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Abstract
Objective—To test whether cancer patients’ expectations for cure prior to interacting with their
oncologist influence their decisions to follow treatment recommendations. Further, to test whether
patients’ expectations for cure are affected by the strength of the oncologist–patient alliance or the
extent to which companions (if present) share patients’ expectations for cure.

Methods—Interactions of 101 patients (and 114 companions) with oncologists about treatment
were coded for the strength of the oncologist–patient alliance. Prior to the interaction, patients and
companions reported expectations about whether the patient would be cured of cancer. After the
interaction, patients reported whether they intended to follow the recommended treatment.

Results—Patients who expected a cure were more likely to report an intention to follow
oncologists’ treatment recommendation when the strength of their alliance with their oncologist
was weaker (B = −0.51, p < .05). Patients whose expectations for cure matched their companions’
expectations were less likely to report intentions to follow treatment recommendations (B = −0.28,
p < .05).

Conclusion—Patients who have an expectation of being cured of cancer prior to meeting with
their oncologist are more likely to intend to follow recommended treatment when their alliance
with the oncologist is weaker and their companions do not believe they will be cured.

Practice implications—To better understand patient treatment decisions and improve overall
cancer care, oncologists should be aware of the complex ways that patients’ expectations about
cure influence treatment choices.
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1. Introduction
Expectations are subjective beliefs about what will occur in the future [1–6]. In the context
of cancer, expectations are critical because they affect the way individuals experience and
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interpret their disease [7–9]. For instance, patients with optimistic expectations regarding
their cancer prognosis are generally able to cope and have less distress than other patients
[10–14]. However, little is known about the effect context-specific expectations – such as
the belief that one will be cured of cancer (regardless of the physician’s prognosis) – have
on patients’ treatment decisions. The influence of patient beliefs in whether they will be
cured, independent of their actual prognosis, is of particular interest given that research has
demonstrated that patients often hold prognostic views which contradict those of their
oncologist even after discussion about prognosis which may in turn affect their treatment
decisions [15,16].

Previous research suggests patients’ treatment decisions are affected by the quality of the
interactions they have with their oncologists [17–23]. For instance, when oncologists discuss
clinical trials in a communication style that is informative, warm, responsive, and caring,
patients are more likely to agree to join the trial [24,25]. Although research shows that
expectations influence how individuals interpret information and behavior [26,27], questions
remain regarding the extent to which cancer patients’ expectations for cure interact with the
strength of their alliance with their oncologist to influence treatment decisions. In other
words, although the quality of physician–patient communication is related to patient
adherence to treatment recommendations, the role of patients’ expectations for cure in this
relationship is unknown.

Further, the presence of a companion during the interaction may add to the complexity of
patient decision making processes. Previous research has shown that companions are not
only frequently present during oncology outpatient visits, but also are active participants in
the interactions[24,28–31] and treatment decisions[32,33]. Although not yet empirically
studied, it is likely that companions, like patients, have their own expectations about
whether the patient will be cured, and these expectations may or may not match those of the
patient. Further, little is known about how companion expectations may influence patient
decisions about treatment. Studies show that being with others who share similar attitudes/
beliefs to one’s own makes one less open to adjusting or altering that shared attitude/belief
[34]; suggesting that consistent expectations between patients and companions may
influence patient decision-making. However, it is not yet known whether consistent (i.e.,
matched) expectations between patients and companions influence patients’ decision to
follow their doctor’s treatment recommendations, and further, whether the direction of the
match (i.e., do patients and companions agree that the patient will be cured or do they agree
that the patient will not be cured) influences patients’ decision to follow treatment
recommendations.

Thus, this research addresses the following questions:

1. Do patients’ expectations for cure prior to oncologist–patient interactions have a
direct effect on patients’ subsequent decisions to follow the treatment
recommended by oncologists?

2. Does the strength of the alliance between patients and their oncologists (i.e., the
objectively observed quality of rapport, closeness, trust, hope, responsiveness,
organization, and the amount and clarity of information provided during the
interaction) moderate the effect of patients’ expectations for cure on patients’
decisions to follow oncologists’ treatment recommendations?

