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Abstract
Patient-centered approaches impact cancer patients’ perceptions and outcomes in different ways. This study explores the

impact of patient-centered care practices on cancer patients’ quality-of-care (QOC), self-efficacy, and trust in their doctors.

We utilized cross-sectional national survey data from the National Cancer Institute collected between 2017 and 2020. All

estimates were weighted using the jackknife method. We used multivariable logistic regression to test our hypotheses

adjusted for the demographics of the 1932 cancer patients that responded to the survey. Findings indicate that patient-cen-

tered communication resulted in better QOC, self-efficacy, and trust in doctors. In addition, engagement in their care

improved patients’ trust in cancer-related information received from doctors. QOC and patients’ trust in doctors were sig-

nificantly improved with the patients’ understanding of the next steps, addressing feelings, clear explanation of the problems,

spending enough time with the clinicians, addressing uncertainty, and involvement in decisions. Patients who were given a

chance to ask questions were significantly more likely to trust their doctors. Technology use did not impact any of these inter-

actions. Patient-centered strategies should consider the needs of the patients in the cancer settings to improve overall out-

comes. Organizations should also build strategies that are goal-oriented and centered around the patients’ needs, as standard
strategies cannot induce the wanted results.
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Introduction
Patients with cancer must deal with several challenges, includ-
ing the emotional pressure of diagnosis with a life-threatening
disease and the debilitating side effects of medical treatments
(1). In addition, patients and their doctors have difficulty coor-
dinating care and facing the challenges of communication pat-
terns and roles (1). These challenges can result in the patients
displaying unhelpful behaviors that can undermine their efforts
to cope with their illness, treat their condition, and create a
healthy lifestyle (1). Efforts to support cancer patients have
been focused on incorporating patient-centered communica-
tion (PCC) and care to maximize the benefits of current
medical discoveries and opportunities (2).

Healthcare stakeholders widely advocate patient-centered
care and urge the adoption of patient-centered cancer
care (3). However, there is little consensus on what it is and
how it is achieved (4).Different conceptualizationsandassump-
tions about measuring and evaluating the impact of patient-

centered care are being embraced (3). PCC is a subset of patient-
centered care, which is recognized by the National Academy of
Medicine as an essential component of defining quality-of-care
(QOC) (5). As patient populations and treatment options grow
and become more diverse, improved assessment and implemen-
tation of PCC are crucial (6). A growing body of evidence sup-
ports the relationship between PCC and improvements in
adherence to treatment recommendations, management of
chronic disease, QOC, and health outcomes (7).

In addition, research demonstrated that PCC impacts QOC
in different care settings: surgical, geriatric, primary, etc (8).
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Considering that QOC is an essential factor in behavioral
change (9), it remains essential to strengthen our understanding
of how PCC approaches for cancer patients impact perceived
QOC. Prior research indicates that cancer patients’ ratings of
care quality are associated with the length of the patient–physi-
cian relationship, physicians’ information exchange, physicians’
affective behavior, their knowledge of the survivor, and survi-
vors’ perceptions of care coordination (10).

Furthermore, cancer diagnosis causes variability in
patients’ perception of quality of life (11). This variability
impacted cancer patients’ self-efficacy (11). The usefulness
of self-efficacy in oncology has been widely documented
(12). For example, during chemotherapy, self-efficacy inter-
ventions improved the quality of life and reduced symptoms
of distress in patients with breast cancer (13). In chronic care,
patient-centeredness approaches were proven to enhance
patients’ self-efficacy (14). It is thus essential to investigate
the impact of patient-centered cancer care on the patients’
self-efficacy to support their quality of life.

