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Introduction 

Increasing efforts are being made to improve the psy-
chosocial care of cancer patients,1 including the interaction
between the patient and the physician conveying the diag-
nosis, prognosis and treatment plan.2 The treatment guide-
lines3,4 encourage, and civil patient advocate societies
demand that breast cancer patients be provided with better
information relating to their disease, the necessary treatment
and the prognosis, and their active participation during the
decision-making process concerning the treatment. The dis-
tress-decreasing effect of an active role of the patient during
the defining of the treatment strategy has been suggested.5

Nonetheless, the conclusions of clinical studies are equivo-
cal: some support6-9 the relevance of an enhanced involve-
ment of the patients in surgical or oncological consultations,
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The information needs of breast cancer patients on
their disease, its treatment, the prognosis, and their
attitude to decision-making concerning treatment
were assessed. One hundred and fifty early and 45
metastatic breast cancer patients were recruited into
the study. The amount of information and role in
the treatment decision-making process preferred by
the patient were independently estimated by the
patient and the oncologist, using questionnaires.
Information was provided in accordance with the
wishes of the patient as perceived by the physician.
Test of anxiety was performed before, and one
week after the consultation. Most of the patients
claimed to anticipate the provision of extensive

information and an active role in the decision-mak-
ing, but real interest during the consultation was
found less frequently. The post-consultation anxi-
ety test revealed a significant decrease in situation-
al anxiety; this was not related to the patient’s infor-
mation needs or her attitude to the decision-making
concerning treatment. Our study demonstrates that
a significant decrease in anxiety may be achieved
via a consultation tailored to the needs of the
patient. Loading the patient with information and
involvement in the decision regarding therapy as
much as the patient seems comfortable with lowers
distress. (Pathology Oncology Research Vol 12, No 2,
93–101)
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whereas others stress the need for flexible individual care.10-

13 In our daily practice, we have experienced that patients are
not always open to information regarding their illness, and it
is often difficult to involve them in the treatment decision-
making. Accordingly, we decided to study the information
needs of patients attending our oncology department. We set
out to establish the extent to which the patients wished to
participate in the process of treatment decision-making, and
to analyze the interactions between the actual role they
achieved and other patient- and disease-related factors.
Additionally, we studied the relation, if any, between the
patients’ anxiety and their attitude to information provision
and treatment decision-making. 

Materials and Methods

Patients attending their first oncological consultation
because of early or metastatic breast cancer were enrolled
in the study. Women were ineligible if they were younger
than 18 years, suffered from a severe mental or other ill-
ness except for breast cancer, had a physical performance
status >ECOG 2, or had previously had any other malig-



nancy. Literacy in Hungarian was required. The study had
been approved by the Institutional Review Board of the
University of Szeged, and all the enrolled patients gave
their written informed consent before being registered as
participating in the study. One
hundred and fifty patients after
surgery (early breast cancer
cases) and 46 metastatic breast
cancer patients were recruited
into the study between 01/2002
and 10/2004.  

Prior to the consultation, the
following steps were per-
formed, guided by the depart-
ment’s mental hygienist (RD):
1. the collection of demograph-
ic data (age, partner status,
work status, physical perfor-
mance status, and time elapsed
since the first diagnosis of
breast cancer); 2. completion of
the Spielberger State Anxiety
Scale for the estimation of pre-
consultation anxiety (habitual
and situational),14 3. completion
of a self-questionnaire about the
patient’s need for information
concerning her disease, the nec-
essary treatment, and the prog-
nosis, using visual analog
scales; 4. selection of the pre-
ferred role from a list of 5 pos-
sible alternatives in the treat-

ment decision-making process using the tool developed by
Degner and Sloan15 (Figure 1); 5. listing of questions to be
discussed at the consultation by choosing from a given
question prompt sheet, or adding new ones (Figure 2). 

94 KAHÁN et al

PATHOLOGY ONCOLOGY RESEARCH

a.

b.

