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Abstract
Objective: The purpose of this investigation was to explicate the content of primary treatment
consultations in prostate oncology and examine the predictive relationships between patient,
significant other, and oncologist consultation factors and patient satisfaction with communication.

Methods: The recorded consultations of 156 newly diagnosed prostate cancer patients from
three Canadian cancer centers were examined using the Medical Interaction Process System
(MIPS). The MIPS findings, independent observer ratings of patient, significant other, and
oncologist affective behavior, and derived consultation ratios of patient centeredness, patient
directedness, and psychosocial focus, were used to predict patient satisfaction with
communication post‐consultation and at 12‐weeks post‐consultation.

Results: Biomedical content categories were predominant in the consultations, accounting for
86% of utterances, followed by administrative (9%) and psychosocial (5%) utterances. Post‐
consultation satisfaction with communication was significantly lower for patients whose significant
otherswere rated asmore assertive during the consultation, and those rated asmore anxious during
the consultation. Patients whowere rated asmore anxious during the consultation, thosewith lower
satisfaction with communication immediately post‐consultation and those with shorter consulta-
tions were significantly less satisfied with communication at 12‐weeks post‐consultation.

Conclusions: Adjuvant treatment consultations in prostate oncology are characterized by a
high degree of information‐giving by the physician, a predominance of biomedical discussion,
and relatively minimal time addressing patients’ psychosocial concerns. Patients may benefit
from oncologists who address anxiety and emotional distress during the primary treatment
consultation, allowing sufficient time to ensure that patients leave the consultation with their
communication needs having been satisfied.
Copyright © 2011 John Wiley & Sons, Ltd.
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Introduction

Prostate cancer is the most common cancer in
Canadian men with an estimated 24,600 new cases
in 2010, constituting approximately 27% of all new
cancer cases in men [1]. Treatment decision making
in early‐stage prostate cancer is complicated by the
fact that there are four standard approaches used in
the clinical management of this disease – radical
prostatectomy, external beam radiation therapy,
brachytherapy, and active surveillance – that are
considered for most patients to have comparable
survival rates [2]. Any benefits associated with these
ns, Ltd.
treatments, however, may be at the expense of side
effects which have the potential to impair quality of
life, and which differ among these four treatment
options [3–7].
The likelihood of experiencing a clinically

significant level of emotional distress following a
diagnosis of prostate cancer is approximately 30%
[8]. The period of diagnosis and treatment planning
can be emotionally and cognitively taxing for these
patients given the expanding menu of treatment
options available, and the wealth of patient educa-
tion materials delivered by health professionals and
accessible via the Internet. Men with prostate cancer
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consult a variety of information sources during the
post‐diagnostic, pre‐treatment phase of their disease
[9]. Although there is a broad range of information
available to these men, evidence suggests that
communicating adequate information to sufficiently
inform treatment decision making is often a problem
[10–12], leaving a significant proportion of men
feeling uninformed despite having accessed multiple
sources of information [13]. Amid the concern and
confusion of the treatment planning phase is the
primary treatment consultation – an important,
essential consultation during which prostate cancer
patients begin their relationship with their primary
oncologist or urologist and have their treatment
options explained. A recent study reported that
patients who spent the most time discussing their
treatment options with their physicians and broader
social networks experienced less negative affect at 1
and 6months post‐treatment [14].
Patient‐health professional communication re-

search has been guided by communication mea-
surement tools. Several of these tools have been
developed to guide research studies examining
some aspect of patient–oncologist communication
during consultations. A meta‐analysis [15] and
review [16] of these measurement systems suggest
five global categories of patient–physician commu-
nication: (i) information giving; (ii) question asking;
(iii) partnership building; (iv) rapport building; and
(v) emotional support. In addition to communication
measurement systems, new conceptual frameworks
have been developed to inform theoretical discus-
sions of patient–professional communication [17,18].
The most common patient‐reported outcomes

to be assessed in communication studies include
understanding of information, satisfaction, and well‐
being [19], with patient satisfaction being the most
widely used [20,21]. In one study, 37.8% of prostate
cancer patients reported being less than satisfied
with the quality of communication with their
oncologists about their diagnosis and treatment side
effects [13]. Patient satisfaction and well‐being have
been shown to be positively related to several
communication aspects of the cancer consultation,
including having patients’ questions and concerns
answered during the consultation [22,23], and
physicians who score high on patient ratings of
their caring behaviors and information giving [24].
Patient satisfaction following the initial cancer
consultation is predicted by the affective quality of
the oncologist’s communication style as well as the
communication style of the patient [25].
It is difficult to synthesize the findings from

