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ABSTRACT

There has recently been a resurgence of interest in research evaluating the nature

of communication between physicians and patients during the medical encounter.

A subset of this research has examined the provision of information and sharing of

treatment decisions with female breast cancer patients. The majority of recent

research has investigated these two variables from the patient's perspective, yet far

less is known about the perspectives of practicing physicians and physicians in

training. As such, the present study evaluated preferences for sharing of

information and treatment decisions in medical students early or late in their

training. Subjects were 36 first year (45% of class) and 30 fourth year (37.5% of

class) medical student volunteers from the Faculty of Medicine at the University of

Manitoba. All subjects read eight vignettes of a newly diagnosed female breast

cancer patient varying on characteristics of age (30 vs. 72), education (grade I vs.

Master's degree) and number of questions asked (none vs asking many). After

reading each vignette, subjects answered two questionnaires. The first asked

subjects to rate the relative amount of nine types of information specific to female

breast cancer patients they would prefer to provide and, to pick which three of the

nine types of information they would provide the patient if they could only meet with

them once. A second measure asked subjects to rank order five roles in making

treatment decisions (from patient decided to physician decided) most appropriate

for the particular patient vignette. A final series of open-ended questions probed

subjects' phenomenology during the task and asked them to reflect on factors
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contributing to their preferences for the two aforementioned variables. Results were

analyzed by factorial repeated measures analysis of variance, planned

comparisons, and qualitative methods. Significant findings were obtained to 11 of

12 research questions. Significant main effects for amount of information were

found for age, education and number of questions in the vignette, i.e., significantly

more information was provided when the patient in the vignette was 30 years of

age, had a M.A. level of education or asked many questions. Significant

interactions were present for the mean ranks of the three informational items

selected by students as most important to present to a newly diagnosed female

breast cancer patient. Significant higher order interactions also emerged for the role

in making treatment decision most appropriate for the patients in the vignettes to

assume. Gender of the medical students was discovered to be an important

variable involved in these interactions. Planned comparisons consistently showed

that the vignette with the following attributes - age 30, M.A. level of education, asks

many questions - received significantly more information, significantly more highly

ranked information, and a significantly more active role in treatment decisions

compared to the age 72, <8 years of education, asks no questions vignette. A

vignette with the following conditions - 72 years of age, < grade 8 education, asks

many questions - significantly discriminated between novice and senior students in

role in treatment decision adopted, with seniors encouraging significantly more

active roles. Qualitative self-report information revealed that in novice students,

providing information and making treatment decisions was based more on personal
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beliefs/values, attributes of patients in the vignettes, and experiences with people

prior to entering medical school. In contrast, senior students reported being more

heavily influenced by what they learned formally or informally through medical

school, responded less to specific attributes of patients in the vignettes, and were

more focused on the process of interaction with a patient as a guide to the amount

and type of information provided and the role adopted in making treatment

decisions. The results were viewed as extending previous research on the

individual impact of age, education and question asking on information exchange

and treatment decision making to interactions among these variables and, with

gender and level of student training.
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REVIEW OF THE LITERATURE

lntroduction

Most people living in societies with medical services will be familiar with the

experience of going to see a doctor when they aren't feeling well. The content of

discussion between patients and a physician during a visit will vary considerably;

however, there are commonalities. Some of the physicians may begin with a brief

social interchange, followed perhaps by asking, "How are you feeling today?" or,

"What brings you here today?" and taking a history of the patient's concerns or

symptoms (carter, Inui, Kukull, & Haigh,1982). The physicians may ask a number

of additional questions and then conduct some level of physical examination.

These are the commonalities. The structure of the interview including history,

questions asked, and type and level of physical examination will be a function of the

presenting problem, the area of practice or specialty of the physician in question,

the physician's training, the physician's personal style of interacting with patients,

and perhaps a variety of other factors.

The key common element among these physician-patient interactions is the

communication taking place between the two participants. Medical training has

traditionally emphasized communication as an important skill (Stewart, & Buck,

1977), and medical professionals have recently begun to further investigate

communication during the physician-patient interchange (Stewart, & Roter, 1989).

Indeed, medical professionals have developed instruments to evaluate interviewing

skills (Kraan, Crijnen, Zuidweg, van derVleuten, & lmbos, 1g8g) and introduced
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programs into curricula to improve interviewing skills (Kurtz, 1989; Maguire,

Fairbairn, & Fletcher, 1989). There has even been a movement towards

patient-centred interviewing (Brown, Stewart, Mccracken, Mcwhinney, &

Levenstein, 1986; Brown, weston, & stewart, lg8g; Henbest, & stewart, lg8g;

Levenstein, Brown, weston, stewart, Mccracken, & Mcwhinney, lggg; Levenstein,

Mccracken, Mcwhinney, stewart, & Brown, 1g86; stewart, Brown, Levenstein,

Mccracken, & Mcwhinney, 1986; stewart, Brown, & weston, lggg; weston, Brown,

& Stewarl, 1989), where the patient's concerns are initially allowed to determine the

direction of the interview, after which the physician redirects the conversation to

history, symptomatology, and the making of decisions or recommendations for

treatment.

Higher frequencies of patient-centred interviewing behaviours by physicians

have been associated with better patient treatment compliance (Stewar1, 1gB4).

Physician initiated discussions of patient opinions during interviews have had

greater impact on patients'compliance in taking pills than patient initiated behaviour

during interviews (Stewart, 1984). Patient-centred interviewing has also been

shown to make patients feel better understood and to reduce their concerns

(Fallowfield, 1992; Henbest, & Stewart, 1gg0).

A subset of this larger movement evaluating physician-patient communication

involves the dynamics of information exchange and treatment decision making

during the medical encounter. Within the last decade, medical professionals have

become increasingly aware of the importance of provision of information and the
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decision making process with patients who are in life-death situations (Degner, &

Beaton, 1987), particularly in the case of cancer (Degner, Farber, & Hack, l g8g).

Many factors affect what information is shared and the type of decision

making that occurs within the physician-patient interaction (Degner, & Beaton,

1987). These factors will be examined by reviewing empirical studies assessing

information released by physicians to cancer patients. Research evaluating

treatment decisions with cancer patients will then be reviewed. A critique of what

is and is not known from these literatures will be provided. Finally, the literature on

effects of professional socialization with particular reference to medical students will

be briefly reviewed to highlight the importance of this factor in the design and

implementation of the present study.

The decision to focus on sharing of information and the making of treatment

decisions with cancer patients is deliberate. There is a growing literature assessing

these two factors in cancer patients (Degner, Farber, & Hack, 1989). Historically,

physicians have also been interested in the perceived impact of disclosure of a

diagnosis of cancer to a patient and how this in turn influenced their sharing of

information and treatment decisions with patients (Oken, 1961). As such, review

of the literature will begin with disclosure of information by physicians to cancer

patients.

Disclosure of Information by Physicians

The following studies are categorized into sections on the basis of the main

findings of the studies concerning information exchange between physicians and
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Cancer Patients Should be Told About Their Diagnosis

Pfefferbaum and Levenson (1982) conducted a questionnaire study

assessing perceptions of importance of illness related information that should be

received by adolescent cancer outpatients. The self-report questionnaire was

completed by 49 physicians who were 25-76 years of age, and 27 female and 36

male adolescent outpatients 11-20 years of age. More than 7Oo/o of both the

physicians and patients agreed that patients should receive information about their

illness. However there were large discrepancies in the information each thought

should be released. Patients wanted knowledge of cancer prevention and what to

do if it spread compared to physicians who placed greater importance on how to

discuss and cope with the illness.

Cancer Patients are Told About Their Diagnosis

Hardy and Hardy (1979) gave an open ended questionnaire to 44 physicians

who had contact with cancer patients within six months of the survey to assess how

illness related information was communicated to patients. Medical specialties

represented included family practice (B%), obstetrics/gynaecology (lg%), surgery

(28%), and internal medicine @6%). Overall, 60% of the physicians always or

usually informed patients of their cancer diagnosis while the other 40o/o always or

usually refrained. Closer examination of the data revealed large differences

between physicians in disclosure with 1OO% of obstetricians and gynaecologists

always or usually telling patients of their diagnoses compared to only 18% of
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surgeons. Factors identified as moderating disclosure included emotional stability

of patients, patient requests for information, and family wishes.

In another study Hardy, Green, Jordan and Hardy (1980) received 185 of 320

closed ended questionnaires in a mail out survey to physicians. The sample was

composed of 5o/o urologists, B%family practitioners,l4o/o obstetricians,27o/o general

surgeons, and 27o/o internists. Overall, 98% of the sample reported always or

usually informing patients of their cancer diagnosis.

Novack, Plumer, Smith, Ochitill, Morrow and Bennet (1979) administered a

questionnaire to 278 physicians of g medical specialties to determine changes in

physician attitudes to disclosure of information to cancer patients since the 1g70's.

Ninety-eight percent of responding physicians indicated their policy was to disclose

the diagnosis, with 67% asserting they rarely deviated from this practice. No

differences were found between specialists, and factors influencing disclosure

included patient's age, Intelligence Quotient, emotional status, and family wishes.

Physicians Do Not Like to use the word cancer when Discrosing

In the previously described study by Hardy and Hardy (1979), words used to

describe cancer during disclosure in order of frequency were - "tumour," followed

by "cancer" and "growth," with rare use of the terms "mass" or "suspicious cells."

Physicians in the Hardy et al. (1980) closed ended questionnaire study preferred the

following terms in descending order: "tumour" (08%), "malignancy" (63%), "cancer"

(58%), "growth" (36%); "mass" (28%).

In a questionnaire survey of 50 cancer patients in an English teaching
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&hospital compared to 46 in an American teaching hospital (Newall, Gad,

Priestman 1987), different terms were used by physicians in different countries.

American patients reported their physicians used the term "cancer" g8%o of the time

when reporting their diagnosis, while greater than a third of British patients reported

that their doctors used terms such as "growth" or "tumour".

Finally, Ray, Fisher and Wisniewski (1986) found that 27% of 3G surgeons

participating in a questionnaire study about breast cancer and mastectomy believed

that the diagnosis should be discussed but words such as cancer and malignancy

should be avoided.

There are Cross-Cultural Differences rn Disclosure

Holland, Geary, Marchini and Tross (1987) completed a questionnaire study

of 90 oncologists from 20 different countries and found striking differences in

disclosure practices. Less than 40% of oncologists in Africa, France, Hungary, lran,

Panama, Portugal and Spain informed patients of their diagnosis while oncologists

from Austria, Denmark, Finland, Netherlands, New Zealand, Norway and

Switzerland informed patients of their diagnosis more than 80% of the time.

In the previously discussed questionnaire study by Newall et al. (1g87), both

British and American patients were content with how their diagnosis was presented

to them, while Americans wanted more information about cancer from their

physicians. However, a larger proportion of the British patients received information

from their family or friends than their physician relative to the Americans.

Yet another pattern of disclosure of cancer was found through participant
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observation and interview of physicians, patients and families in Japanese hospitals

and clinics. Long and Long (1982) suggested that terminal Japanese cancer

patients are generally not told their true diagnosis, i.e., they are not told they have

cancer, and their families participate in the charade. Culture dictates that

physicians try to prolong patients' lives to the very end, and failure to disclose their

diagnoses is viewed as promoting patients' hope and longevity.

Younger, Well Educated Patients Request and Receive More Information

Amir (1987) conducted a questionnaire survey of 104 lsraeli surgeons in

regard to their practices in providing diagnostic/prognostic information to cancer

patients. Overall, the trends discovered were that: (a) surgeons revealed

information when not asked to when the patient was less intelligent or when they

felt closer to the patient, (b) the surgeons in (a) also were more anxious and feared

their own death, (c) patients who asked more questions and were more intelligent

received more information; (d) patients perceived as more intelligent who asked

more questions and were more seriously ill received more pessimistic prognoses.

Cassileth, Zupkis, Sutton-Smith and March (1980) administered various

questionnaire measures to 256 cancer patients in a haematology/oncology clinic at

a university hospital. Forty-one percent of the patients had metastatic disease.

They also found that more educated, younger, white patients wanted more

treatment related information compared to poorly educated, older, black individuals.

Similar trends were found in a prospective study of breast cancer patients in

ftaly (Givio, 1986). Content analysis of physician reports from 1 262 breast cancer
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patients suggested that more educated and younger patients were twice as likely

to receive greater treatment information.

Physicians withhold or Prefer to withhold tnformation

As previously stated, Hardy and Hardy (1979) assessed five different groups

of physicians in an open ended questionnaire study. In addition to their other

results they, found that 40o/o of the physicians withheld or preferred to withhold

information from patients.

Robinson and Whitfield (1987) analyzed 494 patient-physician consultations

from six inexperienced (first year training as a general practitioner) and six

experienced physicians (practicing general practitioners) on the basis of written

transcripts of the interactions. They found that experienced physicians provided

patients with significantly less information compared to inexperienced physicians.

lnexperienced physicians also tended to ask their patients far more questions

related to treatment.

As a participant observer, Taylor (1988) viewed 1 18 instances when results

of biopsies were delivered to patients in a breast cancer clinic. The '17 physicians

were 47 years old on average. Taylor (1988) found that physicians gave realistic

prognoses that patients could understand in 1O% of the cases; they informed

patients of the risks in best treatment in 13% of cases; 30% of women were given

unsubstantiated diagnoses, and prognoses were not given 4s% of the time.

Physicians Believe Dispensing Information Is Not Their Rote

Ray, Fisher and Wisniewski (19S6) evaluated surgeons' perceptions of breast
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36cancer, mastectomy and their role in the physician-patient relationship. Of the

surgeons responding to their questionnaire, a mere 17% believed discussing

patient's feelings about the mastectomy was their responsibility, and although 60%

claimed to sometimes consult patíents on treatment decisions, even fewer (10%)

believed that informing the patient of treatment alternatives was their role.

Debates also exist in more recent literature as to who the best individuals are

to break bad news and provide other information to patients, with some individuals

suggesting it should be done by a chaplain (Speck, 1gg1), others suggesting it

should be done by nurses and/or physicians (Laurent, 1991), and still others

reporting surgeons (Hinchliffe, 1991) and other physicians do a very poor job of

breaking bad news to cancer patients (Fallowfield, 1gg3) .

Physicians Do Not Know What lnformation patients Want

Taylor and Kelner (1987) administered questionnaires and conducted

structured interviews with g0 medical oncologists, s1 surgeons, and 29

radiotherapists from eight different countries in a study of informed consent and

information giving. Overall, 41% of the 170 physicians had difficulty determining

patients' information needs. Only 7% believed informed consent alleviated this

difficulty and an ovetwhelming g5% believed informed consent was deleterious to

the doctor-patient relationship.