Moreover, patients’ trust in their physicians is crucial to
achieving desirable treatment outcomes such as satisfaction
and adherence (15). Doctor–patient relationships are character-
ized by a knowledge and power imbalance that may confuse
the patients about the ability of their doctors to be the best
source of information for them (15). Because of cancer’s poten-
tially life-threatening nature, trust is possibly even more critical
in oncology (15). Oncology patients have to weigh complex
medical information and decisions and cope with uncertain
prognoses, radical treatments, and sometimes limited hope
for recovery (16). Patients need to leave their most valuable
asset (lives), to their physicians (17), forced to trust them
almost unconditionally due to the life-threatening nature of
cancer (18). However, there is concern that this solid trust is
at risk because healthcare providers are going through organi-
zation and approach changes that may lead to a lack of conti-
nuity of care and less personal attention for patients (19). It
is, thus, essential to explore the impact of patient-centeredness
on trust among cancer patients. Additionally, the increased
autonomy of patients and improved information access, such
as Health Information Technology, may also negatively
affect the physician–patient relationship (15).

Therefore, we hypothesized that PCC would affect
patients’ QOC, self-efficacy, and trust in doctors in cancer
care. As illustrated in Figure 1, we also hypothesize that tech-
nology used by doctors in healthcare would mediate these
relations. In this study, we explore the following hypotheses
among cancer patients:

Hypothesis 1 (H1): PCC is associated with QOC.

Hypothesis 2 (H2): PCC is associated with doctors’ trust
as a source of information.

Hypothesis 3 (H3): PCC is associated with patients’
self-efficacy.

Hypothesis 4 (H4): Technology use mediates the effect of
PCC on QOC.

Hypothesis 5 (H5): Doctors’ use of computerized
systems to record medical records online mediates the
effect of PCC on QOC.
The models analyzed in this study are not intended to val-

idate theories but conceptual frameworks to explore one
aspect of how PCC can influence patients’ trust, self-efficacy,
and QOC.

Methods
We used a cross-sectional survey from the Health Information
National Trends Survey, HINTS data repository administered
to accumulate US public data (20). The National Cancer
Institute collects these surveys to update health communica-
tion practices and usage in the United Systems (20). We
used 4 data cycles (2017-2020). Only patients with a cancer
history are considered. We used 17 variables from the
survey in the study; 5 of them are demographic variables.
All the questions are summarized in Table 1.

PCC score was assessed using the following 6 survey items
as described in the NCI monograph: “how often did you feel
your doctors, nurses, or other health care professionals: (1)
gave you a chance to ask health-related questions?”
(Exchanging information), (2) gave the attention needed to
your emotions?” (Responding to emotion), (3) involved you
in decisions as much as you wanted?” (Making decisions),
(4) made sure you understood the things you needed to do?”
(Enabling self-management), (5) helped youdealwith feelings
of uncertainty?” (Managing uncertainty), and (6) “how often
did you feel you could rely on your doctors, nurses, or other
health care professionals?” (Fostering healing relationships).
This score was validated and used in other studies using the
same database (21,22). Valid responses included always,
usually, sometimes, and never. Responses were dichotomized
as optimal (always) and suboptimal (usually, sometimes, and
never), similar to the analysis by Blanch-Hartigan et al (22).
The 6 dichotomized PCC questions generated a continuous,
overall PCC score. The 6 dichotomized PCC questions were
averaged and transformed to a 0-100 scale. Dichotomizing
the variable is an appropriate method to control ceiling
effects as in other research with patient ratings (22).

Data Analysis
We merged HINTS’ 4 data cycles and selected only cancer
patients. We did not consider participants who did not fully
respond to the questions of this study. First, descriptive anal-
ysis statistics were conducted. All analyses were performed
using the weighted samples described in HINTS reports
using a jackknife replication approach with 50 repliaces
(23). Survey weighting allows researchers to develop gener-
alizable estimates of the US population (23). We conducted
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logistic regression analyses to test the hypotheses using
chi-square tests of independence to test the collinearity
between variables. This method is commonly used for the
HINTS data (24).

Results
Initially, 2579 patients responded to the survey. Then we
excluded the patients with missing answers (24 patients). As a
final filtering, we selected only cancer patients or patients with
a cancer history. A final sample of 1932 complete answers
were kept. Table 2 shows the characteristics of the respondents.

