two decisional tasks when applying the RIAS. 
Onee task means deciding what fragment of the consultation comprises exactly one 
utterance.. The other task relates to deciding in which category an utterance should 
bee classified. Our study results showed that the congruence between the number of 
utterancess distinguished is high. However, the number of utterances within a 
consultationn distinguished by the two raters is not exactly equal. This is, however, 
necessaryy for determining the inter-rater reliability following the method described 
above.. Therefore, predefining the content of each utterance (and therefore the 
number)) is a prerequisite for determining Cohen's Kappa. The agreement about 
whichh utterances (number and content) are to be distinguished can then be 
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determinedd separately. 
Anotherr topic that relates to the inter-rater reliability is the analysis on cluster 

level.. Although Roter distinguishes 62 categories in her original system [14], these 
categoriess are not the relevant units of analyses in studies applying the RIAS 
[6,7,15,16,18].. The categories are always merged into clusters. These clusters are 
thenn used to describe the content of the conversation and the relations with other 
(outcome)) variables. Therefore, it seems more meaningful to determine the inter-
raterr reliability per cluster than per category. This will result in even higher 
correlationn coefficients and also solve the problem of handling rarely used categories. 
Nevertheless,, a complicating factor is that different researchers distinguish different 
RIASS clusters. For reasons of comparability it would be convenient that standard 
clusterss are used. On the other hand, a standardized instrument could be less relevant 
forr certain research aims. Standardization of clusters could undermine the flexible 
naturee of the RIAS, and thus limit the exploration of new or alternative theoretical 
approaches.. These aspects have to be weight carefully. 

Becausee of our dissatisfaction with the correlations as an indicator of the inter-
raterr reliability, we also calculated difference scores per category for the two raters. 
Thesee findings indicated that there were considerable differences between the raters. 
Especially,, for the categories 'physician transitions' and 'physicians giving information 
aboutt lifestyle and psycho-social feelings' there were instances of large differences 
betweenn the coders (difference scores of 22 and 18). Both the Pearson and Spearman 
correlationss varied between .83 and 1.00 for categories which showed the highest 
differencee scores. This finding strengthens our opinion that these correlations can 
bee misleading when calculating the reliability of the RIAS. 

Regardingg the content validity of the RIAS, all utterances of both oncologists and 
cancerr patients could be classified. Nevertheless, coding conflicts occurred concerning 
classificationn of affective utterances expressing concern and optimism categories. 
However,, since these two categories comprise one affective cluster 'expressing 
concern'' it is not problematic when analysing on cluster level. The inclusion of a 
separatee category for patient's crying might be useful, although the added global 
affectivee scale 'signs of distress' could also reflect this emotional type of behavior. 
Remarkablee was, however, that scores on the 'signs of distress' scale were rather 
low.. This challenges the need for an extra communication category. Also, an additional 
categoryy for 'crying' would not solve the problem of determining how many tallies 
too place in this category. 

Onn closer examination of the global affective scales, it is striking that there is very 
littl ee variance. Moreover, there is no variance concerning thee scales 'anger/irritation' 
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andd 'anxiety/nervousness' of the physician: all ratings are exactly the same. This 
seriouslyy challenges the usefulness of these scales within oncology samples. However, 
inn a previous study by Bensing [1], the global affective ratings proved to have the 
greatestt predictive power in quality assessments of care in a general practitioners 
sample.. It is plausible that these results can partly be attributed to the use of video 
insteadd of audiotaped consultations in the GP-samples; previous studies have reported 
thatt 55% of affective communication is transferred by visual cues, eye-contact, body 
positioning,, etc. [1]. Besides, the affective scales appear to have discriminant validity 
inn this study with respect to GP-samples. Therefore, it seems that one has to be 
carefull  with omitting these scales altogether. 

Ann oncology-specific modification of the RIAS could consist of a three-way coding 
system,, with additional communication categories for the patient's partner and/or 
otherr relatives. The RIAS manual states that 'if a third party is present, the rater 
shouldd briefly describe the role that this third person plays, including length of time 
presentt and degree of involvement' [14]. However, in our oncological sample almost 
alll  patients were accompanied by a family member. This third person was usually 
presentt during the entire consultation (except for the physical examination), and 
oftenn contributed to the consultation to a considerable degree. A revised three-way 
RIASS system has already been developed for a paediatric setting [27]. Likewise, 
Butoww et al. [28] have developed a computerized interaction analysis system which 
allowss for coding of a third party present. 

Somee RIAS categories were never or rarely used. It could be hypothesized that the 
'askingg for opinion by the physician' category is more appropriate for a general practice 
setting.. The same probably holds true for 'giving directions' and 'asks for services' by 
thee patient. These categories seem less relevant for an oncological setting. However, 
forr comparison purposes these categories should not be excluded. Also, these categories 
themselvess carry significance. They could, for instance, function as important markers 
forr change towards a more 'patient-centered' model of medical care. 

Cautionn is needed when interpreting the results of the second study. First of all, 
thee four samples are quite different in terms of age and sex. The communication 
differencess found between the oncological sample and the three general practice 
sampless could be attributed to these socio-demographic variations. Second, our 
oncologicall  patients can not be considered a representative sample in terms of sex, 
age,, and tumor sites. Most cancer patients (39/60) were recruited from the 
gynaecologyy outpatient clinic; women were therefore over-represented in the 
oncologicall  sample. 

Thee results of the second study showed that most expectations regarding differences 
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inn physician communication were confirmed. Oncologists gave more information 
andd were less persuasive than general practicioners in all samples. Oncologists 
weree also more verbally attentive in two out of three comparisons, and expressed 
moree concern in one out of three comparisons. Post-hoc comparisons yielded 
additionall  differences between physicians. As mentioned earlier, most cancer patients 
weree accompanied by a family member who contributed to the consultation to a 
considerablee degree. Information-giving by the oncologists could be a result of 
questionss asked by a relative. Since we chose to only analyze doctor-patient 
communication,, this assumption can not be verified. The fact that the physical 
examinationn was not recorded in our oncology sample could have resulted in an 
under-representationn of directive statements by oncologists. Oncologists also 
expressedd less social behaviors as well as negative talk. In all likelihood, the often 
longer-existingg and on-going relationship between general practitioners and patients 
hass led to a more egalitarian relationship. This type of relation probably facilitates 
expressionn of these behaviors, both positive and negative affect. 

Thee expectations regarding patient communication were not confirmed. Cancer 
patientss did not ask more questions and did not express more concern as compared 
too general practice patients. The fact that all cancer patients were referred by another 
physiciann could perhaps explain why they did not ask more questions; these patients 
alreadyy received some information about their diagnosis and treatment from their 
referringg physician. Also, oncologists were more informative than general practitioners 
whichh may have resulted in less question-asking by cancer patients. Patients' 
experiencess with their illness may also have an effect on question-asking. As compared 
too newly diagnosed cancer patients, patients suffering from a chronic disease may be 
moree assertive in question-asking since they have the benefit of a long-gained 
experiencee with their condition. Their achieved knowledge may function as a 'cognitive 
frame'' from which they derive additional questions. This may account for the higher 
numberr of questions from hypertensive patients. Finally, since the physical examination 
wass not recorded, cancer patients' question-asking was possibly under-represented. 

Ass mentioned earlier, cancer patients did not show more concern as compared to 
generall  practice patients. Post-hoc comparisons did show that, like oncologists, cancer 
patientss were more verbally attentive. This behavior could be in response to the 
highlyy informative character of the oncological consultation. The fact that general 
practicee patients expressed more social behaviors and negative talk could result 
fromm the more egalitarian relationship that these patients have with their physician. 
Ass mentioned earlier, consultations with a general practitioner often occur within a 
longer-existingg relation as compared to a first consultation with an oncologist. 
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Inn general, the affect ratings of the general practice samples were only slightly 
higherr in comparison with the oncological sample. The hypertension sample, however, 
hadd noticeable higher ratings regarding the anger/irritation and anxiety/nervousness 
scaless as compared to the other three samples. In the oncological sample, all affective 
scaless showed 'normal or average' affect. This finding may be counter-intuitive, 
althoughh it should be remembered that these oncological consultations concerned 
treatmentt options and can be considered less emotional than for instance 'bad news' 
consultations. . 

Anotherr explanation for the average scores on these affective scales in the oncology 
samplee could be the nature of these scales. If a rater has to judge affective behavior 
onn a Likert-type scale, other consultations will function as a frame of reference. In 
mostt instances, raters only code consultations of one particular sample (e.g. 
oncological,, general practice). So, it can be expected that the mean scores are about 
average.. This explanation challenges the use of these scales for detecting differences 
betweenn samples. Finally, video- instead of audiotaping oncological consultations 
wouldd perhaps yield different global affect ratings. As mentioned earlier, 
videorecordingss enable registration of both vocal and visual cues. 

Thee results of the first study show that the feasibility and content validity of the 
RIASS proves to be satisfactory in an oncological setting. Also, the inter-rater reliability 
appearss to be high, although it is highly probable that a more advanced method for 
determiningg the inter-rater reliability would yield less positive results. 

Thee results of the second study indicate that the RIAS is able to discriminate 
betweenn communicative behaviors in an oncological sample and three general 
practicee samples. Future studies, using samples which are matched in terms of, for 
examplee age and sex, would have to demonstrate whether the communication 
differencess reported above can be replicated. 
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Cancerr patients' coping styles and doctor-patient communication 

II Introduction 

Overr the last 25 years, we have seen a steady rise in the number of studies addressing 
communicationn between oncologists and their patients. Information-giving by 
oncologists,, patients' needs for information and participation in medical decision 
making,, methods for analysing and improving the exchange of information have 
beenn topics of interest [1-12]. 

Regardingg cancer patients' needs for information, most studies have reported that 
patientss wish to be well informed about both general and specific aspects of their 
diseasee and its treatment [1,9,13]. Many topics are usually discussed during oncological 
consultations:: specific aspects of the diagnosis, findings of earlier tests and the physical 
examination,, the proposed treatment policy, direct side-effects and long-term 
consequencess of the treatment, and prognosis. However, exposure to this kind of 
potentiallyy threatening information may also be a source of distress to patients [14]. 

Whenn confronted with a distressing situation, coping styles are used to master, 
reducee or tolerate the stressful situation [15]. Earlier studies have focused on 
assessingg patients' coping strategies in different types of problematic situations. 
Thesee strategies were referred to as 'problem-focused coping' and 'emotion-focused 
coping'' [15,16]. Also, patients' coping styles were measured in uncontrollable, 
hypotheticall  stress situations [17,18]. Here, two basic modes of coping were 
distinguished.. One coping style was called 'monitoring' or 'cognitive confrontation' 
andd involves the tendency to actively seek information about the aversive event. 
Thee other coping style was termed 'blunting' or 'cognitive avoidance', meaning that 
thee individual tends to seek distraction from the threatening situation [17]. 

Thee last few years however, coping studies have focused more on actual stress-
situations,, especially on threatening medical situations [19-22]. Results from these 
studiess have indicated the relevance of monitoring and blunting coping styles 
regardingg their impact on e.g. patient satisfaction with communication [21,23], 
psychologicall  and physiological distress [19,22], experienced side-effects of cancer 
treatmentt [24] and provision of information [25]. [n light of the growing interest in 
measuringg patients coping styles in a medical setting, an instrument was developed 
too assess monitoring and blunting coping styles for the domain of medical threat 
onlyy [26-28]. This instrument, the Threatening Medical Situations Inventory (TMSI), 
consistingg of four descriptions of threatening medical situations, has been evaluated 
inn healthy people (students) as well as in surgical, dental and HIV patients. The 
resultss of these studies have indicated that both the reliability and validity of the 
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TMSII  are satisfactory [27,29]. 
Sincee patients' coping styles seem to influence doctors' provision of information 

[25],, it is plausible to assume that these coping styles have an effect on other specific 
physiciann as well as patient communicative behaviors. Although several communi-
cationn studies have examined the influence of patients' socio-demographics and 
healthh status (e.g. age, sex, anxiousness, prognosis) on physicians' information-
givingg behaviors [30-32], the effect of patients' coping styles on doctor-patient 
communicationn has never been thoroughly evaluated. Investigation of this topic in a 
potentiallyy threatening situation such as the cancer consultation, could yield clinically 
relevantt data. For instance, physicians could be taught how to recognize different 
copingg styles in their patients. As a result, oncologists' communication would become 
moree tailored to patients' individual coping strategies [21]. This, in turn, could 
enhancee patient outcomes such as satisfaction, recall of information, adherence to 
treatment,, and well-being [21]. The present study aimed at studying the effect of 
cancerr patients' coping styles on doctor-patient communication. 

Thee purpose of the present study is threefold. First, we will evaluate the validity of 
aa shortened version of the TMSI in an oncological setting. As part of this validation, 
thee relation between cancer patients' coping styles and their preferences for 
informationn and participation in decision-making will be looked at. It seems plausible 
thatt a monitoring coping style is related with both preferences, although wanting 
andd seeking information does not necessarily include the wish for a more participatory 
rolee [1,13,21,33]. Since a blunting style is characterized by cognitive avoidance of 
thee threatening situation, one could expect that blunters have less need for 
informationn as well as for decision making preferences. 

Second,, since earlier studies have found relations between coping styles and 
patients'' age and sex [29], we will also examine if patients' monitoring and blunting 
styless are related to socio-demographic variables. Study results by Fallowfield et al. 
[9]]  have indicated that patients' needs for information were related to their disease 
status.. Therefore, we will also take a closer look at the relationship between patients' 
copingg styles and both their quality of life and prognosis. If such a relation can 
indeedd be found, the TMSI is likely to measure situation dependent states rather 
thann personal traits. 

Third,, we will study the effect of cancer patients' coping styles on doctor-patient 
communicationn and global affect. As mentioned earlier, it is likely that monitoring 
andd blunting coping styles have an effect on specific physician as well as patient 
communicativee behaviors. 
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22 Method 

2.11 Sample 

Eligiblee were consecutive cancer patients who had been referred to the gynaecology 
orr medical oncology outpatient clinic for an initial discussion of possible treatment, 
andd who gave their informed consent. Exclusion criteria were inability to speak, 
readd or write the Dutch language, and obvious psychopathology. 

Thee sample consisted of 137 consecutive cancer patients. Eleven oncologists (six 
gynaecologistss and five medical oncologists) taped their initial consultations with 
thesee cancer patients. All recordings took place at the Academic Medical Center in 
Amsterdam. . 

2.22 Procedure 

Thiss study was part of a larger randomized study investigating the efficacy of 
providingg patients with audiotapes of the oncological consultations. Prior to the 
initiall  consultation, patients were sent informed consent forms together with a 
baselinee questionnaire. If patients were able and willing to participate, the initial 
consultationn was audiotaped using two small tape recorders: one tape to be given to 
thee patient - either immediately after the consultation or soon after the last post-
testt measurement - and one for the researcher. Following the consultation, the 
researcherr received the baseline questionnaire. The taped consultations were content 
analyzedd by either the first or the second author (L.O. and M.V.). 

2.33 Variables and instruments 

Thee following patient variables were assessed at baseline: socio-demographics, 
preferencee for three different types of information: only the information needed to 
takee care of oneself, only good news, or as much information as possible - good or 
badd - [1]. The first two response categories were combined into 'partial information', 
duee to the low number of observations in each category. The third response category 
remainedd 'all information good or bad'. In addition, preference for a certain amount 
off  detailed information was measured on a 10-point rating scale [13]. Due to skewness 
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off  the data, the 10-point scale was dichotomized. The first nine ratings were scored 
ass 'do not prefer as many details as possible', the tenth rating was scored as 'prefer 
ass many details as possible'. 

Patient'ss preference for participation in treatment decision-making under 'ideal' 
circumstancess was also assessed. This preference was measured on a 5-point rating 
scalee ranging from the physician assuming full responsibility for decision making to 
thee patient assuming this role [13]. These five response categories were combined 
intoo three new categories of patient's preference for participation, since there were 
nott enough observations in each category. The first two categories were combined 
intoo 'littl e or no patient participation', the third category remained 'shared decision 
making',, and the last two categories combined into 'active participation'. 

Also,, 'disease specific' quality of life (Rotterdam Symptom Checklist (RSCL) [34], 
andd 'generic' quality of life (Medical Outcome Studies (MOS-24) [35] were measured. 
Patients'' prognoses, in terms of a 5-years survival, were classified in three categories: 
lesss that 40%, 40 to 60%, and more than 60% chance of survival. These data were 
obtainedd from the treating oncologists. 

Monitoringg and blunting coping styles were assessed by means of the Threatening 
Medicall  Situations Inventory [27,29], Based on Miller [36], the TMSI was developed 
too measure cognitive confrontation or 'monitoring' and cognitive avoidance or 
'blunting'.. The TMSI consists of four descriptions of threatening medical situations 
whichh are relevant to the domain of medical threat. The monitoring scale of the 
TMSII  pertains to three different item-contents: a) looking for information within the 
threateningg situation b) going deeply into the situation by reading about it, and c) 
gettingg information about the situation from other doctors, patients or organisations. 
Thee blunting scale refers to two item-contents: a) seeking distraction away from the 
threateningg situation and b) having an optimistic viewpoint. Since the measurement 
off  patients' coping styles in our study was only one of several pretest assessments, 
thee coping instrument had to be relatively short. Therefore, only half of the TMSI 
wass used. 

Ourr shortened version of the TMSI consists of two out of the four hypothetical 
situations.. These two situations pertain to 'vague suspicious headache complaints' 
andd 'choosing for uncertain heart surgery' (table 1). Each TMSI-situation is followed 
(att random) by three monitoring and three blunting items, to be answered on 5-
pointt Likert scales (1= 'not at all applicable to me', 5= 'strongly applicable to me'). 
Totall  monitoring and blunting scores were calculated by adding up the relevant 
itemss (range for both scales: 6-30). 
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Tablee 1. Examples of monitoring and blunting items of the shortened version of the 
Threateningg Medical Situations Inventory (TMSI) 

Situationn 1: 'vague, suspicious headache complaints': 

MonitoringMonitoring item: Monitoring item: 
"II  intend to ask the specialist as many "I intend to start reading about headaches 
questionss as possible" and dizziness" 

BluntingBlunting item: Blunting item: 
"II  am not going to worry: "For the time being I try not to think 
suchh an examination is not as bad as of unpleasant outcomes" 
sufferingg from headaches all the time" 

Situationn 2: 'choosing for  uncertain heart surgery': 

MonitoringMonitoring item: Monitoring item: 
"II  intend to get as much information "I intend to contact patients who have 
aboutt heart surgery as possible" the same problem, to get information" 

BluntingBlunting item: Blunting item: 
"II  assume I wil l benefit from the operation" "I am thinking: it will all turn out alright* 

Thee process variables, in terms of the audiotaped instrumental and affective 

communicativee behaviors, were coded by using the Roter Interaction Analysis System 

(MAS).. The RIAS consists of a detailed classification system which is meant to assign 

eachh recorded verbal utterance of both doctor and patient to a category. This can be 

onee single word or a lengthy sentence 137]. Thirty four communication categories 

aree distinguished to classify physician communication and 28 to classify patient 

communicationn [37]. Direct coding makes assessment of the tonal qualities (voice 

tone,, intonation) and emotional context of the visit possible. Besides the coding of 

utterances,, both doctor and patient are rated on six global affect scales by the coders 

[12].. These scales assess the following types of affect: anger/irritation, anxiety/ 

nervousness,, dominance/assertiveness, interest/engagement, friendliness/warmth 

andd signs of distress. 