3. For patients with companions during interactions:

a. Do patients who are accompanied to the visit have expectations for cure
which match their companions’ expectations?
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b. Does a match between patients and companions expectations for cure
influence patients’ decisions to follow treatment recommendations?

2. Methods
Data for this study were collected as part of a larger investigation of oncologist–patient
communication [24,35]. The study occurred between April 2002 and March 2006 and
consisted of 235 patient/companion–oncologist interactions in the multi-disciplinary
outpatient oncology clinics at two National Cancer Institute-designated comprehensive
cancer centers. The participation rate was unavailable at one site; the other had a
participation acceptance rate of 72%. Oncology patients and their companions (>18 years
old) were eligible for participation if (a) their oncologist was participating in the research
project, (b) patients were potentially eligible for a Phase II or III clinical trial, and (c)
patients (and companions if present) were able to speak and read English.

2.1. Procedure
Eligible patients (and companions, if present) were approached by a research assistant who
explained the procedures of the study and invited them to participate. Patients and
companions gave written consent and completed a background questionnaire while they
waited for their appointment to see the oncologist (Time1A). The questionnaire assessed
socio-demographic information and expectations about whether the patient’s cancer would
be cured. The interaction with the oncologist was then video recorded (Time1B; procedures
are described below). Approximately two weeks after the interaction, a brief telephone
interview was conducted with patients about their perceptions of the interaction and whether
they had decided to follow the treatment recommended by their oncologist (Time2) (see Fig.
1).

Patients (n = 101; 77 of whom were accompanied by at least one person) were selected from
the parent study if they fulfilled requirements for all three assessments: (1) completed the
background questionnaire (patient and any present companions), (2) allowed their
interaction to be videotaped, and (3) was available by phone and completed the follow-up
interview. Any exclusion was due to failure of the videotaping equipment preventing coding
of the patient/oncologist interaction, or patients being unreachable by telephone for the
follow-up survey either because they had moved, declined to participate, or were unable to
participate due to illness or having passed away. Patients included in the study were seen by
one of 10 medical oncologists at the first cancer center or one of 11 from the second center.
The patients were diagnosed with various cancers: Lung (32%), Colorectal (15%), Breast
(7%), GI Stromal Tumor (7%), Multiple Myeloma (6%), Lymphoma (5%), Head/Neck
(5%), Prostate (4%), Leukemia (3%), Liver (2%), Pancreatic (2%), Esophageal (1%),
Ovarian (1%), Testicular (1%), Mesothelioma (1%), Other Cancers (6%), Unidentified
(2%). Although all patients were judged as being potentially eligible for a clinical trial prior
to their appointment, actual offers of clinical trials were only made to 33 patients (33%) by
their oncologist during the treatment interaction [for more detail on clinical trial offers in
this sample see Albrecht et al. (2008)]. In the current study, patients were included
regardless of whether or not they received an actual offer of a clinical trial. A majority
(85%) of patients were visiting the cancer centers for the first time and a variable controlling
for whether the visit was an initial or return visit was entered in all analyses to ensure that
familiarity with the oncologist was not a confounding variable.

2.2. Informed consent
The study was approved by the Institutional Review Boards of two universities and
underwent protocol review at both cancer centers. All oncologists, patients, and companions
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(and other medical providers if present) signed consent forms. Patients also signed HIPAA
release forms.

2.3. Video recording procedures
Interactions with the oncologist were recorded using a custom-designed, remote-controlled
digital video recording system, which includes two high-resolution digital video cameras,
two external microphones, and remote monitoring and recording capabilities [36]. Previous
research using this video recording equipment has shown the cameras to be unobtrusive and
virtually unnoticeable (producing minimal, if any, reactance) by oncologists, patient, or
companion(s) [37]. After placing the camera cylinder in the examination room, investigators
monitored the video recording from a secured, remote location in the clinic

