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ABSTRACT OF THE DISSERTATION
Communicatiorparticipation behavior during the delivery of breeahcer care

By MARIA K. VENETIS

DissertatiorDirector:

Dr. Jeffrey D. Robinson

This twostudy dissertation examines the association between communication
participati on behayvi-wsitpsyclosodal heatmauteomesp at i ent
Study one was a metmalysis of 25 articles (including Histinct data sets) that

examined the association between patemtovi der communi cati on an
visit satisfaction. The metanalysis found that communication behaviors representing
patientcentered care were significantly associated witrepatit s -&isitfsatisaction.

Study two was conducted to further explore the association between communication
participati on b e hasitpsgchosocia medith qucdmese nt sé post
Communicatiorparticipation behaviors included: (&)rgeon partarship building (2)

surgeon supportive talk3) client assertive responsgd) client question askingnd (5)

client expression of conce(Btreet & Millay, 2001). Inductive/grounded thematic

analysis (Strauss & Corbin, 1998) of these communicgdéoticipation behaviors

produced six secondary communicatjmarticipation variables: (I9urgeon partnership

building: question solicitation(2) surgeon partnership building: othef3) patient

assertive responses: stating preferen¢éypatient assertiveesponses: challenging



surgeon (5) patient question asking: setfitiated; and (6)patient question asking:

prompted Pati entsd psychos dmressancertaintyMishelme s 1 nc |
1988); (2)mental adjustment to canc@Vatson et al., 1988[3)pat i ent sd6 sat i sf
with surgeonso ;@Wpxitt endm@umssiat atsif @amandi on  wi t
B)pati entsd intent i on s Dataweravidbotapes of treatmdntr e at me
decisionmaking conversations between a singlegeon and 51 of his newly diagnosed

female breastancer patients, as well as pamd poswisit surveys. Major findings were

that communicatiomarticipation behaviors were significantly associated with decreases

in patientsd unceataiemtgdamdaphcveasepi ng
increases isurgeon partnership buildnger e associ ated with decr.
unpredictability uncertaintyrom pre to post visit; increases patient assertive

responses: stating preferencesre s oci at ed wi t h fighirgspia ses i n
and decrease @nxious preoccupatiofiom pre to post visit; increases patient

assertive responses: challengingsurggoer e associ ated with decr ¢
fatalismfrom pre to post visitCommunicatiorparticipation behaviors, and in particular

patient question askingwere significantlynegativelyassociated wittp at i ent s 6
satisfaction with treatment plamexdp at i ent s6 i ntentions to adh

These findings, their imigations, and directions for future research are discussed.
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CHAPTER ONE: INTRODUCTION

Breast cancesia national and international health problem (American Cancer
Society; ACS, 2010). As of 2008, among American women, breast cancer is the second
highest, newcancer diagnosis (after basal and squamous cell skin cancers), it is the most
frequent cancer dgmosis, and it is the leading cause of cancer death (exceeded only by
lung cancer) (ACS, 2010). About one in eight women will be diagnosed with breast
cancer in their lifetime (American Cancer Society (ACS, 2010). Approximately 192,370
women were diagnosemth breast cancer in 2009 (ACS, 2010).

Breast cancer is among a consortium of diseases that does not have well
established risk factors, other than older age and being female (ACS, 2010; There are
several speculative risk factors that have yet to wroigly documented, such as the use
of oral contraceptives, alcohol, and hormone therapy; ACS, 2010). Although breast
cancer can be hereditary (i.e., those with a family history of breast cancer are more likely
to be affected), approximately 90% of indivals with a positive diagnosis have no prior
family history (ACS, 2010). For at least the above reasons, a diagnosis of breast cancer is
frequently unexpected and associated with shock (Krause, 1991), fear (Lyons, Jacobson,
Prescott, & Oswalt, 2002), anddlings of vulnerability (McWilliam Brown, & Stewart,

2000).

Breast cancer takes a much greater toll
does their mortality (Hewitt, Herdman, & Holland, 2004); this is because, at least as a
physical disease, breasincar is highly treatable. Although mortality rates depend on
cancer stagei.e., those with more severe stages of cancer, such as stages 3 and 4, have

reduced survival rates (57% for Stage 3 and 20% for Stagéhé)fiveyear post



diagnosis survival ras for stage-Q breast cancer is 100% and stage 2 is 86% (The vast
majority of the population in the main dissertation study represent stagdl@tional
Cancer Institute; NCI, 2010). Admittedly, cancer treatment (e.g., surgery and additional
therapiessuch as chemotherapy and/or radiation) has side effects (e.g., chest pain,
diarrhea, hair loss, hot flashes, and fatigue) (8caacer.org, 2010), but these tend to
subside relatively shortly after treatment.

On the other hand, as an illness (vs. disgggedson, 1973), breast cancer takes
an enormous toll on womends psychosoci al
Hewitt et al., 2004). Americans fear cancer more than any other serious medical
condition (NCI, 2007). Especially becauseipes diagnoses are often surprising
(Krouse & Krouse, 1982), they launch patients into states of crisis (Krouse & Krouse,
1982). Following diagnosis, cancer patients report increases in anxiety and depression
(Antoni et al., 2006; GastedohansoonOhly, Fall-Dickson, Nanda, & Kennedgy999;
Leedman & Ganz, 1999; McCaul et al., 1999; Schofield et al., 2003; Vahdaninia,
Omidvari, & Montazeri, 2010), anger and sadness (F&ndmborg, Wright, Segalla, &
Diekmann, 1984; McCaul et al., 1999), fear (includimgt of death, surgery, and the
treatment process) (Frasftromborg et al., 1984; Lackey, Gates, & Brown, 2001; Lyons
et al., 2002), hopelessness (Fr&tkomborg, et al., 1984), shock and disbelief, (Lyons et
al., 2002), vulnerability (Lyons et al., 2002cWilliams et al., 2000), distress (Chen et
al., 1996; Leedman & Ganz, 1999; McCaul et al., 1999), uncertainty (Staoknborg et
al., 1984, Loveys & Klaich, 1991; Shaha, Cox, Talman, & Kelly, 2008), and rumination
(Lyons et al., 2002). Relative to othtgpes of cancer, women report that brezsicer

diagnoses are more unexpected andifeducing (Butow et al., 1996; Hilton, 1993). The

h



aforementioned negative psychosocial health effects appear to carry over into treatment
and beyond, as diagnosis is@bssociated with reduced physical and mental quality of
life (Falagas et al., 2007).

When women are diagnosed with breast cancer (which is typically occurs at a
primary care visit), they almost always consult with surgeons because the first treatment
step is typically the surgical removal of the malignant tumor(s) (i.e., the cancer).
According to theNational Survey of Ambulatory Surgeny 2006, there were over
234,000 medical visits concerning malignant neoplasm of the breast with a surgeon,
including both surgical procedures and rsurgical consultations (Cullen, Hall, &
Golosinskiy, 2009). Also in 2006, 317,000 lumpectomies (surgical removal of the tumor)
were performed on female breasincer patients. These figures do not include the
volume of beastcancer surgeries that required aspatient status (e.g., mastectomy, or
removal of the breast), which significantly increases the total number of breast cancer
surgeries. Without discounting the complexity of breast surgery, women with seage 0O
breast cancer have essentially two options, including lumpectomy with radiation or
mastectomy. According to multiple 3@ar longitudinal studies, the survival rates
associated with these two treatment optionsiatsignificantly different (Fisher et al.,

2002; Veronesi et al., 2002), suggesting that treattdeaisionmaking conversations are
not simply about mortality, but rather are seeped in psychosocial issues revolving around
patientsdé6 comfort | evels, fear and uncerta

Given that vomen who are newly diagnosed with breast cancer are experiencing a
wide variety of negative psychosocial health effects that carry over into treatment and

beyond, and given that surgeons are one of the first specialists who these women visit



after diagnog, this dissertation examines surgg@atient communication as a
mechanism for either ameliorating or exacerbating negative psychosocial health

outcomes.



CHAPTER TWO: REVIEW OF LITERATURE

This chapter reviews prior research relevant to the present disserihis
chapter begins by reviewing iliness uncertainty (Mishel, 1988), mental adjustment to
cancer (Watson et al., 1988), the rationale for \vitdged data, patient centereare,
patientsd6 satisfaction with idaationperons d vi s
treatment plan, and patient intention to adhere to the treatment plan.

lliness Uncertainty

As noted above in the Introduction section, patients report that {meastr
diagnoses are unexpected (Butow et al., 1996). At least for pati¢hteelativelynew
diagnoses (which are the population under examination in the main dissertation study),
the general lack of breasancer symptoms, as well as the relevance of a new identity as
a person with cancer (Mishel, 1988; Nelson, 1996), can patignts to ask questions
like: How did this happentomeg®h at 6 s t he b e s,andWheecarntiment f
resume my normal life(ee Problematic Integration Theory, Babrow, 2001). Such
guestions are part of what is referred to as illness uncertainty.

Referring to uncertainty in general (i.e., not illness uncertgo@ysg, Brashers
(2001) noted that it Nnexists when details
unpredictable, or probabilistic; when information is unavailable or inconsistent; amd whe
people feel insecure in their own state o
(p. 478). Of course, fAuncertainty is cent
Mattson, 2003, p. 44). Referring to uncertainty specifically in the healéhcontext,

Mi shel (1988) defined illness uncertainty

illnessrelated events. It is the cognitive state created when the person cannot adequately

Ol
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structure or categorize an event because of the lack of sufficiemues o (p. 225).
uncertainty can occur when individuals cannot interpret vague or unfamiliar information
and cannot predict future outcomes ( Mishel
gualitative study concerning challenges with breast cghktkon, 1993), uncertainty
emerged as a dominant iissue, one participa
uncertainty!o (p. 89). Participants report
phases of breastancer treatment, beginning with a suspisi lump or abnormal
mammogram and continuing through ptsatment fear of recurrence (Hilton, 1993).

A number of different theories have dealt with the concept of uncertainty and its
management, including uncertainty reduction theory (URT; Berger &b@da, 1975),
uncertainty management theory (UMT; Brashers, 2001), problematic integration theory
(PI; Babrow, 2001), and the theory of motivated information management (TMIM; Afifi
& Weiner, 2004). A comprehensive review of the general notion of undgremd its
management in all contexts is beyond the scope of this chapter, and has been dealt with
elsewhere (Afifi & Weiner, 2004; Babrow, Kasch, & Ford, 1998). What follows is a
review of illness uncertainty, specificallga des cr i bed bupceMdintgihnel 6s (
illnesstheory.

Uncertainty in lllness Theory (UIT)

Mishel (1988, 1999) presented a model for explaining uncertainty in acute, and
later chronic, ilines$ Mishel explained that illness uncertainty can stem from several
sources, including; 1) t he nature of the illness; (2)
patientsd concepts of self; and (4aturd ack o

of the illnesgefers to ambiguous characteristics of the illness itself, including its



symptoms, their origin, and their pattern of expression, as well as what novel bodily
sensations mean after treatment (e.g., weight loss after cancer treatment) and their

possible relationship to the iliness (e.g., recurrence); this theoretical dimehsion

uncertainty was also discussed by Babrow, Hines, and Kasch (2000) and Babrow et al.
(1998). Uncertainty surroundipgat i ent s6 per crefprstothens of t he
predictability of recoveryHow long will | be in the hospita)?recurrence (e.gWhatare

the chances of my cancer returning@nd lifestyle (e.gWill | be able to work again?

following treatment; this theoretical dimension of uncertainty was also discussed by

Babrow et al., (1998, 2000). Uncertainty surroungingt i ent s 0 elfcefersmwe pt s of
how the illness and its treat memronceptx,peri en
such those surrounding physical fithess and body image; this theoretical dimension of
uncertainty was also discussed by Babrow et al. (2000). Undgrsairmoundindack of
informationrefers to an inability to understand, and/or make sense of, component stages

of an illness experience, such as treatment (@&/gat surgery do | get and whyWhat is
chemotherapyAWhat are treatment risk3; this theoetical dimension of uncertainty was

also discussed by Babrow et al., (1998, 2000). These four sources of uncertainty are

likely to be relevant for the patient population examined in this dissertation, that being

women newly diagnosed with breast cancer.

Uncertainty in illness theory explains that the primary antecedent to illness
uncertainty is thetimuli frame which is composed of the: (1) symptom pattern; (2) event
familiarly; and (3) event congruenc&®ymptom patterrefers to the coherence,
consistenyg, and patterning of symptoms and their triggers (eggt discomfort in my

stomach immediately after eatjndndividuals assess patterns by examining the number,



intensity, duration, and frequency the symptoms. Note that, in the medical context under
examination in the main dissertation stuslymptom pattermay not be relevant because
newly-diagnosed, earlgtage breast cancer patients rarely experience waaser
symptoms (i.e., diagnoses are often made from regular screenings; ACS R2@hd).
familiarity refers to the understandability and predictability of regular events associated
with illnesses, such as their composition, ordering, etc. (e.g., first breast surgery, then
recovery, then chemotherapy, then breast reconstruction). Note thawigrdiagnosed
breast cancer patients who have yet to talk to surgewast familiarityis likely to be
highly relevant; it will be low and highly conducive to uncertainty (Hewitt et al., 2004).
Event congruenceefers to the alignment between the estpd occurrence of illness
events and their actual occurrence (e.g. the alignment between anticipated and actual
recovery time). For breastincer patients who have yet to undergo treatment, the
relevance oévent congruendgenmediately after treatmettedsion-making
conversations is likely to be low, insofar as patients have yet to experience actual events
(e.g., actual surgery, chemotherapy, etc.). Uncertainty in illness theory argues that these
three antecedents are negatively associated with uncegrtaighh symptom patterning,
high event familiarity, and high event congruence are associated with low illness
uncertainty (Mishel, 1981; Mishel & Braden, 1988; Sheer & Cline, 1995). In sum, for
newly diagnosed, eaHstage breast cancer patients engagirtgeatmendecision
making conversations, only event familiarity is likely to be relevant.

Uncertainty in liness theory (Mishel, 1988) argued that at least thireeture
providersaf f ect patientsd | evels of wonf2ertainty

patientsdé | evels of social support; and (3



Levelofeducatioh aci | i t ates patientsd understandi ncg
better place illnesses into context and thus assign them mekhsagl (1988) reported

that individuals with less than a high school education experience greater illness

uncertainty, including more difficulty understanding treatment pl&asial supports

defined as fAinterper son adreofthedoiosviagcthes ons t ha
expression of positive affect of one person to another; the affirmation or endorsement of
anothero6s behaviors, perceptions, or expre
aid to another o ( Mi-48hSpécifically,BiisteldedBradet 987, p.
(1987) found that, among a sample of women with gynecological cancer, social support

was negatively associated with illness uncertaiMglson (1996) found that, among

women with breast cancer, women rely on members afsbeial networks to provide

optimism, as well as a chance to talk through illness uncert@raglible authoritiesare

healthcare providers whom patients rely on as sources of health/illness information.
Patientsd | evel s-camproiders asftrustivertinycseurcesrof heal t h
information is negatively associated with illness uncertainty.

Uncertainty in illness theory (Mishel, 1988) described uncertainty as a neutral
phenomenon that is not inherently bad or good (also see Babrow, 2001; Babrow &
Mattson, 2003). The theory proposes that p:
on both recognizing uncertainty and appraising its polarity and implications (also see
Uncertainty Management Theory, Brashers, 2001; Theory of Motivated Information
Management, Afifi & Weiner, 2004). Although some patients might appraise illness
uncertainty as being positive, the vast majority of research has found that patients

appraise illness uncertainty as being negative, dangerous, and harmful (e.g., Mishel,
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1988 Wonghongkul, Moore, Schneider, & Deimling, 2000). When this happens, patients
tend to seek to reduce illness uncertainty by vigilance (constant monitoring of the
situation), direct action (such as confronting the situation), and/or by information seeking
(see Uncertainty Management Theory, Brashers, 2B@&Ehers et al., 2000; Feltwéll

Reis, 2004). Mishel (1988) noted that information seeking is the most common
uncertaintymanagement response, and individuals tend to seek information by requesting
information from healticare providers, family and friends, and individuals with similar
health conditions (also see Mast, 1995). For this reason, patient question asking is
centrally examined in the main dissertation study.

In the context of cancer, althougha t i e n tusc@rtainty decreasesover time
(particularly between the time of treatment selection and a few months after surgery;
Hughes, 1993; Liu, Tang, Huang, & Chiou, 2006), iliness uncertainty remains pervasive
even five years posturgery (Deckr, Haase, & Bell, 2007). Decket al.(2007) reported
that, although illness uncertainty remains, over time, the stimuli of illness uncertainty
changes; for example, newly diagnosed cancer patients report being uncertain about their
future, whereas fivgears postreatment, the same patients report being uncertain about
unanswered questions.

lliness Uncertainty and Outcomes

In the context of cancer, increased levels of illness uncertainty are associated with
several deleterious psychosocial health ouegrsuch as problems with psychological
adjustment, (Christman, 1990; Germino et al., 1998; Mishel & Braden, 1987; Mishel,
Hostetter, King, & Graham, 1984; Neville, 1998), tension, gradgpression, and fatigue

(Stigglis et al., 20@), sadness and pesssmi (Mishel et al., 1984), and symptom distress,
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including pain, nausea, and insomnia (Phitgaimi, Kintner, Monahan, & Azzouz,
2007). Increased illness uncertainty is also associated with decreased quality of life
(Padilla, Mishel, & Grant, 1992; Walta, 2003), decreased optimism and motivation
(Mishel et al., 1984), and the perception of low levels of social support (Germino et al.,
1998; Neville, 1998). In a study of prostate cancer, Germino et al., (1998) found that
increased illness uncertaintydss soci ated with a decrease in
sexual relationships, and a decrease certain role behaviors, such as attending social
events, shopping, running errands, keeping in touch with friends, and enjoying leisure
time (Germino et al., 1998 a study of gynecological cancer, Misle¢lal.(1984)
found that women with increased illness uncertainty reported increased difficulties with
recreational and social activities. Exclusively among breast cancer patients and survivors,
increased illnesancertainty is associated with increased anxiety, fear, depression, and
hopelessness (Nelson, 1996; Wong & Bramwell, 1992), decreased hope (Wonghongkul
et al., 2000), increased fatigue, both in treatment and into survivorship (Mast, 1998),
decreased setfontrol in terms of suppressing thoughts of cancer (Dirksen, 2000), and a
decreased quality of life, which involves health and functioning, socioeconomic status,
psychological and spiritual health, and family relationships (Sammarco & Konecny,
2008).
Cance Coping

Ment al adjustment to cancer is defined
the patient makes to the diagnosis of <canc
term Oment al adjustment to canpengodohhbhyg bee

Watson and colleagues (Watson et al., 1988; Greer, Morrey, & Watson, 1989), and
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hereafter 6ément al adjustment to cancer 6 i s
phenomenon, as individuals respond to cancer diagnoses in diverse ways. Disnehsion

coping include: (1) fighting spirit, (2) helplessndggpelessness, (3) anxious

preoccupation, (4) cognitive avoidance, and (5) fatalism (Watson et al., 1988). Fighting
spirit is defined as patientso fitteegarding
attitudeo (Greer, -hdpéleBsnesypis arespbiBse¢ markededby pl e s s n
depression, pessimistic attitudes, fear, and negative appraisals of the cancer diagnoses
(GleseDavis & Spiegel, 2003; Mishel et al., 1988). Anxious preoccupation is

characterized by persistent anxiety and a pessimistic attitude and negatively evaluating

any information or physical symptoms (Greer, 1991). Cognitive avoidance, also referred

to as denial in some literature, is characterized by the constant rediredtioggtits to

avoid thinking about cancer and the preference for a passive role in treatment éecision
making conversations (Shields et al., 2004; Watson et al., 1994). Fatalism, also referred

to as stoic acceptance (e.g., Mishel et al., 1988), is charactérizby pati ent s o
acknowl edgement of the diagnosis, a Aresig
suppression, and a lack of desire to actively participate in information seeking or

treatment decisiomaking (Cordova et al., 2003; Greer, 1991; Shielttsrow, Griggs,

Mallinger, Roscoe, Wade, et al., 2004).

Patientsd ability to adjust to, or cope
and a fighting spirit) can buffer them from ill psychosocial effects (Nezu, Nezu, &
Felgoise, 2003). For exampje,at i ent s®é poor coping with can
decrease in patientsd quality of Ilife, inc

increased canceelated worries concerning physical, emotional, and relational problems
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(Grassi et al.2004), increased sexual problems (Ferrero, Barreto, & Toledo, 1994), and
decreased life satisfaction (Herbert, Zdaniuk, Schulz, & Scheier, 2009). Additionally,
coping is negatively associ-dfitaeyddurimg t h pati e
medicalinterat i ons (Col l i e et al ., 2005), and pat
functioning (Nordin & Glimelius, 1998).

Research has conflicting findings concerning coping styles and survival and
recurrence among cancer patients (Greer, 1991, Petticréw&B¢unter, 2002; Watson,
Haviland, Greer, Davidson, & Bliss, 1999). Greer (1991) concluded that, among non
metastatic, earhgtage cancer patients, coping style can affect cancer progression, such as
helplessneshopelessness being positively associatgld recurrence and mortality. In a
longitudinal study of 578 newdgliagnosed breast cancer patients, Watson et al. (1999)
examined the effects ofginting spirit and helplessnebspelessness on recurrence and
survival and found a significant increasea@®furrence and mortality among patients with
high s. low) levels of helplessnekspelessness. Osbourne et al. (2004) examined the
effects of fighting spirit on mortality in 61 breasdncer patients and found that fighting
spirit was positively assodid with survival €8 years following diagnosis. As a possible
counterpoint to the above findings, Petticrew et al. (2002) conducted-a (non
statistical/noAmetaanalytic) review of the literature examiningliting spirit and
helplessneshopelessness affiound no association between these coping styles and
mortality.

Watson and colleagues (1988, 1994) presented an internativabdlgted
approach for assessingcanpeat i ent 6s coping with cancer d

Adjustment to Cancer Scale (MAC, \Bahet al., 1988) and the MiAMAC (Watson et
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al., 1994%a parsi monious version of the original
style (Watson et al., 1988, p. 203). The MAC measures the five dimensions of mental
adjustment (noted above): fightisgirit, helplessnessopelessness, anxious
preoccupation, fatalism, and cognitive avoidance. The scale has been validated among
cancer patients in Australia (Osborne, Elsworth, Kissane, Burke, & Hopper, 1999), China
(Ho, Wong, Clan, Watson, & Tsui, 2008ngland (Watson et al., 1988; Watson &
Homewood, 2008), France (Cayrou, Dickes, Gauaquard, & Roge, 2003), Greece
(Anagnostopoulos, Kokokotroni, Spanea, & Chryssochoou, 2006; Mystakidou et al.,
2005), Italy (Grassi et al., 2005), and South Korea (Karad., 2008). These studies
generally support the original dimensions. Helplesshegglessness and anxious
preoccupation are consistently interpreted as negative or maladaptive adjustment styles,
and fighting spirit is consistently interpreted as atpagadaptive adjustment style
(Anagnostopoulos et al., 2006; Cayrou et al, 2003; Ho et al., 2004; Watson et al., 1988;
Watson & Homewood, 2008).
Fighting Spirit

Fighting spirit, as noted above, is cha
diagnoss, determination to overcome the cancer, increased level of internal locus of
control (e.g., perception that patient can control the course of the disease), increased
optimistic attitude, increased informatigeeking behavior (e.g., question asking), and
increased desire to participate in treatment decisiaking (e.g., stating treatment
preferences and contributing to tiheatment decision; Grassi, Rosti, Lasalvia, &
Marangolq 1993; Greer, 1991; Link, Robbins, Mancuso, & Charlson3p(bcial

supportis positively associated with fighting spirit (Grassi et al., 1993), and patients with
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greater perceived social support exhibit greater fighting spirit, particularly if they count
their physician as a member of their sbsigpport network (Akechi, Okamair
Yamwaki, & Uchitomj 1998). Among general cancer patients (i.e., not exclusively breast
cancer patients), increases in fighting spirit have been associated with decreases in
anxiety and/or depression (Cayrou et al., 2003; Grassi et al., 2004; H®608|.2004;
Kang et al., 2008; Link et al., 2003; NordBerglung, Terje, & Glimelius1999; Nordin
& Glielius, 1998; Schnoll, Mackinnan, Stolbach, & Lorman, 1995; Watson et al., 1994),
emotional suppression and mood disturbance (Cordova et al., 268B tistress (Ho
et al., 2004), cancer worry, particularly worry concerning recurrence (Lampic et al.,
1994), and psychological stress (Grassi et al., 2005). Increases in fighting spirit have been
positively associated with increases in wagding (Lampc et al., 1994; WhitfordOliver,
& Peterson2008), emotional functioning and adjustment (Nordin & Glielius, 1998;
Schnoll et al., 1995), and quality of life (Nordin & Glielius, 1998).

In studies of breastancer patients exclusively, increases in fighspirit have
been associated with decreases in anxiety and/or depression (Akechi et alScko@ll;
Harlow, Stolbach, & Brandtl998; Watson et al., 1991), decreases in emotional and
psychological distress (Classéfoopman, Angell, & Spiegell996;Ferrero et al., 1994),
and increases in medieafre satisfaction (Ferrero et al., 1994). Fighting spirit has been
positively associated with improved energy and mental health (Anagnostopoulos et al.,
2006), regimen adherence (Ayres et al., 1994), andtyjoélife (Levine & Targ, 2002;

Schnoll et al., 1998).
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Helplessnessiopelessness

Helplessneshopelessness, as noted above, is characterized by a high external
locus of control (i.e., a perception that one cannot control the course of the disease) and
pessimistic attitude in which the patient is consumed with fear and negatively appraises
the cancer diagnosis (Grassi et al., 1993; Greer, 1991). Among general cancer patients,
increased helplessnekepelessness is associated with increased anxietyrand
depression (Bjorck, Hopp, & Jones, 1999; Cayrou et al., 2003; Grassi et al., 2004; Ho et
al., 2003, 2004; Kang et al., 2008; Lampic et al., 1994; Nordin et al., 1999; Nordin &
Glielius, 1998; Schnoll et al., 1995; Watson et al., 1988, 1994), diskessI(© et al.,

1994; Ho et al., 2004; Schnoll et al., 1995), cametated worries, including worry
concerning recurrence (Grassi et al., 2004; Lampic et al., 1994); anger, fatigue, confusion
(Schnoll et al., 1995), postaumatic stress syndrome (Kangasl., 2005), acute stress
disorder (Kangas et al., 2007), psychological stress (Grassi et al., 2005), and control over
the emotions of anger and anxiety (Watson et al., 1991). Increases in helplessness
hopelessness are also associated with decreaseléasteem (Bjorck et al., 1999), well

being (Lampic et al., 1994; Whitfoet al, 2008), emotional functioning and adjustment
(Nordin & Glielius, 1998; Schnoll et al., 1995), and quality of life (Nordin & Glielius,

1998).

In studies of breastancer paents exclusively, increases in helplessness
hopelessness are associated with increases in anxiety and/or depression (Akechi et al.,
2001; Grabsch et al., 2006; Reuter et al., 2006; Schnoll et al., 1998; Watson et al., 1991),
psychological distress (Fereeet al., 1994), and pestaumatic stress disorder (Levine,

Eckhardt, & Targ, 2005). Increases in helplessihegelessness are also associated with



17

decreasesiquality of life (Cotton, Levine, Fitzpatrick, Dold, & Tar$999; Schnolét
al., 1998), medal-care satisfaction (Ferrero et al., 1994), visding (Levine & Targ,
2002), and emotional health, social functioning, vitality, and mental health
(Anagnostopoulos et al., 2006).
Anxious Preoccupation

Anxious preoccupation, as notpreviously is chaacterized by anxiety and a
pessimistic attitude that leads to negatively evaluating information or physical symptoms
(Greer, 1991). In studies of general cancer patients, increases in anxious preoccupation
has been associated with increases in anxietylapeession Bjorck et al., 1999; Cayrou
et al., 2003; Grassi et al., 20049, Chan,& Ho, 2004Ho et al., 2003; Kang et al., 2008,
Lampic et al., 1994; Nordin et al., 1999; Nordin & Glielius, 1998; Schnoll et al., 1995;
Watson et al., 1988; Watson et 4994), cancerelated worries concernirghysical,
emotional, and relational issu@srassi et al., 2004; Lampic et al., 1994), distress (Ho et
al., 2004; Schnoll et al., 1995), anger and confusion (Schnoll et al., 1995k guusatic
stress syndrome @hgas et al., 2005), and acute stress disorder (Kangas et al., 2007).
Increases in anxious preoccupation are also associated with decreasessitessif
(Bjorck et al., 1999), welbeing (Lampic et al., 1994; Whitford et al., 2008), emotional
functioningand adjustment (Nordin & Glielius, 1998; Schnoll et al., 1995), and quality of
life (Nordin & Glielius, 1998).

In studies of breagtancer patients exclusively, increases in anxious
preoccupation are associated with increases in anxiety and/or dep(@ésiohi et al.,
2001; Grabsch et al., 2006; Reuter et al., 2006; Schnoll et al., 1998; Watson et al., 1991),

psychological distress (Ferrero et al., 1994), and-pagmatic stress disorder (Levine et
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al., 2005). Increases in this coping style are adso@ated with decreases in emotional
health, social functioning, vitality (energy levels), and mental health (Anagnostopoulos et
al., 2006) spiritual welbeing, (Levine & Targ, 2002), and quality of life (Schnoll et al.,
1998).
Cognitive Avoidance

Cogniive avoidance, as noted above, is characterized by the constant redirecting
of thoughts to avoid thinking about cancer, and a preference for a passive role in
treatment decisiomaking conversations (Shields et al., 2004; Watson et al., 1994).
Cognitive awidance is positively associated with social support (Grassi et al., 1993),
such that increases in social support are associated with increases in cognitive avoidance.
In studies of cancer patients, increases in cognitive avoidance are associated with
increases in anxiety (Ho et al., 2003; Kang et al., 2008; Nordin et al., 1999; Watson et al.,
1994), depression (Nordin et al., 1999), and acute stress disorder (Kangas et al., 2007).

In studies of breastancer patients exclusively, outcomes associated with
cognitive avoidance sometimes disagree. However, most research supports the finding
that increases in cognitive avoidance are associated with increases in negative
psychosocial outcomes, such as depression (Reuter 20@6) and psychological
distress Ferrero et al., 1994). Increases in cognitive avoidance are also associated with
decreases in quality of life (Cotton et al., 1999) and spirituatiwestig (Levine & Targ,
2002). In contrast to the aforementioned findings, two positive/adaptive outcbmes o
increased cognitive avoidance are increased vitality (Anagnostopoulos et al., 2006) and

decreased distress during hospitalization (Watson et al., 1984).
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Fatalism

Fatalism, as noted above, is character:]
diagnosisjts emotional suppression, and a lack of desire to actively participate in
information seeking and treatment decisioaking (Cordova &dl., 2003; Greer, 1991;
Shieldset al., 2004). Increases in fatalism are positively associated with social support
(Gressi et al., 1993). Most interpretations of fatalism categorize it as a positive/adaptive
strategy, resulting in improved health outcomes (Anagnostopoulos et al., 2006; Ho et al.,
2004; Waston & Homewood, 2008). In general cancer populations, increasisthfega
associated with decreased anxiety and depression (Ho et al., 2004; Kang et al., 2008),
decreased distress (Ho et al., 2004), and increasedbereti (Lampic et al., 1994).

In studies of breastancer patients exclusively, results are sometimes
cortradictory. For example, increases in fatalism have been significantly associated with
bothincreasesn anxiety, depression, and quality of life (Akechi et al., 2001; Cotton et
al., 1999; Watson et al., 1991), atekcreases anxiety, depression, and ditiaof life
(Ferrero et al., 1994; Reuter et al., 2006; Schnoll et al., 1998). Some studies have found
that increases in fatalism are associated with increases el (Levine & Targ,

2002) and improved mental health (Anagnostopoulos et al., 2006).
Video-taped Data
There is evidence that physicipatient communication variables have
independent effects on patientds psychosoc
Robinson, Turkiewicz, & Allen, 2009). The vast majority of psydmgological stutks
rely on reported, perceived, or anecdotal/experienced data (Beach & Anderson, 2003)

For this reason, the National Academy of S
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Ensuring Quality Cancer Care (Institute of Medicine, 1999), identified an exgitlhg

between ideal cancer care and what we observe about its reality during visits. Research

of physicianpatient communication (not specified to only cancer patients) finds that

participant selreports on the occurrence of communicafpamticipation lehaviors are

not significantly associated with their actual, autMidleotaped occurrence during visits

(DiMatteo, Robinson, Heritage, Tabbarah, & Fox, 2003; Sti®&2) For example,

Di Matteo et al. (2003) f ountheirtowmnadtes@at i ent s

questomras ki ng, or physicians®d ratesStreet facil i

(1992) found that parentsodé perceptions of

positively correlated wigtng,rahdysparanseéodact

perceptions were negativel ygvimgssoci ated wi't
Although videorecording is increasingly employed across the social and medical

sciences (Gordon, Street, Sharf, Kelly, & Souchek, 2006; Pearce, Trumble, Arnold,

Dwan, &Phillips, 2008; Pollak et al., 2007), researchers argue that the presence of a

recording device, particularly vidaecording machines, could alter the authenticity of

the interaction (see Penner et al., 2007). However, physicians, patients, and their

companions rarely orient to cameras during visits, and only a very small portion of the

actual commuraation reflects orientation to the videscording machin@Albrecht et

al., 2005; Borgers et al., 1993; Penner et al., 2007). Furthermore;reiciaaling tle

visits provide greater opportunity for data analysisa comprehensive review of the

literature on nonverbal communication during physipatient visits, Robinson (2007)

demonstrated that having access to videotapes (vs. only audiotapes) incréiages co

reliability and validity.
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Because this dissertation is focusing on observed and quantifiable communication
behaviors, the subsequent review of studies is limited to those of observed
communication. Knowledge of actual (versus perceived) commumdatieeeded for
creation of concretphysician and/or patiemtaining protocols.

PatientCentered Care

Evolving models of medical practice: From biomedical to patoemtered

Both providersodé treatment of patients,
60 op opr i at-pabentpetationshig keave evolved dramaticalgrthe past few
centuries (Foucault, 1973; Reiser, 1978).
as experts in terms of experiencing their own illness, for example allowileggsat
extended periods of time to present their illnesses in their own terms, and often in the
context of theirhomeand f amily (Resier, 1978). Howeve
the proliferation of diagnostic technologies (e.g., stethoscopey)XReiser, 1978),
coupled with the rise of particularbiomedical philosophgf the practice omedicine
(discussed below; Engel977), providers decreased their reliance on pafients
perspectives on, and concerns about, their health/iliness, and inclegiséacus on
treating diseases as independent entities (see also Foucault, 1973; Mishler, 1981).
Starting around the 1960s, researchers began to question the efficacy of the biomedical
philosophy, favoring instead a biopsgsiocial model of medicine (Enigd.977) that
centrally involved: (1) the inclusion of p
patientso | ifewor | Mishteg 1981¢ inthsdiagnBsamds i ng, 200
treatment of disease, reflecting a shiftayf r om t er mss essauscehd aisn ofdavor

0ill nessd6 (Friedson, 1973); and (2) patien
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participation in their healthcare, especially in their conversationspnathiders

(Bensing, 2000; Engel977; Roter & McNeilis, 2003). As McCormiekr ot e : Aknowi
the person who has the disease is as i mpor
(1996, p. 668).

From the mid 180006s until at | east the
1990s), the practice of providpatient communicationstmog | v r ef |l ect ed t he
model : 6 The style of healthcare in which d
& Vanderford, 2003). According to the biomedical model, disease independent
entitiesfrom the host individuals and their life siaitions. Disease is conceptualized as a
metaphorical breakdown in the bedhachine, and the role of providds to fix broken
parts (Engel1977). Because diseases are considered to be independent entities, their
diagnosis and treatment are generalizabl®ss populations according to strict scientific
method (Sharf & Vanderford, 2003). As such, the biomedical model leaves little room
for patientsd personal i dentfiediveeadd experi e
narratives (Engell977; Reiser, I8). When guided strictly by the biomedical model,
providers have | ittle incentive to conside
lifeworld environments (e.g., social, economic, relational, religious, etc.) when
diagnosing ad treating diseasd&(gel 1977;Mishler, 1981), to create
personal /relational bonds with patients, o
(i.e., patients are relatively passive; Emanuel & Emanuel, 1992).

As an alternative to the biomedical model of medicatfpce, researchers have
proposed a number of conceptually similar, albeit differently named, models, including

thebiopsychosocial mod€Engel 1977),relationshipcentered car¢Roter, 2000), and



23

patientcentered caréBeach & Inui, 2006; Bensing, 20D0 hereafter the te
centered cared i s -canecepdare cecognixds bitlogydphysiolggyat i e n
as a primary concern (Babrow & Mattson, 2003), it adopts the position that: (1) it is
necessary to understand (e.g., diagnose anditrdat) ness i n the context
emotions, and psychology (Sharf & Vanderford, 2003); and (2) patients should be
actively involved in their care (and particularly with clinical decision making), especially
including being involved interactionglduring visits with providers (Bensing, 2000). For
example, McWhinney (1995) described three core values of patettred
communication: (1Providers must consider patisbheeds, beliefs, and perspectives
(e.g., provider s mibnse, ol edamplesdttretroent ogiens);i(B nt s 6
Providers must work to build a partnership between themselves and patients (e.g.,
providersd should be compassionate, 1interp
(3) Providers should encourage patseet par ti ci pati on during med
participation in medical decision making (
and prompt patients to provide their views on treatment plans). For another example,
Epstein et al. (2005) similly operationalized patierdentered care as:
A(1l) eliciting and unded cansddeas,gy t he pa
expectations, needs, feelings and functioning, (2) understanding the patient within
his or her unique psychosocial context, (3) hag a shared understanding of the
problem and its treatment with the pati
values, and (4) helping patients to share power and responsibility by involving

them in choices to the degree that they
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To summarize, two common themes across all patientered (vs. biomedical)
model s of medicine are: (1) whether by vir
initiatives, patients need to become active participants during visits so that their soncern
and preferences can be voiced; and (2) providers need to treat patients as partners in
medical decisiommaking (Bensing, 2000; Epstein et al., 2005; Lambert et al., 1997,
McWhinney, 1995; Roter, 2000).

Admittedly, although patiententered care espougesat i ent s6 particip
research has shown that patientsod preferen
fashion among specifiable populations (Street, Gordon, Ward, Krupat, & Kravitz, 2005;
Thompson, Pitts, & Schwankovsky, 1993). For examipl the context of cancer, relative
to younger patients, older patients tend to prefer less active roles in tredaoesnn
making (Benbassat, Pilpel, & Tidhar, 1998; Degner & Sloan, 1992; Maly, €0a4).