Thee RIAS is one of the most commonly used systems for analysing doctor-patient 

communicationn [38]. It is well documented [37], and it proved to be reliable and 

validd in an oncological setting [12]. In a recent study by Ong et al. [12], the inter-

raterr reliability proved to be high for both physician communication (0.68 - 1) and 

patientt communication (0.60 -1). These findings are comparable with results from 

otherr studies using the RIAS [4,39-41]. 
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2.44 Analyses 

Too examine the factor structure of the shortened TMSI, confirmatory factor analysis 
wass performed using LISREL 7 [42], with unweighted least squares estimation to 
assesss the fit of the proposed two-factor model. The goodness of fit  of the structural 
modell  was judged by three measures: chi-square, adjusted (for degrees of freedom), 
aa goodness of fit  index (AGFI) and a root mean square residual (RMSR). To evaluate 
thee relation between coping styles and patients' preferences for information and 
decisionn making, Pearson's product Moment Correlations (pmcc) were computed. 

Cronbach'ss alpha was calculated to assess the internal consistency of the monitoring 
andd blunting scales. Also, the pmcc between both scales was computed, to assess 
thee relationship between both scales. 

Too test the second research question, pmcc's were computed. Because of the skewness 
off  the data, Spearman Correlation Coefficients were calculated to investigate the third 
researchh question. 

Forr reasons of multiple testing, the level of significance was set on p<.01. Following 
thee recommendations of Cohen [43], correlations will be considered low (r < 0.20), 
moderatee (0.20 < r < 0.50) or high (r > 0.50). 

33 Results 

3.11 Patient characteristics 

AA total of 215 patients were eligible for this study. Of these 215 patients, 137 patients 
(64%)) were included. Reasons for patients' non-inclusion were: too emotional to 
participatee (N=17), too ill to participate (N=13), refusal - reason unknown (N=10), 
findsfinds questionnaire too difficult (N=6), patient could not be reached in time (N=21), 
thee consultation was not recorded or incomplete (N=ll) . Out of the 137 patients 
whoo filled in the baseline questionnaire, 14 patients were excluded from further 
analyses.. These patients had two or more missing values on the TMSI. Therefore, 
thee actual sample consisted of 123 patients. 

Tablee 2 presents the descriptive statistics for patients' socio-demographic variables, 
preferencess for information and participation in decision making, and disease 
characteristics. . 
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Tablee 2. Descriptive statistics for patients' socio-demographics, preferences for 
informationn and decision making, and disease characteristics (N=123) 

Patientt  characteristics mean n (sd) ) (N) ) 

Age: : 
Women: : 
Men: : 
Gynaecologyy patients: 
Medicall  oncology patients: 

Preferencee for information: 
-- partial information 
-- all info, good or bad 
-- prefer as many details as possible 
-- do not prefer as many details as possible 

Preferencee for participation: 
-- littl e or no participation 
-- shared decision making 
-- active participation 

Prognosis: : 
-- < 40% 
-- 40 - 60% 
-- > 60% 

51.4 4 (15.2) ) 
83 3 
17 7 
72 2 
28 8 

11 1 
89 9 
76 6 
23 3 
(N=122) ) 

20 0 
63 3 
16 6 
(N=122) ) 

21 1 
6 6 
73 3 

(102) ) 
(21) ) 
(88) ) 
(35) ) 

(14) ) 
(109) ) 
(94) ) 
(28) ) 

(24) ) 
(78) ) 
(20) ) 

(26) ) 
(7) ) 

(90) ) 

Figuree la. Distribution of scores on the 
monitoringg scale 

Figuree lb. Distribution of scores on the 
bluntingg scale 

0 ' — r - " — ii " i " l " — i " i " i i i 

7.55 10.0 12.5 15.0 17.5 20.0 22.5 25.0 27.5 30.0 

 i ' ' — r 

7.55 10.0 12.5 15.0 17.5 20.0 22.5 25.0 

Inn figures l a and lb, the distribution of the scores on the monitoring and blunting 

scaless of the shortened TMSI are depicted. 

Regardingg the cancer diagnoses, the gynaecological cancers included: cancer of 
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thee cervix, vulva, corpus and ovary. The medical oncology patients were diagnosed 
withh a primary malignancy (with or without metastases) of: the testis, skin, bladder, 
liver,, pancreas, colon, breast, or oesophagus. 

3.22 Validity of the shortened TMSI 

First,, all 12 items of the shortened TMSI were entered in the proposed two factor 
model.. As can be seen from table 3, the fit  of this model was not satisfactory 
(Chi=101.3,, df=53, AGFI=.91). Two items appeared to reduce the fit, namely one 
monitoringg item ("I plan to ask the specialist as many questions as possible") and 
onee blunting item ("During the next few months, I plan to do as many enjoyable and 
usefull  things as possible"). Since the content of this second blunting item might be 
confusingg - it is neither a monitoring nor a blunting item - a second step consisted of 
excludingg this item from the model. The goodness of fit  of this second model was 

Tablee 3. Goodness of fit-statistics for three models of the shortened Threatening Medical 
Situationss Inventory (TMSI) 

TMSII  items 

6M, , 
6M, , 
5M, , 

6B B 
55 B 
55 B 

N N 

123 3 
123 3 
123 3 

CHI I 

101.3 3 
61.7 7 
54.0 0 

DF F 

53 3 
43 3 
34 4 

P P 

P= = 
P= = 
P= = 

.00 0 

.03 3 

.02 2 

AGFI I 

.91 1 

.95 5 

.95 5 

RMSR R 

.14 4 

.11 1 

.11 1 

ratherr satisfactory, as can be seen from the results in table 3. To check whether 
exclusionn of the monitoring item would still improve the fit, a third model - excluding 
bothh items - was tested. From table 3, it can be noticed that this step did not further 
improvee the fit. Therefore, the second model was accepted as a confirmation of the 
originall  two-factor structure in this shortened version. Hence, for this study, the 
shortenedd TMSI would include all six monitoring items and five blunting items. 

Thee internal consistency (Cronbach's alpha) for the six items of the monitoring 
scalee was 0.77, and 0.62 for the five items of the blunting scale. The monitoring and 
bluntingg scales were unrelated (r=.00, p=.99). 

3.2.13.2.1 Are monitoring and blunting styles related to patients' preferences for 
informationinformation and participation in medical decision-making? 

Ass can be seen from table 4a, a monitoring coping style was positively correlated to 
aa preference for detailed information (r=.23). Both coping styles were unrelated to 
'alll  information, good or bad'. Also, a positive correlation was found between a 
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monitoringg coping style and participation in medical decision-making (r=.23). A 

bluntingg style was not related to either of these two preferences. 

Tablee 4a. Relations between patients' monitoring and blunting styles and preferences for 
informationn and participation in medical decision-making (N=123) 

Patientt  variables monitorin g bluntin g 

PreferencePreference for information: 
-- all info, good or bad .13 .02 
-- preference for detailed information .23*  -.02 

PreferencePreference for participation: .23*  -.14 

**  level of significance p < .01 

Tablee 4b. Relations between patients' monitoring and blunting styles and socio-
demographics,, quality of life and prognosis (N=123) 

Patientt  variables 

Socio-demographics: Socio-demographics: 
-- age 
-- education 
-- sex 

DiseaseDisease specific quality of life: 
-- psychological distress 
-- physical distress 
-- overall evaluation of life 

GenericGeneric quality of life: 
-- global health evaluation 
-- physical functioning 
-- bodily pain 
-- role functioning 
-- social functioning 
-- mental health 
-- energy level 
-- current health perception 

Prognosis: Prognosis: 
-- < 40%, 40% - 60%, > 60% -.06 .02 

**  level of significance p < .01 

91 1 

monitorin g g 

-.18 8 
.15 5 
.16 6 

.07 7 

.13 3 

.10 0 

-.13 3 
-.01 1 
.15 5 

-.04 4 
-.12 2 
.02 2 

-.11 1 
-.17 7 

blunti n n 

-.09 9 
-.14 4 
.01 1 

-.19 9 
-.00 0 
-.13 3 

.08 8 

.01 1 
-.08 8 
.03 3 
.07 7 
.13 3 
.10 0 
.01 1 
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3.33 Are monitoring and blunting styles related to patients' socio-
demographics,, quality of life and prognosis? 

Fromm table 4b it can be noticed that both monitoring and blunting coping styles 
weree not related to patients' socio-demographics, quality of life (both disease specific 
andd generic) and prognosis. However, there were two trends: high monitors tended 
too be younger than low monitors (r=-.18), and women tended to score somewhat 
higherr on monitoring than men (r=.16). 

3.44 Do monitoring and blunting styles relate to communicative 
behaviorss and global affect of patients and physicians during the 
initiall  consultation? 

Regardingg patients' communicative behaviors, the results from table 5a show that a 
monitoringg coping style was positively correlated to patients' question-asking (r=.25). 
Also,, a monitoring coping style was positively related to patient dominance (r=.23). 

Tablee 5a. Relation between monitoring and blunting styles and patient communication 
andd global affect during the initial consultation (N=123) 

Communicativee behaviors monitoring blunting 
andd global affect 

AffectiveAffective behaviors: 
-- social behavior 
-- verbal attentiveness 
-- showing concern/optimism 
-- negative talk 

InstrumentalInstrumental behaviors: 
-- directions 
-- questions 
-- information 

GlobalGlobal affect: 
-- anger/irritation 
-- anxiety/nervousness 
-- dominance/assertiveness 
-- interest/engagement 
-- friendliness/warmth 
-- signs of distress 

**  level of significance p < .01 

-.04 4 
.06 6 

-.12 2 
.10 0 

.14 4 

.25* * 

.05 5 

.05 5 
-.07 7 
.23* * 
.14 4 
.07 7 

-.11 1 

-.00 0 
-.04 4 
.09 9 
.09 9 

.05 5 
-.10 0 
.08 8 

.07 7 

.03 3 
-.01 1 
-.03 3 
-.08 8 
.13 3 
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Tablee 5b. Relation between monitoring and blunting styles and physician communication 
andd global affect during the initial consultation (N=123) 

Communicativee behaviors 
andd global affect 

AffectiveAffective behaviors: 
-- social behavior 
-- verbal attentiveness 
-- showing concern/optimism 
-- negative talk 

InstrumentalInstrumental behaviors: 
-- directions 
-- questions 
-- information 
-- counselling 

GlobalGlobal affect: 
-- anger/irritation 
-- anxiety/nervousness 
-- dominance/assertiveness 
-- interest/engagement 
-- friendliness/warmth 
-- signs of distress 

monitorin g g 

-.04 4 
-.01 1 
-.15 5 
-.00 0 

-.02 2 
-.03 3 
-.03 3 
.06 6 

-.06 6 
-.06 6 
.04 4 
.00 0 
.06 6 

-.14 4 

bluntin g g 

.05 5 
-.00 0 
.19 9 

-.05 5 

.00 0 

.08 8 
-.09 9 
-.04 4 

.05 5 

.02 2 

.02 2 

.03 3 

.08 8 

.09 9 

**  level of significance p < .01 

AA blunting coping style was unrelated to patients' communication and global affect. 
Regardingg physicians' communicative behaviors, the results from table 5b indicate 

thatt patients' coping styles did not influence physicians' instrumental or affective 
communication.. Nor was there a relation found between patients' coping styles and 
physicians'' global affect. There was a trend, however, for physicians to show more 
concernn and/or optimism towards patients who have a blunting coping style (r=.19). 

44 Discussion 

Inn this paper, we investigated the relation between cancer patients' monitoring and 
bluntingg coping styles and doctor-patient communication and global affect. To assess 
patients'' coping styles, a shortened version of the Threatening Medical Situations 
Inventoryy (TMSI) was used. Since this version was not used before, neither in general 
norr in an oncological setting, the validity of this version was also evaluated. 
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Firstt of all, data of 123 out of 137 included patients were used for further analyses, 
sincee 14 patients had two or more missing values on the TMSI. Moreover, 11 out of 
thesee 14 patients even had three or more missing values. It is unlikely that these 
missingg values were due to patients forgetting to fill  in all items of the TMSI. It 
seemss more plausible that, in general, it is difficult for patients to imagine a 
hypotheticall  medical situation which is perhaps different from the current threat 
theyy are facing. We have looked at age as well as level of education of the 14 excluded 
patients;; it appeared that they were somewhat older (mean age: 64 years) and less 
educatedd than the included 123 patients. Whether this possible selection bias 
influencedd the results - and if it did, in what way - is however unclear. Still, since the 
TMSII  might be more difficult to fill  in for older and less educated patients, a more 
extendedd instruction is perhaps necessary for these patients. Also, adding a sample 
specificc situation, as suggested by Van Zuuren et al. [29], is likely to enhance patients' 
motivationn to fill  in the TMSI. 

Itt was further examined whether the original two factor structure of the TMSI 
couldd be confirmed in our shortened version. The results showed that it could indeed 
bee confirmed. The second model tested, demonstrated a satisfactory 'goodness of 
fit'.fit'.  Only one blunting item ("The next few months, I plan to do as many enjoyable 
andd useful things as possible") did not fit  into this model. This could be due to the 
confusingg content of this item: planning 'useful things' can also be interpreted as 
'seekingg information about the threatening situation' which is the essence of a 
monitoringg coping style. 

Thee internal consistency (Cronbach's alpha) was satisfactory for the monitoring 
scalee (0.77), although less so for the blunting scale (0.62). In a study by Van Zuuren 
ett al. [29], in which the complete TMSI was evaluated, higher internal consistencies 
(Cronbach'ss alpha) for both the monitoring and blunting scales were found in four 
differentt samples (one student sample and three patient samples). They ranged 
fromm .77 to .84 for the monitoring scale, and from .74 to .80 for the blunting scale. 
Thee surgery sample in this study seems most comparable with our patient sample 
whichh also consisted mainly of (gynaecological) surgery patients. In all likelihood, 
thee lower consistency of both scales in our study is due to the lower number of 
items.. The internal consistency of the blunting scale was lower than the monitoring 
scalee in our study as well as in the surgery sample in the study by Van Zuuren et al. 
[29].. This could be due to the fact that the blunting scale consists of items referring 
too two distinctly different contents, namely 'seeking distraction from the threatening 
situation'' as well as 'having an optimistic viewpoint' (see table 1.). All monitoring 
items,, on the other hand, refer to 'seeking information about the situation'. Van 
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Zuurenn and Wolfs [26] also point out that monitoring seems to be a more homogeneous 
conceptt than blunting. 

Thee relation between coping styles and both patients' preferences for information 
andd participation in decision-making were examined. Results demonstrated that a 
monitoringg coping style was positively related to a preference for detailed information. 
Sincee a monitoring coping style implies 'cognitive confrontation under stress' [29], 
thiss finding can be expected. The fact that a monitoring style was unrelated to 'patient's 
preferencee for all information - good or bad - , seems inconsistent with the above. 
However,, since 89% of the patients wanted all information, it is plausible that the lack 
off  variation explains this finding. Second, a monitoring style was also positively 
correlatedd to participation in medical decision-making. This finding is consistent 
withh an earlier study by Sutherland and colleagues [13]. Their data showed a trend 
towardss increased information seeking with increased levels of preference for 
participationn in decision making. However, our finding is contradictory with study 
resultss by Miller et al. [44], who reported that high monitors generally desired to 
playy a less active role in decisions about their medical care than did low monitors. 
Millerr et al. [45] suggest that 'if monitors are primarily concerned with issues such 
ass reducing uncertainty, then they may not necessarily show increased desires for 
controll  in this context*  (p. 170). 

AA blunting coping style has been described as 'cognitive avoidance under stress' 
[29].. This definition seems to suggest that blunting and monitoring are two extremes 
off  one single dimension. Therefore, it seems feasible to expect a negative correlation 
betweenn a blunting coping style and patients' preferences for information and medical 
decisionn making. However, results from earlier studies [28,29] as well as findings in 
thee present study have shown that both scales are unrelated. Consequently, 
monitoringg and blunting seem to represent two separate dimensions. The results 
showedd that a blunting coping style was not related to either preference. Apparently, 
aa blunting style does not imply less need for information and participation in decision 
making.. This finding is not entirely unexpected since half of the blunting items refer 
too a positive reappraisal of the threatening situation, while the others refer to seeking 
distractionn from the situation. None of the blunting items explicitly concern avoidance 
off  information and/or participation in the decision making process. The term 
'blunting'' could therefore be misleading and should perhaps be replaced by a label 
whichh reflects a more positive, or at least a more neutral, cognition or coping style. 
Takenn together, the present findings indicate a satisfactory validity of our shortened 
versionn of the TMSI, particularly of the monitoring scale. 

Thee second research question concerned the relationship between monitoring 
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andd blunting coping styles and patients' age, sex, education, quality of life and 
prognosis.. The results indicated that both coping styles were not related to these 
patientt characteristics. Nonetheless, two trends were found: high monitors tended 
too be younger than low monitors (r=-.18) and women tended to score somewhat 
higherr on monitoring than men (r=.16). Although these were slight effects, they 
seemm consistent with results reported by earlier studies. A recent study by Van 
Zuurenn et al. [29], for instance, found similar age and sex trends. Also, Waitzkin 
[30,46]]  reported that female patients asked more questions than male patients. 
Sincee 'asking questions' can be regarded as an essential aspect of a monitoring 
style,, this finding seems to point in the same direction. 

Inn our study, monitoring and blunting coping styles were not related to patients' 
diseasee specific quality of life and prognosis. It therefore seems, that the TMSI 
measuress personal traits rather than situation dependent states. This, however, 
seemss inconsistent with findings from a study by Fallowfield et al. [9]. Their data 
indicatedd that cancer patients' needs for information related to their disease status. 
Moree specifically, those patients who declined to have specific information about 
theirr diagnosis and treatment were mostly in the poor prognosis category. Our results, 
however,, should be interpreted with some caution since we investigated a specific 
oncologyy sample; as can be seen from table 2, most cancer patients (73%) consisted 
off  patients who were treated curatively {more than 60% chance of survival). These 
weree mostly gynaecological cancer patients with an operable malignancy of the 
cervix.. The poor prognosis - mainly palliatively treated - patients (less than 40% 
chancee of survival) comprised a much smaller group (21%). 

Finally,, it was examined whether monitoring and blunting coping styles were related 
too communicative behaviors and global affect of both patients and physicians during 
thee initial oncological consultation. Results showed that a monitoring style was 
positivelyy related to patient question-asking. A correlation of .25 can be considered 
substantial,, since the two measures used to assess patients' attitudes (monitoring) 
andd patients' behaviors (question-asking) were different in nature (self-report 
questionnairee versus behavior-rating by a coder) and employed at different points 
inn time. Given the definition of a monitoring style, this positive correlation can be 
expected.. Not only do monitors want information, they also actively seek it by asking 
questions.. Also, in order to participate in medical decision making, which is what 
monitorss seemed to prefer, they needed information about their situation. As a result, 
theyy fulfilled this need by asking questions. This finding is contradicted by results 
fromm Miller et al. [45], who reported that a monitoring disposition in children receiving 
dentall  treatment was unrelated to question-asking. 
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Also,, a monitoring style was positively related to patient dominance. It seems likely 
thatt high question-asking behaviors by patients' were regarded as high patient 
dominance.. The fact that these two patient variables were positively related (r=.27) 
underliness this assumption. Apart from patients' verbal assertiveness, monitors 
probablyy expressed high dominance through their nonverbal communication, by way 
off  for instance interruptions and voice tone. A blunting coping style was not related to 
patients'' communication and/or global affect. 

Patients'' coping styles did not influence physicians' communicative behaviors or their 
globall  affect. Apparently, high question-asking by patients who have a monitoring coping 
stylee did not result in, for instance, more information-giving from their oncologists. An 
explanationn could be that most consultations appeared very structured; physicians 
providedd their patients with 'standard' information about the disease and its treatment. 