Physicians withhold lnformation Believing patients Do Not want It

Pfefferbaum, Levenson and van Eys (1982) assessed perceptions of patients

and physicians with regard to various aspects of communication of information



13

between patients and physicians. Participants were 27 female and 36 male

adolescent outpatients, 11-20 years of age, and 53 physicians between 25-76

years of age. Physicians significantly overestimated: (a) patient fear, (b) lack of

understanding, (c) treatment discomfort, (d) dissatisfaction with treatment control,

and (e) preoccupation with their illness. Perhaps more significant however was that

52% of the adolescents wanted information as to the unpleasantness of procedures

as soon as possible while only 16% of the physicians believed this was necessary.

Physicians Withhold lnformation to protect patients

One of the most frequent findings reported in the literature (Mclntosh , 1974)

is that physicians withhold information from patients to protect them. For example,

in the prospective study of breast cancer patients in ltaly (Givio, 1986), physicians

often failed to provide information to the patients when they were concerned about

how this might impact the patient psychologically.

Greenwald and Nevitt (1982) conducted structured interviews with g8

physicians assessing their attitudes to communication with cancer patients. Eighty-

one percent of the physicians agreed that patients should be informed of their

diagnoses,yet,4l% agreed that patients preferred not to be told of their diagnoses.

The patterns become more complex when examining physician experience.

Physicians with greater metastatic case loads believed patients should be told.

Paradoxically however, physicians with greater experience had increasing difficulty

with communication and believed patients should either not be told or did not want

to know of their diagnosis,
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As previously discussed, Hardy and Hardy (1979) found that 40% of

physicians refrained from notifying cancer patients of their diagnosis and one of the

strongest criteria for withholding was their perception of the patient's emotional

stability.

In another study (Taylor, Shapiro, Soskolne, & Margolese, lgBT), g0

oncologists, 51 surgeons and 29 radiotherapists from I countries completed a

questionnaire and a one hour interview about informed consent for cancer patients.

Generally they thought negatively of informed consent. They believed it provided

patients with too much information (94%), it decreased patient compliance (41o/o),

it increased patient morbidity and mortality (73%), and that telling patients the

relative uncertainty of benefits of various treatments would have a negative impact

on their patients (81%).

Participation in Treatment Decision Making

This section will review cancer patient and physician involvement in decision

making. The majority of the literature assesses decision making preferences from

the patient's perspective. The studies that follow are grouped according to main

findings of the research.

Physicians Do Not Believe Consulting Patients About Other Treatments is

Pa¡t of Their Role

In a study by Ray, Fisher and wisniewski (1g8o), 36 surgeons, ail who had

worked with breast cancer patients, were asked to answer a questionnaire

regarding the feelings of their patients and the physician-patient relationship, Their
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main thrust about decision making was that 60% of the surgeons sometimes

consulted patients about alternate treatments but only 10% thought this was part

of their role.

Patients Receive lnsufficient lnformation to Make Treatment Decisions

Mackillop, Stewaft, Ginsburg and Stewart (1988) interviewed 44female and

56 male cancer outpatients, 20-86 years of age to determine patient perceptions of

information and treatment of their cancer. Results suggested that the patients had

many misperceptions about their treatments. In general, patients overestimated the

impact of curative powers of treatment: some believed palliative care to be curative,

others receiving curative treatment overestimated their survival, and less educated

patients overestimated treatment impact relative to their more educated

counterpafts. These findings suggested a lack of communication about the intent

of treatments by physicians to patients, and/or patient misunderstanding.

In another study (Muss, White, Michieulutte, Richards-ll, Cooper, Williams,

Stuaft, & Spurr, 1979), 100 breast cancer patients admitted to a cancer centre were

interviewed about knowledge of their chemotherapeutic drugs and various aspects

of their treatments to assess adequacy of informed consent procedures. Similar to

the study by Mackillop et al. (1988), patients were underinformed and they

misperceived intent of treatment. Of the 35 patients receiving adjuvant therapy,

17o/o were unable to correctly identify the drug they received; the trend was similar

for 29% of 65 metastatic cases. Patients treated with adjuvant therapy correctly

identified their treatment as curative 29% of the time, while women with metastatic
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disease incorrectly believed they were being cured 35% of the time.

Siminoff, Fetting and Abeloff (1989) studied 100 consecutive

patienfphysician encounters to determine how well they were informed about

benefits and risks of breast cancer adjuvant therapy. The study was thorough in

that each interview was audiorecorded, patients and physicians completed

questionnaires, and patients were also interviewed. Poor agreement on

physician-patient perceptions of the risks of adjuvant therapy were found. This

finding was explainable by a paucity of information exchange, which was in most

cases vague:

during the course of their meeting, physicians described the risks of

hair loss and nausea by saying, "you might get a ritfle upset stomach,

Iike the flu." Physicians conveyed the benefits of treatment by saying,

"there is less chance of the disease coming back if you take more

treatment," or, "patients like yourself respond well to this treatment."

(Siminoff, Fetting, &Abeloff, 1g8g, p. 1196)

Sixty percent of patients overestimated their chance of cure by 20o/o relative to

physicians. Treatment decisions were also made within the first meeting with a

medical oncologist in 82% of cases, with patients generally following physician

recommendations except where clinical trials were recommended, when only 45%

chose clinical trials.

Physician Experience Reduces Drbcussion of Treatment Decision Making

Robinson & Whitfield (1987) evaluated 494 pahienfphysician consultations
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with a variety of different patients. The interesting findings related to treatment

decision making were that inexperienced physicians (first year in training as a

general practitioner) asked more treatment related questions, and received more

questions and comments about treatment from their patients relative to older, more

experienced physicians (practicing general practitioners). The authors concluded

that if active solicitation of patient participation was not encouraged, patient

involvement in treatment decisions may decrease as physicians become more

experienced.

Younger More Educated Patients Want Greater Rotes in Treatment Decision

Making

In a fairly large study, Blanchard, Labrecque, Ruckdeschel and Blanchard

(1988) reviewed the interactions between 439 cancer patients and their oncologists

to determine demographic characteristics of patients who wanted to actively

become involved in their treatment. Using a variety of measures they discovered

several interesting trends. Patients wanting active involvement in decision making

were younger, unmarried, and had prognoses of less than one month or greater

than one year. In contrast, those delegating decision making to their physicians

tended to be older sicker males, married, have lung cancer and a three month to

one year prognosis. Those who were more involved in the interactions were more

satisfied and received more attention in examination time and verbal interaction with

the physician.

Another study (Cassileth et al., 1980) evaluated information and decision
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making preferences of 256 cancer patients in haematology/oncology and radiation

therapy clinics at a university hospital. Similar to the Blanchard et al. (1g88) study,

older, less educated patients preferred physicians to make their treatment

decisions, while younger more educated patients preferred to parlicipate in

treatment decisions. In addition, those most actively involved in acquiring

information and participating in treatment decisions had the highest degree of hope.

A study of adolescents with cancer is also instructive (Orr, Hoffmans, &

Bennets, 1984). Three females and six males 11-20 years of age participated in a

12 week support group. Consensus of the adolescents was that they were angry

with the physicians for not initially believing reported symptoms prior to their cancer

diagnosis and that they wanted to play a much greater part in deciding their

treatment than they were allowed.

Patients Prefer To share control ln Treatment Decision Making

Degner and Russell (1988) conducted a study with 44 female and 16 male

cancer outpatients in an attempt to validate a new instrument assessing relative

preference for control in treatment decision making between cancer patient and

oncologist. The instrument was two card sort tasks evaluating the relative amount

of preference for control over treatment decision making in interaction either with the

patient themselves or with the patients'family. The main findings were that patients

preferred to be involved and share in treatment decision making with their doctor,

and they preferred to delegate decision making to their doctor rather than their

family in the event they were too ill to make decisions.
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Patients Don'tWant Complete Responsrbility For Decision Making

ln a study by Sutherland, Llewellyn-Thomas, Lockwood, Tritchler and Till

(1989), 35 female and 17 male cancer outpatients of various diagnoses were

recruited from a hospital lodge. Their mean age was 48 years. Results of several

questionnaires revealed that the patients were: (a) generally active in seeking

information, (b) consistent in their preference for control and actual control achieved

in decision making, yet curiously, (c) preferred little or no involvement in actually

making decisions. Patients wanted to be fully informed about their disease and

treatment options but preferred decisions to be made by their physicians.

ln another study (Degner, & Sloan, 1992) preferences for degree of treatment

control were assessed in 436 newly diagnosed cancer patients and 482 members

of the general public who had never had cancer. Two card sorl procedures were

used to elicit the amount of control in decision making with their physician an

individual themselves would want, or the amount of control they would want their

family to have were they too ill to do so. Results revealed that only 12o/o of the

newly diagnosed cancer patients wanted an active role in treatment planning while

59% wanted decisions to be made by their physicians. ln contrast., 640/o of the

public wanted an active role in decision making were they to develop cancer. Only

10% of the patients wanted family to make treatment decisions for them were they

too ill to do so, while 40% of the general public wanted family involved.

Fallowfield, Hall, Maguire, Baum and A'Hern (199a) reported similar findings

to the two aforementioned studies. In a three year longitudinal follow-up of 150
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more varied, "only 20o/o wanted an

preferred to share decision making,
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patients expressed the need for clear and

Their desire for involvement in treatment was

active role in deciding their treatment, 28%o

and 52o/o wished the surgeon to decide" (p.

The trend of patients wanting to be well informed yet varying in the amount

of control they desired in making treatment decisions has also been reported by

Baum, Fallowfield and Hall (198s) and Fallowfield, Ford and Lewis (1994).

Integration of lnformation Provision and Treatment Decision Making With

Cancer Patients

The information presented in this review allows some conclusions to be

drawn about information exchange and treatment decision making between cancer

patients and their physicians.

With regard to disclosure of diagnoses and provision of information, the

empirical literature suggests: cancer patients should receive information about their

illness (Pfefferbaum, & Levenson,1982), cancer patients are told their diagnoses

(Hardy et al., 1980; Hardy, & Hardy, 1979; Novack et al., 1g7g), patients are often

informed of cancer diagnosis by use of euphemisms for cancer (Hardy et al., 1g80;

Hardy, & Hardy, 1979; Newall, Gad, & Priestman,lgST; Ray, Fisher, & Wisniewski,

1986), there are cross-cultural preferences in amount of disclosure by physicians

to patients (Holland etal., 1987; Long, & Long, 1982', Newall, Gad, & Priestman,

1987), younger patients receive more information (Amir, 1987; Cassileth et al.,
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1980; Givio, 1986), physicians withhold or prefer to withhold information (Hardy, &

Hardy, 1979; Robinson, & Whitfield ,1987), physicians withhold information because

they believe it is not part of their role to dispense it (Ray, Fisher, & Wisniewski,

(1986), physicians don't know what information patients want (Taylor, & Kelner,

1987), physicians withhold information because they believe patients don't want it

(Pfefferbaum, Levenson, & van Eys, 1982); physicians withhold information to

protect patients (Givio, 1986; Greenwald, & Nevitt, 1982; Hardy, & Hardy, 1g7g;

Taylor et al., 1987).

The literature on amount of control in treatment decision making between

cancer patients and physicians suggests: physicians don't believe consulting

patients about other treatments is a key part of their role (Ray, Fisher, & Wisniewski,

1986), patients don't receive enough information to make treatment decisions

(Mackillop et al., 1988; Muss et al., 1979; siminoff, Fetting, & Abeloff, 1g8g),

physician training influences requests for information and sharing treatment decision

making (Robinson, & Whitfield, 1987), younger more educated individuals want

greater roles in decision making (Blanchard et al., 1988; Cassileth et al., 1980;

Degner, & sloan, 1992; orr, Hoffmans, & Bennets, 1984), cancer patients prefer to

share in treatment decision making (Degner, & Russell, '1988), cancer patients

frequently want to be well informed but don't always want a great deal of

responsibility in treatment decision making (Baum, Fallowfield, & Hall, 1988;

Degner, & Sloan, 1992; Fallowfield, Ford, & Lewis, 1994; Fallowfield, Hall, Maguire,

Baum, & A'Hern, 1994; Sutherland et al., 1989).
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Given the above findings, there seem to be some facets of information

provision and decision making that have not been investigated.

Sfafe of Knowledge in lnformation Provision and Treatment Decision

Making Between Cancer Patients and physicians

Ceñain trends are occurring relative to sharing of information and making of

treatment decisions between cancer patients and their physicians. Siminoff (1989)

summarized three of these trends: (a) physicians disclose more information to

cancer patients than they once did and this may be partially due to the requirement

for informed consent in many medical procedures, (b) physicians to a large extent

are still uncomfortable in telling patients about their diagnoses, particularly when it

comes to telling them they have cancer and, (c) part of this withholding of

information from the physician's perspective has historically been to protect the

patient from additional burdens, anxiety and confusion.

In contrast to the historical practice of withholding information, Siminoff

(1989) suggested that information/education is beneficial in that it increases patient

knowledge, reduces distress, and enhances coping. As well, Siminoff (iggg)

asserted that while many cancer patients want full information, their styles of

decision making about treatments will be more varied. Some will want their

physicians' assistance in making decisions about their treatment, while others may

prefer physicians to make decisions on their behalf after they have been informed

about their condition. This tendency has been seen with cancer patients (Baum,

Fallowfield, & Hall ,1988; Fallowfield, Ford, & Lewis, 1gg4; Fallowfield et al., 1gg4;
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&sutherland et al., 1989), in studies of other patients (Ende, Kazis, Ash,

Moskowitz, 1989), and with hypertensives (Strull, Lo, & Charles, 1gB4).

The majority of the literature reviewed assesses the provision of information

and sharing of treatment decision making from the patient rather than the

physician's perspective. Even in the studies where the physician's perspective was

evaluated, in most cases the research has addressed the information physicians

say they give rather than what their preferences are. Few studies assess what the

preferences and reasons for physicians' treatment decisions are, and why or why

not they feel decision making should or should not be shared. All these questions

need to be answered.

In all fairness, many of these questions must be understood in the milieu of

the medical system and the multiplicity of factors impacting on physicians who are

to dispense information and constantly make decisions on behalf of their patients

(Degner, & Beaton, 1987). The following series of quotes are exemplary in

describing the difficulty faced by physicians in knowing what their patients want and

need:

In attempting to meet the information needs of cancer patients, hearth

professionals are forced to confront such questions as how much

information do patients want? What kind of information is most

important to them? and From whom do they want the information?

