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Abstract. Introduction: A new cancer diagnosis generates a situation of anxiety, fear and worry for both 
the present and the future. It is a time of loss, during which patients must choose between different pos-
sible ways to manage their disease. It is very important to identify patients’ preferred roles in the decision-
making process, together with the factors that can affect patients’ involvement during consultation, so that 
oncologists can adjust their interpersonal style and communication, providing better patient-centered care.  
Methods: This study is part of a multi-center RCT and involved 308 early-stage breast cancer patients. We 
evaluated the preferred role and the variables associated with the patients’ preferred level of involvement dur-
ing their first consultation with an oncologist. Results: More than half of the subjects preferred a collaborative 
role and it was the most frequent choice among single and employed women. Patients who preferred a col-
laborative role asked more questions and had a longer consultation than those who preferred to take a more 
passive role. Conclusion: These results give rise to new research questions on the role that early-stage breast 
cancer patients would like to play in the decision-making process concerning their treatment, and on the 
variables that contribute to their attitudes towards such involvement. The findings suggest that oncologists 
need to interact with and listen to their patients in an active and empathetic manner, in order to acquire a full 
understanding of their needs.
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Introduction

There has been increasing recognition of the 
importance of patient involvement in health care 
decision-making over recent decades. Many studies 
have investigated the preferred roles in decision-making 
amongst cancer patients, and the possible associated 
benefits of patient involvement in terms of improv-
ing patient satisfaction and health outcomes (1,2).  
There are three options for cancer patients when it 
comes to their role in the decision-making process: ac-
tive (the patient has the final decision on treatment), 
collaborative (the patient and the doctor jointly decide 

on the most appropriate treatment option), or passive 
(the doctor decides the best treatment option) (3,4). 
Studies have reported broad variations in cancer pa-
tient preferences: some studies have highlighted a 
trend towards a passive role (5,6), other studies have 
found a preference for sharing the decision-making 
process with the oncologist (7), few studies have re-
ported preference for an active role (8,9). In a more 
recent study, Hahlweg et al. (10) found that the prefer-
ences for an active, collaborative, or passive role were 
equally distributed among cancer patients. Several fac-
tors influence the role preference. Younger people with 
a higher level of education prefer a more active role, 
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while older people with a lower level of education and 
socio-economic status are more likely to prefer a passive 
role (1,6,10-13). However, Yennurajalingam et al. (9)  
found that a higher level of education was associ-
ated with a more passive role, which in turn showed a 
positive correlation with better clinical characteristics  
and country of origin (Brazil, Singapore, South Africa 
and Jordan). Other studies found that the prefer-
ence for a more active role was associated with poorer 
health-related quality of life during adjuvant chemo-
therapy (14), and with a greater demand for informa-
tion about the disease and treatment (5). Moreover, 
people who are more inclined to express their emo-
tions are more likely to choose an active role, whereas 
people with a higher level of emotional repression de-
fense mechanisms prefer a more passive role (6). Role 
preference is also likely to develop over time, and may 
change at different stages of illness (15); in the field of 
oncology, the results are conflicting. Butow et al. (16) 
found that cancer patients attending their first consul-
tation were more likely to seek greater involvement in 
decision-making than those attending follow-up. This 
result was confirmed by a later study that found that 
patients had the greatest need for information at be-
ginning of treatment, with a decline over the course of 
treatment (17). In contrast, Degner et al. (18) found 
that breast cancer patients who were diagnosed less 
than 6 months previously were less likely to prefer an 
active role than those who were diagnosed more than 
6 months earlier. Yennurajalingam et al. (9) found that 
in the context of palliative care for patients with ad-
vanced cancer, preference for a passive role seemed as-
sociated with an accurate perception of the curability 
of their cancer. A more recent study showed significant 
differences in patient role preferences according to 
stage, with the majority of stage 0 and III patients pre-
ferring active roles while the majority of stage I and II  
patients preferred a collaborative role. Few patients at 
any stage chose a passive decision-making role (19). 
Further studies are needed to identify the role prefer-
ences of cancer patients at different stages of illness, in 
particular in newly diagnosed breast cancer patients. 
In fact, a new cancer diagnosis generates a situation of 
uncertainty, anxiety, fear and worry for both the pre-
sent and the future. It is a time of loss, during which 
patients must choose between different possible ways 