studies that have measured patient satisfaction with
communication as the primary outcome given the
diversity in the way patient satisfaction has been
conceptualized, differences in sample characteristics
across studies, and the plethora of patient satisfac-
tion questionnaires in use. Patient satisfaction
instruments are also known for ceiling effects [26].
Copyright © 2011 John Wiley & Sons, Ltd.
Although many arguments have been put forward to
explain these ceiling effects, patient satisfaction with
communication remains an important variable that is
significantly related to psychological morbidity of
patients [27]. Satisfaction with information provided
accounts for a significantly high proportion of the
variance in quality of life in men with prostate
cancer [28].
Although various communication measurement

systems exist, most studies that have used these
measurement tools have reported on an a priori
subset of preselected consultation factors. To our
knowledge a ‘complete set’ or comprehensive
account of the primary treatment consultation in
oncology has not been reported. A detailed explica-
tion of key consultations in oncology may prove
invaluable for identifying essential consultation
factors for examination in intervention studies
designed to enhance the quality of patient–health
professional communication in oncology. The
current research team previously published a
detailed explication of the primary adjuvant treat-
ment consultation in breast oncology [29].
The primary purpose of the current study was to

conduct a similarly complete, systematic explication
of primary treatment consultations in prostate
oncology; providing a ‘behind closed doors’ exam-
ination of a representative subset of these consulta-
tions with respect to the content and mode of all
patient, significant other, and physician speech. The
secondary purpose of this study was to determine
whether consultation features are predictive of
patient satisfaction with communication imme-
diately post‐consultation and at 12‐weeks post‐
consultation. Given the growing empirical voice
promoting the merits of shared decision making in
oncology, we hypothesized that consultations char-
acterized by patient‐centeredness, a psychosocial
focus, and patient‐directedness would generate
significantly higher levels of patient satisfaction
with communication than consultations lacking
these descriptive characteristics.

Methods

Patient sample

Eligible patients included men with prostate cancer
who presented to a tertiary or community oncology
clinic for their primary treatment consultation, and
who previously participated in a study of the benefits
of providing men with prostate cancer with an
audio‐recording of their primary treatment consul-
tation [30]. All patients were older than 18 years of
age and discerned to be free of any cognitive
impairment or other limiting factor precluding their
ability to provide informed consent. Patients were
accrued from cancer treatment facilities in three
Canadian cities, and data analyses were run on a
final sample of 156 patients. These patients were
Psycho‐Oncology 21: 809–817 (2012)
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recruited from the clinics of 15 radiation oncolo-
gists at the British Columbia Cancer Agency,
Vancouver, Canada (n= 8), the Tom Baker Cancer
Centre, Calgary, Canada (n= 5), and Cancer Care
Manitoba, Winnipeg, Canada (n = 2).

Study design and procedure

The study protocol was approved by the review
committees for ethics in human subjects research at
each institution, and all patients and oncologists
provided informed, written consent to participate.
Prior to the treatment consultation, the clinical

research nurse obtained informed consent and
administered a patient socio‐demographic and illness
profile. The clinical research nurse met with each
patient after the consultation to administer the patient
satisfaction with communication measure and furnish
assigned patients with their consultation audio‐
recordings. A copy of the patient satisfaction measure
was given to each patient in a sealed envelope with an
instruction to keep the envelope sealed until con-
tacted by the research nurse approximately 12weeks
later, at which time the nurse phoned the patient to
record the answers to the questionnaire items as
provided by the patient via telephone.

Consultation audio‐recording sample

Stratified random sampling was used to select the
audiotapes to be coded. The recordings were
stratified on the basis of oncologist to ensure the
oncologists had statistically equivalent representa-
tion in the set of coded recordings. To account for the
possibility that the practice style of oncologists might
change with repeated tapings of consultations, the
audiotapes were organized chronologically by date of
interview prior to random sampling using random
number generating software. To obtain a representa-
tive sample of the available recordings at the goal rate
of at least one‐third, 176 (50%) of the 351 available
audiotapes were randomly selected to be coded. This
accounted for reductions in the number of audiotapes
excluded as a result of low inter‐rater reliability
scores (n= 11) or such poor audiotape sound quality
as to preclude complete analysis (n= 9). After the
representative sample of recordings had been gener-
ated, a secondary convenience sample of five of the
remaining audiotapes was generated for use in
calculating inter‐rater reliability estimates during
preliminary training. The 156 coded audiotapes in
the final sample constituted 44.4% of the available
recordings, well above the goal rate of one‐third.

