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Abstract

Objective—The purpose of this report is to extend the current understanding of patient 

satisfaction by examining expectations of a sample of breast cancer patients and concordance with 

their medical oncologists about the content of consultations and the importance of consultation 

items.

Methods—Three hundred and ninety-five female early stage breast cancer patients of 56 

oncologists participated. Patients and oncologists completed a matched questionnaire measuring 

(a) met expectations, (b) concordance over content and item importance, and (c) satisfaction.

Results—Overall patient satisfaction was extremely high (x = 91/100%) although expectations 

were not met at the stated level desired. Patients and physicians disagreed over what was conveyed 

and received. Higher overall satisfaction was predicted by levels of met expectations 

(unstandardized beta =0.69, p =0.008, SE =0.26) and concordance over (a) content 

(unstandardized beta =1.09, p =0.002, SE =0.34) and (b) importance (unstandardized beta =−0.78, 

p =0.006, SE 0.28).

Conclusion—Although patient expectations were not well met and physician–patient discord 

was high about the content of consultations and the importance of consultation items, patients 

reported high levels of satisfaction. Expectation fulfillment and levels of concordance predicted 

satisfaction.
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Introduction

Satisfaction is often measured by simply asking patients to rate their satisfaction with a 

consultation or specific aspects of a consultation. These types of measures are anchored at 

one end by high satisfaction and at the other end by dissatisfaction, assuming that certain 

factors contribute to patient satisfaction while others do not. Problems with such measures 

have included that they are generally skewed toward high satisfaction, demonstrate poor 

variability, and are insensitive to dissatisfaction [1–4]. Qualitative data [1] suggest that 

patients do not evaluate their health-care experiences in terms of a linear continuum. 

Therefore, it may be that by using measures of satisfaction that are unidimensional and 

unidirectional, we fail to capture the entire domain of meaning that is satisfaction and 

dissatisfaction [3,5]. Additionally, single-item global measures capture overall satisfaction 

but do not address specific sub-components of satisfaction [6]. In-depth interviews find that 

patients express problems that do not seem to be captured by standard measures of 

satisfaction; there is reason to suspect that many satisfaction measures lack content validity 

[7,8].

Another approach is to address the measurement of satisfaction as a latent variable. In other 

words, we propose to treat satisfaction as a variable that cannot be directly measured but 

must be inferred from other variables. This approach is frequently used in the measurement 

of quality of life, intelligence, and socioeconomic status. One specific method is to record 

levels of patient met and unmet expectations with the consultation. Care must be taken in 

applying this approach as equal weight is given to each expectation despite the likelihood 

that patients value some expectations more than others. Thus, satisfaction will vary 

according to the value placed on the expectation being met or not met [9]. Like and Zyzanski 

drew an important distinction between patient expectations (what the patient anticipates will 

happen in the consultation) and patient requests (how the patient hopes to be helped) [10]. 

They developed an instrument to measure patients’ request fulfillment coupled with 

physician perceptions of the services they provide. This measure was a first step to measure 

patient satisfaction as a latent variable. Like and Zyzanski found that patient satisfaction was 

predicted by patient requests being fulfilled as measured by a global satisfaction measure. 

However, although they provided an analogous measurement of physician perceptions of 

expectations fulfilled, these measures explore patient and physician perceptions 

independently of each other and do not explore relationships between them. Importantly, 

they did not measure whether patient and physician perspectives were concordant [10].

Building on this work, our study posits that concordance between patients and physicians 

about the value or importance of consultation content items will vary. It is important to 

evaluate this because of the relational aspect of consultation communication and its 

importance to shared decision making [11]. It is plausible that higher levels of physician–

patient concordance about the importance of individual consultation content items will 

influence patient satisfaction. Shared agreement about information exchanged and values 

about treatment options may be particularly important in the oncology setting.

The current study explores how cancer patients and oncologists assess analogous 

information about the content of their discussions to determine if patient and physician 
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expectations are concordant and if concordance is associated with satisfaction. We also 

examine whether certain types of information are more important to patient overall 

satisfaction than others. The level of physician–patient concordance about (a) the content of 

the consultations and (b) the perceived importance of various aspects of emotional and 

informational support were measured and compared. The association between physician–

patient concordance and patient satisfaction was examined.