to manage their disease, with important consequences 
for their health. This is why it is important to iden-
tify the preferred roles of early-stage patients in the 
decision-making process, and the associated factors, 
which enables oncologists to adapt their communica-
tion style according to the patient’s needs and ensure 
optimal care for each individual cancer patient (20,21). 
Using patient-centered communication means taking 
into account not only their emotions, values and needs, 
but also aiming towards patient empowerment and 
understanding how involved they wish to be in medi-
cal decision making (22,23) concerning them. Several 
studies showed that patient-centered communication 
was strongly associated with better patient health out-
comes (24,25). The aim of the present study was to 
evaluate the differences amongst breast cancer patients 
in terms of preferences towards an active, collabora-
tive or passive role in the treatment decision-making 
process. The three different groups were compared in 
terms of the following factors: socio-demographic fea-
tures; breast cancer characteristics; whether or not the 
patient was accompanied by a family member; clini-
cal variables such as psychological well-being, anxiety 
and depression; the perception of the decision-making 
process during the consultation; length of the consul-
tation; and the number of questions asked by the pa-
tient during consultation.

Materials and Methods

Description of the Randomized Controlled Trial (RCT)

This study is part of a multi-center RCT whose main 
outcome was to evaluate whether a pre-consultation  
intervention (Question Prompt Sheet-QPS) facilitated 
greater involvement of early-stage breast cancer pa-
tients in the decision-making process by increasing the 
number of questions made to the oncologist (26). The 
primary outcome showed that women who received  
the QPS did not ask more questions compared to women 
who did not receive QPS (27). The RCT had the addi-
tional aims of assessing the effect of the QPS in terms of 
patient satisfaction, need for information, and to explore 
the role of accompanying persons. The results of these 
secondary outcomes are published elsewhere (28-31).  
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The present study is focused on a further aim of the 
RCT, which was the assessment of the patients’ pre-
ferred role in their treatment decision-making process. 
Cancer patients can take one of three different ap-
proaches affecting their involvement and satisfaction, 
and the health outcomes. There are several factors that 
affect a patient’s preference, and the literature informa-
tion is not always clear in this regard. Understanding 
the factors that are important to women when it comes 
to making decisions about cancer treatment is a manda-
tory step in designing customized and evidence-based 
decision support, to be offered by oncologists to women 
suffering this distressing experience.

Sample and procedure

The study was conducted in three oncology clinics 
in Northern Italy. Eligible patients were women with 
breast cancer at their first consultation with the on-
cologist. The patients had already been diagnosed with 
cancer, and almost all had already undergone breast 
surgery. During the first visit, the histological results 
were discussed, and further medical treatment was de-
cided (e.g., chemotherapy, radiotherapy, etc.). Inclu-
sion criteria were age 18-75 years, recent diagnosis of 
breast cancer, from stage I to stage III (according to 
the American Joint Committee of Cancer 7th Edition 
for Breast Cancer). Exclusion criteria were cognitive 
impairment and insufficient native language skills to 
complete the questionnaires. Patients were randomly 
placed into one of the two intervention groups: QPS 
and QL. QPS is a list of 50 specific questions that 
prompt patients to consider new ideas before the con-
sultation and decide what questions they would like 
to ask during the consultation; QL is a control sheet 
where participants are asked to write up a list of ques-
tions, they would like to ask their oncologist. Before 
the consultation, patients completed a short form de-
tailing their socio-demographic characteristics. All 
consultations were audio-recorded to allow for analysis 
of the consultation length, and the number of ques-
tions asked by the patient. All oncologists involved 
in the study were informed in advance and invited to 
participate and provided their informed consent. The 
oncologists performed their consultations as usual, 
according to the clinical practice of the institution. 

The oncologists were blind to the assignment of the 
patients into the two groups, and did not know the 
results of their questionnaires before the consultation.