However, despite these findings, researcdrwhelmingly finds that a majority of breast
cancer patients prefer an active role in treatrdegcision making, including the option to
make final treatment decisions for themselves with the guidance of providers (Bilodeau
& Degner, 1996; Degner et al997; Freedman, 2002; Keatinr@uadagnoli, Landrum,
Borbas, & Weeks2002; Maly et al., 2004; Protiere et al., 2000). For example, Keating et
al. (2002) found that, among pesirgical, preadjuvant therapy breasaincer patients,

88% reported wanting sarevel of collaborative decisiemaking role For another
example, in the context of French breast cancer patients selecting adjuvant therapy,
Protiere et al. (2000) found that only 12% of patients preferred that providers made
treatment decisions on thh&wn. Principles of patiestentered care would suggest that

providers should solicit, and work with, p
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Empirical Realizations of Patiet@@entered Care: Patient Participation

With the exception of work b$treet and his colleagues (e.g., Street, 1992; Street,
Voigt, Geyer, Manning, & Swanson, 1995; Street & Millay, 200®)hich will be
reviewed below research on generalizable empirical realizations of the aforementioned
models of patiententeredccarehave been relatively scarce. In an examination of 537
primary-care visits, Roter et al. (1997) documented five patterns of communication,
which they labelednarrowly biomedicglexpandediomedica) biopsychosocial
psychosociglandconsumeristThebiomedcal patterns (combined), which accounted for
65% of all visits, were characterized by a relatively high volume of biomedical
informationgiving by providers and patients, a relatively high volume of provider
guestion asking (i.e., providelirected talk)and a relatively low volume of talk devoted
to psychosocial topics by providers and patients.Bibpsychosocigbattern, which
accounted for 20% of all visits, was characterized by a relative balance in discussion of
biomedical and psychosocial talktAhough provi dersdé tal k was 1
psychosocial, patientsod talk was equival en
volume of provider question asking (as compared to the biomedical pattern. The
psychosociapattern, which accounted f@#o of all visits, was characterized by
providersd and patientsd high volume of ps
asking. I n this pattern, providersodo talk i
talk; patient talk is more psychosociahn biomedical. Theonsumerispattern, which
accounted for 8% of all visits, was characterized by a high volume of provider
information giving and low volume of question asking, a high volume of patient question

asking, and a low volume of psychoso@at social exchange by either participant.
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Compared to all other patterns, patients involveglsiychosociainteractions reported the
highest levels of visit satisfaction.

Rot er (¥9%7)patterns@re relatively molar. As noted above, centrtilego
infrastructure of most recommended models of medical practiegduding the
biopsychosocial mod€éEngel, 1977)patientcentered car¢Roter, 2000), and
relationshipcentered caréBeach & Inui, 2006) is communicative behaviors that
faciltateore mbody patientsdé Oparticipation. d Ovel
colleagues (Street, 1992; Streetnl.1995; Street & Millay, 2001) have identified, and
developed a coding schema to analgoenmunication behaviors that either facilitate or
const t ut e paridipatiennAcsoiling to Street and Millay (2001), there are two
categories of behavi or -canteradicargagtmersiaps ent pr ov
buildingandsupportive talk P r o partreérship9@ldingncludes: (1) providers
aking about or soliciting patientsodo -feelin
making (e.g.How do you feel about this decisigri32) providers encouraging patients
to participate in conversations, especially regarding decis@king (e.g.fi You wi | |
have to make the final decision because th

patient sd ques teinodnesd, oensepse c(iea.lgl.y, ofipGkKn, do yo

anything?d¢6; Street & Millay, tpdo ) niamd (
Patient: Alf you guys want me to keep comi
doctor. o Provider: AYah, | think the i mpo

consider your regul ar ptraonvtiod e(rSt rle etthi& kMitlhl
agreeing with patientsd requests (e.g., Pa

can. 0) . slppodiveitathrcludeefforts to reassure, support, or empathize with
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patients (e.g., suDgredty.wdrey yalhouwmtg tilse goi n
including ones that | egitimize patientso e
Al 6m so scared. o0 Provider: fl wunderstand. o

Separate from providersoé falkay@®R0OOk)ati on o
define patientsd participation as:

Aithe extent to which patients produce Vv

significantly influence the content and structure of the interaction as well as the

healthcare provider@©Gps. be2) ef and behavi
According to Street and Millay (2001), there are three categories of patient behavior that
represent patierstentered participatior(1) asking questiong2) making assertive
utterancesand(3) expressing concernésking questionsicludesany attempt to seek
information (e.g., fADoes smoking do that?o

including the asking of direct questions, as in the prior example, and indirect questions

(e.g., Patient: fASo | guessuplhaMakiig dhpsadMd.
assertive utterancasncl udes patientso6é6 attempts to 1 mp
2001), such as: (1) stating preferences or

anybodytoxr ay it o; St r e @)tdisa§reeMg With proyiders ge.g., Bo&9r:;  (
ASo | etds go ahead and get this surgery do
(3) interrupting providers to make points
Patient: Al tdimkt tthtad Hixwesdiag apeanibduleso ) .

patients sharing negative emotions with providers, such as fears, worries, and frustrations

(e. g., Al dm afraid that I mi ght not make i
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Theoretical Support for the Efficacy of Pai€Centered Care

Self-determination theory is one of human motivation, and argues that humans
have three basic psychological needs that, when satisfied, lead to improved health: (1)
autonomy; (2) relatedness; and (3) competefiumnomyrefers to the neefbr
individuals to direct their own behavior (versus an external other forcing a particular
behavior) (Ryan & Deci, 2000Relatedneseefers to the degree of attachment or
connection (versus detachment or disconnection) to others (Ryan & Deci, 2000).
Competence ef er s t o o n-efftacy tpmptee a task (Ryas & Deti,
2000). There is research showing that pat.i
relationships with their canceare providers (e.g., relatedness) are positively asgalci
with patientsod6 reported | eveddeisiamimakingi ng ac
(Takayama & Yamazaki, 2004).

Seltdetermination theory argues that the aforementioned three basic
psychological needs are affected by social elements, one pramatyeing interactions
with healthcare providers. For example, patients can waiver between states of active
involvement and passive presence (e.g., in treatoherisionmaking conversations,
patients can either engage providers by asking questionsfandgbpinions, or refrain
from speaking). However, providers can engage in either autosapportive or
autonomycontrolling behaviors. Autonomy u ppor ti ve behavior is d
interacting with patients by taking full account of their peddjwes, affording choice,
offering information, encouraging seffitiation, providing rationale for recommended
actions, and accepting the patients dects{®¥illiams et al., 2000, p. 81). In contrast,

autonomycontrolling behavior is defined as proids 6 pr essur i ngdé pati e



29

specific wayso (p. 81). Provider behaviors
those that solicit pabpaentdt gdeattt omsny Ceang
i ncrease at | easstofp aatuiteonntosndy .p eFocre patniootnh er e
supportive talk (Street & Mill ay, 2001) ha
of relatedness and competency.

The last 20 years has seen empirical support for the predictions-of self
determinatm t heory. Specifically, studies find
supportive behavior are associated with im
including increased glucose control in diabetic patients (Williams & Deci, 1996a,;
Williams, Freednan, & Decj 1998), decreased rates of smoking (Williams & Deci,
1996Db), increased weight loss among obese patients (WiJl@rosv, Freedman, Ryan,
& Deci, 1996), and increased adherence to medication among outpatients (Williams,
Rodin, Ryan, Grolnick, & Bci, 1998). In a sepate line of research, Deadman, Leinster,
Ownes, Dewey,and Slage2 001) f ound that patientso rep:«
treatmemdd e ci si on making was positively associ a
fighting spirit, ard negatively associated with levéieir of helplessneskopelessness,
avoidance, anxious preoccupation, and depression. Four montrgppoation, patients
who made théreatment decisiongported less fatalism and anxiety, and an increased
sense of bay image regarding both tindbody and breasts.

PatientCentered Care and Healthcare Outcomes

The predictions and findings associated with-deliermination theory have been

largely divorced from observed (i.e., taped) prowpatient communication bavior,

but are reflected in separate lines of research focusing on pagigered participation
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behaviorsin a review of 21 studies of actual communication published between 1983

and 1993 that did not exclusively represent cancer care (in fact, smglaminority of

these studies involved cancer care), Stewart (1995) found that greater patient

participation is associated with improved healthcare outcomes. For example, one of the

21 studies (KaplarGreenfeld, & Warg1989) found patient participati@uring visits to

be associated with i mprovements in patient

limitations during followup visits, and decreases in the numbers of symptoays

experienced during chemotherapy (Kapkt al., 1989). Stewaést(1995)review found

that increased provider facilitation of patient participation, sughao vi der s s ol i ¢

p at i questios, &as associated with improved patient symptom resolution and lower

anxiety. Increases in patieoéntered care have beassociated with improvements in

patientsd emotional health and recovery fr
In the context of cancer care, a variety of researchers have lamented that the

associations between observed communication behaviors and aeatihtcomes is

Afone of the | east developed areas of commu

39; see also Arora, 2003, 2008). Of existi

participationi including asking questions, giving opinions, axgbressing concerns

have been associated with breeasticerp at i ent s6 bel i efs that the
deci sions, and patientsod willingness to ta
Voigt, 1997). Increased ¢absulménassacitedpvaht i ent s

decreasesinbreastancer pati ent s 0,Rase Albed,iCoeruaul] & r egr et
Siminoff, 2009) Increased numbers of breasee ncer pati entsd questi o

associat ed w-isitbreast@ancer &nowleslgéSinpnofs Ravdin,
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Colabianchi, & Sanders Sturr000). Of note, in potential conflict with the predictions

of seltdetermination theory (Ryan & Deci, 2000), increases in the number of eancer
patientsd6 questions has beesbdasabicshaedi wn
Takayama, Yamazaki, Seki, & Katuma2®02; OngVisser, Lammes, & de Haea000;

Siminoff et al., 2000; Timmermans, van Zuuren, van der Maazen, Leer & Kraaimaat,

2007) , patientso certai nt yminofhead. 2000)ey made
increases in patientsd doubts concerning t
and decreases in patientsd perceptions tha

Yamazaki, 2004).

Until the metaanalysis performed by ¢hpresent author (Venetis et al., 2009),
there was neomparativeevidence that, in cancer care, patieaentered care is positively
associated with beneficial health outcomes; this study was conductad atthe
present dissertatioend is includedim ul I as Chapter 3. 4 n brief
analysis of 25 studies, representing 10 distinct data sets, found that-patigsred
communicatiori which included both affective behavior and participation behavior
was significantly, positivelyaso c i at ed wi #vibit pgtient satisfactios,d6 p o st
which notonly include¢p at i ent s6 satisfaction with prov
al so patientsd satisfaction with their | ev
during visits. Altrough Venetis et al. also foutigiatbiomedicalor instrumental
communication (e.g., providerso6 giving med
associated with satisfaction, they found that, compared to instrumental communication,
patientcentereccommunication was significantly more strongly associated with

satisfaction.
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Patients6 Satisfaction with Visit

Patientsd satisfaction emerged as a var
Gozzi, & Francis1968), and has been measypedlifically as a healthcare outcome for
the ensuing five decades (Brown, Stewart, & Ryan, 2007). There are two predominant
conceptualizations of patient-bathsa®t i sfact.
satisfaction, which is represented by measisuch as the RAND Patient Satisfaction
Questionnaire (PSQ; originally developed by Ware, Snyder, & Wright, 1976a, 1976b),
and which assess the following aspects of
satisfaction with an entire healthcare expareethat is not limited to experiences during
visits; (2) medicatechnical quality of care that is not limited to experiences during Visits;
(3) financial aspects of care; (4) access/availability/convenience of care; (5) time spent
with providers; 6)prei der s6 i nterpersonal manner; and
(RAND Health, 2010). Note that only the last three aspects are focused exclusively on
providerpat i ent behaviors. The second concept usz:
particularvisits. hii s | atter measure is al most al ways
evaluations of providersd communication be
Levinson, 1999). For this reason, it is the latter measure that is of most interest to
communicatio scholars, and tihe main dissertatiostudy.

Patientsd satisfaction with providerso
that with medicatechnical behavior and that with affectikeational behavior (Ben
Sira, 1980). The medic#¢chnical dmensin r ef ers to fAtechnically
problem solving that comprise the base of

medi cal education and for which a physicia
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243); these behaviors include penfing physical exams and procedures, gathering

information through question asking, and educating patients (Roter & Larson, 2002). The

affectiver el ati onal di mension refer s-entotionafit hose

content related to the building sbcial and emotional rapport, for instance, the use of

social amenities, empathy, concern, or rea

well as exchanges contributing to patients

(Roter & Larson, 2002Although patients report that both dimensions are salient and

important to medical care (Hall, Roter, & Katz, 1988), patients report that the affective

dimension is a more substantial predictor of quality of care (Bedsbigpnkers, 1992;

BenSira, 192; Buller & Buller, 1987; Griffith, Wilson, Lange& Haist, 2003;

Mechanic & Meyer, 2000). For example, fmargery breast cancer patients reported

willingness to abandonthepceonsul t ati on surgery choice fo

recommendations as long as patgoerceived that surgeons were listening to their

concerns and speaking openly and honestly (Henman, Butow, Brown, Boyle, &

Tattersall; 2002)As in demonstrated in Chapter 3 of this dissertation, in the context of

cancer c araffectivepehavarisi@enr s 6strongly associated

satisfaction than is providersd instrument
The widespread and frequent employment of the varalaet i ent s6 vi si t

satisfactioncan be explained, according to Kaplan et al. (1989), by its simpdiCity

application (as a relatively short, selfe por t measure), and its nl

appeal as an appropriate indicator of effective physigiant i ent communi cat i ¢

S111). Research has found that atpraftheent so v

gual ity of provi diecé&Hays,medd; Raguall, &Katz, ¥87( Di M
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Roteret al.,1997 Weaver Ow, Walker & Degenhardt, 1993-urthermore, visit
satisfaction is a part -waningobjectivesddify, school s o
Gordon, Whelan, CoKelly, & Frankel, 2004) and is used as an evaluative tool for
determining physiciansd salaries (Grumbach
1998). An exhaustive review of the associa
healthcare outcomenitside the context of cancer cdeeg., primary care) is beyond the
scope of this chapter, and is the topic of
2004; Cleary & McNeal, 1988; Mair & Whitten, 2008itzia & Wood, 1997; Willams,
Wei nman, & Dale, 1998). In brief, though,
with provider s ioanmngealdomtexts notancludingcgrear gare
is associated with a t i tee@rhest@dherence (Glickman et al., 20f@Q)st in provides
(Hall, Zheng, et al., 2002) and continuity of care.(maintaining the same provider;
Hall, Horgan, Stein, & Roter, 2002; Saultz & Albedaisi, 2004).

Again, outside the context of cancer catleere is convincing evidence that
specifc aspectsof providggat i ent communi cati on are assoc
satisfaction with providersdéd communication
been positively associated with: (1) the t
amaunts ofinformation given by provider&omstock, Hooper, Goodwin, & Goodwin,
1982; Jackse, Chamberlain, & Kroenke, 20P0Roteret al.,1987 Taylor & Benger,
2004); (2) the extent to which providers a
B)providersd provision of Grauggard HoigersegCo mst oc k

Finset2 004 ) ; (4) pr olvs dosed)eridedugsestions Wherosplieitmg
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patients problems (Robinson & Heritage, 20
opinions (Stewart, 1984); and (6) patients giving their opinions (Stewart, 1984).

Withint he context of cancer care, patients
associated with patientso i mpr ofolodinggual ity
diagnoss (Kerr, Engel, Schlesingé&taab, & Holze, 2003), and negatively associated
with patientsd emotional distress three mo
psychological morbidity three months following baseline (Shilling, Jenkins, &

Fallowfield, 2003), and anxiety three months following baseline (Steptoe, Sutcliffe,
Allen, & Coombes, 1991).

As in norrcancercare contexts, within cancer care there is strong evidence that
specific aspects of provid@atient communication are associated with patisnd v i s i t
satisfaction. On the one hand, many of these findings mirror those generated in studies
not involving cancer care. For example, among cancer patients, visit satisfaction is
positively associated with: (XgncepOngeti der s o
al., 2000; norcancer, Jackson et al., 2001); (2) providers asking-quenclosed)
guestions (Ishikawa et al., 20§2(3) providers enacting verbal attentiveness and
friendliness and discussing so@motion&topics (Ong et al., 2000§4) providers
di scussing patientsd goals and fears (Si mi
empathy during physical examination (Ei@augaard, Holdersen, & Fins2003); and
(6) patient participation (Siminoff et al., 2000). On the other hamahe findings in
cancer care have yet to be fully explained. For example, visit satisfaction has been
negativelyassociated with the amount of instruction giving by providers (Ishikawa et al.,

2002, andpositivelyassociated with the provision lelssdeailed information. Perhaps
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the most counterintuitive finding has been temicep at i ent sdé vi sit sati ¢
negativelyassociated with levels of patieats | e guestion asking (Ishikawa et al.,
2002a; Ong et al., 2000; Siminoff et al., PPO
Patientsd6 Satisfaction with Surgica

Although literature has examinedcanpeat i ent s6 sati sfaction
decisionmaking (e.g., Lantz et al., 2005; Moyer & Salovey, 1998), as well as eancer
pati entssd s at sulssbfareatmend deciswnst(shch astpleysical e
consequences of differing treatments; e.g:GARzai, Fallowfield, & Blamey, 2000;
Lantz et al., 2005; Weiss, Wengdvlartinez, Sewall, & Kopp, 1996), there appears to be
no research on canepra t i e sfacsod with sutgicatreatment plans discusspdor
to actual surgery, such as those made with surgeons during tredgoemndrmaking
conversations, which are the focus of the main dissertstimty.

However, inasample of breast and prostate carpaients, several months
following thetreatment decisiomrmost patients reportdzkingsatisfed with it (Davison
So, & Goldenberg2007; Weiss et al., 1996). For example, among prostate patients, one
year following surgical treatment, 92% reportedthat hey O made t he ri ght
89% reported that they would make the same decision again (Davison et al., 2007). A
variable related to patientsd sragtet sfacti on
with/about treatment decisions, inding surgey and chemotherap¥.g., Brehaut et al.,
2003; Step, Siminofi& Rose,2009).Decisionregret s d e f a negatie eanstiom
associated with thinking about a past or f
which is fostered over time (ConnoyReb, 2005) and best assessed after treatment

decisions are actualized (i.e., after actual surg@gicerp a t i deaistorsrégrethree
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mont hs post treatment decisions/ procedures
satisfaction with associateceatment plans (Brehaut et al., 2003; Lantz et al., 2005;

Stryker, Wray, Emmons, Winer, & Demetri, 2006). Research among cancer patients finds
thatdecision regrets associated with negative health outcomes (Brehaut et al., 2003;

Davison et al., 2007). Fexample, among breasancersurgery patients, three months

following surgicaltreatment decisionslecision regretvas negatively associated with

physical and psychological health, as well as general quality of life (Brehaut et al., 2003).
Among prostag-cancer patients, one yeatlowing treatment decisiagydecision regret

was negatively associated with role and social functioning, and positively associated with

pain and financial difficulty (Davison et al., 2007).

There is evidence thatcangeai ent s0 sat i s f-teeatmhenton wi t h s
decisions (after actual surgery) is associated with proydeent communication. For
example, this type of satisfaction has bee
perceptions that treatmedécisionmaking camversations facilitated their communication
participation (Mandelblatt, Kreling, Figeuriedo, & Feng, 2006). This type of satisfaction
has been associated with specific patimrtitered communication behaviors, such as
providers discussing psychosocial andhot i onal topics (e.g., pat
Siminoff et al., 2000; Step, Simino#t al, 2009).

Because, in the data examined for the present dissertation, patestnot yet
undergonesurgery, the analytic focus is on their satisfaction withposed treatment
plans (rather than on patients6 satisfactdi
decisions). Given the negative association

plans and decision regret (Brehaut et al., 2003; Lantz, @085; Stryker et al., 2006), an
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examination of patients6 satisfaction with
index of patientsdo eventual satisfaction w
regret.
Intention to Adhere to Surgicdlreatnent Plas

As far as the present author can determ
intentions to adhere to surgidgaéatment plans immediately after surgitt@atment
decisionmaking consultations. However, there are two rationales for doirkgrsa.
whereas patientsd satisfaction with surgeo
measure of patientsdé evaluations of the af
(Buller & Buller, 1987; Venaeatherstosugical al ., 2
treatment plans is arguably a proxy measureriarigcome osatisfaction, specifically
that with surgicatreatmentdecisioamaking consultationthemselvesSecond, it is
important to understand factdrand, specifically in the caf this dissertation,
communication factorst hat cont r i buadh a@roe mpcae iteon tssuwr gieomi
recommendations (Althoughdmittedlyp a t i e nuisg comnpitments cabe
modified in the ensuing hours, days, weeks).e&minoff, Fetting, and\beloff (1989)
found that 82% of breasiancersurgery decisions are made during surgiosdtmen-
decisionmaking consultationdMinimally, nonad her ence can | ead to O
(Yuen, Leung, & Wong, 1987), which can potentially unnecessarilyewaganizational
resources (e.g., surgeonso6 ti me)aneend del ay
treatment, surgeonso6 recommendations conf o
time (Landercasper, Dietrich, & Johnson, 2006), suggestingthatpmgnt s who 6 s h o]

not commonly receive radically different recommendations. Maximally, the most
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extreme form of nomdherencé that is, electing to not haveyaform of surgeryi can
increasg at i e nt srates(Blwerdrd, Stamatys, & Stuschi2809; Wright, Hill,
Lowy, & Fraser, 1970).
Summary
In review, the breastancer diagnosis associated with myriad negative
psychosocial health outcomg@dewitt et al., 2004)The outcomes of interest in the main
dissertatiorstudy includallness uncetainty, mental adjustment to canggratiens 0
satisfaction with the visit communicatignat i ent s 6 ssargicaldrédatment i on wi
plans,andp at i ent s 0 i ntsargicaktreatment mas. Kesdarch seppadrts
the claim thapatientcentereccommunicationespecially that which is associated with
patiens participation is associated with improvgasychosocial outcomes (Stewart et al.,
2000). This dissertation has two goals: (1) to confirm the claim that pagatdred care
is positivelyassociated with beneficiglsychosocial healtbutcomedi.e., the meta
analysis reported in Chapter 3 as Studyaby (2) to examine thessociation between
surgeon facilitation and patient participation behaviors on boeaster patierst 6
outcomes as dlined abovg(i.e., the main dissertation study reported in Chapté&s 4
This maindissertatiorstudyis the first to accomplish the second goal in thespugery
context (cf., Brehaut et al., 2003; Davison et al., 2007; Lantz et al., 2005; Stryker et a
2006).
Based on the above review of literature, the followegparclguestions are
proposed:
RQ1: Doegrior research support the contention that pattentered communication

affect patiens psychosociahealthoutcomes in the canceare contet®
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RQ2: Are the communication variables (a) patient participation, (b) companion
participation, and (c) surgeon facilitat
illness uncertainty about cancer (jp@st visit)?

RQ3: Are the communication variables faYient participation, (b) companion
participation, and (c) surgeon facilitat
mental adjustment to cancer (i.e. cancer coping}{pst visit)?

RQ4: Are the communication variables (a) patient participation, fopaaion
participation, and (c) surgpswsitf aci |l it at
satisfaction withvisit communicatiof?

RQ5: Are the communication variables (a) patient participation, (b) companion
participation, and (c) surgeon facilitation assotie d wi tpostysiat i ent s 0
satisfaction with treatment plsh

RQ6: Are the communication variables (a) patient participation, (b) companion
participation, and (c) surgpstwsitf aci | it at
intention to adhere to treatnteplars?

RQ7: Are the communication variables (a) patient participation, (b) companion
participation, and (c) surgeon facilitation associated with the length of treatment

decision making conversatish
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CHAPTER THREE: STUDY ONE
Prolegomenon

The study to b reported in this chaptaddresses Research Question 1 and was
conducted as a 'proof of concept/principle’ for the analytic goal of the main dissertation
study, which was to examine associations between communication behaviors and breast
cancer patientgsychosociahealthoutcomes. The study reported in this chapter had the
purpose of documenting that the findings of all previous comparable studies generally
supported such an association. The present author was wholly responsible for the
conception andesign of the study reported in this chapter, as well as the acquisition of
data; she was primarily responsible for the interpretation of data, as well as the drafting,
revising, and editing of the manuscript. This study was published as Venetis, Robinson,
Turkiewicz, and Allen (2009) in the journ@htient Education & Counselindpr. Jeffrey
D. Robinson (Department of Communication, Portland State University, and dissertation
chair) provided interpretive support, and Mike Allen and Katie LaPlant Turkiewicz
(Department of Communication, University of WisconBiilwaukee) were primarily
responsible for the menalytic statistics. The present author would also like to thank
the journal 6s guest editors NeerajlsK. Aror
Butow, as well aswo anonymous reviewerfor extremely helpful feedback on a
previous journakubmission draft. The study reported in this chapter is reproduced with

full Copyright approval fronPatient Educatior®& Counseling
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An Evidence Base fdPatientCentered Cancer Care: A MeAmalysis of Studies of
Observed Communication between Cancer Specialists and their Patients
Introduction
One unique contribution of health communication as a field of inquiry has been
its focus on the healttelated efécts of observed (i.e., taped and coded, vsreptirted)
physicianpatient communicationariablegStewart, 1995). In the last decade, with a
worsening global cancer crisis (ACS, 2007), the physipetrent literature has been re
focusing its attentio from primary care delivered by genepatictice physicians to
cancer care delivered by specialists (e.g., oncologists). The current (and relatively small)
pool ofstudies of observed cancer communication suffer from two limitatforss,
similar to a citique made 20 years ago by Roter, Hall, and Katz (1988), different studies
focus on different independent and dependent variables, and even similarly
conceptualized (and labeled) variables tend to be differently operationalized. Second,
studies suffer sim reduced statistical power due to small sample s@esbined, these
two limitations virtually prohibit empirically rigorous claims regarding the effects of
particular communication behaviors gurarticular outcomes. Stated differently, these
weaknessestand as major barriers &achieving the goal of evidendmsed medicine
(Bensing, 200Q)One solution to this problem is metaalysis (Allen & Preiss, 1993;
Hunter & Schmidt, 2004; Rosenthal & DiMatteo, 2001). In the context of studies of
observed commuacation between cancer specialists and their patients, this paper uses

metaanalysis to investigate whether or not patieentered care is significantly
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associated with patientsd health outcomes.
unique ecologyf cancer care, and then reviepatientcentereecare communication.
Cancercare as a unique medical context

The diagnosis of cancer most commonly emerges from biopsies and imaging tests
ordered by pare phgsicians @.g.pinternista) rwien refer patients to
specialists (e.g., oncologists). For this reason, studies of eea@communication
between physicians and patients focus, almost exclusively, on visits that takaffgace
patients are diagnosed with cancer (Most exceptiotisd@re qualitative/discursive
anal yses of the delivery of O6baddé cancer n
ways, Vvisits between patients who have already been diagnosed with cancer and
specialists represent a unique ecology (Street, 2008pfomunication and its effects.
First, there is evidence that, relative to primeaye physicians, specialists are less
competent communicators (Bialor, Gimotty, Poses, & Fap@®7) and more resistant to
changing their communication skills (Stewart et 2007). Fromcancgyr at i ent s 0
perspectives, canceare specialists need to improve patieemtered aspects their
communication (Maguire &aulkner, 1988; McWillianet al.,2000). Second, research
has shown that the types of problems that get dettduring medical visit$ such as
new acute problems (e.g., flu) and chreroatine problems (e.g., diabetés)
di fferentially affects physiciansd and pat
the content and process of communication (E&laugaard, Holgersen, & Fine2003).
Relative to most types of primaoare visits, the goals of many cancare visits are
different and more narrow. For example, many caceee visits are with various types

of oncologists and have the goal of depéng treatment plans; These visits emphasize
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treatment information and decision making, and do not typically include a traditional
problem presentation, history taking, physical examination, and diagnosis.

Third, relative to primary care, the psychosb(va. biomedical) dimension of
illness (vs. disease) (Mishel, 1988) is more pronounced when the problem is cancer
(Engel, 1977); That is, relative to acute problems in primary care (e.g., flu, back pain,
etc.) (Epstein & Street, 2007), cancer presenigmatwith higher levels of uncertainty,
anxiety, fear, frustration, and vulnerability. Akin to organizational communication
generally (Farace, Monge, & Russell, 1977)
between two underlying dimensions of communaratimedicaltechnical (i.e.,
instrumental) ad affectiverelational (Bensing Dronkers, 1992). The affective
relational dimension is particularly salient to patients. For example, patients do not abide
strictly by a rationaconsumer model of medicine. dihs, patients seldom evaluate
physicians and their medical care/competence, nor do patients retain physicians, based
solely on phyeichinarcad m&dild¢asl and patientso
Glassman, 1981). Although patients base thearlewu at i ons of physi ci an:c
competence on both the instrumental and affective dimensions, which are positively
correlated (Berbira 1982; Cegala, McNeilis, McGeé& Jonas, 1995; Street & Beli,
1987), there is an accumulation of evidencephatt i ent s6 eval uations o
physiciansd and t hei morenmeadily lwyshk affecive dimeasioe i n f
(BenSira, 1982; Griffith, Wilson, Langer, & Haist, 2003; Mechanic & Meyer, 2000). In
sum, the unique ecology of can@@mmurication warrants an examination independent

from that of primary care.
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Patientcentered communication

It 1is well established that physicians®o
generally speaking, have the -psalealthti al t o
outcomes, such as their satisfaction and their physical and psychological quality of life
(for review, see Stewart, 1995). Given that patients prioritize the affeefiatonal (vs.
instrumental) dimension of communication (see above),ypedf communication that
has been shown to be strongly @aenbci ated w
centerec o mmuni cati on, or that which attends tc
vulnerability, hopelessness, uncertainty); (2) patisn6 (vs. physicians?o)
preferences, including psychosocial (vs. biomedical) content; and (3) patient
empowerment in terms of having control over topical directions, decision making, etc.
(Bensing, 2000; Dowsett et a22000;Epstein et a] 2005 Epstein& Street, 200Y.
Patientcentered communication is typically operationalized in two main ways: (1)
Affective BehaviofEideet al., 2003; Ong, de Haes, Hoos, & Lammes, 1995; Roter &
Hal |, 1992), including @nbeynsréassuranoeseic.;ahd spl ay
(2) Participation Behavior i ncl udi ng patientsod6 questions
them (Gordon, Street, Sharf, & Souchek, 2Q68ghl, Gatterllari, Butow,Brown, &
Tattersall,2001; Street & Gordon, 2008008;Street &Millay, 2001; Street & Voigt,
1997, Street, Voigt, Geyer, Manning, & Swanson, 1995).

In the context of cancer care, prior research consistently suggests that patient
centered communication is associated with
outcomesFor example, communication behaviors that address the affective (vs.

instrumental) di mension Apositivelyo (e.g.
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decreases i n pat-operatite narcoticseffgheet, Battg, Welchy& p o s t
Bartlett, 1964L. anger , Jani s, & Wol fer, 1975) and i
physical functioning, such as their levels of blood glucose and diastolic blood pressure
(Kaplanet al, 1989). However, in the context of observed cancer communication, by far
themostf equently studied heal th o-likecorstmets has b
(e.g., satisfaction with physiciansd, thei
decisions, etc.). Research suggests that pat@riered aspects of care are sigaiitly,
positively associated with patientsod satis
variety of ways. For example, patientso6 sa
associated with pati ent s-@anceiclindalittialg ness to p
(Mancini et al., 2007) and adherence to medical recommendations (Bartlett et al., 1984;
DiMatteo, 2004), and has become an important determinant offeealth e s er vi ces 0
medi cal s c hotodtiding objentives ([Duffg et al., 20D4. Patientsbo
satisfaction with treatment decisions has
adherence to/continuance of treatment (Willis & HolrReswner, 2003) and with their
posttreatment quality of life (Brehaut et al., 2003; Stalmeirer.e2@ 5 ) . Patientsbo
dissatisfaction with treatment decisions has been positively associated with their
experimentation with alternative therapies (Allen, 2000).

One type of communication that is typicatigt considered to be patienentered
is Instrumental Beavior (Dowsett et al., 2000; Epstein et al., 2005; EpsfeBtreet,
2007;0ngetal.,2 000) , including physiciansd quest:

giving. Importantly Instrumental Behaviois medically necessary, and thus not
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pejorative,andds al so been found t o -bsitsaiskstionci at ed

(Roteret al, 1987).

This article uses mefanalysis (Allen& Preiss,1993; Hunte& Schmidt 2004;
Rosenthak DiMatteo, 2001) to answer three research questions pertainingdie stof
observed (i.e., taped and coded) communication between cgeszalists and their
patients:

RQ1: What is the association between patgemitered communication and satisfaction
like health outcomes?

RQ2: What is the association between instntalebehavior and satisfactidike health
outcomes?

RQ3: Are patiententered communication and instrumental behavior significantly
different in terms of their strength of association with satisfadii@nhealth
outcomes?

Method

Literature Search
The aticle search began January 2007 and ended March 2009. The study pool for

the metaanalysis was initially created utilizing the wbhsed search engines

PsychINFQ EbscoHostandMedlineusing combinations of the keywordancer

communicationoncologist physician patient,audio, andvidea In order to be included,

articles had to have been reported in English, had to involve visits in which patients who
were already diagnosed with cancer interacted with physicians (vs. nurses, etc.), had to
involve thecoding and quantification of taped communication behavior, and had to

involve the statistical association of communication variables with either themselves or
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postvisit health outcomes. Bibliographies of all fysdss articles were examined for
additiond applicable studies. Finally, we contacted the authors of all applicable studies
and sought additional applicahlepublishedstudies (none were generated). The article
search yielded 25 articles (which are denoted with asterisks in the References)
repregnting 10 distinct data sets (Albrecht, Blanchard, Ruckdeschel, Coovert, &
Strongbow, 1999; Brown, Butow, Dunn, & Tattersall, 2001; Buéb\l.,1999; Butow,
Brown, Cogar, & Tattersall, 2002; Butow, Dunn, Tattersall, & Jones, 119985;Eggly
et al., 208; Eide et al., 2003004;Eide,Quera, Graugaard, & Finset, 20@attellari,
Butow, & Tattersall, 2001; Gordon et al., 200hikawa, Takayama, Yamzaki, Seki, &
Katsumata, 2002; Ishikawa et al., 2@0Reighl et al, 2001; Ong et 311998; 1999;
2000;Siminoff et al, 2000;Street& Gordon, 2006, 20085treet& Millay, 2001; Street
& Voigt, 1997; Street et al., 1995; Takayama, & Yamazaki, 2004). From each data set,
we omitted variable relationships when authors did not report correlation data sufficien
for a metaanalysis.
Variable Coding

Each communication variable in every data set was ca@dedori, as
representing eithd?atientCentered Communicatiasr Instrumental BehaviorOur
variablePatientCentered Communicatiamas itself composed of twclasses of
variablesAffective BehavioandParticipation BehaviorAffective Behavio(Ong et al.,
1998) included physiciansé displays of
optimism, and positive af f esoctal/infoanaltalkb ot h
(Affective Behaviowas predominantly, but not exclusively, a physidewel variable).

Participation Behavio(Gordon et al., 2006&5treet& Gordon, 2006, 2008 Street&

app

on
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Millay, 2001; Stree& Voigt, 1997; Street et al., 1995) incled both: (1Physician
Facilitation, whi ch i ncluded physiciansdé communi cz¢
designed t o pr-dgetmonined, conarunicatinet participasion,| sdich as
prompting patients to ask questions and voice concerng andi ci ti ng pati ent
and (2)Patient Participation whi ch i ncluded patientssd comr
initiate actions that solicit some type of
asking questions, voicing preferences and concemndsgiaing opinions. Finally, our
variableInstrumental Behaviof Ong et al ., 1998) included pl
and counseling/direction giving, and both
For each communication variable in each dataveetcoded each related health
outcomeapriori, i n terms of whether or not it rep
SatisfactionOur variableSatisfactioowas composed of di fferent t
|l i ked constructs, not tioowih wysitsiganerdlly dithng pati e

specific aspects of visit communication (e.g., amount of information received; the

treatment decision), and with physicians p
their levels of control, involvement, and partip at i on during visits, a
perceptions of physiciansdé | evels of <coll a
different nonsatisfactordb ased heal t h outcome, including

quality of life, and information recall; Thewas not a sufficient amount of data to meta
analytically study these outcomes.
Statistical Analysis

Metaanalysis is a method of comparing findings of different studies. The

problem with differences between the findings of individual studies is thaisrstent
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findings (as determined by the significance test) can be the result of either random
sampling error or systematic factors. Mataalysis describes a set of techniques that take
a series of data sets and seeks to combine their estimates foragedhat reduces
sampling error, and facilitates an examination of sources of variability in findings (Allen
& Preiss 1993; Hunte& Schmidt 2004; Rosentha DiMatteo, 2001).

A metaanalysis consists of the following steps: (1) The conversion of indiVid
data sets to a common metric; (2) The averaging of individual estimates to form an
overall estimate; and (3) The consideration of sources of variability, and explanations for
differences among study findings. The conversion of individual data set®toraon
metric follows a series of expectations about the nature of statistical relations (&unter
Schmidt,2004). Some articles employed designs that generated appropriate information
but are not included in this report because the format of the s@tigporting does not
permit estimation of zero order relations. The use of multivariate statistics generates
coefficients that could have been generated by any number of zero order correlation
matrices. What this means is that generation of the undgniglationships is not
possible and the data not recoverable for use in aametgsis (Hunte& Schmidt
2004). The calculation of the average estimate uses a weighting system that reflects the
sample size of the estimate. The weighting by sample siggysreflects the assumption
that larger samples have less sampling error and are more accurate estimates than smaller
samples (Aller& Preiss 1993). Concern exists about the impact of using multiple effects
from the same sample. This violation of indegemce of the estimates could impact the

estimation of the mean effect or estimates of the variance or standard deviation of the
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sample. A monte carlo simulation of the impact of such violations demonstrated that
neither the mean or estimates of the vaamcimpacted by this problem (Tracz, 1985).
Results

Research question 1

Answering RQ 1PatientCentered Communicatidwhich included the
combination ofAffective BehavioandParticipation Behavioy was significantly,
positively associated with patiend -pisit Satisfactionwhich included a range of
satisfactiodlike measuresk = 38,N = 3467,average = . 1°4 82,33,m< .05,
Although Affective Behaviowas itself significantly, positively associated with
Satisfactionk = 22,N = 2240,average = . 1°6 87,1,p € .05,Participation
Behaviorwas notk = 16,N = 1227,average = . 1°& 72.88,p5> .05. Neither of the
subcomponents oParticipation Behaviomwere themselves significantly associated with
SatisfactionincludingPhysician Facilitationk = 5,N = 562,average = . 0°6 3.24, G
p > .05, andPatient Participationk = 11,N = 665,average = . 1°4 8.08, pe> .05.
However, these two setiomponents were significantly, positively associakeel,7,N =
269,average = . 1?6 23,06,m< .05, suggesting a logical sequential relationship
bet ween physi ciiaennstés Op rpoamrpttisc ifpoart ipoant and it S
Research question 2

Answering RQ 2|nstrumental Behaviowas significantly, positively associated
wi t h p a t-visk Satisdionwhock included a range of different types of

satisfaction measure)= 9,N =911 averager= . 0°% B9,8,p s .05.
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Research question 3

Answering RQ 3PatientCentered Communicatigwhich included the
combination ofAffective BehavioandParticipation Behavioy was significantly more
strongly associ auvsieShtisfation(Whiclpiactude@ anrangetof p o s t
different types of satisfaction measures) than liasumental Behavioz= 6.11,p <
.05. Affective Behaviowas itself significantly more strongly associated v@ttisfaction
than was botlarticipation Behaviorz= 2.62,p < .05, andnstrumental Behaviorz =
9.26,p < .05.Participation BehaviolandInstrumental Behaviowere not significantly
different in terms of their strength of association v@ttisfactionz= 1.61,p > .05.