We test three major hypotheses: first, patients whose consultation expectations are met 

report higher levels of satisfaction; second, greater concordance between physicians and 

patients regarding the informational and emotional content of the consultation are associated 

with greater patient satisfaction; and third, physician–patient concordance concerning 

perceived importance of these items influence satisfaction.

Method

The current study was part of a larger randomized trial of a breast cancer specific decision 

aid for women considering adjuvant therapy following surgery. The decision aid took the 

form of a user-friendly computer program, ‘Adjuvant’. This program produces prognostic 

estimates of survival with and without adjuvant therapy. An algorithm that combined tumor 

size, receptor status, and number of nodes produced a numeric disease severity score; these 

estimates are presented in the form of bar graphs to physicians and patients [12,13].

Participants

The study was conducted at 14 practices in two large US metropolitan communities in two 

states, Ohio and Texas. The practices consist of five academic oncology practices and nine 

community-based practices. Patients were eligible for the study if they had been diagnosed 

with Stage I, II, or III breast cancer, completed their primary surgical treatment, were 

candidates for adjuvant therapy (chemotherapy, hormonal, or combination therapy), and had 

no prior history of breast cancer. Patients were directly observed as they discussed and made 

adjuvant therapy decisions with their medical oncologist. It should be noted that these visits 

were lengthy; the average consultation was 43.3 min (SD =15.9 min) compared with the 

national average of 21.3 min (the average for all consultations) reported in the 2002 National 

Ambulatory Medical Care Survey [14]. All patients eligible for the study were asked to 

participate in the study prior to seeing their medical oncologist for the first time. Results of 

the trial are reported elsewhere [12,15].

Procedure

A research assistant enrolled patients at the time of their first visit to the medical oncologist 

to discuss post-surgical care and consider adjuvant therapy. Before the consultation, written 

informed consent was obtained from patients. Immediately before the consultation, 

agreeable patients completed questionnaires asking about their expectations of the 

consultation. At the conclusion of the consultation, patients immediately completed matched 

questionnaires asking about whether their expectations were met, about the content of the 

consultation, about their satisfaction, and about the importance of items of information and 

emotional support. Immediately after the consultation, the oncologists completed a separate 
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matched questionnaire for each patient. Eighty-five percent of eligible patients agreed to 

participate in the study. The research assistant recorded the duration of each consultation. 

The Institutional Review Boards responsible for each participating institution granted 

approval for this study and all patients and physicians provided signed informed consent.

Measures

Outcome measure—satisfaction—Patient satisfaction with the medical encounter was 

measured using five univariate items from the Patient Services Received Scale (PSRS) 

developed by Like and Zyzanski [6]. The five questions use Visual Analog Scales (VAS) 

with anchors at 0% (not satisfied) and 100% (satisfied) rating their patient satisfaction with 

the encounter [6,10]. One additional item asked patients to rate global satisfaction with the 

visit.

Predictor measures—patient expectations—Two complementary instruments (one 

measuring level of patient satisfaction and one measuring level of physician satisfaction), 

developed by Like and Zyzanski, are employed and were adapted to this study [6,10]. These 

two instruments focus on the specific context of the health care delivered. The Patient 

Request for Services Schedule (PRFSS) is a 15-item scale, which asks patients what services 

they are interested in receiving prior to seeing the physician and includes the five satisfaction 

items mentioned above. The PSRS is a 15-item scale (matched to the PRFSS) that asks 

patients if they actually received a particular service after the consultation is completed. A 4-

point Likert Scale with anchors at ‘1—A Little Important’ and ‘4—Extremely Important’ is 

used [6,10]. A score of ‘1’ on the PRFSS indicates the patient wants an item and on the 

PSRS that same score indicates the item was received. A score of ‘0’ indicates they did not 

receive a desired item. Total scores were computed for each matched item to indicate the 

number of met and unmet needs. Scores ranged between ‘0 and 15’ (see Table 2 for items 

from the PRFSS).

The Physician’s Clinical Perspective Questionnaire is a 23-item, self-administered, post-visit 

questionnaire that asks about the type of help the physician thought the patient desired, the 

type of help provided, the patient’s chief presenting complaint, the primary and secondary 

diagnoses, the physicians’ feelings toward the patient, and the physician’s own satisfaction 

with the clinical encounter using a dichotomous ‘yes’, ‘no’ scale. VAS identical to that used 

for patients were also used [6,10]. The wording of questions is analogous to questions asked 

of the patients.