5

5

5

Passive

collaborative

active

1Please mark the extent of the information you wish to get on your disease

1Please mark the extent of the information you wish to get on the treatment(s) you need

1Please mark the extent of the information you wish to get on the prognosis and possi-
ble outcome of your illness

I prefer:

1. To leave all decisions to my doctor 

2. That my doctor makes the final decision about which treatment will be used, but
considers my opinion

3. That my doctor and I share responsibility for deciding which treatment will be used

4. To make final decision about my treatment after considering my doctor’s opinion 

5. To make the final decision about which treatment I will receive

}
}

Figure 1. The structure and the evaluation method of the self-questionnaires completed by the patient prior to the oncological con-
sultation, including (a) visual analog scales for assessing the patients’ information needs on the disease, the necessary treatments
and the prognosis, (b) a list of 5 alternative roles in the treatment decision-making process developed by Wallberg et al.8

Question

Selected

Early BC Metastatic BC
(n=150) (n=46)

1. What kind of cancer do I have? 146 (97%) 28 (61%)
2. How much is my cancer spread? 103 (71%) 33 (72%)
3. What symptoms will the cancer cause? 111 (74%) 29 (63%)
4. Will I need any more tests? 106 (71%) 31 (67%)
5. What treatment will I need? 140 (93%) 41 (89%)
6. Does the treatment have any side-effects? 

If so, what can be done about them? 136 (91%) 41 (89%)
7. What may I do or not while having the 

treatment? 119 (79%) 37 (80%)
8. When shall we know if the treatment works? 129 (86%) 38 (83%)
9. What effect will my cancer have on my family? 72 (48%) 23 (50%)

10. May I work? 76 (51%) 25 (54%)
11. Will my sexual life be affected? 41 (27%) 10 (22%)
12. Shall I be cured? 120 (80%) 37 (80%)
13. What are the chances for the cancer to come back? 126 (84%) 31 (67%)
14. Do members of my family have a greater risk 

of getting cancer? 84 (56%) 21 (46%)
15. How should I treat myself (diet, supportive groups,

training, social support, psychological help?) 99 (66%) 34 (74%)

Figure 2. A question prompt sheet adapted from Brown et al.6 The frequency of a question
having been chosen by the patient with early or metastatic breast cancer (BC) is shown. The
most and the least popular questions selected by both groups are highlighted.



The consultations were all conducted by the same physi-
cian (ZK), who was unaware of the pre-consultation data.
During the consultation, the physician, strictly adhering to the
criteria of 5 typical levels of information requirements and 5
levels of decision-making involvement (Figure 3), scored the
patient’s needs by continuously soliciting her preferences.
Information on the disease, the need for treatment (medical
therapy and/or radiotherapy), possible treatment options, the
risk involved in treatment, the prognosis and the benefit of the
treatment was provided in accordance with the wishes of the
patient as perceived by the physician. All issues and the addi-
tional questions were addressed in an open discussion. The
outcome of treatment and the prognosis were communicated
individually, the extent of  which varying considerably: rang-
ing between the minimum necessary information and the
numerical expression of risks and benefits,16 as required by
the patients. A second consultation was offered if the need for
a decisional delay was apparent. Brochures on breast cancer,
chemotherapy, radiotherapy and diet issues were offered.
Finally, a shared treatment decision was made, in which the
input from the side of the patient was as much as the patient
felt comfortable. The length of the consultations was regis-
tered. One week after the last consultation, 97 of the early and
35 of the metastatic breast cancer patients were invited for a
second assessment of anxiety by the Spielberger test.

The distributions of the demographic, patient-related
and disease-related data in the two groups of patients were
analyzed by means of Student’s t-test and Fisher exact
tests. Cohen’s kappa was determined to assess the degree
of agreement between the estimations of the patient and
the physician on the need for information and the attitude
toward the treatment decision. Logistic regression was
applied to investigate the relationships between the data
overall. The method of logistic regression was used to
make predictions when the dependent variable was
dichotomous, and the independent variables were continu-

ous and/or discrete. The baseline status and post-consulta-
tion anxiety status were compared through the Spielberger
scores with paired sample t-test. The association between
baseline anxiety and the change in anxiety following the
consultation was measured via the correlation coefficient.

Results

The demographic data on the study participants are
shown in Table 1. Although a significantly greater propor-
tion of early breast cancer patients lived with a partner and
had a better physical performance status than metastatic
breast cancer patients, no other difference was found
between the two groups (Table 1). The pre-consultation
habitual or situational anxiety status did not differ between
the early and the metastatic breast cancer patients (Table
2). The consultations lasted for 26.3±0.8 (10-74) and
28.4±1.4 (10-50) minutes for the early and the metastatic
breast cancer groups, respectively. The numbers of addi-
tional questions raised by the patients for the consultation
were 10.9±0.3 (0-15) and 10.5±0.6 (0-15) in the two
groups, respectively. Apart from the issues that were pre-
viewed as subjects of the consultation, questions concern-
ing self-care, and especially diet, were the top priorities;
the question of sexuality was rated lowest (Figure 1). 