Medical Interaction Process System

The Medical Interaction Process System (MIPS) [31]
is an objective, reliable, and valid instrument for
analyzing oncology consultations. The MIPS was
developed by combining categories adapted from
the Roter Interaction Analysis System with those
Copyright © 2011 John Wiley & Sons, Ltd.
derived from detailed examination of audiotapes [32]
and videotapes [33] of oncology consultations. The
MIPS classifies patient–physician exchanges in
terms of ‘content’ and ‘mode’ of exchange. The
basic coding unit is an utterance, for example, ‘You
need to have a scan because your cancer may have
progressed’ consists of two utterances.
Each unit of utterance is assigned one ‘content’

code and one ‘mode’ of exchange, and may be
initiated by either the patient or oncologist. ‘Con-
tent’ categories (see Table 1) reflect the topics being
addressed in each utterance. ‘Modes’ (see Table 1)
refer to the process or function of an utterance, for
example, ‘giving information’ or ‘asking questions’.
A coding example follows:

(1) Oncologist ‘Do you have pain in the area of
your cancer?’

(2) Patient ‘I’m worried my cancer is spreading.’
Unit
 Speaker
 Content category
P

Mode of exchange
sycho‐Oncology 21: 8
DO
Cue or concern

(1)
 oncologist
 medical
 asks closed question

(2)
 patient
 medical
 gives information
 cue
In addition to coding the content and mode of
each utterance, utterances were also coded for the
presence of an oncologist or patient ‘concern’ or
patient ‘cue’. Patient concerns are utterances that
pertain to a current cause of anxiety for the patient,
for example, ‘I’m frustrated about not being able to
perform sexually’. Oncologist concerns give voice
to a current issue that is troubling them as a
clinician, for example, ‘I’m worried about your
frequent pain sensation’. Cues are indicators of a
patient’s underlying pre‐occupation and state of
mind. Whenever a patient cue is coded, the response
of the oncologist to the cue is recorded as (i)
appropriate response; (ii) inappropriate response; or
(iii) nonresponse. In this study, we supplemented the
coding of patient cues and concerns with a coding
category called ‘inappropriate behavior’ to capture
either an oncologist communication omission or
mistake independent of a patient cue or concern.
In addition to the coding categories already

described, the MIPS includes ‘global affective’
categories that are rater scored based on the entire
consultation. For the present study, we modified
these global, affective categories to enable measure-
ment of additional variables of interest, including the
responses of a third party – usually a significant
other. A total of 13 categories were scored using
4‐ or 5‐point scales, including three general interview
ratings (patient centeredness (possible range 1–4),
patient directedness (1–4), psychosocial focus
(1– 4)), four patient ratings (anxiety (1–4), asser-
tiveness (1–4), involvement in treatment decision
making (1–5), and satisfaction with communica-
tion), three significant other ratings (anxiety (1–4),
09–817 (2012)
I: 10.1002/pon



Table 1. Medical Interaction Process System content and
mode categories

Content categories

Intro Introductory greetings
Medical All medical details pertaining to the

present consultation
Omedical Other medical matters
Tests Past and future test results
Tmt Main cancer treatment
S.effs Side effects of main treatment
Drugs Treatments and drugs prescribed to

prevent /alleviate side effects caused
by treatment

Ps/med A statement, question, or concern
which could relate equally to
psychological feelings or physical
(medical) symptoms

Psych Psychological (patient’s feelings
and emotions)

L.style Health and lifestyle issues such as diet,
drug habits, complementary
therapies, and leisure pursuits

Soc/dem Social/demographic characteristics
Soc/con Social/personal conversation not

directly connected with the
consultation

Ad/prac Administrative practical details
End Goodbyes, closing statements
Uncoded Utterances that lack the necessary

information to code them
Mode categories

Asks questions: Expresses:
1. Open questiona 1. Irritationb

2. Closed question 2. Gratitudeb

3. Leading questiona 3. Apologyb

4. Multiple questiona 4. Empathy/psychological supporta b

5. Focused open questiona 5. Laughter b

Checks: 6. Positive responseb

1. Information 7. Negative responseb

2. Understanding Agreement
3. Summarizesa Registers information

Gives: Facilitates speecha

1. Information (neutral) Interrupts
2. Information (positive)b Asks for repetition
3. Information (negative)b Seeks information
4. Re‐assurancea b Directs/advises
5. False/premature assurancea b Requests/preferencec