Co-variates: patient demographic and disease information—Patient demographic 

information was collected directly through self-report questionnaires. Patient data included 

age, gender, education level, mental status, income, and ethnicity. Information was collected 

regarding the patients’ illness and disease characteristics including: tumor size, the number 

of lymph nodes involved, hormone receptor status, and stage of disease (I, II, or III). 

Research staff reviewed patients’ medical records, pathology reports, and laboratory reports 

at each of the participating physicians’ offices to obtain information on disease 

characteristics.
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Physician information including age, gender, ethnicity, type of practice (either academic or 

community), and years of practice was also collected.

Statistics

A total score for the number of expectations patients had prior to the consultation was 

calculated. The degree to which patient expectations were met was analyzed by comparing 

patient responses before and after the consultation. Total scores were computed indicating 

the number of met and unmet expectations. Spearman’s correlations were computed to test 

the associations between expectations and satisfaction.

The level of physician–patient concordance about content was calculated by comparing the 

items physicians indicated they provided to patients with items patients reported they 

received post-consultation. These individual items were specifically matched, for example, 

an expectation for item 1 received a match if the physician indicated that he/she mentioned 

the content of item 1 and the patient indicated that it was received. Concordance regarding 

the importance of items was calculated by computing the score that indicated the extent to 

which the importance ratings for each matched item were similar between physician and 

patient. For example, if a patient and physician both rated item 1 as extremely important 

they received a perfect match score. Alternatively, if a patient rated item 1 as ‘extremely 

important’ and the physician rated item 1 as ‘a little important’ they received an imperfect 

match score. These weighted scores were calculated for each item and used for the analysis.

Statistical approach—We first examined associations between satisfaction and the 

predictor variables. Nonparametric comparison tests were used, as overall satisfaction scores 

were negatively skewed with most patients reporting high satisfaction. Because it was 

possible that the decision aid intervention influenced patient satisfaction, a Mann—Whitney 

U test was conducted to detect differences in overall satisfaction between the intervention 

and control group.

The association between the measures of patient expectations, (a) patient reports of met 

expectations, (b) physician–patient concordance concerning what patients said they received 

and the information physicians reported conveying, and (c) physician–patient concordance 

concerning which items were important and levels of overall satisfaction were explored 

using mixed model multiple regression. Three separate mixed model multiple regressions 

were run. The three measures of expectations were entered into the mixed models separately 

to determine if each predicted the outcome, overall satisfaction. In addition, the 

sociodemographic and disease variables were included as co-variates in the model. This 

technique was used to control for possible clustering effects of the randomized group design 

of the intervention study by modeling the intra-class correlations within clusters using the 

class variables representing clinical practice as a random effect. This adjusts for covariates, 

as well as any clustering effect within clinical practice groups.

Results

A total of 56 oncologists and 432 patients participated in the study. Results are from 395 

patients and 56 oncologists who completed the study and for whom we have complete data. 
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Thirty-seven patients had incomplete data due to patient drop out. Of the 56 participating 

oncologists, the majority were White males with an average age of 41 years.

All patients were female and 79.7% were White. The average patient age was 62 years and 

the majority were married (61.5%). Half of the sample (50.9%) had completed post-

secondary school training. Most patients (64.8%) were node negative, 66% had tumors ≤2 

cms, and 82.3% had local hormone receptor positive tumors (see Table 1).

Univariate measures of satisfaction

Patients reported generally high satisfaction with their consultations (average rating 

91.0/100, range =13–100). Patients were least satisfied with their physicians’ understanding 

of their treatment goals (86.7/100). Patients gave the highest satisfaction rating to the 

amount of time they had with their physician (91.8/100). As there was limited variability in 

each of the five specific satisfaction variables (with all distributions being highly skewed 

such that patients demonstrated extremely high levels of satisfaction), only the global 

measure of satisfaction was used in subsequent analyses.