(Northouse, & Northouse, 1987, p.21)
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Although most authors believe that patients should be told specifically

that they have cancer, the literature does not provide a clear picture

of how much information patients need and what kind of information

they prefer. (Northouse, & Northouse, 1987, p.22-23)

How is the thoughtful intelligent clinician to proceed given the societal

pressure to disclose, the professional values to protect, and the

inherent limitations of the communication process itself? All

theoretical arguments in this area finally come down to particular

events with particular patients. (Goldberg,1gB4, p. gS0)

Before research to fill the existing gaps in information can begin,

existing findings must be tempered somewhat by knowledge of the current

methodological difficulties with research in the literature.

Problems with Research in the Literature

Siminoff (1989) discussed a number of difficulties with current research in the

literature assessing communication patterns between physicians and cancer

patients. What is viewed as one of the greatest flaws in much of the current

research is that it is based largely on questionnaire data of physician and patient

recall of the amount of information dispensed and received and of the amount of

participation and sharing of treatment decision making. As such, there are little data

that are truly objective in regards to what actually took place in the physician-patient

interaction (Siminoff, 1989). There are some exceptions to this statement with
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studies actually observing the physician-patient interaction within an interview,

although these are in the minority (Blanchard et al., 1988; Siminoff et al., 1989;

Taylor, 1988).

Much of the research has also examined patients' recall of medical

information rather than their understanding of it (Siminoff, 1989). As a consequence

of this, patients may not be truly acting the way they would were they to fully

understand information they receive, and this could certainly have an impact on the

negotiation and decision making process transpiring between themselves and their

physician.

Siminoff (1989) also claimed that information disclosure to cancer patients

usually includes the diagnosis of cancer, but few aspects of the specific treatment,

alternative treatments, or the risks and payoffs involved with various treatments. lf

this was true, the patients in these situations would again be precluded from being

able to make decisions given their lack of information. However, recent evidence

from clinical observation of oncologists in practice suggests that oncologists spend

substantial time discussing diagnosis, treatments, and associated risks (Neufeld,

Degner & Dick, 1993).

Research Suggesfions Based Upon Gaps in the Literature

In general the research to this point has examined individual attitudes and

expressed preferences of cancer patients and physicians in regards to information

exchange and sharing of treatment decision making (Siminoff, 1989). For

knowledge to advance, subsequent research must go beyond this initial strategy
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to examination of reasons for these identified attitudes and preferences.

Advancement of knowledge would be fostered by developing agreement of

what information is given or not given by physicians and what decision making is

shared, so that agreed upon definitions can be formulated (Tuckett, & Williams,

1984). This would also allow development of standardized procedures for

assessing information provision and treatment decision making (Tuckett, & Williams,

1e84).

Information provision and treatment decision making needs to be tracked

during the entire illness episode, longitudinally, from beginning to end (Siminoff,

1989). Execution of this type of research will allow determination of whether

physicians have actual time dependent patterns of information disclosure and

sharing of decision making related to changes in disease progression.

Overall, the focus of the research needs to shift to delineation of the factors

inhibiting physician-patient interaction (Siminoff, 1989). In particular, given the trend

that patients generally want more information than they receive (Fallowfield, Ford,

& Lewis, 1994), it is now time to furlher examine the reasons why physicians do not

disclose as much information or share in treatment decision making with patients

as frequently as patients would like. Siminoff (1989) suggested three promising

areas for further research concerning impact on how physicians provide information

and share treatment decision making: (a) emotional impact of patients and their

diseases and how this influences individual physicians, (b) the factor of time

required to dispense information and share decision making (e.9., it has been
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repoded in Northouse, & Northouse, '1987 that the average oncologist patient

interaction is 3.6 minutes; related research has shown internal medicine physicians

and residents interrupted patients' initial descriptions of their presenting difficulties

within 18 seconds on average, Beckman, & Frankel, 198a); (c) socialization and

education of physicians as to their roles in providing information and sharing

decision making.

Of the above three factors that may have an influence upon physicians, their

medical education and socialization would seem likely to have the broadest impact

on what information they provide and how they make decisions.

Before beginning a discussion of the impact of professional socialization on

medical students, it will be necessary to digress slightly and define: the

characteristics of an occupation that make it a profession, the process of

socialization, and the process of professional socialization. The digression is

necessary to outline the general influence of professional socialization on recruits

to professions priorto discussion of the experiences unique to medical students in

their passage through medical school. Review of the professional socialization

experiences of medical students is intended to elucidate the potential impact of

socialization experiences on how physicians and physicians in training may learn

to provide information and make treatment decisions. Following this discussion,

the rationale for studying medical students at the beginning and end stages of their

training and the reasons for the present study will be further elaborated.
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C h a racte ri sti cs of P rofessions

Professions have usually been taken to be occupations with special

characteristics (Freidson, 1970). Several accounts have been offered as to what

the specific attributes are that define and differentiate professions from occupations

(Cogan, 1953; Goode, 1960; 1966). Becker, Geer, Hughes and Strauss (1961) tied

the development of professions to increase in the technology of society:

Our social and technical order requires more and more services which

depend upon esoteric knowledge and skills; so esoteric, in fact, that

each of us - no matter how skilled and full of knowledge in his own

specialty - must accept them on trust. When some people apply such

knowledge and skill in performing services for other men, for

organizations, or for society at large, and when these services are

accepted on trust (at least in the shorl run), they are practicing a

profession....those who practice them are very likely to ask to have a

license, a monopoly, in effect, over their line of work and control over

admission to it. The license will be claimed on the ground that only

those in the occupation are competent to do the work, or, what is

more crucial, to judge when the work is well done. (pp. 5-6)

ln reviewing Goode's 1960 analysis of characteristics of professions,

Freidson (1970) summarized what he viewed to be critical differences separating

professions from occu pations:

William J. Goode, allows concentration on essentially two "core
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characteristics" of professions from which ten other frequently cited

characteristics are said to be derived. These two core characteristics

are "a prolonged specialized training in a body of abstract knowledge,

and a collectivity or service orientation." Among the "derived

characteristics," which are presumably "caused" by the core

characteristics, are five which refer to autonomy: "(1) The profession

determines its own standards of education and training....(3)

Professional practices is often legally recognized by some form of

licensure. (4) Licensing and admission boards are manned by

members of the profession. (5) Most legislation concerned with the

profession is shaped by that profession . (7) The practitioner is

relatively free of lay evaluation and control." (Freidson, 1970, p.77)

Freidson later elaborated that one of the most important differentiating

characteristics of a profession is the exclusive control it has obtained or been given

legislatively in exercising control over the practice of specialized skills of the

profession. This control over the skills allows the profession control over other

aspects of its practice and hence autonomy. The more successful professions,

through political lobbying and legislation, are able to entrench their rights to self-

regulation and protection of the practice of their particular specialized skills. The

greater the ability to legislate and maintain their exclusive right to practice these

specialized skills, the greater the autonomy of the profession. According to

Freidson's (1970) analysis, while many occupations may have specialized training,



30

and perhaps even a service orientation, they differ from professions in that they

cannot claim exclusive rights and control over the teaching and practice of their skill

and hence develop further autonomy. Other authors have emphasized that the

concept of professionalization is on a continuum (Moore, 1970; Vollmer, & Mills,

1966) with various occupations having more or less of certain characteristics

bringing them closer to or further away from the ideal concept of a profession. The

occupations most successful in achieving the highest levels of these characteristics

would be the most professional, having the highest autonomy and status -

consistent with Freidson's (1970) analysis. ln general then, professions are

characterized as autonomous, self-regulating organizations requiring prolonged

training in preparation for provision of some service or skill.

Having described different perspectives on characteristics of professions, it

is necessary to define what is meant by socialization.

The Process of Socialization

Socialization is such a ubiquitous and familiar a phenomenon in the every

day lives of individuals that its definition hardly seems necessary. However, the

following definition by Merton, Reader and Kendall (1957) aptly summarized the

term.

Ratified by more than two generations of use in psychology and

sociology, the technical term socialization designates the processes

by which people selectively acquire the values and attitudes, the

interest, skills, and knowledge-in short, the culture-current in the
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groups of which they are, or seek to become, a member. lt refers to

the learning of social roles. (p.287)

Initially, the process of socialization was studied from the individual

perspectives of anthropology, sociology and psychology (Danziger,1971; Marlowe,

1975). A more balanced view has however evolved, taking into consideration the

collective influences described by the above professions:

The role of socialization in development should ideally be understood

in the context of the culture and social system on the one hand and

the species-specific and genetic-biological development of the human

organism on the other. There is no human behaviour that can be

explained in the absence of either an envíronment or an

organism....Socialization is an interaction between socio-cultural and

organismic factors that produces variation in human

behaviour....Socialization is the interface between the old and the

young, between the organism and its social environment, between

sociological and biological causes of behaviour. (Salapatek, & Scarr-

Salapatek, 1973, p. vii)

The earliest agent of this process in the child's life is the family

(Clausen, 1971; LeFrancois, 1983; schlesinger, & Groves, 1976), and in societies

in which children are educated, schools and other educational institutions acquire

an increasing role in socialization as the child spends less time with their family and

grows to adulthood (Morrison, & Mclntyre, 1971). lt is in the stages of late
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adolescence through early adulthood that the influence of professional socialization

formally begins, when individuals pursue further education in various professional

schools in the transition to becoming a professional.

P rofess i o n a I S o c i a I i zati o n

Having described the characteristics of occupations that render them

professions, and the general process of socialization, professional socialization can

be defined or characterized as the gradual learning and adoption of the roles,

attitudes, behaviours and skills specific to a pafticular profession. A brief search of

the literature reveals the process of socialization undergone by individuals as part

of professional training has been investigated for many professional groups

including: academic researchers (Bland, & schmitz, '1986; Corcoran, & clark,

1984), academic women (Clark, & Corcoran, 1986; McGowen, & Hart, 1gg0;

Widom, & Burke, 1978), caregivers (Olesen, 1989), child care workers (Eisikovits,

chambon, Beker, & schulman, 1986; Grupper, & Eisikovits, 1gg3), dentists (Eli,

1984; Eli, & shuval, 1982', Ried, 1979), doctoral graduate students (Green, 1gg1),

health professionals (Shuval, 1975b), lawyers (Erlanger, & Klegon, 1g7g; Granfield,

1986; Johnson, 1978), leaders (Hart, 1991), physicians (Baszanger, 1985; Shuval,

1975a; Stelling, & Bucher, 1973), nurses (Brogan, 1982; Lurie, 198'1; Myers, 1gB2;

National League for Nursing, 1977; Shulz, & Cox, 1978), occupational therapists

(Rogers, '1986; Sabari, 1985; Scott, 1990), pharmacists (Manasse, Kabat, &

Wertheimer, 1977), professionals in general (Anderson, Western, & Boreham,

1973), psychologists (Rose, 1985; Hoffman, 1979; Hoffnung,Morris, & Jex, 1986;
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Watts, 1987), psychotherapists (Lazarus, 1990; Omark, 1978), seminarians

(Kleinman, 1984; Ventimiglia, 1978), social workers (Cnaan, & Bergman, 1990;

Enoch, 1989; Loseke, & Cahill, 1986), substance abuse counsellors (Brown, 1991),

and teachers (Anderson, 1 974i Bain, 1990; Brown, & Borko, 1992; Buettner, 1982;

Coulter, & Taft, 1973; Housego, & Grimmett, 1985; Schempp, & Graber, 1992).

Although the values, skills and behaviours inherent in preparation for the above

professions will be unique, the commonality will be that trainees of each profession

will be socialized by members of the profession into their appropriate roles.

Much of the foundation for the breadth of the aforementioned research may

have been laid by earlier studies of professional socialization in medicine.

Medical Student Socialization

Of all the professions, the process of professional socialization has been

mostthoroughlyevaluated in medicine (Merton, Reader, & Kendall, 1957). Merton,

Reader and Kendall (1957) defined socialization of medical students as follows:

In its application to the medical student, socialization refers to the

processes through which he develops his professional self, with its

characteristic values, attitudes, knowledge, and skills, fusing these

into a more or less consistent set of dispositions which govern his

behaviour in a wide variety of professional (and extraprofessional)

situations. Socialization takes place primarily through social

interaction with people who are significant for the individual - in the

medical school, probably with faculty members above most others,
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but importantly also with fellow-students, with the complement of

associated personnel (nurses, technicians, caseworkers, etc.), and

with patients. (p. 287)

Classic studies by sociologists (Becker, Geer, Hughes, & Strauss,

1961;Blishen, 1991;Coombs, 1978; Freidson, 1970; Merton, Reader, & Kendall,

1957) have described in great detail the whole process of medical student

socialization from selection to medical school, through its training formal and

informal, and the maintenance of roles, attitudes and behaviours on leaving training

and entering practice. Personal accounts of the pressures and process of

becoming a physician are also very illuminating (Shapiro, 1978). The process of

socialization is enhanced by the students being relatively isolated from other

individuals and becoming rapidly immersed in the culture of the medical school:

Medical school is sometimes compared with a submarine that

submerges with its crew of students and, over the next four years,

makes only occasional contact with the outside world. Since students

are completely engrossed in their studies or spend most of their

waking hours confined either to the medical school or to the hospital,

they feel "totally immersed in the sea of medicine." (Coombs, 1978,

p. 63)

The richness of information about the process of socialization can only

truly be appreciated by reading the originalworks of the aforementioned sociologists

and other researchers. However, the following quotes are exemplary in providing
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aresome insight into the impact of the various experiences to which students

exposed on later skill development, attitudes and behaviour.

The most important socializing influence on the student physician is

the medical school, where two crucial processes operate that will

shape the student into the mould of a physician. The first of these is

the formal pre-clinical and clinical curriculum requirements, which

include a knowledge of the formally prescribed professional interests,

values, and goals. The second is the influence of teachers and peers,

from whom the medical student learns the appropriate norms, values,

and attitudes that are an essential element of the practising

physician's perspective....'one of the chief purposes of such training

is to initiate the candidate into a set of professional attitudes and

controls, to give him a professional conscience, and to develop a

feeling of group solidarity. (Blishen, 1991, p. 76)

Medical schools thus become the guardians of the values basic to the

effective practice of medicine....lt is their function to transmit the

culture of medicine and to advance that culture. lt is their task to

shape the novice into the effective practitioner of medicine, to give

him the best available knowledge and skills, and to provide him with

a professional identity so that he comes to think, act, and feel like a

physician. lt is their problem to enable the medical man to live up to
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the expectations of the professional role long after he has left the

sustaining value-environment provided by the medical school.