Theree was a trend (r=.19) for physicians to show more concern and/or optimism 
towardss their patients who have a blunting coping style. Possibly, these patients 
expressedd this type of affective behavior. It could also be that they were less likely to 
bee dominant, less demanding. As a result, physicians expressed more concern and/ 
orr optimism towards these 'nicer, 'easier' patients. Our results however, do not 
indicatee that doctors' expressions of concern were elicited by patients' verbal 
communicationss of concern or dominance (e.g. less question-asking). Nor were these 
patientss rated as more friendly, more distressed, or less dominant on the global 
affectivee scales. Still, it is feasible that oncologists reacted to blunters' nonverbal 
expressionss which were not captured by the global affective scales. Perhaps patients 
expressedd their affect through, for instance, their body positioning or facial 
expressions.. A review of the literature by Mehrabian, cited by Bensing [39], indicated 
thatt only 7% of the emotional communication is transferred through verbal behavior. 
Sincee all consultations were audiorecorded, much of patients' and doctors' nonverbal 
communicationn was not assessed. In all likelihood, videotaping oncological 
consultationss would yield additional information about how oncologists react to 
nonverball  cues of their patients. 

Too conclude, the results from this study indicate that the validity of our shortened 
versionn of the TMSI is satisfactory. The internal consistency was adequate for the 
monitoringg scale, although less so for the blunting scale. It can be questioned, whether 
thee term 'blunting' should be replaced by a label reflecting a more positive, or at 
leastt more neutral, cognition or coping style. 

AA monitoring style was related to patients' preferences for detailed information 
andd participation in medical decision-making. Cancer patients' coping styles were 
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nott related to other personal and to disease characteristics. Also, a monitoring coping 

stylee seemed to have an impact on patients' question-asking and dominance during 

thee initial consultation. No relationship between patients' coping styles and physician 

communicationn and/or global affect was found. Some caution is needed, however, 

whenn interpreting the results of this study. The cancer patients included in this 

studyy can not be considered a representative sample in terms of sex, tumor sites, 

andd prognosis. Therefore, future studies using the TMSI in oncological settings are 

neededd to replicate these conclusions. 
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Doctor-patientt communication and cancer patients' quality of life and satisfaction 

II Introduction 

Thee importance of doctor-patient interactions and their potential influence on 
patients**  behavior and well-being has become widely recognized [1-5]. In studying 
thee influence of such interactions, research has focused primarily on physicians' 
communicativee behaviors, whereas so called 'patient outcomes' have been used to 
assesss the extent of these influences. 

'Outcome'' as it is used in health care studies can be defined as "an observable 
consequencee of prior activity occurring after an encounter, or some portion of the 
encounter,, is completed" [61. Beekman and colleagues [6] distinguish between a) 
'short-termm outcomes, such as patient satisfaction and intention to comply, b) 
intermediatee outcomes, like actual adherence to treatment,, anxiety reduction, and 
c)) long-term outcomes, such as quality of life or health status and recovery. 

Patientt satisfaction is by far the most recognized and widely used outcome. This 
probablyy has to do with the fact that it has a 'logical and intuitive appeal' [3]. However, 
theree are obvious shortcomings in using outcomes such as satisfaction. For instance, 
patientss may be satisfied with inadequate health care [7]. If the ultimate aim of 
medicall  care is to produce optimal health outcomes, then ideally, effective doctor-
patientt communication should lead to patients' better health [3]. The last decade, 
researcherss have therefore become interested in using both short-term and long 
term-patientt outcomes. 

Inn studying the influence of doctor-patient communication on patient outcomes, 
studiess have used interaction analysis systems (IAS). By means of these systems, doctor-
patientt communication can be systematically identified and categorized [8]. Most of 
thesee systems identify instrumental behaviors (cure oriented) on the one hand, and 
socio-emotionall  behaviors (care oriented) on the other. The first type belongs to the 
cognitivee domain and includes behaviors such as giving information and asking 
questions.. The second type belongs to the emotional domain and involves behaviors 
suchh as showing empathy or concern and making personal remarks [9-11]. 

1.11 The influence of doctor-patient communication on patient outcomes 

AA study by Korsch et al. [12] was one of the first investigating the relationship 
betweenn doctor-patient interaction and patient outcomes. Following this investigation, 
manyy studies have examined relations between doctors' communicative behaviors 
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andd patient outcomes. The relative importance of doctors' instrumental and socio-
emotionall  behaviors in determining these outcomes could thus be established. 
However,, results from these studies are often inconsistent. For instance, Hall and 
colleaguess [13], found in their meta-analysis that patients' satisfaction was positively 
relatedd to doctors*  instrumental behaviors (information giving). Although a later 
studyy confirmed this finding [14], other researchers found doctors' socio-emotional 
behaviorss to be the most important factor in determining patient satisfaction 
[1,4,10,11,15-25]. . 

Studyy results are also inconsistent regarding the relation between doctor-patient 
interactionn and subsequent patient compliance. Findings from Roter's meta-analysis 
[14]]  showed that patient's compliance was related to doctors' instrumental as well 
ass their socio-emotional behaviors. The importance of both doctor behaviors in 
promotingg patient compliance was also recognized by Cameron [26]. Recently, 
researchh has shifted attention to a certain perspective in doctor communication, 
namelyy doctors' patient-centredness. Results from several studies have found positive 
relationss between doctors' patient-centred behaviors and subsequent compliance 
withh medical recommendations [1,22,27]. The relevance of using a patient-centred 
interviewingg style in influencing patient compliance was also underlined by Butler 
ett al. [28] and Cameron [26]. 

Studyy results are more consistent regarding patients' recall of information. From 
aa meta-analysis by Roter [14], it was concluded that recall of information was best 
predictedd by doctors' instrumental behaviors, namely information-giving. Patients' 
understandingg of information was associated with both doctors' instrumental and 
socio-emotionall  behaviors [15,29]. Data also indicate that both doctor behaviors 
displayedd during consultations have an influence on patients' physical as well as 
theirr mental health [3,18,20,23,30,31]. 

Communicationn between doctors and patients and the impact of their interaction 
onn patient outcomes is especially important where life-threatening illnesses, such 
ass cancer, are concerned. Over the last 20 years, psycho-oncological studies have 
reportedd that poor physician communication could lead to uncertainty and denial 
[32],, anxiety and depression [30], non-compliance [33], and problematic psychological 
adjustmentt to cancer [18,34,35]. 

Thee influence of patients' communicative behaviors on patient outcomes on the 
otherr hand, has received much less attention; nor in general, nor in the oncological 
setting.. It seems likely, however, that patients' own contributions to the consultation 
couldd also affect outcomes such as satisfaction and well-being. Attention has recently 
shiftedd to identifying patterns of style in the doctor-patient relationship, rather than 
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specificc behaviors [18,24,36]. It addresses the question of whether these patterns of 
stylee are recognizable, and how they relate to patient outcomes [241. In this context, 
thee relevance of a patient-centred interviewing style has recently been emphasized 
[1,18,22,26-28]. . 

1.22 Research questions 

Ass mentioned earlier, communication studies are especially valuable where serious 
illnessess are concerned. The present study therefore, investigates the relationship 
betweenn both oncologists' and cancer patients' communication and patient outcomes. 
Forr the purpose of this study, 'communication' will consist of three components, 
namely:: a) instrumental behaviors, b) socio-emotional behaviors, and c) the affective 
qualityy ('tone') of the consultation (see 2.3 Variables and instruments). Furthermore, 
doctors'' patient-centredness is considered relevant in determining patient outcomes. 

Thee following research questions will be addressed: 
1)) What is the relationship between doctors' and patients' communication during 

thee initial oncological consultation and patients' quality of life and satisfaction? 
2)) What is the relationship between oncologists' patient-centredness and patients' 

qualityy of life and satisfaction? 

22 Method 

2.11 Sample 

Eligiblee were cancer patients referred to the gynaecology or medical oncology 
outpatientt clinic at the Academic Medical Center (AMC) in Amsterdam, who gave 
theirr informed consent. These patients were referred for an initial discussion of 
possiblee treatment. Exclusion criteria were inability to speak, read or write the 
Dutchh language, and obvious psychopathology. This study was part of a larger 
randomizedd study investigating the efficacy of providing patients with audiotaped 
consultations.. Only patients allocated to the control group, who did not receive the 
audiotapedd consultation, were included for analyses in the present study. Thus, 
possiblee effects of having a recording of the consultation were avoided. 

Thee sample consisted of 96 consecutive cancer patients. Eleven oncologists (six 
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gynaecologistss and five medical oncologists) taped their initial consultations with 
thesee patients. 

2.22 Procedure 

Priorr to the initial oncological consultation, patients were sent informed consent forms 
togetherr with a baseline questionnaire. Then, the consultation with the oncologist 
wass audiotaped (although thee patient was not provided with the tape). Patient outcomes 
weree assessed by means of postal questionnaires: the first post-test assessment took 
placee during the week following the consultation, the second post-test measurement 
wass three months after the consultation. All taped consultations were content analyzed 
byy either the first or the second author (L.O. and M.V.). 

2.33 Variables and instruments 

Thee audiotaped instrumental and socio-emotional behaviors were coded by means 
off  the computerized version of the 'Roter Interaction Analysis System (MAS)' [37]. 
Thee MAS consists of a detailed classification system which is meant to assign each 
recordedd verbal utterance to a category. This can be one single word or a lengthy 
sentencee [38]. Thirty four communication categories are distinguished to classify 
physiciann communication and 28 to classify patient communication. In order to 
facilitatee interpretation of the data, the behavioral categories are usually grouped 
intoo four instrumental clusters: giving directions, asking questions, giving information, 
andd counselling; and four socio-emotional clusters: social behavior, verbal 
attentiveness,, showing concern, and negative talk [2,9,37]. The categories which 
comprisee each cluster are presented in Appendix II. 

Besidess the verbal utterances, both doctor and patient affect were rated on six 6-
pointt Likert-type scales by the coders to determine the affective quality ('tone') of 
thee consultation. These scales assess the following six types of affect: anger/irritation, 
anxiety/nervousness,, dominance/assertiveness, interest/engagement, friendliness/ 
warmthh and signs of distress. 

Thee RIAS is one of the most commonly used systems for analysing doctor-patient 
communicationn [39]. Consequently, it is well documented [10,11,36,38,40-42]. It 
alsoo proved to be reliable and valid in an oncological setting [37]. The inter-rater 
reliabilityy proved to be high for both physician communication (0.68-1) and patient 
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communicationn (0.60 - 1) [37]. 
QualityQuality of life: the short version of the Rotterdam Symptom Checklist (RSCL) was 

usedd to measure cancer patients' psychological and physical distress, and their global 
evaluationn of life [43]. 

Patients'satisfactionPatients'satisfaction with the consultation: the 'Patient Satisfaction Questionnaire 
(PSQ)'' was used to measure patients' satisfaction with: needs addressed, active 
involvementt in the interaction, interaction in general, information received, emotional 
supportt received [44]. The items are answered on visual analogue scales. The PSQ 
wass devised to measure cancer patients' satisfaction with oncologists' visits during 
morningg rounds, but is also applicable to satisfaction with consultations in an 
outpatient-clinicc setting. 

GlobalGlobal patient satisfaction with communication: this outcome was assessed by 
meanss of the 'Patient Satisfaction Questionnaire (PSQ-III)' [45]. Four of the five 
subscaless of this instrument were not used for reasons of redundancy. The seven-
itemm subscale 'satisfaction with interpersonal communication' was used for further 
analyses,, since this scale referred to general aspects of satisfaction (e.g. privacy, 
respect,, and interest) not covered by the visit-specific instrument. 

2.44 Analyses 

Too investigate the first research question, Pearson Correlation Coefficients were 
calculated.. Next, multiple stepwise regression analyses were performed to explore 
howw patients' quality of life and satisfaction were best predicted. Seperate regression 
analysess were performed for doctor communication variables and for patient 
communicationn variables. 

Too investigate the second research question, doctors' patient-centredness was 
describedd as the ratio of doctors' cure / care behavior. This ratio was computed by 
addingg the 'cure-oriented' (instrumental) RIAS clusters and then dividing these by 
thee added 'care-oriented' RIAS clusters, as suggested by Roter et al. [2]. Then, Pearson 
Correlationn Coefficients were computed between doctors' patient-centredness and 
patientt outcomes. 

Forr reasons of multiple testing, the level of significance was set on p<.01. However, 
p-valuess in between .01 and .05 were considered trends. Following recommendations 
off  Cohen [46], correlations will be considered low if r<.20, moderate if ,20<r< 50, 
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andd high if r>.50. Both significant results and trends will be reported. All statistical 
analysess were performed by using SPSS for Windows 8.0. 

33 Results 

3.11 Patient characteristics 

AA total of 109 patients were randomized in the control group and thus eligible for 
thiss study. Ninety-six patients were included (88%). Reasons for patients' non-
inclusionn for the first post-test assessment were: does not want to fill  in the 
questionnairee (N=l), too ill to participate (N=2), patient died (N=3), the consultation 
wass not recorded or incomplete (N=7). For the second post-test measurement, data 
fromm 79 patients (73%) could be analyzed: nine patients were too ill to participate, 
fourr patients died, and four patients did not return the questionnaires for unknown 
reasons. . 

Thee patient sample was comprised of 80 women and 16 men. Of the 80 female 
patients,, 66 were gynaecology patients and 14 were medical oncology patients. All 
malee patients were obviously recruited from the medical oncology outpatient clinic. 
Thee mean age of the patient sample was 53 years (sd= 16.5). Gynaecological cancers 
includedd cancer of the vulva, cervix, corpus, or ovary. Medical oncology patients 
weree diagnosed with a malignancy of the breast, bladder, skin, testis, liver, pancreas, 
oesophagus,, or colon. 

3.22 The relationship between doctors' and patients' communication 
duringg the oncological consultation and patients' quality of life 
andd satisfaction 

Physicians''  communication and patients' quality of life. There was no relation 
foundd between oncologists' instrumental or socio-emotional behaviors and patients' 
qualityy of life (see table la). 

Oncologists**  angerr was moderately related to patients' physical (r=.21) as well as 
too their psychological distress at Tl (r=.21). Doctors' anxiety showed a moderate 
negativee relation to patients' global quality of life at Tl (r=-.23). Doctors' dominance, 
interest,, friendliness and signs of distress were unrelated to patients' quality of life. 
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Tablee la. Relation between physicians' communication and patients' quality of life and 
satisfactionn (N=96), after one week (Tl) and after three months (T2). 

RIASS clusters Physical Psychological Global Visit-specific Global 
distresss (QoL) distress (QoL) Q.o.L. satisfaction satisfaction 

Physiciann Tl T2 Tl T2 Tl T2 Tl T2 Tl T2 

instrumental: : 
Directions s 
Questions s 
Information n 
Counselling g 
socio-emotional: : 
Sociall  behavior 
Verball  attentiveness 
Showingg concern 
Negativee talk 

Affectivee quality Tl T2 Tl T2 Tl T2 Tl T2 Tl T2 

Anger/irritationn .21*  - .21*  - . . . . -.27**-
Anxiety/nervousnesss - - - - -.23*- - - - -
Dominance/assertivenesss - - - - . . . . -
Interest/engagementt - - - - .24*  .23* 
Friendliness/warmthh - - - - - - .28**  .27* 
Signss of distress - - - - . . . . -

-- = not significant 
**  = .01 < p < .05 
***  = p < .01 

Physicians''  communication and patients' satisfaction. Doctors' social behaviors 

weree moderately related to pat ients' visit-specific satisfaction at T2 (r=.30). 

Oncologists'' negative talk was moderately related to patients' global satisfaction at 

T ll  (r=-.20). Their information-giving (r=.31) and their verbal attentiveness (r=-.24) 

weree moderately related to patients' global satisfaction at T2. Doctors' directive 

statements,, question-asking, counselling behaviors, and showing concern were 

unrelatedd to patients' satisfaction. 

Bothh doctors' interest and friendliness were positively related to patients' visit-

specificc satisfaction at Tl and T2 (interest: r=.24 and r=.23; friendliness: r=.28 and 

r=.27).. Oncologists' anger was negatively related to patients' global satisfaction at 

T ll  (r=-.27). Lastly, physicians' dominance and signs of distress were unrelated to 

patientt satisfaction. 

Patients''  communication and qualit y of life. Patients' instrumental behaviors 

andd their quality of lif e were unrelated (table lb). However, their social behaviors 

weree moderately related to both their physical distress (r=.28) and their global quality 

.31** * 

.30** * 
-.24* * 

-.20** -
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Tablee lb. Relation between patients' communication and quality of life and satisfaction 
(N=96),, after one week (Tl) and after three months (T2). 

RIASS clusters Physical Psychological Global Visit-specific Global 
distresss (QoL) distress (QoL) Q.o.L. satisfaction satisfaction 

Patientt  Tl T2 Tl T2 Tl T2 Tl T2 Tl T2 

instrumental: : 
Directions s 
Questions s 
Information n 
socio-emotional: : 
Sociall  behavior - .28* 
Verball  attentiveness 
Showingg concern 
Negativee talk 

Affectivee quality Tl T2 Tl T2 Tl T2 Tl T2 Tl T2 

Anger/irritationn - - .31**. 28*  - - - -.27*  -.29**-
Anxiety/nervousnesss - - .26*  - .23*  - - - - -
Dominance/assertivenesss - - - - . . . . . . 
Interest/engagementt - - - - - - .32**  .23* 
Friendliness/warmthh - - - - - - .23*  .23* 
Signss of distress - - .25*  - . . . . . . 

-== not significant 
*== .01 < p < .05 
**== p < .01 

oflifeatT2(r=.31). . 
Furthermore,, patients' anger was moderately related to psychological distress, 

bothh at Tl and T2 (r=.31 and r=.28 resp.). Patients' anxiety was moderately related 
too their psychological distress (r=.26) as well as to their global quality of life at Tl 
(r=.23).. Finally, patients' signs of distress were moderately related to psychological 
distresss at Tl (r=.25). Patients' dominance, interest, and friendliness were unrelated 
too their quality of life. 

Patients''  communication and satisfaction. A negative relation was found (see 
tablee lb) between patient question-asking and their visit-specific satisfaction at T2 
(r=-.25).. Also, patients' negative talk was negatively related to both visit-specific 
satisfactionn at Tl and T2 (r=-.28 and r=-.42 resp.) and their global satisfaction at 
bothh follow-up moments (r=-.31 and r=-.26 resp.). Patients' directive statements, 
information-giving,, social behaviors, verbal attentiveness and showing of concern 
weree unrelated to satisfaction. 

Furthermore,, patients' anger was negatively related to visit-specific satisfaction 
att T2 (r--.27), whereas both patients' interest and friendliness were positively related 

-.25* * 

.31' ' 

.28**-.42***  -.31**-.26* 
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Tablee lc. Predicting cancer patients' quality of life and satisfaction (N=96), after one 
weekk (Tl) and after three months (T2). 

Predictorss T l T2 
Betaa R2 Beta R2 

Physicall  distress: 
doctorr anger 0.21*  0.04 
patientt social behavior (1) 0.28* 
patientt anger (2) 0.22* 
patientt question-asking (3) -.26*  0.20 

Psychologicall  distress: 
doctorr anger 
patientt anger (1) 
patientt anxiety (2) 
patientt dominance (3) 
patientt anger (1) 
patientt question asking (2) 

Globall  quality of life: 
doctorr anxiety 
patientt anxiety 
patientt social behavior (1) 
patientt question-asking (2) 
patientt anger (3) 

Visit-specificc satisfaction: 
doctorr friendliness (1) 
doctorr anger (2) 
patientt negative talk 
patientt interest (1) 
patientt dominance (2) 
doctorr social behavior 
patientt negative talk (1) 
patientt directions (2) 
patientt anger 

Globall  satisfaction: 
doctorr anger 
patientt negative talk 
doctorr information-giving 

*== .01 < p < .05 
**== p < .01 

0.21* * 
0.31* * 
0.23* * 
-.26* * 

-.23* * 
0.23* * 

0.34** * 
0.22* * 
-.28** * 
0.32** * 
-.25* * 

-.27** * 
-.31** * 

0.04 4 

0.21 1 

0.05 5 
0.05 5 

0.12 2 
0.08 8 

0.15 5 

0.07 7 
0.10 0 

0.28* * 
-.24* * 

0.31** * 
-.23* * 
0.23* * 

0.30** * 
-.42** * 
-.22* * 
-.27* * 

-.26* * 
0.31** * 

0.13 3 

0.20 0 

0.09 9 

0.22 2 
0.07 7 

0.07 7 
0.10 0 

Note:: Separate regression analyses were performed for doctor and patient 
communication. . 

too their visit-specific satisfaction at Tl and T2 (interest: r=.32 and r=.23; friendliness: 
r=.233 and r=.23). Anger was also related to their global satisfaction at Tl (r=-.29). 
Finally,, patients' anxiety, dominance and signs of distress were not related to 
satisfaction. . 
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Predictingg patients' quality of life. Multivariate analyses indicated that patients' 
physicalphysical distress at Tl (see table lc) was best predicted by oncologists' anger 
(Beta=.21,, R2=0.04), whereas at T2 this outcome was best predicted by patients' 
sociall  behaviors (Beta=0.28), patients' anger (Beta=.22), and patients' question-
askingg (Beta=-.26, R2=0.20). 