Univariate statistics revealed that levels of overall patient satisfaction with the consultation 

(item 6) were equivalent regardless of age, education, marital status, and ethnicity. Neither 

severity of illness nor type of surgery (either mastectomy or lumpectomy) exhibited 

differences. The number of expectations met was equivalent between the intervention and 

control groups. Patients in the decision aid intervention group were more satisfied with the 

overall consultation than those in the control group (z =−2.53, p =0.011) (data not shown). 

Thus, the variable ‘intervention group’ was controlled for in subsequent analyses to account 

for potential confounding effects.

Expectations as a latent measure of satisfaction

Met and unmet expectations—The variable ‘met expectations’ demonstrated limited 

variability and was significantly skewed (median =12, range 1–15), with most patients 

(71.8%) desiring between 11 and 15 of the possible 15 items. Nearly all patients wanted 

information about ‘Treatment’ (Category 2) and ‘Risks’ (Category 4). Patients’ ratings of 

expectations for ‘Emotional Issues’ (Category 6) were lower than other categories. For 

example, patients were least interested in receiving information about breast reconstruction.

Following the consultation, patients had a median number of 7 met expectations (range =0–

15), 4 less than the 11 expectations desired prior to the consultation. Fifteen patients 3.8% (n 
=15) had all of their expectations met, although the number of these desires varied i.e. the 

number of pre-consultation expectations was exactly matched by the reported number of 

expectations met post-consultation. Prior to the consultation, 21.5% (n =85) of patients 

selected all of the 15 possible expectations, but only three of these had all 15 expectations 

met.

Although patients’ expectations for information regarding ‘Task Orientation’, ‘Treatment’ 

options’, and ‘Risks’ were commonly met, other expectations in other categories were not 

consistently met. ‘Emotional Needs’ were least well met. For example, while 79.2 % of 

patients indicated that they ‘wanted to be comforted and feel that someone cared about 
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them’ (item 14), only 29.6% indicated that this need was met. Similarly, while 60.5% of 

patients wanted to discuss their fears of death and dying only 13.4% of these patients 

reported that this need was met (see Table 2). High levels of unmet expectations were also 

evident in the ‘Prognosis’ category. Ninety-three percent of patients indicated that they 

wanted the doctor to tell them if their treatment would be curative; however, less than half 

(47.3%) of patients reported that this was discussed. Finally, in the ‘Lifestyle’ category, 

almost all of the patients (98.2%) indicated that they wanted to discuss the impact of 

treatment on their activities while less than half (47.1%) reported that this need was met.

Results for hypothesis 1: Unstandardized betas are reported for the results of mixed model 

multivariate regressions. The level of overall satisfaction was predicted by the number of 

met desires (unstandardized beta =0.69, p =0.008, SE =0.26). In other words, satisfaction 

increased by 0.7 units for every one unit of patient’s expectations being met. No other 

variables were significant in the model (see Table 4).

Physician–patient concordance regarding content of consultations—Patients 

and physicians were highly concordant about the provision and receipt of Treatment 

information (see Table 2). However, in all of the other categories there were high levels of 

disagreement between physicians and patients about what was provided and received. This 

physician–patient discord was highest in categories where patients had high levels of unmet 

need mentioned above such as in the Emotion category. In this category, while only 29.6% 

of patients who ‘wanted to be comforted and feel that someone cared about them’ indicated 

that this need was met, 82.3% of physicians indicated that they had met this need. Also, 

29.6% of patients who wanted something done to relieve their emotional distress reported 

that this need was met, while 73.4% of physicians indicated that they had met this need. In 

the Prognosis category, only 47.3% of patients who wanted to discuss whether the treatment 

was curative said they received this information; however, physicians reported almost 

universally (92.9%) that they had had a prognostic discussion (see Table 2).

While in most cases discordance tended toward physicians overestimating their service 

provision compared with patient perceptions, in one example the reverse was true. Of 45.6% 

of patients who wanted something done to relieve physical discomfort prior to the 

consultation, 73.2 % indicated that this was received, while only 10.9% of physicians said 

this was provided.

Results for hypothesis 2: Levels of concordance between physician and patient concerning 

the information and emotion content in the consultation predicted the level of overall 

satisfaction (unstandardized beta =1.09, p =0.002, SE =0.34). Overall satisfaction increased 

by one unit as concordance increased by one unit (see Table 4).