2.4. Measures
2.4.1. Expectations for cure—Prior to interacting with the oncologist, patients and
companions were independently asked to endorse one of four statements that best reflected
their expectations regarding the patient’s prognosis. These included (for the patient): “I
expect to be cured of my cancer,” “I expect my cancer will not worsen, but I will not be
cured,” “I expect my symptoms will be relieved, but I will not be cured,” and “I do not know
what to expect.” Participants who believed that the cancer would worsen and that their
symptoms would not be relieved would have to choose the option “I do not know what to
expect.” Forty-seven patients reported expectations of being cured of their cancer; 10
expected their cancer not to worsen, but did not expect a cure; 8 expected symptom relief
without a cure; and 35 did not know what to expect regarding cure. The first statement (“I
expect to be cured of my cancer”) was effect coded as having a positive expectation of a
cure (cure = 0.5); the remaining three statements were effect coded as negative expectations
for cure (i.e., not expecting a cure; cure = −0.5). The simplification of expectations
categories is supported by data analyses in which all possible expectations were analyzed,
and the three categories indicating a negative expectation produced consistent results (i.e.,
all three negative expectations were associated with the same direction of found effects).

A chi-square analysis of the extent to which expectations about cure were related to patients’
cancer diagnoses indicated that lung cancer patients were less likely to expect a cure than
those with other types of cancer; other cancer diagnoses were unrelated to expectations.

2.4.2. Matched expectations—Matched patient–companion expectations were defined
as a consistent expectation (i.e., both reported “cure” or both reported “no cure”) between
the patient and companion. If more than one companion was present, a match was
determined by whether all companions as a group were matched with patients on cure
expectations. A mismatch was defined as an inconsistency in expectations as reported by the
patient and any one of the present companions. Given that there were three options which
corresponded to “no cure”, it was perhaps easier for patients and companions to agree on not
expecting a cure, however, when more stringent matching criteria were used (patients and
companions had to pick exactly the same “no cure” response) the pattern of results were
again consistent with that of the simplified coding.

2.4.3. Oncologist–Patient Alliance—The Oncologist-Patient Alliance is a subscale of
the global judgment section of the Karmanos Accrual Assessment System (KAAS) [25]. The
KAAS is a 14-item revised version of the Moffitt Accrual Assessment System (MAAS [24])
in which three independent, trained observers rate several aspects of the videotaped
oncologist–patient interactions. Any disagreements between coders were resolved through
discussion. Principal components factor analyses with varimax (orthogonal) rotations were
conducted on the items. Using the criteria of eigenvalues >1, visual inspection of plots of
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these values (i.e., scree criteria) and theoretical coherence of the factors, the subscale for the
Oncologist–Patient Alliance was identified (which accounted for 31% of the variance across
items with an internal reliability of alpha = 0.82). The Oncologist–Patient Alliance is
measured by the following 8 items: “rapport with the oncologist,” “closeness to the
oncologist,” “trust with the oncologist,” “level of information provided by oncologist
(whether too much or too little),” “oncologist responsiveness,” “the extent to which the
oncologist appears organized,” “clarity and use of explanatory examples by the oncologist,”
and “amount of hope provided by the oncologist.” The eight items were combined into a
single aggregate score using a 0–6 rating scale; higher scores reflected a stronger
oncologist–patient alliance. The scale approximated a normal distribution with a mean of
4.33 (SD = 0.57) and was centered in all analyses to facilitate interpretation of analytic
results (i.e., the intercept was set as the starting value for those who experienced the mean
level of Oncologist–Patient Alliance). See Albrecht et al. (2008) for a more detailed
presentation of the scale development and characteristics.

2.4.4. Treatment decision—During the follow-up telephone interview, patients were
asked what treatment they believed was being recommended by their oncologists and
whether they intended to follow it. Treatment decision was determined by their response. (0
= no intention to follow recommendations, 1 = some intention to follow recommendations,
and 2 = intention to follow recommendations). Treatment decision is evaluated from the
subjective viewpoint of the patient based on both what the patient thinks the oncologist
recommended (which could have involved multiple options including a clinical trial) and
whether the patient intends to follow what the patient feels was recommended.

Table 1 provides a breakdown of the expectations of each patient, whether they held
matched expectations with present companions, and whether they reported that they
intended to follow treatment recommendations.