A total of 75.89% of the participants went to college, and
60.61% of them were above 64 years old. We adjusted for the
demographic variables and ran adjusted logistic regression
models as shown in Table 3.

We found that PCC significantly correlated with the QOC,
self-efficacy, and doctors’ trust. The better the PCC is, the
better patients perceive QOC received, the more they feel
that they can take care of their health, and the more they
trust the cancer-related information they received from their
doctors (odds ratio [OR] = 0.08; OR= 0.56; OR= 0.37).

QOC and patients’ trust in doctors were significantly
improved with the patients’ understanding of the next
steps, addressing feelings, clear explanation of the problems,
spending enough time with the clinicians, addressing uncer-
tainty, and involvement in decisions. Patients who were

given a chance to ask questions were significantly more
likely to trust the information they received from their
doctors (OR= 9.26). However, PCC did not improve the
patients’ self-efficacy. Self-efficacy was significantly corre-
lated with low PCC (OR= 0.56) and clear explanation (OR
= 0.10). We also tested the impact of technology use on
these interactions, and found that all the interactions
between patients-centeredness and QOC, self-efficacy, and
trust were not significant mediating both technology use var-
iables. So, we accept Hypotheses (H1, H2, and H3) and fail
to accept H4 and H5.

Discussion
This study examined the impact of PCC on patients’ out-
comes (QOC, self-efficacy, and doctors’ trust) in cancer
care. The analyses showed that PCC significantly improved
the 3 outcomes: self-efficacy, trust in doctors, and QOC. In
addition, addressing feelings, understanding the following
steps, providing clear and understandable explanations,
spending enough time with the patients, and managing uncer-
tainty and involvement in decisions improved the QOC and
doctors’ trust. Giving the chance to ask questions improved
trust. However, PCC did not improve self-efficacy. Finally,
technology use did not impact these relationships between
PCC and outcomes. The framework summarizing all the find-
ings is shown in Figure 2.

Figure 1. Hypotheses of the study.
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Patient-Centered Communication
All stakeholder groups in cancer care have expressed interest
in improving the quality of cancer care (25). Stakeholder
groups, including patients, may have different definitions of
quality care, and discrepancies in values may not be reflected
in the standards developed by groups (25). Thus, the quality
of cancer care must be aligned with the values of each stake-
holder (25). The Institute of Medicine confirmed that quality

of cancer care requires safety, efficacy, timeliness, and a
patient-centered approach coordinated by an interprofes-
sional team with the integration of evidence-based practices
(26). Our study focused on the patient-centered approach
from a patient’s perspective to identify the needs of cancer
patients. Quality improvement methodology is established
around improving the quality of communication (27).
Although communication in public health domains is well
recognized, structured communication strategies are not

Table 1. Variables of the Study.

Variable Name of variable Question

Use of technology

Use of technology by

providers

Maintain_Tech Do any of your doctors or other health care providers maintain your medical records in

a computerized system?

Involving patients in

technology use

Offer_Tech Have you ever been offered online access to your medical records by your healthcare

provider?

Patient-centered care practices

Chance to ask questions ChanceAskQuestions During the past 12 months, how often did doctors, nurses, or other health professionals

give you the chance to ask all the health-related questions you had?

Understood next steps Understoodnextsteps During the past 12 months, how often do they make sure you understood what you

needed to do to take care of your health?

Feelings addressed FeelingsAddressed During the past 12 months, how often did doctors, nurses, or other health professionals

give the attention you needed to your feelings and emotions?

Explained clearly ExplainedClearly During the past 12 months, how often did they explain things so you could understand?

Spent enough time SpentEnoughTime During the past 12 months, how often did they spend enough time with you?

Help with uncertainty HelpUncertainty During the past 12 months, how often did they help you deal with feelings of uncertainty

about your health or health care?