Patients'' psychological distress at Tl was best predicted by doctor anger (Beta=.21, 
R2=0.04).. This outcome was also predicted by patients' anger (Beta=0.31), patients' 
anxietyy (Beta=.23) and patients' dominance (Beta=-.26, R2=0.21). Psychological 
distresss at the second follow-up moment was best predicted by patients' anger 
(Beta=.28)) and patients' question-asking (Beta=-.24, R2=0.13). 

Patients'' global quality of life at Tl was best predicted by physicians' anxiety 
(Beta=-.23,, R2=0.05) and patients' anxiety (Beta=.23, R2=0.05). At T2, patients' 

globall  quality of life was best predicted by patients' social behaviors (Beta=0.31), 
patients'' question-asking (Beta=-.23), and patients' anger (Beta=.23, R2=0.20). 

Predictingg patients' satisfaction. Visit-specific satisfaction at Tl (see table lc) 
wass best predicted by doctors' friendliness (Beta=.34) and by doctors' anger (Beta=.22, 
R2=0.12).. This outcome was also predicted by patients' negative talk (Beta=-.28, 
R2=0.08),, and by patients*  interest (Beta=.32) and patients' dominance (Beta=-.25, 
R2=0.15).. At T2, visit-specific satisfaction was best predicted by doctors' social 
behaviorss (Beta=0.30, R2=0.09), by patients' negative talk (Beta=-.42) and directive 
statementss (Beta=-.22, R2=0.22), and finally, by patients' anger (Beta=-.27, R2=0.07). 

Patients'' global satisfaction at Tl was best predicted by physicians' anger (Beta=-
.27,, R2=O.07), and by patients' negative talk (Beta=-.31, R2=0.10). At T2, it was best 
predictedd by oncologists' information-giving (Beta=0.31, R2=0.10), and by patients' 
negativee talk (Beta=-.26, R2=0.07). 

3.33 The relationship between doctors' patient-centredness and 
patients'' quality of life and satisfaction 

Doctors'' mean cure / care ratio was 2.4:1 (sd=1.9). In other words, oncologists' 
communicationn during the consultation consisted of almost two and a half times 
moree cure-oriented than care-oriented behaviors. Additional analyses (see table 
Id)) yielded a moderate, negative relation between doctors' patient-centredness and 
patients'' global satisfaction after three months (r=-.24). 
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Tablee Id. Relation between oncologists' patient-centredness and patients' quality of 
lifee and satisfaction (N=96), after one week (Tl) and after three months (T2). 

Physiciann behavior Physical Psychological Global Visit-specific Global 
distresss (QoL) distress (QoL) Q.o.L. satisfaction satisfaction 

Tll  T2 Tl T2 Tl T2 Tl T2 Tl T2 
Patientt -centredness - - - - _ . . . - -.24* 

-== not significant 
*== .01 < p < .05 

44 Discussion 

Inn this paper, the relationship between doctors' and patients' communication during 
thee initial oncological consultation and patients' quality of life and satisfaction was 
addressed.. Secondly, the relationship between doctors' patient-centredness and the 
samee patient outcomes was investigated. So far, few studies have examined these 
issuess in the oncological setting. Moreover, earlier studies have seldom acknowledged 
patients'' contribution to the consultation and its possible effect on patient outcomes. 

Physicians''  behaviors. A meta-analysis by Hall & Dornan [47] indicated that one 
off  the lowest patient satisfaction ratings concerned doctors' information-giving 
behaviors.. Not surprisingly then, patients who received more information were more 
satisfiedd than patients who received less information [13]. Also in our study patients' 
globall  satisfaction was best predicted by information-giving by their doctor. 

Previouss studies have also found relations between physicians' informativeness 
andd patients' quality of life. Rainey [35] for example, reported less emotional distress 
inn cancer patients assigned to the 'high-information-condition'. Data from a study 
byy McHugh et al. [48], however, indicated that cancer patients who were highly 
informedd showed less improvement in psychological distress after six months follow-
up.. Our investigation found no relationship between oncologists' communicative 
behaviorss and patients' quality of life. 

Roterr and Hall [49] mention that studies which report positive correlations between 
physicians'' information-giving and subsequent patient satisfaction may reflect not 
onlyy patients' desire for information per se. "Patients may reason that a doctor who 
botherss to give more information is nicer or more concerned about them as people". 
Inn other words, "the informative physician comes across as being humane and 
involved""  [49, p.137]. However, more explicit ways of conveying humaneness and 
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involvementt are achieved through affective communication, verbal as well as non-
verball  [10,11]- Several studies have acknowledged the important, determining role of 
physicians'' socio-emotional behaviors in relation to patient satisfaction (1,4,10,11,15-
25]. . 

Ourr data seem to replicate these results: patients' satisfaction (both visit-specific 
andd global) was predicted by doctors' socio-emotional behaviors and affective tone. 
Nott surprisingly, explicit communication of doctors' negative affect resulted in less 
patientt satisfaction. The fact that doctors' verbal attentiveness was also negatively 
relatedd to satisfaction is peculiar and unexpected, considering the socio-emotional 
behaviorss this particular cluster is comprised of, namely: showing agreement / 
understandingg / empathy, paraphrasing, checking and legitimizing. Even more so, 
sincee an earlier study by Bensing [11] reported that "of all the socio-emotional RIAS 
clusters,, doctors' verbal attentiveness has the strongest relationships with all quality 
ratings,, including the GP's psychosocial orientation" (p. 142). Perhaps oncologists' 
behavedbehaved empathically or understanding, whilst their non-verbal communication (e.g. 
bodyy positioning, looking through patient's file, tone of voice) contradicted their 
words.. Patients are very sensitive to inconsistencies between physicians' verbal and 
non-verball  communication [50,51]. Since we used audiotaped consultations, we were 
nott able to assess these possible inconsistensies. On the other hand, perhaps cancer 
patientss preferred a somewhat more 'formal approach' from their oncologist. After 
all,, patients were aware of their cancer diagnosis and were referred primarily for a 
discussionn about the treatment options. 

Patients'' behaviors. Butow and colleagues [18] reported no relation between the 
extentt to which cancer patients' informational needs are fulfilled and patient satisfac-
tion.. Our study, however, yielded a negative relation between patients' question-
askingg and visit-specific satisfaction. It can be assumed that patients who ask 
questionss want information. Ong and colleagues [52] reported that cancer patients 
whoo actively sought information about their medical situation by asking questions 
(soo called 'monitors') did not actually receive more information from their oncologists. 
Thus,, the informational needs of the patients who asked questions were perhaps 
unfulfilled,, resulting in dissatisfaction. The importance of patients' question-asking 
inn our study was further underlined by the fact that this type of patient behavior 
wass also one of the predictors of all three domains of patients' quality of life. From 
ann educational perspective, it seems essential that medical students be taught to 
specificallyy ask patients if all their questions are answered. Furthermore, they should 
askk whether the provided information is heard, understood, and interpreted as 
intendedd [53]. Also, since situational factors (e.g. a change in patient's disease status) 
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mayy alter patient's preferences for information, it is desirable that patients be asked 
att each consultation what their needs are in order to match the provision of 
informationn and support to these expressed needs [541. 

Patients'' social behaviors (making personal remarks, laughing, giving approval, 
makingg compliments) predicted both their physical distress and their global quality 
off  life. This finding is unanticipated as well as difficult to interpret. Possibly, these 
sociall  behaviors were used to conceal patients' low quality of life. New studies are 
neededd to replicate this result. Patients' negative talk predicted their visit-specific 
ass well as their global satisfaction at both follow-up measurements. Since satisfaction 
wass not predicted by oncologists' negative talk, patients' negative talk cannot merely 
bee regarded as a response to doctor behavior. It seems more feasible that patients 
whoo were critical or disapproving during the consultation with the oncologist, were 
dissatisfiedd to begin with. Since, in our study, patients' satisfaction was not measured 
att baseline, this assumption cannot be validated. Contrary to physicians'' behaviors, 
assessingg the influence of patients' behaviors on their satisfaction is more open to 
discussion;; their behavior during the consultation might also be an expression of 
theirr (dis)satisfaction. Clearly, this topic needs to be investigated more fully. 

Apartt from the fact that most findings of both oncologists and patients pertained 
too patients' satisfaction, it seems noteworthy to mention that the majority of these 
resultss were found at the second follow-up measurement. This holds true for patients' 
qualityy of life as well as satisfaction. An explanation could be that the first follow-up 
momentt (after one week) took place shortly before patients' treatment, usually 
surgery.. At that particular point in time, patients conceivably focused entirely on 
theirr treatment. At the second follow-up moment (after three months), however, 
mostt patients had undergone their treatment and were recovering. In all likelihood, 
patientss could then better appraise their consultation with the oncologist. 

Thee affective quality of the consultation: physicians. Our results show that four 
outt of the six types of physician affect related to patients' quality of life (all three 
domains)) as well as satisfaction (both visit-specific and global). Bensing [10,11], 
whoo investigated relations between GP behaviors and the quality of care, also reported 
thatt the strongest correlations with care were found among these affective scales. 
Physicians'' shown interest, for instance, correlated significantly with patients' 
satisfaction.. Our study confirms this finding. Bensing also reported that 'shown 
interest'' by the doctor had a strong predictive power on the quality rating of care 
[10,11].. In our study, however, patients' satisfaction was best predicted by physicians' 
friendlinesss and anger. Another interesting finding was that both patients' quality 
off  life and satisfaction at the first follow-up moment were predicted by physicians' 
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angerr and/or irritation. Apparently, this type of doctor affect plays an important role 
inn determining patient outcomes shortly after the consultation. 

Thee affective quality of the consultation: patients. Only one of the six types of 
patientt affect, namely dominance and/or assertiveness, was unrelated to both 
patients**  quality of life and satisfaction. Like oncologists' anger, patients' anger was 
predictivee of all three domains of patients' quality of life as well as their visit-specific 
satisfaction. . 

Thee second research question investigated the relationship between doctors' 
patient-centrednesss and patients' quality of life and satisfaction. First of all, we 
foundd that oncologists' communication consisted of almost 2.5 times more cure-
orientedd than care-oriented behaviors. This finding is consistent with a study by 
Fordd et al. [36]. An earlier study employing the RIAS [371 also found that both 
oncologistss and general practitioners use more instrumental than socio-emotional 
communication.. Butow and colleagues [18], however, reported that coders rated 
oncologists'' consultation style as being affiliative rather than authoritarian. Secondly, 
ourr study found a negative relation between doctors' patient-centredness and 
patients'' global satisfaction at T2. This finding contradicts earlier studies [1,2]. Butow 
andd colleagues [18], though, found that: consultation style (affiliative vs. authoritarian), 
doctorr affect, time spend on discussing non-medical matters, and the ratio of doctor 
too patient talk did not influence patients' satisfaction, recall or psychological adjustment. 
Ass discussed earlier, doctors*  verbal attentiveness and patient satisfaction were also 
negativelyy related. These two findings combined could be part of an explanation. 
Evidently,, data regarding this topic are somewhat inconsistent. 

AA few conclusions can be drawn from this study. Firstly, the results described 
abovee indicate that doctor-patient communication during the initial consultation on 
thee one hand, and patient outcomes on the other, are not independent from each 
other.. More attention is needed for this type of research. Especially the relation 
betweenn patients' behaviors and outcomes needs to be investigated more fully, 
incorporatingg baseline assessments of patients*  satisfaction and quality of life. 
Secondly,, oncologists*  behaviors only seem to influence patient satisfaction and not 
theirr quality of life. Satisfaction is best predicted by doctors' information-giving and 
sociall  behaviors, and patients' negative talk. New studies are needed to replicate 
thesee findings. Thirdly, the present study emphasizes the importance of the affective 
quality,, the 'tone', of the oncological consultation in predicting patient outcomes. 
Thiss finding has implications for 'communication training skills' programmes, in 
whichh doctors*  behaviors are usually emphasized. It seems advisable to pay equal 
attentionn to the non-verbal aspects of communication during these programmes, 
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especiallyy the expression of 'negative emotions', such as anger or irritation. 
Somee of the results described above were unanticipated, and therefore need 

replication.. Firstly, the negative relation found between doctors' verbal attentiveness 
andd patient satisfaction. Secondly, the negative relation between patient question-
askingg and satisfaction. Thirdly, the (negative) influence patients' social behaviors 
havee on their quality of life. The finding that oncologists' patient-centredness was 
negativelyy related to patient satisfaction was also unexpected, given our positive 
resultss regarding doctors' socio-emotional behaviors. Perhaps a broader definition 
of'patient-centredness',, such as employed by Butow and colleagues [18], should be 
consideredd for new studies. 

Finally,, some caution is needed when interpreting the results of this investigation. 
Firstly,, significant findings as well as trends were reported in this study. Therefore, 
thee latter indisputably need confirmation through new study results. However, all 
correlationss reported above were 'moderate' and therefore worth reporting. Secondly, 
ourr patient sample cannot be considered truly representative in terms of sex, tumor 
sites,, and prognosis: the majority of patients were gynaecological patients with an 
operablee malignancy of the cervix. Nevertheless, the results of the present study 
seemm encouraging for further research and future use in medical education and 
practice. . 
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Thee effect of providing cancer patients with the audiotaped initial consultation 

II Introduction 

Thee notion that cancer patients wish to be well informed about both general and 
specificc aspects of their diagnosis, prognosis and treatment has been underlined by 
severall  studies [1-5], Information is of considerable importance in helping patients 
andd their families cope with threatening situations [6,7]. Also, information enables 
patientss with cancer to make treatment-related decisions [2,8,9]. However, patients 
aree often dissatisfied with the information they receive [10-13]. Hogbin & Fallowfield 
[14]]  identified several reasons for this, namely: time constraints, poor communication 
skillss in doctors, physicians' withholding of information, patients' incapability to 
rememberr the information. Patient dissatisfaction predicts anxiety [15], reduces 
adherencee to treatment [16,17], and even seems to influence long-term outcomes [18]. 

Nott surprisingly then, the application of methods to optimize information-giving in 
oncologyy has become a significant issue. These methods include: training oncologists 
inn counselling skills [19], or insuring that a relative sits in at the consultation [20]. 
Informationn in the form of leaflets is another option, although general information is 
nott tailored to the individual needs of cancer patients [21]. Moreover, it may confuse 
patientss and even increase anxiety [22]. 

AA relatively novel approach, first suggested by Butt [23], is to provide patients with 
ann audiotape of the consultation. Several uncontrolled studies have indicated that 
thiss procedure is appreciated by cancer patients and their relatives [13,24-26]. 
Randomizedd studies have demonstrated the effect of this intervention on reducing 
cancerr patients' anxiety [27] and enhancing their recall of information [21,27,28] and 
satisfactionn [29]. Also, tapes seem to facilitate patients' requests for clarification of 
previouslyy given information [30]. In addition, Tattersall and colleagues [4] reported 
thatt cancer patients preferred audiotapes of their initial consultation to individualized 
letters.. In an ealier study by the same research group [29], however, general 
informationn tapes about cancer appeared to actively inhibit patients' recall of 
information.. They also reported that consultation tapes did not significantly improve 
patientt recall over the 'no-tape' control group [29]. 

Provisionn of tapes does not seem to reduce patients' psychological distress and 
feelingss of depression [4,28]. Moreover, McHugh and colleagues [28] suggested that 
issuingg audiotaped 'bad news' consultations to poor-prognosis patients who use 
repressivee coping strategies may even be detrimental to their psychological health. 

Inn this paper, we will report the results of a randomized trial which assesses the 
effectivenesss of providing cancer patients with the audiotaped initial consultation. 
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Previouss tape studies have examined this intervention in settings limited to a single, 
motivatedd clinician [4,13,21,29], a single diagnostic patient group [10,21], or the 
provisionn of a standard set of information by using a checklist [27]. Therefore, the 
generalisabilityy of these data to everyday clinical practice is limited. Like McHugh 
andd colleagues [28], we chose to investigate an unmodified clinical setting, with 
variouss oncologists, and more than one diagnostic and prognostic patient group. 

McHughh and colleagues [28] selected the 'bad news' consultation to be audiotaped. 
Inn the present investigation, the initial consultation will be recorded. This consultation 
iss usually highly emotional and informative. Moreover, the information provided is 
complexx since it covers not only patients' diagnosis and prognosis, but also one or 
severall  treatment options. In all likelihood, audiotapes of this particular consultation 
wil ll  be beneficial aids in enhancing patient outcomes. Such an investigation has not 
yett been performed. 

First,, we will investigate patients' attitudes towards the intervention. Second, the 
effectt of this intervention on patients' satisfaction and recall of information will be 
examined,, given the positive results of an earlier pilot study [26]. Third, the effect of 
thiss intervention on patients' quality of life will be investigated. On the basis of 
previouss studies, we expect that providing cancer patients with a tape of the initial 
consultationn will have a positive effect on their satisfaction and recall of information. 
Wee also expect that this intervention wil l not have an effect on their quality of life. 

Ass mentioned earlier, a similar study [28] reported a negative effect of the provision 
off  tapes on psychological distress in poor-prognosis patients. Therefore, we will 
alsoo explore the effect of the intervention for patients with a good versus a poor 
prognosis.. Also, the interaction between the intervention and patients' age and coping 
styless wil l be examined. 

22 Patients and methods 

2.11 Sample 

Eligiblee were cancer patients referred to the gynaecology or medical oncology 
outpatientt clinic at the Academic Medical Center (AMC) in Amsterdam, who gave 
theirr informed consent. Exclusion criteria were inability to speak, read or write the 
Dutchh language, and obvious psychopathology. Patients were aware of their cancer 
diagnosis,, and were referred for an initial discussion of possible treatment options. 
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Duringg the recorded consultations, the following topics were usually discussed: 
reasonn for referral to a specialist, the specific aspects of the diagnosis, medical 
history,, findings of the physical examination, the proposed treatment policy, prognosis, 
(short-term)) side effects and other (long-term) consequences of the treatment (e.g. 
sexuality,, fertility and work). The physical examination which took place during 
thesee consultations was not recorded for technical and privacy reasons. 

Thee sample consisted of 201 consecutive patients with cancer. Eleven oncologists 
(sixx gynaecologists and five medical oncologists) audiotaped initial consultations 
withh their patients. Patients were entered into the study between August 1994 and 
Aprill  1997. 

2.22 Study design and procedure 

Thee present study was designed as a 'double-blind', randomized controlled trial (see 
figuree 1). Patients were sent the informed consent form together with the baseline 
questionnairee a few days before the initial consultation. When patients agreed to 

Figuree 1. Study design 
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participate,, the consultation was audiotaped using two small tape-recorders with a 
built-inn microphone. While the consultation took place, stratified randomisation per 
cliniciann took place. Immediately following the consultation, patients allocated to the 
experimentall  group were provided with the tape; baseline questionnaires were collected. 

Questionnairess were sent the following week (Tl) and after three months (T2). All 
patientss were given a structured telephone interview at Tl and T2 to obtain additional 
outcomee measures. Also, this procedure was followed to prevent patient dropout. 
Afterr obtaining the second follow-up assessment, patients allocated to the control 
groupp were offered the audiotape of the consultation. 