Orientationa Inappropriate behavior a

aSpecific to oncologist.
bAffective categories.
cSpecific to patient.
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assertiveness (1–4), and involvement in treatment
decision making (1–5)), and three oncologist ratings
(friendliness (1–4), sensitivity (1–4), and quality of
communication (1–5)).
The current research team elected to use the MIPS

in the analyses of audiotapes given its relative
advantages. First, theMIPS categories are sufficiently
detailed to capture the diversity and complexity of
information exchange. Second, the MIPS allows for
the application of more than one code for a single
mode utterance. Third, the nature of affective
responses can be coded . Fourth, the MIPS allows
for the coding of patient–oncologist nonsequential
communication by allowing for the coding of patient
Copyright © 2011 John Wiley & Sons, Ltd.
signals for information, that is, cues, that may be
addressed by the oncologist immediately, at any
subsequent point during the consultation, or not at all.
Medical Interaction Process System training
and reliability

The principal investigator and the two raters were
trained by the developer of the MIPS, Dr. Sarah
Ford, using the MIPS training manual. During the
preliminary training period, inter‐rater reliabilities
were assessed on each of the five coded consulta-
tions, and training continued until the reliability
estimate was above 0.80 for all content and mode
categories, and above 0.95 for the total number of
patient and oncologist utterances.
The randomized audiotapes were further stratified

by data collection site and randomly allocated, using
random number generating software, among the two
raters. The two raters independently coded 81 and 75,
respectively, of the 156 consultations. Inter‐rater
reliability checks were performed after approximately
every four or five coded consultations, by having the
other coder code the same consultation to enable
calculation of the percent agreement inter‐rater
reliability estimate. Any consultation having a reli-
ability estimate of less than 0.80 (content or mode
category) or 0.95 (total utterances) was removed from
the final data set. There were 11 coded consultations
that did not pass the inter‐rater reliability check,
leaving 156 consultations in the final set.
Patient satisfaction with communication

Patient satisfaction with communication was mea-
sured using the Patient Perception Scale [34]; a
9‐item patient report measure of patient‐centered
communication with the oncologist during the
consultation. This scale, reduced from the originally
validated 14‐item [35,36] and 12‐item versions [37],
includes items that assess the degree to which the
patient feels the oncologist has adequately addressed
the patient’s disease concerns and been patient‐
focused during the consultation (e.g., How satisfied
were you with the discussion of your problem? To
what extent did the doctor listen to what you had to
say? To what extent did the doctor explain treatment?
How well do you think your doctor understood
you today?) Each item is rated on a 4‐point scale,
and the possible range of scores is 9–36, with 9
representing highest possible patient satisfaction,
that is, report of patient‐centered communication.
Cronbach’s coefficient alpha for this measure in the
present study was 0.88.
Data analyses

UNIX SAS V 9.2 (SAS Institute Inc., Cary, North
Carolina, USA) software was used for all analyses;
descriptive statistics and correlation matrices were
Psycho‐Oncology 21: 809–817 (2012)
DOI: 10.1002/pon



Table 2. Patient demographic and treatment information
(n=156)

Variable No. of patients (%

Age, years
(Mean = 67.9 SD=7.7)

Education
<=Grade 10 49 (31.4)
Grades 11–13 41 (26.3)
>High school 66 (42.3)

Residence
Urban 109 (69.9)
Rural 47 (30.1)

Prostate‐specific antigen, ng/mL
(Mean = 11.1 SD=10.9)

Gleason score
(Mean = 6.7 SD=1.0)

Treatment – within study period
Hormone therapy only 71 (45.5)
Radiation therapy only 16 (10.3)
Hormone+ radiation therapy 26 (16.7)
No treatment 43 (27.6)