Physician–patient concordance regarding importance of consultation items—
Of the 15 items rated by patient and physicians, four of the items most commonly rated as 

extremely important were included in both the patient and physician lists, although in 

different orders. These were ‘I want to know the different treatment options for this problem 

and hear what my doctor recommends’ (item 2), ‘I want the doctor to tell me whether or not 

I need more treatment for my illness’ (item 4), ‘I want the doctor to tell me if more treatment 
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will cure me’ (item 5), and ‘I want the doctor to tell me what the risks (side effects) of more 

treatment might be’ (item 6). Patient and physician rankings were close in terms of order, 

although more patients rated the top three items 2, 4, and 6 as extremely important more 

frequently than physicians (see Table 3).

Patients most frequently (94%) rated risks and side effects of treatment (item 6) as extremely 

important. Physicians most frequently rated conveying to the patients whether or not they 

would need more treatment (item 4) as extremely important (73.2%). As with the four items 

most frequently rated as extremely important (described above), there was a substantial 

degree of discord between the frequency with which patients and physicians rated the 

remaining items as extremely important. In particular, physicians rated prognostic 

discussions (42.5%—item 7) as extremely important about half as often as patients (85.1%).

Three of the items, ‘I want to tell the doctor about my fears of dying from this disease’ (item 

10), ‘I want to discuss with the doctor concerns I have about breast appearance and 

reconstruction’ (item 12), and ‘I want something to be done to relieve my emotional 

discomfort (e.g. anxiety, stress, etc.)’ (item 13), least commonly rated as extremely 

important, were included in both the patient and physician lists although in different orders. 

The lowest-ranked items came from ‘Emotional Issues’ (Category 6) and ‘Miscellaneous’ 

(Category 7) (see Table 3).

Results for hypothesis 3: Overall satisfaction was predicted by physician–patient 

concordance concerning which items were important (unstandardized beta =−0.78, p =0.006, 

SE 0.28). Overall satisfaction increased by 0.77 units as concordance increased by one unit. 

See Table 4.

Discussion

This study was aimed at describing the association between physicians meeting patient 

expectations or not and patient satisfaction. In addition we aimed to describe the association 

between concordance about (a) the content of consultations and (b) physician and patient 

ratings of the importance of information items and emotional support. The study highlights 

the importance of understanding the communication processes on patient satisfaction. Our 

study reveals that patient perceptions of the levels of met expectations and physician–patient 

concordance about content and importance of content items, influenced levels of patient 

satisfaction. This is consistent with other studies that have explored the relationship between 

patient expectations and satisfaction. In most studies satisfaction was enhanced when patient 

expectations, wishes, or desires were fulfilled [16–20].

Physicians fulfilled patients’ expectations in areas that one would expect they were most 

comfortable—treatment options, task orientation, and conveying the treatment risks. They 

seemed less well equipped to deal with patients’ psychological, emotional, and social needs. 

Although a majority of patients desired to receive specific emotional support and lifestyle 

information physicians provided these to patients less than half the time and they also over-

reported service provision by 10–53%. Of the 80% of patients desiring comfort and a feeling 
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of caring by their physician, only 30% of patients reported receiving this type of care. We 

conclude that physicians are not providing this in ways that meet the needs of patients.

Despite these shortfalls, patients expressed extremely high satisfaction with their 

consultations as measured by the global VAS. This is consistent with other studies that have 

explored this relationship [21]. Like and Zyzanski similarly found high levels of patient 

satisfaction [10]. It seems that if even a trivial proportion of patient expectations are met, 

patients will report high global satisfaction when asked directly using a unidimensional 

scale. This is true, even though highly satisfied patients are more likely to perceive that the 

doctor met their expectations independent of the doctor’s actual behavior [22]. One 

explanation is that patients may be affected by ‘cognitive dissonance’, i.e. the need to 

reconcile some feelings of dissatisfaction with a more pressing need to trust the physician 

providing treatment for a life-threatening illness. Patients may associate expressing 

dissatisfaction with a lack of confidence in their physician’s professional competence, which 

may undermine their confidence at a time when they are vulnerable.