In the early breast cancer group 97-98%, and in the
metastatic breast cancer group 89-91% of the patients con-
sidered that their information needs were high, but the
physician detected real interest much less frequently: 46-
79% and 24-63% in the early and the metastatic breast can-
cer groups, respectively (Table 3). In both groups, the
patients were most interested in the therapy, and least
interested in the prognosis (Table 3, Figure 1). There was
a high level of discordance between the assessment of the
patient and that of the physician as also demonstrated by
the low value of the Cohen’s κ (Table 3). 
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a.

b.

low

high

passive

collaborative

active

1. The patient does not want to get information at all

2. The patient wants very limited information

3. The patient needs information appropriate for getting an impression only

4. The patient needs a „usual” amount of information

5. The patient wants to have information beyond the „usual” amount 

1. The patient wants to leave treatment decision to the doctor 

2. The patient wants the doctor to decide but considering the opinion of the patient

3. The patient wants shared decision with the doctor 

4. The patient wants to make decision but considering the opinion of the doctor

5. The patient wants to make the decision alone

}

}

}
}

Figure 3. Evaluation forms for the physician to document the patient’s attitude (a) to the information on the disease, treatment and
prognosis, respectively, and (b) to treatment decision-making



In the pre-consultation test in the early breast cancer
group, 48% and 5% of the patients expressed a desire for a
collaborative or an active role in the treatment decision-
making, respectively, whereas the oncological consulta-
tion revealed that only 9% had achieved a collaborative
role, and 5% an active role; the others were passive (Table
4). In the metastatic group, 54% of the patients reported a
preference for a passive role, 41% preferred a collabora-
tive role, and 5% preferred an active role. In reality, 54%
and 25% demonstrated a passive and a collaborative atti-
tude, respectively, while the proportion of actively partici-
pating patients was 21% (Table 4). Nonetheless, the
patient’s decision-making attitude could not be correctly
judged in 23 early and 2 metastatic breast cancer cases by
the physician. There was a high level of disagreement
between the perceived and the actual participation of the

patients in the treatment decision-making as indicated by
the low Cohen’s κ (Table 4). 

We investigated whether the need for information regarding
the disease, the treatment and the prognosis, or the role in the
treatment decision-making (as perceived by the patient or the
physician) were related with each other or with the patients’
characteristics, i.e. age, partner status, the level of education,
the work status, the ECOG status, the time elapsed since the
first diagnosis, and the pre-consultation anxiety level. First,
we analyzed the data in a logistic regression model, as screen-
ing. In general, among early breast cancer patients, signifi-
cantly higher need of information was found at a younger age,
as assessed by both the patient and the physician; this greater
interest favored significantly greater number of additional
questions, too (Table 5). There was a strong association
between the concurrent interest in the information on the
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Table 1. Demographic data of early or metastatic breast cancer patients participating in the study

Age (year, Partner- Education Job ECOG Physical Time elapsed since 
mean±SE, ship performance status the diagnosis of BC 

range) (days, mean±SE, range)

Early BC 55.57±0.85 Yes: Primary school: Laborer: 0:  75 (50%) 70.2±3.6 
(n=150) (28-84) 113 (75% 53 (35%) 81 (54%) 1: 64 (43%) (20-365)

No: Secondary school: Entrepreneur:  2: 11 (7%)
37 (25%) 72 (48%) 11 (7%)

College or higher: Intellectual worker: 
25 (17%) 54 (36%)

Unemployed:  
4 (3%)  

Metastatic 58.15±1.53 Yes: Primary school: Laborer: 0: 16 (35%) 1564.7±262.2 
BC (n=46) (30-81) 24 (52%) 22 (48%) 27 (59%) 1: 20 (43%) (60-9490)

No: Secondary school: Entrepreneur: 2: 10 (22%)
22 (48%) 18 (39%) 3 (6%)

College or higher: Intellectual worker:
6 (13%) 16 (35%)

Unemployed:
0 (0%)

p 0.144 0.005 0.341 0.879 0.019 NA

BC, breast cancer; NA, not applicable

Table 2. Anxiety status of early and metastatic breast cancer patients as measured by the Spielberger test at the time
of the consultation 

Anxiety score, habitual (mean±SE, range) Anxiety score, situational (mean±SE, range)

Early BC (n=150) 44.15±0.87 (22-77) 48.39±0.99 (22-77)

Metastatic BC (n=46) 46.30±1.51 (27-70) 49.02±1.54 (28-70)

p 0.226 0.754

BC, breast cancer



treatment and the prognosis as estimated by the patient
(<0.001) or the three different aspects (disease, treatment,
prognosis) as assessed by the physician (p<0.001). On the
patient’s side there were significant associations between the
wish of an active/collaborative attitude to treatment decision-
making and a high need of information on the disease and the
necessary treatments (p=0.005 and p=0.016, respectively,
Table 5).