2.33 Variables and instruments 

Baselinee assessments. Patients' socio-demographics, and preferences for different 
typestypes of information were assessed [1]. In addition, preferences for a certain amount 
ofof detailed information were measured [31], Due to skewness of the data, both 
scaless were dichotomized. 

Also,, 'disease specific' quality of life (Rotterdam Symptom Checklist (RSCL) [32], 
andd 'generic' quality of life (Medical Outcome Studies (MOS-24) [33], were measured. 

Patients'' prognoses, in terms of a 5-years survival, were classified in two categories: 
<60%% and >60% chance of a 5-years survival. These data were obtained from the 
treatingg oncologists. 

Monitoringg ('cognitive confrontation') and blunting ('cognitive avoidance') coping 
styless were assessed by means of the 'Threatening Medical Situations Inventory' 
[34,35].. In our study, we used the shortened version of the TMSI which consisted of 
twoo out of the four hypothetical, threatening medical situations. This version proved 
too be valid in an oncological sample [5]. 

Follow-upp assessments. To assess patients' attitudes towards the intervention, an 
instrumentt was developed and tested during an earlier pilot study [26]. For the 
experimentall  group, this semi-structured questionnaire consisted of eleven questions 
regardingg 'tape usage' (3 items), 'forgotten information and affective connotation' (3 
items),, and 'appreciation' (5 items). Two of the questions pertaining to 'appreciation' 
weree also used for the control group. 

Next,, both 'disease specific' and 'generic' quality of life were assessed (see 'baseline 
variables'). . 

Thee 'Patient Satisfaction Questionnaire (PSQ)*  was used to measure patients' 
satisfactionn with the audiotaped consultation. It assessed satisfaction with: needs 
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addressed,, active involvement in the interaction, interaction in general, information 
received,, and emotional support received [36]. The items were answered on visual 
analoguee scales. In addition, patients' satisfaction with medical care was assessed 
byy means of the 'Patient Satisfaction Questionnaire-IH' [37]. One of the five subscales 
('availability')) of this instrument was not used for further analysis, since this scale 
referredd to aspects of satisfaction not applicable to the Dutch situation. 

Too assess patients' recall of information, each audiotaped consultation was analyzed 
too itemize the actual information conveyed by the oncologist, against which patients' 
recalll  of information was measured during a telephone interview. The information 
providedd by the doctor could fall into nine categories concerning: diagnosis, prognosis, 
operation,, trial, chemotherapy (with or without hyperthermia), radiotherapy, 
alternativee treatment plan (including no treatment), direct (short-term) side-effects, 
otherr (long-term) consequences of treatment. Most of these categories consisted of 
subcategories,, for instance, 'part of the body being treated', 'admittance to hospital 
necessary',, 'purpose of the trial'. Correct responses were added for each separate 
category. . 

2.44 Analyses 

Analysess were performed using the 'intention-to-treat' approach [38]: non-compliers 
weree analyzed according to the original randomisation groups. 

Too test the efficiency of the randomisation, differences in baseline variables between 
thee experimental and control group were tested using Student's t-tests (two-sided) 
forr numeric variables and ChiMests (two-sided) for categorical variables. P-values 
smallerr than 0.05 were considered statistically significant. For the descriptive 
statisticss regarding patients' characteristics and patients' attitudes towards the 
intervention,, frequencies were calculated. 

Repeatedd measures analysis of variance (MANOVA) was performed to establish 
thee effect of the intervention on patients' quality of life, satisfaction and recall of 
informationn (main effect). Study group was used as the 'between-subjects' factor, 
andd time (Tl, T2) as the 'within-subjects' factor. Quality of life assessments at baseline 
weree entered as covariates. P-values smaller than 0.05 were considered statistically 
significant.. If multivariate significance was observed, post-hoc univariate comparisons 
establishedd which variables contributed to the overall difference. 

Too examine the interaction effect between the intervention and patients' 
backgroundd characteristics on patient outcomes, MANOVA's were performed with 

127 7 



Chapterr 6 

studyy group and background characteristics as the 'between-subject' factors. Time 
(Tl ,, T2) was used as the 'within-subjects' factor. Regarding patients' satisfaction, 
onlyy satisfaction with the taped consultation was investigated. For age as well as 
monitoringg and blunting coping style, the median-split method was employed to 
dichotomizee these variables. Regarding patients' prognoses, ANOVA's were performed 
forr Tl only, since the number of patients for the second assessment was too small to 
performm statistical analyses. P-values smaller than 0.05 were considered statistically 
significant. . 

Dataa analysis was conducted using Statistical Package for the Social Sciences (SPSS), 
versionn 8.0. 

33 Results 

3.11 Sample 

AA total of 284 patients were eligible for the study. Of these patients, 201 patients 
(71%)) were included: 105 patients were randomized in the experimental group, 96 
patientss in the control group. Reasons for non-inclusion (N=83) were: patient was 
tooo emotional (N=24) or too ill (N=19) to participate, patient found questionnaire too 
difficultt to fill  in (N=8), patient refused for unknown reason (N=17), and consultation 
wass not recorded or incomplete (N=15). 

Outt of 201 patients, 187 (93%) returned the first follow-up questionnaire, 164 
patientss (82%) returned the questionnaire after three months. At Tl , reasons for 
non-responsee (N=14) were: too ill (N=5), deceased (N=l), no longer motivated (N=l), 
reasonn unknown (N=7). At T2, reasons for non-response (N=23) were: too ill (N=12), 
deceasedd (N=8), no longer motivated (N=l), reason unknown (N=2). Regarding 
patients'' recall of information and patients' attitudes towards the intervention at 
Tl ,, 198 out of 201 patients (98.5%) were interviewed. Reasons for non-response 
(N=3)) were: too ill (N=2), deceased (N=l). At T2,174 patients (87%) were interviewed. 
Reasonss for non-response (N=24) were: too ill (N=14), deceased (N=8), no longer 
motivatedd (N=l), reason unknown (N=l). 

Gynaecologicall  cancers included: cancer of the vulva, cervix, corpus, and ovary. 
Thee medical oncology patients were diagnosed with a primary malignancy (with or 
withoutt metastases) of: the testis, skin, bladder, liver, pancreas, colon, breast, or 
oesophagus.. Table 1 presents the descriptive statistics for patients' socio-demographic 
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Tablee 1. Patients' socio-demographics, preferences for information, and clinical 
characteristicss (N=201). 

patientt characterist ics 

Agee (years): 
meann (s.d.) 
range e 

Sex: : 
male e 
female e 

Marita ll  status: 
single e 
marriedd / cohabitating 
widowed d 

Education: : 
compulsoryy or less 
compuls.;; < university 
university y 

experimentall  group (N=105) 

54 4 
25-85 5 

20% % 
80% % 

23.8% % 
67.6% % 
10.5% % 

20% % 
76.2% % 
3.8% % 

Preferencess for  information : 
partiall  information 11.4% 
alll  information 88.6% 
(goodd and bad) 

doo not prefer as many 
detailss as possible 
preferr as many details 
ass possible 

Typee of cancer: 
gynaecologie e 
internal l 

24% % 

76% % 

70.5% % 
29.5% % 

Prognosiss (5-years survival): 
<60%% 29.5% 
>60%% 70.5% 

(15.0) ) 

(N=21) ) 
(N=84) ) 

(N=25) ) 
(N=71) ) 
(N=l l ) ) 

(N=21) ) 
(N=80) ) 
(N=4) ) 

(N=12) ) 
(N=93) ) 

(N=23) ) 

(N=82) ) 

(N=74) ) 
(N=31) ) 

(N=31) ) 
(N=74) ) 

control l 

53 3 
15-93 3 

17% % 
83% % 

26% % 
61.5% % 
15.6% % 

28.1% % 
68.8% % 
3.1% % 

13.5% % 
86.5% % 

21.9% % 

78.1% % 

68.8% % 
31.2% % 

24% % 
76% % 

groupp (N=96) 

(16.5) ) 

(N=16) ) 
(N=80) ) 

(N=25) ) 
(N=59) ) 
(N=15) ) 

(N=27) ) 
(N=66) ) 
(N=3) ) 

(N=13) ) 
(N=83) ) 

(N=21) ) 

(N=75) ) 

(N=66) ) 
(N=30) ) 

(N=23) ) 
(N=73) ) 

p-value e 

0.85* * 

0.54+ + 

0.68+ + 

0.42+ + 

0.86+ + 

0.26+ + 

0.46+ + 

0.37+ + 

**  = t-test to identify differences between study groups;+ = ChP-test to identify differences 
betweenn study groups. 
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variables,, preferences for information, and clinical characteristics. The p-values 
indicatee that there were no differences between the experimental and control group 
regardingg these variables. 

3.22 Patients' attitudes towards the intervention: the experimental group 

Tapee usage. After one week, 77 patients (75%) listened to the tape, whereas 29 
patientss (32%) listened in between the first and second follow-up assessment. On 
average,, they listened 2.1 times (range: 1-15) at Tl , and 2.2 times (range: 1-8) at 
T2.. The most frequently mentioned reason patients gave for not listening to the 
tapee was "I do not need to listen to the tape for information" (N=14 at Tl ; N=51 at 
T2).. After one week, the second most frequently mentioned reason was "listening to 
thee tape would be too threatening at the moment" (N=5). 

Afterr one week, 45 patients (58%) listened to the tape together with their partner, 
andd 17 patients (22%) listened with their children. Fifteen patients (19%) shared the 
tapee with other relatives and/or close friends. One patient gave the tape to the referring 
gynaecologist.. Also after three months, most patients (N=22) shared the tape with 
theirr partner and/or their children. Some shared the tape with other relatives and/or 
closee friends (N=7). One patient gave the tape to the general practitioner. 

Forgottenn information and affective connotation. After one week, 47 patients 
(61%)) foundd that the tape contained information they had forgotten. Eleven patients 
(14%)) found that the tape contained upsetting information, whereas 41 patients 

Tablee 2. Adjusted mean satisfaction scores (with standard errors) for experimental 
andd control group after one week (Tl) and after three months (T2) 

Satisfaction n 

Consult-specificc (0-50): 

Generic: : 
interpersonall  aspects (range:7-35) 
technicall  quality (range:8-40) 
communicationn (range:5-25) 
generall  satisfaction (range:6-30) 

T ll  (N= 96) ) 
experimental l 
group p 
mean n 

42.2 2 

27.9 9 
29.6 6 
19.9 9 
23.2 2 

(se) ) 

(0.8) ) 

(0.5) ) 
(0.5) ) 
(0.3) ) 
(0.4) ) 

Tll  (N= 
contro o 

mean n 

38.7 7 

26.1 1 
28.2 2 
19.1 1 
21.8 8 

91) ) 
group p 

(se) ) 

(0.9) ) 

(0.5) ) 
(0.6) ) 
(0.4) ) 
(0.5) ) 

95%% CI for mean 
differencee at Tl 

1.33 to 5.6* 

0.44 to 2.8* 
-.33 to 2.5 
-.33 to 1.5 
0.33 to 2.4* 

Higherr scores indicate higher satisfaction. * = Difference is significant at the 0.05 level. 
P-valuess from univariate tests calculated after multivariate significance was established. 
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(53%)) found the information on the tape reassuring. After three months, half of the 
patientss (N=14) found the tape containing both 'forgotten information' and reassuring 
information.. One patient found the information on the tape upsetting. 

Appreciationn of taping procedure and intervention. The majority did not take 
noticee of the recording of the consultation at both follow-up assessments (69% and 
60%% respectively). The remaining patients were even positive about the taping 
proceduree itself. After one week, the tape facilitated communication with relatives 
forr 39 patients (51%). For 33 patients (43%) the tape prompted additional questions 
regardingg their illness and its treatment. After three months, the tape facilitated 
communicationn with relatives for the majority of patients (N=18). Overall, almost all 
patientss (96% at Tl ; 98% at T2) were positive about the intervention and would 
recommendd the intervention to cancer patients (93% at Tl ; 96% at T2). 

3.33 Patients' attitudes towards the intervention: the control group 

Afterr one week, 77 patients (81%) did not take notice of the recording of their 
consultation.. Moreover, 14 patients were positive about the taping procedure itself. 
Eighty-sevenn patients (92%) were positive about the concept of providing cancer 
patientss with the taped consultation. After three months, 78 patients (95%) were 
positivee about this intervention. When offered the taped consultation after three 
months,, 60 patients (77%) still wished to receive it. 

T22 (N=88) 
experimental l 
group p 
mean n 

42.5 5 

22.0 0 
23.2 2 
12.6 6 
15.8 8 

(se) ) 

(0.9) ) 

(0.3) ) 
(0.3) ) 
(0.2) ) 
(0.2) ) 

T2(N= = 
contro o 

mean n 

38.8 8 

21.9 9 
23.0 0 
12.6 6 
16.0 0 

76) ) 
group p 

(se) ) 

(1.0) ) 

(0.3) ) 
(0.3) ) 
(0.2) ) 
(0.2) ) 

95%% CI for mean 
differencee at T2 

1.00 to 6.2* 

-.55 to 1.0 
-.66 to 1.1 
-.55 to 0.7 
-.88 to 0.4 

131 1 



Chapterr 6 

3.44 The effect of the intervention on patients' satisfaction 

Thee first expectation was confirmed. A main effect of the intervention was found 
(F=2.39,, p<.05), indicating that patients provided with the taped consultation were 
moree satisfied than patients allocated to the control group (see table 2). Univariate 
analysess revealed that the tape group was more satisfied with the taped consultation 
att both follow-up moments (p<.01), with interpersonal aspects of medical care as 
welll  as medical care in general after one week (p<.05). 

AA main effect of time was found (F=122.13, p<.001), indicating that patients' 
satisfactionn at Tl and T2 changed over time: satisfaction with interpersonal aspects, 
technicall  quality, communication, and general satisfaction decreased over time 
(p<.001).. No interaction effect between the intervention and time was found (F=1.80, 
p=0.12). . 

3.55 The effect of the intervention on patients' recall of information 

Obviously,, not every information category was relevant for all patients. Information 
aboutt the diagnosis and an operation, for instance, was provided more frequently 
thann information about a trial or an alternative treatment plan. Therefore, the 
numberr of patients are presented for each information category separately. 

Tablee 3. Adjusted mean % patient recall of information (with standard errors) for 
experimentall  and control group after one week (Tl) and after three months (T2) 

Recalll  of information experimental group Tl control group Tl 95% CI for mean 
meann (se) N mean (se) N difference at Tl 

Information-categories s 

diagnosis s 
prognosis s 
operation n 
triall  procedure 
chemotherapy y 
radiotherapy y 
alternativee treatment 
sidee effects (short-term) 
consequencess (long-term) 

92.4 4 
85.7 7 
89.7 7 
85.4 4 
72.8 8 
85.6 6 
87.3 3 
79.0 0 
75.5 5 

(2.6) ) 
(4.4) ) 
(2.7) ) 
(6.8) ) 
(4.6) ) 
(4.9) ) 
(6.0) ) 
(3.8) ) 
(5.3) ) 

101 1 
74 4 
79 9 
18 8 
38 8 
59 9 
33 3 
67 7 
50 0 

80.2 2 
46.8 8 
57.9 9 
53.6 6 
46.6 6 
40.9 9 
31.7 7 
49.5 5 
33.3 3 

(2.7) ) 
(5.0) ) 
(2.8) ) 
(7.7) ) 
(5.0) ) 
(5.1) ) 
(7.6) ) 
(3.8) ) 
(5.9) ) 

93 3 
56 6 
73 3 
14 4 
33 3 
54 4 
21 1 
68 8 
41 1 

4.9 9 
25.8 8 
24.2 2 
10.8 8 
12.7 7 
30.7 7 
36.0 0 
18.9 9 
26.3 3 

to o 
to o 
to o 
to o 
to o 
to o 
to o 
to o 
to o 

19.5* * 
52.0* * 
39.5* * 
52.9* * 
39.7* * 
58.8* * 
75.2* * 
40.1* * 
57.9* * 

Higherr % indicates better recall (actual information provided by physician=100%). 
**  = Difference is significant at the 0.05 level. P-values from univariate tests calculated 
afterr multivariate significance was established. 
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Thee second expectation was confirmed. A main effect of the intervention was 
foundd for all information-categories (see table 3), indicating that patients provided 
withh the tape were able to recall more information regarding all topics discussed 
duringg the consultation (p<.001, except for 'trial procedure' and 'chemotherapy' 
p<.01).. Also, the tape group recalled more information at both follow-up assessments. 

AA main effect of time was established for seven out of the nine information categories. 
Patients'' recall decreased over time regarding information about: prognosis (p<.05), 
operationn (p<.001), trial procedure (p<.05), radiotherapy (p<.01), alternative treatment 
(p<.01),, short-term side effects (p<.01) and other long-term consequences (p<.01). No 
interactionn effect between the intervention and time was found. 

3.66 The effect of the intervention on patients' quality of life 

Thee third expectation was also confirmed. The results (see table 4) show no main 
effectt of the intervention on quality of life (F=0.87, p=.58). 

AA main effect of time on quality of life was observed (F=3.17, p<.01): patients' 
physicall  distress (p<.001), physical functioning (p<.001), role functioning (p<.001), 
energyy level (p<.05) and social functioning (p<.001) deteriorated over time. On the 
otherr hand, patients' psychological distress (p<.001), mental health (p<.001) and 
perceivedd health (p<.05) improved. No interaction effect between the intervention 
andd time on quality of life was found (F=0.89, p=.55). 

experimentall  group T2 control group T2 95% CI for mean 
meann (se) N mean (se) N difference at T2 

94.8 8 
83.5 5 
75.2 2 
79.2 2 
65.8 8 
82.5 5 
76.2 2 
69.7 7 
60.4 4 

(2.4) ) 
(4.7) ) 
(3.6) ) 
(8.0) ) 
(6.2) ) 
(4.7) ) 
(7.2) ) 
(3.9) ) 
(6.1) ) 

90 0 
63 3 
70 0 
16 6 
28 8 
53 3 
28 8 
60 0 
44 4 

81.0 0 
28.6 6 
45.6 6 
35.8 8 
45.1 1 
22.2 2 
14.2 2 
39.7 7 
28.0 0 

(2.6) ) 
(5.4) ) 
(3.6) ) 
(9.2) ) 
(6.8) ) 
(4.8) ) 
(8.5) ) 
(4.0) ) 
(6.5) ) 

80 0 
48 8 
68 8 
12 2 
23 3 
51 1 
20 0 
57 7 
38 8 

6.9 9 
40.7 7 
19.6 6 
18.3 3 
2.3 3 

47.0 0 
39.7 7 
19.0 0 
14.7 7 

to o 
to o 
to o 
to o 
to o 
to o 
to o 
to o 
to o 

20.8* * 
69.0* * 
39.7* * 
68.4* * 
39.1* * 
73.6* * 
84.3* * 
41.0* * 
50.0* * 
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Tablee 4. Adjusted mean quality of life scores (with standard errors) for experimental 
andd control group after one week (Tl) and after three months (T2) 

Qualityy of Life 

Disease-specificc (0-100): 
physicall  distress 
psychol.. distress 
globall  QoL 

Genericc (0-100): 
perceivedd health 
physicall  funct. 
bodilyy pain 
rolee functioning 
sociall  functioning 
mentall  health 
energyy level 

Tll  (N= 96) ) 
experimental l 
group p 
mean n 

15.4 4 
32.0 0 
37.7 7 

43.2 2 
58.1 1 
31.7 7 
48.1 1 
60.1 1 
64.9 9 
60.0 0 

(se) ) 

(0.8) ) 
(1.9) ) 
(1.5) ) 

(1.6) ) 
(2.5) ) 
(2.2) ) 
(3.7) ) 
(2.0) ) 
(1.6) ) 
(1-7) ) 

Tll  (N= 
contro o 

mean n 

15.5 5 
33.6 6 
37.6 6 

48.5 5 
58.9 9 
34.9 9 
52.1 1 
62.9 9 
62.6 6 
59.2 2 

91) ) 
group p 

(se) ) 

(0.9) ) 
(2.0) ) 
(1.6) ) 

(1-7) ) 
(2.7) ) 
(2.4) ) 
(3.9) ) 
(2.1) ) 
(1.7) ) 
(1.8) ) 

95%% CI for mean 
differencee at Tl 

-1.4 4 
-7.0 0 
-3.3 3 

-7.0 0 
-7.6 6 
-8.8 8 
-6.6 6 
-7.1 1 
-3.1 1 
-5.8 8 

to o 
to o 
to o 

to o 
to o 
to o 
to o 
to o 
to o 
to o 

2.6 6 
2.2 2 
5.4 4 

1.4 4 
5.9 9 
2.8 8 

13.0 0 
3.6 6 
4.7 7 
2.7 7 

MANOVAA revealed no main effect of the intervention. 
Disease-specificc quality of life (RSCL): higher scores indicate diminished quality of life. 
Genericc quality of lif e (MOS): higher scores indicate better quality of life, except for 
bodilyy pain score. 