Consultation recording receipt
Yes 105 (67.3)
No 51 (32.7)
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generated for all measures Almost all of the
consultations consisted of three parts: (i) review of
general medical history (e.g., previous illnesses,
prior hospitalizations, family history of heart
problems, etc.); (ii) physical examination; and (iii)
discussion of the patient’s cancer, that is, explana-
tion of the disease and treatment. Given our primary
interest in the latter and out of concern for patient
privacy when listening to the recorded consultation
alone or with others, any recording of the physicial
examination (approx. 5minutes) or general systems
history (approx. 10minutes) portion of the consul-
tation was discouraged and omitted from analysis if
present on the audiotape.
The presence of a third individual in the consulta-

tion, that is, a family member, spouse, partner or
significant acquaintance of the patient, was noted in
111 (71.2%) of the 156 consultations, for a total of
4,184 utterances representing 7.0% of all utterances.
These utterances are presented in the results separately
from those of patients. The presence of a resident or
nurse was noted in a few consultations, representing
3.3% and 0.2% of all utterances, respectively. These
other health professional utterances have been added to
those of the oncologist in the presentation of findings.
Because of themultilevel structure of the data where

patients were nested within physicians, independence
of observations could not be assumed. Therefore,
mixed models (aka multilevel regression analysis)
were run to examine the relationships between
consultation factors and the dependent measures
(patient satisfaction with communication post‐
consultation and 12‐weeks post consultation) using
SAS PROC MIXED (SAS Institute Inc., Cary, North
Carolina, USA). The predictor variables included
patient age, education, and residence (urban/rural), the
duration of the consultation inminutes, the presence of
a significant other during the consultation, the ‘global
affective’ rater categories for the patient, significant
other, and consultation, and the three general consul-
tation interview ratios (patient directedness, patient
centeredness, and psychosocial focus) computed by
formulas driven by content and mode combinations.
These three ratios [29] were developed in consultation
with Dr. Ford to capture groupings of content and
mode combinations that reflect the current empirical
literature on each of the three ratio topics. The
following predictors were added to the model to
predict patient satisfaction with communication at
12‐weeks post‐consultation: type of medical treatment
received within the study period, whether or not the
patient received a consultation recording, and patient
satisfaction with communication post‐consultation.

Results

Explicating the consultation

The demographic and treatment information for this
sample is provided in Table 2. The average duration
Copyright © 2011 John Wiley & Sons, Ltd.
of the primary adjuvant treatment consultation
(excluding the physical examination and historical
review of general systems) was 19.4minutes (SD=
9.3minutes). The total number of utterances for the
156 consultations was 59,684 (Patient – 12,839
utterances (21.5%); Significant Other – 4,184 utter-
ances (7.0%); Oncologist – 42,661 utterances
(71.5%)). A breakdown of these consultations by
content and mode is presented in Table 3, according
to the percentage of utterances realized for each
category. Biomedical content categories were pre-
dominant in the consultations, accounting for 85.5%
of all utterances, followed by administrative (8.6%)
and psychosocial (5.9%) utterances. It was most
common for oncologists to lead the consultations
and for the patients to follow along in the same
content category; therefore, the percentages of content
utterances per category are, not surprisingly, similar
for oncologists, patients, and significant others.
With respect to mode categories, the most

frequent oncologist mode was ‘gives information’
to the patient; an average of 205.4 utterances per
consultation (75.1% of the total utterances of the
oncologist). The second and third most common
modes for the oncologist were ‘registers informa-
tion’ (13.0 utterances per consult; 4.8% of
oncologist utterances), followed by ‘directs/advises’
(11.3 utterances per consult; 4.1% of oncologist
utterances). The most common mode for patients
was ‘gives information’ (31.6 utterances per consult;
38.4% of patient utterances), followed by ‘registers
information’ (29.3 utterances per consult; 35.6% of
Psycho‐Oncology 21: 809–817 (2012
DOI: 10.1002/pon
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Table 3. Primary adjuvant treatment consultation explicated
by content and mode (% of total utterances)

Content category Patient
Significant

other Oncologist Total

Biomedical 81.8% 71.6% 89.0% 86.3%
Medical‐cancer 17.4 13.10 16.1 16.2
Cancer treatment 40.0 37.6 46.8 44.7
Cancer side effects 10.8 8.5 18.1 15.9
Cancer tests 3.3 4.3 3.0 3.1
Cancer drugs 0.8 0.9 1.2 1.1
Medical noncancer 8.5 6.5 3.1 4.5
Psych/medical symptoms 1.0 0.7 0.7 0.8