In the metastatic group, also, young age favored higher
information need on treatment (OR=0.84, p=0.030, 95%
CI: 0.72-0.98) and prognosis (OR=0.89, p=0.057, 95%
CI: 0.79-1.00), as anticipated by the
patient, but no such association was
found with these parameters assessed
by the physician. A lower interest on
treatment was found by the physician
when habitual anxiety was higher
(OR=0.93, p=0.053, 95% CI: 0.87-
1.00). Significant associations were
demonstrated between the simultane-
ous preferences of high knowledge
about the disease, the treatment and
the prognosis as declared by the
patient, and between the interest of
information on the disease and the
treatment, as experienced by the
physician (p=0.015).

We further studied whether the atti-
tude to treatment decision-making is
related to the characteristics of the
patient or the disease. In the early breast
cancer group, the wish of manifesting a

collaborative role by the patient favored a significantly
younger age (p=0.009). Those patients who showed an active
role during the consultation were younger, however, this
trend did not reach statistical significance (p=0.061). The
length of the consultation was significantly longer if the
patient achieved a collaborative role (p=0.029). No such asso-
ciations could be verified in the metastatic group. The role in
treatment decision-making did not correlate with any of the
other parameters related to the patient or the disease.  

In 97 consecutive early and 35 consecutive metastatic
breast cancer patients a post-consultation anxiety test was
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Table 3. Information needs regarding the disease, treatment and prognosis of the early and the metastatic breast can-
cer patients as estimated by the patient or the physician. The proportional agreement between their estimations and
Cohen’s κκ are shown. 

Information need Disease Treatment Prognosis

Low High Low High Low High

Early BC Patient 5 (3%) 145 (97%) 3 (2%) 147 (98%) 3 (2%) 147 (98%)

Physician 48 (32 %) 102 (68%) 32 (21%) 117 (79%) 81 (54%) 68 (46%)

Agreement 1% 66% 1% 77% 1% 45%

κ 0.016 0.021 0.009

Metastatic BC Patient 5 (11%) 41 (89%) 4 (9%) 42 (91%) 5 (11%) 41 (89%)

Physician 24 (52%) 22 (48%) 17 (37%) 29 (63%) 35 (76%) 11 (24%)

Agreement 9% 46% 6% 61% 11% 24%

κ 0.117 0.169 0.074

BC, breast cancer

Table 4.  Preferred (patient) and assumed (as judged by the physician) atti-
tude of  early and metastatic breast cancer patients to treatment decision
making. The proportional agreements between their assessments and
Cohen’s κκ values are indicated.

Role in treatment decision Passive Collaborative Active

Early BC Patient  71 (47%) 72 (48%) 7 (5%)

Physician  110 (86%) 11 (9%) 6 (5%)

Agreement 46% 6% 1%

κ 0.112 

Metastatic BC Patient  25 (54%) 19 (41%) 2 (5%)

Physician  24 (54%) 11 (25%) 9 (21%)

Agreement 35% 11% 2% 

κ 0.112

BC, breast cancer



obtained. A significant decrease of situational anxiety in
both the early and the metastatic breast cancer groups was
found (p=0.0001 and p=0.024, respectively) (Table 6).
Then, we performed a multiple logistic regression analysis
to find out whether the level of anxiety, or the decrease of
anxiety one week after the consultation are in association
with the information needs, attitude to treatment decision-
making or any of the other variables of the patient. No such
associations could be verified (data not shown).  Nonethe-
less, a significant negative correlation was detected
between the level of habitual anxiety and the decrease in
situational anxiety after the consultation with the physician
among early breast cancer patients (p=0.006, r=-0.277). In

contrast, in metastatic breast cancer patients, a significant
positive correlation was found between these parameters
(p=0.049, r=0.336). In the early breast cancer group, the
decrease in situational anxiety was significantly greater in
women without a partnership than those with a partner
(p=0.022). No such relationship was found among the
metastatic cases. 