Tablee 5. Adjusted mean satisfaction and recall scores (with standard errors) for younger 
andd older patients in both study groups 

Patientt outcomes experimentall  group 
younger**  patients 
meann (se) N 

controll  group 
youngerr patients 
meann (se) N 

95%% CI for mean 
difference e 

satisfactionn with taped 42.1 (1.1) 37 
consultation: : 

36.22 (1.1) 43 2.44 to 9.3 

recalll  of diagnostic 
information : : 

97.11 (3.2) 39 90.33 (3.1) 44 0.2 to 13.3 

Higherr scores indicate higher satisfaction and better recall. 

**  = younger<55 years of age, older>55 years of age. 

** == p-value <0.05. 
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T22 (N=88) 
experimental l 
group p 
meann (se) 

20.33 (1.3) 
21.55 (1.9) 
35.22 (2.4) 

48.99 (2.4) 
43.44 (3.5) 
35.33 (3.0) 
33.44 (5.0) 
50.11 (3.2) 
72.99 (2.1) 
54.66 (2.4) 

T2(N N =76)) 95% CI for mean 
gontroll  group difference at T2 

mean n 

17.7 7 
21.5 5 
35.9 9 

50.9 9 
42.7 7 
32.3 3 
33.0 0 
51.6 6 
71.9 9 
55.4 4 

experimentall  group 
older**  patients 
meann (se) N 

42.55 (1.0) 47 

91.55 (2.9) 50 

(se) ) 

(1.4)) -1.3 
(2.1)) -5.8 
(2.5)) -7.9 

(2.6)) -8.9 
(3.8)) -9.4 
(3.1)) -3.3 
(5.3)) -11.4 
(3.4)) -8.9 
(2.2)) -4.7 
(2.6)) -6.2 

controll  group 
olderr patients 
meann (se) N 

42.33 (1.2) 34 

66.11 (3.4) 36 

too 5.6 
too 5.0 
too 5.0 

too 4.8 
too 10.4 
too 13.4 
too 15.5 
too 8.9 
too 6.6 
too 7.5 

95%% CI for mean 
difference e 

-2.55 to 3.0 

14.99 to 36.0** 
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3.77 The effect of the intervention and patients' background 
characteristics s 

Patients''  prognoses. No interaction effects were found between the intervention 
andd prognosis on satisfaction, recall of information and quality of life. Regarding 
recalll  of information about prognosis, operation, trial procedure, radiotherapy and 
long-termm consequences, statistical analyses were not performed due to the low 
numberr of patients. 

Patients''  age. An interaction effect (see table 5) was found between the intervention 
andd age on satisfaction with the taped consultation (F=6.5, p<.01): younger patients 
providedd with the tape were more satisfied than younger patients allocated to the 
controll  group (p<.001). Within the group of older patients, provision of the tape 
madee no difference in how satisfied they were with the consultation (p=.87). 

Also,, an interaction effect (see table 5) was found between the intervention and 
patients'' age on recall of diagnostic information (F=8.8, p<.01): older patients 
providedd with the tape recalled more information about their diagnosis as compared 
too older patients not provided with the tape (p<.001). Although younger patients' 
providedd with the tape recalled more diagnostic information as compared to younger 
patientss without the tape (p=.04), this effect was not as strong as the one found 
withinn the group of older patients. 

Noo interaction effect was found between the intervention and age on quality of life. 
Patients''  coping styles. No interaction effects were found between the intervention 

andd monitoring and blunting coping styles on satisfaction, recall, and quality of life. 

44 Discussion 

Inn this paper, the effectiveness of providing cancer patients with the audiotaped 
initiall  consultation was described. By means of a randomized double-blind design, 
thee effect of this intervention on patients' satisfaction, recall of information and 
qualityy of life was investigated. Such an investigation, where the initial interview is 
recorded,, using a variety of clinicians and more than one diagnostic and prognostic 
patientt group in an unmodified clinical setting, has not been performed earlier. 

Thee results show that the majority of patients (75%) listened to the audiotape, 
mostlyy together with relatives. This finding is comparable with data from previous 
tapee studies. Furthermore, almost all patients - including patients who did not listen 
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too the tape as well as patients allocated to the control group - appreciated the 
interventionn and would recommend it to other cancer patients. The fact that most 
patientss (77%) allocated to the control group still wished to receive the tape after 
threee months underlines patients' appreciation of this intervention. 

Ourr three expectations were confirmed. First, patients provided with the tape 
weree more satisfied with the taped consultation as well as medical care in general. 
Thiss study, using diverse clinician and patient samples, provides the first firm 
confirmationn that taping the initial interview enhances satisfaction in cancer patients. 
Similarr studies [4,29] report that patient satisfaction with the taped interview was 
consistentlyy high. Our data replicate this finding. Mean satisfaction scores ranged 
fromm 38.7 to 42.5 (scale: 0-50). Post-hoc analyses also showed a main age effect: 
olderr patients were more satisfied than younger patients (p<.01). 

Second,, audiotapes facilitated recall of information: patients provided with the 
tapee recalled more factual information about all nine categories of information than 
patientss without the tape. This result confirms data from earlier controlled as well 
ass uncontrolled studies [21,24-28], although it challenges findings from two 
Australiann studies [4,29]. In these studies, it was concluded that tapes did not 
influencee cancer patients' recall. An interesting finding of our study was that the 
interventionn showed an unexpected long-term effect: the tape group recalled more 
informationn not only after one week, but also after three months follow-up. 

Third,, no effect of the intervention on quality of life could be established, as was 
expected.. An effect of time was observed, demonstrating a decline in patients' 
physical,, role, and social functioning. This finding is not surprising given the fact 
thatt most patients had undergone a surgical treatment shortly before the second 
follow-upp assessment (at three months). Also, most patients were offered surgical 
treatmentt with a high cure rate (>90%). Thus, improvement of patients' psychological 
well-beingg after three months can be anticipated. 

Wee also explored whether certain subgroups of patients would benefit more or 
lesss from the provision of audiotapes. Apart from the study by McHugh and colleagues 
[28],, this issue has not received much attention in previous studies. Our results do 
nott replicate the finding by McHugh et al. [28], who reported a harmful effect in 
poor-prognosiss patients regarding their psychological distress. Moreover, we did 
nott find any interaction effect between the intervention and prognosis regarding 
patientt outcomes. It should be noted, however, that the number of patients were 
smalll  in these groups. 

Regardingg satisfaction with the taped consultation, our data indicate that younger 
patientss provided with the tape benefit more compared to younger patients without 
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thee tape. For older patients, access to the tape did not influence their satisfaction. 
Concerningg recall of diagnostic information, both older and younger patients 

providedd with the tape had a better recall compared to older and younger patients 
withoutt the tape. This effect, however, was much stronger for older than for younger 
patientss (p<.001 vs p=.04). It should be mentioned, though, that this finding pertained 
too only one out of nine informational categories. 

Ann interaction effect between the intervention and patients' monitoring and blunting 
copingg styles could not be established. Concerning the blunting style we did not 
anticipatee such an effect, since an earlier study showed that a blunting style was 
unrelatedd to cancer patients' preferences for information [5]. Concerning the 
monitoringg style, this finding was somewhat unexpected, considering the definition 
off  this coping style: 'actively seeking information about a threatening situation' [5]. 
Also,, this earlier study reported a positive relation between a monitoring style and 
cancerr patients' preferences for detailed information [5]. Therefore, it seems 
reasonablee to assume that high monitors provided with the tape would at least be 
moree satisfied than high monitors without the tape. New studies are needed to 
replicatee this finding. 

Somee limitations of the present study need to be mentioned. First, most cancer 
patientss were recruited from the gynaecology outpatient clinic; women with a high 
chancee of survival were therefore over-represented. Also, in studying interaction 
effectss between the intervention and prognosis on outcomes, the number of patients 
inn the poor-prognosis group was small. Future studies using more evenly divided 
prognosticc groups are recommended. 

Overall,, the results of the present study indicate that the provision of audiotaped 
initiall  consultations is valued by cancer patients and their relatives. Moreover, this 
interventionn enhances patients' satisfaction. Tapes also improve patients' factual 
recalll  of information provided by their clinician, even after three months follow-up. 
Furthermore,, access to audiotapes seems particularly helpful in enhancing 
satisfactionn in younger patients and recall of diagnostic information in both younger 
andd older patients, although foremost in the latter. Optimising outcomes such as 
these,, without compromising the quality of medical care or the doctor-patient 
relationship,, remains an important research direction for the future. As mentioned 
earlier,, consequences of poor patient satisfaction and recall of information include 
increasedd anxiety and distress [15,39]. Also, coping difficulties [39], lack of confidence 
inn the medical staff [40], non-compliance [16,17], and 'doctor shopping' [41] can be 
possiblee costs. 
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Ass Tattersall and colleagues [4] suggested, it could be argued that oncologists 

considerr installing audiotape-recording facilities to offer new patients a taped 

consultation.. The fact that taping consultations is feasible in busy outpatient clinics 

[26]]  and does not seem to burden the workload of physicians [4,26], adds to the 

appeall  of this intervention. 
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Summaryy and general discussion 

Introduction n 

Thee topic of this thesis is communication between doctors and cancer patients. The 
mainn aim is to investigate the effect of providing cancer patients with the audiotaped 
initiall  consultations on their satisfaction, recall, and quality of life. To serve this aim, 
itt is initially essential to gain insight into: a) the current state of affairs regarding 
doctor-patientt communication, b) the appreciation and feasibility of such an 
intervention,, c) a suitable observation instrument to analyze doctor-patient com-
municationn in an oncological setting, d) the influence of patients' characteristics on 
doctor-patientt communication, and e) the influence of doctor-patient communication 
onn patient outcomes. 

Summaryy of the results 

ChapterChapter 1 presents an overview of the literature concerning doctor-patient communi-
cation.. In this review, the following topics were addressed: a) different purposes of 
medicall  communication, b) analysis of doctor-patient communication, c) specific 
communicativee behaviors, d) the influence of communicative behaviors on patient 
outcomes,, and e) concluding remarks. 

Threee different purposes of doctor-patient communication were identified and 
elaboratedd on, namely: creating a good inter-personal relationship, exchanging 
information,, and making treatment-related decisions. 

Communicationn during medical encounters can be analyzed by using different 
interactionn analysis systems (IAS). These systems differ with regard to their clinical 
relevance,, observational strategy, reliability/validity, and channels of communicative 
behavior.. An overview of commonly applied systems was presented. 

Severall  communicative behaviors that occur in consultations were discussed: 
instrumentall  (cure oriented) versus affective (care oriented) behavior, verbal versus 
non-verball  behavior, privacy behavior, high versus low controlling behavior, and 
medicall  versus everyday language vocabularies. 

Consequencess of specific physician behaviors on certain patient outcomes, namely: 
satisfaction,, compliance/adherence to treatment, recall and understanding of 
information,, and health status/psychiatric morbidity were described. 

Too conclude, we have seen a steady rise in the number of studies addressing 
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doctor-patientt communication over the last 25 years. More explicitly, communicative 
behaviors,, methods to identify and analyze these behaviors, and the impact of these 
behaviorss on patient outcomes have received much attention. More recently, studies 
havee investigated the influence of background variables on doctor-patient communi-
cation. . 

ChapterChapter 2 describes the results of a pilot study, in which cancer patients were provided 
withh the audiotaped initial consultation. The objective of this study was twofold: a) 
too gain insight into the appreciation of patients and physicians regarding this 
intervention,, and b) to examine the feasibility of this intervention. 

Consultationss with 30 consecutive patients referred to the gynaecology or urology 
outpatientt clinic for an initial consultation regarding diagnosis and (or) treatment 
policyy were taped. Afterwards, patients took the tape home. The following week, 
theyy were phoned and asked what they had done with the tape and how they 
appreciatedd the intervention. By means of a questionnaire the physicians (N=6) 
weree asked about their experiences. 

Twoo patients could not be reached. Twenty-three out of 28 patients had listened to 
thee tape, mostly together with others, such as their spouse or other relatives. Twenty-
sixx out of 28 patients were positive about implementation of this intervention. 
Accordingg to most patients, the tape contained information they had forgotten. Also, 
mostt patients found that the tape contained reassuring information. Physicians 
regardedd the optimal transfer of information achieved by this intervention as an 
advantage.. Three out of six considered possible misinterpretation of the imparted 
informationn as a disadvantage. For some physicians, the taping of consultations led 
too more careful phrasing. Most physicians experienced no logistical difficulties. In 
general,, participation in the study did not take any extra time. 

Too conclude, this first study indicates that both cancer patients and physicians 
findfind it useful to provide patients with an audiotape of the initial consultation. 

ChapterChapter 3 covers the psychometric properties of the 'Roter Interaction Analysis 
System'' (RIAS) in oncological consultations. The RIAS is one of the most frequently 
usedd systems to analyze doctor-patient communication. However, it has mostly been 
appliedd and evaluated in primary care settings. Two studies were presented in which 
thee psychometric properties of the RIAS were investigated in an oncological setting. 
Inn the first study (N=25) the feasibility, inter-rater reliability and content validity of 
thee RIAS was investigated. In the second study, the discriminant validity of the RIAS 
wass evaluated. 
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Resultss of the first study showed that coding of tapes was more time consuming 
thann indicated by the Roter manual. The inter-rater reliability proved to be high for 
bothh physician communication (0.68<r<1.0) and patient communication (0.60<r<1.0). 
Thee content validity proved to be acceptable: all utterances could be classified. 
However,, coding dilemmas regarding affective communication occurred. The RIAS 
providedd no option for classifying communication of a third person present. Some 
communicationn categories were never or rarely used. Results of the second study 
indicatedd that the RIAS was able to discriminate between communicative behaviors 
inn oncological consultations (N=60) and three different GP-samples (random-GP 
sample:: N=329; hypertension sample: N=103; gynaecology sample: N=65). 

Thee feasibility of the RIAS is probably enhanced by using a computerized version 
off  the RIAS. All in all, the psychometric properties of the RIAS are satisfactory in an 
oncologicall  setting. 

ChapterChapter 4 aims at investigating the relation between cancer patients' coping styles 
andd doctor-patient communication and global affect. Monitoring and blunting styles 
havee become relevant concepts regarding their potential impact on patients' and 
doctors'' behaviors. For the purpose of this study, coping styles were assessed by 
meanss of the 'Threatening Medical Situations Inventory' (TMSI). Since a shortened 
versionn of the TMSI was used, the validity of this instrument was also evaluated. 
First,, it was examined whether the two factor structure of the original TMSI could 
bee confirmed in our version. Then, the relation between coping style and patients' 
preferencess for a) information and b) participation in decision-making was evaluated. 
Second,, the relation between monitoring and blunting and patients' age, sex, 
education,, quality of life and prognosis was investigated. Finally, the relation between 
patients'' coping styles and communicative behaviors and global affect of both patients 
andd physicians during the initial oncological consultation was examined. 

Patientss (N=123) visited their gynaecologist or medical oncologist for an initial 
discussionn of possible treatment. Patients' coping styles, socio-demographics, 
preferencee for information and participation in decision-making, quality of life and 
prognosiss were assessed by postal questionnaire prior to the visit to the outpatient 
clinic.. The consultation was audiotaped and analyzed according to Roter's Interaction 
Analysiss System, to identify instrumental and affective communicative behaviors of 
bothh patients and physicians. 

Thee two factor structure of the TMSI could be confirmed. A monitoring style was 
relatedd to a preference for detailed information (r=.23), participation in medical 
decision-makingg (r=.23), patient question-asking (r=.25), and patient dominance 
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(r=.23).. A blunting coping style was not related to any of the variables investigated. 
Patients'' copingstyles were unrelated to doctor-communication and global affect. 

Too conclude, the validity of the shortened TMSI is satisfactory. Also, cancer patients' 
copingg styles are not related to other personal and disease characteristics. 
Furthermore,, a monitoring style seems to influence patients' question-asking and 
dominancee during the oncological consultation. 

ChapterChapter 5 covers the relationship between: a) doctors' and patients' communication 
andd b) doctors' patient-centredness during the oncological consultation on the one 
hand,, and patients' quality of life and satisfaction on the other. Initial consultations 
off  96 consecutive cancer patients were recorded and content analyzed by means of 
thee RIAS. Data collection (mailed questionnaires) took place one week and three 
monthss after the consultation. 

Oncologists'' behaviors were unrelated to patients' quality of life. Primarily their 
information-givingg and their socio-emotional behaviors related to patients' satisfaction 
(-.24<r<.31).. Patients' behaviors related to both patient outcomes, although mostly to 
satisfaction;; the latter concerned negative relations only (-.25<r<-.42). Multiple 
regressionn analyses showed that patients' quality of life and satisfaction were most 
clearlyy predicted by the affective quality, the 'tone', of the consultation. Surprisingly, 
oncologists'' patient-centredness was negatively related to patients' global satisfaction 
afterr three months (r=-.24). 

Thiss study indicates that oncologists' behaviors during the oncological consultation 
relatee to patients' satisfaction, whereas patients' behaviors relate to both satisfaction 
andd quality of life. However, the affective quality of the consultation seems to be the 
mostt important factor in determining these outcomes. 

ChapterChapter 6 describes a randomized double-blind study in which the effect of providing 
tapedd initial consultations on cancer patients' satisfaction, recall of information and 
qualityy of life was investigated. Eligible were consecutive cancer patients referred 
too either the gynaecology or medical oncology outpatient clinic. Initial consultations 
weree audiotaped. Following the consultation, patients were either provided with 
thee tape (experimental group) or not (control group). Baseline variables included: 
sociodemographics,, preferences for information, coping styles, clinical 
characteristics.. Follow-up (after one week and three months) variables included: 
attitudess towards the intervention, satisfaction, recall, quality of life. Assessments 
tookk place through mailed questionnaires and telephone interviews. 

2011 patients were included (response 71%): 105 in the experimental group and 96 
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inn the control group. Most patients (75%) listened to the tape, the majority (73%) 
togetherr with others. Almost all patients, both in the experimental group (96%) and 
controll  group (98%) were positive about the intervention. Expectations were 
confirmed:: patients provided with the tape were more satisfied (p<.05) and recalled 
moree information (p<.01) than patients without the tape; the intervention did not 
havee an effect on quality of life. Interaction effects were found between the 
interventionn and patients' age on satisfaction with the taped consultation (p<.01), 
andd recall of diagnostic information (p<.01): access to tapes seems helpful in 
enhancingg satisfaction in younger patients, and recall of diagnostic information 
foremostt in older patients. 

Too conclude, cancer patients and their families value the taped initial consultation. 
Thiss intervention enhances their satisfaction and improves their recall of information. 
Tapess seem more helpful in enhancing satisfaction in younger patients, and recall 
off  diagnostic information in older patients. 