(Merton, Reader & Kendall, 1957, p.7)

For most medical students, a remarkable and important

transformation occurs from the time they enter medical school to the

time they leave. At first, medical education is a little frightening.

Typical students arrive at initial classes full of insecurity, unsure of

how they ought to relate to those around them, believing there is more

work to cover than time to do it in. They hold some vague fear of

failure and are convinced that their classmates are better equipped to

deal with it all than they themselves are....They become immersed in

the culture, environment and lifestyle of the school. They slowly lose

their initial identity and become redefined by the new situation.

Medical students have to look for something to hang on to. And that

something is provided: their new identity as "doctor", which becomes

increasingly important as the medical years progress. So, by the time

they finish medical school and as graduates are officially entitled in

fact to be called Doctor....those unsure novices have gained a new

professional identity ihat helps to define from then on their

relationships with patients, other doctors and other medical support

staff. lt is during these years that the future doctors develop and then
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nurture their professional self image. (Shapiro, 1978, p.27)

The foregoing quotes emphasize the various influences operative

upon medical students in their gradual transition to physicians. Although the formal

curriculum and training experiences form one part of this socialization, it has

generally been recognized that one of the subtler and more important determinants

of their eventual behaviour as physicians are the many informal learning

experiences over the course of their training. This is best stated by Merton, Reader

and Kendall (1957):

...it is natural for those far removed from the detail of life and work in

the medical school to assume that the great bulk, and the most

significant part, of what the student carries away with him is learned

through formal instruction - an assumption which many members of

medical faculties reject as remote from the actual facts of the case.

It is clear that not all which is taught in medical school is actually

learned by students and that not all which is learned is taught there,

if by teaching is meant didactic forms of instruction. Students learn

not only from precept, or even from deliberate example; they also

learn - and it may often be, most enduringly learn-from sustained

involvement in that society of medical staff, fellow-students, and

patients which makes up the medical school as a social

organization....We have provisionally assumed that in the course of

their social interaction with others in the school, of exchanging
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exper¡ences and ideas with peers, and observing and evaluating the

behaviour of their instructors (rather than merely listening to their

precepts), students acquire the values which will be basic to their

professional way of life. The ways in which these students are

shaped, both by intent and by unplanned circumstances of their

school environment, constitute a major part of the process of

socialization. (pp. 41-42)

From the foregoing quotes, it should be apparent that there are many

formal and informal experiences contributing to the overall socialization into the

medical profession, and that in many cases the informal aspects of socialization

gleaned in interaction with physicians and patients may actually have a more

enduring impact on later practice behaviour than other factors.

In summary, aside from the personal beliefs, attitudes and personalities of

individuals embarking on training to become a physician, the process of

professional socialization initially through medical school, and later through stages

of post-graduate internship and residency are likely to have a profound impact on

many aspects of physician's behaviour including the determination of how

physicians provide information and engage in treatment decision making.

Reasons for the Present Study

The consensus statements of several recent Canadian conferences (Cowan,

& Laidlaw,1992; Degner, Jerry, &Till, 1991;Simpson et al. 1991) are in strong

agreement for the necessity of research evaluating communication skills of medical
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students. For example, with regard to medical students, the consensus statement

of the'1991 International Consensus Conference on Doctor-Patient Communication

(Simpson et al., 1991) asked, "How does the stage of training or clinical experience

of the learner affect optimal teaching methods and sequencing?" (p. 1386). ln

providing a consensus statement of a Workshop on the Teaching and Assessment

of Communication Skills in Canadian Medical Schools, Cowan and Laidlaw (1992)

suggested the need for:

Establishment of national objectives for the teaching and assessment

of knowledge, skills and attitudes of communication at all levels of

medical education -- undergraduate, postgrad uate and continuing....

Educational settings that are clinically relevant (for example,

information gathering and giving could be taught in the context of

interviews with real or simulated patients, and aspects of how to break

bad news could be taught during teaching in oncology) (p 4)

Given the recommendations of these recent conferences (Cowan &,

Laidlaw, 1992; Degner, Jerry, & Till, 1991 ; Simpson et al., 1991), and the unknown

impact of medical training on preferences and behaviours of physicians for providing

information and making treatment decisions with cancer patients, it seemed

particularly timely and worthwhile to study medical students in order to evaluate

these factors. Specifically, University of Manitoba medical students early (first year

or novice) or late(fourth year or senior) in their training were assessed for their

preferences for information giving and sharing of treatment decision making and the
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reasons for these preferences. This was done by having the students exposed to

several vignettes of an early stage female breast cancer patient where the presence

and type of cerlain patient characteristics (age, education and number of questions

asked by the patient) were manipulated. Ratings of their preferences and reasons

for sharing information and treatment decisions specific to each vignette were

obtained. A more general measure of sources for their attitudes and reasons for

sharing information and treatment decisions was also given to evaluate their more

global beliefs about how and why they responded to the vignettes in particular

ways.

H ypoth eses/Resea rc h Q u esti o n s

Based upon the reviewed literature and the movement towards increased

training of physicians in interviewing skills (Kurtz, 1989; Maguire et al., 1989), more

emphasis in informed consent of patients (Goldberg,1984; Taylor, 1988) and that

a patient-centred interviewing approach (as discussed in the introduction) is

promoted by the University of Manitoba Medical School in its curriculum for training

medical students, the following hypotheses about University of Manitoba medical

students were generated and tested. The hypotheses were posed non-directionally

as research questions as it was unknown how novice and senior students exposed

to the vignettes and measures might differ in their responses.

1. Will there be any interactions between the between subject variable of

training (novice versus senior medical students) and the within subject

variables (age, education, number of questions asked manipulated in the
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vignette of a newly diagnosed female breast cancer patient) or interactions

among the within subject variables for the amount of information provided

on a sharing of information measure?

Will there be any main effects of the between subject variable of training

(novice versus senior medical students) or of the within subject variables

(age, education, number of questions asked manipulated in the vignette of

a newly diagnosed female breast cancer patient) for the amount of

information provided on a sharing of information measure?

Will there be differences between a vignette describing a breast cancer

patient who is young, educated, and asks many questions versus a vignette

describing the breast cancer patient as old, of low education, asking no

questions in the amount of information provided on a sharing of information

measure?

Will there be any interactions between the between subject variable of

training (novice versus senior medical students) and the within subject

variables (age, education, number of questions asked manipulated in the

vignette of a newly diagnosed female breast cancer patient), or of

interactions among the within subject variables for the rank of importance

of information provided on a sharing of information measure?

Will there be any main effects of the between subject variable of training

(novice versus senior medical students) or of the within subject variables

(age, education, number of questions asked manipulated in the vignette of

4.

5.
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a newly diagnosed female breast cancer patient) for the rank of impoftance

of information provided on a sharing of information measure?

Will there be differences between a vignette describing a breast cancer

patient who is young, educated, and asks many questions versus a vignette

describing the breast cancer patient as old, of low education, asking no

questions in the rank of impoftance of information provided on a sharing of

information measure?

Will there be any interactions between the between subject variable of

training (novice versus senior medical students) and the within subject

variables (age, education, number of questions asked manipulated in the

vignette of a newly diagnosed female breast cancer patient) or, interactions

among the within subject variables for the preference order expressed on

a sharing of treatment decision making measure?

Will there be any main effects of the between subject variable of training

(novice versus senior medical students) or of the within subject variables

(age, education, number of questions asked manipulated in the vignette of

a newly diagnosed female breast cancer patient) for the preference order

expressed on a sharing of treatment decision making measure?

Will there be differences between a vignette describing a breast cancer

patient who is young, educated, and asks many questions versus a vignette

describing the breast cancer patient as old, of low education, asking no

questions in the preference order expressed on a sharing of treatment

7.

8.

9.
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decision making measure?

Can amount of information provided, rank of importance of information

provided, and preference order expressed on a sharing of treatment decision

making measure individually predict group membership of level of medical

student training?

Will novice and senior medical students report differences in factors that

most influenced their providing information?

Will novice and senior medical students report differences in factors that

most influenced their order of preference in making treatment decisions?

The pages that follow describe in greater detail the design and method

of asking medical students to respond to vignettes of a newly diagnosed female

breast cancer patient to determine the results of the foregoing research questions.

11.

12.
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DEVELOPMENT OF DESIGN, MEASURES AND PROCEDURES

Design

The design of the study included both between and within subject

independent variables. The basic design of the study was a mixed model, factorial

design - alternatively conceptualized as a randomized block or repeated measures

design. Both between and within (repeated measures factors) were fixed effect

factors (Hays, 1981). The between subject variable was training with two levels

(novice vs. senior) while the within subject or repeated measures variables were

attributes that varied in a vignette of a woman with breast cancer - her age (30 vs.

72), education (M.A. vs. <8) and number of questions asked during interview

contact (many vs. none). Education and questions asked were nested within age.

There were 16 cells in the design.

Between Subject Variable - Experience of Medical Trainee

The between subject variable, experience of medical trainee, was

manipulated by having two levels of trainee - novice (first year medical students)

and senior (fourth year medical students). First and fourth year medical students

were selected as representatives of novice and senior medical students

respectively. First year students have limited clinical contact with patients, and

selection of first year students entering the medical school provided a better

sampling of attitudinal preferences that were less likely to have been influenced by

medical training.
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Within Subject Variable - Breast Cancer Patient Vignettes

Manipulation of the within subject variable was accomplished by exposure

to variations of a clinical vignette depicting a woman who was diagnosed with early

stage breast cancer. The use of the newly diagnosed female breast cancer patient

vignette corresponds to a class of measures called analog assessment procedures

(Foy, Rychtarik, & Prue, 1988). The advantage of analog procedures is that they

provide a model or analog by which to study a phenomenon that might not ordinarily

be possible. They present life-like situations without the associated complexities

and dangers (Holzemer, Resnik, & Slichter, 1986; McGuire, Solomon, & Bashook,

1976) and provide standardization of data collection procedures, control for

extraneous variables, and manipulation of variables of interest (Lanza, 1990; Lanza

& Carifio, 1992). The disadvantages of analog procedures are that they are

susceptible to experimental demands, and they are not as externally valid as a real

situation (Lanza, & Carifio, 1992). Despite these difficulties, the advantages of

using vignettes far outweighs the disadvantages. Vignettes have been used as

research tools in: attitudes towards language (Cote, & Clement, 1994),

management (Westman, & Etzion, 1990); various psychological issues (Evans,

1993; Lester, Guerriero, &Wachter, 1991;Phelps, Meara, Davis, & Patton, 1991;

Riskind, & Wahl, 1992; St-Lawrence, Husfeldt, Kelly, Hood, & Smith, 1990;

Swadzman, & McDermid, 1993); mental health professions (Crawford et al., 1991 ;

Hansen, & Reekie, 1990); psychiatry (Farrell, & Glyn, 1990; Littlewood,1992;

Nierenberg, 1991); nursing (Holzemer, Resnik, & Slichter, 1986; Lanza, 1988;1990;
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McDonald, & Bridge, 199'l ; Strasser, & Damrosch, 1992); medicine (Burgio, Sinnott,

Janosky, & Hohman, 1992; Hamblin, 1991; Kelly, St-Lawrence, Smith, Hood, &

Cook, 1987b: Lawrence, & Clark, 1987; Levkoff, & Wetle, 1989); medical student

attitudes (Kelly, St-Lawrence, Smith, Hood, & Cook, 1987a). Clinical case vignettes

are a frequent teaching method utilized with medical students (K. Khoo, personal

communication, October 30, 1992; Hamblin, 1991; McGuire, Solomon, & Bashook,

1976). Finally, in a preliminary study such as this, the vignettes are a more

economical and realistic method of investigating the variables of interest.

Construction of the vignelTes . The vignettes were modeled after those of

Amir (1987). Core contents of the vignettes that did not vary were based upon

scenarios in which women commonly reported discovering breast cancer (e.g.,

finding a lump in their breast while taking a shower, sequence of visits with doctor

and tests taken etc.). These scenarios were gleaned from descriptions in the

literature of how women discover breast cancer (e.g., Ashley et al., l g8g; Devitt,

1983, 1989; Gifford, 1986; Goodno Jr., 1990; Gould-Martin, Paganini-Hill,

Casagrande, Mack, & Ross, 1982; Howard etal., 1989; Keinan, Carmil, & Rieck,

1991; Lierman 1988; MacArthur, & Smith, 1981; Marteau, & Riordan , 1gg2; Nemoto,

Natarajan, Smart, Mettlin, & Murphy 1982; Owens, DufV, & Ashcroft, '1985; Sterns,

1992; Timko, 1987), and clinical experience of women discovering breast cancerl

lThe discovery of a breast symptom described in the vignettes is also consistent with more recent data
of how women initially discover a breast irregularity: (Facione, & Dodd, 1995; Redman, Henrikus, Clover, &
Sanson-Fisher, 1993; Joint Report on The National Forum on Breast Cancer: Survey of Breast Cancer
Survivors, 1993, November; experiences reported from a survey of 1012 women with breast cancer in Manitoba
(8. Bilodeau, personal communication, June 8, 1995).
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and the process they subsequently experience in the health care system.

Characteristics of the woman selected to vary in the vignettes were chosen from

those patient attributes shown from the literature review to have an impact on

physician tendencies to share information and treatment decision making. Four

attributes were initially considered for inclusion and variation in the vignette (age,

education, number of questions asked and, apparent intelligence of the patient).

The decision was made to include only three of these (age, education and, number

of questions asked) for several reasons. Initial pilot testing of the vignettes

revealed that there was difficulty in discriminating between the number of questions

asked and perceived intelligence as separate factors. Question asking or not

asking questions seemed to be construed as a patient intelligently understanding

or not understanding respectively, thereby subsuming the intelligence factor. As

well, combinations of a patient asking no questions and being perceived as highly

intelligent (e.9., "During your meeting, even when you stop to ask if she has any

questions she responds by shaking her head no. By the end of the meeting you

form a definite impression of the patient. You are struck by how quickly and easily

she appears to understand the results of the tests") seemed implausible and

clinically unlikely. Finally, the research literature on sharing of information and

treatment decision making has shown that physicians interact differently with

patients: of different ages (Amir, 1987; Cassileth et al., 1980; Givio, 1986), of

different education (Blanchard et al., 1988; Cassileth et al., 1980; Orr, Hoffmans &

Bennets, 1984), and who ask more questions (Street, 1991). Therefore the age,
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education, and number of questions asked by the patient in ihe vignette were

retained as impoftant independent variables.