Discussion and Conclusion

Discusson

Ultimately, the goal of basic research
patientsd6 communication behaviors, and the
healthcare outcomes, is the implementation and testing of communication interventions
tovard the goal of i mproving patientsd biop:s
health behavior necessitates a connection between scientific evidence and critical analysis
(Allen, 1999). Making this a connection can be facilitated by ragtdysis (Alen &
Burrell, 1996; Allen, Mabry, & McKelton, 1998).

This article examinedtudies of observed (i.e., taped and coded) communication
between cancer specialists (e.g., oncologists) and their patiargeglimetanalysis to
test the association betweertlbBatientCentered CommunicaticandInstrumental

Behaviora n d p at tvisitheatthboutgpmes tnvolving satisfactibke constructs.
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Both PatientCentered CommunicaticandInstrumental Behaviowere significantly,
positively associated witBatishction and thus aressential to quality cancer care.

For the purposes of our medaalysis, we operationalizéthtientCentered
Communicatioras involving bothAffective Behaviofe.g., physicians reassuring patients
()Ong et al., 1998), andarticipation Behavior(e.g.,physicians prompting patients to
initiate actions, such as ask questions or express concerngtamdspinitiating such
actions(Gordon et al., 2006treet& Gordon, 2006, 20085treet& Millay , 2001; Street
& Voigt, 1997; Street el.a1995) We includedParticipation Behaviobecause it
represents a key feature of patieetitered care, which is patient empowerment/control
(Epstein et a) 2005 Epstein& Street, 200Y. AlthoughAffective Behaviowas itself
significantly associatedith SatisfactionParticipation Behaviowas not. However
combiningParticipation Behaviomwith Affective Behaviosignificantly increased the
effect onSatisfaction

The lack of significant association betwdearticipation Behavioand
Satisfactionvassomewhat surprising to the authors. Future research needs to continue to
investigate the effecgsathways fronParticipation Behavioto health outcomes. For
example, it is possible to conceptualRarticipation Behavioms a patiententered form
of Instrumental Behaviob ecause it typically |l eads to

That is, regardless of how patientsd ini

p h

ti

prompted by physicians or séffitiated by patients), they normatively solichy si ci ans 0

responses. In this seng&grticipation Behavioinvolves either a threpart sequence
(e.g., physician prom@ patient questio®, physician response) (Robinson, 2001) or a

two-part sequence (e.g., patient questpmphysician response) (Ishika et al., 2002),
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both of which ultimately lead timstrumental BehavioiResearch does not currently
examine these sequential relationships.

Both PatientCentered Communicatiqias a composite variableggndAffective
Behavior(i.e., one sultomponent oPatientCentered Communicatipmad significantly
stronger associations wigatisfactiorthan didinstrumental BehaviorSimilar to
findings in primary care (BeBira, 1982; Griffith et al., 2003; Mechanic & Meyer, 2000),
relative tolnstrumental Behavior pati ent sé6 eval uations of th
specialists and their medical care appear to be influenced more healiyieyt
Centered CommunicatiandAffective Behavior

Conclusion

In conclusion, this article provides evidence base for the eHcy of patient
centered care. This article is limited in several ways, most stemming from the small
amount of research on observed (i.e., taped and coded) communication behavior during
cancer care and its relationship to healthcare outcomes. Much meaectes needed in
this area, and authors should endeavor to include, in publications, statistical data that
accommodates metmalysis (e.g., zerorder correlation matrices). The studies included
in our metaanalysis were conducted in several differeations QAustralia, Japan, the
Netherlands, and the United Statesd due to limited data, we were not able to study
the possible affect of nationality on communication behavi@atisfaction We only
focused on one type of health outcome involvingepatit s 6 sati sfaction wi
visit phenomena. Future communication research needs to broaden their focus on health
outcomes beyond satisfactitike constructs to those that would allow comparability

with arguably more mainstream medical reseassch,c h as pati ent ds anxi
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depression (Brown et al., 1999; Zigmond & Snaith, 1983), mental adjustment to cancer
(i.e., cancer coping, such as fatalism and helplesdrgsdessness; (Ong et al., 1999;
Watson Law, dos Santos, Greer, Baruch, & Bli$8934) and cancer uncertainty (Mishel,
1988) . Finally, we were ¢oamlplecommusdt®st t he
behavior (and their presence is common in cancer care) because too little companion data
is currently reported.
Practice Implicatons

Our findings suggest that cancer specialists (e.g., oncologists) need to attend
continuingmedicateducation courses dealing with improving tHeatientCentered
CommunicationAlthough, compared to general practitioners, it appears to be more
difficult to train specialists (Stewart et al., 2007) there is a wealth of evidence that
communicatiod r ai ni ng programs can signifi-cantly
centered behaviors (Cegala & Broz, 2002; Fallowfield et al., 2002; Jenkins &

Fallowfield, 2002; Maguire, Faulkner, Booth, Elliott, & Hellier, 1996).
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CHAPTER FOUR: STUDY TWO METHOD

The study one results were limited to patient satisfaction. As described in Chapter
Two, patients experience a wide range of canekated psychosocial effedidewitt et
al., 2004). In order assess the effects of communicatoticipation behavior on the
patient psychosocial outcomes of illness uncertainty, mental adjustment to cancer
(coping), and patient intention to aatk, as well as to further tebe asociatiorto
satisfaction, but specificallgsvisit satisfaction and treatment plan satisfaction, study two
was conducted and @escribedelow.

Cancer Population

This study focuses on the association between aspects of synajesmnt
communicationath pati entsd psychosoci al health out
and different stages of the cancare process, are associated with different types and
levels of psychosocial health outcomes (Bloom et al., 1993; Dddkase, & Bell,
2007). Thus, irorder to promote contextually rich explanations that have increased
ecological validity, this study focuses exclusively on one specific cancer population:
newly diagnosed women with breast cancer visiting surgeons (predominantly for the first
time) to dizuss treatment options and/or develop a treatment plan. Although this focus
reduces generalizability across cancer types and stages of the canecerocess, it is
met hodol ogically justified and is called 0

Study Sie

Given this studyds focus on newly diagn

conducted at The Stacy Goldstein Breast Cancer Center, which is housed in The Cancer

Institute of New Jersey (CINJ). CINJ is part of the University of Medicine and Dentistry
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of New Jersey and Robert Wood Johnson University Hospital and Medical School. CINJ
is one of the National Cancer I nstituteos
and the only one in New Jersey. The comprehensive designation is the highest rank given
by the National Cancer Institute, and is achieved by meeting rigorous criteria for cancer
care, research, prevention, and education. The Stacy Goldstein Breast Cancer Center
serves approximately 1,600 breast cancer patients annually across all facetanténe
care process, including surgical, medical, and radiation oncology, clinical psychology,
social work, and education. At the inception of this study, the Stacy Goldstein Breast
Cancer Center employed two surgical oncologists who performed the snajdriteast
cancer surgeries.
Participants

This study involves three types of participants: surgical oncologists, their patients,

and, when relevant, patientsd compani ons.
Surgical Oncologists

At the inception of this study, both surgical oncologisthea Stacy Goldstein
Breast Cancer Center were recruited and agreed to participate; one surgeon was a male
associate professor of medicine and the director of beceastservices, and the other
surgeon was a female, assistant professor of medicine. ldovyast prior to data
collection, the female surgeon left the facility for another position, and her replacement
was not hired until after the termination of data collection. Thus, this study involves the
single male surgeon. During the period of datéectibn, this surgeon conducted 95% of

the breast surgeries at the breast center. He typically conducted the visit that were the
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focus of the main dissertation study (i.e., treatrusaision making visits) on Tuesdays
and Thursdays, and saw approximaftelyr eligible patients per week.
BreastCancer Patients

Eighty-eight patients were asked to participate; 74 patients (84%) agreed, 14
patients (16%) declined, and one (01%) withdrew prior to videotaping. The 14 patients
who declined reported doing so besauhey did not want to be videotaped (e.g., because
of the personal/sensitive content of visits), felt too anxious, and/or did not want to fill out
surveys. Of the 74 patients who agreed, 51 generated complete data sets, meaning that
they filled out boththe pre and postvisit survey (which was necessary to calculate
change scores for illness uncertainty and mental adjustment to cancer) and had their visit
videotaped. Of the 23 incomplete data sets, 17 did not complete tfengfer poswisit
survey, hree did not yet have a positive cancer diagnosis (and remained hopeful that the
biopsy would be negative), one patient was seen by multiple oncologists during the visit,
and for one patient, the video ended during one visit. Because the primary outcome
variables for this study are change scores (from far@ostvisit), analyses arbased on
the 51 complete data sets.

Companions

Based on previous research (Street & Gordon, 2008), companions (e.g., spouse,
sister) are not a specific focus in the presardystPrior research (Street & Gordon,
2008) suggests that there are no significant differences between patients with and without
companions with respect to patientsod educa
history with breast surgeons. A sinmilack of differences was also found in this current

dissertation researéiStreet and Gordon also found that the presence of companions
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does not significantly affect the: (a) sur
visits; ( blitative commguaicatos during asdsi(i.e., one aspect of
communication participation); or (c) overall visit length. Street and Gordon also found
that: (a) the presence of companions does not significantly affect the overall amount that
patients talk durig visits; and (b) the presence of companions does not significantly
affect patientsd |l evels of communication p
t hat patviiesnitts 6s aptoisstf acti on is not significa
of communication participation.

However, companions are participants because they are an ecologically natural
element of surgecpatient visits; companions were recorded and their speech was coded.
Of the 51 patients analyzed, 39 (76%) brought one or moreatwons. The number of
companions ranged from3.per patientNl = 1.02; median = 1), for tatal of 52
companions. Thirtynine (76%) patients were accompanied by one companion. Of these
39 patients, 11 patients (22% of total 51 patients) were accompanied lisompanions,
and two patients (4% of total 51 patients) were accompanied by three companions (see
Table 2). Companions were husbanals @6), adult childrenn(= 12), parentsr( = 5),
friends @ =5), siblings 6 = 3), and other relatives (specifibgla sistefin-law; n = 1).

Procedure

Prior to all data collection, a member of the research team introduced and
explained the study to the surgeon and solicited his informed consent; he was not
compensated for his participation.

The data collectionmpcedure unfolded as follows. Prior to a given daikection

day, the research team consulted (by phone
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to determine the presence of eligible patients and, if present, their appointment times. A
member oflhe research team arrived at the breast center 30 minutes prior to the first
eligible appointment time, set up all recording equipment, and prepared/organized all
consent and survey materials (see Appendic€3.An the treatmerdecisionmaking

room, a srall, wireless, digital videocamera was affixed in one of the ceiling corners.
The camera had a widmngle lens, allowing it to capture the entire room and all
participants.

Eligible patients arrived to the clinic, checked in, and were briefly physically
examined by the surgeon. Upon completion of the physical examination, the surgeon
notified thepatient that he (the surgeon)syaarticipating in a research study in which
the pati@t is eligible to participatehe surgeon ushered the patient (and their
companions) into a treatmedéecisionmaking room and alerted them that a member of
the research staff would introduce and explain the study. A member of the research team
then entered the treatmesi¢cisionmaking room, introducedim/hessef, introduced ad
explained the study, and finally solicited informed consent from the patient (see
Appendix C) and, if relevant, all companions (see Appendix D). Patients were
compensated $20 in cash (companions were not compensated) (see Appendix E and F).

If patientsagreed to participate, they completed the papekpencil, previsit
survey (see Appendix A), which took approximatEbminutes to complete. Because
patients typically waited 280 minutes between the end of the physical examination and
the beginning bthe treatmentiecisioamaking conversation, the pugsit survey
generally did not delay the surgeonds sche

the videocamera while the patient was completing thevigiesurvey and before the
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surgeon entered éiroom. Cameras were turned on by research staff for two reasons.
First, physicians routinely forget to turn on cameras (Heritage, Robinson, Elliot, Beckett,
& Wilkes, 2007; Robinson, 2003; Robinson, Krieger, Burke, Weber, & Osterling, 2008).
Second, thetr ni ng on of cameras by physicians dr
member of the research team collected thevmié survey when complete, and then
i nformed the surgeon that the patient was
present intie rooms during treatmedecisionmaking visits.

After the surgeon completed the treatr@eatisionmaking visit and left the
room, the patient (and their companions) remained in the room while a member of the
research team turned the camera off andiidtared the postisit survey. When the
patient completed the pegisit survey, they (and their companions) were thanked,
patients were paid for their participation, and patients and companions were given copies
of their signed consent forms. If patiemteclined payment (and only when they declined
payment, so as to not bias their choice), they were offered the option of donating their
$20 to theSusan Komen Foundation for the Cgaenonprofit organization that supports
breast cancer research); if patients were asked to sign a waiver form, and the money
was donated. Only two of the patients (3%) declined payment and elected to donate it.

The researcher stayed at the office through the last eligible patient. All equipment
was removed at the emd each day. Equipment cleanup required less than five minutes.

Data Processing, Entering, and Cleaning
Survey Data
Survey data was entered by hand into an Excel spreadsheet. Once all data

collection had ended, the excel document was converted into an1l3ES8e. Data
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were screened for missing data, which was treated in two ways. First, if less than 5% of

data were missing for a particular variable, a process of mean substitution was employed

using SPSS software (Tabachnick & Fidell, 2007). Secondpst/al items of a

particular measurement scale were left blank, and if missing data were not randomly

distributed (Tabachnick & Fidell, 2007), then that measurement scale was removed from

analysis; This was only the case for Betient Perceived Similasi to Surgeorscale

(Street, OOMall ey, Cooper, & Haidet, 2008)
For measurement scales in the-pist and postisit surveys, confirmatory and

exploratory analyses were performed, as appropriate (and are described below). Only

factors with eigenvalued @.0 and greater were retained, and only items pritimary

factor loadings of .60 and greater were retained (Tabachnick & Fidell, 2007). When

necessary, items were rescored so that greater values indicated more of a given variable.

Where appropriate, cqmosite scores were created by averaging responses to individual

items; greater values indicated more of a given variable. All measures were tested for

normality and multivariate outliers. The measurementscalpssot i ent s6 1 nt ent i

adhere to treatmdrmplansandp at i ent s 6 s at onanuracatibniwbich hadi t h v i

skewness above 2.0, were dichotomized (This process is described below for each

variable). In certain instances, the pisit and posiisit values of common variables

(e.g.,illness uncertaintyandmental adjustment to cangezxceeded parameters of

normality; however, because the variable of analysis was a change score, if the change

score achieved normality (and skewness was below 2.0), no transformations were

performed. All changec®res achieved normality.
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Several potential covariates were measured in the surveys (see below). However,
because the inclusion of a particular covariate in one regression analysis requires that the
same covariate be entered into other regression anatyseger to produce
comparability among results, and because no single covariate was consistently
significantly associated with any of the focal communication variables (i.e., the
independent variables, none of the potential covariates were includedanrttary or
secondary regression analyses (K. Greene, personal communication, May 7, 2010). This
analytic decision was supported by a power analysis (computed using GPower3.0.10
software), which found that, with a sample size oWith a power of .85 thaumber of
independent variables cannot exceed five. For an analysis of covariates, readers are
directed to poshoc tertiary analyses.

Video Data

The videotape of each visit was transformed into a digitized and compressed
computer movie file. All videowere burned onto two DVDs and stored on an external
hard drive. Interaction data were coded by watching and listening to videos (see below
for coding procedures). Because the coding process did not require the reading of
transcripts (Street Behavior Codi@giide; R. L. Street, personal communication, March
15, 2009), transcripts were not exhaustively produced. Rather, interaction data were
selectively transcribed after coding for the purpose of qualitatively refining the
communication variables used in ghiémary analysis (see below for a description of the

secondary analysis).
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Variables/Measurement Instruments
Pre-visit survey

The previsit survey included measures of two central dependent variables,
includingpat i ent s 0 i lahdmentlsagustnment éorcaneg(i.en tagcer
coping), as wel fleligmssepiaetaiteadarice percéivedssecials o f
support and demographics (see Appendix A for a copy of thevigiesurvey).
lliness Uncertainty

lllness uncertainty about canceasvmeasured with a modified version of

Mi s h e | Gussedwndgsydhgmetrically testdessUncertainty ScaléCommunity
Form) . Mi s h el étam scate hagl to heanhodiflBbecause some items were not
salient to (or relevant for) the present patipopulation (i.e., newly diagnosed breast
cancer patients). The following types of items were removed from the original scale: (1)
Items related to symptoms, because the present patient population is typically
asymptomatic (e.gMy symptoms continue thhange unpredictab)y(2) Items related to
illness progression and treatment success, because the present patient population is at the
very beginning of the treatment experience (é.gm unsure if my illness is getting
better or worsg and (3) ltemselated to communication with healtlare providers,
because a large portion of the present patient population was not expected to have yet

interacted with a relevant cancer specialist (e.g., | understand everything explained to

me). When relevant, thertem Ai | | nesso was replaced with
included the following items: (1) Al donodt
of questions without answers,o (3) Aalt is

3t

purpose of treatmemts ¢l ear t o me, 0 (5)

f

can predic
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AMy treatment iIis too complex to figure out
cancer, I cannot plan for the future, o (8)
(9) ¢éan generally predict the course of my
specific diagnosis, o0 (11) AThe seriousness
explanations |1 6ve been given about my <canc
many differing opinions about what i s wr ong¢

going to have a good or bad day, o (15) ATh
AThe effectiveness of the treatmentiindis und
anything el se wrong with me, o0 and (18) ATh
probabi l i tltemsonere ormattedaising a fpoint Likert-type scale.

Mi shel 6s original scal efactosHowavg,mtagoed t o r ep

aml ysis revealed two factors (seanbiuaybl es 6

uncer madncydtained six items: (1) Al have
(recoded); (2) AMy treatment i s t oobthecompl e
unpredictability of my cancer, Il cannot pl
what i s going to happen to meo (recoded);

my cancer seem hazy to meod (rsecaacded)n;coarsd s
(recoded). The resulting factor had an eigenvalue of 3.30 and accounted for 54.98% of

the variance. Variable statistics for the-pisit measure include =2.16,SD= . 77, U
=.83, variance = .59, skewness = .56, kurtosi2& (se€lable 6). The second factor was

n a maimpredictability uncertainy and contained two items: (
|l ong my cancer will Il ast; o and (2) Al can

resulting factor had an eigenvalue of 1.48 armbanted for 74.17% of the variance.
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Variable statistics for the pnasit measure includévl = 3.50,SD= . 8 8, U =.65, Vv
= .78, skewness =11, kurtosis =.53 (see Table 7). Factor analyses and reliability

testing were computed with the prisit measures, and the structure of the\psg

variable was maintained for the corresponding-{past variable.

Mental Adjustment to Cancer (i.e., Cancer Coping)

Cancer coping was measured with the widedgd and psychometrically tested
Mini-Mental Adustment to Cancer Scaldlini-MAC; Watsonet al.,1994). This scale
includes five subscaleBghting spirit, helplessneskopelessnesanxious preoccupatign
cognitive avoidanceandfatalism(described below). For all subscales, items were
formatted usig asix-point Likert-type scale. All factor analyses and reliability testing
were computed with the prasit measures, and the structure of thepsé variable was
maintained for the corresponding pesit variable.

Fighting spirit The original Mni-MA C 0 s s fightihgespirit aontains four

items: (1) Al am determined to beat this d
Al try to fight the illness, o6 and (4) Al a
confirmatoryfacto anal ysis. Two of the four i1items w
to beat this cancero and (2) Al am very op

an eigenvalue of 1.40 and accounted for 70.01% of the variance. Variable statistics for
the pe-visit measure includM=536,SD= . 85, U =.56, va-iance -
1.65, kurtosis = 2.62.

Helplessnestopelessnes3he original MinktMA C0 s s kebplessneds o r

hopelessnessont ai ns eight items: ( lhatlifiels feel | ik

hopeless,o (3) Al feel completely at a | os
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feel there is nothing | can do to help mys
Al candt cope, 0 and (8hednfuamreod Veaegpehop
subjected to a confirmatory factor anal ysi
giving up,o0 (2) Al feel completely at a | o
can do to help enyisteds ,0hd 4gndloff etehe | wdkr | d,
(see Table 9). The resulting factor had an eigenvalue of 2.98 and accounted for 59.60% of

the variance. Variable statistics for the-pisit measure includM =1.44Sb= . 78, U

=.80, variance = .61kswness = 2.44, kurtosis = 7.0.

Anxious preoccupatiormhe original MintMA Co6 s s anaidug f or
preoccupatiorc ont ains eight items: (1) Al am upse
devastating feeling,o0 (3) A& bufflke Orieght
Al worry about the cancer returning or get

has happened to me, o0 (7) Al have difficult

3t

| am apprehensi ve. 0todaboefismatory faceonasalysiscancd s u b |
si X items were retained: (1) Al am upset a
having cancer, 0 (3) Al suffer great anxi et
(5) Al feel kaeatyhasghgppéboed wo me, 0 and (
Table 10). The resulting factor had an eigenvalue of 3.53 and accounted for 58.89% of
the variance. Variable statistics for the-pisit measure includM =3.14SD= 1. 27, U
=.87, variance = 1.6kkewness = .61, kurtosis-74.

Cognitive avoidanceThe original MitMA C 6 s s cognitivee avoidance
contains four items: (1) Al make a positiyv

thinking about me hel pmshalghowlogpoécanzer uBof Al d
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my mind, 06 and (4) Al distract myself when
head. 0 These items were subjected to a con
were retained (see Table 11). The resulting fdwaokan eigenvalue of 2.69 and

accounted for 67.24% of the variance. Variable statistics for theigteneasure include

M=333SD= 1. 40, U =.85, variance-1.8. 1. 97, skev

Fatalism The original MintMA C 06 s s fatalibnec ofnadrai ns fi ve i tem
had a good Ilife; whatés Il eft is bonus, o0 (2
mycancerdignosi s | now realize how precious |
Al count my blessings, 0 and (5) AAt the mo

were subjected to a confirmatory factor an
had a good Ilife; whatés Il eft is bonus, o (2
Al count my blessingsd (see Table 12). The
accounted for 54.65% of the variance. Variable statistics for theigteneasure include
M=431SD= 1.30, U =.59, var49 kurosie=4. 1.69, skeyv
ReligiousService Attendance

Patient so0 | esarvicé attendahce aregdositigely assogiated with their
ability to cope with cancer (Bowie, Sydn@ranot, & Pargament, 2005). Religieus
service attendance was measured with a wided, singletem measure (ldler, et al.,
2003): fAPrior to your cancer diagnosis, ho
Responses ranged from figverto (9) seweral times a weefsee Table 1). Responses
included:never(n = 9; 18%)less than once a yeén = 3; 6%),about once or twice a
year(n = 8; 16%),several times a yedn = 9; 18%),about once a montfn = 2; 4%),2-

3 times a yeafn = 2; 4%),nearly evey weekn = 5; 10%),every weekn = 11; 22%),
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andseveral times a wedh = 1; 2%). Following prior research (Strawbridge, Cohen,

Shema, & Kaplan, 1997), this variable was dichotomizedaw&ry week or morg.e.,

6frequentnély 24%pranddss thaneverywedki . e. , oO6i nfrequent

n = 38; 76%).

Patientso6 Perceived Social Support
Patientsod perceived social support has b

their mental adjustment to carqManne et al., 2003; Séllnet al.,1999). This variable

was measured with the widelised and psychometrically tested Berlin SeSiapport

Scale (Zigmond & Snaith, 1983). The original Perceived Social Support scale contains
eight i1 tems: (1) AThere ar ehesavankampad opl e wh
feeling well, other people show me that th

there are people who cheer me wup, o0 (4) ATh

need comforting, o0 (5) Al know ,s0o n{e6 )p efiovphl een
am worried, there is someone who hel ps me,
when | need it, o0 and (8) fAWhen everything

are there to hel p me. four-pointeikes-type ecalee Theser mat t e

items were subjected to a confirmatory factor analysis and six items were retained: (1)

AWhenever | am sad, there are people who ¢
there for me when | need c¢omflomicamatways ( 3)
rely,o (4) AWhen | am worried, there is so
who offer me help when | need it, o and (6)
to handle, others are there factorhddan p meodo (s

eigenvalue of 3.79 and accounted for 63.14% of the variance. Variable statistics include
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M=38SD= .38, U =.87, Vv a-R46akoross =6.3. Becdusethe k e wn e
composite was negatively skewed, and because of the extreme ceiling effect (with
patients reporting high levels of support), the composite was dichotomized, such that
lower values of perceived social support8) were recoded as 0 (i.epderate social
suppor}, and the highest value of perceived social support (4) was recoded ashigfi.e.,
social suppott The resulting variable statistics includle= .83,SD= .28, variance
.08. Eighteen patients (35%) reported moderate perceived social support and 32 patients
(63%) reported high perceived social support.
Demographics

Data were collected on patientsdéd age, ed
matrital status (all atients were female). Patient age was a continuous variable. Education
level, following prior research (Melmed, Kwan, Reid, & Litwin, 2002), was
dichotomized i m=Ea2¢l 88%)t hadn8BBRASREOH).0¢ mor ebd
Household income (for thosehw reportedn = 46), following prior research that
dichotomized income by state median (Robinson et al., 2002), was dichotomized into $0
$75,000 § = 21; 46%) and $76,009200,000+ 1§ = 25; 54%). Ethnicity, following prior
research (WilhelaLeen, Hall, dBoer, & Chertow, 2010), was dichotomized into
owhint=dd@ ; ( 80 %)-wlaintde I;2@%). Patient marital status, following
prior research (Nakata, Takahashi, Otsuka, & Swanson, 2010), was dichotomized into
6si nEllOd (37 %) anx32;639%) (seeiTable B). (

Postvisit survey
The postvisit survey asked patientsabqua t i ent s®é ment al adj us

illnessuncertainty about cancer, prior history with this surgeon, prior history with any
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breast surgeorp a t i sawsfacsiadwith visit communicatiorp a t | satrsfactian with
treatmentplansandp at i ent s i ntenti on (seedApperdikBfore t o t
a copy of the postisit survey).
Patientsd Prior History with Breast Surgeo
Because pat i e withphysic@mnmsis@asitivaly assbomted vatls
pat i e nuss gatisfpaction with physicians (Weinberg, Greene, & Mamlin, 1981),
patients were asked to answer the single i
appointment with this particulaloctord Forty t wo patients (82%)
history, while nine patients (18%) reported a prior history.
Patientso6 Prior History with any Breast Su
Because patientsd scores oine,memal st udyos
adjustment taeancer (e.g., coping), illness uncertainty, satisfaction with treatment plan,
satisfaction with physician, and intention to adhere to treatment ptaay have been
affected by whether or not patients had previously discussed treatment for their breast
cacer, patients were asked to answer the fo
surgeon that you have spoken to about your
reported o6first conver sat i ofirst@onvetsdtid ed6 18 pa
Patients6 Satisfaction with Visit Communic
Patientsd satisfaction with surgeonsd vi
Brownds Art of Metdli,1099)n e itBrosavere tailpr&drtcorefiect
patientsd sat i s trgeonshedad justiseditms tvdreeformbatteel a st s
using a ninegpoint Likert-type scale. The original Art of Medicine scale contains eight

items: (1) AHow courteous and respectful w
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under st and vy our wgldidtbeldector,egplaif 8 you \ithidtdvevor she

was doing and why,o0o (4) ADid the doctor wus
understand, 06 (5) AHow well did the doctor
ADi d the doctor spend7¢ndédugw muméeé wobnhhi gen
the doctorés ability or competence, 0 and (
service that you received from the doctor?
factor analysis, and all eight itemsneegetainedM =8.80,SD= . 45, U =.90, v a
.21, skewness =2.13, kurtosis = 3.63 (see Table 2). The resulting factor had an

eigenvalue of 5.14 and accounted for 64.27% of the variance. Because the composite was

negatively skewed, and because of the ceiling effect (waitiets reporting high levels

of satisfaction), the composite was dichotomized such that lower values of satisfaction (0

to 8.9) were recoded as 0O indicating that
highest value of satisfaction (9)wasre ded as 1 i ndicating that
satisfiedd (i.e., all i tems were responded

includeM = .84,SD= .28, variance = .08. Twentne patients (41%) reported moderate
satisfaction and 30 patients9%) reported high satisfaction.
lliness Uncertainty about Cancer

As stated above, all factor analyses and reliability testing were computed with the
previsit measures, and the structure of the\ps#t variable was maintained for the
correspondingpostvisit variable (Wright, 2003). A confirmatory factor analysis was
computed on the eight pegisit ambiguity uncertaintjtems that were identified in the
pre-visit survey as comprising a coherent and reliable factor (see Table 6). The resulting

factar had an eigenvalue of 3.05 and accounted for 50.90% of the variance. Variable
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statistics for the postisit measure includM=1.68SD= . 53, U =.80, var.i
skewness = 1.11, kurtosis = 2.60. A confirmatory factor analysis was computed on the

two postvisit unpredictability uncertaintjtems that were identified in the pvesit

survey as comprising a coherent and reliable factor (see Table 7). The resulting factor had
an eigenvalue of 1.55 and accounted for 77.45% of the variance. Varialstécstédr

the postvisit measure includs=3.20SD= . 93, U =.70, variance
.28, kurtosis =.21.

Mental Adjustment to Cancer (i.e., Cancer Coping)

As stated above, all factor analyses and reliability testing were computed with the
previsit measures, and the structure of the\psé variable was maintained for the
corresponding postisit variable (Wright, 2003).

Fighting spirit A confirmatory factor analysis was computed on the two-pist
fighting spirititems that were identified in the pwésit survey as comprising a coherent
and reliable factor (see Table 8). The resulting factor had an eigenvalue of 1.34 and
accounted for 66.70% of the variance. Variable statistics for thevjsitsineasure
includeM=562SD=. 6 1, U =.56, var ilalutosis=2587, skeyv
Helplessneshopelessnes# confirmatory factor analysis was computed on the
five postvisit helplessneshopelessnesgems that were identified in the pwsit survey
as comprising a cohent and reliable factor (see Table 9). The resulting factor had an
eigenvalue of 3.52 and accounted for 70.36% of the variance. Variable statistics for the

postvisit measure includM=1.26,Sb= . 60, U =.87, variance =

kurtosis = 554.



74

Anxious preoccupatiorA confirmatory factor analysis was computed on the six
postvisit anxious preoccupatioiems that were identified in the pvesit survey as
comprising a coherent and reliable factor (see Table 10). The resulting factor had an
eigenvalue of 4.14 and accounted for 68.94% of the variance. Variable statistics for the
postvisit measure includM=298SD= 1.29, U =.91 variance =
kurtosis =-.39.
Cognitive avoidanceA confirmatory factor analysis was computed on the four
postvisit cognitive avoidancéems that were identified in the pvesit survey as
comprising a coherent andieble factor (see Table 11). The resulting factor had an
eigenvalue of 3.23 and accounted for 80.86% of the variance. Variable statistics for the
postvisit measure includM=3.16,SD= 1. 60, U =.92, variance =
kurtosis =-1.24.
Fatalism A confirmatory factor analysis was computed on the threeyisist
fatalismitems that were identified in the pvésit survey as comprising a coherent and
reliable factor (see Table 12). The resulting factor had an eigenvalue of 1.69 and
accoungd for 56.26% of the variance. Variable statistics for the-yisgtmeasure
includeM=4.22SD=126 U =.55, vari an37eurtesisE3%60, skew
Patientso6 Satisfaction with Treatment Pl an
Patients6 satisfaction with treatment p
of the Decision Attitude Scale (Sainfort & Booske, 2000). Items ¥egreatted using a
1-5 Likert-type scale. The original Decision Attitude Scale captures one dimension of

satisfaction, but it also contains three underlying structures. Items from two structures,

Satisfaction with ChoicandSatisfaction with Adequacy offbrmationwere used. When
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relevant, the term Achoiceo was replaced w
Attitude Scale items were used: (1) fAThe t
treatment plan, 0 ( 3) fihlahothevdogtbrdbolithe usef ul t
treatment plan, o (4) #dl am comfortable wit
about the treatment plan would be helpful,
my sitwuation, 0 and (T7Tmefit @amaswadi Fhiese wi e
subjected to a exploratory factor analysis and six items were retained as one factor: (1)

AThe treatment plan is sound, o (2) Al wunde
useful to consult with another doctor about theetat ment pl ano (recoded
comfortable with the treatment plan, o (5)
situation, o0 and (6) Al am satisfied with t

factor had an eigenvalue of 3.24 and actedifior 64.80% of the variance. Variable

statistics includé1=4.24SD=. 6 7, U =0. 82, v ar-b%kurtogs== . 45,

-.61.

Patientsd I ntentions to Adhere to Treat men
Patientsd intentions to adhere to treat

(1) Al am committed t o f antehdaovicllowghet he tr eat
treat ment plan, o and (3) fAHow | ikely are vy
formatted using &éive-point Likert-type scale. These items were subjected to an

exploratory factor analysis and all three items were retained éd#e 15). The resulting

factor had an eigenvalue of 2.30, accounting for 76.33% of the variance. Variable

statistics includé1 =4.67,SD= . 59, u =.82, v a-2.0, kuncsie= = . 3 4,

3.14. Because the composite was negatively skewed, and because most patients reported
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high levels of intention to adhere, the composite was dichotomized such that lower values
(lto4.9) werere@bed as O, indicating that ©patients
that the highest value (5) was recoded as
commi tted. 6 The resul MEYHSDx 86, vaddndee .13t at i st
Seventeenpgai ent s (34%) were 6less than fully <co
6fully commitedd to adhere to treatment pl
Change scores
A central goal of this study was to examine how visit communication is associated
with changes in different aspects @ttients' psychosocial health from prsit to post
visit. The variabledlness uncertaintpndmental adjustment to canceere measured in
both pre and posuisit surveys. Change scores were derived by subtracting/sitst
scores from preisit score (Allison, 1990). For the deleterious, or maladaptive, variables
of helplessneshopelessnesanxious preoccupatiqrognitive avoidancdatalism
ambiguity uncertaintyandunpredictability uncertaintythe changecore mean was
positive (see below)ndicating that patients generally reported experiencing lesser
amounts of the these variables after treatrdectsionmaking conversations. On the
other hand, for the adaptive variabldighting spirit, the changecore mean was
negative (see below),dicating that patients generally reported experiencing greater
amounts of this variable after treatmeleicisioamaking conversations.
Variable statistics foambiguityuncertainty changencludeM = .41,SD= .60,
variance = .30, skewness = 1.18, kudosil.67. The positive direction of the change
score indicates that patients left the treatruaisionmaking conversations with a

decreasedense oambiguity uncertaintyVariable statistics founpredictability
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uncertainty changencludeM = .51,SD= .98, variance = .96, skewness.£3, kurtosis =
.52. The positive direction of the change score indicates that patients left the treatment
decisionmaking conversation with @ecreasedgense otinpredictability uncertainty
Variable statistics fofighting-spirit changencludeM =-.27,SD= .75, variance = .56,
skewness =.65, kurtosis = 4.60. The negative direction of the change score indicates that
patients left treatmesttecisionmaking conversations with amcreasedsense ofighting
spirit. Varigble statistics fohelplessneshopelessness changeludeM = .18,SD= .47,
variance = .22, skewness = 1.84, kurtosis = 4.50. The positive direction of the change
score indicates that patients left treatra@@tisionmaking conversations with a
decreasd senseof helplessneskopelessnes¥ariable statistics foanxious
preoccupation changecludeM = .16,SD= .79, variance = .62, skewness = .43, kurtosis
= 3.08. The positive direction of the change score indicates that patients left treatment
decisiomm-making conversations withdecreasegense onxious preoccupation
Variable statistics focognitive avoidance changecludeM = .16,SD= .86, variance =
.74, skewness = .64, kurtosis = 1.89. The positive direction of the change score indicates
thatpatients left treatmerdecisioamaking conversations withdecreasedense of
cognitive avoidanceVariable statistics folatalism changéncludeM = .11,SD= .86,
variance = .74, skewness 42, kurtosis = 2.98. The positive direction of the change
score indicates that patients left treatra@@tisionmaking conversations with a
decreasedense ofatalism
Visit-Level Communication Variables Coded from Videotapes
Using the schema established by Street and Millay (2001), videotapes of

treatmentdecsion-making conversations were initially coded for five communication
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variables that embodied or facilitated pat
communication variables were: (dQrgeon supportive talk2) surgeon partnership
building, (3) client question askind4) client assertive responsand (5)client
expression of conceifsee descriptions belowjFor a more detailed conceptualization of
participation, see Introduction; for operationalizations and distributional statistics, see
below). Variables 1 and 2 were coded for surgeons, and varialdleeede coded for
both patients and patientsd compani ons.
The coding process

Undergraduate coders (who were trained to be reliable; see below) watched
digitized videotapes on computers, wilie ability to stop, rewind, and replay as
necessary. When coders identified one of the five communication variables, they
recorded the digital timecode at which the
that represented the variable. Utterancesuaits of talk that serve as complete thoughts
with both a subject and verb (Streeding scheme2009); they can appear as multiple
predicates, independent clauses, a single sentence, or series of sentences (Stiles, 1992).
Coders then designated théeusaince as representing one of the five communication
variables. Additionally, coders designatptestioraskingutterances as being either
6solicited by ot her 6 Dogoubaveanyajsektiend forffie? by t
or 9 %elfi aasked withqutibeirg prompted). Each video was coded
independently by three coders: the results of two coders were compared with each other,
and the thirccoderwas used to resolve coding discrepancies. All communication

variables involve frequency courdnd thus constitute ratio data.
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Coder training and interrater reliability
Coders were six undergraduate Communicatiajors at Rutgers University (two
men;four women), all of whom were either a junior or senior with a 2.5 or higher
cumulative gradgoint average who had completed the colrssearch Methodsith a
grade of 6B®&6 or higher. Coders were o6blind
were trained on video data that were collected for this study but that were not included in
the main analyss due to the absence of complete, correspondirgupteposivisit
guestionnaire dataléscribed previous)y Coders completed thresgparatéour-hour
training sessions over the course of three weeks, with-a@mecoding homework
assignment followig each session, including the last session. The six coderpaezd,

but coded independently without knowing th

end of the training period, the Scottds pi
inttrcoder reliability (using ReCal 2 0.1 sof
Set B: "= . 73; aMd.7% Blaving@ttained sufficient/irgdercode€v e r a |

reliability (Lombard, 2010), the coding pairs continued to codetline of the 51 core
cases. Across a total of 1,60dding decisions (ranging from73 coding decisions per
visit; M = 31.39; mediar 28;SD= 18. 24 ; var . = 332.80), r el
77 ; Set B: ’ = M=Z.77; OveralMli= . 5. he althor examined all7 7 ;

coding decisions to ensure face validity and made final decisions in cases of coding
discrepancies.
Definitions and examples of the communication variables

This section defines, and provides examples of, the communicatiaties used

in analyses. As discussed below, the primary regression analyses were designed to
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involve the communication variables originally identified by Street and Millay (2001):
(1) surgeon supportive talk2) surgeon partnership building3) client queton asking

(4) client assertive responsand (5)client expression of concerklowever, in order to
potentially advance the ecological validity of these variables, all instances of each
variable were subjected to an inductive/grounded thematic angdysasiss & Corbin,
1998) in order to discover the possible existence of robustaelgories (the
determination of which would also aid the development of future communication
training/intervention efforts). The secondary regression analyses were déesigned
involve any emergent stariables. All variables are defined below with examples.