Measures

The following tools were administered pre- 
consultation:

Control Preference Scale (CPS): a self-reporting 
instrument that measures the patients’ preference in 
terms of their role in the decision-making process (18). 
The CPS contains five cartoons/drawings with text, 
depicting different patient roles, from the most active 
role (“I prefer to make the decision about which treat-
ment I will receive”) to a collaborative role (“I prefer 
that my doctor and I share responsibility for deciding 
which treatment is best for me”) to the most passive 
role (“I prefer to leave all decisions regarding treatment 
to my doctor”). According to the “pick one” approach 
proposed by the authors, five cards were shown to the 
patients, who were then asked to choose the vignette/
drawing that they considered to be closest to the role 
they would prefer in deciding on their treatment. The 
five possible roles are grouped into three main clusters: 
Active (card 1 = active, card 2 = active-collaborative), 
Collaborative (card 3 = collaborative), Passive (card 4 
= collaborative-passive, card 5 = passive).

State-Trait Anxiety Inventory-X1 (STAI-X1): a 
self-reporting instrument that consists of 20 items, 
each rated on a four-point Likert scale ranging from  
1 (not at all) to 4 (very much) (32).

The Patient Health Questionnaire-9 (PHQ-9): 
a self-reporting questionnaire used for detecting the 
presence of depression, composed of 9 items with re-
sponse options from 0 (not at all) to 3 (almost every 
day). The summative score ranges from 0 to 27 (cut-off 
≥ 8) (33).

The General Health Questionnaire (GHQ-12): a 
self-reporting questionnaire that assesses psychologi-
cal well-being, consisting of 12 items (34). Each item 
scores from 0 (better than usual) to 3 (much worse than 
usual). The standard 0-0-1-1 method of scoring was 
used in this study. In this method, a score of 0 was 
assigned to the first two low-stress alternatives, and a 
score of 1 was given to the two high-stress alternatives. 
The maximum score was 12 (cut-off > 3).
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Ethics

The study followed CONSORT guidelines and 
was approved by the Ethics Committee of the Hos-
pital Trust of Verona (No 2397, Aug 28/2013), and 
by the Provincial Ethics Committee of Brescia (NP10, 
Oct 31/2010), and was conducted in accordance with 
the Declaration of Helsinki. Informed consent was 
obtained from all participants included in the study. 
For the RCT trial protocol, please see clinicaltrials.gov 
(NCT01510964).

Results

Comparison between the experimental group (QPS) 
and the control group (QL), according to the RCT design 
of the study

Three hundred and twenty-four patients were 
randomly assigned to two different intervention 
groups. After excluding inaudible consultations, the 
final sample resulted in 308 patients (158 QPS group 
and 150 QL group). Table 1 reports the features of 
the two groups. No difference was found between the 
groups in socio-demographic characteristics: in both 
groups, most participants were married, with a high 
level of education, and not in employment. The two 
groups were similar in terms of clinical variables and 
were comparable in both the number of questions 
asked by patients and length of consultation. In both 
groups, most of the sample was not accompanied by 
a family member, and more than half of the subjects 
preferred a collaborative role. Given that the QPS 
and QL groups did not differ in most of the variables 
considered, further analyses were then applied to the 
whole sample.

Preferred role, patient characteristics, length 
of consultation and number of questions asked  
by patients during consultation

For this analysis, two patients of the QL group 
were excluded because they did not fill out the CPS, thus 
the analysis on the preferred role was based on 306 sub-
jects. Most patients chose a collaborative role (54.2%),  

The following tools were administered post- 
consultation:

The STAI-X1/R, which is a modified version of 
the STAI-X1, specifically developed for the Cognitive 
Behavioral Assessment Project (35). The STAI-X1/R 
is a 10-item version of the STAI-X1, with responses 
reported in the same manner as in the STAI-X1. It 
specifically measures fluctuations in anxiety (STAI-
DIFF) in terms of the difference between the STAI-X1  
and the STAI-X1/R.

