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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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