Surgeon supportive talkAs defined by Street and Millay (2001), provider
supportive talk includes fAstatements of re
disppys of interpersonal sensitivityo (p. 66
building was exemplified by Examples2l Example 1 was taken approximately 25
minutes into the visit. At line 1, the surgeon has just completed explaining how the
patientshould move forward with her treatment, including scheduling two biopsies and
the main surgery. The focHl8 is on the surg

Example 1: Surgeon Supportive Talk | (Patient 5, 24:36)

01 PAT: Al right, ités uh, you kmow, | us

(@)}

02 answers, get go[ing ]

03 DOC: [Yeah]

04 PAT: You know?

0O5DOC: Yeah. Youdre on exactly the correct tim

06 Y o u 6 r &y way thehind schedule so | want to
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07 really stress that that you are uhm right exactly
08 where youobdbre supposed goto be. [ So
09 PAT: [Okay]

10 DOC: vyour first opinion,

11 DOC: you got your second opinfion ]

12 PAT: [Uh hunh]
13 DOC: The plan [is ] slowly coming together for you.
14 PAT: [R i ght]

15 PAT: Okay, okay.

At lines 513, the surgeon reassures and encourages the patient regarding her
treatment and its timeline.

Example 2 was taken approximately 27 minutes into the visitlihgaip to line
1, the surgeon has explained surgical treatment logistics. At line 1, the patient requests
clarification about an aspect of a partial mastectomy. After the surgeon confirms this at
lines 0203, the patient becomes visibly upset and pawseasver four seconds at line 04.
Atlines89, with a 6choked upd voice, the patie
ni pple. The focus is dh the surgeonods talk

Example 2: Surgeon Supportive Talk ll(Patient 11, 26:49)

01 PAT: But fdrtheapartia ]

02 DOC: [ Ri ght.] Th
03  partial mastectomy with the sentinel node. Yeah.

04 PAT: (4.2). Uhh . |l dondt know why (. 8)

05 wantin my (breast) ((note: what she says is
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06 wu nclear but she grabs her breast))
07 DOC: Mm hmm.

08 PAT: And yet | osing the nipple bothers

09  why.

10 DOC: Well itdéds a very important part of
11  meantha - tha - that would be bothersome.

12 PAT: (3.8) As far as the shape of my breast, | 0ve
13 had small breasts. | guess | donot

14  (1.0) But then when | think of (1.2) just one scar
15 that seems so (2.2) bad.
At linesl0-11, the surgeon reassures and sympathizes with the pStegaon
supportive tallonly occurred in 5 of 51 cases (9%). Due to its low frequeswrgieon
supportive talkvas excluded as a variable from all regression analyses. This is not to
imply that the surgical oncologist was not emotionally supportive of hisms or did
not attempt to comfort them. Note that, in this context, the provision of information,
which the surgeon did extensively, is a form of support (see Raupach & Hiller, 2002).
Further, only direct/explicit statements of support were coded riidwe support
conveyed indirectly/implicitly, for example through nonverbal cues.
Surgeon partnership buildind\s defined by Street and Millay (200pypvider
partnership building nvol ves fAcommunicative acts that
theiropni ons, express feelings, ask questions,

66). In the present data, see Examplds 3
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Example 3 was taken approximately 20 minutes into the visit. The surgeon has
just recommended that the patient have a mastectomeyniave the affected breast, and
have a magneticesonancemage test (MRI) to determine if there is cancer in the other
breast. If there is cancer in both breasts, then the surgeon will recommend a bilateral
mastectomy (i.e., the removal of both breagts)ines 0103, the husband (identified as
OHUS®G in the transcript) asks if his wife
there is no cancer in the second breast (i.e., The patient and her husband are interested in
a surgery that is more invasitiean potentially warranted). Participants in this example

include the surgeon (identified as 6DOCOH) ,

husband. The focus is the surgeonédés talk a
Example 3: Surgeon Partnership Building (Patient 902, Vide 0
A, 19:36)

01 HUS: If we find out that there is no breast cancer but
02 still want to do the bil ateral t h
03 option?

04 DOC: Yeah, uhm now let me ask you why though.

05 PAT: This is not - this is nothing good

06 [coming out of this. ]

07 HUS: [ Shebs just gonna worry.]

08 PAT: Thereds nothing good coming [out
09 DOC: [ So i

10 primarily for your worry or your concern [level. ]

11 PAT: [ Ther ebs]
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12 nothing good coming out of it. 11t
13 itéds oozi-nlg stuff, I

14 DOC: When you say oozing stuff do you mean stuff is

15 coming out of the nipples?

16 PAT: Yes.

At line 04, the surgeonenquie s i nt o the patientds and |
wanting a bilateral mastectomy (if the other breast is cancer free); here, the surgeon is
soliciting their perspectives/opinions, especially as they relate to treatment decision
making.

Example 4 was takespproximately 23 minutes into the visit. The surgeon,

patient, and husband have been discussing the recovery time associated with varying

treatment and reconstruction options. The
Example 2: Surgeon Question Soli citation | (Patient 1,
23:00)

01 DOC: So (x) so you could probably do that

02 HUS: Not a lot of movements

03 PAT: [Yeah | mean yeah]

04 DOC: [A week so you co]uld probably do that a week

05 after nipple (x) reconstructio[n]

06 PAT: [O]kaly]
07 DOC: [B]ut you
08 couldn6t do that for uhh eight we

09 say (x) mastectomy with (x) tranflap lower abdomen
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10 PAT: Okaly]
11 DOC: [fllap (  up here) so fig ure about eight
12 weeks for that
13 PAT: Okay (X) Okay.
14 PAT: Okay (X)
15 DOC: You have any other questions right now?
16 PAT: |l 6m trying to think | shouldbéve w
At line 15, the surgeon solicits patient (and companion) quesgocsuraging
them to participate in the visBurgeon partnership buildingccurred in every visitn(=
51 cases; 100%M = 2.65;SD= 1.11; variance = 1.23, ranging from 1 to 6 instances per
case; skewness = .84; kurtosis = .60).
An inductive/groundethematic analysis (Strauss & Corbin, 1998%swfgeon
partnership buildingevealed that it has one distinct and robusteatbgory involving
the specific behavior of soliciting questions, as shown in Example 4 (above). As such, in
secondary analysesirgeon partnership buildingras separated into two variables: (1)
surgeon partnership building: question solicitati@nd (2)surgeon partnership
building: other
For another example stirgeon partnership building: question solicitatji@ee
Example 5, wheh was taken approximately eight minutes into the visit. At lin@sthe
surgeon is explainingpestur gi cal treatment. The focus i :

Example 5:  Surgeon Question Solicitation II, Video 2 (7:30)

01 DOC: If you were going t he partial breast radiation

02 that would happen before the chemotherapy
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03 PAT: Uh hunh

04 DOC: And then you would finish up with about nine

05 mont hsd worth of medication calle
06 PAT: Mm
07 DOC: that gets given to you onc e every three weeks and

08 the whole treatment extends over the course of a

09 year

10 PAT: (X) okay.

11 DOC: So what questions can | answer for ya

12 PAT: (x) Uhm (x) during the course of the full um year

13 (x) you would be basical ly guiding me right
14 DOC: well your gunna have a team [okay]

15 PAT: [yeah] yeah

16 DOC: so I 6m I 6m take care of the surgi

At line 11 the surgeon solicits patient (and companion) guestions, encouraging
them to partiipate in the visit. This variabRurgeon partnership building: question
solicitationoccurred in 42 of the 51 cases (82%) =% 1.45,SD= 1.06, variance = 1.13,
ranging from 1 to 5 instances, skewness = .76, kurtosis = 1.05).

The remainingsurgeon partniship buildingbehaviors were grouped into a sub
variable callegsurgeon partnership building: othethis subvariable included all other
forms ofsurgeon partnership buildinguch as that in Extract 3 (above). For another
example osurgeon partnershipuilding: other, see Extract 6, which occurred
approximately 23 minutes into the visit. The patient and her husband have just said that

t hey 6canét think of any questions -12o ask.
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Example 6: Surgeon Partne rship Building: Other | (Video 1,

23:28)

01 DOC: I typically will look at my email everyday
02 sometimes every other day

03 PAT: Mm [hm]

04 DOC: But if you sent me an email on a Monday (x) you

05 might hear back from me on Wednes[da]y or Th ursday
06 PAT: [Mm]
07 DOC: (x) so I d6m certainly happy to sh

08 guestions
09 PAT: Oklay]

10 DOC: [An]d then | can respond to them so just because

11 (x) wedre not sitting tlmeane t oget
12 that the discussion i[snb6t ] (x)
13 PAT: [Right]

14 PAT: Oklay]
At lines 412, the surgeon attempts to build a partnership by encouraging the
patientdés participation in future emai/l [
For a firal example osurgeon partnership building: othesee Extract 7, which
occurredapproximately 32 minutes into the visit. The surgeon has just made his
treatment recommendation of a lumpectomy with radiation, and the patient has just asked
if he would stil be willing to do the surgery if she declined radiation. The focus is the

surgeonoéts tlal k at |l ines 16

o
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Example 7: Surgeon Partnership Building: Other Il (Video

53, 31:30)

01 DOC: So, If you ask me to do an operation that is not an

02  appropriate op eration, I 6m not obligated to
03 wrong thing for you. | would have
04 sorry thatodés thatdés outside the re

05  be uh the appropriate operation for your problem.

06 Youdre gunna have Isedodbthatd s omeone
07  foryou.

08 Pat: Mm [hm]

09 DOC: [Ya] probably could but I think it would be

10  difficult to find who was a breast cancer

11  speciallist ]

12 PAT: [Right]

13 DOC: who would agree to do the wrong surgery for you

14 PAT: Right.

15 PAT: (.2) So[o]

16 DOC: [Te] tell me about what your concerns are

17  about the lymph node mapling].

18 PAT: [ Uuh] 1tds not 1itbds not
19 lymph node mapping | should | should of | guess

20 said it differently. My (.2) 1 6m wil6l:@

21  lymph node mapping.
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22 DOC: Mm hm
23 PAT: And a | umpectomy. Because of my hi
24 there, done that and dondét want to
25 radiation and chemotherapy.

At lines 1617, inquires into, and encourages the patient to talk about, her
opinions/preferences regarding radiation. The varisibptgeon partnership building:
otheroccurred im = 47 out of 51 (92%) caseBl(= 1.20,SD= .63, variance = .40,
ranging from 1a 3 instances, skewness = .81, kurtosis = 1.53).

Patient/companion assertive responsés defined by Street and Millay (2001),
patient assertiveresporse i ncl ude fAutterances i n which t
rights, beliefs, interests, and desiras in offering an opinion, stating preferences, making
suggestions or recommendations disagreeing
63). For instance, see Example 8, which was taken approximately five minutes into the
visit. The surgeon hasgt talked about treatment and reconstruction options. Based on
her current breast cancer, she could either have a mastectomy (removal of a single breast)
or a bilaterial mastectomy (removal of bot
lines 1614.

Example 8: Patient Assertive Responses | (Video 1, 5:25)

01 DOC: And because i f youdbre gonna go for
02  reconstruction on this side

03 PAT: Mm hm

04 DOC: Someti mes youbl |l get the best symm

05 PAT: Mmm



90

06 DOC: If both of the breasts are reconstructed breasts
07  rather than trying to match this (x) to that.

08 PAT: Right

09 DOC: Does that (x) make sense?

10 PAT: Yeah (x) well as | said to you on the phone if

11 youbre gonna do one might as well
12 DOC: [welll

13 | meanyeah you | mean you said that but t
14 PAT: It doesndt make any sense not to

15 DOC: And thatodés and thatodés very it

(@)}
(9]
<
D

At lines 1014, the patient asserts her treatment preferencerfédher instance,
see Example 9, was occurred approximately 12 minutes into the visit. Here, the surgeon
is explaining a surgical process. The focu

Example 9: Patient Assertive Responses Il (Video 36, 11:20)

01DOC:So now therebs a cavity in your breast
02 has fluid in it, and that cavity will be there for

03 a month to a month and a half.

04 PAT: OkJay ]

05 DOC: [And] then ugh a week or two later | take you

06  back to the operating room

07 P AT: Mm[hm]

08 DOC: [ And] itdos-nmat tshrat wedre going to do

09 cutting but | want to be able to sedate you, and |
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10  want the area to be very sterile. And we can then

11  uh numb up the skin and place the little (.2) uhm

12 PAT: Am | [asleep]?

13 DOC: [tube ] ugh youdre sedated.

14 PAT: Asleep.

15 DOC: Ugh, not general anesthesia. You
16  anesthesia, okay. This was originally designed as

17  something that could potentially be done in a

18 docto ros office.

At line 14, the patient explicitly corrects the surgeon, which is the giving of an
opinion in a disaffiliative manner. The varialglatient assertive responsecurred in 36
out of 51 cases (71%)) = 2.08,SD= 1.99, variance = 4.00, rangifrpm 1 to 8
instances, skewness = .30, kurtosis = .29). By contrast, the varabfEnion assertive
responsenly occurred in 16 out of 51 cases (31%)= .59,SD= 1.08, variance = 1.17,
ranging from 1 to 5 instances, skewness = 2.29, kurtosis =[Bu&6to its low frequency,
it was not retained in regression analyses.

An inductive/grounded thematic analysis (Strauss & Corbin, 199&tafnt
assertive respongevealed that it contained two distinct and robust subcategories
involving, on the one hangatients stating treatment preferences, and on the other,
patients disagreeing with and/or challenging the surgeon. These variables were called: (1)
patient assertive responses: stating preferenaed (2) patient assertive responses:

challenging the sigeon.
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The variablepatient assertive responses: stating preferemnoesives patients
informing the surgeon of particular treatment and/or reconstruction preferences. An
instance of this variable was seen in Example 8 (above). For another instance, see
Example 10, which occurs approximately 32 minutes into the video (and is drawn from
the same visit as was Example 7, above). Atlinds,1 t he surgeon sol i ci
concerns about Ol ymph node mapping.s6 The f
answer at lines O&0.

Example 10: Patient Assertive Responses: Stating

Preferences | (Video 53, 31:58)

01 DOC: [Te] tell me about what your concerns are

02  about the lymph node map[ing].

03 PAT: [ Uuh] 1 tdés nodthee t 6s n
04  lymph node mapping | should I should of | guess

05 said it differently. My (.2) 106m w
06 lymph node mapping.

07 DOC: Mm hm

08 PAT: And a | umpectomy. Because of my hi
09 there, done that and don 6t want to do it again
10 radiation and chemotherapy.

11 DOC: Okay. (.2) So hereb6bs so herebs wha
12 recommend t hen. (.2) Letbds say we
13 and the sentinel node mapping and we find out the

14  stage of your cancer.
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At lines 0810, the patient explicitly states her treatment preference of not
wanting radiation and chemotherapy.

For another instance phtient assertive responses: stating preferenses
Example 11, which occurs approximately nine minués the visit. Here, the surgeon is
explaining options for breast reconstruct.

Example 11: Patient Assertive Responses: Stating

Preferences Il (Video 25,8:50)

01 DOC: Now for reconstruction, there are tw o general

02 waystodoit.

03 PAT: Mmhm.

04 DOC: One is to use your own tissue

05 PAT: Mmhm

06 DOC: And one is to use expanders or implants

08 PAT: |l 6m totally against expanders and

09 DOC: Say say that again. Youbre youbre
((P atient and husband start laughing))

10 PAT: In reading about the three meth[ods ]

11 DOC: [Right]

12 PAT: | have canceled out the expander

13 DOC: Okay

14 PAT: because | think the idea of having to be inflated

15 every month or three months or whatever sounds

16  gruesome to me
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17 DOC: Right.
At | ine 8, the patient explicitly expre
and to not use her own tissue, during reconstruction. The vapatimt assertive
responsgs: stating preferencexccurred in 30 out of 51 cases (59%)= 1.27,SD=
1.46, variance = 2.12, ranging from 1 to 6 instances, skewness = 1.24, kurtosis = 1.36).
Different from the variabl@atient assertive responses: stating preferemncésat
of patient assertive responses: challenging the surgeoowh i ch i nvol ves pat
correcting, disagreeing with, or challenging the surgeon. An instance of this was already
presented as Example 9 (above). For another instance, see Example 12, which occurs

apprximately 23 minutes into the visit. At lines2] the surgeon refers to getting biopsy

results in a week (vs. a day), with the ex
emergency. 6 The focus is the patientdés tal
Example 12: Patient Asse rtive Responses: Challenging the

Surgeon | (Video 4, 23:36)

01 DOC: So thatdéds a thatodés the time fr ame
02 emergency

03 DAU: Mmm

04 DOC: Okay

05 PAT: In their minds

06 DOC: In their minds yeah and ya know an emergency is

07 x) one hour is the difference between life and

08 death (x) O[kay ]

09 PAT: [Okay]
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10 DOC: So itbés clearly not an emergency
11 something urgent urgent things occur and unfold
12 over the course of a week or two

Atli ne 05, the patient challenges the sur
6not an emergencyo® by adding tghhathetrual i fi ca
cancer represents angent matter to her.

For another instance, see Example 13, which scapproximately 10 minutes
into the visit. Prior to this example, the
nipplear eol a compl ex during surgery. However,
tol erance for r i sk,-6omaexcemoveat.ntlises-bdethe ni ppl e
surgeon attempts to persuade the patient to retain her nipple-eoeghex, using a car
accident metaphor to describe ri8sk. The fo

Example 13: Patient Assertive Responses: Challen ging

Surgeon |l (Video 18, 9:50)

01 DOC: Letbés say you had to make a choice
02  activities. One being doing this operation and the

03  other being our never going to drive in a car

04  again, (.2) for the rest of your life. And y ou look

05 atthe risk of driving in a car or the risk of

06 death of having the nipples versus not having the

07  nipples. | suspect that driving a car is the more

08 dangerous activity. So, if your goal because

09 t hat 6 detinle.déatbrate in car accidents
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10 and so so if you had to say | 6d ch
11 other and if | wanted to choose the one that would

12  expand my lifespan on average longer you would

13  choose not to drive the car. So the amou nt of

14  benefit [is ] very [ sm]all

15 PAT: [t 6s] differ[ent]

I6PAT: It 6s different when youdre faced with

17 t hough. It really is because itos

18  presented with your mortality.

19 DOC: Right, well people die in car acid[ents]

20 PAT: [I' ] know but

21 itdéds you know what [ havendt] it
22 DOC: [right ]

23 PAT: di sease, a possibly fatal disease
24 | Onhitat wi t

At lines 1618, the patient disagrees with the surgeon, rejecting his metaphor. The
variablepatient assertive responses: challenging the surgecnrred in 18 cases (35%);
M = .61,SD= 1.04, variance = 1.08, ranging from 1 to 5 instances, skewn2<0,
kurtosis = 5.70).

Patient/companion question askir&s defined by Street and Millay (2001),
questionasking nvol ves Autterances in interrogatiyv

and clarificationo (p. 6 3 )occurd-approximatedy hiren c e ,
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minutes into the visit. At lines-&, the surgeon concludes a discussion about getting
second opinions. The foell.s i s the patientod

Example 14: Patient Question Asking | (Video 1, 8:50)

01 DOC: | always let peo ple (x) know that therebds ki
02  gradation of different t[ypes ] of places
03 PAT: [Mm hm]
04 DOC: To get second opinions
05 PAT: Olkay]
06 DOC: [Fro]m (x) okay
07 PAT: (X) Now | guess my questions (x) uhm | kinda
08 figured that the whole thing was gonna have to go
09 [inclu]ding the nipple
10 DOC: [Right]
11 PAT: Youdre saying that the nipple wou
12 DOC: No it would not
At lines 0#11, after the surgeon concludes his discussion, lhdrawn
initiative, the patient asks a question about whether or not her nipple will be saved during
the surgery.
For another instance, see Example 15, which occurs approximately 18 minutes
into the visit. At lines 42, the surgeon concludes a discussabout surgery options. The
focus is the pa@ientsd talk at |l ines 04

Example 15: Patient Question Asking Il (Video 38b, 18:25)

01 DOC: So If you were scheduled for a lumpectomy



98

02  you get a lumpectomy.
03 HUS: Okay. | didndt Kknow.

04 PAT: Since r adiation was never discussed in the other

05 visit, is it, really | dondét wunder
06 invol ved with radiation [I donodot Kk
07 DOC: [Do you want ] to talk with

08  one of our radiation oncologists a littl e bit?

09 PAT: That would be fine.

At 04-06, after the surgeon concludes his discussion, and of her own initiative, the
patient begins to ask a direct question ab
guestion indirectly by claiming a lack khowledge about radiation. Note that the
surgeon understands this as a question when he offers, at 1#08st@7set up an
appointment for the patient to speak with a radiation oncologist. The vapetidat
guestion askingccurred in 49 out of 51 sas (96%)M = 11.92,SD= 8.18, variance =
66.43, ranging from 1 to 32 instances, skewness = .71, kurtedi®)=The variable
companion question askirmgcurred in 35 out of 51 cases (69%)= 5.20,SD= 6.29,
variance = 39.56, ranging from 1 to 2@tances, skewness = 1.24, kurtosis = .37).

An inductive/grounded thematic analysis (Strauss & Corbin, 199&tafnt
guestion askingevealed that it contained two distinct and robust subcategories involving,
on the one hand, patients asking questiorsrnvthey were explicitly solicited by the
surgeon, and on the other, patients asking questions of their own initiative. These

variables were called: (patient question asking: sehitiated; and (2) patient question
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asking: prompted(This distinction dil not emerge within the variabbempanion
guestion askin@pecause the surgeon typically did not address companions).
Examples 14 and 15 (above) were both of the varjadient question asking:

seltinitiated. For a final instance, see Example 16, whucburs approximately 16

minutes into the visit. Atlines@14, t he surgeon explains that
cancer, the recommended treatment is a par
talk at |l ine 15, N o t ewthtplforadting arotéinHsEHat2 r ecept o

associated with breast cancer recurrence, and thus with a worse prognosis.

Example 16: Patient Question Asking: Self - Initiated |

(Video 4, 16:10)

01 DOC: Follow it up with the radiation therapy and then do

02 anipple are ola reconstruction a year later (x) and

03 the end result would be that the uh left breast

04  would be a little bit smaller you could even so if

05 I meanifthere was a( ) if there was a enough

06 of adifference in size that you we re noticing like

07 you couldnét get a bra that fit pr
08 always go back and put a small implant behind it

09 you could reduce the other side I
10  bunch of different things you can do ta you know

11 kinda tweak the appearance a little bit (x) but |

12  think in terms of treating the cancer (x) the way

13  to go is probably with the partial mastectomy and
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14  the sentinel node
15 PAT: What about the HER2 receptor?
16 DOC: Okay so nowrthalyetn 6t k
17 PAT: Right

At line 15, without prompting, the patient takes the interactional initiative,
changes the topic, and asks a qupmasenti on
guestion asking: selhitiated occurred in 49 of 51 cases @% M = 11.08,SD= 8.02,
variance = 64.35, ranging from 1 to 32 instances, skewness = .78, kurdsis =

The variablepatient question asking: prompteefers to questions asked in direct
response to the sur geonos thewaiableatientat i on
guestion asking: selhitiated, which involves high patient initiative, the varialpiatient
guestion asking: promptadvolves lower interactional initiative. There is, of course, a
direct linkage between the varialgatient questn asking: promptednd its
interactional precursor, that being the varialegeon partnership building: question
solicitation (see above). An instance of the varigégient question asking: prompted
was already displayed in Example 5 at lineslBA@ove), which is reproduced in
reduced form below as Example 17. At line 01, the surgeon solicits questions. The focus
is the patie3.6s talk at | ines 02

Example 17: Patient Question Asking: Prompted | Video 2

(7:30)
01 DOC: So what questions can | answ er for ya
02 PAT: (x) Uhm (x) during the course of the full um year
03 (x) you would be basically guiding me right?

04 DOC: well your gunna have a team okay

abo

of
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Atlines0203, the patient responds to the sur
qguesti on regar di rggety mmlvesnent igteatmetts po st

For another instance, see Example 18, which occurs approximately 23 minutes
into the visit. At Iline 01, the surgeon co
in Manhattan,N¢ Yor k. The focus i s-0hhe patientdos

Example 18: Patient Question Asking: Prompted Il (Video 3,

23.05)

01 DOC: So, a number of different good places to go.

02 PAT: Okay.

03 DOC: Okay.

04 PAT: Okay.

05 DOC: Do you have any other questio ns?

06 PAT: Uhm, if | need to do this surgery,
07  [timef]

08 DOC: [timeframe]?

09 PAT: Right.

10 DOC: ltds not an emergency.

11 PAT: Okay.

25 DOC: You could do this in two months an

26  concerned.
27 PAT: Okay.
At lines 060 7 , i n response to the surgeonbds s

a question about the timeframe of her surgery. The vanient question asking:
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promptedoccurred in 24 out of 51 cases (48%)= .61,SD= .77, variance = .60,
rangng from 1 to 3 instances, skewness = 1.36, kurtosis = 1.83). Because the variables
surgeon partnership building: question solicitatiandpatient question asking:
promptedare naturally sequenced, it is potentially conflationary to include both in a
sinde regression analysis (at least in cases wheater g e o n s 0 actuallydoci ati ons
generat at i e nt s)0Begause af this,and becapsa t i e niritiatédd s e | f
guestionccurred much more frequentlythara t i ent s 6 p r,ohegetissod qu e s
was made to only include the former (ig.a t i e niritiatéd queegionkin the
secondary regression analyses.

Patient/companion expression of conceks defined by Street and Millay
(2001),expressionofconceinn c | udes @A ut t epatien exgresses worrywh i ¢ h
anxiety, fear, anger, frustration, and oth

For one instance, see Example 19, which was already displayed in Example 2 (above). At

line 01, the patient requests clarification regagdarpartial (vs. full) mastectomy, which

the surgeon answers atlines®3 . The focus is t-8% patient 0:
Example 19: Patient Expression of Concern (Patient 11,

26:49)

01 PAT: But thatodéds for the part[ial ]

02 DOC: [ Right.] Thatdés for the

03  partial mastectomy with the sentinel node. Yeah.
04 PAT: (4.2). Uhh. | dondét know why (. 8)
05 wantin my (breast) ((note: what she says is

06  unclear but she grabs her breast))
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07 DOC: Mm hmm.

08 PAT: And yet | osing the nipple bothers
09  why.
10 DOC: Well itdéds a very important part of

At lines 04-09, the patient expresses her concerns regarding losing her nipple. The
variablepatient expression of conceamly occurred in 13 out of 51 cases (25%). Due to
its low frequency, it was not retained in regression analyses. The vaaspEnion
expression of concemccurred in 0 cases (0%), and was similarly excluded from
regression analyses.

Summary of Communicatio/ariables included in Regression Aysis

In sum, the communicatieparticipation variables retained for the primary
regression analyses weseirgeon partnership buildingatient assertive response
patient question askingndcompanion question aslig. The communication
participation variables retained for the secondary regression analysesuvgesin
partnership building: question solicitatipeurgeon partnership building: othgpatient
assertive response: stating preferengedient assertiveesponse: challenging surgeon
andpatient question asking: satiitiated.

Length of Visit

Calculating the length of medical visits is a common practice among studies
utilizing audic and/or videerecorded data (Borgeet al., 1993; Eggly et al., 2006ide
et al., 2003; Ishikawa et al., 2002b; Street & Gordon, 2008). Length of visit has been
found to be significantly associated with increased patient question asking (Butow et al.,

2002; Eggly et al., 2006). The length of the treatrusdisionmaking cowersation
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began withthe time that surgeon entered the consultatb@m until the time that he
exited and the medical visit was completeength of visitanged from 1650 minutesM
= 27.35 minutes, median = 25 minut8§)= 11.08, variance = 122.8, skeess = .98,

kurtosis = .73.
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CHAPTER FIVE: STUDY TWO RESULTS
RESULTS
Frequencies and Distributions

Data were collected on patientsod age, e
marital status; sex was not solicited because all patients were famalégble 2).
Patientsd ages MaiB§& medibnr=G4SB-011.35) age \Bas &
continuous variable. Education included: High School or less14; 2%), tweyear
college degree (e.g., AR (= 8; 16%), B.A. degreen(= 19; 37%), and poggraduate
degree (e.g., M.A., Ph.D.ih & 10; 20%). Following prior research (Melmed, Kwan,
Reid, & Litwin, 2002), educatincr2;48%s di cho
and 0B. A.n=29r57%)oHowséhold income (for those who reponted46)
included: $30,000 or lesa € 9; 20%), $30,0080,000 ( = 4; 9%), $60,006r5,000 (
= 8; 17%), $75,008100,000 16 = 1; 2%), $100,00A.25,000 § = 9; 20%), $125,000
150,000 6 = 7; 15%), $150,00@00,000 ( = 3; 6%), and more than $200,000<% 5;
11%). Following prior research, household income was dichotomized in terms of state
median income (Robinson et al., 2002); In 2008, the New Jersey median income was
$70,347 (U.S. Census Bureau, 2010), and thus household income was dichotomized into
$0-$75,0 (h = 21; 46%) and $76,000 and up£ 25; 54%). Regarding ethnicity,
patients were 80% white, 8% Africakmerican, 8% Asian, and 4% Hispanic; this
di stribution closely matched that of the C
breastcancer popul&n, which was 83% white, 9% A€an-American, 4% Asian, and
7% Hi spanic (including 4% o600t hleenfHal,deFol | owi

Boer, & Chertow, 2010), ethnicity was dichotomized into white @1; 80%) and non



106

white (n = 10; 20%). Mariél status included single and never marriee @; 8%), single
and divorced/widowedh(= 15; 29%), and married(= 32; 63%). Following prior
research (Nakata, Takahashi, Otsuka, & Swanson, 2010), this variable was dichotomized
into single (1 = 19; 37%) ad married f = 32; 63%).
Analysis

A series of multiple linear regressions, logistic regressions, correlations, and frequencies
were used to analyze hypotheses and research questions. The level of significance was set
atp < .05 for all tests (Tabachnié& Fidell, 2007). Correlations were computed among
independent variables to test for multicollinearity. With one exception, none of the
independent variables were intercorrelated=at70 or higher, which warranted their
possible inclusion in statisticatlodels (Tabachnick & Fidell, 2007). The single exception
was the correlation betwe#ngth of visiandquestion askingncluding bothpatient
question askingr = .73,p <.001) andcompanion question askirfg= .68,p < .001).
Becausepatient questiomsking as a form of communicatigoarticipation, was a
primary variable of interest, the decision was made to lemgth of visitas an
independent variabl&ee Tables-3 for zereorder correlation matrices.

In the remainder of this chapter, regressamalyses are divided inpsimary,
secondaryandtertiary analyses (Secondary and tertiary analyses werehpo$t
Primary analyses included the communication variables (as independent variables) that
were coded accordi ng tilay 2001y aaccthassobsesjuemtle ma (S
gualified as statistically viable variables for inclusion (see Methods); these variables
included:surgeon partnership buildingatient assertive responsgatient question

asking andcompanion question askingn orde to better understand and explain how



107

communication behaviors were associated with patient outcomed)qmsécondary
analyses were performed. As noted in the Methods chapter (Chapter 4), secondary
analyses included the following communication variafdassindependent variables):
surgeon partnership building: question solicitatieargeon partnership building: other
patient assertive responses: stating preferenuasent assertive responses: challenging
surgeon andpatient question askingeltinitiated Tertiary analyses explored the

possible relevance of narommunication independent variables (see Methods chapter).
Variables included in tertiary analyses were selected using a data reduction method of
including into the model all potential covaies and independent variables

(i.e., communication variables) that have an association with the dependent variable of
.20 and greater (Hosmer & Lemeshow, 1989). For each research question, primary,
secondary, and tertiary analyses ares@néed in order.

Because data represented a single surgeon, and because physicians tend to have
relatively uniform practice styles (Cegala, Street, & Clinch, 2007; Street, 1991), it is
assumed that that variance can be explained by independent variabbesazaounted
for in terms of patieatand companiottevel variables.

RQ2: CommunicatiofParticipation and liness Uncertainty about Canc@hange
Research Question 2 asked if the communication variables of (a) patient
participation, (b) companion parip@ation, and (c) surgeon facilitation are associated with
a change in patientsdo i ipbsthvisiy.ds notedanehret ai nty

Methods chapter, the dependent variables wasreiguityuncertainty changand

unpredictabilityuncertainty bange
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AmbiguityUncertainty Change

Primary analysisA standardized multiple regression analysis was performed
using the dependent varialambiguityuncertainty changand the independent variables
of surgeon partnership buildingatient assertiveesponsespatient question askingnd
companion question askinghe regression analysis revealed that the model did not
account for a significant amount of varianceaofbiguityuncertainty change=(4, 46) =
.30,p = .88, adjR? =-.06. In terms of idividual relationships between the independent
variables anémbiguityuncertainty changeno independent variable was significantly
associated witlambiguityuncertainty changesurgeon partnership buildin@ =-.34,p =
.73), patient assertive respors@ = .51,p = .61), patient question askin@g=-.79,p =
.44), andcompanion question askirfg= .01,p = .99).

Secondary analysi#\ standardized multiple regression analysis was performed
using the dependent varialambiguityuncertainty changand the independent variables
of surgeon partnership building: question solicitatjieargeon partnership building:
other, patient assertive responses: stating preferenuatsent assertive responses:
challenging surgegrandpatient question asking: seffitiated. The regression analysis
revealed that the model did not account for a significant amount of variaaogajuity
uncertainty change=(5, 45) = .36p = .88, adj.R? =-.07. In terms of individual
relationships between the independent vargbledambiguity uncertainty changeo
independent variable was significantly associated gotinitiveavoidance change
surgeon partnership building: question solicitatigr= -.08,p = .94),surgeon

partnership building: otheft =-.41,p = .68), patient assertive responses: stating
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preferencegt = -.48,p = .63), patient assertive responses: challenging surgéen81,
p = .43), ancpatient question asking: seffitiated (t = -.95,p = .35).

Tertiary analysisA standardized multiple regressianalysis was performed
using the dependent varialambiguityuncertainty changand the independent variables
of perceived social suppgnteligiosity, andprior history with any breast surgeoiihe
regression analysis revealed that the model did nouatdor a significant amount of
variance oambiguityuncertainty changeF(3, 45) = 1.23p = .31, adjR? = .01. In terms
of individual relationships between the independent variableambiuityuncertainty
change none of the independent variablesre/significantly associated wigmbiguity
uncertainty changereligiosity (t =-.95,p = .36), history with any breast surgedn=
1.34,p = .19), andperceived social suppoft=-.57,p = .57).

Unpredictability-Uncertainty Change

Primary analysis A standardized multiple regression analysis was performed
with the dependent variablmpredictabilityuncertainty changand the independent
variables osurgeon partnership buildingatient assertive responsgatient question
asking andcompanion qué®n asking The regression analysis revealed that the model
did not account for a significant amount of variancargsredictabilityuncertainty
changeF(4, 46) = 1.32p = .28, adjR? = .03. However, in terms of individual
relationships with the indepdent variables angnpredictabilityuncertainty change
surgeon partnership building =2.22,p= . 0 3, b = .32) was signif
unpredictabilityuncertainty changeNo other variable was significantly associated with
the changepatient assertive responsg@s= -.40,p = .69),patient question asking = .65,

p =.52), anccompanon question askin@ = -.35,p = .73). In sum, greatemounts of
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surgeon partnership buildinguch as @A Do you have any other
during treatmentecisionma ki ng conversations was assocCi &
visits with decreasednpredictability uncertainty

Secondary analysi& standardized multiple regression analysis was performed
with the dependent variablmpredictabilityuncertainty changand the independent
variables osurgeon partnership building: question solicitatj surgeon partnership
building: other, patient assertive responses: stating preferengasent assertive
responses: challenging surgeandpatient question asking: setiitiated. The
regression analysis revealed that the model did not accounsifgmiicant amount of
variance olunpredictabilityuncertainty changeF(5, 45) = 1.35p = .26, adj R = .03.
However, in terms of individual relationships between the independent variables and
unpredictabilityuncertainty changenvhen controlling for dlother independent variables,
surgeon partnership building: question solicitatigg= 2.48p= . 02, b = . 36) W
significantly associated withinpredictabilityuncertainty changeaNo other independent
variable was significantly associated with the cleasgrgeon partnership building:
other(t = .83,p = .41),patient assertive responses: stating prefereifces.48,p = .63),
patient assertive responses: challenging surgg¢en.98,p = .33), andoatient question
asking: seHinitiated (t = .10,p =.92). In sum, greatesurgeon partnership building:
guestion solicitaton-s uch as fASo what questions can |
treatmentdecisionmaking conversation was associated with leaving visits with
decreasednpredictability uncertainty

Tertiary analysisA standardized multiple regression analysis was performed

using the dependent variaklapredictabilityuncertainty changand the independent
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variable ofsurgeon partnership building: question solicitatidrhe regression analysis
revealed that the moddid account for a significant amount of variance of
unpredictabilityuncertainty change=(1, 49) = 5.32p = .03, adjR? = .08. In terms of
individual relationships between the independent variablesigmebdictability
uncertaintychange surgeon partnership building; question solicitation was significantly
associated b =t=.43 = .03). In sum, greateurgeon partnership building:
guestion solicitaton-such as fASo what questions can |
treatmentdecisionmaking conversation was associated with leaving visits with
decreasednpredictability uncertainty
RQ3: Communicatioffarticipation and Mental Adjustment to Cancer Change

Research Question 3 asked if the communication variables of (a)tpatie
participation, (b) companion participation, and (c) surgeon facilitation are associated with
a change in patientsd -postrnisitaThe depepders t ment t o
varables, as noted in the Methasisction (Chapter 4), includighting spirt,
helplessneshopelessnesanxious preoccupatigrecognitive avoidangeandfatalism
Fighting-Spirit Change

Primary analysis A standardized multiple regression analysis was performed
using the dependent varialfighting-spirit changeand the indepatent variables of
surgeon partnership buildingatient assertive responseatient question askingnd
companion question askinghe regression analysis revealed that the model did not
account for a significant amount of variancdighting-spirit change F(4, 45) = 1.38p
= .26, adjR? = .03. In terms of individual relationships between the independent

variables andighting-spirit change no independent variable was significantly associated
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with fighting-spirit change surgeon partnership buildin@ = -.68,p = .50), patient
assertive responsés=-.97,p = .34),patient question asking=-1.10,p = .28), and
companion question askirfg=.76,p = .45).

Secondary analysi& standardized multiple regression analysis was performed
using thedependent variabligghting-spirit changeand the independent variables of
surgeon partnership building: question solicitatieargeon partnership building: other
patient assertive responses: stating preferenuaent assertive responses: challenging
surgeon andpatient question asking: seffitiated. The regression analysis revealed that
the modeHid significantly predicfighting-spirit change F(5, 44) = 2.46p = .05, adjR?
=.13. However, in terms of individual relationships between thepgmdent variables
andfighting-spirit change when controlling for all other independent variables, only
patient assertive responses: stating preferemees significantly, negatively associated
with fighting-spirit changeg(t =-2.72,p= . 0 1.40). Xb otker independent variables
were significantly associated witighting-spirit change surgeon partnership building:
guestion solicitatiorft = .003,p = .98),surgeon partnership building: othér=-.11,p =
.99), patient assertive responses: challamggsurgeont = 1.12,p = .27), andoatient
question asking: selhitiated (t =-1.46,p = .15). In particular, patients asserting their
treatment preferences during treatréatisionmaking visitsi s u ¢ hBe@asse 6f my
history, I 6vehbeeandhdordt dowart to do it a
chemotherapyi was significantly associated with patients leaving visits with increased
fighting spirit

Tertiary analysis A standardized multiple regression analysis was performed

using thedependet variablefighting-spirit changeand the independent variables
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religiosity, perceived social suppgnpatient assertive responses: stating preferenaed
patient question asking: setfitiated. The regression analysis revealed that the mdidel
account for a significant amount of variancefafhting-spirit change F(4, 43) = 4.59p
= .01, adjR? = .23. In terms of individual relationships between the independent
variables and diighting-spirit changeperceived social suppoftb =t=2.209 =
.04) andpatient assertive responses: stating preferejcés-.29,t =-2.09,p = .04)
were significantly associateReligiosity(t = 1.19,p = .24) andpatient question asking:
selfinitiated (t = -1.00,p = .33) were not significantly associatedmwighting-spirit
change In particular, patients asserting their treatment preferences during treatment
decisionmaking visitsi s u ¢c hBeacsauise of my hi story, | 6ve L
dondét want to do it agaiohwawssighifitantlyassaciatéedi on a
with patients leaving visits with increasgghting spirit However, increases in perceived
social support were associated with patients leaving visits withidggsg spirit
Helplessnessiopelessness Change

Primary analyss. A standardized multiple regression analysis was performed
using the dependent varialiielplessneshopelessness changed the independent
variables osurgeon partnership buildingatient assertive responsgatient question
asking andcompanion gastion askingThe regression analysis revealed that the model
did not account for a significant amount of varianclealplessneshopelessness change
F(4, 46) = .49p = .74, adjR? = -.04. In terms of individual relationships between the
independent ariables andhelplessneshopelessness chang® independent variable

was significantly associated wilielplessnesbhopelessness changairgeon partnership
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building (t = -.55,p = .58),patient assertive respons@s- -.42,p = .67),patient question
asking(t =-.71,p = .48), anccompanion question askirfg= .68,p = .50).