2.5. Data preparation and analysis
Analyses were conducted using the GENMOD procedure with GEE (general estimating
equations) in SAS 9.1 software for Windows (2003). The general linear models used are
based on a regression framework that adjusts for dependency within the data (i.e., the effect
of one oncologist treating multiple patient participants). The criterion for statistical
significance for all analyses was set at p ≤ .05.

3. Results
Seventy-six percent of the patients (n = 77) were accompanied by at least one companion
during the clinic visit. The total number of companions was 114; the largest percentage were
spouses (n = 54; 47%), followed by adult children (n = 32; 28%), “other” relationships (n =
10; 9%), friends (n = 7; 6%), siblings, (n = 6; 5%), and parents (n = 5; 4%). Thirty-two
percent of patients (n = 25) had more than one companion present (the maximum number of
companions with a single patient was 4). Average patient age was 59 (range = 24–89);
average companion age was 53 (range = 22–81). Fifty-eight percent (n = 59) of patients
were male, 29% (n = 33) of companions were male. Seventy-seven percent of patients were
White (non-Hispanic), 15% Black (non-Hispanic), 2% Hispanic, 1% Asian, and 5% did not
identify themselves; 89% of companions were White (non-Hispanic), 7% Black (non-
Hispanic), 2% Asian, 1% Native American, and 1% did not identify themselves. More than
half of patients (63%) had some secondary education. Average household income of the
patients varied: 17% <$20,000/year, 33% between $20,000 and $60,000/year, and 35% >
$60,000/year (15% were unspecified). None of these demographic variables were found to
have an influence on the outcome of interest: patient decision to follow oncologists’
treatment decisions.
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Research question #1 Influence of patient expectations for cure on patient decisions
to follow treatment as recommended by the oncologist

The majority of patients (54%; n = 54) did not expect their cancer would be cured. A general
linear model used patient expectation for cure as the predictor variable and patient decision
to follow treatment recommendations as the outcome (whether this visit was the first visit
was included as a control). Surprisingly, patient expectations for cure did not directly
influence patients’ decision to follow treatment recommendations (Intercept = 1.64, p < .01,
Bexpectation = −0.01, ns, Bvisit = 0.01, ns).

Research question #2 Moderating effect of Oncologist–Patient Alliance on patient
treatment decision

We tested whether the Oncologist–Patient Alliance moderated the effect of patient
expectation for cure on patient treatment decisions. A general linear model used patient
expectation for cure, Oncologist–Patient Alliance, and the interaction between these two
variables to predict patients’ decision to follow oncologist treatment recommendations (visit
number was again included as a control variable). Results showed that the Oncologist–
Patient Alliance significantly moderated the effect of patients’ expectation for cure on
patients’ decision to follow the recommended treatment (see Table 2 and Fig. 2).
Specifically, patients who expected a cure prior to interaction with their oncologist were
more likely to follow treatment recommendations when the strength of the Oncologist–
Patient Alliance was less strong.

Research question #3 Influence of patient and companion expectations matching on
patient treatment decisions

Matching between patient and companion expectations
First, we analyzed the extent of matching between patients and companions. Similar to
patients, 60% of companions (n = 70) believed that the patient would not be cured of cancer.
Further, two-thirds of the patient–companion dyads (n = 52) held matched expectations
about the patient’s potential for cure. This “matched” group included 40% (n = 21) who
expressed an expectation that the patient would be cured, and 60% (n = 31) who did not
expect the patient to be cured.

Effect of matching on patient treatment decisions
Next, we tested a general linear model using extent of match in patient–companion
expectations, patient expectations, and the interaction between these two variables to predict
patients’ decision to follow oncologist treatment recommendations (visit number was again
included as a control). The visit number was significant in that when the interaction was not
a first visit patients were more likely to follow treatment recommendations. The effect of
patient and companion matching (agreement) was significant and negative (see Table 2 and
Fig. 3). The interaction between patient expectation for cure and matching was not
significant. These two findings together indicate that the important factor is not whether the
patients and companions expect a cure or do not except a cure, but rather that they are
matched in their expectations for cure. Thus, when patients’ and companions’ expectations
were matched in their cure expectations (i.e., agreed regardless of direction of expectation),
patients were less likely to report that they intended to follow the doctor’s treatment
recommendations.
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4. Discussion and conclusion
4.1. Discussion