The Shared Decision-Making Questionnaire 
(SDMQ-9): a self-reporting questionnaire, composed 
of 9 items, that assesses patient perceptions of the 
decision-making process and their level of involve-
ment during the consultation, the information received 
with regards to therapeutic options, and potential risks 
and benefits regarding participation in the decision-
making process (36). Patient responses are reported 
on a 4-point Likert scale, ranging from 0 (completely 
agree) to 3 (disagree). The scores range from 0 to 27: 
the higher the score, the less the participation in the 
decision-making.

Statistical analysis

Descriptive statistics for socio-demographic char-
acteristics are given in terms of mean and standard 
deviation for continuous variables, whereas frequen-
cies and percentages are reported for categorical vari-
ables. The t-test or the corresponding non-parametric 
Mann-Whitney test were used to compare the quanti-
tative variables between the QPS and QL groups. The 
ANOVA test, applying a Bonferroni correction, was 
used to compare the quantitative variables among the 
groups (active, collaborative and passive). Effect sizes 
are reported for the differences among three preference 
roles using Partial Eta Squared (η2) for ANOVA. In our 
analysis, 0.2 was considered a small effect, 0.5 a me-
dium effect, and 0.8 or above a large effect. The Chi-
square test was used to compare categorical variables 
among groups. We calculated the adjusted residuals  
(z-scores) and their associated p-values to identify pos-
itive (z > 1.96) and significant (P< 0.05) relationships 
among the variables analyzed. All tests were two-tailed, 
and the probability of a type I error was set at P < 0.05. 
All analyses were performed with SPSS 26.
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Table 1 - Comparison between the QPS group and the QL group (N= 308)

QPS

N= 158

QL

N= 150 P-value

Marital Status, n (%)

Single

Married

Divorced/widowed

Missing 

20 (12.6)

103 (65.3)

33 (20.8)

2 (1.3)

14 (9.3)

110 (73.3)

25 (16.7)

1 (0.7)

NSa

Education, n (%)

Primary School

Secondary School

High School

University

Missing 

26 (16.5)

47 (29.7)

62 (39.2)

21 (13.3)

2 (1.3)

31 (20.7)

39 (26.0)

62 (41.3)

18 (12.0)

-

NSa

Employment, n (%)

Unemployed

Employed

Missing 

86 (54.4)

71 (45.0)

1 (0.6)

86 (57.3)

64 (42.7)

-

NSa

Breast cancer stage*, n (%)

I

II

III

Missing

56 (35.4)

37 (23.4)

12 (7.6)

53 (33.5)

64 (42.7)

37 (24.7)

7 (4.6)

42 (28.0)

NSa

Accompanied by a family member, n (%)

Yes 

No 

39 (24.7)

119 (75.3)

41 (27.3)

109 (72.7)

NSa

CPS, n (%)

Collaborative

Active

Passive

89 (56.3)

11 (7)

58 (36.7)

77 (51.3)

 9 (6)

62 (41.3)

NSa

Age, mean (SD) 55.8 (11.0) 56.1 (11.2) NSb

Number of questions, mean (SD) 13.4 (9.0) 15.8 (12.4) NSc

Length of consultation, mean (SD) 47.6 (19.1) 49.0 (18.8) NSc

GHQ-12, mean (SD) 4.5 (3.4) 4.8 (3.5) NSc

PHQ-9, mean (SD) 6.1 (4.7) 6.5 (4.9) NSc

STAI-X1, mean (SD) 46.6 (12.1) 49.3 (11.5) NSc

STAI-X1/R, mean (SD) 18.8 (6.1) 20.0 (6.7) NSc

STAI-DIFF, mean (SD) -4.20 (6.9) -5.02 (6.3) NSc

SDMQ-9, mean (SD) 7.7 (6.7) 7.8 (6.6) NSc

aChi-squared test; bT-test; cMann-Whitney; NS= Not Significant; *Stage cancer according to the American Joint Committee  
of Cancer AJCC 7th Edition staging for Breast Cancer. Patients with stage IV were excluded from the study.
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Table 2 - Comparison among socio-demographic characteristics and control preference roles in the total sample

Active role 
(N= 20)

Collaborative role 
(N= 166)

Passive role 
(N=120) P-value*

Marital status, n (%)