Good concordance was found between patients and physicians about the content for two of 

the three highest expectation categories, ‘Treatment’ and ‘Risk’. Concordance was lowest 

for ‘Emotional’ and ‘Lifestyle’ categories and only moderately concordant for the 

‘Prognostic’ category. Physicians reported greater delivery of services than patients reported 

receiving. This highlights the different perceptions of patients and physicians, with 

physicians thinking that they offered more services than patients remembered. While 

patients perceived that their expectations for comfort and a feeling of caring were not met, 

physicians overwhelmingly (82%) believed they had provided this important element of care 

to patients. It may be that physicians need to be more explicit in conveying concern for their 

patients. This is consistent with the findings of other research that showed that when 

physicians specifically acknowledged their patient’s emotional state the patient’s perception 

of the physicians’ compassion increased [23]. Concordance between patients and physicians 

about the content of the consultation visit is important to overall satisfaction. Lower 

physician–patient concordance about the content of consultations resulted in patients who 

were less highly satisfied. Physicians need to attend more closely to the way in which they 

convey concern about the patients’ emotional well-being.

We found that a sample of breast cancer patients were most concerned about treatment and 

outcome information especially related to risks, treatment options, and prognosis. Although 

oncologists also rated treatment issues highly, they were equally concerned with conducting 

an examination but less concerned about discussing prognostic information. Patients had the 

least amount of interest in obtaining information about breast reconstruction. It may be that 

women had settled this issue with their surgeons and did not see the medical oncologist as 

having a role to play in that decision.

The result that physician–patient concordance about the importance of consultation content 

items (such as the need to know about the risks and side effects of treatment) predicts 

satisfaction provides further evidence that physicians should tailor information to specific 

types of consultations. This in turn may enhance patient understanding and improve decision 

making.
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The study was limited by the sample population, as it was restricted to early stage breast 

cancer patients. Expectations for information and emotional support may change with 

progression of the illness, e.g. with the development of metastases. Similarly, the cross-

sectional design does not allow us to explore the stability of patient satisfaction associated 

with concordance over time. Finally, patients completed a questionnaire that contained 

previously identified expectations of the consultation and were not able to generate their 

own expectations. Thus, we were not able to ensure that the full range of patients’ 

expectations was captured.

Further research is needed to determine the stability of satisfaction as patients become more 

experienced or once treatment is commenced. Future research is also warranted to explore 

whether better patient understanding and decision making is associated with increased 

satisfaction due to physician–patient concordance.

Acknowledgments

This project was funded by grants from the National Cancer Institute: R01-CA71104 (Siminoff) and grant R25-
CA90355 (Simino3 and Brown).

References

1. Coyle J, Williams B. Seeing the wood for the trees: defining the forgotten concept of patient 
dissatisfaction in the light of patient satisfaction research. Int J Health Care Qual Assur Inc 
Leadersh Health Serv. 1999; 12(4):1–9.

2. Powell RA, Holloway F, Lee J, et al. Satisfaction research and the uncrowned king: challenges and 
future directions. J Ment Health. 2004; 13(1):11–20.

3. Shilling V, Jenkins V, Fallowfield L. Factors affecting patient and clinician satisfaction with the 
clinical consultation: can communication skills training for clinicians improve satisfaction? Psycho-
Oncology. 2003; 12:599–611. [PubMed: 12923800] 

4. Sitzia J. How valid and reliable are patient satisfaction data? An analysis of 195 studies. Int J Qual 
Health Care. 1999; 11(4):319–328. [PubMed: 10501602] 

5. Ware JE, Hays RD. Methods for measuring patient satisfaction with specific medical encounters. 
Med Care. 1988; 26(4):393–402. [PubMed: 3352332] 

6. Like R, Zyzanski SJ. Patient requests in family practice: a focal point for clinical negotiations. Fam 
Pract. 1986; 3(4):216–223. [PubMed: 3803767] 

7. Fitzpatrick, R.; Hopkins, A. Measurement of Patients’ Satisfaction With Their Care. Royal College 
of Physicians of London; London: 1993. 