Involved decisions InvolvedDecisions During the past 12 months, how often did they involve you in deciding your health care

as much as you wanted? (Yes/No)

Quality of care perception:

Quality of care perception Quality-of-Care Overall, how would you rate the quality of health care you received in the past 12

months?

Self-efficacy Self-efficacy Overall, how confident are you that you can take care of your health?

Doctors’ trust Doctors’ Trust How much do you trust the information about cancer that you get from your doctor?

Demographics

Age Age What is your age?

Cancer Cancer history Have you ever been diagnosed as having cancer?

Gender Gender Birth gender

Education Education What is the highest degree obtained?

Household income HH income What is your (combined) annual household income? 5 Levels

Table 2. Demographic Characteristics of the Respondents.

Variable Unweighted population N (%) Weighted population N (%)

Gender Male 831 (43.01%) 110 359 864 (38.5%)

Female 1101 (56.98%) 110 359 864 (61.5%)

Age 18-34 27 (1.40%) 176 289 133 (6.00%)

35-64 734 (37.99%) 17 198 940 (32.50%)

≥ 65 1171 (60.61%) 93 160 924 (61.50%)

Education < High school 98 (5.07%) 176 289 133 (9.35%)

High school 368 (19.04%) 26 801 681 (15.62%)

College 1466 (75.89%) 44 774 573 (75.03%)

Household income < $20 000 313 (16.20%) 215 072 743 (21.50%)

US$20 000 to <US$35 000 291 (15.06%) 61 629 534 (12.57%)

US$35 000 to <US$50 000 262 (13.56%) 36 031 779 (11.23%)

US$50 000 to <US$75 000 378 (19.56%) 32 190 682 (16.44%)

US$75 000 or more 688 (35.62%) 47 125 095 (38.26%)
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formally incorporated into QOC improvement frameworks
(27). The application of communication approaches in
quality improvement initiatives remains poorly examined
across different sectors (28). In addition, communication is
often evaluated individually, for example, by assessing
one-to-one interactions between healthcare consumers and pro-
viders (29). With the emergence of importance given to com-
munication in cancer care, it remains essential to evaluate
the effectiveness of QOC through PCC as we showed the
correlation between them. Furthermore, since the focus of
cancer care and control efforts has shifted to more individ-
ualized and long-term approaches, empowering survivors
to take on a more active role in their medical care is becom-
ing a more critical component of cancer survivorship.
Extensive literature is supporting effective PCC as a critical
factor for the development of effective self-management
(7). In this study, we also confirmed that effective commu-
nication between cancer patients and providers could sig-
nificantly increase their participation in their healthcare.
Finally, trust is defined as the patient’s belief that doctors
care for his best interests (30). This study found that PCC
strengthens cancer patients’ trust in their doctors. Thus, oncol-
ogists can convey their care and empathy and build a trusting
ground with their patients through effective communication.

Time and Information Needs Among Cancer Patients
Quality of cancer care entails providing patients with ample
information, and clinicians are often criticized for insufficient
information sharing (31). While clinicians are expected to
provide information, the expectations are very general and
confusing and can be challenging to implement in practice
despite extensive research on information-giving (31). A
cancer diagnosis can induce uncertainty, fear, and loss that
can be alleviated by information (32). Patients’ needed
amount of data varies and may even change throughout
their illness (32). In turn, these attitudes are reflected in
patients’ efforts to obtain more information or resist informa-
tion offered to them (32). When patients are diagnosed with
cancer, their suffering is often compounded by inadequate
information about disease trajectories and information
sharing.

Giving patients the required information at the right time
and amount can empower them and help them cope with their
illnesses. In this study, we found that explaining things
clearly to cancer patients and introducing the next treatment
steps helped them gain trust in their providers and improved
their QOC. However, asking too many questions might also
create confusion in how they perceived things related to
cancer treatment, which may influence their QOC in a

Table 3. Logistic Regression Models’ Results.