Single

Married 

Divorced/widowed

Missing

4 (20.0) 

11 (55.0) 

5 (25.0)

-

24 (14.4)

114 (68.7)

25 (15.1)

3 (1.8)

6 (5.0)

86 (71.7)

28 (23.3)

-

.030

Education, n (%)

≤ 8 years

>8 years

Missing

8 (40.0)

12 (60.0)

-

68 (41.0)

96 (57.8)

2 (1.2)

66 (55.0)

54 (45.0)

-

NS

Employment, n (%)

Employed

Unemployed 
Missing

10 (50.0)

10 (50.0)

-

91 (54.8)

74 (44.6)

1 (0.6)

33 (27.5)

87 (72.5)

-

<.001

Accompanied by a family, 
member, n (%)

Yes

No

Missing

16 (80.0)

4 (20.0)

-

120 (72.3)

46 (27.7)

-

91 (75.8)

29 (24.2)

-

NS

Breast cancer stage, n (%)

I

II

III

Missing

6 (30.0)

4 (20.0)

3 (15.0)

7 (35.0)

64 (38.5)

39 (23.5)

10 (6.0)

53 (31.9)

48 (40.0)

31 (25.8)

6 (5.0)

35 (29.2)

NS

Type of breast surgery, n (%)

Conservatory surgery

Mastectomy 
Missing

11 (55.0)

4 (20.0)

5 (25.0)

116 (69.9)

43 (25.9)

7 (4.2)

85 (70.8)

22 (18.3)

13 (10.8)

NS

Breast reconstruction, n (%)

Yes

No

Missing

5 (25.0)

15 (75.0)

-

31 (18.7)

135 (81.3)

-

11 (9.2)

109 (90.8)

-

.041

*Chi square; NS= Not Significant

followed by a passive role (39.2%). Only 6.5% chose 
an active role. Patients who chose a passive role were 
older (mean = 58.3 years, SD = 10.7) than those who 
chose an active role (mean = 54.1, SD = 12.5) or a col-
laborative role (mean = 54.5, SD = 11.0). The ANOVA 
showed significant differences in mean age among the 
three different preferred roles (F = 4.493, P = .012). 
The following post-hoc test, with Bonferroni correc-
tion, showed a difference between collaborative and 

passive roles (P = .012). The effect size was small (η2 = 
.03). As indicated in Table 2, single and employed pa-
tients more frequently preferred a collaborative role (χ² 
= 10.676; df = 4; z-score = 2.1 and χ² = 21.885; df = 2;  
z-score = 4.3, respectively). Those who had not had a 
previous breast reconstruction tended to prefer a pas-
sive role (χ² = 6.373; df = 2; z-score = 2.4).

Those who preferred a collaborative role asked 
more questions than those who chose an active or a 
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collaborative and passive). No statistically significant 
difference was found among patients with different 
preferred roles. The same applied for the SDMQ-9.

Discussion

The results showed that more than half of subjects 
preferred a collaborative role (54.2%), followed by a 
passive role (39%); while the choice of an active role 
was marginal (6.5%). This result is in line with find-
ings obtained in some studies (1,7,19), but in contrast 
with others that found an active role to be second to 
the preferred collaborative role, and a passive role to 
be the least popular (15,37,38). Other studies have 
showed a trend towards a preference for a passive role, 
with percentages ranging from 40% to 72% (5,6). It 
is less common for an active role to be the most fre-
quent choice (8). In another study, the authors found 
that the three roles were equally distributed (10). Fi-
nally, in Jabbour et al. (13), a study based on patients 
with head and neck cancer, females more frequently 
chose an active role. Therefore, literature shows huge 
variability in preferred role. This is probably due to the 
fact that the role preference is a dynamic phenomenon 
that changes over time, depending on when it is meas-
ured, and is more of a state than a trait (19). Besides, 
because all these studies were conducted in different 