Vignettes were initially constructed so that three attributes of the woman

systematically varied at two levels: age (young vs. old) education (low vs. high),

questions asked (low vs. high) to produce eight different vignettes maintaining a

similar core content. The young and old levels of patient age were set at 25 (an

unusually young age to contract breast cancer) and 72 years (a more common

elderly age in which the disease is diagnosed) to make the ages clearly different

and force variation in responding. Similarly, the lower level of education was set at

less than grade Vlll based on lower education levels of women appearing in

Manitoba oncology clinics; about 40o/o of women have grade Vlll education or less.

The upper education level - master's degree - was selected to enhance

respondents'abilities to differentiate women in the vignette. Levels of low vs. high

question asking were set at asking no questions (shaking her head no) and asking

many questions, respectively based upon Street (1991), and to also make the

vignettes d iscriminable.

Finally, attempts were made to write the vignettes using non-sexist language

and to reflect a process as close as possible to that which patients actually undergo

in the health care system.

Examples of the vignettes prior to their social/external validation may be

found in Appendix A.

Social/External validation of the vignettes. To ensure the vignettes were
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medically correct, discriminable and realistic, the vignettes as constructed in

Appendix A were presented to three oncologists currently in practice in the city of

Winnipeg. One oncologist suggested no changes, "l have no concerns about his

vignettes." A second stated that the vignettes were, "Quite realistic and accurate,"

and made several suggestions to improve the realism of the vignettes. The third

oncologist had many suggestions for improving the vignettes.

A balance was struck between including those suggestions that improved the

realism of the vignettes, and using moderate technical details so that the first year

medical students would be capable of understanding the information about the

patient. This was done because the first year students had not yet been exposed

to such medical information and had received no clinical training. The following

suggestions were incorporated. The lower age limit of patient was raised from 25

to 30 years of age as two of the oncologists suggested finding breast cancer in a

25year old woman was statistically rare (e.9., see Devitt, 1983). ln discussing the

history of the patient, the word "strong" was added to the words "family history" to

improve realism. Referral to a surgeon for a biopsy was also added to the testing

information. The text of the vignette was broken into two to three paragraphs to

attempt to separate history, clinical information and lab results. This was done to

more closely simulate the format of clinical cases presented to medical students in

their training, allow greater readability and, to make it easier to notice attributes of

the patient that had changed in each vignette.

Examples of the vignettes in their final form may be found in Appendix B.
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Overall Design

The overall design of the study required all medical students to read all 8

breast cancer vignettes. After reading each vignette, they were asked to fill out two

questionnaires, some demographic information and a post-experimental

questionnaire. That is, all of the novice and senior students in the between subjects

condition received exposure to all levels of the within subject condition (eight breast

cancer patient vignettes). The overall design can be conceptualized as a 2 trainee

(novice vs. senior) X 2 patient age (young vs. old) X 2 patient education (low vs.

high)X 2 patient questions asked (low vs. high) factorial design.' Alternatively, the

design can be viewed as a randomized block or repeated measures design, with

trainee as the blocking variable and the three attributes of the vignette as repeated

measures, each at two levels, nested within each other.

Subjecting all participants to all levels of the within subject variable

(vignettes) was important for a number of reasons. lt was important to know how

all of the students in the novice and senior conditions would respond to all of the

2lt should be noted that given the between subjects variable consisted of two groups of medical
students (those atthe beginning stages and final stages of theirtraining), the design is cross-sectional in nature
(Christensen, 1980; Schaie, 1965). Advantages of cross-sectional designs are that they allow simultaneous
examination of different groups of individuals at one point in time. They also allow assessment of differences
in naturally occurring groups of people in existing organizations, e.9., different grades in school. For example,
in developmental psychology, cross-sectional designs are used to representatively sample individuals of
different age groups and then note the changes in selected characteristics of subjects in the different groups
(Christensen, 1980). Thus cross-sectional designs are often used in descriptive studies. The difficulty with
cross-sectional designs is that there may be numerous other factors potentially responsible for the differences
exlsting between the two groups at one point in time. The two most frequent factors cited in the developmental
literature are cohort effects (existing differences between each of the groups because of when they were born
and the different experiences they have been exposed to) and age effects (Schaie, 1965). One of the main
difficulties with these two factors in cross-sectional designs is that they are confounded, so it is difficult to know
if existing differences on the attribute measured are due to age, cohort, or some interaction of the two (Schaie,
1965). For these reasons, results of cross-sectional designs are considered more descriptive or correlational
in nature because it is impossible to make inferences about causalitv.
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vignettes. This was because in actual practice, physicians have to respond to a

variety of patients with different characteristics. Manipulating the age, education,

and number of questions asked by the patient in the vignette was a more realistic

approximation to the task required of physicians in real life. lt was thus more

externally valid than asking groups of novice and senior students to respond only

to one vignette, as would be done in a between subjects fashion.

A second reason for having all novice and senior students exposed to all

levels of the within subject factor (all of the vignettes) was to determine what

combinations (interactions) of the variables would produce differences in the

amount of information or treatment decisions that were shared with patients.

Determination of these interactions was an important consideration given that the

literature has previously usually examined only subsets of one or two of these

variables at a time. Patients may have many attributes that physicians or

physicians in training may be responding to. Therefore it was important to look at

combinations of these variables within a patient vignette to attempt to further

understand the complexity of these variables that may have been influencing

behaviour of physicians in training.

A third reason for exposing all medical students to all levels of the within

subject variable was the actual number of medical students available to participate

in the research at both the novice and senior levels. Relatively speaking, a between

subjects design would have required more subjects in assignment to cells of the

design by its very nature. lt would have been very difficult to recruit enough
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subjects to be assigned to levels of the between subject design for it to be tenable.

Dependent Measures

Sharing of Information Measure

The measure used to assess trainees'

information about cancer to patients was an

Bilodeau and Degner (in press).3 lt consisted

been found through an extensive review of the

newly diagnosed with breast cancer.

preferences for providing specific

adaptation of that developed by

of 9 items of information that had

literature to be desired by women

The adaptation used in this study involved asking the trainee: (a) to rate

how much information about each of the 9 items they thought the patient in the

vignette needed to know, from 1 - (Almost nothing) to 4 - (Almost everything) and

then, (b) to select the 3 pieces of information they would choose to provide the

patients on the basis of having only one appointment with them. The measure may

be seen in Appendix C.

The measure was given the title, "ltems of Information About the Patient's

Cancer" rather than "Sharing of Information Measure" to minimize potential demand

cueso of the second title that might subtly enlist participants to share more

3The sharing of information measure was originally constructed by Bilodeau and Degner (in press) and
modified for this study. The measure has face and content validity in that the items have come from the
literature of what female breast cancer patients have said they wanted as information. The nine pieces of
information have thus been empirically derived and were not intended to necessarily form a unitary construct
of information wanted by female breast cancer patients. Preliminary evaluation of the psychometric properties
of the measure is discussed in the results section, and Appendix AA.

oDemand characterlstics (Orne, 1962) (also referred to as demand cues; experimental demands) refer
to the totality of cues perceived by subjects from all aspects of the experimental situation that will have an
influence on the way they will behave in the experiment (Christensen, 1980). The two main strategies for
dealing with potential demand characteristics are: a) to anticipate their presence and appropriately control for
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information than they might prefer to do.

The measure provided quantitative data on the amount of information the

trainee preferred to share on each of the g items. A cumulative score was

calculated by summation of ratings from the g items for a potential maximum score

of 36 (9 x a).

Qualitative data were also available regarding which three pieces of

information the medical students considered most important to give to the patient

in each vignette if they had only the one session to deliver the information. This

qualitative data was scaled in the following manner (C. L. Huynh, personal

communication, December 18, 1991). Prior to analysis, the frequency of selection

of each of the nine information items was determined from all subjects for all of the

patient vignettes. For example, the frequency of selection of each item 1 on the

information questionnaire over all students and all vignettes was tallied. This

procedure was then repeated for items 2-9 on the information questionnaire untilthe

frequency of selection of each item over all was determined. The most frequently

chosen information item was then assigned a rank of one, the next most frequent

a rank of two, etc. until all nine items were ranked. The rank of each item was then

substituted as a numerical indication of importance of each item for the patient to

know. Returning to each individual information questionnaire, the three items

them, often by holding many situations constant; b) assessing for presence of experimental demands
post-experimentally by questionnaire, interview, orsome combination of the two (Christensen, 1980). The
potential sources of experimental demands and strategies for dealing with them will be discussed throughout
the remainder of this document in all aspects of design and execution of the project.
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selected as most impoftant were then assigned their corresponding numerical rank

of importance. A mean of the ranks of the three items selected as most important

for each vignette was then calculated. This mean rank of importance of information

was then used as the data for analyses.

Sharing of Treatment Decision Making

The sharing of treatment decision making measure was an adaptation of a

card sort measure originally developed by Degner and Russell (1988) (see

Appendix D). This original card sorl procedure has been used in previous research

to determine the amount of control in treatment decisions preferred by female breast

cancer patients. The five cards in Appendix D are arranged in sequence from the

most active patient role in making treatment decisions - Card A, to the most passive

patient role, - Card E. Statements from each of the cards and their associated roles

are presented for simplification in Appendix E.

ln previous research using the card sort procedure (Degner, & Russell, '1988;

Degner, & Sloan, 1992) (see Appendix D), the five cards A-E were administered to

individuals in all possible subsets of two, and the individuals were then asked about

their preference for one of the two cards. The procedure was repeated until their

individual five-letter preference order for all cards was determined. A procedure

called unfolding analysis (Coombs, 1974; Coombs, Coombs, & McClelland, '197s)

was then used to unfold an individual's five-letter preference order on to a linear

theoretical dimension of the role they wished to assume in making treatment

decisions. For any given five point hypothetical scale, there are 120 different
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ordered permutations poss¡ble. The unfolding model holds that for any given

hypothesized scale only a small subset of the 120 ordered responses will be valid.

For any given five point metric, there are only eleven "valid" ordered (ordinal level)

responses. lf the true underlying metric is ABCDE (see Appendix F) then the valid

responses are: ABCDE, BACDE, BCADE, BCDAE, CBDAE, CDBAE, CDBEA,

CDEBA, DCEBA, DECBA; EDCBA. All other permutations are declared invalid.

Each metric has as its poles permutations that are exact reversals of one another.

For example, the ABCDE metric (see Appendix F) has poles of ABCDE and its

reverse EDCBA. As a measurement model, unfolding theory assumes that a

psychological dimension mediates an individual's choices amongst a given set of

alternatives. The evidence for or against dimensionality is the proportion of subjects

having preference orders that fit the hypothesized dimension. Coombs maintained

that if at least "50o/o plus one" of the experimental subjects' preference orders fell

on the metric, the scale was justified. He maintained that a reversal must be

present to accept that the responses form a scale.

Degner, Sloan and Venkatesh (in press) have extensively evaluated the

preference orders associated with the five roles in decision making from the card

sort data of newly diagnosed cancer patients described in Degner and Sloan

(1992). For any given five point metric, there are 60 possible 11 point ordered

metric scales, with each of the 11 points on the scale consisting of a five-point

preference order, e.9., ABCDE. There are thus 60 X 11 = 660 possible preference

orders that could account for the cancer patient data in Degner and Sloan (1992).
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Of the 60 possible competing models described above, the ABCDE scale shown in

Appendix F was the only model meeting Coombs' requirements for the data forming

a scale: more than 50% of the respondents' answers corresponded to one of the

eleven preference orders, each of the eleven preference orders appeared at least

once in the data set; there was a reversal for the ABCDE metric in the data set,

meaning that there was at least one observation at each of the two poles (ABCDE

and EDCBA) (Degner, Sloan, & Venkatesh, in press). Thus using unfolding

analysis to scale the data, only 11 of 660 possible preference orders fell on the

dimension of keep-share-give away control in making treatment decisions (Degner,

& sloan, 1992; Degner, sloan, & Venkatesh, in press). Having assessed that the

ABCDE metric was sound, ordinal scale values from 1 (ABCDE - most active patient

role in making treatment decisions) to 11 (EDCBA - most passive patient role in

making treatment decisions) can be assigned to the ABCDE metric in Appendix F

to quantify subjects' preference orders that fall on the metric.

The adaptation of the control preference scale in this study used the

statements from each of the cards described by Degner and Sloan (1992) (see

Appendix D). The statements were rewritten to be appropriate from a physician's

rather than a patient's perspective, without the pictorial representations of patients

as they were viewed as potentially patronizing to the students (D. Martin, personal

communication, July 15, 1992). The measure can be seen in Appendix G.

As can be seen in Appendix G, the title of the measure is "Role Preference

Scale." Similar to the informational measure, this title was selected to minimize
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experimental demands of paÍicipants attending to 'control' as the main issue

between them and their patient and perhaps subtly influencing their responses.

Previous research (Degner, & Sloan, 1992) utilizing the card sort procedure

required pairing cards in all subsets of two to determine each individual's preference

order for sharing of treatment decisions. Scaling was then possible using unfolding

theory (Coombs, Coombs, & McClelland, 1975). As can be seen in Appendix G, the

instructions preceding the questionnaire asked participants to rank order the five

roles they felt would be most appropriate to assume in the sharing of treatment

decisions with each patient vignette. Rank ordering the roles produces a preference

order thereby also allowing the use of unfolding analysis to scale the data in this

study.s Based upon this previous research (Degner, & Sloan, 1992), the revised

measure in the present study was also scaled by unfolding theory.

Demog raph i c I nfo rmatio n

Several pieces of demographic information were of interest to help describe

the nature of the sample of students who participated in the research. lnformation

requested was similar to that in Oken (1961) and also based upon information

typically important in conducting research. The demographic cover sheet may be

seen in Appendix H.

sThe use of preference orders and unfolding analysis on data obtained in this study allowed
comparison to the preference orders of actual patient data collected by Degner and colleagues. In this way it
was possible to begin initial construct validation of the scale (e.9., discriminant validation) by determination of
whether the distributions of preference orders from Degner and colleagues data base (patient data) was the
same or different from that of the medical student data. Further discussion of this issue can be found in the
results section and Appendix AA.
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P ost- Ex p e ri m e nta I Quesfion n ai re

A questionnaire constructed specifically for this study was given to each

subject after reading all vignettes and completing all questionnaires and

demographic information. Questionnaires administered after the main measures

in a study are typically referred to as post-experimental questionnaires.

Post-experimental questionnaires serve many functions but typically are used to

assess presence of demand characteristics, determine whether subjects have

understood instructions and responded the way the experimenter wanted them to,

and to answer a variety of questions of specific interest to a researcher.