8. Meredith P. Patient satisfaction with communication in general surgery: problems of measurement 
and improvement. Soc Sci Med. 1993; 37(5):591–602. [PubMed: 8211273] 

9. Linder-Pelz S. Social psychological determinants of patient satisfaction: a test of five hypotheses. 
Soc Sci Med. 1982; 16:583–589. [PubMed: 7100991] 

10. Like R, Zyzanski SJ. Patient satisfaction with the clinical encounter: social psychological 
determinants. Soc Sci Med. 1987; 24(4):351–357. [PubMed: 3563565] 

11. Siminoff LA, Step MM. A communication model of shared decision making: accounting for cancer 
treatment decisions. Health Psychol. 2005; 24(4 Suppl):S99–S105. [PubMed: 16045427] 

12. Peele PB, et al. Decreased use of adjuvant breast cancer therapy in a randomized controlled trial of 
a decision aid with individualized risk information. Med Decis Making. 2005; 25:301–307. 
[PubMed: 15951457] 

13. Ravdin PM, et al. Computer program to assist in making decisions about adjuvant therapy for 
women with early breast cancer. J Clin Oncol. 2001; 19(4):980–991. [PubMed: 11181660] 

Brown et al. Page 10

Psychooncology. Author manuscript; available in PMC 2016 April 21.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



14. Woodwell DA, Cherry DK. National ambulatory medical care survey 2002 summary. Adv Data 
Vital Health Stat. 2004; 346(August 26):1–44.

15. Siminoff LA, Gordon NH, Budd T, et al. A decision aid to assist in adjuvant therapy choices for 
breast cancer. Psycho-Oncology. 2006; 15(11):1001–1013. [PubMed: 16511899] 

16. Abramowitz S, Cote AA, Berry E. Analyzing patient satisfaction: a multianalytic approach. Qual 
Rev Bull. 1987; 13(4):122–130.

17. De La Crusta C. An exploratory investigation of the sources of patient satisfaction in ambulatory 
care. Soc Sci Health. 1997; 3:222–231.

18. Joos SK, Hickman DH, Borders LM. Patients’ desires and satisfaction in general medical clinics. 
Public Health Rep. 1993; 108(6):751–759. [PubMed: 8265760] 

19. Kenny DT. Determinants of patient satisfaction with the medical consultation. Psychol Health. 
1995; 10:427–437.

20. Williams S, Weinman J, Dale J, et al. Patient expectations: what do primary care patients want 
from the GP and how far does meeting expectations affect patient satisfaction? Fam Pract. 1995; 
12(2):193–201. [PubMed: 7589944] 

21. Brown RF, Dunn SM, Butow PN. Meeting patient expectations in the cancer consultation. Ann 
Oncol. 1997; 8:877–882. [PubMed: 9358938] 

22. Brody DS, Miller SM, Lerman CE, et al. The relationship between patients’ satisfaction with their 
physicians and perceptions about interventions they desired and received. Med Care. 1989; 27(11):
1027–1035. [PubMed: 2586185] 

23. Fogarty LA, Curbow JR, McDonnell K, et al. Can 40 seconds of compassion reduce patient 
anxiety? J Clin Oncol. 1999; 17(1):371–379. [PubMed: 10458256] 

Brown et al. Page 11

Psychooncology. Author manuscript; available in PMC 2016 April 21.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Brown et al. Page 12

Table 1

Demographic and disease characteristics of patient sample (n = 395)

Average age 62 years (range: 27–92)

Marital status

 Never married 4.1% (16)

 Married 61.5 % (243)

 Widowed 19.2% (76)

 Divorced/separated 15.2% (60)

Education

 >4 years college 12.7% (50)

 4 year college degree 14.9% (59)

 Some post secondary 23.3% (92)

 High school graduate 32.7% (129)

 <High school 16.2% (64)

 NA 0.3% (1)

Ethnicity

 White 79.7% (315)

 African American 7.8% (31)

 Asian 0.8% (3)

 Hispanic 11.4% (45)

 Other 0.3% (1)

Tumor size

 <1.00 cm 26.3% (104)

 1.01–2.00 cm 39.7% (157)

 2.01–3.99 cm 25.1% (99)

 >4.00 cm 8.9% (35)

Multiple tumors

 Yes 8.9% (35)

 No 90.4% (357)

 Unknown 0.8% (3)

Number of positive nodes

 0 positive nodes 64.8% (256)

 1–3 positive nodes 26.6% (105)

 4–9 positive nodes 4.8% (19)

 >10 positive nodes 3.8% (15)

ER/PR receptor positive

 No 17.7% (70)