The goal of the study was to investigate whether cancer patients’ expectations for cure prior
to meeting with their oncologist influence their decisions to follow their oncologist’s
treatment recommendations. Surprisingly, results did not reveal a direct effect of patient
expectations for cure on patient treatment decisions; patients’ beliefs about whether they
would be cured did not directly influence their decisions about treatment. However, results
showed that patient expectations did significantly influ-ence patient decisions when the
strength of the Oncologist–Patient Alliance is taken into account. That is, cancer patients
who enter the interaction with an expectation of being cured are more likely to decide to
follow their oncologist’s treatment recommendations if their alliance with the oncologist is
observed to be weaker (i.e., less rapport, responsiveness, trust, organization) during the
interaction. Additionally, we found that when patients’ expectations for cure are the same as
their companions’ expectations for cure, patients are less likely to follow the oncologists’
treatment recommendations. Taken together, these findings demonstrate that patients’
expectations regarding cure do in fact influence their treatment decisions, but only when
considered in the context of the patients’ immediate context, that is their companions’
expectations and the tone of the conversation with the oncologist.

The first finding – that patient expectations interact with the strength of the observed
oncologist–patient alliance in the interaction to influence treatment decisions – is perhaps
not an expected finding. However, a possible interpretation is that patients who expect a
cure prior to meeting with their oncologist may have less of a need for an alliance with their
oncologist for their decision-making process. These patients may prefer an interaction that
focuses on the details of the task at hand (i.e., treatment) rather than on psychosocial and/or
relational aspects of the interaction. Indeed, the psychosocial and/or relational aspects of an
interaction may seem less important, and perhaps even distracting, to patients who feel
confident about a positive prognosis. Further, this interpretation suggests that patients who
do not expect a cure – and therefore may feel a greater burden of uncertainty about the
course of their disease – may want and/or need a stronger alliance with their oncologist. A
strong alliance may be reassuring and provide a context that enables patients to listen and
follow their physician’s advice and perhaps, as a result, allow patients to feel more confident
about following recommended treatments. Not expecting a cure and/or feeling uncertain
may leave a patient more emotionally vulnerable in the interaction with the oncologist.

Oncologists who are sensitive to these potential dynamics and engage in alliance-building
behaviors may help the patient feel reassured, better supported, and thus more confident in
their treatment decisions. Indeed, for a patient with an expectation of a poor prognosis, the
perception that he/she is relationally aligned with the oncologist in facing the disease and
treatment may serve as the basis for following the doctor’s recommendation. In the current
study, however, we can only say that patients who expect a cure and have a less strong
alliance with their oncologist are more likely to follow treatment recommendations.

Our second finding was that when patients and companions have matched expectations for
cure, patients are less likely to follow oncologists’ treatment recommendations. This result
occurred regardless of whether both patients and companions held a positive or negative
expectation for cure, and further, without knowledge of whether they matched the patients’
actual prognosis. Conversely, when patients’ expectations about cure differed from their
companions, patients were more likely to follow the oncologist’s treatment
recommendations. These results suggest that when patients and their companions agree on
their expectations, the influence of the oncologist may be reduced. Conversely, when
patients and companions hold different expectations for cure, patients may be more likely to
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align with their oncologist, and therefore, follow the treatment recommended by him or her.
This finding is in line with previous attitudinal research, which shows that individuals are
less likely to change their beliefs when receiving new contrary information when they are
with people who share those specific beliefs [31].

4.2. Conclusion
It is clear from this research that it is not patient expectations, companion expectations, or
the patient/oncologist interaction alone that influence patient decisions, but rather that a
complex interaction of these factors, and likely other factors not included in this study, that
influence patient decisions. Future research will likely benefit from considering how patient
outcomes are influenced by the interplay between pre-existing expectations, thoughts, and
attitudes that patients and companions bring to interactions with oncologists.