The post-experimental questionnaire (see Appendix l) was developed: a) to

elicit the source of preferences for sharing of information and making treatment

decisions in the medical students , and b) to assess demand characteristics and

serve as a manipulation check. The questionnaire was written with open-ended

questions and sufficient space for participants to write their responses immediately

after each question. The questions were developed in accordance with specific

recommendations by Aronson and Carlsmith (1968) (cited in Christensen, 1980, p.

304) on asking more generalfollowed by more specific questions, with suggestions

from colleagues who frequently use these questionnaires (J. G. Adair, personal

communication, August 31, 1992; D. Sharpe, personal communication, August 20,

1992). The two main types of information in the post-experimental questionnaire,

are each discussed in more detail below.
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Source of preferences for sharing information and treatment decisrons.

lnformation was requested to assess the source of trainees' preferences in

decisions made about sharing of information and treatment decisions. ltems 1-4 in

the post-experimental questionnaire (see Appendix l) were written to understand

how paÍicipants may have developed their preferences. The items were

constructed after examination of a questionnaire used by Oken (1961) used to

evaluate physician preferences for sharing information.

Assessment of demand characferísfrcs and manipulation check. ltems

5 and 7 in the post-experimental questionnaire were developed to assess presence

of demand characteristics, determine how the subjects perceived the experiment,

and how they responded to the questionnaires. Questions 6 and 8 were asked to

further determine whether subjects followed the instructions as intended and, what

attributes they noticed changing in the vignettes. ltem 13(a) was asked last to verify

subjects had noticed the appropriate attributes that actually varied in the vignettes

as a final procedural manipulation check.

Items 9-12, 13(b) and 13(c) asked subjects what attributes of the patient in

the vignettes were important in their decisions, other information they wanted and,

if they used any specific strategies/algorithms to make their decisions.

Organization and Printing of the Questionnaire Packet

Ordering of the Vignettes and Questionnaires

The foregoing measures were organized sequentially into a questionnaire

packet to prevent loss of pages, and to ensure they remained in the sequence
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arranged by the experimenter. Measures were arranged as follows. Each vignette

was followed by the 'ltems of Information About the Patient's Cancer' and 'Role

Preference Scales' respectively. The demographic cover sheet was then presented

after all eight vignettes and their two accompanying questionnaires had been

presented. This was done for two reasons. First, it allowed the participants to

become more quickly engaged in the task. Secondly, it minimized the possibility

that any of the demographic information provided by participants would arouse their

suspicion or create the set of a negative subject (Argyris, 1968; Christensen, 1977)

(e.9., responding antagonistically or negatively to the questionnaires as a result of

some of the demographic information they were asked to provide) which might have

occurred if the demographic information was asked for before filling out the rest of

the questionnaire. A specific example might be, subjects responding negatively or

antagonistically when filling out the questionnaires if they were previously asked to

provide their religious affiliation, marital status number of years of education, etc.,

when they might feel this information was too personal, and inappropriate for an

experimenter to request.

The post-experimental questionnaire was presented separately, after

participants had filled out the initial questionnaires and demographic information.

This was done to prevent subjects from looking at any of the post-experimental

questionnaire questions which might bias them during the reading of the vignettes

and answering of the questionnaires and demographic information. For example,

question 13(a) on the post-experimental questionnaire explicitly tells participants the
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three factors which varied in the vignettes. lf they read this information prior to or

during their completion of the main questionnaires (after the vignettes), they may

have approached the task differently, perhaps not reading the vignettes as carefully.

For these reasons, the initial instruction sheet, the eight vignettes with

accompanying questionnaires, and the demographic cover sheet were stapled

together as the first part of the questionnaire. The post-experimental questionnaire

was stapled together as a separate second part administered after the first part was

completed.

Proposed Instructions for Filling Out the Questionnaire Packet

Written instructions throughout the questionnaire packet. To enhance

the external validity of the vignettes and other measures used in the study, careful

attention was paid to the written instructions. lnstructions emphasized to subjects

that they should consider each of the patients as real individuals and make

decisions about information and treatment decisions as they would in real life if this

were one of their patients.

A variety of situations had also been anticipated where subject biases (e.9.,

subjects ideas about what the experiment might be about; positive or other modes

of self-presentation) may have been operative. There were no deceptions in the

experiment, and the instructions were written in a straightforward way to minimize

arousal of any suspicion, and to encourage subjects' honest participation. lt was

also hoped that emphasis of the confidentiality of their data would allow them to abe

less concerned about presenting themselves in a favourable light.
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In addition, allwritten instructions were explicit and clear about exactly what

was being asked of each participant.

The initial cover sheet and instructions directing participants as to how to

answer the questionnaires may be seen in Appendix J.

Audiotaped instructions. A number of precautions were also taken to

minimize the impact of experimenter expectancy effects - another variant of demand

characteristics (Christensen, 1980) (subtle cues given off by the experimenter - a

nod, a glance, a smile, changes in voice volume, emphases and inflection,

facial/postural cues etc.) which might have influenced participants' responses. To

control for paralinguistic and other cues of the experimenter, the instructions for

participation were presented on audiotape. This ensured all participants received

exactly the same instructions. The audiotaped instructions were recorded by the

experimenter and were the same as the written instructions appearing at the

beginning of the entire questionnaire packet with slight variations (see Appendix K).

Responding to subject questions after instructions. After the audiotaped

and other instructions, if the participants had any questions about procedure, they

would first be asked if they would like to hear the tape again. lf they did not wish

to hear the tape again but had specific questions, they would be answered in a

standardized fashion before the questionnaires were filled out.

A number of procedural questions were anticipated and standardized

answers were developed to answerthese questions. These questions and answers

may be seen in Appendix L. If unanticipated questions were asked, the
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experimenter would answer and take note of them so that they could be answered

in a similar standardized fashion if they again arose.

The questions would be answered by the experimenter in a consistently

friendly but professional manner. Having standardized responses to questions was

intended to control for creation of different experimental demands and how subjects

might respond on the basis of difÍerent answers from the experimenter.

Printing of the Questionnaire Packet

The questionnaire was assembled as described in the section on order of the

vignettes and questionnaires, and was printed on the University of Manitoba main

frame computer using the script 9700 word processing package. Use of a helvetica

font through the script 9700 word processing package was intended to give the

questionnaire a more professionally produced appearance. This was recommended

to promote participants taking the questionnaire more seriously and provide better

data from them (D. Sharpe, personal communication, August 20,1992).

Proposed Method of Questionnaire Administration

A general procedure for administration of the questionnaires was developed.

The proposed method was as follows. Each subject would be met and escorted into

a room with a table and chairs. The first part of the questionnaire packet (not

including the post-experimental questionnaire) would be placed in the middle of the

table face-up. To the left of the questionnaire would be placed an HB pencil, a

black ball-point pen and, a highlighter marker to be available for the participant to

use. Just in front of the questionnaire would be placed a tape player to play the
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aud iotaped instructions.

The subject would be invited to take a seat at a chair placed at the table

immediately in front of the questionnaire. He or she would then be told the

instructions were fairly self-explanatory. The participant would be directed to follow

the instructions on the cover sheet of the questionnaire which would tell them to turn

on the tape player and follow the taped instructions. The participant would then be

shown how to turn the tape player on and off and, how to adjust the volume. The

participant would then be told the experimenter would be in an adjacent room

nearby if they had any questions, after which the experimenter would direct them

to turn on the tape when they were ready to begin, and then leave the room.

Any procedural questions would be answered in standardized fashion in

either the initial interchange or, after the subject had listened to the audiotaped

instructions, as previously described.

After a subject had completed the first part of the questionnaire and notified

the experimenter (as they were directed to do by the questionnaire), the

experimenter would give them the post-experimental questionnaire to complete.

When a subject notified the experimenter that they had completed the

post-experimental questionnaire, the experimenter would then tell them that they

would like to debrief the participant about the experiment. The experimenter would

return to the room with the subject where they filled out the questionnaire, provide

them with written debriefing information, and then have an open-ended discussion,

answering any additional questions they might have.
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Pilot Testing of Questionnaire and Procedures

To ensure that all measures and procedures were acceptable and

understandable prior to commencement of the main study, they were pilot tested

with a limited number of subjects. Description of the pilot study may be found in

Appendix M.

Several minor changes in the procedure and questionnaire packet were

made as a consequence of pilot testing. Audiotaped instructions were re-recorded

at a faster pace for the main study. lt was decided that subjects' questions after

hearing the tape would be answered in standardized fashion as previously

described rather than asking subjects if they wished to hear the tape again. Minor

changes were made to the demographic cover sheet, and post-experimental

questionnaire. All other aspects of the questionnaire and procedure proved to be

acceptable.

The final prototype questionnaire after incorporation of the changes from the

pilot study may be seen in Appendix N.
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MAIN STUDY

Method

Ethical Review

Ethical review for the proposed study was sought from the Human Ethical

Review Committee, Depaftment of Psychology, University of Manitoba. Concurrent

permission for the study was also sought from the Human Ethics Committee,

Faculty of Medicine, University of Manitoba. The study began after both review

committees were satisfied with the ethics of the project.

Sub,¡'ecfs

Subjects were 36 (21 females and 15 males) of 80 first-year (45%) and, 30

(14 females and 16 males) of 80 fourth-year medical students (37.5o/o), registered

in the University of Manitoba Faculty of Medicine during the 1992-1993 regular

academic session.

Generally, contact was made with the fourth year trainees close to the

completion of their training. In contrast, it was viewed as important to meet with the

first year trainees as early in their entrance to medical school as possible, prior to

much of the socialization of their profession had begun.

Socio-demographic characteristics of the first and fourth year students who

volunteered for the study may be seen in Table 1. As can be seen in Table 1, the

proportion of male to female senior volunteers is closer compared to novice

students. Also of note in Table 1 is the large proporlion of senior students planning

to practice some type of family oriented medicine.
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Table 1

Socio-Demographic Gharacteristics of First and Fourth Year Students Who
Volunteered for the Study

Year

First Fourlh

Age

Gender

Race

Cultural/Ethnic Ancestrv

Range (Years)
Mean (Years)

Females ¡
Males n

Females %
Males %

Asian
Black
White
White/Aboriginal
White/Hispanic

African

American

Brazilian

British

British/Lithuanian

Canadian

Canadian/Ukrainian

Cantonese

Chinese

Czechoslovakian

Dutch/Polish

Dutch/English/Scottish

East lndian

European

French

French/Ukrainian

German

German/Scottish

GreeUCanadian

lcelandic
lrish

lrish/English

Jewish

Latin American

Mennonite

19 - 43 24-33
24.2 25.5

21 14
15 16

58.3o/o 46.7%
41.7% 53.3%

13.9% 16.7%
2.9% --a

80.6% 80.0%
2.8o/o

3.3%

2.8%

2.8%

5.ó'/o

5.6% 3.3%

3.3o/o

8.3% 13.3o/o

C.O-lo

3.3%

5.6% 6.7%

2.8%

2.8%

5.60/0

2.8%

2.8%

2.8%

5.6%

3.3%

33%

13.3%

3.3o/o

2.8%

3.3o/o

2.8%

2.8%

5.60/0 6.7%

3.3%

6.7%



Middle European

North American/European

Norwegian/German/En glish

Romanian

Russian Jewish/British

Russian/Scottish

Scandinavian

Scandinavian/German

Scottish

Scottish/lcelandic/German/Polish
Scottish/Metis

Swedish/English

Ukrainian

Ukrainian/English

Ukrainian/Metis

West Indian

Western European

Agnostic
Anglican
Baptist

Byzantine Catholic

Catholic/Hindu

Christian

Greek Orthodox

Hindu

Judaism

Judaism/Protestant
Lutheran

Mennonite

Orthodox

Pentecostal

Presbyterian

Protestant

Pseudo/Atheist

Roman Catholic

Seventh Day Adventist
Sikhism

Spiritualist

United

None/Atheist

Single

Co-habitating

Married

Separated

Divorced

Widowed
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3.3%

3.3o/o

2.8%

2.8%

Religious Afiìliation

2.8%

2.8%

2.8%

2.8%

2.8%

5.6%

2.8o/o

2.8%

C.O"/o

2.8%

2.8%

2.8%

2.8%

2.8o/o

5.6%

2.8%

5.6%

2.gok

2.8o/o

11.1o/o

2.8%

16.7%

2.8o/o

11.1%

16.7%

3.3%

3,-3%

5..1"/o

33%
3.3%

arn
3.3o/o

10.0%

3.3o/o

10.0%

3.3%

3.3%

3.3%

33%
3.3%

6.7%

3.33o/o

3.33%

6.7o/o

30.0%

86.1% 80.0%

8.3% 33%
5.6% 16.7%

0.0% 0.0%

0.0% 0.0%

0.0% 0.0%

Marital Status



# Degrees/Diplomas
(Excluding Highschool)

Breakdown of
Degreesi Diplomas
(Excluding Highschool)

None
One
Two
Three
Four
Five

Bachelor of Arts
Bachelor of Education
Bachelor of Engineering
Bachelor of Medical Rehabilitation - PT.
Bachelor of Physical Education
Bachelor of Science
Diploma
Doctor of Veterinary Medicine
Master of Arts
Master of Science
Medical Doctor

Cardiology

Emergency Medicine

Emergency Medicine/Trauma Surgery
Family Medicine

Family Medicine/Psychiatry

Family/Community Medicine

Family Practice/Aerospace Medicine

Forensic Pathology

General Family Practice

Geriatric Rural

Internal Medicine

lnternal Medicine/Family Practice

Internal Medicine/Nuclear Medicine

Internal Medicine/Ophthalmology

Internal Medicine/Public Health

I nternal Medicine/Psychiatry

Neurology

O bstetrics/Gynaecolo gy

Orthopaedic Surgery

Paediatrics

Paediatrics/Clinical Genetics

Psychiatry

Radiation/Oncology

Radiology/Anaesthesia

Sports Medicine

Surgery

Unknown/Unsure/Undecided
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10.0%
86.1% 53.3%
11.1% 23.3%
0.o% 10.0%
0.0% 3.3%
2.8% 0.0%

h

11
z--

4
I

4
¡

32 24
22
4

t--
z--

Y

3.3%

5.6%

2.8%

5.60/o 33.3%

33%
2.8%

2.8o/o

2.8%

2.8%

2.8%

2.8o/o 3.3%

33%
3.3%

2.8%

3.3%

2.8%

2.8%

2.8%

3.3%

2.8% 6.7%

6.7%

6.7%

3.3%

3.3%

3.3%

2.8o/o 3.3%
52.80/" 13 3o/"

Specialty/Subspecialty

Note. Total n Novices = 36 students; total n Seniors = 30 students. Percentages are calculated by frequency
of a particular category divided by 36 (Novices) or 30 (Seniors), multiplied by 100, and rounded to one decimal
place. a-- denotes either Novice or Senior were not represented in a particular category. bFrequencies of
breakdown of diplomas are provided rather than percentages due to several participants having multiple
diplomas.
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To evaluate whether selection biases arose as a function of which students

volunteered to participate, limited socio-demographic information of non-participants

was acquired from the Faculty of Medicine, University of Manitoba. Socio-

demographic characteristics of the first and fourth year students who did not

volunteer for the study may be seen in Tables 2 and 3 respectively.