Variables

Quality-of-care Self-efficacy Doctors’ trust

P-value OR P-value OR P-value OR

PCC High

Low .00 *** 0.08 [0.03-0.18] .00*** 0.56 [0.41-0.76] .00*** 0.37 [0.24-0.57]

Chance to Ask Questions No

Yes .001** 0.12 [0.03-0.53] .940 1.93 [0.03-5.87] .001** 9.26 [2.3-26.35]

understood Next Steps No

Yes .00*** 6.2 [1.45-27.39] .414 0.51 [0.10-2.56] .002** 9.06 [2.27-16.08]

Feelings Addressed No

Yes .00*** 2.6 [8.05-18.46] .40 1.44 [0.60-3.42] .003** 3.95 [1.61-9.75]

Explained Clearly No

Yes .00*** 4.50 [1.86-23.81] .047* 0.10 [0.01-0.96] .02* 6.95 [1.31-16.59]

Spent Enough Time No

Yes .001** 10.55 [2.72-40.90] .794 1.13 [0.43-3.00] .004** 4.31 [1.60-11.60]

Help with Uncertainty No

Yes .00*** 18.94 [6.77-38.18] .44 0.78 [0.42-1.45] .005** 3.09 [1.41-6.78]

Involved in Decisions No

Yes .00*** 13.35 [3.28-54.25] .69 1.31 [0.34-5.00] .045* 2.60 [0.62-10.85]

Gender Male

Female .545 4.20 [1.76-2.80] .215 1.42 [0.60-3.42] .415 6.95 [1.31-16.59]

Education < High school

High school .850 6.2 [1.45-17.39] .208 1.12 [0.40-3.21] .144 2.95 [0.62-6.72]

College .071 2.6 [1.05-7.57] .012* 1.08 [0.20-5.21] .177 1.37 [0.42-0.75]

Household Income < $75 000

$75 000 or more .092 0.11 [0.02-1.32] .147 0.78 [0.01-1.99] .088 1.21 [0.02-8.32]

Age 18–34
35–64 .01* 1.22 [0.45-6.54] .05 1.11 [0.17-4.72] .06 1.39 [0.03-5.72]

>= 65 .05 1.01 [0.47-8.14] .07 2.01 [0.72-8.70] .09 2.92 [0.03-6.92]

Note: * P< .05, ** P< .01, *** P< .001.
Abbreviations: OR, odds ratios; PCC, patient-centered communication.
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negative way. Some cancer patients think that “searching for
information on themselves can give them more information
than the costly appointments with the medical professionals
(33).” This self-efficacy is essential, but without control
over the type of information a patient has access to, it
remains hard to control their perceptions and ensure their
adherence to suitable treatment plans. Being exposed to too
much information from different sources can harm due to
potential confusion, especially since existing healthcare
systems are becoming more and more market-oriented (33).
Thus, it is essential for patients to access trustworthy and suf-
ficient information during their treatment path to maintain a
good relationship with the doctors and trust the medical ser-
vices received.

Involvement in Decision-Making
Involving cancer patients in decision-making remains of the
same importance as information sharing (34). Clinicians and
patients need to share various types of information to provide
optimal care to patients with complex illnesses (35).
Physicians rely on medical evidence, clinical training, and
experience, while patients rely on their knowledge (35).
Neither party owns all the necessary information (35).
Clinicians and patients must exchange knowledge in both
directions to avoid silent misdiagnosis. Patients may not
know all their options and outcomes, and clinicians may be