 Yes 82.3% (325)
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Table 2

Percentage of patient and doctor who responded yes to each scale item

Patients (n = 395) Physicians (n = 56)

Items from PRFSS and PSRS Pre-consult % Yes Post-consult % Yesa Post-consultation % Yes

1—Task orientation

Item 1: I want the doctor to examine me 89.6% 86.1% 97.7%

2—Treatment

Item 2: I want to know the different treatment options for this 
problem and hear what my doctor recommends

99.2% 96.5% 97.2%

Item 4: I want the doctor to tell me whether or not I need more 
treatment for my illness

98.2% 90.1% 99.7%

3—Prognosis

Item 5: I want the doctor to tell me if more treatment will cure me 93.4% 47.3% 92.9%

Item 7: I want the doctor to tell me whether my problem will get 
better, continue on, get worse, or come back again

97.2% 67.8% 85.3%

4—Risks

Item 6: I want the doctor to tell me what the risks (side effects) of 
more treatment might be

99.0% 90.6% 97.7%

5—Lifestyle

Item 8: I want the doctor to tell me what I can and what I can’t do 
while I take more treatment for this problem

98.2% 47.1% 64.8%

Item 11: I want to tell the doctor about how my problem is 
affecting my life

65.1% 19.7% 39.7%

6—Emotional issues

Item 10: I want to tell the doctor about my fears of dying from this 
disease

60.5% 13.4% 23.0%

Item 12: I want to discuss with the doctor concerns I have about 
breast appearance and reconstruction

41.8% 8.6% 20.3%

Item 13: I want something to be done to relieve my emotional 
discomfort (e.g. anxiety, stress, etc.)

49.4% 29.6% 73.4%

Item 14: I want to be comforted and feel that someone cares about 
me

79.2% 29.6% 82.3%

7—Miscellaneous

Item 3: I want to get information about genetic risks and whether 
or not other members of my family are at risk for this disease

86.3% 50.4% 42.5%

Item 9: I want the doctor to help me understand more about what 
caused my problem

92.7% 34.4% 32.7%

Item 15: I want something to be done to relieve my physical 
discomfort

45.6% 73.2% 10.9%

a
Post-consultation patient percentages are of those patients who said ‘Yes’ in the pre-consultation.
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Table 3

Patient and physician ratings of (a) five most and (b) five least important items

Patient Physician

Items from PRFSS and PSRS Extremely important Rank Extremely important Rank

(a)

Item 6: Side effects 93.7% 1 66.1% 3

Item 2: Treatment options 91.9% 2 70.4% 2

Item 4: Need for more treatment 91.4% 3 73.2% 1

Item 5: Likelihood of cure 82.8% 4 60.8% 4

Item 7: Likelihood of recurrence 85.1% 5 42.5% 6

(b)

Item 10: Fear of death discussion 39.5% 11 16.2% 11

Item 11: Impact of disease discussion 38.5% 12 20.3% 10

Item 15: Physical discomfort 29.9% 13 6.3% 15

Item 13: Emotional distress 28.9% 14 28.1% 9

Item 12: Appearance issues 19.2% 15 9.4% 14
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Table 4

Mixed models multiple regression

Predictors Univariate Satisfaction Scales

Model with met 
expectations 

Unstandardized beta (SE)

Model with concordance with 
informational and emotional 

content
Unstandardized beta (SE)

Model with concordance 
with perceived importance
Unstandardized beta (SE)

Met/unmet expectations

Met expectations 0.69 (0.26)* – –

Concordance with informational – 1.09 (0.34)* –

and emotional content

Concordance with perceived importance – – −0.78 (0.28)*

Co-variates sociodemographics

Age at menopause −2.11 (2.10) −1.63 (2.10) −2.23 (2.10)

Ethnicity (White) 1.63 (1.82) 1.22 (1.78) 0.50 (1.79)

Income 0.35 (.86) 0.13 (.85) 0.19 (0.86)

Education 2.00 (1.46) 1.84 (1.46) 1.96 (1.46)

Disease information

Tumor size −1.67 (1.42) −1.85 (1.41) −1.47 (1.41)

Number of positive nodes −2.69 (1.47) −2.71 (1.46) −1.87 (1.47)

Receptor status 3.39 (1.80) 3.39 (1.79) 2.37 (1.79)

p<0.01.
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