Discussion 

The information requirements of patients, and the degree
they participate in treatment decision making vary in dif-
ferent countries according to cultural, traditional, legal and

economic differences.1,6-13,17-35 The patients’
expectations also depend on the type of the
disease,15,20 or the type of the malignan-
cy.13,15,19,25 Most of the literature data on the
attitude of breast cancer patients towards
being informed, and participation in treat-
ment decision come from Canada,15,17,18,26,32

the US,7,10,25,27-31,34 Australia,6,9,21,22,33 or
other Western countries,8,12,13,19,20,23,24,35,36

while, to our best knowledge, no such data
have been published on Central-European
patients. 

We found that the majority of our
patients, irrespective of the stage of the
cancer, estimated her information needs
higher than valued by the physician. The
women were most open to questions relat-
ed to therapy, both as scored by the physi-
cian during the consultation, and as indicat-
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Table 5. Overall dependence of high information needs, as assessed by the patient or the physician, on the age of
the patient and the number of additional questions asked by the early breast cancer patients. Although all variables
have been included in the logistic regression model, only the statistically significant associations are shown. 

Information Information needs assessed Information needs assessed 
type by the patient by the physician

OR p 95% CI OR p 95% C

Older age Disease 0.86 0.014 0.77-0.97 0.96 0.042 0.93-0.99

Treatment 0.87 0.054 0.76-1.01 0.94 0.004 0.90-0.98

Prognosis 0.85 0.032 0.73-0.98 NS

Additional questions Disease 1.28 0.036 1.01-1.62 1.20 0.001 1.08-1.32

Treatment 1.38 0.044 1.01-1.88 1.13 0.023 1.02-1.21

Prognosis 1.45 0.027 0.04-2.02 NS

The patient’s active role Treatment  NS 1.61 0.016 1.10-2.36
as assessed by the patient

Disease NS 1.60 0.005 1.15-2.22

Table 6. Change of anxiety status in early and metastatic breast cancer:
Spielberger scores before (#1) and 1 week after (#2) the last consulta-
tion tailored to the needs of the patient as perceived by the physician

Anxiety scores (mean±SE, range)

Habitual Situational

Early BC (n=97) #1 44.15±1.09 (22-77) 47.96±1.17 (22-77)

#2  44.07±0.91 (21-63) 43.59±1.19 (22-69)

p 0.915 0.0001

Metastatic BC (n=35) #1 46.94±1.83 (27-70) 48.68±1.81 (28-70)

#2 45.6±1.91 (28-72) 44.68±2.22 (27-78)

p 0.227 0.024

BC, breast cancer



ed by the question prompt sheet. The patients were the
least interested in prognosis. This finding accords with
those of Brown et al,6 who demonstrated that although
interest in prognosis may be increased by the use of a ques-
tion prompt sheet exposing prognosis, but treatment-relat-
ed issues are the priority for the patients. In a Swedish
study, breast cancer patients after surgery were inter-
viewed for their information needs and preferences.8

Patients ranked items related to prognosis (chances of
cure, disease stage) the highest. This difference between
their and our or others’ results may be explained by the dif-
ferences in study design. First, the Swedish trial gave the
patients’ assumptions only, and second, most of the
patients were already having certain informations, as being
after the first consultation. Australian patients with
metastatic cancer, especially those with a relatively better
prognosis, showed a high need of detailed prognostic
information.9,33 In our study, in  the metastatic groups
prognosis was valued, both by the patient and the doctor,
as even less important than in the early stage group. In fact,
communicating prognosis to metastatic cancer patients is
especially difficult, and requires considerable resources
from both the patients and the doctors.33 Most of our
metastatic breast cancer patients failed to demand and
accept this kind of information. We think that the fear of
knowledge of prognosis represents denial on one hand, but
is also related to the lower level of self-consciousness and
self-determination of this patient population compared to
the Australians. In patients with various cancers, Cassileth
et al. found that especially those who were younger, white,
better educated, and whose disease was more recently
diagnosed, sought detailed informations.25 Our data are
consistent with these findings: the level of information
needs both as perceived by the patient and as found by the
doctor was significantly higher at younger age.