Psychosocial 8.9% 12.0% 3.5% 5.2%
Psychological 0.8 0.6 0.5 0.6
Lifestyle/health 2.8 1.6 1.1 1.5
Socio‐demographic 1.6 1.7 0.6 0.8
Social conversation 3.0 4.7 1.3 1.9
Personal conversation btw.

patient and sign. other
0.7 3.4 0.0 0.4

Administrative detail 9.5% 16.3% 7.6% 8.6%
Admin/practical 8.5 14.8 6.9 7.8
Intro/farewell 1.0 1.5 0.7 0.8

Mode category Patient Significant
other

Oncologist Total

Asks questions:
Open question n/a% n/a% 0.3% 2.2%
Closed question 5.7 10.0 1.9 3.3
Leading question n/a n/a 0.3 0.2
Multiple question n/a n/a 0.1 0.04
Focused open question n/a n/a 0.8 0.5

Checks:
Information 3.6 5.3 1.2 2.0
Understanding 0.2 0.3 2.0 1.5
Summarizes n/a n/a 0.8 0.5

Gives:
Information (neutral) 38.4 38.8 75.1 64.7
Information (positive) 0.01 0.0 0.4 0.3
Information (negative) 0.01 0.02 0.5 0.3
Re‐assurance n/a 0.1 1.4 1.0
False/premature assurance n/a n/a 0.03 0.02

Orientation 0.3 0.2 3.0 2.2
Registers information 35.7 27.9 4.8 13.0
Expresses:

Irritation 0.0% 0.0% 0.01% 0.0%
Gratitude 0.7 1.0 0.1 0.3
Apology 0.1 0.2 0.1 0.1
Empathy/ psychological

support
n/a 0.0 0.7 0.5

Laughter (positive) 2.8 5.7 0.3 1.2
Laughter (negative) 0.01 0.1 0.0 0.01
Positive response 0.5 0.9 0.2 0.3
Negative response 0.3 0.4 0.02 0.1

Asks for repetition 0.04 0.1 0.1 0.1
Requests/preference 0.03 0.1 0.0 0.0
Interrupts 0.1 0.1 0.1 0.1
Agreement 5.2 2.0 1.2 2.1
Facilitates speech n/a n/a 0.1 0.1
Directs/advises 2.0 0.8 4.2 3.4
Seeks information 3.5 5.3 0.4 1.4
Inappropriate behavior n/a n/a 0.2 0.1

Table 4. Means and standard deviations for satisfaction with
communication, global affective ratings, and Medical Interaction
Process System consultation ratios

Variable Mean (SD) Observed range

Satisfaction with communication
Post‐consultation 11.4 (2.9) 9–24
12‐weeks post‐consultation 13.3 (4.4) 9–29

Global affective ratings
Patient

Anxiety 2.18 (0.43) 1–4
Assertiveness 2.46 (0.74) 1–4

Significant other
Anxiety 2.07 (0.53) 1–3
Assertiveness 2.44 (0.82) 1–4

Consultation
Patient directedness 2.33 (0.76) 1–4
Patient centeredness 2.92 (0.88) 1–4
Psychosocial focus 1.98 (0.79) 1–4

MIPS consultation ratios
Patient directedness 0.48 (0.18) 0.04–0.86
Patient centeredness 0.89 (0.10) 0.57–1.0
Psychosocial focus 0.06 (0.06) 0.0–0.29
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patient utterances). Similarly, the most common
mode for significant others was ‘gives information’
(10.4 utterances per consult; 38.8% of significant
other utterances), followed by ‘registers information’
(7.5 utterances per consult; 27.0% of significant
Copyright © 2011 John Wiley & Sons, Ltd.
other utterances). The average number of question
utterances per consultation was 4.7 for patients, 2.7
for significant others, and 9.1 for oncologists (a
question typically consists of 1–2 utterances, so the
true number of questions asked by patients and
oncologists is less than the mean utterance count). Of
the 9.1 average question utterances of the oncologist,
a little more than half of these utterances (5.2)
represented closed questions (a question that requires
a yes/no response). Open questions (questions that
encourage patients to respond more fully) were rare
among oncologists; an average of 0.8 utterances per
consultation. The average number of utterances per
consult for patients to check for information was 3.1
(1.5 for significant others), while oncologists checked
for information or patient understanding an average
of 8.7 utterances per consultation. Inappropriate
responses by the oncologist were uncommon (0.4
utterances per consult), as were empathic responses
by the oncologist (1.9 utterances per consult).
Predictors of patient satisfaction