Secondary analysi& standardized multiple regression analysis was performed
using the dependent varialiielplessneshopelessness changad the independent
variables osurgeon partnership building: question solicitaticsurgeon partnership
building: other, patient assertive responses: stating preferengasent assertive
responses: challenging surgeandpatient question asking: setiitiated. The
regression analysigvealed that the model did not account for a significant amount of
variance ohelplessneshopelessness chand€5, 45) = .49p = .72, adjR? =-.04. In
terms of individual relationships between the independent variabldse$pidssness
hopelessnesange no independent variable was significantly associated with
helplessneshopelessness changairgeon partnership building: question solicitati@n
=-.03,p =.98),surgeon partnership building: othér=-1.18,p = .24), patient assertive
responss: stating preferencds=-.35,p = .73), patient assertive responses:
challenging surgeoft = -.59,p = .56), andoatient question asking: satiitiated (t = -
42,p=.68).

Tertiary analysis A standardized multiple regression analysis was pegdrm
usng thedependent variableelplessneshopelessness changed the independent
variablesethnicityandincome The regression analysis revealed that the model did not
account for a significant amount of variancénefplessneshopelessness chand€?2,

43) = 2.63p = .08, adjR? = .07. In terms of individual relationships between the

independent variables ahélplessneshopelessness chang® independent variable



115

significantly was significantly associated whbklplessneshopelessness change
ethnicity (t =-1.41,p=.17) andncome(t =-1.47,p = .15).
AnxiousPreoccupation Change

Primary analysis A standardized multiple regression analysis was performed
using the dependent varialaexiouspreoccupation changand the independent
variablesof surgeon partnership buildingatient assertive responsgatient question
asking andcompanion question askinghe regression analysis revealed that the model
did not account for a significant amount of variancarfiouspreoccupation change
F(4, 45) = 2.38p = .06, adjR? = .10. In terms of individual relationships between the
independent variables, no independent variable was significantly associatedxiatis
preoccupation changsurgeon partnership buildin@ =-.01,p = .99), patientassertive
responsest = 1.83,p = .07),patient question askin@g = .12,p = .90), andcompanion
guestion askingt = 1.90,p = .06).

Secondary analysi# standardized multiple regression analysis was performed
using the dependent varialaexiouspreoccupation changand the independent
variables osurgeon partnership building: question solicitatieargeon partnership
building: other, patient assertive responses: stating preferengasent assertive
responses: challenging surgeandpatient qustion asking: selinitiated. The
regression analysis revealed that the model did not account for a significant amount of
variance ofanxiouspreoccupation changé (5, 44) = 1.36p = .26, adjR* = .04. In
terms of individual relationships between théependent variables, no independent
variable was significantly associated wahxiouspreoccupation changsurgeon

partnership building: question solicitatiqih=.37,p = .72),surgeon partnership
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building: other(t = .003,p = .99),patient assertiveasponses: stating preferendes
1.28,p = .21), patient assertive responses: challenging surgg¢en37,p = .72), and
patient question asking: seffitiated (t = 1.53,p = .13).

Tertiary analysisA standardized multiple regression analysis watopaed
using thedependent variablanxiouspreoccupation changand the independent
variableseducation patient assertive responses: stating preferengasent question
asking: seHinitiated, andcompanion question askinghe regression analysis ealed
that the modetlid account for a significant amount of varianceankiouspreoccupation
change F(4, 45) = 2.86p = .04, adjR? = .13. In terms of individual relationships
between the independent variables androfiouspreoccupation chang@atient
assertive responses: stating preferencds =t = 2.85% = .04) was significantly
associated, aneducation(t = .36,p = .72),patient question asking: setiitiated (t = .41,
p = .68), anccompanion question askirfg= 1.85,p = .07) were nosignificantly
associated witlanxiouspreoccupation changén sum, patients asserting their treatment
preferences during treatmeshécisionmaking visitsi s u ¢ hBe@agse @f my history,
| 6ve been there, done t hat atienrarmt cleeronathérépy wa n't
T was significantly associated with patients leaving visits with decreasadus
preoccupation
CognitiveAvoidance Change

Primary analysis A standardized multiple regression analysis was performed
using the dependent varialdegnitive-avoidance changand the independent variables
of surgeon partnership buildingatient assertive responsgatient question askingnd

companion question askinghe regression analysis revealed that the model did not
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account for a significantnaount of variance afognitiveavoidance changé-(4, 46) =

46,p = .76, adjR? = -.05. In terms of individual relationships between the independent
variables anadognitiveavoidance changeio independent variable was significantly
associated witlcogntive-avoidance changeurgeon partnership buildin@ = .80,p =

.43), patient assertive responsg@s- -.82,p = .42),patient question askin@g = 1.14,p =

.26), andcompanion question askirfg=-.68,p = .50).

Secondary analysi# standardized nitiple regression analysis was performed
using the dependent varialdegnitiveavoidance changand the independent variables
of surgeon partnership building: question solicitatieargeon partnership building:
other, patient assertive responses: statprgferencespatient assertive responses:
challenging surgegrandpatient question asking: seffitiated. The regression analysis
revealed that the model did not account for a significant amount of varianogrofive
avoidance changé (5, 45) = 1.40p = .24, adjR? = .04. In terms of individual
relationships between the independent variablesaguitiveavoidance changeno
independent variable was significantly associated gotinitiveavoidance change
surgeon partnership building: questionlisdation (t = 1.52,p = .14),surgeon
partnership building: otheft =-.25,p = .81),patient assertive responses: stating
preferencegt = -1.06,p = .30), patient assertive responses: challenging surgg¢en
1.77,p = .08), andhatient question askg: selfinitiated (t = .07,p = .94).

Tertiary analysisA standardized multiple regression analysis was performed
using the dependent varialdegnitiveavoidance changand the independent variables
religiosity, surgeon partnership building: questignlicitation, andpatient assertive

responses: challenging surgecdrhe regression analysis revealed that the naidel
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account for a significant amount of variancecognitiveavoidance changé-(3, 46) =
2.85,p = .05, adjR? = .10. In terms of individal relationships between the independent
variables and ofognitiveavoidance changaone of the variables were significantly
associatedreligiosity (t =-1.64,p = .11),surgeon partnership building: question
solicitation(t = 1.57,p = .12), andpatient assertive responses: challenging surgéon
1.44,p = .16).

Fatalism Change

Primary analysisA standardized multiple regression analysis was performed
using the dependent varialf&alism changand the independent variablessafgeon
partnershipbuilding, patient assertive responsgatient question askingndcompanion
guestion askingThe regression analysis revealed that the model did not account for a
significant amount of variance &ftalism changeF(4, 44) = .32p = .86, adjR* = -.06.

In terms of individual relationships between the independent variabldatahsim
change no independent variable was significantly associatedfafigism change
surgeon partnership buildin@ = .71,p = .48),patient assertive respons@s= .15,p =
.88), patient question asking@ = .35,p = .73), anccompanion question askirfg=.32,p
= .75).

Secondary analysi#\ standardized multiple regression analysis was performed
using the dependent varialf&alism changand the independent variablefsurgeon
partnership building: question solicitatipeurgeon partnership building: othgpatient
assertive responses: stating preferenpasgient assertive responses: challenging
surgeon andpatient question asking: seffitiated. The regressionnalysis revealed that

the model did not account for a significant amount of varian¢atalism changeF(5,
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43) = .2.10p = .08, adj R =.10. However, in terms of individual relationships between
the independent variables afadalism changewhen conlling for all other independent
variablespatient assertive responses: challenging surgeas significantly associated
with fatalism changét=2.72p= .01, b = .43). No other ind
significantly associated with the changargem partnership building: question
solicitation (t = 1.30,p = .20),surgeon partnership building: othér= .81,p = .43),
patient assertive responses: stating preferelfcesl.57,p = .12), andoatient question
asking: seHinitiated (t =-.32,p = .79. In particular, greatgratient assertive responses:
challengingsurgeorsuch as dAltodos different when youbo
really is because itodés |i ke youodre- present
decisionmaking conversatn was associated with leaving visits with decredatadism.

Tertiary analysisA standardized multiple regression analysis was performed
using the dependent varialf&alism changand the independent variablestient
assertive responses: challengisigrgeonandpatient question asking: promptethe
regression analysis revealed that the mdakhccount for a significant amount of
variance ofatalism changeF(2, 46) = 8.08p = .01, adjR? = .23. In terms of individual
relationships between thedependent variables andfafalism changeboth of the
variables were significantly associat@dtient assertive responses: challenging surgeon
( b =t=2.87%p=.01) andoatient question asking: promptédb =t=3.83p =
.01). In particulg, greatempatient assertive responses: challenging surgeanich as
Al'toés different when youb6re faced with can
presented with your mdecisioarhakingyganveationwasg t h e

associad with leaving visits with decreastdalism.Additionally, greatepatient
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guestion asking: promptéd uch as i n response to the surg
any other questions for me?0, patientsod re
timef r ame ? 0 dur ideatigionmdkieg canvessaionwasrassociated with
leaving visits with decreasddtalism
RQ4: Communicatioffarticipation and Patient Satisfaction with Visit Communication
Research Question 4 asked if the communicatiorabkes of (a) patient
participation, (b) companion participation, and (c) surgeon facilitation are associated with
achangeipati ent sé6 sati sfact i oThedepehdentvaralele, vi si t
as noted in the method sectionpiga t i e n t t#id visé @mnusidataie
Primary analysisA logistic regression analysis was performed using the
dependent variablgatiens 8Satisfaction with visit communicatigless than fully
satisfiedn = 21, fully satisfiech = 30) and the independent variablésargeon
partnership buildingpatient assertive responsgatient question askingndcompanion
question askingA test of the full model was not significaf®®= . 1(8 N=51) =
6.52,p = .16, indicating that, as a set, the predictors did not distinguish between those
patients who were less than fully satisfied and those who were fully satisfied with the
surgeorT. The model was able correctly to classiB24 of those whavereless than fully
satisfied with the surgeon and 80% of those who were fully satisfied with the surgeon, for
an overall success rate of 67%.
According to the Wald criterion, no independent variable was significantly
associated witpa t i ent s 6 s aigiticoenmanicationsungeompartnérship
building ( ‘a1, N =51) = .10p = .78, odds ratio = .92patient assertive responses

(1,N=51) = 1.72p = .19, odds ratio = .79patient question asking®1, N = 51) =
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1.11,p = .29, odds ratio = .95), crompanion question askifgfq1, N = 51) =.25,p =
.62, odds ratio = 1.03).

Secondary analysi# logistic regression analysis was performed using the
dependent variablgatiens 8atisfaction withvisit communicatiorless than fully
satisfiedn = 21, fully satisfiech = 30) and the independevdriables osurgeon
partnership building: question solicitatipeurgeon partnership building: othgpatient
assertive responses: stating preferenpasgient assertive responses: challenging
surgeon andpatient question asking: seffitiated. A testof the full model was not
significant,R* = . 1(3,N=15i1) = 7.03p = .22, indicating that, as a set, the predictors
did not distinguish between those patients who were less than fully satisfied and those
who were fully satisfied with the surgeon.eltmodel was able correctly to classify 43%
of those who were less than fully satisfied with the surgeon and 73% of those who were
fully satisfied with the surgeon, for an overall success rate of 61%.

According to the Wald criterion, no independent able was significantly
associated witpatiens 8atisfaction withvisit communicationsurgeon partnership
building: question solicitatioff 1, N = 51) = .05p = .83, odds ratio = .94¥urgeon
partnership building: othe¢ ‘a1, N = 51) = .10p = .76, odds ratio = .85patient
assertive responses: stating preferencégl, N = 51) = 1.14p = .29, odds ratio = .79),
patient assertie responses: challenging surgepfe1, N = 51) = 1.83p = .18, odds
ratio = .62), olpatient question asking: seffitiated ( %1, N = 51) = .94p = .34, odds
ratio = .96).

Tertiary analysisA logistic regression analysis was performed using the

dependent variablpatiens 8Satisfaction withvisit communicatiorfless than fully
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satisfiedn = 21, fully satisfiech = 30) and the independent variablepatient assertive
responses: stating preferengeatient assertive responses: challenging surgeo
patient question asking: séffitiated. A test of the full model was not significaf =

1 7(3,Ne 51) = 6.91p = .08, indicating that, as a set, the predictors did not
distinguish between those patients who were less than fully satisfied and those who were
fully satisfied with the surgeon. The model was able correctly to clas$iydd8hose
who were less than fully satisfied with the surgeon and 77% of those who were fully
satisfied with the surgeon, for an overall success rate of 61%.

According to the Wald criterion, none of the independent variables were
significantly associatewithp at i ent s 6 sati sf act:paent wi t h Vvi s
assertive responses: stating prefereadg1, N = 51) = 1.48p = .22, odds ratio = .77),
patient assertive responses: challenging surge@il, N = 51) = 1.74p = .19, odds
ratio = .62), opatient question asking: seffitiated ( %1, N = 51) = .92p = .34, odds
ratio = .96).

RQ5: ConmunicationParticipation and Patierst 8atisfaction with Treatment Plans

Research Question 5 asked if the communication variables of (a) patient
participation, (b) companion participation, and (c) surgeon facilitation are associated with
pat i e nacsod with meatmentfplang he dependent variable, as noted in the
method section,ipat i ent s6 satisfaction with treat me

Primary analysis A standardized multiple regression analysis was performed
with the dependent variabfea t i e n t #id wits teeatmentfplanand the
independent variables stirgeon partnership buildingatient assertive responses

patient question askingindcompanion question askinghe regression analysis revealed
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that the model did not account for a significamtoant of variancegh at i ent s 0
satisfaction with treatment plang(4, 45) = 2.15p = .09, adjR? = .09. However, in
terms of individual relationships between the independent variablgsandi ent s 6
satisfaction with treatment plangatient question aghg (t=-2.08,p= . 0 4.39) wWas =
significantly, negatively associatedwpha t i ent s6 sati sf acNbi on wi't
other independent variable was significantly associatedpvéht i ent s6 sati sf ac
treatment planssurgeon partnershiplding (t = 1.33,p = .18),patient assertive
responsest = .06,p = .80), anccompanion question askirfg= .46,p = .69. In
particular, the more patiengsked questions during viskss uc h a s ayindthbat 6 r e s
the nipple would be a v e d ? $s theytrdpatedibeing completely satisfied with
treatment plans.

Secondary analysi#\ standardized multiple regression analysis was performed
with the dependent variabjea t i ent sé6 sati sf aatdithen wi th tre
independent variables stirgeon partnership building: question solicitatiosurgeon
partnership building: otherpatient assertive responses: stating preferenpasient
assertive responses: challenging surgesmmmdpatient question asking: sefiitiated. The
regression analysigvealed that the model did not account for a significant amount of
varianceop at i ent s6 sati sf ad(5j48)r1.60p=t.18 atjRPreat ment
.06. However, in terms of individual relationships between the independent variables and
patens 6 sati sf act i o npatentquastion askingtsalidated(t=p-1 an s
2.15,p= . 0 4.34) was negatively significantly associated witah t i ent sdé sati s
with treatment plansNo other independent variable was significantly assatiait

patientsd sat i sf a:isurgeonmpartmershighbuildingegadstme nt pl an
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solicitation(t = 1.40,p = .17),surgeon partnership building: othér= .46,p = .65),
patient assertive responses: stating preferelfces.38,p = .71), andpatient assertive
responses: challenging surgefir= .12,p = .91). In particular, the more patierisked
seltinitiated questions duringvistss uch as fiWhat about the HEF
they reported being completely satisfied with treatmeamgl Comparison of the primary
andsecondarg at i ent s6 sat i sf a aralysesrsuggests tiat althougla t me n
patient question askindecreasegp at i ent s6 sati sf aatenbon wi t h t
guestion asking: selhitiated, and nopatientquestion asking: promptddot included in
the analysis as described in methods section), contributed to this decneasd im e nt s 6
satisfaction with treatment plans

Tertiary analysis A standardized multiple regression analysis was performed with
the cependentvariablpat i ent sdé sat i sf aedihoimdependdnth t r eat
variables ofage perceived social suppagttistory with any breast surgepandpatient
guestion asking: selhitiated. The regression analysis revealed that the mdidel
account for a significant amount of variancgpoA t i ent s 6 sati sfacti on
plans F(4, 44) = 3.70p = .01, adjR? = .18. In terms of individual relationships between
the independent variablesandooit i ent s0 sati sf amoneathe wi t h t
variables were significantly associatade(t = 1.92,p = .06),perceived social suppoft
=1.82,p = .08),history with any breast surgedn=-.30,p = .77), andoatient question

asking: sekinitiated (t =-.178,p = .08).
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RQ6: ConmunicationParticipation and Patierst thitention to Adhere to
Treatment Plans

Research Question 6 asked if the communication variables of (a) patient
participation, (b) companion participation, and (c) surgeon facilitation are associated with
achangeipati ent s6 i ntenti on.Thedepandidnevariablefas t r e af
noted in the method sectionpgsat i ent s6 i ntention. to adhere

Primary analysisA logistic regression analysis was performed using the
dependentvariablgat ent s6 i ntenti on t (essahdmfdly e t o tr e
committedn = 17, fully committech = 33) and the independent variableswoifgeon
partnership buildingpatient assertive responsgatient question askingndcompanion
question askingA test of the full model was significaf® = . 2(8 N=5i)=9.11p
= .05, indicating that, as a set, the predictors did distinguish between patients that were
less than fully committed and fully committed to adhere to the treatment plans. The
modelwas able correctly to classify 47% of those who were less than fully committed
and 97% of those who were fully committed to adhere to the treatment plans, for an
overall success rate of 80%.

According to the Wald criterion, onjyatient question askingas significantly,
negatively associated wihat i ent s6 i ntention, th 1&#@heare t«
N =51) =5.19p = .02, odds ratio = .87. No other independent variable was significantly
associatedwitp at i ent s6 i ntent i on:surgeongartheeshig t o tr e
building ( ‘a1, N = 51) = .03p = .89, odds ratio = 1.05patient assertive responsess
(1,N=51) =.03p = .87, odds ratio = 1.03), aompanion question askirfefq1, N =

51) =.36,p = .55, odds ratio = 1.04). In sum, the more patiasked questions during
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visits--such as AYouobrpeplseaywonugl d hbaet tshaevend? o0, t
being fully committed to intend to adhere to the treatment plans.

Secondary analysi# logistic regression analysis was performed using the
dependentvariableat i ent sd6 i ntent i ons(ldsothaafdlizer e t o t
committedn = 17, fully committech = 33) and the independent variableswoifgeon
partnership building: question solicitatipeurgeon partnership building: othgpatient
assertive responses: stating preferenpagient assertive regmses: challenging
surgeon andpatient question asking: seffitiated. A test of the full model was
significant, R = . 2(B,N=5i) = 11.33p = .05, indicating that, as a set, the
predictors did distinguish between patients who were less thgrcarimitted and were
fully committed to intend to adhere to the treatment plans. The model was able correctly
to classify 65% of those who were less than fully committed to intend to adhere to the
treatment plans and 88% of those who were fully committiedténd to adhere to the
treatment plans, for an overall success rate of 80%.

According to the Wald criterion, onlyatient question asking: satfitiated was
significantly, negatively associatedwphat i ent s6 i ntention to adh
plans B 1= (1,Ne51)=7.91p=.01, odds ratio = .87. No other independent
variable was significantly associatedwitba t i ent sé i ntention to ad
plans surgeon partnership building: question solicitatioAg1, N = 51) = .22p = .64,
odds ratio = 1.17)surgeon partnership building: othér 1, N = 51) = .06p = .82,
odds ratio = 1.14)patient assertive responses: stating prefereiicel, N = 51) = .90,

p = .34, odds ratio = .80), apatient assertive responses: chatierg surgeor( &1, N =

51) = 1.54p = .21, odds ratio = 1.55). In sum, the more patiesked selnitiated
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questions duringvisitssuch as AWhat about the HER2 rec
reported being fully committed to intend to adhere to tregrirent plans.

Tertiary analysis A logistic regression analysis was performed using the
dependentvariableat i ent s6 i ntenti on (ldsothaafdllfer e t o t |
committedn = 17, fully committech = 33) and the independent variablegdficaton
andpatient question asking: setiitiated. A test of the full model was significa®’ =

2 2(2,Ne 51) = 8.94p = .01, indicating that, as a set, the predictors did distinguish
between those patients who were less than fully committed and those who were fully
committed to the treatment plan. The model was able correctly to clagstip#those
who were less than fully committed to the treatment plan and 97% of those who were
fully committed to the treatment plan, for an overall success rate of 80%.

According to the Wald criterion, the onbatient question asking: satiitiated
was significantly, negatively associatedwithat i ent sé6 i ntention to a
plans B 1= (1,Ne 51) =5.81p= .02, odds ratio = .88ducation( 1, N = 51)
=.03,p = .87, odds ratio = 1.14) was not significantly relatedt@t i ent s6 i nt ent |
adhere to treatment plank sum, the more patienésked selinitiated guestions during
visits-such as fAWhat about the HER2 receptor?90
committed to intend to adhere to the treatment plans.

RQ7: Communicatioffarticipation and Length of Visit

Research Question 7 asked if the communicatasrables of (a) patient
participation, (b) companion participation, and (c) surgeon facilitation are associated with
thelength of visit The dependent variable, as noted in the method sectiength of

Visit.
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Primary analysisA standardized multiplregression analysis was performed
with the dependent variablength of visitand the independent variablessofgeon
partnership buildingpatient assertive responsemtient question askingndcompanion
guestion askinglhe regression analysis reed that the modelid account for a
significant amount of variance tength of visit F(4, 46) = 24.65p = .001, adjR? = .65.
In terms of individual relationships between the independent variabldsragtt of visit
patient question asking=4.10,p= . 001, [ompanionGde}tionsaskofp=
421p= .001, b = .85) wer dengthiofvisiiNkithessargebn vy as s
partnership buildingt = 1.44,p = .16) norpatient assertive responsgs= .99,p = .33)
were significatly related tdength of visit In particular, the more patients and
companions, independentsked questions duringviskss uch as A Youodre sa
the nipple would be saved?0, the |l onger t
Secondary analysi# standardized multipleegression analysis was performed
with the dependent variablength of visitand the independent variablessofgeon
partnership building: question solicitatippurgeon partnership building: othgpatient
assertive responses: stating preferenpasient assertive responses: challenging
surgeon andpatient question asking: sefiitiated. The regression analysis revealed that
the modelid account for a significant amount of variancdesfgth of visitF(5, 45) =
12.43,p = .001, adjR? = .53. In tems of individual relationships between the
independent variables atehgth of visitsurgeon partnership building: question
solicitation(t=2.03,p= . 05, bpatent question asdimgdsatiitiated (t = 7.29,
p= .001, b = .79) wer denghiofvisiiND otrerandeépéngenta s s o c i

variable was significantly associated wligimgth of visit surgeon partnership building:
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other (t = 1.20,p = .24),patient assertive responses: stating prefereifces1.41,p =
.17), andpatient assertive responses: challenging surgg¢en.91,p = .37). In
particular, the more surgeons solicited questions from patients and the morts patien
asked seHnitiated questions duringvisiss uc h as A What about the
the longer the visits.

Tertiary analysis A standardized multiple regression analysis was performed with
the dependent variablength of visitand the independérariables ofige income
education marital status patient question asking: setfitiated, patient question asking:
prompted andcompanion question askinglease note, due to the inclusion of seven
independent variables, this regression analysiswvdsrpowered. The regression
analysis revealed that the modeél account for a significant amount of variance of
length of visitF(7, 38) = 13.92p = .01, adjR? = .67. In terms of individual relationships
between the independent variables ankadth of visif patient question asking: self
initiated( b =t=3.20p & .01) andcompanion question askifjgh =t=3.809f
.01)were significantly associated. The following variables were not significantly
associated witkength of visitage(t =-1.44,p = .16),income(t = 106,p = .30),
education(t = .17,p = .87),marital statuqt = .81,p = .42), andpatient question asking:
prompted(t = .65,p = .52). In particular, the more patierisked seHnitiated questions
and companions astteny questions (seifhitiated versus prompted was not
differentiated forcompanion question askings discussed in the Methods section) during
visits--such as AWhat about the HER2 receptor?090

committed to intend todhere to the treatment plans.
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CHAPTER SIX: DISCUSSION

Breast cancer is a national health problem, especially for women, claiming
approximately 40,000 lives every year (ACS1@)) Because at least eadiage breast
cancer (stages-D) is highly and suassfully treatable with surgery (i.e., successful at
preventing recurrence and mortality) (ACS, 2010), it can be argued that breast cancer
takes a heavier toll on womensO psychosoci
(Hewitt et al, 2004). Immedialy following diagnosis, one of the first medical specialists
that women visit is a surgeon. During these visits, which last approximately 30 minutes,
women are typically educated about their breast cancer and involved in the development
of a treatment pla

This dissertation examined treatmelgicisioamaking conversations between
surgeons and women who were newly diagnosed with breast cancer. Specifically, this
dissertation examined the association between patetered care (Beach & Inui, 2006;
Bensing, 2000; Epstein et al., 2005; McWhinney, 190%)hich was operationalized in
terms of communication behaviors that faci
(Street & Millay, 2001y and pati entsdé psychosoci al healt
comnunication behaviors involved attempts to build partnerships with patients, such as
soliciting patients® (u e smaking,sigpportiegmpatients,r a gi n
and fostering a continued partnership beyond the current visit. For patienteand
companions, communication behaviors involved asserting preferences (including those
t hat chall enged or disagreed with surgeons
(either of their own volition or when solicited by surgeons), and expressicgroen

Psychosocial health outcomes included: (1) changes (frontoppestvisit ) in two types
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of patientsoO un c e antbiguityandynpredictabiity); (2tchangege r (1 . e
(from pre to postvisit ) in five types of patienésnental adjustrant to cancefi.e.,

fighting spirit, helplessneshopelessnesanxious preoccupatigrognitive avoidange

andfatalism); 3)pati ent sd6 satisfact;i(@matwiegnmt svG si t ¢
satisfaction with treatment planand (5)p at i e nt s @ adherdtetmedtmentn st

plans This dissertation also examined the relationship between the aforementioned
communication behaviors and visit length.

This chapter has four broad goals. First, it reviews the communication behaviors
examined and discusses thgpecification (i.e., coding) and distribution. Second, this
chapter reviews and di sandmpicatenstahvelladi ssert a
theoretical implicationghat emerged from the metamalysis and regrass analyses.

Third, thischaptedi scusses the dissertationod6s | i miteé
directions for future research.
Communication Behaviors: Specification and Distribution

The data for the main dissertation study were initially coded for five specific
behaviorssugeon partnership buildingsurgeon supportive tallassertive response
(patient®and companiord, question askingpatient®and companior@, andexpression
of concern(patient®and companioris Street & Millay, 2001; Street & Gordon, 2008). A
gualitaive thematic analysis (Strauss & Corbin, 1998) of each of these variables revealed
that three of them consisted of coherent and robustauébles. For the first example,
one specific aspect glirgeon partnership buildingas soliciting questions from
patients, and thus surgeon partnership building was dividedirgtstion solicitatiorand

all other. For the second exampleatient assertive responsess divided intcstating
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preferencesndchallenging surgearfor the third examplgatient questiomskingwas
divided intoselfinitiated questiongndpromptedquestionsBelow is a review of the
communication variables that were considered for this dissertation.
Surgeon Partnership Building

Provider partnership bui |ctsthatgncaumgede f i ne
patients to discuss their opinions, express feelings, ask questions, and participate in
deci sion makingo (Street & Millay, 2001; p
occurred at least once in 51 of the total 51 cases, with a @i occurrences per
visit. However, qualitative thematic analyses suggested specifications, as follows.

Question solicitationOne specification of the varialdergeon partnership
buildingi s t he solicitati on Dofyoufmeatnyetmet s6 quest:
guestions for me right nowrhis behavior occurred at least once in 42 of the total 51
cases, with a range ofSloccurrences per visit.

All other types of partnership buildin@ther moves representing surgeon
partnership building includechec our agi ng p-maéking(e.q.Jstédé sd ewcpg sti @ ny
You have to decide what you wantto havedandl t 6s a very personal
decide what is comfortable for ypsupporting patients (e.g.hat makes a lot of serjse
and fostering a edinued partnership after the currentvisit(dgd m cer t ai nly ha
you to shoot me some questions [over email], and then | can respond to them so just
because wedre not sitting here together do
continuing. Theseypes of behaviors occurred at least once in 47 of the total 51 cases,

with a range of 43 occurrences per visit.
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Surgeon Supportive Talk

Provider supportivetalk s def i ned as fAstatements of
empathy, and other verbal displaysmftier per sonal sensitivityo (
66). Similar to that in primargare contexts (Street & Millay, 2001), surgeon supportive
talk was very rare; for example, in one ca
with: That makes a toof senseBecause the variabseirgeon supportive talsnly
occurred in five visits, it was eliminated from regression analyses.

The infrequency of surgeon supportive talk is supported by the findings of
Roberts (1999), who found that oncologists tesa@minations as service encounters, that
is, fAan occasion for giving and receiving
t he p a t48).lortg similarpines, Drew and Heritage (1992) argued that, in
institutional settings generally (includimgedical contexts), individuals (such as
providers) Adwithhold expressions of surpri
in order to enact professionalism. Importantly, the infrequency of surgeon supportive talk
in the present contexas defind by the coding schemdoesnot necessarily mean that
the surgeon was not O6supportived in a | ay
Heritage, withholding sympathy, affiliation, and so on may be a normative element of
providerpatient interagon. Second, in the context of cancelated, treatmerdecision
making conversations, provi dwhicswas®centrali si on
element of these conversations, but which ma@xoded as provider supparis actually

a major formof social support (Raupach & Hiller, 2002).
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Patient Assertive Responses

Patient assertiveresponsess def i ned as fAutterances in
expresses his or her rights, beliefs, interests, and desires as in offering an opinion, stating
preferenes, making suggestions or recommendati
(Street & Millay, 2001, p. 63). In general, these types of behaviors occurred at least once
in 36 of the total 51 cases, with a range -& dccurrences per visit. However, qualitativ
thematic analyses suggested specifications, as follows.

Stating preference®©ne specification of the variahpatient assertive responses
is when patients, without prompting from surgeons, express their treatment preferences.
For example, one patientidal 6 m t ot al |l y against .Anotheander s
patient saidOkay now at this point | do wanna get a second opinitiese types of
behaviors occurred at least once in 30 of the total 51 cases, with a rar@e of 1
occurrences per Vvisit.

Challenging surgeonA second specification of the varialpatient assertive
responsess when patients correct, disagree with, or challenge the surgeon. For example,
one patient attempted to correct the surgébad a lumpectomy todnother patient, in
response to the surgeonbd6és statement that hert
sarcastic correctionin their minds These types of behaviors occurred at least once in 18
of the total 51 cases, with a range €5 bccurrences per visit.
Patient Questin Asking

Patient questionaskings def i ned as #Autterances i n i
seek information and clarificationo (Stree

patient askedWhat about the HER2 receptorcluded in this variable weraso
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patientso6 efforts to solicit information t
Since radiation was never discussed in the
what 6s i nvol ved wi tlhgeneemlgpatientqgiesiion;askihg dondt kn

occurred at least once in 49 of the total 51 cases, with a rang&oddcurrences per
visit. However, qualitative thematic analyses suggested specifications, as follows.

Selfinitiated questions P at i e nt s Oselfgnii®eswhenaheyswene e r e
initiated by patients without being prompted by the surgeon. For example, one patient
requested confirmatSonyoddontdesaswirggonides mioj
saved?These types of behaviors represented the canonical form oftgaiicipation
and occurred at least once in 49 of the total 51 cases, with a rang@@ oicturrences
per visit.

Prompted questions Pat i e nt s oprogpteehhénitheynvere solkcitee,
or otherwise explicitly encouraged, by the surgeon. Fameig in one case, the surgeon
asked So what questions can | answer for yptig?which the patient replietlhm,
during the course of the full uhm year you would be basically guiding me figlet? is
an interactional relationship, rooted in the orgatniraof both action and sequence
(Schegloff, 2007), between the variablegeon partnership building: question
soliciationand that opatient question asking\lthough these behaviors were
significantly, positively correlated,= .51, indicating thain response to surgeon
guestion solicitabn, patients at times did not agldestiors, and thus that these two
behaviors/variables are conceptually distinct. One explanation for the lack of a much
higher correlation betweesurgeon partnership building: quisn solicitationand

patient question askinig that, in some instances, patients did not perceive a need for
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additional information. However, a quite different explanation is that patients did
perceive a need for additional information (i.e., they dielguestions to ask) yet
nonet heless declined or refused to ask. Pa
once in 24 of the total 51 cases, with a range-®fotcurrences per visit.
Patient Expression of Concern

Patient expression of conceisidd i ned as Autterances in w
expresses worry, anxiety, fear, anger, frustration, and other forms of negative affect or
emotionso (Street & Millay, 2001, p. 63).
relatively anxioug thatis, the meanprei sit score for patients?o
which is significantly associated with state anxiety (Bjcet al., 1999; Cayrou et al.,
2003; Cordova et al., 2003), was 3.14 out ofi6itOvas very uncommon for patients to
make direct expressions ofraern. For an example, one patient said, cryfngl yet
l osing the nippl e b.datibneaexmessioe of cohceonlyo n 6t know
occurred in 13 cases, which (as discussed in the method section, above) eliminated it
from regression analyses. Tildrequency of patients expressing concerns in the present
context accords with an intervielased study by Byrne, Ellershaw, Holcombe, and
Salmon (2002), who found that cancer patients overwhelmingly attempt to conceal their
emotional distress from familyriends, and providers. One patient reported that she

concealed her emotions from her provider because emotionstar@ormative part of

treat ment conversations: fAWhen you go for
sympt oms. . .aboutybowdygoadb6reafkeling and
coping or things |Iike thato (p. 18). Anoth

emotions/concerns was a mechanism for saving her own (positive) face (Brown &
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Levinson, 1987): AThandogyborsawgyédabhowhtr g
you say O6no I 6m notd and burst into tears
explanation for the infrequency pétient expression of concerelates to the
infrequency of provider supportive talk (se@ed), and involves the social organization
of conversation. Specifically, turns of talk are overwhelmingly sequenced (Schegloff,
2007), their form and function being heavily influenced by immediately preceding talk
(Heritage, 1984). If providersdonotena 6 support, 6 there may be
treatmentdecisionmaking conversations where it is relevant (Schegloff, 1992) for
patients to express concern.
CompaniorBehaviors

Companions are a natural part of treatrroigtisionmaking conversations and
werepresent in 76% of the study visits (see also Street, 2003). The vaaaibanion
assertive responsanly occurred in 16 cases, and the variaolepanion expression of
concernoccurred in 0 cases; due to their infrequency, they were eliminated from
regression analyses. The variablEmpanion question askimgcurred at least once in 35
cases, with a range of2D occurrences per Visit.

Findings from MetaAnalysis and Regression Analyses

The present dissertation involved two studies: A pajedoncept tidy (i.e., the

metaanalysis) and the main dissertation study. Each of these will be discussed in turn.
MetaAnalysis

The first studywasamesanal ysi s t hat was conducted

concept/ principled for t baealysmwaspubldhedaser t at i

Venetis, Robinson, Turkiewicz, and Allen (2009) in the jouRetient Education and



138

Counselingand reprinted with permission). As noted in the introduction (Chapter One),

relative to the bimedical model of medicine (Engdl977 198Q Mishler, 1981; Resier,

1978), the patiententered model (Beach &ui, 2006; Bensing, 2000; Engédl977;

Epstein et al., 2005; McWhinney, 1995; Roter et al., 1997), suggests that-patitared
communication shoul d be oa®wes.cThedtemdhingei t h p a
goal of the metanalysis was to document that the findings of all previous comparable

studies (i.e., ones of taped and coded communication behavior between patients and
cancercare physicians) generally supported an associaétween patieatentered

communication behaviorandcangeat i ent s6 psychosoci al heal i

In the metaanalysis, patieatentered communication was an aggregate variable

that included: (1) providerso deassprhnaey s of
optimism, and positive affect; (2) both pr
providersd solicitation of patientsd quest

guestions and voicing preferences and concerns; (5) amthisagiving opinions.

Constrained by prior research, the matalysis was only able to examine one type of
psychosocial health outcome, namely patient satisfaction, which was an aggregate
variable that included: (Ir)aldayt;i gm2t)s ¢ asta tein

satisfaction with specific aspects of visit communication (e.g., amount of information

received and the treatment decision); (3)
and (4) patientso6 per tiavwltement)and participationei r | ev
during visits; and (5) and patientsod perce

metaanalysis also coded for instrumental behavior, which was an aggregate variable that

included physici amatdoi gqrutessd i iomf arsrka tnigo ra ngli v i
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The findings of the metanalysis supported the general principle of the main
dissertation study. Specifically, patiezgntered communication was significantly,
positively associated with patient satisfaction. One spemificponent of patient
centered communication, that being affective communication, was itself significantly,
positively associated with patient satisfaction. As supported by past research (Hall et al.,
1988; Roter et al., 1987), instrumental behavior was @ignificantly, positively
associated with patient satisfaction. However, compared to instrumental behavior,
patientcentered communication was more strongly associated with patient satisfaction;
compared to both the aggregate variable of patentereccommunication and that of
instrumental behavior, affective behavior was more strongly associated with patient
satisfaction (see also Buller & Buller, 1987; Griffith et al., 2003).

