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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 
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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 
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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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