On reviewing Table 2, it can be seen that the age range of first year non-

participants was slightly smaller, and mean age slightly younger relative to first year

participants in Table 1. Further review of Table 2 indicates the percentages of

female and male non-participants to be more similar than in Table 1 where first year

participants were composed of greater percentages of females.

In reviewing the data from Tables 1 and 3, non-padicipants (See Table 3)

displayed a broader range of ages, and were slightly older compared to their

pafticipant counterpañs (Table 1). A greater percentage of non-parlicipants were

males. Similar to participants in Table 1, the most popular specialty/subspecialty

choices were family medicine followed by internal medicine and psychiatry.

Overall then, from the available socio-demographic information, differences

between padicipants and non-parlicipants were not great. The main differences

observed were that first year participants were composed of higher percentages of

females, and fourth year non-participants were composed of a larger percentage of

males.
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Table 2

Socio-Demographic Characteristics Available for First Year Non-Participants

Ageu

Gender

Range (Years)
Mean (Years)

Females n = 21
Males n = 23

21-40
23

47.73%
52.27%

Note. Total n = 44 students. Percentages are calculated by frequency of a
particular category divided by 44 and multiplied by 100. "Calculation of Range and
Mean are based on 43 cases as Date of Birth was unavailable for one female Non-
Participants.
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Table 3

Socio-Demographic Characteristics Available for Fourth Year Non-
Participants

Age"

Gender

Specialty/S u bspecia lty

Range (Years)
Mean (Years)

Females n = 21

Males n = 23

Anaesthesia
Emergency Medicine
ENT
Family Medicine
General Surgery
lnternal Medicine
Medical Genetics
O bstetrics/Gynaecology
Paediatrics
Plastic Surgery
Psychiatry
Rotating
Unknown

23-37
26.78

30%
70o/o

4%
2%
2%

44o/o

4o/o

12%
2%
2%
2%
2%

10%
10%
4%

Note. Total n = 50 students. Percentages
pafticular category divided by 50 and multiplied
Mean are based on 48 cases as Date of Birth
Participants.

are calculated by frequency of a
by 100. "Calculation of Range and
was unavailable for two male Non-
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S u bj ect Rec ru itm ent P roced u re

After ethical approval, the study was advertised to first and fourth year

students in the Faculty of Medicine. All students from the classes were solicited for

the study.

The best time and method of recruitment was determined in conversation

with Dr. Peter Warren and Dr. Patricia Mirwaldt of the Faculty of Medicine. The

Senior Stick of the Manitoba Medical Student Association (Mr. Francois Bernier)

was contacted in person, and by letter about the research project (see Appendix O)

to inform him that the author of this research would be contacting students and to

determine how to best go about doing so. The first year class representative for the

first year medical students (Mr. Bruce Bain) was also contacted in person to alert

the first year class that the author of this research would be making a verbal

presentation to them.

Students were recruited through use of the student mailboxes in the faculty

of Medicine. The procedure was as follows. The morning prior to an in person

verbal presentation about the disseftation project, a letter of support encouraging

student participation in the dissertation project (from the assistant Dean of Medicine

- Dr. Peter Warren) was placed in the mailboxes of all first and fourth year medical

students. A brief description of the dissertation project requesting students'

participation was simultaneously placed in students' mailboxes6 with the letter of

6The student mailboxes were used to recruit students as this was the most consistent and effìcient
method of contacting them. In addition, this procedure was adopted to ensure students were free to volunteer
or opt not to participate and that either of these choices would remain confidential.



74

support from Dr. Warren. The end of the description contained a consent form for

students to indicate their willingness to be participants in the research project, and

a time and telephone number at which they could be reached (see Appendix P).

The description directed students who were interested to sign and date the consent

form, provide a time and telephone number at which they could be reached, seal

the consent form in a provided envelope, and place it in a drop box labelled

'Communication Study' adjacent to the student mailboxes. (see Appendix P for the

complete description of the dissertation project).

Later, on the same morning that the letter from Dr. Warren and the

description of the research project were placed in students' mailboxes, a verbal

presentation was made en masse to each of the first and fourth year classes. This

occurred at three different times. lt occurred at the beginning of the third month of

training for the first year students, and on two different occasions within the last four

months of training for two groups of the fourlh year medical students. Two

presentations were required for the fourlh year students as the class was split into

two groups for completion of their final courses and medical clerkships. In each

case, Dr. Peter Warren introduced the researcher and said that he would be making

a short verbal presentation.

A standard script was used for each verbal presentation to the classes (see

Appendix Q) which was virtually identical to the description of the research project

(see Appendix P). The standard script was used to reduce the potential for each

group of siudents receiving different information that might influence their
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willingness to be participants in the research, and to minimize other experimental

demands that in some way might subtly influence how subjects might respond if

they did volunteer. No mention was made to either of the first or fourth year classes

that first and fourth year students would be participants to reduce the possibility that

subjects might respond differently by knowing they were a first or fourth-year

student, comparing themselves to the other, and in some way influencing their

responses to various questions in the questionnaires. The researcher also

appeared professionally dressed for each presentation (black suit, dress shirt and

tie) to maintain the same experimental demands for research participation, enhance

the professional credibility and importance of the research, and encourage students

to be participants in the research.

On the recommendation of Dr. Warren, each of the first-year and fourth-year

students were repeatedly solicited to be participants if they did not respond after the

first notice in their mailboxes. Only subjects who did not respond were

re-contacted. This was done by placing another description of the research project

and consent form in their mailbox with a covering letter describing the researcher's

reasons for re-contacting them. An example of the second description to the

first-year students may be seen in Appendix R. Subsequent descriptions differed

only in that they were numbered 2nd 3rd, 4th or Final on the first page of the

description and on the consent form. This procedure was repeated on four

occasions for the first and fourth year students. Fourth year students were

contacted a fifth and final time during a two day period when all 80 were present
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writing their L.M.C.C. licensure exams, at the end of their medical training. Only

those who had not previously responded were again contacted. An example of the

final description of information and consent form for the fourth-year students may

be found in Appendix S. This final consent form was placed in a brown manila

envelope with the student's name written on top of the envelope in pencil. The

envelope was left for students at the exit to the examination room for them to pick

up with the rest of their mail from the medical school. Fourth-year students were

contacted a fifth time to attempt to obtain equal numbers of first and fourth-year

subjects.

Like the aforementioned questionnaires, all correspondence was produced

via the university main frame computer utilizing proportional helvetica font with script

9700. This was again done to lend a more professionaltype set appearance to the

correspondence and encourage subjects' participation. All descriptions of the

research were personally signed by the researcher to add to the personalization and

sincerity of interest in the subjects' participation.

The majority of data from first-year students was collected during months 5-6

of their training, while the data from fourth-year students was collected during the

last four months of their training.

Scheduli ng of Appointments

After initial solicitation of subjects, the experimenter repeatedly checked the

drop box where medical students placed their consent forms indicating their interest

in participating in the study. Students interested in being participants were then
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Oncontacted by the experimenter via telephone to schedule a time to meet.

making phone contact, the experimenter introduced himself, stated that he was

calling about the communication study, and asked if there was a time that would be

convenient to meet with the prospective subject.

Individual appointments were then arranged with each subject at a

convenient time and place for them.7 lt was hoped that this would encourage their

participation. Private appointments were also important for students to maintain

their confidentiality and to allay any social pressures on how they might answer the

questionnaires with colleagues or classmates present.

At the close of the phone conversation, the experimenter stated he would be

giving each of the subjects a reminder call to confirm the date, time and place of the

appointment. The experimenter then subsequently called approximately one to two

days in advance of the scheduled meeting time to remind each subject of the

appointment.

Procedure

Random ordering of vignetfes fo control for sequence effects. As

previously described in the design section, this study included both between subject

(novice vs. senior medical students) and within subject factors (variations of age,

education and number of questions asked by a female breast cancer patient in a

TOne first year medical student was met at work. A second was met at home. Several first and fourth
year students completed the questionnaires at the University of Manitoba Counselling Service. The majority
of the first and fourth year subjects completed the questionnaires in seminar rooms at the University of
Manitoba Medical School.
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vignette). The design called for both novice and senior subjects to read eight

different vignettes of a female breast cancer patient and, to answer two

questionnaires after reading each vignette. This was a repetitive task for subjects

and, as such, the data obtained could have been influenced by sequence effects.

(See Appendix T for an extensive discussion of controls for sequence effects).

To control for potential sequence effects, the order of presentation of

vignettes within the questionnaire packet was randomized for each subject.

Essentially, this consisted of taking the prototype questionnaire packet seen in

Appendix N, and randomizing the ordering of the vignettes within the questionnaire

packet for each subject. This was done as follows. One hundred eight-digit

sequences of the numbers 1-8 were randomly generated by a computer program

(see Appendix U for program and the one hundred random number sequences).

Using the university main frame computer, each questionnaire packet was then

constructed as follows: instructions at the beginning of the questionnaires, ordering

of the eight vignettes and two accompanying questionnaires according to a random

sequence of numbers 1-8 in Appendix U, followed by the demographic cover sheet

and post-experimental questionnaire. So for example, the questionnaire

administered to the first novice subject in the study was constructed with the

instructions at the beginning of the questionnaire, ordering of the eight vignettes and

two accompanying questionnaires according to the first random sequence of

numbers 1-8 in Appendix U (i.e., 7, 1,6,2,4,3,5, 8) followed by the demographic

coversheet and post-experimentalquestionnaire. The second questionnaire packet
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ordered the sequence of vignettes using the second random sequence of numbers

1-B seen in Appendix U. This procedure was repeated until 50 questionnaires

organized according to the first 50 random number sequences had been created

and stored on the computer. Each questionnaire was then printed as needed to be

administered to each subject as they volunteered. Thus, the questionnaire packet

generated by the first random number sequence in Appendix U was administered

to the first scheduled subject, the second to the second scheduled subject, etc..

Each questionnaire was also stapled into two sections as previously described - the

first section containing instructions, vignettes and the demographic cover sheet, and

the second the post-experimental questionnaire.

Automation of the ordering and printing of the questionnaires in this fashion

minimized possible errors in ordering of the vignettes, and effectively allowed the

experimenter to be blind to the ordering of the vignettes, thereby reducing the

possibility of influencing subjects' responses.

In this study, the randomly selected sequences of the eight vignettes in the

novice student condition were yoked to that of the senior students so that the first

subject in each condition received the first sequence, the second pair of subjects

received the second condition etc. in the attempt to further reduce variability in the

data set.

Finally, to ensure that each questionnaire was individually identifiable

(because of the questionnaire ordering and being able to identify individual

subjects), a different running head was printed in the upper right hand corner of all



80

pages in each questionnaire packet.

Method of questionnaire administration. The general procedure for

administration of the questionnaires was virtually identical to that proposed for the

pilot study and was as follows. Each subject was met at the previously scheduled

time and place and then escorted into a room with a table and chairs. As during the

initialverbal presentation, the experimenterwas well dressed (usually wearing dress

pants, shirt and tie, or a sweater) and interacted with the participant in a friendly but

professional manner. This was intended to encourage similar demand cues for all

subjects to take the research seriously and encourage valid, honest, and genuine

responses.

The questionnaire packet seen in Appendix N was individually randomized

for each subject as described in the previous section and placed in the middle of the

table. The first part of the questionnaire packet (not including the post-experimental

questionnaire) was placed in the middle of the table face-up. To the left of the

questionnaire was placed an HB pencil, a black ball-point pen and, a highlighter

marker to be available for the participants to use. Just in front of the questionnaire

was placed a tape player to play the audiotaped instructions.

Each subjeci was invited to take a seat at a chair placed at the table

immediately in front of the questionnaire. The subject was then told the instructions

were fairly self-explanatory. The subject was directed to follow the instructions on

the cover sheet of the questionnaire which told him or her to turn on the tape player

and follow the taped instructions (see Appendix K). The subject was told the tape
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would guide him or her through completion of the questionnaire and, after the first

pafi had been completed, that there would be a second part asking the subject

some additional questions. Each subject was then shown how to turn the tape

player on and off and, how to adjust the volume. The participant was then told the

experimenter would be in an adjacent room nearby if there were any questions,

after which the experimenter directed the participant to turn on the tape when he or

she was ready to begin. The experimenter then left the room.

Any procedural questions were answered in standardized fashion in either

the initial interchange or, after a subject had listened to the audiotaped instructions.

Several other questions were asked and responses made in addition to the

questions and standardized responses developed prior to the pilot study in

Appendix L. The complete set of standardized responses including additional

questions asked and responses made may be seen in Appendix V.

After a subject had completed the first part of the questionnaire and notified

the experimenter as directed by the questionnaire, the experimenter gave the

subject the post-experimental questionnaire to complete. When a subject notified

the experimenter that he or she had completed the post-experimental questionnaire,

the experimenter then told the subject that he would like to debrief him or her about

the experiment.

Debriefing. The experimenter returned to the same room in which the

subject filled out the questionnaire to conduct the debriefing. Each subject was

thanked for his or her participation in completing the questionnaire packet. The
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toexperimenter emphasized that he thought it was important for the participant

know a little bit more about the study and to answer any additional questions he or

she may have had. The participant was then given the written feedback seen in

Appendix W which described the purposes of the study, its general hypotheses and

the importance of the subject's contribution. Each subject was asked to read the

feedback before leaving the experimental situation, and then told that the

experimenter would be happy to answer any additional questions the subject may

have had. The experimenter waited silently while each subject read the feedback.

When each subject had completed reading the written feedback, the experimenter

asked if there were any additional questions, and then had an open-ended

discussion with the subject, answering any additional questions he or she may have

had.