Admittedly, the metanalysis failed to find a significant associatiornesn
participation behavioi as one specific component of patieenhtered communicatidn
and patient satisfaction. For at least two reasons, though, there was still a good rationale
for studying participation behavior in the main dissertation studst, Farticipation
behavior, as defined in the main dissertation study, included affective elements, such as
provider support, patient expression of concern, and patient disagreement/challenge.
Second, the metanalysis only examined one type of psychodamiécome, that being
patient satisfaction. However, for reasons yet to be determined, in the context of cancer
care, certain elements of participation behavior (e.g., patient question asking) appear to
benegativelyassociated with patient satisfactioshjkawa et al., 20G2 Ong et al.,

2000; Siminoff et al., 2000; Timmermaesal, 2007). Thus, it is possible that the

relationship between patienéntered communication and patient satisfaction is uniquely
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attenuated, which may not be the case for gikgchosocial health outcomes, such as
illness uncertainty and mental adjustment to cancer. Over the years, research has
regularly found behaviors that foster patient participation to be significantly associated
with other beneficial health outcomes, sashmproved overall health (Kaplan et al.,
1989), improved symptom resolution, lower anxiety (Stewart, 1995), recovery from
discomfort, and improved emotional health (Stewart et al., 2000). In order to better
address the association between patient paaticn behaviors and health outcomes,
study 2 was conducted. This second study combined specific behaviors with a broader
range of outcomes.
Regression Analyses

The main studyds results and i mplicatio
main dissertatio study was an exploratory analysis and data was collected from one
surgeon with 51 of his newdgiagnosed breastancer patients, all results and
implications are specific to this particular population and context. The author recognizes
that findings areot necessarily generalizable to all patient populations or all breast
cancer populations and their surgeons. The author also recognizes that additional research
is necessary before any physician or patient training modules can be created or
implemented. Aditionally, as an exploratory study (versus a deductive, hypothesis
driven study), the majority of the associations between independent and dependent
variables were not statistically significant. This lack of association is important because it
aids in icentifying which communicatioparticipation behaviors and which dependent

variables should be the focus of future studies. For example, because communication
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participation variables were not associate
communicationpne may be hesitant to include this variable in future research.

The main disserten study examined the assoeat between communicatien
participation behaviors and five psychosocial health outcomes (i.e., illness uncertainty
about cancer, mental adjusnent t o cancer, patientsoOo sati ¢
communication, patient satisfaction with treatment plan, and patient intention to adhere to
the treatment plan), as well as visit length. In the following subsections, results are
reviewed and irplications are drawn. Note that, for each dependent variable, there was a
primary, secondary, and tertiary analysis. In the primary analyses, the independent
variables weresurgeon partnership buildingatient assertive responsgatient question
asking andcompanion question askinghe secondary analyses took under consideration
the subvariables that inductively emerged from the primary independent variables, and
included the variables alurgeon partnership building: question solicitatieurgeon
partnership building: otherpatient assertive responses: stating preferenuatent
assertive responses: challenge surgemrdpatient question asking: seffitiated. While
the primary and secondary analyses focused exclusively on communication sehavior
independent variables, the tertiary analyses also considered the influence of age,
education, ethnicity, income, marital status, religiosity, perceived social support, prior
history with this surgeon, prior history with any surgeon.

Two Types of Iliress Uncertainty

Il 1l ness uncertainty is defined as fithe

related events. It is the cognitive state created when the person cannot adequately

structure or categorize an event because of the lack of sufficientccue( Mi s hel , 198
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225). Among cancer patients, increased levels of illness uncertainty are associated with
several deleterious psychosocial health outcomes, such as problems with psychological
adjustment, (Christman, 1990; Germino et al., 1998; MishBtalen, 1987; Neville,
1998), tension, angedepression, and fatigue (Sfiis et al., 20@), sadness and
pessimism (Mishel et al., 1984), symptom distress, including pain, nausea, and insomnia
(Phillips-Salimi et al., 2007), decreased quality of lifadia et al., 1992; Sammarco &
Konecny, 2008; Wallace, 2003), decreased optimism and motivation (Mishel et al.,
1984), increased anxiety, fear, depression, and hopelessness (Nelson, 1996; Wong &
Bramwell, 1992), and decreased hope (Wonghongkul et aD)200

Change in ambiguity uncertaintBoth theoretically and empirically (Mishel,
1988; Mishel & Braden, 1987; Mishel et al., 1984; Padilla et al., 1992), a fundamental
aspect of illness uncertainty is awuUes guity
or vagueness of cueso0 concerning the gener
treating the illness (Mishel, 1997). hone of theegression analgs, no communication
participation variables were found to be significantly associatedansttange in
p at i ambigugydncertaintylt is very possible thambiguity uncertainty change
much more strongly associated with a different communication variable, nannggon
information giving which is an instrumental (vs. participation) cammication behavior
that was not measured. The surgeon conducted and organized tredgoisioiimaking
conversations in a very O0stockd6 fashion; h
about treatments for the breast (i.e., surgery), and then pest&edo the same for the
rest of the body. For example, after introductions, the surgeon frequently started

conversations as follows:
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ASo you basically have to come up with
how do you treat the breast and plan number twovs you treat the rest
of the body. Uhm, so youodll hear me t al
The surgeon then would often speak in a relatively uninterrupted fashion, with both
patients and their companions reserving their questions until the surgeoamalste.
Only after the surgeon completed his dédstoc
l i kely that the surgeond6s education/inform
uncertainty.
Change in unpredictability uncertaintioth theorgécally and empirically (Liao,
Chen, Chen, & Cher2008; Mishel, 1988; Mishel & Braden, 1987; Mishel et al., 1984),
another fundamental aspect of illness uncertainty is a lack of predictability. lliness
unpredictability i nvoleveens tar efialtanekn to fa ncdo notuit
(Mishel, 1997, p. 8). The primary regression analysis revealeduhggon partnership
buildingis significantly,negativelya s s oci at ed wi t hunpredcthbditgge 1 n
uncertainty and thus associated witlpasitive psychosocial health outcome (i.e.,
patients becomkessuncertain). In the secondary analysis, the variabtgeon
partnership buildingvas divided into two discrete variables, includsajiciting
qguestionsand6 o t bhebavibrs. The secondary regressanalysis revealed that only one
of the two subdimensions ofurgeon partnership building namely,surgeon
partnership building: question solicitatidnwas significantly, negatively associated with
unpredictability uncertaintylt was noted earliertht t he sur geonds i niti
i nformational / educat i on alamhbigaityukcertaiatg. | | kel y

However, this 06stockd t aunpiedidtabititysuahbs al way s
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patientsd personal t riesant nbheenttweteinmesluirngesso.n sToh
guesti ons uapredictapilgytuncertaibtyga be interpreted in at least two
ways: (1) A deunprediciabildy uncertaiptyalh i emglsdut vi sits
surgeons to solicit more questions; and @Sgeons 6 sol icitations of
decrease i n prgpredcablty sngertdingymastllilely tarbugh providing
patients with interactional spaces to address issues of unpredictability. The first
interpretation seems less likehgcause surgeons would have to be able to evaluate
patientsod decreasing | evels of uncertainty
even if surgeons were able to do so, one would expect them to respond by soliciting
fewer (vs. more) questions.dfm a communication standpoithe secondary analysis
reveals a concrete training objective. Spe
partnership building are likely important (i.e., the varialegeon partnership building:
othen, surgeonsshoulde trained to explicitly solicit
such asWhat questions can | answer for you?
Mental Adjustment to Cancer: Coping

Ment al adjustment to cancer, or coping,
responses the patiemta k es t o t he diagnosis of cancero
Cancer patientso6é inability to cope is asso
including increased depression (Sollner et al., 1999), increased-calated worries
concernng physical, emotional, and relational problems (Grassi et al., 2004), increased
sexual problems (Ferrero et al., 1994), and decreased life satisfaction (Herbert et al.,

2009). The main dissertation study examined five dimensions of cofigigting spirt,
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helplessneshopelessnesanxious preoccupatigreognitive avoidangeandfatalismi
each of which will be discussed in turn.

Change infighting spiritfi ghting spirit i s defined as
as a challenge and adoptingaposiivet i t udeo ( Greer , 2000, p .
cancer patients, increasedighting spiritare associated with decreases in anxiety and
depression (Akechi et al., 2001; Cayrou et al., 2003; Grassi et al., 2004; Ho et al., 2003,
2004; Kang et al., 2008; hk et al., 2003; Nordin et al., 1999; Nordin & Glielius, 1998;
Schnoll et al., 1995; Schnoll et al., 1998; Watson et al., 1991; Watson et al., 1994),
emotional distress (Classen et al., 1996; Cordova et al., 2003; Ferrero et al., 1994), health
distress (Heet al., 2004), cancer worry (e.g., about recurrence; Lampic et al., 1994), and
psychological stress (Grassi et al., 2005). Increases in fighting spirit are associated with
increases in welbeing (Lampic et al., 1994; Whitford et al., 2008), improved @mnat
functioning and adjustment (Nordin & Glielius, 1998; Schnoll et al., 1995), and quality of
life (Levine & Targ, 2002; Nordin & Glielius, 1998; Schnoll et al., 1998). In the primary
analysis, none of the communication variables were significantlgiassd with changes
in patientso f itgpodtvisinldoweveriinrthe secondary amalysis, éhe
variablepatient assertive responsess divided into two discrete variables, including
stating treatment preferencaadchallenging surgearn the secondary analysis, the
variablepatient assertive responses: stating preferemas significantlynegatively
associated witincreases n  p afightimgisgiris @nd thus with a positive health
outcome (i.e. patients emerged from visits widgihker levels ofighting spirit). The
tertiary analysis suggested that this relationship held even when factoring in other non

communication variables. Additionally, the
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visit levels ofperceived social suppbare associated witthecreases n  p afightign t s 0
spirit. However, this finding is contradictory to prior research among breast cancer
patients that finds that increased social support is associated with §ogdbeg spirit
(Akechi et al., 1998; Grssi et al., 1993). Future research should reexamine the
relationship betweesocial supportandfighting spirit

Given the lack of significant associations in the primary analysis, the significant
finding in the secondary and tertiary analysis can Ipdagred in the following manner.
Fighting spiritis characterized as a coping style in which patients feel like they can affect
the course of their cancer, and in which patients want to participate in treatment decision
making (Grassi et al., 199&reer,1991; Link et al., 2008 The subvariablepatient
assertive responses: challenging surgpotentiallyrepresents interpersonally
disaffiliative behavior that involves patients struggling to affect the course of their cancer
i n the f ace riodgpostiens, gne thus §ias thel gotenttiat to be associated
wi t h a r edu cfighting spirit Tinis iptexpretaon is su@ported by the fact
that the variabl@atient assertive responses: challenging surgeasassociated with a
(nonsignificart) decrease n  p afightirgrspiris Alternatively, the sulvariable
patient assertive responses: stating preferemcése very embodiment of patient
centered, treatmeitecision making, and has the potential to be associated with an
increase irfighting spirit When these two swmariables are combined, as they were in
the primary analysis gmtient assertiveresponses i t i s possi bl e that
ot her in tefightrgspift pati entso

The connection betwegratient assertive regmses: stating preferencasd

fighting spirit and has strong face validity. Because this connection is correlational, there
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are at |l east two i nt er prfghtiegtspiricthraaighou( 1) An i
visits (through a variety of potential méh a ni s ms , such as recei vi ni
pl easantly unexpected treatment iIinformatio
preferences more frequently,; and (2) The a

p at i fghtingsprit From a communationintervention perspective, the second

interpretation suggests that patients could be trained to assert their preferences, and

surgeons could be trained to solicit such preferences (as a form of partnership building).
Change in helplessnes®pelessres Helplessnestopelessneds a coping style

characterized by pessimistic attitudes, fear, and negative appraisals of cancer diagnoses

(GleseDavis & Spiegel, 2003; Mishel, 1988). Among breeahcer patients, increases in

helplessneshopelessnessreassociated with increases in anxiety and depression

(Akechi et al., 2001; Grabsch et al., 2006; Reuter et al., 2006; Schnoll et al., 1998;

Watson et al., 1991), increases in psychological distress (Ferrero et al., 1994), decreases

in quality of life (Cottan et al., 1999; Schnoll et al., 1998), decreases inlvastig

(Levine & Targ, 2002), and decreases in emotional health, social functioning, vitality,

and mental health (Anagnostopoulos et al., 2006). In both the primary and secondary

analysis, no communrétion variables were significantly associated with changes in

pati ent s 0-hopetebspessdrens pr@epess visit. It is interesting to note that, in

both the primary and secondary analysis, while not significant, the variables associated

with surgeon partnership buildingpatient assertive responsesdpatient question

askingwere associated witihcreases n  p alelplessnesbopelessnessver the

course of visits (This was not the casedompanion question askinghich wasot
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significantly associated witdecreases n  p alelplessnesbopelessnessver the
course of visits).

Change in anxious preoccupatiodnxious preoccupation is characterized by
persistent anxiety and a pessimistic attitude that lends to negatively evainatiogl
information and physical symptoms (Greer, 1991). Among biczaster patients,
increases imNxious preoccupatioare associated with increases in anxiety and
depression (Akechi et al., 2001; Grabsch et al., 2006; Reuter et al., 2006; Schnoll et al
1998; Watson et al., 1991), increases in psychological distress (Ferrero et al., 1994),
decreases in emotional health, social functioning, vitality, and mental health
(Anagnostopoulos et al., 2006), and decreases in quality of life (Schnoll et a)., 1998

In both the primary and secondary analysis, no communication variables were
significantly associ axiespreaccupdiiofarhpeertoges i n p
postvisit. However, the tertiary analysis found that, when adjusting for both
communicabnandnorc o mmuni cati on Vv ar iedusdtiocnthe such as
variablepatient assertive responses: states prefer@raesignificantly associated with
decr e as e sankiqus ppeactupatianhreedotential explanations exist: (1) as
the vist progresses, patients become less anxious, and as a result, feel compelled to
participate and state preferences. Aosel; more plausible explanatienthat the act of
stating oneds treatment preferences aids t
cancerthus resulting in hdsecoming less anxious. The third explanation is the
surgeoné6és response to the patientsd stated
anxious, particularly if the response is autonesupportive (Ryan & Deci, 2000uture

researchshould x ami ne surgeonsoOO responses to patie
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expand the understanding of how specific communication behaviors are associated with
patientsd6 reductions in anxiety.

There was at least one association tteatded toward significance, which is
notable given the main studyods small sampl
both the primary analysip € .06) and tertiary analysip € .07) revealed that increases
in companion question askimngere assciated withdecreases n  p adnxioegsnt s 6
preoccupatior(p = .06). This correlation can be interpreted in at least two ways: (1) The
i ncr eas e amaxious preotcupatiott srboughout visits O6causes
companions to ask more questions;orfld) e as ki ng of questions b
compani ons Oc aus e sdnxiouepctkoccupatianThese aie at lepasatvo e nt s
reasons to dismiss the first interpretatio
(at least directly) recognize andmm i t or ¢ h a n @eiais preoccupadidnj ent s 0
which is a psychological state; and (b) It runs counter to theory and research suggesting
that information acquisitionan serve ag mechanism for reducing anxiety (That is, as
pati ent sadxiolsgeocupatiorsuliside, we would expect less, not more,
guestion asking). Alternatively, the second interpretadiang ge st s t he O&dpower
communication, and the future possibility
example, companions, ratheathpatients, could be trained in question asking or how to
effectively participate in the treatmeaécisionmaking visit.

Change in cognitive avoidanc€ognitive avoidance is characterizgda
constant redirecting of thoughts to avoid thinking abooteaand a preference for a
passive role in treatment decisioraking (Shields et al., 2004; Watson et al., 1994).

Despite some inconsistency, prior studies generally find that, among breast cancer
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patients, increases in cognitive avoidance are assovittethcreases in depression

(Reuter et al, 2006), increases in psychological distress (Ferrero et al., 1994), decreases in
quality of life (Cotton et al., 1999), and decreases in spirituativeatig (Levine & Targ,

2002). In both the primary, secondaand tertiary analysis, no communication variables

were significantha s soci at ed wi t hcognitiva avgdarscdommpreipat i ent s
post visit. One potential explanation for a lack of significant associations may be related

with the nature of the vimble cognitive avoidancdn hindsight, it appears problematic

to ask patients about their degree of cognitively avoiding thoughts of cancer and

treat ment when patients are currently in s
physical examinatias with surgeons, and are preparing for treatrdentsionmaking
conversations.

Change in fatalismFatalism is a maladaptive coping strategy characterized by
patientsd6 acknowledgement of the diagnosi s
alack of desire to actively participate in information seeking or treatment decision
making (Cordova et al., 2003; Greer, 1991; Shields et al., 2004). Prior studies generally
find that, among breastancer patients, increases in fatalism are associatethaidases
in negative outcomes, such as anxiety and depression (Akechi et al., 2001; Watson et al.,
1991) and decreases in quality of life (Cotton et al., 1999).

In the primary analysis, no communication variables were significantly associated
withchang s 1 n fatalismfrenmpresadpost visit. In the secondary and tertiary
analyses, the variabpatient assertive responses: challenging surg&as significantly
associated witklecreases n  p afatalimandstiius with a beneficial health corne.

This association has at | east t waalismnter pr e
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throughout visits 6causesOd patients to cha
patients challenging sur g éamliss Giecthal ses 6 a r
reduct i on datalismaremssociatedwithsiricreases in their reported levels of
participation (Shields et al., 2004), and given that the vargdilent assertive

responses: challenging surgecan be conceptualized as a form aftgipation(i.e.,

because it involved patients essentially arguing with the surgeon, for example challenging

or disagreeing with a point of information), either of these two interpretations are viable.

As such, because patisdt ¢ h al | e n g e mteractiomallypirdlamenataryi, radrel
research i s necessary before recommending
challenges.

The tertiary analysis additionally revealed that increaspatient question
asking: promptedvs. selfinitiated) was significantly associated wittecrease
p at i fataigmsTdis association can be explained as follows. Patients who were most
likely to experience decreasedatalismwere patients who began visits with high levels
of fatalism By definition, faalism is coping style in which individual avoid active
participation (Shields et al., 2004), and #ive qua norof active participation is asking
guestions of oneds own initiative. Thus, f
likely to ask question&hen solicited by the surgeon. Again, from a communication
intervention perspectivperhaps ur geons shoul d be trained to
Patientso6 Satisfaction with Visit Communic
Among cancer pati ent s ,isfactiondsrassacsatedswith n pat
increases in their quality of life three years post diagnosis (Kerr et al., 2003), decreases in

patientsd emotional distress three months



152

patientsd psychomaths poshbaselme (Ehilinglet al.,}2008),lande e

decreases in patientsd anxiety three month

In the primary, secondary, and tertiary analysis, no communication variables were

significantl y as asweisitsaisfacttbn with visihcorpnaubicatom t s 6 p

Note that patients6 express a satisfaction

experiences a high ceiling effect (Roberts, Cox, Reint8aite, & Gilbertini, 1994; Sita

& Wood, 1997). Along thesknes, in the main dissertation study, patients reported very

high satisfactionNl = 8.80; range -B). Because of this, data were dichotomized into

0l ess than M<ul9.y0 ;s adtli9%)f iaentitls 9d(;f5904).ITyis sat i sf i e

distinction may not &ve produceddequate and/or meaningful variance. Alternatively,

communicatiorparticipation behaviors may not be the communication behaviors that are

associatedwitp at i ent s6 sati sf act.instead, satisfabtionumays i t c o0

be associatedi t h t he cl arity and thorough nature

2009; Siminoff et al., 2000).

Patientso6 Satisfaction with Treatment Pl an
Al t hough prior research on patientso6 sa

related variable, it of decision regret, is associated with negative health outcomes

(Brehaut et al., 2003; Davison et al., 2007), such as decreased role and social functioning

and increased pain (Davison et al., 2007). In accordance with prior findings in the context

of cancer care regarding patient satisfaction (Ishikawa et al., 2002; Ong et al., 2000;

Siminoff et al., 2000; Timmermans et al., 2007), the primary analysis revealed that

increases ipatient question askingre significantly associated witlecrease

patent s 6 sat i sf act i .orhisfwndingwas tefmedantthengecondarg | a n s
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analysis, which divided the varialjpatient question askingto two subvariables,

includingpatient question asking: seffitiated andpatient question asking: prompted

The secondary analysis found that opétient question asking: seffitiated was

significantly,negativelyassociated with at i ent sdé sati sf acThis on wi t

association can be interpreted nwthat | east

treatment plans (astheyemergearsh egot i at ed t hroughout vi si

ask questions; or (2) The asking of quest:

Regarding the first interpretation, future research needs to examenetr ol e of pati

pre-visit treatment expectations and whether they are met or violated during visits (e.g.,

often newly diagnosed breast cancer patients arrive to the visit with a preference for a

particular surgical treatment, Lally, 2009). Regardimg second interpretation, it is

likely that the explanatory mechanismlestd i r ect |y i n perseibent sbé gl

ratheri ndi rectly in the quality of surgeonso r

patientsd expect at imaymand secbriday ahalysisctheedpbe of t h

gualified with those of the tertiary analysis, which found that, when adjusting for both

communication and necommunication variables (e.g., patient age, treatment history,

and perceived social support), the varigidéent question asking: satfitiated wasnot

significantly associate¢p(= .08) withp at i ent s6 sati sf agdhei on wi t h

association did, though, trend in the same direction

Patients6 I ntentions to Adhere to Treat men
Similartopat i ent s6 sati sfacti,thevanablgplat viesit s6co

intentions to adhere to treatment plasadfered from a ceiling effecM = 4.67; Range =

1-5). As such, this variable was MkgkEhot omi z
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34%)amd o6 f ul | y M=bmd;mb6%).Paraldb thé above findings regarding
p at i sawsfactian with treatment planthe primary analysis revealed that increases in
patient question askingre significantly associated witlecreasegnp at i e nttossé | nt e |
to adhere to treatment planghis finding was again refined in the secondarg tertiary
analysis, which found that onpatient question asking: setfitiated was significantly,
negativelyassociatedwitp at i ent s 6 i nt ent ntplansThiso adher e t
association can be interpreted in at leasttwoways:)) Pati ent st | ack of
adhere to treatment plans (as theyemergeasgle got i at ed t hroughout
patients to ask questions ;0 oprat(i2e)n tTsh et oa sbkei
dissatisfied. Question asking is a means of soliciting information, and if responses to the
guestions do not fully address patientsd m
provided is contradictory to prior knowledge, patiemesraotivated to continue question
asking. Thus, increased question asking could be the result of unsatisfactory surgeon
information provision or responses to prior questions, creating dissonance in the patient
and contributing to less treatment adherence.

Summary of communication and psychosocial health outcdm&sm, three
positive and trainable communication behaviors were found to be significantly associated
with changes in adaptive coping styles and reduced illness uncertainty froim post
visit: (1) The variablgatient assertive responses: stating preferemes associated
with increasedighting spiritand decreaseahxious preoccupatiqr{2) The variable
surgeon partnership building: question solicitatias associated with decreased
unpredictability uncertainty(3) The variablgatient question asking: promptéck.,

guestions resulting from surgeonsod solicit
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decreasethatalism Although a facghreatening behavior (and therefore netessarilya
candidate for patient training), the variapbgient assertive responses: challenging
surgeorwas associated with decreadathlism Patient question asking: seffitiated
had deleterious effects on two outcomes, and increapesiemt question askingelf
initiated was associated witless than complete satisfaction with the treatment atah
less than full commitment to adhering to the treatment. plan
Communication and Length of Visit

The findings discussed above suggest a range of possibléciiefalth
outcomes resulting from patients and their companions asking questions. Despite these
possible benefits, prior research suggestsaghastion askingxtends the length of visits,
either directly or indi r ewsionoyinfarntatioough pr ov
(Eggly et al., 2006; Ishikawa et al., 2002; Koedoot et al., 2004; Leetnan 1993). In
line with prior research, the primary analysis revealed thatgmitent question asking
andcompanion question askirge significantly assaated with longer visits. The
primary analysis &s supplementedaly the secondary analysis, which found saigeon
partnership building: question solicitaticandpatient question asking: seffitiated are
significantly associated with longer visits. Tieetiary analysis revealed that, when
adjusting for both communication and rRoemmunication variables (e.g., patient age,
income, education, and marital statysgtient question asking: setfitiated and
companion question askirage significantly assmated with longer visits. In sum, every
avenue for patiersided questions whether it be surgeons asking for them, or patients

or companions askinpemi increased visit length.
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Theoretical Implications

The previously described findings should bestdared in relation to the theories
addressed in the review of literature (Chapter 2). Specifically, implications for
uncertainty in illness theory (Mishel, 1988) and sldtermination theory (Ryan & Deci,
2000) are discussed below.
Uncertainty in lliness'heory

Uncertainty in illness theory (Mishel, 1988) defines uncertainty in the kealth
context as fithe inabil it yelatecbevetts ttistheni ne t he
cognitive state created when the person cannot adequately structure or zateyori
event because of the Il ack of sufficient cu
that were salient in this study are ambiguity uncertainty and unpredictability uncertainty.
As discussed previouslgmbiguity uncertaintgoncerns that withhe general state of the
illness and thgeneral plan for treating the illness (Mishel, 1997). The communieation
participation behaviors examined in the main dissertation were not significantly
associated witlambiguityuncertainty changdJnpredictabilityuncertaintyconcerns a
lack of clarity between treatment and outcomes. The communication veauabenn
partnership building: question solicitatiamas significantly associated with a decrease in
p at i wnpradistdbility uncertainty

This dissertatio has implications for uncertainty in iliness theory (Mishel, 1988)
in at |l east two ways. The first implicatio
illness uncertainty. As discussed in the Methods chapter, several of the original 23 items
of thecommunity version of the uncertainty in illness scale were deleted due to lack of

relevance. Specifically, items discussing symptoms, illness progression, treatment
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success, and communication with healdine providers were omitted. Among retained
itemswhen relevant, the term Aillnesso was r ¢
version of the uncertainty in illness measure was designed to represent a single factor;
however, with this study population, the factor analysis produced two factors. The

resultng two factors resembled two of the four factors of uncertainty that Mishel

designated for other versions of the measure (e.g., adult version). Future research may
consider pursing the concept of separate dimensions of uncertainty in iliness, particularly
among cancer populations.

A second implication considers the role of the structure provider in uncertainty
managementJncertainty in illness theory (Mishel, 1988) explains methods of
uncertainty reduction i ncl udermaientseeknyt so Vv i
However, the theory does not take into account the mechanisms byimfbichation
seeking andhformationgiving canoccur. For example, patient question asking can be
either seHinitiated or promptedThe theory appears to acknowledsglfinitiated
guestions without recognizing heathar e provi dersé rol e in the
guestionsSur geonso® solicitation of questions <ca
companion question which can also prompt a surgeon response, amjlienitiyereduce
patient uncertaintyruture research should further examine the role of the structure
provider in uncertainty management.

SeltDetermination Theory

Seltdetermination theory (Ryan & Deci, 2000) argues that humans have three

basic psychologial needs: autonomy, relatedness, and competence. Particularly relevant

to the main dissertation study was the motivation of autonomy, which is refers to the need
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for individuals to direct their own behavior. As previously described in Chapter 2, the
theoly explains that these psychological needs can be affected by social elements such as
interaction with healtitare providers. Healtbare providers can either engage in
autonomysupportive behaviors (e.g., encouraging patient participation) or autenomy
contolling behaviors (e.g., discouraging patient participation). Within the context of this
dissertationsurgeon partnership buildinig exemplary of autonomgupportive
behaviors, an@atient assertive responsgatient question askin@articularly self
initiated questions), anghtient expressions of conceare exemplary of patient
autonomous behaviors. Prior research reports that autesoppprtive behavior is
associated with positive patient outcomes, particularly improved health behaviors
(Williams & Deci, 1996a, 1996b; Williams et al., 1996) and improved adherence
(Williams et al., 1998). Likewise, in the main dissertation stgdygeon partnership
building, and specificallysurgeon partnership building: question solicitatiovas
associated withku ¢ t i o n s unpredigtailityi uecertaistyd his finding supports
the claims of selfletermination theory. Additionally, some patient autonomous
behaviors, includingatient assertive responses: stating prefereacekpatient assertive
response: ballenging surgeoywere also associated with improved outcomes, such as
i ncr eas e sfightimg spieatnide mrtesddu ¢ t i anxiais prenccupadidni ent s 0
andfatalism These findings provide further support for the theory.

However, one patient amtomous behavior in particulgratient question asking:
seltinitiated, was not associated with improved patient outcomes, adetelfimination
theory would predict. Rather, increagmtient question asking: sefitiated was

associated with lower leleofp at i ent sdé sat i sf acanhdiwdhiesswi t h t

r
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than full (vs. full) intention to adhere to treatment plaBsfore these findings can be

integrated into the current saletermination theory, additional research is necessary to

determing he causes of pateintsoOo question aski

adequate response for prior questions (i.e., a suigeehautonomycontrolling
behavior).
Limitations

The main dissertation study is limited in at least six ways. First, datadtawn
from a single healthcare organization (@encer Institute of New Jergeand do not
necessarily generalize to other healthcare contexts, such as private surgical practices. As
aNational Cancer Institutelesignated cancer center of excellencéepts frequently
attend theCancer Institute of New Jersé&y second opinions; this was reflected in the
fact that 65% of the study patients had already consulted with a different surgeon about
their breast cancer, which likely affected their-pigt levels of uncertainty and coping,
as well as their postisit ratings of satisfaction and intention to adhere, which would
have been done with reference to previous surgeons and visits.

Second, the study included, and thus represented the practicengfieassirgeon.
Like other types of physicians, individual surgeons have distinctive practiceistgies
example, the participating surgeon performed brief physical examinations prior to
treatmentdecisionmaking conversations, whereas other surgeons tio ared have
distinctive interactional styles, which likely shape those of their patieatthermore,

the study only included 51 patients, which greatly limited statistical power.

Third, because two of the outcome variabfeg t i ent s & svasit i sf act.

communicatiomandp at i ent s® i ntent i on,suffereddrdnhceiling t o

n

o

t



160

effects, they had to be dichotomized, wh reduced variability and potential to identify
associations with other variables

Fourth this study was limited tan examination of psychosocial changes
occurring immediately after visits, and did not track continuing changes longitudinally
(cf., Fallowfield,Hall, Maguire, & Baum;1990; Liu et al., 200@yicCaul et al., 1999;
Vahdanian, Omidavri, & Montazeri, 2010).

Fifth, the findings of this study do not generalized beyond women (vs. men) with
breast cancer, and do not generalize beyond breast cancer (vs. other types of cancer).

Future Research

One trajectory for future research stems directly from the aforemenqitio
limitations. The main dissertation stuslyouldbe replicated with a larger sample of
practice sites, patients, and surgeons, which should be varpd/bigiansex (Street et
al., 2005) and subpecialty, such as general surgery vs. surgical oncoldgyg
replication study should also alter and expére scope of theesearch in at least four
ways. First, the replication study should use slightly different measures of satisfaction

that produce more variance. One possible measure is the {deaéldimate

Questionnaire (Williams, Ryan, & Deci, 199
of t he pr ov isuppeortize behaviort Secomdnthe replication study needs to
examine the role of the communication variaklergeon information givingGordon et

al., 2006; Ong et al., 1999; Takayama & Yamazaki, 2004; Timmermans et al., 2006).
Prior research suggests that gaining infor

et al., 1993; Shawt al.,2001), and that uncertainty is associatedwdbping (Mishekt

al., 1984; Wineman, Schwetz, Goodkin, & Rudick, 1996). Third, in order to enhance
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potential future interventions @ommunication behavior, the replication study needs to
examine the role of the positioning of communication behaviach as before, during,

or after surgeonsd 6stock eduawmeedsitoonal 6 t al
examine data with structural equation modeling techniques (vs. mere regression

techniques) in order to more rigorously explore the indirect andtdiffect pathways

from communication behavior to outcomes.

If similar results are found in the replication study as were found in the main
dissertation study, then research should progress in at least two directions. First, future
research needs to exema the relationship between provigsatient communication and
womenods psychosoci al h e adaricdr expeviemge,far he cour s
example from diagnosis to surgery to chemotherapy to survivorship. Second, future
research needs to intervemei sur geonso6 and patientsd commu
test the efficacy of such an intervention
health outcomes. Training providers would require asvep process: (1) first, (as noted
above) additionalesearch is needed to determine how and when patient question asking
creates deleterious effects. Perhaps it is the types of questions patients are forced to ask or
perhaps it is the need to seek clarification. Following those results, providers can be
trained on what additional information to provide patients prior to the pafierstion
asking portion of the visit (Cegala, 1997). This could potentially reduce excessive patient
guestions. The challenge wileto encourage patients to participate andcasdstions (as
surgeon question facilitation has significantly positive effects, particularly reduced
unpredictability uncertainfywhile attempting to prevent excessive questions (which lead

to decreases ipatient satisfaction with the treatment plandless than full commitment
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to adhering the treatmentplagn.  To | mprove the patientsodo ex
trained (e.g., Cegala, Marinelli, & Post, 2000) to state their treatment preferences to their

providers.
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Table 1
Communication Variables, ¢ir Relationship to Satisfactielnke Health Outcomes, and

their Relative Strengtbf-Relationship

Communication Variable Relationship to Satisfactiol Relative Strength of
Relationship
1. PatierCentered r=.14* a

Communication

la. Affective Béavior r=.16* b1, ¢
1b. Participation Behavior Ns C2
1bl1. Physician Ns
Facilitation
1b2. Patient Ns

Participation

2. Instrumental Behavior r=.076* &, by

Note: Similarly lettered relationships are significantly different from one anothér, wi
lower superscripted numbers indicating a stronger relationship; All significance leve

p<.05
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Table 2

Breast cancer patient sociemographic characteristics

Age (n=51) M =53.88,SD=11.35

N %

Education 51
High School or less 14 2
Two-year college degree 8 16
B.A. degree 19 37
Postgraduate degree 10 20
Less than B.A. 22 43
B.A. or more 29 57

Household Income 46
$30,000 or less 9 20
$30:60,000 4 9
$60-75,000 8 17
$75$100,000 1 2
$100125,000 9 20
$125150,000 7 15
$150200,000 3 6
$200,000 + 5 11
$0-$75,000 21 46

$76,000$200,000+ 25 54



Ethnicity
White
African-American
Asian
Hispanic
White

Non-white

Marital Status
Single and never married
Single & divorced/widowed
Married
Single

Married

Prior history with this surgm
Had prior history

No prior history

Prior history with any surgeon
Had prior history

No prior history

51

41

41

10

51

15

32

19

32

51

42

51

33

18

80

80

20

29

63

37

63

18

82

65

35
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Companion Presence
No companions
At least one companion
1 canpanion
2 companions

3 companions

12

39

26

11

24

76

49

22

166
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Table 3 (page 1 of 4)

Bivariate Zero Order Correlation Matrix of Communication Variables with all Variables

1. 2. 3. 4. 5. 6. 7. 8.
DOC_PB -28*  -10 -.02 -.07 .09 -.08 27 -.20
PB: QS -12 -.08 -21 -.16 .10 -.07 .20 .01
PB:Other -28% -.04 30 .15 -.02 -.03 15 -.36**
PAR_AR -.03 .06 21 19 A1 -14 .04 .01
PAR: Pref -.10 .01 24 .16 12 -.01 .09 -17
PAR: Chal A2 13 -.08 15 -.10 -.25 .07 .16
PAT_Q -.25 S2xx 15 .01 10 -.02 .08 .05
PQ: SI -.24 5216 .01 A1 -.02 .07 .05
PQ: PR -.20 .07 -.07 .01 -.02 -12 10 10
COM_Q -13 A5 14 -.10 22 A3 19 -.07
Length -38** .50 .30 .01 26 -01 .22 .01

*< .05,** <.01,*** <.001, twetailed

NOTE: Y AXIS: DOC_PB is surgeon partnership building, PB: QS is surgeon partnership
building: question solicitation; PB: Other is surgeonmanghip building: other; PAR_AR is
patient assertive responses; PAR: Pref is patient assertive responses: stating preferences;
Chal is patient assertive responses: challenging surgeon; PAT_Q is patient question asking
| is patient question agkg: selfinitiated; PQ:PR is patient question asking: prompted; COM_(
companion question asking; length is length of visit;

X AXIS: (1) age; (2) education; (3) income; (4) ethnicity; (5) marital status; (6) religiosity; (
history with current surgen (8) history with any surgeon; (9) perceived social support; (10)
surgeon partnership building; (11) surgeon partnership building: question solicitation; (12)
surgeon partnership building: other; (13) patient assertive responses; (14) patient assertive
responses: stating preferences; (15) patient assertive responses: challenging surgeon; (16
guestion asking; (17) patient question asking-isétifited; (18) patient question asking:
prompted; (19) companion question asking; (20) length of A&t &mbiguityuncertainty
change; (22) unpredictabiliyncertainty change; (23) fightirgpirit change; (24) helplessness
hopelessness change; (25) anxibpieoccupation change; (26) cognitiaeoidance change; (27,
fatalism changeact(i208n) wiatthi esnutrsgbe osnastbi svfi s i
satisfaction with the treatment plan; (30) patient intention to adhere to the treatment plan
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Table 3 (page 2 of 4)

Bivariate Zero Order Correlation Matrix of Communication Variables withv/atiables

9. 10. 11. 12. 13. 14. 15. 16.
DOC_PB -.01 . 83 .36* -.10 .09 -.19 -.03
PB: QS .05 .83 . -.22 -.20 -.08 -.16 .04
PB:Other -.09 36%*  -22 . .16 29% -.06 -12
PAR_AR -.38** -.10 -.20 .16 . 82%% 67 37
PAR: Pref -.31* .09 -.08 29% .82 : A7 19
PAR: Chal -.28 -.19 -.16 -06 .66%** A7 : A1
PAT_Q -.15 -.03 .04 -12 .37 19 A1
PQ: SI -.15 -.06 -.01 -10  .39* .20 A2F% QOrH*
PQ: PR .01 35%* 51 -25 -11 -.06 -.05 24
COM_Q .16 .16 .25 -.15 -27  -30% -12 450
Length -.06 A7 .20 -.04 .02 A7 A7 T1x*

*< .05,%* <.01,*** <.001, twetailed

NOTE: Y AXIS: DOC PB is surgeon partnership building, PB: QS is surgeon partnership
building: question solicitation; PB: Other is surgeon partnership building: other; PAR_AR i
patient assertive responses; PAR: Pref is patient assertive responses: stating preferences
Chal is patient assertive response: challenging surgeon; PAT_Q is patient question asking
| is patient question asking: séffitiated; PQ:PR is patient question asking: prompted; COM_
iS companion question asking; length is lengjthisit

X AXIS: (1) age; (2) education; (3) income; (4) ethnicity; (5) marital status; (6) religiosity;
history with current surgeon; (8) history with any surgeon; (9) perceived social support; (1(
surgeon partnership building; (11) surgeon partnership buildirestapn solicitation; (12)
surgeon partnership building: other; (13) patient assertive responses; (14) patient assertivi
responses: stating preferences; (15) patient assertive responses: challenging surgeon; (1¢
question asking; (17) patient questasking: seHnitiated; (18) patient question asking:
prompted; (19) companion question asking; (20) length of visit (21) ambiguiitgrtainty
change; (22) unpredictabilityncertainty change; (23) fightirgpirit change; (24) helplessness
hopelessneschange; (25) anxiotipreoccupation change; (26) cogniti@eoidance change; (27
fatalism change; (28) patientsd satisfac
satisfaction with the treatment plan; (30) patient intention to adhere ti@#tment plan
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Table 3 (page 3 of 4)
Bivariate Zero Order Correlation Matrix of Communication Variables with all Variables

17. 18. 19. 20. 21. 22. 23. 24, 25.
DOC_PB -.06 .35* .16 A7 -.06 31 -06  -.05 .03
PB: QS -.01 S 25 .20 -01 31 .01 .06 .03
PB:Other -10 -.25 -.15 -04 -08 .01 -12 -19 .01
PAR_AR 39 -11 =27 14 .04 -01 -28* -.13 27

PAR: Pref .20 -.06 -.30* .02 -10 -04  -42% -14 .25

PAR: Chal A42% -.05 -12 A7 .06 .08 .01 -12 .18

PAT_Q 99F* 24 ASFRE e 212 .06 -22 -12 .30*
PQ: SI . 15 AZer 71 11 .05 -23 -10 31*
PQ: PR A5 . .18 21 -10 10 .11 -12  -.03
COM_Q A3 18 . 677 -10 .06 .07 .07 .28*
Length g1 21 67 . -.09 -02 -03 -18 .20

*<.05,** <.01,*** <.001, twetailed

NOTE: Y AXIS: DOC_PB is surgeon partnership building, PB: QS is surgeon partnership
building: question solicitéion; PB: Other is surgeon partnership building: other; PAR_AR is

patient assertive responses; PAR: Pref is patient assertive responses: stating preferences; PAR:
Chal is patient assertive response: challenging surgeon; PAT_Q is patient question ask¥g; PQ

is patient question asking: sétitiated; PQ:PR is patient question asking: prompted; COM_Q is
companion guestion asking; length is lengthvisit

X AXIS: (1) age; (2) education; (3) income; (4) ethnicity; (5) marital status; (6) religiosjty; (7
history with current surgeon; (8) history with any surgeon; (9) perceived social support; (10)
surgeon partnership building; (11) surgeon partnership building: question solicitation; (12) surgeon
partnership building: other; (13) patient assertive respsin(14) patient assertive responses:

stating preferences; (15) patient assertive responses: challenging surgeon; (16) patient question
asking; (17) patient question asking: selfiated; (18) patient question asking: prompted; (19)
companion questiors&ing; (20) length of visit (21) ambiguiyncertainty change; (22)
unpredictabilityuncertainty change; (23) fightirgpirit change; (24) helplessndsspelessness

change; (25) anxiouipreoccupation change; (26) cognitimeoidance change; (27) fatalism
change; (28) patientsdé satisfaction with surge
with the treatment plan; (30) patient intention to adhere to the treatment plan
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Table 3 (page 4 of 4)

Bivariate Zero Order Correlation Matrix of Communiaatti Variables with all Variables

26. 27. 28. 29. 30.