passive role (Table 3). The ANOVA showed significant 
differences in mean number of questions asked during 
the consultation among the three different preference 
roles (F = 3.557, P = .030). The following post-hoc test, 
with Bonferroni correction, showed a difference between 
collaborative and passive roles. The effect size was small 
(η2 = .02). Patients who preferred a collaborative role 
had a longer consultation than those who chose an ac-
tive or a passive role. The ANOVA showed a signifi-
cant difference between the mean duration in the three 
different preference roles (F = 4.701, P  =  .010). The 
subsequent post-hoc test, with Bonferroni correction, 
showed a difference between collaborative and passive 
roles. The effect size was small (η2 = .03). Patients who 
preferred a collaborative role asked more questions on 
cancer prevention than those who chose an active or 
a passive role. The ANOVA showed significant differ-
ences in mean number of prevention questions among 
the three different preferred roles (F = 5.114, P = .007). 
The subsequent post-hoc test, with Bonferroni correc-
tion, showed a difference between collaborative and 
passive roles. The effect size was small (η2 = .03).

Preferred role and mean scores in pre/post questionnaires

Table 4 shows the differences in total mean 
scores for the questionnaires administered pre and 
post consultation amongst the three groups (active, 

Table 3 - Comparison among length of consultation and number of questions, and control preference roles in the total sample

Active role (1) 
N= 20

Collaborative role (2) 
N= 166

Passive role (3) 
N= 120

P-value 
(post-hoc)*

Number of questions, 
mean (sd) 12.2 (6.7) 16.1 (12.2) 12.9 (9.1)

.043
(2 vs 3)

Length of consultation 
(minutes), 
mean (sd)

44.6 (17.2) 51.5 (19.7) 44.9 (17.7) .012
(2 vs 3)

Number of questions per topic,  
mean (sd)
•	 Symptoms

•	 Aetiology

•	 Prognosis

•	 Treatment

•	 Bureaucracy

•	 Prevention

1.4 (1.5)

0.2 (0.4)

0.3 (0.5)

4.9 (3.7)

4.8 (3.1)

0.5 (0.8)

2.3 (2.9)

0.3 (0.8)

0.6 (1.1)

6.6 (5.7)

4.9 (4.2)

1.26 (1.8)

1.7 (2.0)

0.1 (0.4)

0.4 (0.9)

5.4 (4.5)

4.5 (3.5)

0.7 (1.1)

NS

NS

NS

NS

NS

.016
(2 vs 3)

*Bonferroni correction; NS= Not Significant
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marital status and preferred role expressed three years 
after surgical treatment. This study highlighted how 
widowed women were prone to adopt a passive role, 
while women in a relationship, divorced, separated or 
never married were more likely to choose active or col-
laborative approaches. Regarding employment status, 
this study confirms previous findings that show that 
participants who are employed seek greater engage-
ment in the decision-making process than participants 
who are unemployed or retired (12).

Women who did not have a breast reconstruction 
chose a passive role. This is in line with other stud-
ies which show that having undergone surgical treat-
ment in the past affects role preferences, increasing the 
probability of patients taking collaborative or active 
approaches, and decreasing the probability of taking a 
passive approach (37). Furthermore, a follow-up study 
on the trend of decision-making preferences showed 
that, after surgical treatment, the preference for a col-
laborative or active role increases over time, while it 
declines for a passive role (15). These results seem to 
corroborate the hypothesis that previous experience 
of illness and decision-making concerning surgical 
treatment leads women to prefer to participate more 
during consultation with their oncologist. Given the 
importance of the decision-making process in health 
care, it is essential for patients to have the opportu-
nity to express and implement their own preferred role. 
This is even true in the case of breast cancer, which, 
in addition to the distress, uncertainty and concerns 
that are associated with a negative diagnosis, also af-
fects the self-image of the patients, who are sometimes 