unaware of patients’ circumstances and preferences (36).
Research has shown that involving cancer patients in treat-
ment decisions can improve their QOC, physical function,
patient satisfaction, and quality of life (37). Patients diag-
nosed with breast and prostate cancer who were experiencing
a passive role in treatment decision-making were experienc-
ing more significant distress and lower quality of life (38).
Researchers have increasingly highlighted the mismatch
between the level of involvement patients prefer and what
they believe they want in decision-making for cancer treat-
ment in the last 2 decades (39). Patient-centered care aims
to put individual patients and their preferences at the
center, and utilize patient-reported outcomes, and shared
decision-making (SDM) (40). A shared decision-making
process refers to how the patient and the doctor actively par-
ticipate in the treatment decision-making process (34). Their
objective is to exchange relevant information, balance risks,
and benefits, and reach a common understanding of which
treatment option is best for this individual (34). This study
showed that involving patients in their own care helps
improve their care quality. Contrary to studies showing that
cancer patients’ trust does not change with SDM (41), we
found that more involvement in decision-making correlates
with higher trust towards doctors as a source of information.
However, we found that shared decision-making does not
support their self-efficacy. In fact, although SDM has bene-
fits, it may also pose risks resulting from cognitive biases

Figure 2. Conceptual framework of the findings.

6 Journal of Patient Experience



and undue influence of patients’ environments (42). It inher-
ently assumes that patients are capable of taking in complex
information from providers at the most vulnerable time in
their lives and sensitizing it to make rational choices and
decisions (42). Fear or responsibility can, thus, confuse the
patients to take care of themselves instead of improving
their self-efficacy.

Emotional Support and Uncertainty
Effective relationship based on emotional bonding is critical
in cancer care (43). During their illness, cancer patients expe-
rience several physical, mental, psychological, and social
problems (44). Emotional support is essential in safe, high-
quality patient and family-centered care (45,46). This study
showed that emotional support and helping patients with
uncertainty could improve the quality of cancer care and
patients’ trust in doctors. It is critical for healthcare organiza-
tions to embed emotional support in the care process since it
would improve the patient experience, enhance the effective-
ness of services, improve the working culture of health
professionals, and prevent clinician burnout. Health organi-
zations need to provide appropriate structures and processes
for staff to deliver emotional support.

Technology use in PCC
Some healthcare organizations worldwide provide patients
with online access to their electronic medical records
(EMRs) to involve them in healthcare processes (47).
Patients’ access to their EMRs serves as a cornerstone in
the efforts to increase engagement and improve outcomes
(48). Despite findings from other studies showing that
EMRs play a supporting role for patients in cancer care
(48). we found that offering access to EMRs did not help
improve the impact of PCC on patients’ outcomes in this
study. A study published by the Office of the National
Coordinator for Health Information Technology shows
patients who recently were diagnosed with cancer view
their EHR data at higher rates than those who never were
diagnosed with cancer or survivors. However, they are still
not viewing their records at a very high rate (49). A higher
percentage of individuals with a recent cancer diagnosis
experienced gaps in information exchange than individuals
with no previous cancer diagnosis (49). Future studies
should explore how to leverage technologies to better
support patient-centered communication in cancer care.

Limitations
Our study has a few limitations. HINTS is a cross-sectional
survey. It evaluates measures related to cancer communica-
tion, HIT, the prevalence of diseases, and perceived risks
of cancer over time. As a result, it provides an overview of
perceptions in a defined population. Future studies should
consider the same approaches and interventions to gather

longitudinal data to generate a more robust outcome.
Finally, missing values (nonresponses) in cross-sectional
studies can lead to bias in the outcome, particularly when
nonresponders have far different characteristics from
respondents.

Conclusion
According to our study, PCC impacts cancer patients’ QOC,
doctors’ trust, and self-efficacy. In addition, addressing feel-
ings, understanding the following steps, clearly explaining,
spending enough time with the patients, and managing uncer-
tainty and involvement in decisions improved the QOC and
doctors’ trust. However, PCC did not improve self-efficacy.
These findings have implications for healthcare systems to
train their doctors to improve PCC in cancer care. These insti-
tutions also need to provide support to PCC in cancer care.
To ensure better results, patient-centered strategies should
also consider various patients’ needs in cancer settings.
Finally, organizations should build strategies that are goal-
oriented, as standard strategies cannot induce the desired
outcomes.
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