DOC_PB 10 12 -02 19 04
PB: QS 20 13 .02 17 .03
PB:Other  -15  -01  -06 .05 02
PAR_AR -.01 06  -31* -18  -14
PAR: Pref  -14  -15 -23  -11  -18
PAR: Chal .22 34% .28  -17  -03
PAT_Q 10 A1 =25 -34% 41w
PQ: SI 10 08 =25  -34% 41w
PQ: PR .09 36~ .09  -13  -04
COM_Q 03 11 04  -07  -12
Length .06 17 .07 17 =27

*< .05,** < .01,*** <.001, twetailed

NOTE: Y AXIS: DOC_PB is surgeon partnership building, PB: QS is surgeon partnership
building: question solicitation; PB: Other is surgeon partnership building: other; PAR_AR is
patient assertive responses; PARRs patient assertive responses: stating preferences; PAR
Chal is patient assertive response: challenging surgeon; PAT_Q is patient question askirg;
is patient question asking: sdfftiated; PQ:PR is patient question asking: prompted; COM_Q
companion question asking; length is lengthvisit

X AXIS: (1) age; (2) education; (3) income; (4) ethnicity; (5) marital status; (6) religiosity; (7
history with current surgeon; (8) history with any surgeon; (9) perceived social support; (10)
surgeon partnership building; (11) surgeon partnership building: question solicitation; (12) st
partnership building: other; (13) patient assertive responses; (14) patient assertive response
stating preferences; (15) patient assertive responses: diadjesurgeon; (16) patient question
asking; (17) patient question asking: selfiated; (18) patient question asking: prompted; (19)
companion question asking; (20) length of visit (21) ambiguitgertainty change; (22)
unpredictabilityuncertainty chage; (23) fightingspirit change; (24) helplessndsspelessness
change; (25) anxiougreoccupation change; (26) cognitieoidance change; (27) fatalism
change; (28) patientsé satisfaction with
with the treatment plan; (30) patient intention to adhere to the treatment plan
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Table 4 (page 1 of 4)

Bivariate Zero Order Correlation Matrix of Dependent Variables with all Variables

1. 2. 3. 4. 5. 6. 7. 8.
AmbUnc -.09 -.19 -06  -10 -.09 -.25 -01 21
UnpUnc -.08 .01 -.07 -.02 -14 -.05 .16 .18
FSpirit .05 -.16 .01 -.05 .01 .20 .04 -.03
HH .09 -.16 -26  -.27* .09 A5 -.13 -.03
AnxPre -.09 24 .07 14 -.02 -11 10 -.09
Avoid -.04 A7 -.01 -.18 -.08 -.30* .01 .06
Fatal .03 .10 .16 -.03 -.03 .03 19 .07
Sat .04 -.09 .03 -11 -.07 .10 .03 .05
RxSat 34 -.08 -14 A7 -17 A1 22 -.04
Adhere .18 -.20 -.08 .07 -.03 -.09 .01 .09

*< .05, <.01,*** <.001, twetailed

NOTE: Y AXIS: AmbUnc is ambiguity uncertainty change; UnpUnc is unpredictability
uncertainty change; FSpirit is fighting spirit change; HH is helplesdr@gsslessness change;
AnxPre is anxious preoccupation change; Avoidognitive avoidance change; Fatal is fatalisn
change; Sat is patientsdé satisfaction wi
satisfaction with the treatment plan; Adhere is patient intention to adhere to the treatment p
X AXIS: (1) age; 2) education; (3) income; (4) ethnicity; (5) marital status; (6) religiosity; (7
history with current surgeon; (8) history with any surgeon; (9) perceived social support; (10
surgeon partnership building; (11) surgeon partnership building: questiocitesioli; (12)
surgeon partnership building: other; (13) patient assertive responses; (14) patient assertive
responses: stating preferences; (15) patient assertive responses: challenging surgeon; (16
guestion asking; (17) patient question askimdf-imitiated; (18) patient question asking:
prompted; (19) companion question asking; (20) length of visit (21) ambigodsgrtainty
change; (22) unpredictabiliyncertainty change; (23) fightirgpirit change; (24) helplessness
hopelessness change; 2hxiousi preoccupation change; (26) cogniti@eoidance change; (27,
fatalism change; (28) patients6 satisfac
satisfaction with the treatment plan; (30) patient intention to adhere to the treatment pla
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Table 4 (page 2 of 4)

Bivariate Zero Order Correlation Matrix of Dependent Variables with all Variables

9. 10. 11. 12. 13. 14. 15. 16.

AmbUnc -.23 -.01 -.01 -.08 .04 -.10 .06 -12
UnpUnc .06 31* 31* .01 -01 -.04 .08 .06
FSpirit 40 -.06 .01 -12 -28*  -42%* 01 -22
HH -.13 -.05 .06 -.19 -.13 -14 -12 -12
AnxPre .06 .03 .03 .01 .27 .25 .18 .30*
Avoid -.18 .10 .20 -.15 -.01 -14 .22 10
Fatal .02 12 13 -.01 .06 -15 .34* A1
Sat 12 -.02 .02 -.06 -31* -23 -28*  -25
RxSat .32* 19 A7 .05 -.18 -11 -17 -.34*
Adhere .08 .04 .03 .02 -14 -.18 -.03 - 41%*

*< .05,** < .01,*** <.001, twetailed

NOTE: Y AXIS: AmbUnc is ambiguity uncertainty change; UnpUnc is unpredictability
uncertainty change; FSpirit is fighting spirit change; HH is helplessmaslessness change;
AnxPre is anxious preoccupation change; Avoid is cognitive avoidance change; Fatal ia fa
change; Sat is patientsé satisfaction wi
satisfaction with the treatment plan; Adhere is patient intention to adhere to the treatment |
X AXIS: (1) age; (2) education; (3) income; (4) ethnicity; fgrital status; (6) religiosity; (7)
history with current surgeon; (8) history with any surgeon; (9) perceived social support; (1(
surgeon partnership building; (11) surgeon partnership building: question solicitation; (12)
surgeon partnership buildingther; (13) patient assertive responses; (14) patient assertive
responses: stating preferences; (15) patient assertive responses: challenging surgeon; (1¢
question asking; (17) patient question asking=-isitifated; (18) patient question asking:
prompted; (19) companion question asking; (20) length of visit (21) ambigudgrtainty
change; (22) unpredictabiliyncertainty change; (23) fightirgpirit change; (24) helplessness
hopelessness change; (25) anxibpieoccupation change; (26) cognéitiavoidance change; (27
fatalism change; (28) patientsd satisfac
satisfaction with the treatment plan; (30) patient intention to adhere to the treatment plan
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Table 4 (page 3 of 4)
Bivariate Zero Oder Correlation Matrix of Dependent Variables with all Variables

17. 18. 19. 20. 21. 22. 23. 24,

AmbUnc -11 -.10 -.10 -.09 . .07 -20 .36**
UnpUnc .05 .10 .06 -02 .07 . 02 -11
FSpirit -.23 A1 .07 -03 -20 .02 . .02
HH -10  -12 .07 -18 .36 -11 .02

AnxPre 31 -.03 .28 .20 .19 .28* -17  -13
Avoid .10 .09 .03 .06 .04 .10 -08 -.03
Fatal .08 .36* A1 A7 .07 02 24 -01
Sat -.25 .09 .04 .07 .18 -09 23 -01
RxSat -34*  -13 -.07 -17 .03 A9 12 -10
Adhere -42%  -.04 -12 -27 .20 .07 11 -05

*<.05,** <.01,*** <.001, twetailed

NOTE: Y AXIS: AmbUnc is ambiguity uncertainty change; UnpUnc ipredictability

uncertainty change; FSpirit is fighting spirit change; HH is helplesdr@gsslessness change;

AnxPre is anxious preoccupation change; Avoid is cognitive avoidance change; Fatal is fatalism
change; Sat i s patiedtesidsisbtcesmmeni oat womnh RxS®
satisfaction with the treatment plan; Adhere is patient intention to adhere to the treatment plan

X AXIS: (1) age; (2) education; (3) income; (4) ethnicity; (5) marital status; (6) religiosity; (7)

history with curent surgeon; (8) history with any surgeon; (9) perceived social support; (10)

surgeon partnership building; (11) surgeon partnership building: question solicitation; (12)

surgeon partnership building: other; (13) patient assertive responses; (14)gssistive

responses: stating preferences; (15) patient assertive responses: challenging surgeon; (16) patient
guestion asking; (17) patient question asking-isétifited; (18) patient question asking:

prompted; (19) companion question asking; (20) leofthsit (21) ambiguityuncertainty

change; (22) unpredictabiliyncertainty change; (23) fightirgpirit change; (24) helplessness
hopelessness change; (25) anxibpieoccupation change; (26) cogniti@eoidance change; (27)

fatalism change; (28) patiet s 6 sati sfaction with surgeonsd vi
satisfaction with the treatment plan; (30) patient intention to adhere to the treatment plan
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Table 4 (page 4 of 4)

Bivariate Zero Order Correlation Matrix of Dependent Variables withvatiables

25. 26. 27. 28. 29. 30.
AmbuUnc .19 .04 .07 .18 .03 .20
UnpUnc .28 .10 .02 -.09 .19 .07
FSpirit -.16 -.08 .24 .23 A2 A1
HH -.13 -.03 -.01 -.01 -11 -.05
AnxPre . 13 .03 -.07 A7 21
Avoid 13 . .06 .03 .15 31
Fatal .03 .06 . .15 -12 .02
Sat -.08 .03 .15 . .38** .25
RxSat 17 .15 -12 .38** . .B60***
Adhere .21 31 .02 .25 .B60***

*< 05,** <.01,** <.001, twetailed

NOTE: Y AXIS: AmbUnc is ambiguity uncertainty change; UnpUnc is unpredictability

uncertainty change; FSpirit is fighting spirit change; HH is helplessmgsslessness change;

AnxPre is anxious preoccupation changeoihis cognitive avoidance change; Fatal is fatalism
change; Sat is patientsd satisfaction with sur
satisfaction with the treatment plan; Adhere is patient intention to adhere to the treatment plan

X AXIS: (1) age; (2) education; (3) income; (4) ethnicity; (5) marital status; (6) religiosity; (7)

history with current surgeon; (8) history with any surgeon; (9) perceived social support; (10)

surgeon partnership building; (11) surgeon partnership building: questiottation; (12) surgeon

partnership building: other; (13) patient assertive responses; (14) patient assertive responses:

stating preferences; (15) patient assertive responses: challenging surgeon; (16) patient question

asking; (17) patient question asl: selfinitiated; (18) patient question asking: prompted; (19)

companion question asking; (20) length of visit (21) ambiguiitgertainty change; (22)
unpredictabilityuncertainty change; (23) fightirgpirit change; (24) helplessndsspelessness

change; (25) anxiou$ preoccupation change; (26) cognitimeoidance change; (27) fatalism

change; (28) patientsod6 satisfaction with surge:
with the treatment plan; (30) patient intention to adhere to the tretpiam
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Table 5 (page 1 of 4)

Bivariate Zero Order Correlation Matrix for Demographics with All Variables

1 2 3 4 5. 6 7 8

Age . -08 -35 .17 -.19 19 .02 24
Educaton -.08 . 39**  -.03 .07 .03 .01 -.06
Income -.35*%  .39** . 21 .20 -17 21 -A43*
Ethnicity A7 -03 21 . -18  -19 .03 -.06
Marital -.19 .07 .20 -.18 . 23 -.04 -.06
Religiosity 19 .03 -12 -19 23 . -.10 -.07
DocHistory .02 .01 21 .03 -04 -10 . -.34*
RXHist 24  -06 -43* -.06 -06 -07 -34*

Support 14 -05 .08 19 .10 A1 .08 -.13

*< .05,** <.01,*** <.001, twetailed

NOTE: Y-Axis: age, education, income, patient ethnicity, marital status,
religiosity, prior history with this dctor, prior history with any breast surgeon, and
perceived social support

X-Axis: (1) age; (2) education; (3) income; (4) ethnicity; (5) marital status; (6)
religiosity; (7) history with current surgeon; (8) history with any surgeon; (9)
perceived sociaupport; (10) surgeon partnership building; (11) surgeon
partnership building: question solicitation; (12) surgeon partnership building:
other; (13) patient assertive responses; (14) patient assertive responses: stating
preferences; (15) patient assertiesponses: challenging surgeon; (16) patient
guestion asking; (17) patient question asking-isdifated; (18) patient question
asking: prompted; (19) companion question asking; (20) length of visit (21)
ambiguityuncertainty change; (22) unpredictalyliincertainty change; (23)
fighting-spirit change; (24) helplessndsspelessness change; (25) anxibus
preoccupation change; (26) cognitieoidance change; (27) fatalism change; (28)
patientsd satisfaction with tsatisfagtwrons 6
with the treatment plan; (30) patient intention to adhere to the treatment plan
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Table 5 (page 2 of 4)

Bivariate Zero Order Correlation Matrix for Demographics with All Variables

9. 10. 11. 12. 13. 14. 15. 16.

Age 14 -28% -12 -28* -03 -10 .12 -.25

Education  -.05 -10 -08 -04 .06 .01 13 D2***

Income .08 -02 -21 .30 21 24 -08 .15
Ethnicity 19 -07 -16 .15 19 .16 15 .01
Marital 10 .09 10 -02 11 A2 -10 .10
Religiosity .11 -08 -07 -03 -14 -01 -25 -02

DocHistory .08 27 .20 15 .04 .09 .07 .08
RXHist -.13 -20 .01 -.36** .01 -17 .16 .05

Support . -01 .05 -10 -38* -31* -28* -15

*< .05,** <.01,*** <.001, twetailed

NOTE: Y-Axis: age, education, income, patient ethnicity, marital status,

religiosity, prior history with this doctor, prior history with any breast surgeon,

and perceived social support

X-Axis: (1) age; (2) education; (3) income; (4) ethnicity; (5) nahstatus; (6)

religiosity; (7) history with current surgeon; (8) history with any surgeon; (9) perceived
social support; (10) surgeon partnership building; (11) surgeon partnership building:
guestion solicitation; (12) surgeon partnership building: o{i&), patient assertive
responses; (14) patient assertive responses: stating preferences; (15) patient assertive
responses: challenging surgeon; (16) patient question asking; (17) patient question
asking: seHinitiated; (18) patient question asking: praeygh (19) companion question
asking; (20) length of visit (21) ambiguityncertainty change; (22) unpredictabHity
uncertainty change; (23) fightirgpirit change; (24) helplessndsspelessness change;

(25) anxioud preoccupation change; (26) cogniti@idance change; (27) fatalism
change; (28) patientsé satisfaction with s
satisfaction with the treatment plan; (30) patient intention to adhere to the treatment plan
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Table 5 (page 3 of 4)
Bivariate Zero Order Corlation Matrix for Demographics with All Variables

17. 18. 19. 20. 21. 22. 23. 24.

Age -24 -20 -13 -38** -09 -08 .05 .09

Education S52x* 07  .45%* . 60** -.19 .01 -16 -.16

Income A6 -.07 14 .30* -.06 -07 .01 -26
Ethnicity .01 .01 -10 .01 -.09 -02 -05 -27
Marital A1 -.02 22 26 -.09 -14 01 .09
Religiosity -.02 -.01 .13 -01 -25 -05 .20 15
DocHistory .07 10 19 22 -01 A6 .04 -13
RXHist .05 10 -.07 01 21 A8 -.03 -.03
Support -.15 .01 16 -.06 -.23 .06 .40** -.13

*< .05,** <.01,*** <.001, twetailed

NOTE: Y-Axis: age, education, income, patient ethnicity, marital status,
religiosity, prior history with this doctoprior history with any breast surgeon,

and perceived social support

X-Axis: (1) age; (2) education; (3) income; (4) ethnicity; (5) marital status; (6)
religiosity; (7) history with current surgeon; (8) history with any surgeon; (9)
perceived social suppp (10) surgeon partnership building; (11) surgeon
partnership building: question solicitation; (12) surgeon partnership building:
other; (13) patient assertive responses; (14) patient assertive responses: stating
preferences; (15) patient assertive res@s: challenging surgeon; (16) patient
guestion asking; (17) patient question asking-isdtifated; (18) patient

guestion asking: prompted; (19) companion question asking; (20) length of visit
(21) ambiguityuncertainty change; (22) unpredictabHigcertainty change;

(23) fighting-spirit change; (24) helplessnesspelessness change; (25) anxious

T preoccupation change; (26) cognitiaeoidance change; (27) fatalism change;
(28) patientsdé satisfaction with sur
satsfaction with the treatment plan; (30) patient intention to adhere to the
treatment plan
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Table 5 (page 4 of 4)

Bivariate Zero Order Correlation Matrix for Demographics with All Variables

25. 26. 27. 28. 29. 30.
Age -.09 -.04 .03 .04 34* 19
Education 24 A7 10 -.09 -.08 -.20
Income .07 -.01 .16 .03 -.14 -.08
Ethnicity 14 -.18 -.03 -11 A7 .07
Marital -.02 -.08 -.03 -.07 -17 -.03
Religiosity -11 -.30* .03 10 A1 -.09
DocHistory .10 .01 .19 .03 22 .01
RXHist -.09 .06 .07 .05 -.04 .09
Support .06 -.18 02 .12 32 .08

*< .05,** <.01,*** <.001, twetailed

NOTE: Y-Axis: age, education, income, patient ethnicitgrtal status,

religiosity, prior history with this doctor, prior history with any breast surgeon,

and perceived social support

X-Axis: (1) age; (2) education; (3) income; (4) ethnicity; (5) marital status; (6)

religiosity; (7) history with current surgep(8) history with any surgeon; (9) perceived
social support; (10) surgeon partnership building; (11) surgeon partnership building:
guestion solicitation; (12) surgeon partnership building: other; (13) patient assertive
responses; (14) patient assertivepanses: stating preferences; (15) patient assertive
responses: challenging surgeon; (16) patient question asking; (17) patient question
asking: seHinitiated; (18) patient question asking: prompted; (19) companion question
asking; (20) length of visit @ ambiguityuncertainty change; (22) unpredictabHity
uncertainty change; (23) fightirgpirit change; (24) helplessndsspelessness change;

(25) anxioud preoccupation change; (26) cognitieoidance change; (27) fatalism
change; (28)ctpiaotni ewittshd ssuartgiesofnas &6 vi sit c¢comn
satisfaction with the treatment plan; (30) patient intention to adhere to the treatment plan



Table 6

Item Loadings for retained Ambiguity Uncertainty

179

ltem Previsit

Item Loadings

Ambiguity Uncertainty (previsit N =; M = 2.20,SD= .73, range b)
(postvisit N =; M = 1.80,SD= .54, range -b)

Postvisit
Item Loadings

1. | have a lot of gastions without answers. (R)

2. My treatment is too complex to figure out. (R)

3. Because of the unpredictability of my cancer,
| cannot plan for the future. (R)

4. It is not clear what is going to happen to me. (R) .

5. | have not been given a specific diagnosis (R)

6. The seriousness of my cancer has been determi

7. The explanations 1|1 0ve
seem hazy to me. (R)

8. The results of my tests are inconsisteR). (

(R) item is reverseoded

72

.66

.67

75

.80

.64

75

.80

.67

A7

.66

57

43

.62

.66
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Table 7

Item Loadings for retained Unpredictability Uncertainty

ltem Previsit Postvisit
Item Loadings Item Loadings

Unpredictability Uncertainty (prgisit N =; M = 3.50,SD= .88, rang 1-6)
(postvisit N =; M = 3.20,SD= .93, range -b)

1. | can predict how long my cancer will last. .86 .88
2. | can generally predict the coursemy .86 .88
cancer.

(R) item is reverseoded
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Table 8

Item Loadings for retained Fighting Spirit

ltem Previsit Postvisit

Item Loadings Item Loadings

Fighting Spirit (previsit N =; M =5.36,SD = .85, range b)
(postvisit N=; M = 5.62,SD= .61, range -b)

1. | am determined to beat this cancer. .84 .82
2. | am very optimistic. .84 .82

(R) item is reverseoded



Table 9

ItemLoadings for retained Helplessneldepelessness
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Iltem

Helplessnessiopelessness (prasit N =; M = 1.44,SD= .78, range -b)
(postvisit N=; M = 1.26,SD= .60, range 16)

Previsit
Item Loadings

Postvisit
Item Loadings

1. | feel like giving up. .63
2. | feel completely at a loss about what to do. .74
3. | feel there is nothing | can do to help myself..77
4. 1feell i ke 1 tds the end .87

5. | candt cope. .84

(R) item is reverseoded

t

h e

.90

.81

.85

wo.v3l d.

.90



Table 10

Item Loadings for retained Anxious Preoccupation
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Iltem

Anxious Preoccupation (pnasit N =; M = 3.14,SD= 1.27, range -b)
(postvisit N=; M = 2.98,SD= 1,29, range -b)

Item Loadings

Previsit

Postvisit
Item Loadings

6.

| am upset about having cancer.

| feel devastated about having cancer.

| suffer great anxiety about the cancer.

| am a little frightened.

| feel very angry about what has happened
to me.

| am apprehensive.

(R) item is reverseoded

.75

.85

.64

.83

.79

N

.81

.84

.88

.84

.79

.82



Table 11

Item Loadings for retained Cognitive Avoidance
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Iltem

Previsit
ltem Loadi

ngs

Cognitive Avoidance (preisit N =; M = 3.3,SD= 1.40, range -b)

(postvisit N=; M = 3.16,SD= 1.60, range -b)

Postvisit
Item Loadings

1. I make a positive effort not to think about
my illness.

2. Not thinking about méelps me cope.

3. I deliberately push all thoughts of cancer
out of my mind.

4. | distract myself when thoughts about my
illness come ito my head.

(R) item is reverseoded

.80

.85

.76

.89

.82

.93

94

.90
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Table 12

Item Loadings for retained Fatalism

ltem Previsit Postvisit
Item Loadings Item Loadings

Fatalism (previsit N=; M = 4.31,SD= 1.30, range -b)
(postvisit N=; M = 4.2, SD=1.26, range -b)

1.1 6ve had a good | ife; 7Z%hatos I162ft i s bo
2.1 6ve put myself in the&80hands &0 God.
3. | count my blessigs. 71 .78

(R) item is reverseoded
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Table 13

Item Loadings for retaine® a t i eatstacdian wishSu r g e \dsit Sodnmunication

ltem Item Loadings

Patient SatisfactiorN=; M = 8.80,SD= .45, range -B)

1. How courteous and respectful was the doctor? .70
2. How well did the doctor understand your problem? 75
3. How well did the doctor explain to you what he or she .87

was doing and why?

4. Did the doctor use words that were easy for you to understand? 72

5. How well did the doctor listen to your concerns and questions? 75

6. Did the doctor spend enough time with you? .83

7. How much confidence do you haveiné¢ doct or 6s abi7bity
or competence?

8. Overall, how satisfied are you with the service that you received T7
from the doctor?

(R) item is reverseoded
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Table 14

Item Loadings for retained Patient Satisfaction with the TreatrR&an

ltem Item Loadings

Patient Satisfaction with Treatment Pl&h<; M = 4.24,SD= .67, range -b)

1. The treatment plan is sound. 72
2. lunderstand the teément plan. 74
3. It would be useful to consult with another doctor about the 74

treatment plan. (R)

4. | am comfortable with the treatment plan. .63
5. The treatment plan is the right one for my situation. .93
6. | am satisfied with ther¢atment plan. .92

(R) item is reverseoded
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Table 15

Item Loadings for retained Patient Intention to Adhere to the Treatment Plan

ltem Item Loadings

Intention to AdhereN =; M = 4.67,SD= .59, range -b)

1. | am committed to following the treatment plan. 91
2. lintend to follow the treatment plan. .95
3. How likely are you to follow the treatment plan? 91

(R) item is reverseoded
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Table 16

Item Loadings for retained Perceived Social Support

ltem Item Loadings

Social SupportN =; M = 3.8,SD= .38, range 4)

1. Whenever | am sad, theeare people who cheer me up. 72
2. There is always someone there for me when | need comforting. .83
3. | know some people upon whom | can always rely. .61
4. When | am worried, there is someone who helps me. .78
5. There are people who offer me help wheneed it. .88

6. When everything becomes too much for me to handle, others are .88
there to help me.

(R) item is reverseoded



Table 17

Summary of Linear Regression for Ambiguttycertainty Change, Primary
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Variable Adj. R? F o) t p
Step 1 -.06 .30 .88
Surgeon Partnership Building -05 -34 .73
Patient Assertive Responses .09 51 .61
Patient Question Asking -24 -79 44
.09 01 1.0

Companion Question Asking




191

Table 18

Summary of Linear &yression for Ambiguitincertainty Change, Secondary

Variable Adj. R? F o) t p
Step 1 -.07 .38 .86
Surgeon Partnership Building: -02 -12 .90
Question Solicitation
Surgeon Partnership Building: Other -08 -.49 .63
Patient Assertive Responses: -02 -09 .93

Stating Preferences

Patient Assertive Responses: .16 .97 .34
Challenging Surgeon

Patient Question Asking: Sdlfitiated -18 -112 .27




Table 19

Summary of Linear Regression for Ambigutycertainty Change, Tertiary

192

Variable Adj. R? F o) t p
Step 1 .01 1.23 31
Religiosity -14 -95 .35
History with Surgeon .19 134 .19
Perceived Social Support -08 -57 57




Table 20

Summary of Linear Regression for Unpredictabililgcertainty Change, Primary

193

Variable Adj. R? F o) t p
Step 1 .03 1.32 .28
Surgeon Partnership Building 31 222 .03
Patient Assertive Responses -03 -40 .69
Patient Question Asking .10 .65 .52
-05 -3 .73

Companion Question Asking




Table 21

Summary of Linear Regression for Unpredictabililgcertainty ChangeSecondary

194

Variable Adj. R? F o) t p

Step 1 .03 1.35 .26

Surgeon Partnership Building: 36 248 .02

Question Solicitation

Surgeon Partneng Building: Other 13 .83 41

Patient Assertive Responses: -07 -48 .63

Stating Preferences

Patient Assertive Responses: 15 .98 .33

Challenging Surgeon

Patient Question Asking: Sdlfitiated .02 .10 .92
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Table 22

Summary of Linear Regression for Unpredictabililgcertainty Change, Tertiary

Variable Adj. R? F o) t p
Step 1 .08 5.32 .03
Surgeon Partnership Building: 31 231 .03

Question Solicitation




Table 23

Summary of Linear Regression for Fightigirit Change, Primary
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Variable Adj. R? F o) t p
Step 1 .03 1.38 .26
Surgeon Partnership Building -10 -68 .50
Patient Assertive Responses -17  -97 34
Patient Question Asking -22 -1.10 .28
Companion Question Asking 14 .76 45




Table 24

Summary bLinear Regression for Fightin§pirit Change, Secondary

197

Variable

Adj. R? F o) t p

Step 1 13 2.46 .05

Surgeon Partnership Building: .01 .01 .99

Question Solicitation

Surgeon Partnership Building: Other -02 -11 91

Patient Assertive Responses: -40 272 .01

Stating Preferences

Patient Assertive Responses: A7 112 .27

Challenging Surgeon

Patient Question Asking: Sdlfitiated -22 -146 .15
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Table 25

Summary of Linear Regression for Fightigirit Change, Tertiary

Variable Adj. R? F o) t p
Step 1 .23 4.59 .01
Religiosity A5 1.19 .24
Perceived Social Support 29 210 .04
Patient Assertive Responses: -29 -2.09 .04

Stating Preferences

Patient Question Asking: Sdlhitiated -13 -1.00 .33




Table 26

Summary of Linear Regression for Helplesstéggelessness Change, Primary
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Variable Adj. R? F o) t p
Step 1 -.04 49 74
Surgeon Partnership Building -08 -55 .58
Patient Assertive Responses -04  -42 67
Patient Question Asking -17 -71 .48
Companion Question Asking A5 .68 .50
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Table 27

Summary of Linear Regression for Helplesstéggelessness Change, Secondary

Variable Adj. R? F o) t p
Step 1 -.04 .58 71
Sugeon Partnership Building: -01 -03 .98
Question Solicitation
Surgeon Partnership Building: Other -19 -1.18 .24
Patient Assertive Responses: -06 -35 .73

Stating Preferences

Patient Assertive Rsponses: -10 -59 56
Challenging Surgeon

Patient Question Asking: Sdlfitiated -07 -42 .68
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Table 28

Summary of Linear Regression for Helplesstéspelessness Change, Tertiary

Variable Adj. R? F o) t p
Step 1 .07 2.63 .08
Income -22 147 .15

Ethnicity -21  -141 .17




Table 29

Summary of Linear Regression for Anxid®reoccupation Change, Primary
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Variable Adj. R? F o) t p
Step 1 10 2.38 .06
Surgeon Brtnership Building .01 -01 .99
Patient Assertive Responses 38 183 .07
Patient Question Asking -.02 A2 .90
Companion Question Asking 38 190 .06




Table 30

Summary of Linear Regression for Anxidreoccupation Change, Sewlary
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Variable Adj. R? F o) t p

Step 1 .04 1.36 .26

Surgeon Partnership Building: .05 37 72

Question Solicitation

Surgeon Partnership Building: Other .01 .01 .99

Patient Assertive Responses: J9 128 .21

Stating Preferences

Patient Assertive Responses: .06 .37 72

Challenging Surgeon

Patient Question Asking: Sdlfitiated 24 153 .13




Table 31

Summary of Linear Regression for Anxidtreoccupation Change, Tertiary
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Variable Adj. R? F o) t p
Step 1 A3 2.86 .03
Education .06 .36 72
Patient Assertive Responses: 32 215 .04
Stating Preferences
Patient Question Asking: Sdlfitiated .07 43 .68
Companion Question Asking 31 185 .07




Table 32

Summary of Linear Regression for CognitAenidance Change, Primary
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Variable Adj. R? F o) t p
Step 1 -.05 46 .76
Surgeon Partnership Building A2 .80 43
Patient Assertive Responses -09 -82 42
Patient Question Asking A9 114 .26
Companion Question Asking -10 -68 .50




Table 33

Summary of Linear Regression for CognitAsoidance Change, Secondary

206

Variable Adj. R? F o) t p

Step 1 .04 1.40 24

Surgeon Partnership Buitdy: 22 152 14

Question Solicitation

Surgeon Partnership Building: Other -04 -25 81

Patient Assertive Responses: -16 -1.06 .30

Stating Preferences

Patient Assertive Responses: 28 177 .08

Challenging Surgeon

Patient Question Asking: Sdlfitiated .01 .07 94
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Table 34

Summary of Linear Regression for CognitAeidance Change, Tertiary

Variable Adj. R? F o) t p
Step 1 10 2.85 .05
Religiosity -23 -164 11
Surgeon Partnership Building: 22 1.57 .12

Question Solicitation

Patient Assertive Responses: 21 144 16
Challenging Surgeon




Table35

Summary of Linear Regression for Fatalism Change, Primary
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Variable Adj. R? F o) t p
Step 1 -.06 .32 .86
Surgeon Partnership Building A1 71 48
Patient Assertive Responses .07 A5 .88
Patient Question Asking .05 .35 73
Companion Question Asking .09 .32 75
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Table 36

Summary of Linear Regression for Fatalism Change, Secondary

Variable Adj. R? F o) t p
Step 1 10 2.10 .08
Surgeon Partnership Building: 19 1.30 .20
Question Solicitatin
Surgeon Partnership Building: Other A2 .81 43
Patient Assertive Responses: -23 -157 .12

Stating Preferences

Patient Assertive Responses: 43 277 .01
Challenging Surgeon

Patient Question Asking: Sdlfitiated -05 -32 .75




Table 37

Summary of Linear Regression for Fatalism Change, Tertiary
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Variable Adj. R? F o) t p

Step 1 .23 8.08 .01

Patient Assertive Responses: 37 287 .01
Challenging surgeon

3.03 .01

Patient Question Asking: Prompted .39
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Table38
Summary of Logistic Reqr ewnddihorSuafg ePatsioe vti s

Communication, Primary

Variable R b Walid p  Odds Ratio
Step 1 16 6.52 .16
Surgeon Partnership Building -.10 .10 .78 .92
Patient Assertive Responses -.24 1.72 19 .79
Patient Question Asking -.06 1.1 .29 .95

Companion Question Asking .04 .25 .62 1.03
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Table39
Summary of Logistic Regression of Patients

Communication, Secondary

Variable R b Wald p OddsRatio
Step 1 A7 7.03 22
Surgeon Brtnership Building: -.07 .05 .83 .94
Question Solicitation
Surgeon Partnership Building: -.16 .10 .76 .85
Other
Patient Assertive Responses: -.24 1.14 .29 .79

Stating Preferences

Patient Assertive Responses: -.49 1.83 .18 .62
Challenging Surgeon

Patient Question Asking: -.04 .94 .33 .96
SelfInitiated




Table40
Summary of Logistic

Communication, Tertiary

Regression
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of Patient s

Variable R b Wald p OddsRatio
Step 1 A7 6.19 .08
Patient Assertive Responses: -.26 1.48 22 T7
Stating Preferences
Patient Assertive Responses: -47 1.74 19 .62
Challenging Surgeon
Patient Question Asking: Sdhitiated -.04 .92 .34 .96
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Table 41

Summary of Linear Regression for Patientso

Variable Adj. R? F b t p
Step 1 .09 2.15 .09
Surgeon Partnership Building .18 1.33 .18
Patient Assgive Responses -.02 .06 .80
Patient Question Asking -39 -2.08 .04

Companion Question Asking .07 46 .65
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Table 42
Summary of Linear Regression for Patientso
Secondary
Variable Adj. R F b t p
Step 1 .06 1.61 .001
Surgeon Partnership Building: .20 1.40 .17
Question Solicitation
Surgeon Partnership Building: Other .07 46 .65
Patient Assertive Responses: -06 -38 .71
Stating Preferences
Patient Assertive Responses: .02 A2 91
Challenging Surgeon
Patient Question Asking: Sdlhitiated -34 -215 .04
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Table 43

Summary of Linear Regression f ans Té&tatyi ent s O

Variable Adj. R? F b t p
Step 1 .18 3.70 .01
Age 27 1.92 .06
Treatment History -.047 -30 .77
Perceived Social Support 24 182 .08

Patient Question Asking: Selfitiated -24 -1.78 .08




Table44

Summary of Logistic

Regression
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of Patient s

Variable R b Wald p 0Odds Ratio
Step 1 .23 9.11 .05
Surgeon Partnership Building .04 .03 .89 1.05
Patient Assertive Responses .07 .03 .87 1.03
Patient Question Asking -.14 5.19 .02 .87
Companion Question Asking .05 .36 .55 1.04




Table45

Summary of Logistic

Regression

218

of Patient s

Variable R b Wald p OddsRatio

Step 1 .28 11.33 .05

Surgeon Partnership Building: 15 22 .64 1.67

Question Solicitation

Surgeon Partnership Building: 13 .06 .82 1.14

Other

Patient Assertive Responses: -.22 .90 .34 .80

Stating Preferences

Patient Assertivesponses: 44 1.54 21 1.55

Challenging Surgeon

Patient Question Asking: -.14 7.91 .01 .87

SelfInitiated
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Table46

Summary of Logistic Regression of Patients

Variable R b Wald p OddsRatio
Step 1 22 894 01
Education A3 .03 .87 1.14

Patient Question Asking: Sdlhitiated -.12 5.81 .02 .88




Table 47

Summary of Linear Regression for Length of Visit, Primary
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Variable Adj. R? F b t p
Step 1 65  24.65 .001
Surgeon Partnership Building A2 144 16
Patient Assertive Responses .10 .99 .33
Patient Question Asking .64 410 .001
Companion Question Asking .85 421 .001




Table 48

Summary of Linear Regressiar Length of Visit, Secondary
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Variable Adj. R? F

b t p

Step 1 .53 12.43 .001

Surgeon Partnership Building: 21 203 .05

Question Solicitation

Surgeon Partnership Building: Other A3 120 .24

Patient Assertive Responses: -15 -141 .17

Stating Prefeneces

Patient Assertive Responses: -10 -91 .37

Challenging Surgeon

Patient Question Asking: Sdlfitiated 79 7.29 .001
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Table 49

Summary of Linear Regression for Length of Visit, Tertiary

Variable Adj. R? F b t p
Step 1 67  13.925 .01
Age 315 -1.44 .16
Income .02 17 .87
Education A1 1.06 .30
Marital Status .07 .81 42
Patient Question Asking: Sdhfitiated 41 320 .01
Patient QuestioAsking: Prompted .06 .65 .52

Companion Question Asking 39 359 .01
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Appendix A

Patient PreVisit Survey

Doctor-Patient Study

All of your answers are confidential

Please read instructions carefully
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1. What is your birth date? Month Day Year

2. Approximately how long has it been since you were officially
diagnosed with breast cancer? (marloneanswer with details)

Less than a week
Less than a month (Hovany weeks: )

More than a month (How many months: )

3. What is your highestlevel of completededucation? (markone
answer)

High school or less
______ 2 years of college (e.g. Associatebo

4 years of college ¢geB.A. or B.S degree)

Advanced degree (e.g. M.A or Ph.D. degree)

4. What is your total householdincome? (i.e. Your income combined

with your | egal spouse/partnero6s 1in
____$30,000 or less ______$100,000 to $125,000
_____$30,000 to $60,000 _ $125,000 to $150,000
_____$60,000 to $75,000 ___$150,000 to $200,000

$75,000 to 100,000 $200,000 or more
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5. What is your primary ethnicity? (mark oneanswer)

White Black
Hispanic American Indian/Alaskan Native
Other (Please list: )

6. What is your marital status? (markoneanswer)
Single and never married
Single and divorced/widowed

Legally married or legal doste partnership

7. Prior to your cancer diagnosis, how often did you attend religious
services?

Never 23 times a month
less than once a year nearly every week
about one or twice a year every week

several times a year several times a week

about once a month
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DIRECTIONS : Please understand all of the following statements in terms

of having cancer. Read each statement carefully anctiteathe
appropriate number to indicatew you feelright now, that is,at this

moment There are no right or wrong answers. Do not spend too much time

on any one statement. Please answer all of the questions.