countries, it is possible that the preferred role varies 
depending on cultural context. Country of origin may 
impact patient preferences depending on whether the 
treatment decision is viewed as a family or community 
responsibility, rather than the choice of the individual 
patient. Furthermore, beliefs about the disease, treat-
ment and the patient’s role in the decision-making 
process, which can be influenced by the culture to 
which patient belongs, can also affect the role that the 
patient would like to play in interaction with the phy-
sician. In this study, women who declared a preference 
for a collaborative role showed more active participa-
tion during consultation: their interviews lasted longer, 
and these women asked the oncologist more questions 
than women who chose a passive role. When consider-
ing different ideas, women who preferred a collabora-
tive role asked more questions about cancer prevention 
than women who chose a passive role. The results of 
this study also show that the patients who chose a col-
laborative role were younger than women who chose a 
passive role. This result is in line with other studies, in 
which an older age was found to be a predictor for the 
choice of a passive role, while active or collaborative 
roles were mostly chosen by younger women (1,7,10).  
In this study, single and employed women tended to 
prefer a collaborative role. This may be related to the 
fact that these women were more independently in-
clined both in life and in their treatment choices, lead-
ing them to interact more with the oncologist. These 
results are in line with previous literature. To the best of 
our knowledge, there is only one longitudinal study (15),  
that found a statistically significant link between 

Table 4 - Comparison between questionnaires mean scores and control preference roles

Active role 
(N= 20)

Collaborative role 
(N= 166)

Passive role 
(N=120) P-value*

Assessment pre-consultation
GHQ-12, mean (sd)

STAI-X1, mean (sd)

PHQ-9, mean (sd)

4.8 (3.1)

50.9 (12.8)

7.8 (4.1)

4.6 (3.6)

47.9 (11.9)

6.3 (4.8)

4.7 (3.4)

47.4 (11.8)

6.1 (5.0)

NS

NS

NS

Assessment post-consultation
SDMQ-9, mean (sd)

STAI-X1/R, mean (sd)

7.3 (6.5)

18.9 (5.3)

7.0 (6.6)

19.7 (6.7)

8.9 (6.8)

19.1 (6.1)

NS

NS

*ANOVA; NS= Not Significant
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the decision-making process. Patients who are un-
derstood perceive greater satisfaction in their choices 
and this has a positive effect on the relationship be-
tween patient and oncologist. Patients are more satis-
fied when they receive treatment that is respectful of 
and responsive to their preferences, needs and values 
as defined by patient-centered care (45). For this rea-
son, oncologists should follow continuous training on 
patient-centered communication. This study has sev-
eral limitations due to the generalizability of the re-
sults, since the data were gathered only from a limited 
number of centers in northwestern Italy. Moreover, 
this study was conducted in a single country, therefore 
culture and values could have influenced the results. 
Another limitation is that this study assessed the pre-
ferred role before the consultation with the oncologist. 
We did not assess the actual role played by the patient 
during the consultation. Furthermore, there were also 
statistical limitations, due to the disparity in the size 
of the groups: most patients chose a collaborative role, 
followed by a passive role, and only 20 patients chose 
an active role. This may have contributed to lower ef-
fect size outcomes in all ANOVA comparisons and 
impeded multilevel analysis to take into account the 
center level.

Conclusions

There is increasing awareness of the important 
role patients can play in the decision-making process 
concerning their health in many clinical areas, includ-
ing oncology. Further studies are needed to better 
understand the role that early-stage cancer patients 
would like to play in decisions about their treatment 
and related matters. Some studies have already been 
completed, although they have shown mixed results 
(9,16,18). Understanding the kind of involvement 
early-stage cancer patients would like in decisions 
about their condition is very important because it al-
lows oncologists to tailor their communication style 
to patients’ needs. Patient satisfaction with commu-
nication with the oncologist, information received 
and treatment decisions are important aspects that 
can affect the course of the disease and health out-
comes (24,25). This study has shown that preference 