Generall discussion 

Inn this thesis, different studies are reported that relate to doctor-patient communi-
cationn in oncology. In the section below, limitations as well as salient findings of 
thesee studies that merit consideration will be addressed. More specifically, the 
followingg themes will be considered: methodological issues, the analysis of doctor-
patientt communication, and implications for education and clinical practice. The 
mainn objective of this thesis is an investigation presented in chapter 6. In this study, 
aa relatively novel approach to informing cancer patients, namely providing them 
withh the audiotaped initial oncological consultation, is described. Therefore, extra 
attentionn will be paid to this particular investigation. 

Methodologicall  issues 

Alll  patients included in the studies reported above (chapters 2 through 6) were 
referredd to an academic hospital. This may have introduced a selection bias. Plausibly, 
theirr illness was more severe than cancer patients treated in a non-academic hospital. 
Itt could also be that these patients were more assertive, or younger. These 
characteristicss might have influenced the data. 
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Also,, most of the patients included in the studies were women with an operable, 
gynaecologicall  malignancy of the cervix. In general, this type of cancer has a relatively 
highh cure rate. Previous results obtained by communication studies have indicated 
relationss between patients*  prognosis on the one hand, and their preferences for 
informationn and the effectiveness of audiotapes on the other [1,2]. Even though our 
findingsfindings do not seem to point in the same direction, they should be interpreted with 
cautionn due to this possible selection bias. 

Anotherr aspect that could have influenced the results was the lack of data on 
patients'' comorbidity. More specifically, possible co-existing diseases might have 
affectedd certain patient outcomes, such as their quality of life. Due to these limitations, 
itt is difficult to determine the extent to which the results are generalizable to the 
entiree cancer patient population. 

Selectionn bias could also have occurred regarding the participating oncologists. In 
alll  likelihood, physicians who work in an academic hospital are more motivated to 
participatee in studies compared to clinicians working in a non-academic setting. It 
couldd also be argued that physicians who agree to participate in a study regarding 
doctor-patientt communication, are more confident about their own communication 
skillss than physicians who refuse to cooperate. In this respect, it is worth mentioning 
thatt only one oncologist refused to participate. 

Thee analysis of doctor-patient communication 

Forr the purpose of this thesis, there was no intention to differentiate between 'good' 
andd 'bad' consultations. Apart from investigating the effect of providing patients 
withh audiotapes, an important aim was to contribute to our knowledge of doctor-
patientt communication. Therefore, the relation between patients' characteristics 
andd communicative behaviors on the one hand (chapter 4), and the influence of 
doctor-patientt communication on patients' outcomes on the other (chapter 5) needed 
investigation.. The selection of an observation instrument to analyze communication 
inn the medical setting should consistently be guided by the research question that 
hass been formulated. 

Sincee the main objective of this thesis was to examine the effectiveness of providing 
cancerr patients with taped consultations (chapter 6), all initial consultations were 
audiotapedd instead of videotaped: it is more likely that patients own audio rather 
thann video-equipment. The Roter Interaction Analysis System (RIAS) was used to 
analyzee doctor-patient communication (chapter 3). The psychometric properties of 
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thee RIAS were evaluated in an oncological setting and proved to be feasible, reliable 

andd valid (chapter 3). 
Itt is important to bear in mind that the RIAS has its roots in the 'cure-oriented' 

tradition:: the information-exchange between doctors and patients is regarded as 
thee main medium for solving problems [3]. In the studies reported in chapters 3, 4 
andd 5, data about patients' and doctors' non-verbal communication were limited to 
thee affective quality ratings ('global affective scales') by the coders. Primarily these 
ratingss seemed to predict patient outcomes, as was described in chapter 5. Because 
off  the inevitable subjectivity of these ratings, it is recommended that new studies 
linkk these affective ratings, such as 'anxiety/nervousness' or 'interest/engagement', 
too more objective data. The socio-emotional RIAS clusters do not provide a solution: 
thesee clusters are conceptualized within the problem-solving process. For instance, 
thiss process is facilitated by 'social behavior', and hindered by 'negative talk'. 
Informationn about the 'psychotherapeutic' facet of medicine is also needed, which 
iss mostly conveyed by non-verbal behavior. Thus, when it comes to studying 
communicationn between doctors and cancer patients, videotaping consultations would 
bee preferable. The adapted RIAS version, which can be applied to audiotaped as 
welll  as videotaped consultations, could then be used. 

Implicationss for education and clinical practice 

Thee studies presented in chapters 4, 5 and 6 provide us with data which may have 
implicationss for medical education and practice. Chapter 4 aimed at investigating 
thee influence of patients' coping styles on doctor-patient communication. It was 
establishedd that a monitoring coping style in cancer patients was related to patient's 
a)) preference for detailed information, b) preference for participation in decision-
making,, c) question-asking, and d) dominance. Provided with these results, physicians 
andd medical students will be able to recognize 'high monitors' by acknowledging 
theirr behavior: they actively seek information by asking questions, and (therefore) 
comee across as dominant. In all likelihood, these patients will appreciate a highly 
informativee clinician. 

Inn chapter 5, the influence of doctor-patient communication on patients' quality of 
lif ee and satisfaction was examined. From an educational viewpoint, two findings 
seemm relevant. Firstly, not only oncologists' but also patients' contribution to the 
consultationn influenced patient outcomes. Secondly, as mentioned earlier, the affective 
qualityy - the 'tone' - of the consultation seems to be most important in predicting 
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patientt outcomes. In communication skills programmes, doctors' behaviors are usually 
emphasized.. The current findings suggest that equal attention should be paid to their 
non-verball  communication. 

Overall,, the results of the randomized, double-blind study described in chapter 6 
weree positive. Providing cancer patients with audiotaped initial consultations improved 
twoo relevant patient outcomes: satisfaction and recall of information. An interesting 
findingg was the unexpected long-term effect of the intervention: patients provided 
withh the tape were more satisfied with the consultation and recalled more information 
nott only after one week, but also after three months. 

Thesee encouraging data, combined with the established feasibility of this intervention 
(chapterr 2) raise the inevitable question: should new patients systematically be offered 
tapess of their initial oncological consultation? Before answering this question, it is 
importantt to emphasize that tapes did not seem to have a harmful effect in any subgroup 
off  patients. Moreover, provision of tapes seemed particularly helpful in enhancing 
satisfactionn in younger patients, and recall of diagnostic information in older patients. 
Also,, the implementation of this procedure is not costly. All in all, the answer to the 
previouss stated question is 'yes': tapes should be implemented in clinical practice. 
Afterr all, the recording of the consultation will be offered to patients, not imposed on 
them.. If patients agree to the taping, they will ultimately decide whether to a) take the 
tapee home or not, and b) listen to the tape or not. 

Too conclude, the studies described in this thesis were performed to provide a 
betterr understanding of one of the most complex interpersonal relationships that 
exists:: the doctor-patient relation. As long as people become ill , this relation will 
continuee to exist. As long as this relationship exists, it is highly probable that 
communicationn difficulties will arise. As long as these difficulties arise, medical 
psychologistss will try to unravel and solve these difficulties... By means of this thesis, 
andd more explicitly, by providing cancer patients with audiotaped consultations, an 
attemptt was made to contribute to this challenging endeavor. 
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Introductie e 

Hett onderwerp van dit proefschrift is communicatie tussen artsen en kanker-patiënten. 
Hett voornaamste doel is te onderzoeken wat het effect is van het meegeven aan 
kankerpatiëntenn van het opgenomen eerste consult op: tevredenheid, onthouden van 
informatiee en kwaliteit van leven van patiënten. Om dit te bewerkstelligen, is het 
allereerstt van belang inzicht te verkrijgen in: a) de huidige stand van zaken omtrent 
arts-patiëntt communicatie, b) de waardering en haalbaarheid van een dergelijke 
interventie,, c) een geschikt observatie-instrument om arts-patiënt communicatie te 
analyseren,, d) de invloed van patiëntenkenmerken op arts-patiënt communicatie, en 
e)) de invloed van arts-patiënt communicatie op de kwaliteit van leven en tevredenheid 
vann patiënten. 

Samenvattingg van de resultaten 

HoofdstukHoofdstuk 1 geeft een overzicht van de literatuur op het gebied van arts-patiënt 
communicatie.. In dit overzicht kwamen de volgende onderwerpen aan bod: a) de 
verschillendee doeleinden van 'medische communicatie', b) de analyse van arts-patiënt 
communicatie,, c) specifieke communicatieve gedragingen, d) de invloed van deze 
gedragingenn op, bijvoorbeeld, satisfactie en compliance van patiënten, en e) conclusies. 

Driee verschillende doeleinden van arts-patiënt communicatie werden geïdentificeerd 
enn besproken, namelijk: het creëren van een goede interpersoonlijke relatie, het 
uitwisselenn van informatie, en het nemen van beslissingen omtrent de behandeling. 

Verschillendee observatiemethoden zijn ontwikkeld om communicatie tijdens consulten 
tee analyseren. Deze methoden verschillen van elkaar met betrekking tot: de relevantie 
voorr de medische setting, de wijze van observatie (bijvoorbeeld via cassette of videoband), 
dee betrouwbaarheid en validiteit, en de toepassing voor verbale en/of non-verbale 
communicatie.. Een overzicht werd gegeven van de meest gebruikte observatiemethoden. 

Verscheidenee communicatieve gedragingen die kunnen voorkomen tijdens consulten 
werdenn besproken: instrumenteel ('cure' gericht) versus affectief ('care' gericht) gedrag, 
verbaall  versus non-verbaal gedrag, 'privacy' gedrag, hoog versus laag dominant 
gedrag,, en medisch versus alledaags taalgebruik. 

Vervolgenss kwam de invloed van specifieke arts-gedragingen op: tevredenheid, 
compliance,, onthouden en begrijpen van informatie, kwaliteit van leven/psychiatrische 
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morbiditeitt van patiënten aan de orde. Tenslotte werd een model beschreven, waarin 
achtergrond,, proces en uitkomstvariabelen aan elkaar werden gerelateerd. 

Samenvattend,, gedurende de laatste 25 jaar neemt het aantal studies dat zich 
richtt op arts-patiënt communicatie toe. Met name: communicatieve gedragingen, 
observatiemethodenn die deze gedragingen identificeren en analyseren, en de invloed 
vann deze gedragingen op uitkomstmaten bij patiënten, zijn veelvuldig onderzocht. 
Dee laatste tijd hebben studies ook hun aandacht gericht op de invloed van 'achter-
grondvariabelen'' op arts-patiënt communicatie. 

HoofdstukHoofdstuk 2 beschrijft de resultaten van een pilot studie, waarbij kankerpatiënten 
hett eerste poliklinische consult op audioband mee naar huis kregen. Het doel van 
dezee studie was tweeledig: a) inzicht verkrijgen in de waardering van patiënten en 
artsenn voor deze interventie, en b) de haalbaarheid van deze interventie. 

Bijj  30 opeenvolgende kankerpatiënten die voor een eerste gesprek over diagnose 
en/off  behandeling naar de polikliniek gynaecologie of urologie waren verwezen, 
werdd het gesprek op een cassettebandje opgenomen. Na afloop mochten de patiënten 
dee opname mee naar huis nemen. In de daaropvolgende week werden de patiënten 
telefonischh geïnterviewd over onder andere het gebruik en de waardering van het 
bandje.. Met behulp van een vragenlijst werden de zes deelnemende artsen naar 
hunn waardering van de interventie gevraagd. 

Vann de 30 patiënten waren er 2 niet te bereiken. Van de overige 28 patiënten hadden 
err 23 naar de opname geluisterd, de meesten tezamen met anderen, zoals hun partner 
off  andere familieleden. 26 patiënten oordeelden positief over implementatie van deze 
interventie.. Volgens de meeste patiënten bevatte de opname informatie die zij anders 
vergetenn zouden zijn. Tevens bevatte de opname voor de meeste patiënten 
geruststellendee informatie. Alle artsen noemden als voordeel van de interventie de 
optimalee informatie-overdracht. Drie noemden als nadeel dat patiënten bij het 
beluisterenn van de opname de informatie mogelijk verkeerd interpreteren. Het 
opnemenn van gesprekken leidde voor de meeste artsen tot 'voorzichtiger formuleren', 
maarr het meewerken aan het onderzoek kostte in het algemeen geen extra tijd. 

Geconcludeerdd wordt dat het meegeven van het gesprek over diagnose en/of 
behandelingsbeleidd op een cassettebandje door zowel kankerpatiënten als artsen 
nuttigg wordt gevonden. 

Inn hoofdstuk 3 worden de psychometrische kwaliteiten bestudeerd van het 'Roter 
Interactiee Analyse Systeem' (RIAS), dat werd gebruikt voor het analyseren van de 
oncologischee consulten. Het RIAS is een van meest gebruikte observatiemethoden 
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omm arts-patiënt communicatie in kaart te brengen. Echter, het is met name toegepast 
enn geëvalueerd binnen de eerstelijns-gezondheidszorg. Twee studies kwamen aan 
bod,, waarin de psychometrische kwaliteiten van het RIAS binnen een oncologie-
settingg werden onderzocht. Voor de eerste studie (N=25) werden de haalbaarheid 
(codeertijd),, de inter-beoordelaarsbetrouwbaarheid en de content validiteit van het 
RIASS bestudeerd. Voor de tweede studie werd de discriminante validiteit van het 
RIASS onderzocht. 

Dee resultaten van de eerste studie lieten zien dat het coderen van de opgenomen 
gesprekkenn meer tijd kostte dan in de RIAS-handleiding stond aangegeven. Bij gebruik 
vann de gecomputeriseerde RIAS-versie is de codeertijd mogelijk afgenomen. De inter-
beoordelaarsbetrouwbaarheidd was hoog voor zowel communicatie van de arts 
(0.68<r<1.0)) als de patiënt (0.60<r<1.0). De content validiteit was acceptabel: alle 
uitsprakenn van arts en patiënt konden worden geclassificeerd. Echter, het coderen 
vann affectieve communicatie leverde dilemma's op. Communicatie van een derde 
persoonn kon niet worden geclassificeerd. Sommige RIAS-categorieën werden niet of 
nauwelijkss gebruikt. De resultaten van de tweede studie toonden aan dat het RIAS in 
staatt bleek een onderscheid te maken tussen arts-patiënt communicatie die plaatsvond 
tijdenss oncologieconsulten (N=60) en drie verschillende huisartsenpopulaties 
(willekeurigee populatie: N=329; hypertensie-populatie: N=103; gynaecologie-populatie: 
N=65). . 

Concluderend,, de haalbaarheid van het RIAS is mogelijk verbeterd door gebruik 
tee maken van de gecomputeriseerde RIAS-versie. Alles bijeen genomen: de psycho-
metrischee kwaliteiten van het RIAS, voor gebruik binnen een oncologie-setting, zijn 
bevredigend. . 

HoofdstukHoofdstuk 4 beschrijft de relatie tussen de copingstijl van kankerpatiënten enerzijds, 
enn arts-patiënt communicatie en globaal affect anderzijds. 

'Monitoring'' en 'blunting' copingstijlen zijn, gezien hun potentiële invloed op het 
gedragg van patiënten en artsen, relevante concepten geworden. Voor deze studie 
werdenn deze copingstijlen gemeten met behulp van de 'Threatening Medical 
Situationss Inventory' (TMSI). Omdat een verkorte versie van de TMSI werd gebruikt, 
werdd de validiteit van dit instrument onderzocht. Ten eerste werd geëvalueerd of 
ookk in deze verkorte versie de twee factoren (monitoring en blunting) van de originele 
TMSII  konden worden teruggevonden. Daarna werd de relatie tussen copingstijl en 
dee behoefte aan a) informatie en b) participatie bij besluitvorming van patiënten 
onderzocht.. Ten tweede werd de relatie tussen copingstijl en: leeftijd, sexe, opleiding, 
kwaliteitt van leven, en prognose van patiënten bestudeerd. Tot slot werd de relatie 
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bekekenn tussen copingstijl enerzijds, en arts-patiënt communicatie en affect tijdens 
hett eerste oncologische consult anderzijds. 

All ee patiënten (N=123) bezochten hun gynaecoloog of internist voor een eerste 
gesprekk over een mogelijk behandelingsbeleid. Voorafgaand aan dit consult (met 
behulpp van een vragenlijst) werden de volgende patiëntenkenmerken gemeten: 
copingstijl,, socio-demografische factoren, behoefte aan informatie en participatie 
bijj  besluitvorming, kwaliteit van leven. Informatie over de prognose van patiënten 
werdd via de behandelend arts verkregen. Het consult werd opgenomen en geanaly-
seerdd met behulp van het RIAS. Zodoende werd de instrumentele en affectieve arts-
patiëntt communicatie vastgelegd. 

Dee twee factoren van de verkorte TMSI konden worden bevestigd. Een monitoring 
copingstijll  was gerelateerd aan een behoefte aan gedetailleerde informatie (r=.23), 
participatiee bij besluitvorming (r=.23), het stellen van vragen door patiënten (r=.25), 
enn dominantie van patiënten (r=.23). Een blunting copingstijl vertoonde geen relatie 
mett de onderzochte variabelen. Beide copingstijlen waren ongerelateerd aan arts-
communicatiee en affect. 

Concluderend,, de validiteit van de verkorte TMSI is bevredigend. De copingstijl van 
kankerpatiëntenn is niet gerelateerd aan andere persoonlijke en ziektekenmerken. 
Tevenss lijk t een monitoring copingstijl een invloed te hebben op het stellen van vragen 
tijdenss het consult, en de mate van dominantie die door patiënten wordt geuit. 

HoofdstukHoofdstuk 5 beschrijft de relatie tussen a) de communicatie van artsen en patiënten 
enn b) de 'patient-centredness' van artsen tijdens het oncologische consult enerzijds, 
enn kwaliteit van leven en tevredenheid van patiënten anderzijds. Consulten van 96 
opeenvolgendee kankerpatiënten werden opgenomen en geanalyseerd met behulp 
vann het RIAS. De dataverzameling vond plaats na een week en na drie maanden. 

Communicatieff  gedrag van de oncologen was niet gerelateerd aan de kwaliteit van 
levenn van patiënten. Het socio-emotionele gedrag van artsen was gerelateerd aan 
zowell  de consult-specifieke als de algemene tevredenheid van patiënten (-.24<r<.31). 
Communicatieff  gedrag van patiënten was zowel gerelateerd aan hun kwaliteit van 
levenn als aan hun tevredenheid, echter vooral aan de laatstgenoemde. Alle correlaties 
mett betrekking tot tevredenheid waren negatief (-.25<r<-.42). De resultaten van de 
regressie-analysee lieten zien dat de 'affective toon' van het consult de beste 
voorspellerr bleek voor de kwaliteit van leven en tevredenheid van patiënten. Een 
verrasendd resultaat was de negatieve relatie tussen de 'patient-centredness' van 
artsen,, en de algemene tevredenheid van patiënten na drie maanden (r=-.24). 

Dezee studie toont aan dat communicatief gedrag van artsen tijdens het eerste 
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oncologischee consult gerelateerd is aan de tevredenheid van kankerpatiënten. Gedrag 
vann patiënten daarentegen, is gerelateerd aan zowel tevredenheid als aan kwaliteit 
vann leven. Echter, de 'affectieve toon' van het consult lijk t de belangrijkste voorspeller 
vann deze patiëntenvariabelen. 

Inn hoofdstuk 6 wordt een gerandomiseerde, dubbel-blinde studie beschreven. Deze 
studiee bestudeerde het effect van het meegeven aan kankerpatiënten van het 
opgenomenn eerste consult op: tevredenheid, onthouden van informatie en kwaliteit 
vann leven van patiënten. 