On a scale of-b, please rate the following statements about having cancer:

1. | feel like giving up.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me

2. | am upset about having cancer.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me

3. | am determined to beat this cancer.

1 2 3 4 5 6
Does NOT Very
apply tome Strongly

applies to me

4. | make a positive effort not to think about my cancer.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me
5. 16ve had a good | ife; whatos
1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me

eft
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6. | feel that life is hopeless.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me

7. | feel devastated about having cancer.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me

8. | see my cancer as a chalhge.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me

9. Not thinking about the cancer helps me cope.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me
10.1 6ve put myself in the hands of Go
1 2 3 4 5 6
Does NOT Very
applyto me Strongly
applies to me
11. 1 f eel |l i ke 1tdés the end of the wo
1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me
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12. | feel very angry about what has happened to me.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

13. | feel completely at a loss about what to do.

applies to me

1 2 3 4 6
Does NOT Very
apply to me Strongly
applies to me
14. | suffer great anxiety about the cancer.
1 2 3 4 6
Does NOT Very
apply to me Strongly
applies to me
15. | try to fight the cancer.
1 2 3 4 6
Does NOT Very
apply to me Strongly
applies to me
16. | deliberately push all thoughts of cancer out of my mind.
1 2 3 4 6
Does NOT Very
apply to me Strongly
applies to me

17. Since my cancer diagnosis, | now realehow precious life is and

| 6dm making the best

t

1 2 3 4 6
Does NOT Very
apply to me Strongly

applies to me



18. | am not very hopeful about the future.
1 2 3 4

Does NOT
apply to me

19. | am apprehersive.

1 2 3 4
Does NOT
apply to me
2001 canot handl e it
1 2 3 4
Does NOT
apply to me

21. | am a little frightened.

1 2 3 4
Does NOT
apply to me

22. | am very optimistic.
1 2 3 4

Does NOT
apply to me
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6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
appliesto me

6
Very
Strongly
applies to me

23. | distract myself when thoughts about my cancer come into my

head.

1 2 3 4
Does NOT
apply to me

6
Very
Strongly
applies to me



24. | count my blessing.

1 2 3 4 5
Does NOT
apply to me

25. | feel there is nothing | can do to help myself.
1 2 3 4 5

Does NOT
apply to me

26. | worry about the cancer returning or getting worse.

1 2 3 4 5
Does NOT
apply to me

27. At the moment | take one day at a time.

1 2 3 4 5
Does NOT
apply to me
28. 1 candt cope
1 2 3 4 5
Does NOT
apply to me

29. | have difficulty in believing that this happened to me.

1 2 3 4 5
Does NOT
apply to me
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6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to re

6
Very
Strongly
applies to me
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DIRECTIONS : The following questions are about your cancer. If you agree

with a statement, t hemglyy uagwoeud dad ocri ri
|l f you disagree with a statement, th
ADi sagree. o0 | f you are undecided abo
AUndeci ded. O

On a scale of-b, please rate the following statements:

1.1 dondét kwmongwihima.t i

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

2. | have a lot of questions without answers.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

3. Itis unclear how bad my pain will be.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

4. The purpose of treatment is clear to me.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

5. | can predict how long my cancer will last.

1 2 3 4 5
Strongly Agree Undectded Disagree Strongly
Agree Disagree
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6. My treatment is too complex to figure out.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

7. Because of the unpredictability of my cancer, | cannot plan for the
future.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

8. Itis not clear what is going to happen to me.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

9. | can generally predict the course of my cancer.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

10. | have not been given a specific diagnosis.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

11. The seriousness of my cancer has been determined.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree
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12. The explanations | 6ve been
1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

13. The purpose of the treatment is clear to me.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

14. | have been given many differing opinions about what is wrong with
me.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

15. | usually know if | am going to have a good or bad day.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

16. The results of my tests are inconsistent.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

17. The effectiveness of the treatment is undetermined.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

gi

vV e
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18. | 6m certain they wil!.l not
1 2 3 4 5
Strongly Agree Undecided Disagree Strongly

Agree Disagree

19. The treatment | will receive has a known probability of success.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

f

n d
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DIRECTIONS : The following questions are about how you feel. If you

agree with a statement, then you wou
AAgree. o | f you ditsegreerwiteheatsbeat
Di sagreeo or fDisagree. 0

On a scale of -4, please rate the following statements:
1. There are some people who truly like me.

1 2 3 4
Strongly disagree Somewhat disagree Somewhat agree Strongly agree

2. | know some people upa whom | can always rely.

1 2 3 4
Strongly disagree Somewhat disagree Somewhat agree Strongly agree

3. Whenever | am not feeling well, other people show me that they
are fond of me.

1 2 3 4
Strongly disagree  Somewhat disagree Somewhat agree Strongly @jree

4. When | am worried, there is someone who helps me.
1 2 3 4
Strongly disagree Somewhat disagree Somewhat agree Strongly agree
5. Whenever | am sad, there are people who cheer me up.

1 2 3 4
Strongly disagree Somewhat disagree Somewhat agree Strongly agree

6. There are people who offer me help when | need it.

1 2 3 4
Strongly disagree Somewhat disagree Somewhat agree Strongly agree
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7. There is always someone there for me when | need comforting.

1 2 3 4
Strongly disagree Somewhat disagree Samewhat agree Strongly agree

8. When everything becomes too much for me to handle, others are
there to help me.

1 2 3 4
Strongly disagree Somewhat disagree Somewhat agree Strongly agree

9. When | am down, | need someone who boosts my spirits.
1 2 3 4
Strongly disagree  Somewhat disagree Somewhat agree Strongly agree
10. Before making any important decisions, | absolutely need a

second opinion.

1 2 3 4
Strongly disagree Somewhat disagree Somewhat agree Strongly agree

11.It is important for me always to have someone who listens to me.

1 2 3 4
Strongly disagree Somewhat disagree Somewhat agree Strongly agree

12.1 get along best without any outside help.

1 2 3 4
Strongly disagree Somewhat disagree Somewhat agree Strongly agree
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DIRECTIONS : The following questions are about how you feel. Circle the
response that best represents how you feel.
On a scale of -4, please rate the following statements:

1.1 feel tense or Awound up. o
0 1 2 3
Not at all From time to time, A lot of the time Most of the time
occasionally

2. | still enjoy the things | used to enjoy.

0 1 2 3
Definitely as much  Not quite so much Only a little Hardly at all

3. | get a sort of frightened feeling as if something awful is about to

happen.
0 1 2 3
Not at all A little, but it Yes, but not Very definitely and

d o etwvary me too badly quite badly

4. | can laugh and see the funny side of things.

0 1 2 3
As much as | alway: Not quite so much  Definitely not so Not at all
could now much now

5. Worrying thoughts go through my mind.

0 1 2 3
Only occasionally  From time to time, A lot of the time A great deal
but not too often of the time

6. | feel cheerful.

0 1 2 3
Most of the time Sometimes Not often Not at all

7. | can sit at ease and feel relaxed.

0 1 2 3
Definitely Usually Not often Not at all
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8. | feel as if | am slowed down.

0 1 2 3
Not at all Sometimes Very often Nearly all the time
9.1 get a sort of frightened feelincg
0 1 2 3
Not at all Occasionally Quite often Very often

10. | have lostinterest in my appearance.
0 1 2 3
| take just as Imaynottake | dondot t Definitely
much care as ever quite as much care care as | should

11. | feel restless as | have to be on the move.

0 1 2 3
Not at all Not very much Quite a lot Very much indeed

12. | look forward with enjoyment to things.

0 1 2 3
As much as Rather less than Definitely less Hardly at all
| ever did | used to than | used to

13. | get sudden feelings of panic.

0 1 2 3
Not at all Not very often Quite often Very often indeed

14. | can enjoy a good book or radio or TV program.

0 1 2 3
Often Sometimes Not often Very seldom

You have completed this survey! Thank you! Please give it to
the research assistant, and you will see the doctor shortly.
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Appendix B

Patiert PostVisit Survey

DoctorPatient Study

All of your answers are confidential

Please read instructions carefully
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DIRECTIONS : Please complete the following.

1. Is this the first time that you have had an appointment with this

particular doctor?
Yes

No (havehad an appointment with this doctor in the past)

2. Is this the first time that you have had an appointment with this
particular doctor?
Yes

No (havehad an appointment with this doctor in the past)

3. Is this the first breast surgeon you have spoken to about your
treatment decision?
Yes

No (havetalked with a different breast surgeon about my treatment plan)

4. Please list all of the other people (such as a spouse, friend, sidpli
parent, relative, other) who were with you in the room with the
doctor:

Person 1:

Person 2:

Person 3:

Person 4:

Person 5:
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DIRECTIONS : Please read each statement carefully, anddinele the
appropriate choice below the statement to indicate how you feel ladpaut
the doctor treated you todalhere are no right or wrong answers.

1. How courteous and respectful was the doctor?

1 2 3 4 5 6 7 8 9
Not at all Moderately Very
courteous courteous courteous

2. How well did the doctor understand your problem?

1 2 3 4 5 6 7 8 9
Did not Moderately Understood
understanc understood very well
at all

3. How well did the doctor explain to you what he or she was doing and
why?

1 2 3 4 5 6 7 8 9
Did not Moderately Explained
explain explained very well
at all

4. Did the doctor use words that were easy for you to understand?

1 2 3 4 5 6 7 8 9
Used Used Used
very hard moderate very easy
words words words

5. How well did the doctor listen to your concerns and questions?

1 2 3 4 5 6 7 8 9
Did not Moderately Listened
listen at listened very well

all
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6. Did the doctor spend enough time with you?

1 2 3 4 5 6 7 8 9
Spent Spent Spentas
very moderate much
little about of time as
time time required

7.How much confidence do you have
competence?

1 2 3 4 5 6 7 8 9
No Moderate Total
confidence confidence confidence

8. Overall, how satisfied are you with the service that you received from
the dodor?

1 2 3 4 5 6 7 8 9
Completely Moderately Completely
dissatisfied satisfied satisfied
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DIRECTIONS : Please understand all of the following statements in terms

of having cancer. Read each statement carefully anctiteathe
appropriate numdr to indicate how you feeight now, that is,at this

moment There are no right or wrong answers. Do not spend too much time

on any one statement. Please answer all of the questions.
On a scale of-B, please rate the following statements about hasamger:

1. | feel like giving up.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me

2.1 am upset about having cancer.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me

3. | am determined to beat this cancer.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me

4. | make a positive effort not to think about my cancer.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me
5. | 6ve had a good I|ife; whatos |
1 2 3 4 5 6
Does NOT Very
appl to me Strongly

applies to me

eft
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6. | feel that life is hopeless.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me

7. | feel devastated about having cancer.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me

8. | seemy cancer as a challenge.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me

9. Not thinking about the cancer helps me cope.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me
10.1 6ve put myself in the hands of Go
1 2 3 4 5 6
Does NOT Very
apply to me Strongly
applies to me
11. 1 f eel |l i ke 1tdés the end of the wo
1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me
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12. | feel very angry about what has happened to me.

1 2 3 4 5 6
Does NOT Very
apply b me Strongly
applies to me

13. | feel completely at a loss about what to do.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me

14. | suffer great anxiety about the cancer.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

apdies to me

15. 1 try to fight the cancer.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me

16. | deliberately push all thoughts of cancer out of my mind.

1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me

17. Since my cancer ¢agnosis, | now realize how precious life is and

| 6m making the best of it
1 2 3 4 5 6
Does NOT Very
apply to me Strongly

applies to me



18. | am not very hopeful about the future.
1 2 3 4

Does NOT
apply to me

19. | am apprehensive.

1 2 3 4
Does NOT
apply to me
2001 canot handl e it
1 2 3 4
Does NOT
apply to me

21. | am a little frightened.

1 2 3 4
Does NOT
apply to me

22. | am very optimistic.
1 2 3 4

Does NOT
apply to me
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6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

23. | distract myself when thoughts about my cancer come into my

head.

1 2 3 4
Does NOT
apply to me

6
Very
Strongly
appliesto me



24. | count my blessings.

1 2 3 4 5
Does NOT
apply to me

25. | feel there is nothing | can do to help myself.
1 2 3 4 5

Does NOT
apply to me

26. | worry about the cancer returning or getting worse.

1 2 3 4 5
Does NOT
apply to me

27. At the moment | take one day at a time.

1 2 3 4 5
Does NOT
apply to me
28. 1 candt cope
1 2 3 4 5
Does NOT
apply to me

29. | have difficulty in believing that this happened to me.

1 2 3 4 5
Does NOT
apply to me
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6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me

6
Very
Strongly
applies to me
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DIRECTIONS : The following questions are about your cancer. If you agree
with a statement, theroyu woul d circl e ei ther AStr

|l f you disagree with a statement, th

ADi sagree. o0 | f you are undecided abo

AUndeci ded. O

1.1 donét know what is wrong with me.
1 2 3 4 5

Strongly Agree Undecided Disagree Strongly

Agree Disagree

2. | have a lot of questions without answers.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

3. Itis unclear how bad my pain will be.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

4. The purpose of treatment is clear to me.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

5. | can predict how long my illness will last.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

6. My treatment is too complex to figure out.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree



249

7. Because of the unpredictability of my iliness, | cannot plan for the
future.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

8. Itis not clear what is going to happen to me.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

9. | can generally predict the course of my illness.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

10. | have not been given a specific diagnosis.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

11. The seriousness of my illness has been determined.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

12. Theexplanatms | 6ve been given about

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

13. The purpose of the treatment is clear to me.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

my
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14. | hawe been given many differing opinions about what is wrong with

me.
1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

15. | usually know if | am going to have a good or bad day.

1 2 3 4 5
Strongly Agree Undecided Disagree Strorgly
Agree Disagree

16. The results of my tests are inconsistent.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

17. The effectiveness of the treatment is undetermined.

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

18. |l 6m certain they wil/ not

1 2 3 4 5
Strongly Agree Undecided Disagree Strongly
Agree Disagree

19. The treatment | will receive has a known probability of success.

1 2 3 4 5
Strongly Agree Undecidel Disagree Strongly
Agree Disagree

f

n d
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DIRECTIONS : You and the doctor discussagblan for how to treat your

cancer The following questions are about thisatment planPlease read

each statement and then circle the response that best represents how you feel
about the plan.

1. The treatment plan is sound.

1 2 3 4 5
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree Agree agree

2. | am committed to following the treatment plan.

1 2 3 4 5
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree Agree agree

3. l understand the treatment plan.

1 2 3 4 5
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree Agree agree

4. 1t would be useful to consult with another doctor about the treatment
plan.

1 2 3 4 5
Strongly Somewhat Neutral Somewhat Strongly
disagree disagee Agree agree

5. | intend to follow the treatment plan.

1 2 3 4 5
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree Agree agree

6. | am comfortable with the treatment plan.

1 2 3 4 5
Strongly Somewhat Neutral Somewhat Strongly
disagree disagree Agree agree



7. More information about the treatment plan would help.

1 2 3 4
Strongly Somewhat Neutral Somewhat
disagree disagree Agree

8. The treatment plan is the right one for my situation.

1 2 3 4
Strongly Somewhat Neutral Somewhat
disagree disagree Agree

9. | am satisfied with the treatment plan.

1 2 3 4
Strongly Somewhat Neutral Somewhat
disagree disagree Agree

10. How likely are you to follow the treatment pan?

1 2 3 4
Not likely Moderately
likely
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5
Strongly
agree

5
Strongly
agree

5
Strongly
agree

5
Very likely
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DIRECTIONS : For the following questions, please give ybast guesses
There are no right or wrong answers.

1. The way my doctor and | speak is

1 2 3 4 5 6
Very Moderately  Slightly Slightly Moderately Very
similar similar similar different different different
2. My doctor and | have ethnic backgrounds
1 2 3 4 5 6
Very Moderately  Slightly Slightly Moderately Very
similar similar similar different different different

3. Theway my doctor and | reason about problems is

1 2 3 4 5 6
Very Moderately  Slightly Slightly Moderately Very
similar similar similar different different different

4. The types of people | spend my free time with and the types of people

my doctor spend his/her free time with are

1 2 3 4 5 6
Very Moderately  Slightly Slightly Moderately Very
similar similar similar different different different
5. My doctor and | have styles of communication
1 2 3 4 5 6
Very Moderately  Slightly Slightly Moderately Very
similar similar similar different different different
6. My doctor and | are in terms of race
1 2 3 4 5 6

Very Moderately  Slightly Slightly Moderately Very
similar similar similar different different different



7. My doctor and | have

1 2
Very Moderately
similar similar

8. My doctor and | are

1 2
Very Moderately
similar similar

9. My doctor and | have

general values in life

3 4 5
Slightly Slightly Moderately
similar different different

in terms of cultures

3 4 5
Slightly Slightly Moderately
similar different different

spiritual beliefs

1 2 3 4 5
Very Moderately  Slightly Slightly Moderately
similar similar similar different different
10. My doctor and | are in terms of skin color
1 2 3 4 5
Very Moderately  Slightly Slightly Moderately
similar similar similar different different
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6
Very
different

6
Very
different

6
Very
different

6
Very
different

You have completed this survey! Please give it to the research

assistant prior to leaving. Thank you!
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Appendx C

Y[ ROBEKT WOOD JOHNSON Al Cancer
D\

§ B MEDICAL SCHOOL NeW Jersey® (NC',IZ'

University of Medicine & Dentistry of New Jersey Bringing research to life.

CONSENT TO TAKE PART IN A RESEARCH STUDY

TITLE OF STUDY: CommunicatiorParticipation Behavior during the Delivery of
BreastCancer Care

Principal Investigator: Thomas Kearney, MD
The Cancer Institute of Newrdey
195 Little Albany Street
New Brunswick, NJ 08901
(732) 2356777

This consent form is part of an informed consent process for a research study and it will
give information that will help you to decide whether you wish to m@er for this
research study. It will help you to understand what the study is about and what will
happen in the course of the study.

After all of your questions have been answered, if you still wish to take part in the study,
you will be asked to sigthis informed consent form.

The study doctor (the principal investigator) or another member of the study team (an
investigator) will also be asked to sign this informed consent. You will be given a copy
of the signed consent form to keep.

If you have gestions at any time during the research study, you should feel free to ask
them and should expect to be given answers that you completely understand.

You are not giving up any of your legal rights by volunteering for this research study or
by signing thisconsent form.

Why is this study being done?

The purpose of this study is to examine how breast cancer patients, their companions
(when applicable), and their doctors make decisions about treatment options. This study
is interested in how patients, commpans, and doctors talk about different options and

how they decide on which treatments to be pursued.
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Why have you been asked to take part in this study?

You have been asked to participate in this study because you are a newly diagnosed
breast cancergtient who will be talking about treatment options with your doctor today.

Who may take part in this study? And who may not?

You may participate in this study if:

O you ar e a n e vellage fechalesbgpasenseepditiente ar | y

0 you speflachtlyEngl i sh

O you can complete a short questionnaire w
guestionnaires after the treatment discussion with your doctor.

0 you are at | east 18 years ol d

0 all of your companion(s) is/are at | east
0 al | o fanign(s)uspeakdngiisp fluently

60 all of your companion(s) give informed c

You may not participate in this study if:

0O you are not a -stagevfémale breashgcerpaiend, ear |l vy
you do not speak English fluently

you are lggearsnagiae t han

you need assistance with questionnaires
any of your companions are younger than
any of your companions do not speak Engl
any of your companions do not give infor

O« O« O« O« O« O« O

How long will the study take and howmany subjects will participate?

Approximately 180 women with earlstage breast cancer will participate in this study.
Because breasiancer patients tend to bring companions to their visits and because the
companions will be counted as participants dythre treatment discussion, the total
number of participants could reach 300 or greater. If you decide to participate, you will
be asked to complete a short-prsit survey, posvisit survey immediately after the
treatment discussion, and allow for thdeotaping of the treatment discussion with the
doctor. Each survey should take no more than 15 minutes. Thetajpieg of the

treatment discussion will last as long as you, your companions, and the doctor are
discussing treatment options and until yau the room. This conversation usually lasts
between 30 minutes and 1 hour. All videzorded research will be done at this site.

What will you be asked to do if you take part in this research study?

If you decide to participate in this study, you via# asked to complete a short-pre
discussion survey, allow for the vidégping of the treatment discussion, and complete a
short postdiscussion survey today. The surveys will ask such questions as how you are
feeling or how much you would like to parpeite in the treatment discussion.
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What are the risks and/or discomforts you might experience if you take part in this
study?

Because the conversation will be videotaped, you might feel mildly nervous,
embarrassed, or self conscious. Transcripts andesnaigyour conversation may be

used for teaching purposes.

Are there any benefits for you if you choose to take part in this research study?

You will receive $20 for your participation. Your participation will help us have a better
understanding of comunication between patients, companions and their doctors when
deciding what treatment to seek. Knowing more about the communication process will
give us a better understanding of how decisions are made when patients are newly
diagnosed with breast cancer.

What are your alternatives if you donodt

There are no research alternatives available. Your only choice is not to take part in this
study.

How will you know if new information is learned that may affect whether you are
willing to stay in this research study?

During the course of the study, you will be updated about any new information that may
affect whether you are willing to go on taking part in the study. If new information is
learned that may affect you after theds or your followup is completed, you will be
contacted.

Will there be any cost to you to take part in this study?

There will be no cost to you or your companion(s) to participate in this study.

Will you be paid to take part in this study?

You will be paid $20 to participate in this study.

How will information about you be kept private or confidential?

In addition to key members of the research team, the following people will be allowed to
inspect parts of your medical record and your researcihd®celated to this study:

1 The Institutional Review Board (a committee that reviews research studies)
9 Officials of the University of Medicine and Dentistry of New Jersey
1 Researchers at Rutgers approved for this study
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1 Office for Human Research Protectid@HRP) (regulatory agency that oversees
human subject research.)

By taking part of this study, you should understand that the study collects demographic
data and data on your health. This data will be recorded by the study doctor/investigator
who may stee and process your data with electronic data processing systems. Because
the information from the tapes may be used in multiple studies, and because the
completion dates of those studies cannot be predicted in advance, the tapes will be kept
indefinitely.

Your personal identity, that is your name and other identifiers, will be kept confidential.
You will have a code number and your actual name will not be used. Only your study
doctor will be able to link the code number to your name.

Your data may beused in scientific publications. If the findings from the study are
published, you will not be identified by name. Your identity will be kept confidential.
The exception to this rule will be when there is a court order or when a law exists
requiring thestudy doctor to report communicable diseases, In this case, you will be
informed of the intent to disclose this information to the state agency. Such a law exists
in New Jersey for diseases such as cancer, infectious diseases such as hepatitis, HIV,
viruses and many others.

The study doctor/investigator will be allowed to examine the data in order to analyze the
information obtained from this study, and for general health research.

If you do not sign this approval form, you will not be able to take ipattiis research
study.

You can change your mind and revoke this approval at any time. If you change your
mind, you must revoke your approval in a written request to Dr. Kearney. Beginning on
the date that you revoke your approval, no new personahhiafdrmation will be used

for research. However, the study doctor/investigator may continue to use the health
information that was provided before you withdrew your approval.

You have the right to | ook at ydweask®t udy
corrections of any of your data that is wrong.

It is possible for confidentiality to be breached if someone recognizes your voice from
your video image.

What will happen if you do not wish to take part in the study or if you later decide
not to stay in the study?

You may choose not to be in the study. If you do choose to take part it is voluntary. You
may refuse to take part or may change your mind at any time.
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If you do not want to enter the study or decide to pull out of the study,rgtationship
with the study staff will not change, and you may do so without penalty and without loss
of benefits to which you are otherwise entitled.

Who can you call if you have any questions?

If you have any questions about taking part in this studi/you feel you may have
suffered a research related injury, you can contact one of the following investigators:

Dr. Thomas Kearney Dr. Jeffrey Robinson

The Cancer Institute of New Jersey Dept of Communication, Rutgers University
195 Little AlbanyStreet 4 Huntington Street

New Brunswick, NJ 08901 New Brunswick, NJ 08901

Email: Kearney@umdnj.edu Email: jrob@scils.rutgers.edu

Office: (732) 2356777 Office: (732) 9327500 x 8128

If you have any gestions about your rights as a research subject, you can contact:

The UMDNJ IRB director
Office: (732) 2359806

Additionally, if you have any questions about your rights as a research subject, you may
contact the IRB Administrator at Rutgers UniversityRutgers University, the State
University of New Jersey, Institutional Review Board for the Protection of Human
Subijects, Office of Research and Sponsored Programs, 3 Rutgers Plaza, New Brunswick,
NJ 089018559

Tel: 732932-0150 ext. 2104, Email: humsmbjects@orsp.rutgers.edu

What are your rights if you decide to take part in this research study?
You have the right to ask questions about any part of the study at any time. You should

not sign this form unless you have had a chance to ask questibhawanbeen given
answers to all of your questions.

Consent for Videotaping, Tape Recording, etc. for Educational and Research Purposes

You hereby authorize the making of videotapes, tape recordings, or photographs by
Robert Wood Johnson Medical Schoatahe Cancer Institute of New Jersey. You also
authorize RWJMS and its faculty to show, play, or retain such videotapes, movies, tape
recordings, or photographs, with explanatory text if desired, for the use of medical and
health profession students, amd/other health personnel in the interest of medical
education; knowledge; or research regarding treatment discussions and/or factors that
affect each of these areas; and to publish such videotapes, tape recordings, or
photographs in journals, books, ohet educational media.
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Your consent is given subject to the condition that:

The name of the breast cancer patients and any companions will not be identified in the
videotapes, movies, tape recordings, or photographs.

The making of videotapes, moviespe recordings, or photographs be subject to
approval and supervision of the Institute, and that all videotapes, movies, tape recordings,
and photographs taken shall be shown to the undersigned if he so requests at the time he
signs this consent: and allipts and negatives be destroyed if he so requests.

The videotapes, movies, tape recordings, or photographs not be used for commercial or
public media purposes without further consent of the family.

This authorization is expressly intended to releasm fliability and hold harmless the
state of New Jersey, Robert Wood Johnson University Hospital, the University of
Medicine and Dentistry of New Jersey Robert Wood Johnson Medical School and the
Cancer Institute of New Jersey, their staff, officers, em@syand agents from any and

all liability which may result from the taking, printing, retaining, and using of said
videotapes, tape recordings, or photographs.

This authorization and release are expressly intended to be binding upon the undersigned,
his hers, executors, administrators, successors, and assigns.

You have read and understand the above and do hereby agree to procedure to be
undertaken.

Subject Signature Date

AGREEMENT TO PARTICIPATE
| have read this entire form, or it has beead to me, and | believe that | understand
what has been discussed. All of my questions about this form or this study have been
answered.

Subject Name:

Subject Signature: Date:
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Signature of Investigator/Individual Obtaining Consert:

To the best of my ability, | have explained and discussed the full contents of the study
including all of the information contained in this consent form. All questions of the
research subject and those of his/her parent or legal guardian have heatebcc
answered.

Investigator/Person Obtaining Consent:

Signature: Date:
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Appendix D
l | ROBERTWOOD JOHNSON 1'11‘1{18%931%03%'
MEDICAL SCHOOL NeW Jersey® (NC |

University of Medicine & Dentistry of New Jersey Bringing research to life.

CONSENT FOR THE COMPANION TO TAKE PART IN A RESEARCH STUDY

TITLE OF STUDY: CommunicatiorParticipation Behavior during the Dedry of
BreastCancerCare

Principal Investigator: Thomas Kearney, MD
The Cancer Institute of New Jersey
195 Little Albany Street
New Brunswick, NJ 08901
(732) 2356777

This consent form is part of an informed congaotess for a research study and it will
give information that will help you to decide whether you wish to volunteer for this
research study. It will help you to understand what the study is about and what will
happen in the course of the study.

After dl of your questions have been answered, if you still wish to take part in the study,
you will be asked to sign this informed consent form.

The study doctor (the principal investigator) or another member of the study team (an
investigator) will also be &ed to sign this informed consent. You will be given a copy
of the signed consent form to keep.

If you have questions at any time during the research study, you should feel free to ask
them and should expect to be given answers that you completelytanders

You are not giving up any of your legal rights by volunteering for this research study or
by signing this consent form.

Why is this study being done?

The purpose of this study is to examine how breast cancer patients, their companions
(when appliable), and their doctors make decisions about treatment options. This study
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is interested in how patients, companions, and doctors talk about different options and
how they decide on which treatments to be pursued.

Why have you been asked to take part ithis study?

You have been asked to participate in this study because you are accompanying a newly
diagnosed breast cancer patient who will be talking about treatment options with her
doctor today.

Who may take part in this study? And who may not?

You may participate in this study if you are the companion of a newly diagnosed, early
stage breast cancer patient. You must be a native English speaker, or has learned to speak
English fluently. You must also be at least 18 years old.

You may participate ithis study if:

0 you are the co
0 you speak Engl
0 you are at | ea

p a ni ostagedemalebreasanedr yatiedti a g n 0 s
sh fluently

t 18 years ol d

You may not participate in this study if:

you do not speak English fluently

you are yousmofgpger t han 18 yea

you do not give informed consent

O« O¢ O«

How long will the study take and how many subjects will participate?

Approximately 300 women with eartage breast cancer will participate in this study.
Because breasiancer patients tend to bring compans to their visits and because the
companions will be counted as participants during the treatment discussion, the total
number of participants could reach 900 or greater. If you decide to participate, you will
be videotaped during the treatment discussitth the doctor. The videtaping of the
treatment discussion will last as long as the breast cancer patient, you and any other
companions, and the doctor are discussing treatment options and until you exit the room.
This conversation usually lasts beeme30 minutes and 1 hour. All vidéaped research

will be done at this site.

What will you be asked to do if you take part in this research study?

If you decide to participate in this study, you will be asked to allow for the \taj@ng
of the treatmst discussion.
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What are the risks and/or discomforts you might experience if you take part in this
study?

Because the conversation will be videotaped, you might feel mildly nervous,
embarrassed, or self conscious. Transcripts and images of yoursaiioremay be
used for teaching purposes.

Are there any benefits for you if you choose to take part in this research study?
You will not receive any direct benefits from participating in this research. Your

participation will help us have a better enstanding of communication between patients,
companions and their doctors when deciding what treatment to seek. Knowing more

about the communication process will give us a better understanding of how decisions are

made when patients are newly diagnosetth Wreast cancer.
What are your alternatives if you donodt

There are no research alternatives available. Your only choice is not to take part in this
study.

How will you know if new information is learned that may affectwhether you are
willing to stay in this research study?

During the course of the study, you will be updated about any new information that may
affect whether you are willing to go on taking part in the study. If new information is
learned that may affégou after the study or your followp is completed, you will be
contacted.

Will there be any cost to you to take part in this study?

There will be no cost to you, the breast cancer patient, and any other companions to
participate in this study.

Will y ou be paid to take part in this study?
You will not be paid to participate in this study.
How will information about you be kept private or confidential?

In addition to key members of the research team, the following people will be allowed to
inspect pes of your medical record and your research records related to this study:

1 The Institutional Review Board (a committee that reviews research studies)
1 Officials of the University of Medicine and Dentistry of New Jersey
1 Researchers at Rutgers approvedfic study

wa
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i Office for Human Research Protections (OHRP) (regulatory agency that oversees
human subject research.)

By taking part of this study, you should understand that the study collects demographic
data and data on t he pmation aboutyduothdr tham yourh b ut
image. This data will be recorded by the study doctor/investigator who may store and
process your data with electronic data processing systems. Because the information from
the tapes may be used in multiple studies,lmwhuse the completion dates of those
studies cannot be predicted in advance, the tapes will be kept indefinitely.

Your personal identity, that is your name, address, and other identifiers, will be kept
confidential. You will have a code number and yactual name will not be used. Only
your study doctor will be able to link the code number to your name or the breast cancer
patientds name.

Your data may be used in scientific publications. If the findings from the study are
published, you will not bedientified by name. Your identity will be kept confidential.

The exception to this rule will be when there is a court order or when a law exists
requiring the study doctor to report communicable diseases, In this case, you will be
informed of the intenta disclose this information to the state agency. Such a law exists

in New Jersey for diseases such as cancer, infectious diseases such as hepatitis, HIV,
viruses and many others.

The study doctor/investigator will be allowed to examine the data in todaralyze the
information obtained from this study, and for general health research.

If you do not sign this approval form, you will not be able to take part in this research
study.

You can change your mind and revoke this approval at any time. IElyaunge your
mind, you must revoke your approval in a written request to Dr. Kearney. Beginning on
the date that you revoke your approval, no new personal health information will be used
for research. However, the study doctor/investigator may contmuesd the health
information that was provided before you withdrew your approval.

You have the right to | ook at your study d
corrections of any of your data that is wrong.

It is possible for confidentialityo be breached if someone recognizes you from your
video image.

What will happen if you do not wish to take part in the study or if you later decide
not to stay in the study?

You may choose not to be in the study. If you do choose to take parbitingary. You
may refuse to take part or may change your mind at any time.
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If you do not want to enter the study or decide to pull out of the study, your relationship
with the study staff will not change, and you may do so without penalty and witlssut lo
of benefits to which you are otherwise entitled.

Who can you call if you have any questions?

If you have any questions about taking part in this study or if you feel you may have
suffered a research related injury, you can contact one of the fojjomviastigators:

Dr. Thomas Kearney Dr. Jeffrey Robinson

The Cancer Institute of New Jersey Dept of Communication, Rutgers University
Email: Kearney@umadnj.edu Email: jrob@scils.rutgers.edu

Office: (732)2356777 Office: (732) 9327500 x 8128

If you have any questions about your rights as a research subject, you can contact:

The IRB director
Office: (732) 2359806

What are your rights if you decide to take part in this research study?
You have theight to ask questions about any part of the study at any time. You should

not sign this form unless you have had a chance to ask questions and have been given
answers to all of your questions.

Consent for Videotaping, Tape Recording, etc. for Educat@mmalResearch Purposes

You hereby authorize the making of videotapes, tape recordings, or photographs by
Robert Wood Johnson Medical School and the Cancer Institute of New Jersey. You also
authorize RWJMS and its faculty to show, play, or retain suclotages, movies, tape
recordings, or photographs, with explanatory text if desired, for the use of medical and
health profession students, and/or other health personnel in the interest of medical
education; knowledge; or research regarding treatment dignasand/or factors that
affect each of these areas; and to publish such videotapes, tape recordings, or
photographs in journals, books, or other educational media.

Your consent is given subject to the condition that:

The name of the breast cancer paseand any companions will not be identified in the
videotapes, movies, tape recordings, or photographs.

The making of videotapes, movies, tape recordings, or photographs be subject to
approval and supervision of the Institute, and that all videotapesesntape recordings,
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and photographs taken shall be shown to the undersigned if he so requests at the time he
signs this consent: and all prints and negatives be destroyed if he so requests.

The videotapes, movies, tape recordings, or photographs tabe msed for commercial
or public media purposes without further consent of the family.

This authorization is expressly intended to release from liability and hold harmless the
state of New Jersey, Robert Wood Johnson University Hospital, the Univefsity
Medicine and Dentistry of New Jersey Robert Wood Johnson Medical School and the
Cancer Institute of New Jersey, their staff, officers, employees and agents from any and
all liability which may result from the taking, printing, retaining, and using o sa
videotapes, tape recordings, or photographs.

This authorization and release are expressly intended to be binding upon the undersigned,
his heirs, executors, administrators, successors, and assigns.

You have read and understand the above and do hemg®e to procedure to be
undertaken.

Subject Signature Date:

AGREEMENT TO PARTICIPATE
| have read this entire form, or it has been read to me, and | believe that | understand
what has been discussefll of my questions about this form or this study have been
answered.

Subject Name:

Subject Signature: Date:

Signature of Investigator/Individual Obtaining Consent:

To the best of my ability, | have explained and discussed theohuiktots of the study
including all of the information contained in this consent form. All questions of the
research subject and those of his/her parent or legal guardian have been accurately
answered.

Investigator/Person Obtaining Consent:

Signatre; Date:
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Appendix E

L The Cancer NC|

Ml
¢ = &CEEEIP&ENS%%&')OLHNSON A Institute of CCC

K/ University of Medicine & Dentistry of New Jersey NeW Jersey

Date

ResearchParticipant Payment Form

Name of Project CommunicatiorParticipation Behavior during the Delivery of Breast
Cancer Care

Primary Investigator: Thomas Kearney, MD
Sub-Investigator: Jeffrey D. Robinson, Ph.D.

| understand that I, , received $20 for
(print name here)
participation in this research project.

(sign yourname here) (date)
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Appendix F

el The Cancer NC|
§, ROBERT WOOD JOHNSON \\\ Tnstitate of CCC

MEDICAL SCHOOL . M
9 o “'New Jersey” :
University of Medicine & Dentistry of New Jersey Na

Date

Research Participant Paymenifor-Donation Form

Name of Project CommunicatiorParticipation Behavior during the Delivery of Breast
Cancer Care

Primary Investigator. Thomas Kearney, MD
Sub-Investigator: Jeffrey D. Robinson, Ph.D.

| understand that I, , was eligible to
receive $20

(print name here)
for participation in this research project, and that | declined this marfayor of having
the research project donate it to 8uesan G. Komen for the Cufeusan G. Komen for
the Cureis a nonprofit organization dedicated to the eliminating cancer as a major health
problem by preventing cancer, saving lives, and diminisbiriiering from cancer,
through research, education, advocacy, and service. | understand that, in order to protect
my confidentiality in this research project, this donation will be made directly by the
research project (not myself), and thus | am notldkgdior a tax deduction.

(sign your name here) (date)
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Endhotes

! Mishel (1999) conceptualizes cancer as an acute illness experience.
Any forthcoming references of finaljs of a dimension of the mental adjustment
to cancer scale (e.g., Fighting Spirit) could have been deduced from studies using either

the MAC or the MiniMAC.

3

Behavior Caling Guide; R. L. Street, personal communication, March 15, 2009.

4 Similar to prior research (Street & Gordon, 2008), this study found that patients

who brought companions did not differ from those who didingermo f : e dMlicat i on

N =51)=.30p=.58), age (F=.16= .69,t(49)=.59p= . 56), *e0fhpri ci ty

. 77), hous EéMndN=d6)F h89p=-mk), gna prior history with breast

sur g é(@,N=51p=.03p=.87). Perhapsbviously, compared to unmarried

patients, married patients were significantly more likely to bring a companion (e.g., their
h us b a%fldN = 32) & 18,p = .001); however, there were no such differences

bet ween unmaf(iNe 1) p4p+ .49 In sont(ast to the findings of
Street and Gordon, this study found that, compared to patients who did not bring
companions (20.42 minutes), those who did (29.49 minutes) experienced significantly
longer visits (F(49) = 4.10, t (32.94)-3.46,p = .001). The effect of companion presence

and participation is further explained in subsequent analyses.

Unl ess Street and Millay (2001) is <cite

(
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> The logistic regression output provides twovlues: Nagelkerke :and Cox

and Snell R Both statistics adjust for the sample size; howetierNagelkerke Ris
reported because it adjusts the Cox and Snell value to best approximate the normal

interpretable range of a linear multiple regression (Tabachnick & Fidell, 2007).
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