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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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