The sample means and standard deviations for the
patient satisfaction variables, global affective ratings,
and MIPS consultation ratios are shown in Table 4
and the results of the regression analyses are shown in
Table 5 (to maintain a reasonable table size, only
statistically significant variables are presented in this
table). Patient satisfaction with communication was
high, both immediately post‐consultation (M=11.4,
SD= 2.9; range = 9–24) and 12weeks later (M= 13.3,
SD= 4.4; range = 9–29).
Patient satisfaction with communication measured

just a few minutes after the primary adjuvant
treatment consultation was significantly predicted
by observer ratings of significant other assertiveness
during the consultation, and a marginally significant
Psycho‐Oncology 21: 809–817 (2012
DOI: 10.1002/pon
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Table 5. Prostate sample statistically significant regression
findings

R‐square t‐value d.f. p‐value

Post‐consultation satisfaction
with communication

0.116

Patient anxiety (global rating) 1.93 1,38 0.062*
Significant other assertiveness

(global rating)
8.54 1,38 0.006

12‐week post‐consultation satisfaction
with communication

0.371

Patient satisfaction post‐consultation 43.34 1,39 <0.0001
Patient anxiety (global rating) 7.84 1,39 0.008
Consultation duration 3.98 1,39 0.053*

*marginal (trend) significance.
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effect was seen for observer ratings of patient
anxiety (p = 0.062): patients whose significant others
were more assertive and those who were more
anxious reported the lowest levels of satisfaction.
The multilevel model for patient satisfaction with

communication 12weeks later required a two‐step
procedure. With the inclusion of patient post‐
consultation satisfaction with communication as a
covariate in the analyses, not all variables could be
included in the model simultaneously. An initial
model was run with several of the nonsignificant
variables from the model on post‐consultation satis-
faction with communication: age, sex, and residence.
After establishing that these remained nonsignificant,
a second model was run with the remaining variables.
Satisfaction with communication at 12weeks post‐
consultation was significantly predicted by patient
anxiety, post‐consultation satisfaction with communi-
cation, and marginally by consultation duration
(p=0.053): patients who were rated as more anxious
during the consultation, those with shorter consulta-
tions, and those with lower post‐consultation satisfac-
tion with communication were least satisfied. None
of the consultation ratios of patient‐directedness,
patient‐centeredness, and psychosocial focus were
statistically significant predictors.

Discussion

The findings show that primary adjuvant treatment
consultations in prostate oncology are characterized by
a high degree of biomedical information giving by the
oncologist. This is not surprising given the complexity
of the disease trajectories and treatment regimens
discussed during these consultations. More striking in
these results is the relatively small amount of discussion
time dedicated to psychosocial matters. The low ratio of
psychosocial conversation to disease and treatment
dialog is similar to that reported elsewhere
[29,32,38,39], as is the low percentage (2%) of time
that oncologists dedicated to checking patient under-
standing [29,38,40]. The determination of the optimal
percentage or amount of oncologist’s time to be
dedicated to psychosocial matters is complicated by
the fact that patient satisfaction with communication is
influenced by both the quality and quantity of
communication exchange: the fewest of choice words
spoken to the patient at an opportune moment may
result in greater satisfaction than a lengthy discourse
lacking meaning for the patient. Furthermore, although
studies have identified oncologist factors that are
significantly related to patient satisfaction, the essential
features of oncologist communication that are predic-
tive of patient satisfaction with communication have
yet to be conclusively determined.
Despite the infrequency of psychosocial discussion

and low number of empathic utterances by the
oncologists, the number of oncologist utterances
deemed ‘inappropriate’ was also low, and the level
of patient satisfaction with communication was
generally high. It therefore appears that oncologists
are general effective in communicating with patients;
the significant predictors in this study are generally
differentiating ‘satisfied’ patients from ‘very satisfied’
patients. This does not diminish the merit of the
findings; evidence suggests that patients may report
high satisfaction with consultations despite having
unmet needs for information and emotional support
following these consultations [19,41]. This apparent
discrepancy between patient reports of unmet need and
generally high satisfaction should be explored further.
Doing so may enhance our understanding of the needs
which are most strongly predictive of patient satisfac-
tion with communication once fulfilled. This is
especially important given that satisfaction measures,
including the satisfaction with communication mea-
sure used in the present study, may suffer from ceiling
effects. It is therefore possible that patients may have
unmet needs that remain unrecognized, masked by
high satisfaction scores. Furthermore, a possible
limitation of the patient satisfaction measure used in
the present study is that it may be too general in scope,
lacking the kind of specificity necessary to capture the
kinds of dissatisfaction that are tapped into by
measures of unmet need.
The present findings show that satisfaction with