It is important to note that in the current study expectations were used to predict a behavioral
intention which does not address whether patient expectations remain the same. In the
future, research should examine changes in patients’ expectations from prior to the meeting
with their oncologists to immediately following and several weeks after the meeting in order
to understand how expectations regarding cancer cure might change over time.

Future research should also address several limitations in the current study. For instance, it
would be of interest to include the oncologist’s expectation for whether the patient will be
cured (the actual medical prognosis) in order to determine the extent to which patients’
expectations reflect medical reality, and in turn, whether this match affects treatment
decisions. Although examining questions about cure expectations in a sample of patients
with diverse types of cancer is important, as we have done in the current study, it might also
be advantageous to investigate these ideas in a sample that was homogenous with respect to
diagnosis to explore variations that might be due to particular cancers and/or different stages
of that cancer.

4.3. Practice implications
Taken together, these findings suggest that patients who expect a cure are most likely to
choose to follow recommended treatment when their companion(s) do not agree with their
expectation and when the Oncologist–Patient Alliance during the interaction with the
oncologist is less strong. However, it is important to note that our findings come from two
separate analyses (i.e., those with and those without companions), and in order to completely
understand the full complexity of patient decision-making, further study of the interplay
between patient expectations and contextual variables, as studied here, is needed.
Additionally, we caution against interpreting these results to suggest that the oncologists’
influence is unimportant or that oncologists should avoid alliance-building behaviors
regardless of patient expectations. Rather, we encourage researchers and practitioners to
consider the potential dynamics created by the expectations for cure that patients bring with
them to oncology interactions—patients and their companions are not blank slates when
they visit their oncologist, but instead have previously developed beliefs about many aspects
of their illness that may influence their treatment decisions.

Here we have demonstrated the influence that basic beliefs about the possibility of cure have
on an important outcome, but patients and their companions likely have expectations about
every aspect of their care that will in turn influence how they interpret the information they
receive from their practitioner and how they act on that information. In line with work by
Back and colleagues [15,16], which suggests that practitioners should question patients
about what and how much information they desire, our research suggests that practitioners
may want to ask patients and their companions about their expectations for the course of the
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patient’s disease. Gaining an understanding of the patient and companion expectations may
allow practitioners to tailor their messages and behavior to improve communication with
patients and their companions.
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Fig. 1.
Study design.
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Fig. 2.
Treatment decision predicted as a function of patient expectations regarding cure and
observer rating of the level of affiliation in the oncologist–patient interaction. (Although the
results are continuous, to ease interpretation of the predicted results, level of affiliation was
divided into low (10th percentile), average (median), and high (90th percentile)).
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Fig. 3.
Treatment decision predicted as a function of patient expectations for cure and consistency
between patient and companions expectations for cure.
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Table 1

Breakdown of patient expectations about cure, whether companion(s) matched those expectations, and what
treatment intentions patients expressed (PT = patient; CP = companion)

Cure Did not expect to be cured

Patients with companion(s) (n = 77) 34 (44%) 43 (56%)

 Number of PT whose CP agreed with them 21 (62%) 30 (70%)

 Number of PT who followed recommendations 26 (76%) 33 (77%)

No companion (n = 24) 13 (54%) 11 (46%)

 Number of PT who followed recommendations 7 (54%) 8 (73%)
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Table 2

Predicting patient treatment decisions

Patient decision

B SE p

Research question 2: Does the strength of the Oncologist–Patient Alliance moderate the effect of patients’ expectations for cure on patients’
decisions to follow oncologists’ treatment recommendations (n = 101)?

Intercept 1.64 0.16 0.01

Visit number 0.01 0.19 ns

Patient expectation of cure (A) −0.02 0.10 ns

Observed ratings of interaction (B) −0.12 0.11 ns

A × B −0.51 0.21 0.01

Research question 3: Does a match between patients and companions expectations for cure influence patients’ decisions to follow treatment
recommendations (n = 77)?

Intercept 1.97 0.08 0.01

Visit number 0.30 0.11 0.01

Patient expectation of cure (A) −0.01 0.090 ns

Match between patient and companion with
regard to cure (B)

−0.28 0.14 0.04

A × B 0.11 0.25 ns
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