In our study, the proportion of the early breast cancer
patients who voiced the preference of a collaborative/
active role in the treatment decision-making process was
far greater (53%) than judged by the doctor (14%). In 
a similar study, 89% of the American patients preferred a
collaborative/active role, and 80% manifested it.31 In 
a Swedish study, 66% of the breast cancer patients pre-
ferred to leave the treatment decision to the doctor.8 In a
British study this proportion was 52%.19 Our results were
similar: the majority of both the early and the metastatic
breast cancer patients played a passive role in treatment
decision during the consultation. Bilodeau et al. experi-
enced that 43% of early breast cancer patients preferred,
and 57% assumed a passive role in treatment decision-
making, and only half of the patients who anticipated a col-
laborative role, could manifest it during the consultation.26

This tendency was especially true for older women. The
conclusion was made that women who wanted collabora-
tive roles in treatment decision-making, experienced diffi-

culties in achieving it.26 Among Chinese women, 59%
wanted a shared decision-making for surgery, and 80%
succeeded to participate as much as desired; older age pre-
dicted a passive role.24 Maly et al. found that active deci-
sion-making on the type of breast surgery among women
older than 55 years did not depend on age, but was pro-
moted by special solicitation of the patients’ preferences.28

Among American women, higher education was signifi-
cantly related to the patient’s activity.34 We could not ver-
ify an association between the role undertaken in treatment
decision-making and any of the patient-related data other
than age: those early breast cancer patients who played an
active role during the consultation were younger. Interest-
ingly, although the distribution of the 3 main attitude types
in treatment decision-making preferred by our metastatic
patients was similar to that in the early breast cancer
patient group, during the consultation, relatively more
metastatic cancer patients played an active role. This result
accords with that of Bruera et al.,31 and may be due to the
greater knowledge about different treatment modalities
because of former experience with therapies. 

With the aim of improving the quality of consultations
with breast cancer patients, there has been much endeavor
to alleviate information giving and perception. Thus, infor-
mation tools, like a breast cancer CD-ROM,36 a breast can-
cer decision board17,18 and a pre-consultation intervention
session29 were successfully applied. We used a question
prompt sheet developed by Brown et al.,6 which helped the
patients to get prepared for the consultation. We did not
provide the patients with any pre-consultation written
material, but offered it after the visit: some of the patients
asked for brochures on breast cancer, chemotherapy, radio-
therapy or diet, while others refused them. 

Another way to improve patient-physician communication
is to educate physicians to conform to the patients’ needs, and
to learn effective and sensitive communication skills. It has
proved useful to specially train clinicians for adjusting to dif-
ferent patient attitudes. In older patients, a better patient-
physician communication associated with greater satisfaction
with care was more often initiated by surgical oncologists and
breast-specialists than by other surgeons.30 We believe that
psychooncological care, during all over the treatment process,
is also of higher level in specialized breast units.37

Among British breast cancer patients, those who were
offered a choice of surgical treatment, showed less depres-
sion than those who were not.5 In a pilot study in France,
the majority of breast cancer patients participating in the
treatment choice (surgery and chemotherapy) generated
anxiety, which has been attributed to the unusualness of
such practice in France.23 The patient’s perception regard-
ing choice of adjuvant therapy in breast cancer in general
does not seem to have an impact on long-term quality of
life (QOL) or satisfaction.12 On the other hand, those
patients who had a choice but were not treated with
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chemotherapy, had a lower QOL. It was concluded that in
cases when the treatment decision has potential conse-
quences for the chance of survival, choice may impair
QOL.12 In breast, head and neck cancer and Hodgkin’s’
disease patients, greater information needs related to high-
er level of anxiety, depression and psychological com-
plaints.13 In a retrospective analysis, patients receiving less
detailed information had significantly higher satisfaction
with the consultation.32 The conclusion was drawn that
more emphasis should be placed on soliciting patient pref-
erences for information and decision-making involvement,
and tailoring both to the needs of the individual patient.32

In a clinical study involving 366 cancer cases, patient sat-
isfaction was primarily related to the perception of the
patient’s addressed needs by the physician.11

The main outcome of our study is the demonstration of
a significant decrease in anxiety as a consequence of a con-
sultation tailored to the needs of the patient. In other
words, the assertive attitude of the oncologist toward the
patient, by means of loading her with information and
involvement in the decision regarding therapy as much as
the patient seems comfortable with, lowers distress. The
presence or the magnitude of the amelioration of anxiety
did not correlate with the information needs or the role
achieved by the patient in therapy decision-making. These
results contradict the assumption that activity manifested
by the patient during the consultation, either by requiring
information or overtaking therapy decision, would per se
decrease anxiety raised by breast cancer at an early or an
advanced stage.5 At the same time our data confirm the
commendations that for the optimal result, an interacting
consultation with a permanent monitoring of the needs of
the individual patient is required.10,11,27,28,31,32

The attitude of breast cancer patients toward the disease
and the treatment may vary in different countries. It is
mandatory to apply such practice that optimally meets
their real requirements and preferences. This process may
help in adjusting to the situation, and contribute to the
decrease of psychological distress.     
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