communication immediately following the primary
treatment consultation can be predicted by a global
subjective assessment of the patient’s level of anxiety
and the significant other’s degree of assertiveness
during the consultation. The clinical implication of this
finding is that health professionals may enhance
patient satisfaction by providing information and
addressing emotional distress to reduce patient
uncertainty and anxiety. We hypothesize that the
association between significant other assertiveness and
patient satisfaction with communication may be
explained, in part, by compensatory behavior on the
part of the significant other (usually the prostate
cancer patient’s spouse): significant others may feel
compelled to speak up on behalf of the patient during
consultations when the patient feels uninformed or
confused, or is reticent or too overwhelmed to speak.
Although a significant other may represent the patient
well during the consultation, the fact that this
Psycho‐Oncology 21: 809–817 (2012)
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individual feels compelled to do so may indicate a
patient who feels ill‐equipped to ask questions during
the consultation, and this feeling of discomfort may be
expressed in a relatively low patient satisfaction score.
The importance of addressing patient anxiety during

the initial treatment consultation and early in the
disease trajectory is underscored by the finding that
patient anxiety during the consultation was predictive
of lower patient satisfaction with communication at
12‐weeks post‐consultation. Patient satisfaction with
communication immediately following the consulta-
tion was positively associated with patient satisfaction
with communication 12weeks later, as was the
duration of the consultation. Given that patients who
had longer consultations were more highly satisfied at
12‐weeks post‐consultation, oncologists might en-
hance the satisfaction and well‐being of patients by
dedicating some consultation time to address areas of
patient uncertainty and need that may be contributing
to patient anxiety and dissatisfaction with communi-
cation. One should keep in mind, however, that the
association between consultation duration and patient
satisfaction is not well understood. Although it is
possible that oncologists who have better communi-
cation skills spendmore timewith their patients during
consultations, it is equally plausible that patients with
more advanced or complicated disease, complex
treatment regimens, or anticipated treatment side
effects that are many and severe may have longer
consultations because there is more information to be
conveyed during the consultation regardless of the
communication skill level of the oncologist. Research
is needed to explore the reasons for lengthier
consultations, and the impact of these factors on
patient satisfaction with communication.
The present findings should be reviewed in the

context of findings from studies of men with prostate
cancer; however, most consultation analysis studies in
oncology have been conducted with either women
with breast cancer or both genders with mixed cancer
diagnoses. Unlike the current study, a consultation
analysis study of women with breast cancer [29] found
that patients asked more questions than significant
others, yet a study of question asking by amixed group
of oncology patients and their companions [42] found,
consistent with the present results that companions
asked significantly more questions than patients. The
reader is cautioned that the present findings were
obtained for consultations conducted by radiation
oncologists and may not, therefore, be generalizable to
urologists or urological oncologists.
Given the important role of partners of men with

prostate cancer in exerting control over the manage-
ment of illness information [43], the desire of most
partners to be involved in the decision‐making
process, and the finding that partners may experience
greater distress than patients themselves [44] and at
levels above population norms [45], the role of the
partner during communication exchanges between the
oncologist and patient becomes important. Future
Copyright © 2011 John Wiley & Sons, Ltd.
studies in this area might benefit from examining the
extent to which oncologists address, during key
consultations, the dynamics of patient‐partner com-
munication, working with the couple as a distinct
entity [46] to enhance the satisfaction and well‐being
of the patient and partner both as individuals and as a
dyad. Oncologists may want to encourage effective
communication between patients and partners, given
that mutual, constructive communication between
patients and their partners enhances marital satisfac-
tion in the face of sexual dissatisfaction [47].
Recent findings of a randomized controlled trial

showed that providing information, communication
skills training, and personally designed prompts to
newly diagnosed prostate cancer patients reduced
illness and treatment uncertainty [48]. The authors
concluded that the provision of disease and treatment
information in the treatment decision making context
should be preceded by patient training in communi-
cation skills prior to the treatment consultation. Future
studies might assess the impact of pre‐consultation
communication skills training on patient–oncologist
communication during the treatment consultation.
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