subjected to invasive interventions. If the doctor in-
teracts with the patients respecting their role prefer-
ences, the patients are more satisfied and this can have 
a positive effect on the health outcomes, e.g., increas-
ing patient adherence to medical recommendations 
(39,40), improving patient adherence to/continuance 
of treatment (41), and their post-treatment quality of 
life (42,43). Unfortunately, in our study, we were un-
able to match the preferred role with the role played 
during the consultation (role concordance). In fact, 
there may be differences between the preferred role, 
measured before the consultation, with the role ac-
tually taken by the patient during the consultation. 
From the available literature, we know that patient’s 
preferred role does not always coincide with the role 
actually played, although when it does coincide, the 
degree of satisfaction with the decision-making pro-
cess is greater (38). In fact, patients with cancer who 
report high levels of discordance between their pre-
ferred role and actual role, tend to be less involved in 
the decision-making process with their oncologist. 
There are several factors that influence a consultation 
that can alter the patient’s role, such as emotions or 
fears, or the lack of congruence between the patient’s 
preferred role and that perceived by the oncologist, for 
example with the oncologist overestimating the will-
ingness of a patient to participate actively in decisions 
about treatment (44). This highlights the importance 
of identifying tools or indicators that allow oncologists 
to understand the patient’s preferred role. There may 
be different ways to assess patients’ role preferences in 
clinical practice, such as questionnaires that could be 
administered before the consultation or interviews in 
which patients are asked how far they would like to 
be involved in the decision-making process regarding 
their cancer treatment, as well as about their needs and 
expectations. Oncologists could also be trained to in 
interpreting the verbal and non-verbal communica-
tion, behaviors, emotions and reactions of patients in 
order to assess their involvement and role preferences, 
collecting informal feedback on the desired degree of 
engagement in the decision-making process. Oncolo-
gists must be able to recognize the preferred role of 
patients if they are to adapt their interpersonal com-
munication style to the needs of the individual patient, 
which is to the greatest benefit for the patient during 
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treatment decision making among patients with cancer: 
a pooled analysis of studies using the control preferences 
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cision-making preferences and informa-
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/pon.1798.

6.	 Hyphantis T, Almyroudi A, Paika V, et al. Anxiety, depres-
sion and defense mechanisms associated with treatment 
decisional preferences and quality of life in non-metastatic 
breast cancer: a 1-year prospective study. Psychooncology. 
2013;22(11):2470-2477. doi: 10.1002/pon.3308.
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sion-making among breast cancer patients in Malaysia. Pa-
tient Prefer Adherence. 2017;11:1767-1777. doi: 10.2147/
ppa.s143611.

8.	 Kokufu H. Conflict accompanying the choice of initial treat-
ment in breast cancer patients. Jpn J Nurs Sci. 2012;9(2): 
177-184. doi: 10.1111/j.1742-7924.2011.00200.x.

9.	 Yennurajalingam S, Lu Z, Prado B, et al. Association be-
tween advanced cancer patients’ perception of curability 
and patients’ characteristics, decisional control prefer-
ences, symptoms, and end-of-life quality care outcomes. 
J Palliat Med. 2018;21(11):1609-1616. doi: 10.1089/
jpm.2018.0186.

10.	 Hahlweg P, Kriston L, Scholl I, et al. Can-
cer patients preferred and perceived level of 
involvement in treatment decision-making: an epide-
miological study. Acta Oncol. 2020;59(8):967-974. doi: 
10.1080/0284186x.2020.1762926.

11.	 Wallberg B, Michelson H, Nystedt M, et al. Information 
needs and preferences for participation in treatment deci-
sions among Swedish breast cancer patients. Acta Oncol. 
2000;39(4):467-476. doi: 10.1080/028418600750013375.

12.	 Budden LM, Pierce PF, Hayes BA, et al. Australian women’s 
prediagnostic decision-making styles, relating to treat-
ment choices for early breast cancer treatment. Res Theory 
Nurs Pract. 2003;17(2):117-136. doi: 10.1891/rtnp.17.2 
.117.53178.

13.	 Jabbour J, Dhillon HM, Shepherd HL, et al. The 
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Couns. 2018;101(10):1736-1740. doi: 10.1016 
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is related to certain socio-demographic variables, such 
as age, marital and employment status, and to previ-
ous experiences of breast reconstruction, as well as to 
the number of questions to the oncologist, and length 
of consultation. These results may help oncologists to 
understand the variables on which they should focus 
when conducting consultations with breast cancer 
patients. Overall, these results underline the impor-
tance of implementing oncologist training programs 
on understanding how involved patients wish to be in 
the oncological treatment decisions, learning to adapt 
their communication style to patient preferences in 
terms of information-sharing and participation in the 
decision-making process.
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