Kankerpatiëntenn die verwezen werden voor een eerste behandelingsgesprek naar 
dee gynaecologie of de interne oncologie polikliniek kwamen in aanmerking voor de 
studie.. Deze consulten werden opgenomen. Na afloop kreeg de patiënt de opname 
meee naar huis (experimentele groep) of niet (controle groep), afhankelijk van de 
randomisatie.. De volgende patiëntenvariabelen werden gemeten: socio-demografische 
variabelen,, behoefte aan informatie, copingstijl, ziektekenmerken. Na een week en 
naa drie maanden werden bij de patiënten de volgende uitkomstmaten bepaald: 
waarderingg voor de interventie, tevredenheid, onthouden van informatie, en kwaliteit 
vann leven. Deze metingen vonden plaats via vragenlijsten en telefonische interviews. 

Uiteindelijkk werden 201 patiënten geïncludeerd (respons 71%): 105 in de 
experimentelee groep en 96 in de controle groep. De meerderheid (75%) had naar de 
opnamee geluisterd, meestal (73%) tezamen met anderen. Bijna alle patiënten, zowel 
inn de experimentele groep (96%) als in de controle groep (98%) oordeelden positief 
overr de interventie. Alle verwachtingen werden bevestigd: patiënten die de opname 
meekregenn waren meer tevreden (p<.05) en onthielden meer informatie (p<.01) 
dann patiënten die de opname niet mee naar huis namen. De interventie had geen 
invloedd op de kwaliteit van leven van patiënten. Tevens werden 'interactie-effecten' 
gevondenn (p<.01): de interventie verhoogde bij jongere patiënten de tevredenheid, 
enn leidde met name bij oudere patiënten tot het beter onthouden van informatie 
omtrentt de diagnose. 

Concluderend,, kankerpatiënten en hun families waarderen het opgenomen consult. 
Dezee interventie verhoogt de tevredenheid van patiënten en leidt tot het beter 
onthoudenn van de verstrekte informatie. De interventie lijk t vooral bij jongere 
patiëntenn de tevredenheid te verhogen, en bij oudere patiënten in het beter onthouden 
vann informatie omtrent de diagnose te resulteren. 

Tott slot, de hierboven beschreven studies werden uitgevoerd om een beter inzicht te 
verkrijgenn in een van de meest complexe interpersoonlijke relaties die bestaat: de 
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arts-patiëntt relatie. Zolang mensen ziek worden, zal deze relatie blijven bestaan. 
Zolangg deze relatie bestaat, is het zeer waarschijnlijk dat communicatieproblemen 
zichh voordoen. Zolang deze problemen zich voordoen, zullen medisch psychologen 
proberenn deze te ontwarren en op te lossen... Door middel van dit proefschrift, en 
mett name door oncologiepatiënten een geluidsopname van het consult mee naar 
huiss te geven, is getracht een bijdrage te leveren aan deze uitdaging. 
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Hett schrijven van een dankbaar dankwoord ervaar ik als een van de moeilijkste 
onderdelenn van het afronden van een proefschrift. Dat komt waarschijnlijk doordat het 
aantall  personen die een promovend(us)a dank is verschuldigd vaak groot is. Hierdoor 
ontstaann er twee valkuilen. Ten eerste, iemand vergeten te bedanken, en ten tweede, 
iemandd tekort doen in het dankwoord. Desondanks wil ik nu toch de sprong wagen... 

Allereerstt de patiënten. Zonder hun medewerking aan dit onderzoek was dit 
proefschriftt niet tot stand gekomen. Ondanks de zeer moeilijke periode waarin zij 
zichh bevonden, hebben zij de moeite genomen om tot drie maal toe een vragenlijst in 
tee vullen en op te sturen. Tevens werden zij twee maal telefonisch geïnterviewd. Veel 
respectt heb ik voor alle patiënten die dit 'vanzelfsprekend' ondergingen. Mijn hartelijke 
dankk aan julli e allen. 

Vervolgenss mijn promotoren. Hooggeleerde de Haes, beste Hanneke, jouw plan om 
arts-patiëntt communicatie te bestuderen is een succesvol idee gebleken. Daarna 
volgdenn gelukkig nog vele goede ideeën.. Jouw enthousiasme voor mijn promotie-
projectt en jouw gave om mij weer op het juiste spoor te kijgen wanneer ik even het 
spoorr bijster was, zijn onontbeerlijk geweest voor de uiteindelijke totstandkoming 
vann dit proefschrift. Daar ben ik je zeer dankbaar voor. Hooggeleerde Lammes, beste 
Professor,, het was ideaal om 'in het land der wetenschap' een authentieke clinicus 
aann mijn zijde te hebben die nimmer het voornaamste uit het oog verloor: de patiënten. 
Vanzelfsprekendd introduceerde u mij in de kliniek, zodat ik in de praktijk kennis kon 
makenn met datgene waar ik tot nu toe slechts over gelezen had. Mijn hartelijke dank 
voorr de oprechtheid, expertise, toewijding, en niet te vergeten, de genoeglijke e-mails 
diee ik van u heb ontvangen. 

Mijnn dank gaat verder uit naar de overige commissieleden, te weten: Prof. dr. N.K. 
Aaronson,, Prof. dr. J.M. Bensing, Prof. dr. M.P.M. Burger, Prof. dr. LJ. Krol, Prof. dr. 
C.H.N.. Veenhof, en Prof. dr. H.B.M, van de Wiel. Graag zou ik hen willen bedanken voor 
hett lezen en beoordelen van het manuscript. 

Dee collega's van de afdeling Medische Psychologie ben ik zeer dankbaar voor hun bijdrage 
aann de prettige leefomgeving waarin ik de afgelopen negen jaar heb vertoefd. De MP is 
eenn soort 'tweede thuis' geworden. Ik zal julli e missen... 
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Angelaa de Boer en Sjaak Molenaar: julli e zijn uiteraard méér dan alleen mijn collega's 
enn paranimfen. Angela, met een grote glimlach zal ik terugdenken aan de vele jaren 
diee wij hebben doorgebracht op kamer J4-408. Helaas schoten de gedeelde 
mandarijntjess er de afgelopen twee jaar wat bij in... De gedeelde ervaringen in 
baby-landd daarentegen, maken dat in één keer goed! Ik ga er van uit dat we die 
ervaringenn nog heel lang zullen delen! Sjaak, je eeuwige optimisme, humor, en 
nuchteree visie hebben voor heel wat relativering gezorgd: een vereiste wanneer het 
omm promoveren gaat. De traditie van lekkere ijsjes, koffie-verkeerd, en Indische 
broodjess op 'Het Plein' zullen we ergens anders moeten voortzetten, OK? 

Driee andere MP'ers wil ik niet onvernoemd laten. Ten eerste Mechteld Visser. Jouw 
hulpp bij mijn promotieproject is onmisbaar geweest. Je hebt je niet alleen ingezet 
voorr de dataverzameling en de methodologische ondersteuning: ook heb je je dapper 
doorr het tijdrovende coderen van de bandjes geworsteld. Een betere test voor 
zelfbeheersing,, discipline en concentratievermogen bestaat er niet! Bedankt voor je 
continuee steun. Ten tweede Janneke Willems: hartelijk bedankt voor je hulp tijdens 
dee eerste fase van mijn promotietraject. Je was altijd bereid 'stand-by' te zijn wanneer 
err patiënten benaderd moesten worden. Mijn dank daarvoor. Tot slot Alard Joosten. 
Alard,, je bent nog niet zo lang mijn 'room-mate'. Gedurende die korte tijd hebben 
wee al vele ervaringen uitgewisseld. Heel veel dank voor de gezelligheid en steun die 
jee hebt gegeven tijdens mijn 'laatste loodjes'. Jammer dat we niet nog veel langer 
eenn kamer delen! 

Wouterr Wijker en Leendert Krol ben ik zeer erkentelijk voor de vele adviezen die zij 
hebbenn gegeven tijdens de aanloopperiode van mijn promotie-onderzoek. 

Dee artsen en verpleegkundigen van de poliklinieken Verloskunde/Gynaecologie, Interne 
Ziekten,, Chirurgie en Urologie van het AMC ben ik dankbaar voor hun enthousiasme 
enn interesse voor mijn onderzoek. Zonder enige reserves mocht ik een 'kijkje nemen 
inn julli e keuken'! Jullie medewerking is werkelijk onmisbaar geweest. Met name de 
'damess van de balie' op de polikliniek Verloskunde/Gynaecologie ben ik zeer dankbaar 
voorr hun inzet tijdens de werving van de patiënten. 

Jann Montyn wil ik heel hartelijk danken voor de prachtige kunst die hij maakt. Beste 

Jan,, ik ben zeer vereerd dat 'onze Wajang Bomen' op de omslag van mijn proefschrift 

prijken! ! 
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Mijnn ouders wil ik heel hartelijk bedanken voor de onvoorwaardelijke liefde en 
steunn die ik altijd heb gekregen. Lieve mama, je was en bent er gewoon altijd voor 
mij,, en dan doel ik niet alleen op de vele correcties van - met name - het Engels! 
Whatt more can I say... Lieve papa, wat zou je nu trots zijn geweest: "weer een stapje 
dichterr bij de top van de piramide". Het is daarom dat dit proefschrift aan jou is 
opgedragen.. Lieve Lin, gek he, je kleine zusje die gaat promoveren! Lin en Kees, 
dankk voor julli e steun! Tevens wil ik mijn schoonfamilie heel hartelijk danken. Met 
interessee en medeleven hebben julli e mijn promotietraject vanaf het begin gevolgd! 
Binnenn de familie is er gedurende het afgelopen jaar een vaste 'Max-opvang-club' 
ontstaan.. Die 'oppassers' bestaan voornamelijk uit mijn moeder en Kevin, Linda en 
Kees,, en Johan en Johanna. Wat heerlijk toch dat ik iedere keer weer zo 
vanzelfsprekendd op julli e kan rekenen! Dank dank dank. 

Dee laatste woorden zijn uiteraard voor Bobbe en Max. Iedere dag met z'n drieën is 
eenn klein feestje, daarom is dit proefschrift voor jullie. Lieve Bobbe, je hebt het 
zwaarr te verduren gehad met een vrouw die zonodig moest promoveren... Jouw 
liefde,, steun, bereidheid om iedere keer weer de artikelen te lezen om deze vervolgens 
vann nuttig commentaar te voorzien, en last but certainly not least, jouw capaciteiten 
alss 'domestic manager' hebben ervoor gezorgd dat ik het hoofd boven water kon 
houden!!  Zoals het promovendi betaamt beloof ook IK beterschap! Mijn lieve Maxje. 
Zonderr het te weten heb ji j voor alle voorwaarden gezorgd die een moeder nodig 
heeftt om te promoveren: dagelijkse knuffels en kussen, dolle pret en gezelligheid... 
Kortom,, de mooiste en liefste afleiding van de wetenschap die ik kan bedenken! 
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Lucillee Mei Lin Ong werd op 1 maart 1966 geboren te Amsterdam. Na het behalen 
vann het VWO-diploma in 1984 aan de Scholengemeenschap Noord te Amsterdam, 
begonn zij in datzelfde jaar haar studie psychologie aan de Universiteit van Amsterdam. 
Alss specialisatie binnen de Klinische Psychologie koos zij de Gezondheidspsychologie. 
Haarr afstudeerproject (stage en onderzoek) uitgevoerd in het Academisch Medisch 
Centrumm (AMC) te Amsterdam, had als thema: 'symptoomherkenning en uitstelgedrag 
bijj  vrouwen met borstkanker'. Haar afstudeerscriptie betrof een literatuurstudie 
naarr het 'objectief meten van stemmingen'. 

Naa het doctoraal examen (1990) startte zij in 1991 met een sociaal-oncologisch 
fellowship,, verstrekt door de Nederlandse Kankerbestrijding (stichting KWF). Het 
onderwerpp van dit fellowship was communicatie tussen artsen en kankerpatiënten. 
Voorr de uitvoering van dit fellowship werkte zij vanuit de afdeling Medische 
Psychologiee in het AMC. Tijdens deze periode werd zij begeleid door Prof. dr. J.CJ.M. 
dee Haes, psycholoog, en Prof. dr. F.B. Lammes, gynaecoloog. Dit fellowship had tot 
gevolgg het indienen van een promotieproject, dat in 1994 van start ging. Dit 
proefschriftt is het eindresultaat van dat project. Naast het uitvoeren van dit onderzoek 
gaff  zij 'communicatie-onderwijs' aan onder andere studenten Klinische Informatie-
kundee (KIK) in het AMC, en aan psychologen in opleiding bij de 'Regionale Instelling 
Nascholingg en Opleiding' (RINO) te Amsterdam. 

Sindss 1 november 1999 is Lucille Ong werkzaam als communicatietrainer voor 
medischh specialisten en assistenten-in-opleiding in het Academisch Ziekenhuis 
Utrechtt en het Wilhelmina Kinderziekenhuis te Utrecht. 
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Appendixx I: 

AA computerized version of the Roter Interaction Analysis System (RIAS) 

Thee RIAS appears to be a highly reliable tool in studying doctor-patient communi-
cation.. However, it also has its disadvantages. One of the disadvantages concerns the 
imperfectt ergonomie properties of the coding task. The task is highly attention-demanding 
andd therefore error-prone. 

Whilee listening to the audiotaped consultation, the rater has to assign each verbal 
utterancee (communication unit) to one of the 62 communication categories. Classifi-
cationss are noted down by keeping tallies for each category. This apparently simple 
task,, however, appears to be very attention-demanding. One easily loses hold of the 
utterancee which has to be coded next, for instance, when one is interrupted by a 
telephonee call, a knock on the door or even an intervening thought. Based upon the 
talliess alone, it is practically impossible to catch up again: one has to start anew. 
Evidently,, this is a time-consuming process which demands a lot of discipline. Another 
inconveniencee consists of the extra step required, by entering the 'paper and pencil 
data'' into the computer. This procedure takes time, and introduces a possible source 
off  errors. 

Anotherr disadvantage of the RIAS refers to the loss of the sequential information 
concerningg the interaction. Therefore, a computerized version of the RIAS has been 
developedd which is both more user-friendly and able to store sequential information. 

Thee way of coding as propagated by Roter yields several meaningful categories of 
utterancess that have proven to relate to important outcome variables, such as patient 
satisfactionn [1]. However, one important aspect of information is lost: the sequence in 
whichh utterances follow one another. Relevant aspects of the doctor-patient interaction, 
forr instance, how doctors react to patients' expressions of concern or their need for 
information,, can only be investigated if sequential information is available. 

Thee ergonomie properties of the coding task, together with the need for sequential 
informationn has led us to develop an adapted, computerized version of the RIAS 
codingg system. With this program, classification of utterances can be performed 
directlyy by using a computer. As a result, the forementioned extra step of entering 
'paperr and pencil data' into the computer can be omitted. Also, sequential information 
iss kept. Moreover, because the ten most recent classifications are constantly visible 
onn screen, direct feedback about the ongoing conversation is available. This provides 
ann important memory aid with respect to the next utterance that has to be coded. As 
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aa consequence, coding becomes less attention-demanding and therefore less error-
prone.. It also makes the coding task more reinforcing. This computerized version 
alsoo provides the opportunity to save the actual content of the last coded utterance, 
byy typing this part of the conversation. As such, an additional memory aid is provided 
forr shorter as well as longer intermissions. 

Becausee the program is written in Turbo Pascal for Windows, a Window environment 
iss needed to run the program. Data are saved in ASCII-format. This format is suitable 
too be used in statistical packages, such as SPSS. Moreover, an assistant program is 
developedd to transform the data into the most manageable format for SPSS-analyses. 

Severall  other facilities are provided, such as the administration of personal data 
(patient'ss date of birth, gender, date of consultation, doctor's / patient's and coder's 
identification),, an in-between back-up option, and the opportunity to rate doctors 
andd patients on six global affective dimensions. These affective scales are an integral 
partoftheRIAS. . 

Too conclude, the computerized version of the RIAS coding system is an improvement 
comparedd to the original system for several reasons, namely: 
a)) it provides a constant memory aid: the classification task becomes less attention-

demandingg and error-prone, 
b)) sequential information is provided, 
c)) data are entered directly into the computer, 
d)) the constant, visible feedback makes the coding task more reinforcing, 
e)) it provides the opportunity to save the actual content of the last coded utterance, 
f)) data can be used directly in statistical packages, such as SPSS, 
g)) it provides facilities to store background information of the patient, physician 

andd coder. 
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AA Review of the Literature. Social Science and Medicine 1995, 40: 903-918. 
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Appendixx II: 

Thee Roter  Interaction Analysis System (MAS) 

Instrumentall  clusters and categories 
Directions: : 

orientationss and/or instructions 
Question-askingg (closed and open-ended): 

medicall  condition 
therapeuticc regimen 
lifestyle e 
psychosociall  feelings 
other r 

Information-giving: : 
medicall  condition 
therapeuticc regimen 
lifestyle,, psychosocial feelings 
other r 

Counsellingg / persuasion (physician cluster only): 
medicall  condition, therapeutic regimen 
lifestyle,, psychosocial feelings 

Socio-emotionall  clusters and categories 
Sociall  behaviors: 

personall  remarks 
friendlyy jokes (laughter) 
approval l 
compliments s 

Verball  attentiveness: 
agreement,, showing understanding 
paraphrasing,, checking 
empathy,, legitimizing 

Showingg concern: 
concern,, worry 
reassurance,, optimism 

Negativee talk: 
disapproval l 
criticism m 
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Stellingenn behorende bij het proefschrift: 

"Communicationn between doctors and cancer patients: 
tapingg the initial consultation" 

1.. Het 'Roter Interactie Analyse Systeem' (RIAS) blijkt een geschikt instrument voor het 
inn kaart brengen van communicatie tussen artsen en oncologiepatiënten. 
DitDit proefschrift 

2.. Interactie analyse systemen beperken zich tot de verslaggeving en analyse van gefilterde 
communicatie:: datgene wat men kan horen en/of zien. Wat zich onuitgesproken 'in het 
hoofd'' van arts en patiënt afspeelt blijf t vooralsnog ontoegankelijk voor de wetenschap. 
NaarNaar aanleiding van dit proefschrift 

3.. Bij het onderzoek - binnen een oncologische setting - naar de mogelijke invloed van 
copingstijlenn op arts-patiënt communicatie blijkt een blunting copingstijl een minder 
relevantt concept dan een monitoring copingstijl. 
DitDit proefschrift 

4.. Wanneer het gaat om emotioneel geladen consulten, zoals het oncologische consult, 
zouu de toon van het gesprek wellicht de belangrijkste voorspeller kunnen zijn voor de 
kwaliteitt van leven en de tevredenheid van patiënten. 
NaarNaar aanleiding van dit proefschrift 

5.. Het meegeven van een geluidsopname van het eerste poliklinische consult aan 
oncologiepatiëntenn is een waardevolle interventie. 
DitDit proefschrift 

6.. Gezien het belang van het communicatie en attitude-onderwijs aan geneeskunde 
studenten,, zou het aanbevelenswaardig zijn de beroepseed voor medici te wijzigen in 
'hett naar beste weten en vermogen uitoefenen van de genees-, heel-, verlos- en 
communicatiekunst'. . 

7.. Het aantal klachten over gebrekkige arts-patiënt communicatie, ingediend bij het 
Medischh Tuchtcollege, neemt toe. Gezien dit feit zou een structurele eis tot nascholing 
betreffendee communicatieve vaardigheden voor artsen overwogen dienen te worden. 

8.. Tijdens het communiceren worden per definitie fouten gemaakt. Het is de taak van 
dee communicatietrainer om zoveel mogelijk fouten proberen uit te sluiten. 
Vrij ''  naar Johan Cruijff 

9.. De vergelijking die de Minister van Verkeer en Waterstaat maakte tussen de verkeers-
situatiee in Nederland en die van Duckstad, getuigt van creativiteit en humor; eigen-
schappenn die in de hedendaagse politiek nagenoeg zijn uitgestorven. 

10.. "People who say they sleep like a baby usually don't have one". 
L.J.L.J. Burke 

Lucill ee M.L. Ong 

Amsterdam,, 3 maart 2000 
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