As can be seen in the third page of the written debriefing information in

Appendix W, each subject was asked to provide a permanent mailing address if he

or she was interested in receiving more extensive written feedback about the actual

results of the study upon its completion. lf the subject failed to notice the third page

of the debriefing, it was brought to his or her attention to determine if he or she

wished to receive feedback. Upon providing the permanent mailing address, the

experimenter removed the last page of the packet and, told the parlicipant the

written feedback was his or hers to keep.

The experimenter then shifted the tone of the debriefing to be more informal

and friendly, inquiring about the interests and general future goals of each subject.



B3

Each pafticipant was again thanked for participation upon leaving, and was wished

well with future goals and pursuits.

Upon final completion of the study, and analysis of the data, subjects were

mailed the final written debriefing in Appendix X.
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RESULTS

Assessment of Internal Validity

As described in the Development of Design, Measures and Procedures

section, a number of procedures (e.9., controls for demand characteristics,

sequencing effects, yoking of vignette orders for novice and senior subjects, etc.)

were instituted to control and reduce potential threats to the internal validity of this

research project, i.e., extraneous variables that in some way could contribute to the

observed effects (Christensen, 1980; Cook &, Campbell, 1979). In addition, two of

these potential threats were assessed directly by questions asked in the post-

experimental questionnaire, and are discussed below.

Manipulation Check of Within Subiect Variable

Questions 6, I and 13(a) in the post-experimental questionnaire were asked

as procedural manipulation checks to verify subjects understood the directions,

acted in accordance with them, and noticed the attributes of the woman varying in

the eight vignettes, i.e, her age, education and number of questions she asked

(varying at two levels each).

Responses to questions I and 13(a) indicated that all subjects noticed all

three attributes that varied in the vignettes. Review of question 6 indicated all

subjects understood what they were asked to do and did so in the experiment,

despite six novice and 14 senior students expressing specific concerns or sources

of difficulty in execution of the task. The reader is referred to Appendix Y for

elaboration of themes expressed by these subjects.
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Assessm ent of Deman d Ch aracteristi cs

Questions 5 and 7 in the post-experimental questionnaire were asked to

specifically assess for the potential of experimenial demands operating during

execution of the research.

Responses to question 5 indicated all subjects developed hypotheses about

the nature of the study. The majority of these hypotheses (91%) were consistent

with subjects expecting some differences in responding due to manipulation of the

within subject variables.

Responses to question 7 revealed 54166 = 82o/o of subjects had no

percepiion that the experimenter wanted them to respond in any parlicular fashion.

Review of data from the 12 subjects who perceived the experimenter wished them

to respond a certain way, suggested that they responded according to their own

beliefs rather than how they thought the experimenter wanted them to respond.

Given that most students had no perception that the experimenter wanted

them to respond a certain way, and those that did appeared to respond according

to their own preferences, the probability of experimental demands invalidating data

was viewed as remote, and all data were retained for analyses.

The reader is referred to AppendixZfor a more extensive discussion of how

questions 5 and 7 were assessed for presence of demand characteristics.

Data Preparation

Missing Data

All data were hand scored due to the nature of the questionnaires. On
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discovery of missing data, the missing data were generally estimated based on

other responses made by the same subject (Tabachnick, & Fidell, 1989). The post-

experimental questionnaire of each subject was examined to determine if they

reported responding similarly to all vignettes to lend additional support to estimating

missing data on the basis of their other responses. When estimation was not

possible, the remainder of the subject's data were eliminated from a particular

analysis.

Assessm ent of Outliers and Other Requirements of Statistical Procedures

All quantitative data were examined for adherence to statistical assumptions

through inspection of output from SAS lnstitute Inc (1989b) PROC UNIVARIATE

(visual inspections of plots and univariate statistics of data to evaluate skewness,

kurtosis and the presence of outliers), PROC REG (to evaluate presence of

univariate and multivariate outliers), and PROC DISCRIM (SAS Institute Inc. 1989a)

(to evaluate homogeneity of variance).

The majority of statistical procedures utilized for data analyses in the

foregoing research are regression based and therefore sensitive to the influence of

ouliers, skewness and kurtosis (Tabachnick, & Fidell, 1989). Univariate outliers in

the present study were defined as cases t 3.67 Z scores (p = .001) from the mean

of the data (Tabachnick, & Fidell, 1989). Because the size of the sample was not

large, and ou¡iers were considered to be meaningful but deviant data rather than

error, when univariate outliers were identified they were re-scaled (Tabachnick, &

Fidell, l ggg) to + 3.67 Z scores from the mean of the particular distribution and
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retained for analyses. Potential univariate outliers were also identified by visual

inspections of plots of Cook's D values (Cook, 1977; 1979) obtained through SAS

PROC REG (SAS lnstitute Inc'1989b). Cook's D is distributed as approximately

normal (Neter, Wasserman, & Kutner, 1990). Observations displaying larger Cook's

D values deviating from the rest of the distribution of scores were considered for

elimination only if they reached probability values under the F distribution of > 0'20,

as they are considered to begin influencing a regression line at this probability level

(Neter, Wasserman, & Kutner, 1990). Potential multivariate outliers were identified

byexaminationofmaha|anobisdistributedaSChi-squarewithp<

(Tabachnick, & Fidell, 1989). Visual inspection of plots of observations deviating

significantly from expected values for a chi-square distribution were then used to

verify which if any observations needed to be deleted.

Where applicable, data transformations were performed on distributions of

variables that were non-normal due to skewness, kurtosis and outlying cases, and

compared to analyses of untransformed data to determine whether transformations

appreciably improved the analyses. Where results of transformed and

untransformed data were similar, untransformed data analyses were used to

facilitate ease of interpretation and presentation of the data.

The handling of missing data, outliers, and other statistical assumptions as

they apply to each dependent measure and analysis are discussed as applicable

throughout the remainder of the results section.
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Prelim inary Psychometric Eva luation of Measu res

The two main dependent measures utilized in the foregoing research have

heretofore not received psychometric evaluation. lt was deemed necessary by the

author to demonstrate that the two main dependent measures possessed

psychometric properties allowing their use in the present research. Evaluation of

the measures would therefore benefit the present and any future research. As

such, Cronbach's Alpha, and item-total correlations were calculated for the sharing

of information measure, and the data from this measure were also subjected to

principal component analyses. Discriminant validity properties of the sharing of

treatment decision making measure were also evaluated. The results are discussed

in brief below.

The sharing of information measure demonstrated high levels of internal

consistency (Cronbach's Alpha from 0.76 - 0.81) and approximately three factors

by principal component analyses. Multiple item loadings occurred on the first two

factors which also accounted for the majority of variance. Although these

preliminary findings are promising, the factors are unstable, likely due to the small

sample size. Consequently, the sharing of information measure was not divided

into two subscales to further interpret the data.

The sharing of treatment decision making measure demonstrated very good

discriminant validity (Cronbach, & Meehl, 1955).

The aforementioned measures therefore appear adequate for use in the

present study. The reader is directed to Appendix AA for a detailed examination of
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reliability and validity of these measures.

Analyses to Evaluate Research Questions

A Priori Quantitative AnalYses

As described in the methods section, the basic design of the study was a

mixed model, factorial design - alternatively conceptualized as a randomized block

or repeated measures design. Both between and within (repeated measures

factors) were fixed effect factors (Hays, 1981). The between subject variable was

training with two levels (novice vs. senior) while the within subject or repeated

measures variables were attributes that varied in the vignette - the age (30 vs' 72),

education (M.4. vs. <B) and number of questions asked (many vs' none)'

Education and questions asked were nested within age. There were 16 cells in the

design. As there were 36 novice and 30 senior students in the between subject

conditions, the design was unbalanced. The design did not meet proportional cell

size assumptions to use analysis of variance procedures, therefore analyses Were

conducted using SAS lnstitute Inc. (1989b) general linear models procedure (PROC

GLM)8. Multivariate and univariate tests of hypotheses were made using PROC

GLM. ln all cases the degrees of freedom, values of the F statistic and, level of

significance were exactly the same, therefore the univariate tests are presented for

I pRoC GLM is the appropriate procedure to use as it calculates a Type lll sums of squares which

compensates for both unequal cell sizes or missing cells in factorial designs (SAS Institute Inc', 1985b)'
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ease of interpretation. Alpha was set at .05e for all statistical tests.

Quantitative analyses for hypotheses 1-9 essentially tested for presence of

significant interactions, main effectsl0 and specific planned contrasts.

Research Questions 1-3: Sharing of Information - Amount of Information

Research questions 1-3 were tested through application of the foregoing

repeated measures analysis with the sharing of information measure composite

score as the dependent measure. Potential range of scores was from 9-36. Scores

in the actual sample ranged from 17 - 36 points. Data were available from 35

novice and 29 senior students as there were missing data from 1 novice and 1

senior student.

Data screening revealed no univariate outliers, however two multivariate

outliers were detected. Distributions of composite scores were skewed to providing

high amounts of information overall with several distributions appearing non-normal

(negatively skewed and negatively kurtotic). As such, data transformations were

carried out (reflecting distribution with square root transformation; reflecting

sThe author is aware that the repetition of the repeated measures analyses for each of the three
dependent measures may lead to inflation of the alpha level and experiment-wise error (Hays, 1981). One
strategy for ameliorating this difficulty would be to conduct a factorial repeated measures multivariate analysis
to control for alpha. This was deemed an unsatisfactory solution due to the loss of additional data from
analyses with different missing data cases across dependent measures, and the potential uninterpretability of
the results of such a complex design (C. L. Huynh, personal communication, December 18, 'l 991). A second
option would be to divide the alpha of .05 by the number of analyses conducted, in this case 3, to adjust the
alpha for analyses to .0167 as suggested in Hayes (1981). The solution adopted here is to leave alpha at .05
for the analyses in this study, but to warn the reader of possible experiment-wise error by denoting probability
levels from .O17 - .05 with an asterisk throughout the analyses.

10 lt is convention to usually interpret main effects only in absence of interaction effects (Hays, 1 gB 1 ;

Hopkins, & Glass, 1978). In the present study presence of main effects was a specific hypothesis to be tested.
As such, when signifìcant, both interaction and main effects are presented in the results section. Interpretation
of the meaning of the findings will however revert to the convention described above.
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distribution with log 10 transformation, Tabachnick, & Fidell, 1989) and

comparisons of analyses from transformed and untransformed data were made. In

all cases, transformations further distorted the data, reduced the size of the F ratio

and level of significance, and failed to increase the interpretability of the results.

Results from analyses of the original untransformed data with the two multivariate

outliers removed are therefore presentedll.

Means and variances of the untransformed composite scores from the

sharing of information measure after removal of the two multivariate outliers are

presented in Table 4. As may be seen in Table 4, mean values generally become

smaller from left to right, and novice students generally have higher mean values

than senior students.

Research question l. Research question 1 assessed for presence of any

interactions in the overall design for the sharing of information composite score.

A non-significant education by training tendency was found, E(1, 60) = 3.14,

p= .0824. This tendency is graphically depicted in Figure 1. As can be seen in

Figure 1, compared to senior students, novice medical students tended to provide

more information to women in vignettes with Master's degree level of education,

while there appeared to be no differences in information provided at the <8

educational level.

llAlthough distributions of several of the individual variables appeared non-normal, this was
considered less of a concern as fixed-effect models are generally robust to assumption of violations of
normality (C. L. Huynh, personal communication, September 24, 1987).
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Table 4

Means and Variances of Untransformed Composite Scores From The Sharing
Of Information Measure by Levels of Between and Within Factors

7230"

MAb <8 MA <B

Many" None Many None Many None Many None

v1d V3 V6v4v2 V5 v7 V8

Group

Novice
n=33

x-
,rt

Senior
n=29

t
s2

32.33e 30.73
8.60 14.33

30.67 29.27 30.79
13.60 23.39 10.55

29.70 29.33 28.48
21.22 23.17 27.13

30.55 29.69
18.04 13.36

29.72 29.07 29.97
20.28 16.5 16.25

29.03 29.21 28.48
20.11 16.81 18.62

Note. The potential range of composite informational scores was from I - 36 points.
Scores in the actual sample ranged from 17 -36 points. "Level of age of woman in
vignette. blevel of education of woman in vignette. "Level of questions asked by
woman in vignette. dVignette number. "Mean composite informational score.
Variance of composite informational score. sMeans and variances rounded to two
decimal places.
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Figure 1. Non-significant education by training tendency for sharing of

information compósite measure. Higher values on the y-ax¡s indicate higher

levels of information.
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Research question 2. Research question 2 assessed for the presence of

any main effects in the overall design for the sharing of information composite

score. Significant main effects were found for all three of the within subject or

vignette variables. A main effect was found for age, F(1,60) = 1g.g7,p < .0001, with

significantly more information being provided under the 30 year old condition (x =

30.25) compared to the 72 year old condition (: = 2g.37). A main effect was found

for education, F(1, 60) = 24.84, p < .0001, with significantly more information being

provided under the MA condition (x = 30.35) compared to the <8 condition (x -
29.28). This relationship can be visualized by collapsing over the training factor in

Figure 1. A main effect was also found for questions asked by the patient in the

vignette, F(1, 60) = 26.31, p < .0001, with significantly more information being

provided under the asks many questions condition (x = 30.32) compared to the asks

no questions condition (x = 29.31).

Research question 3. Research question 3 was a planned comparison

between vignette 1 (30, MA, asks many questions) and vignette g (72, <g, asks no

questions) for the sharing of information composite measure. This contrast was

significant, F(1, 406¡ = 88.75, p < .0001, with vignette 1 receiving significanfly more

information (x = 31.50) than vignette 8 (x = 28.48).

This same relationship held when the contrast was evaluated within each of

the novice and senior conditions, although the differences between the means were

smaller in the senior condition. The contrast was significant under the novice

condition F(1, 406) = 78.95, p < .0001, with vignette 1 receiving significantly more
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information (x = 32.33) than vignette 8 (x = 28.48). The contrast was also

significant under the senior condition, F(1, 406) = 20.54, p < .0001 with vignette 1

again receiving significantly more informatiofl (x = 30.55) than vignette B (x =

28.48).

Research Questions 4-6: Sharing of Information - Rank of Importance of

Items

Research questions 4-6 were assessed through application of the

aforementioned repeated measures analysis with the rank of importance of items

in the sharing of information measure as the dependent measure.

As described in the Development of Design, Measures and Procedures

section under Dependent Measures, the data were scaled in the following manner.

The three of nine items of information medical students selected 
", 

ror, ,rportant

to give the patient were tallied over all nine questions, eight vignettes and 66

subjects to obtain overallfrequency tallies. The question selected most frequently

overall then received a rank of 1 , the next most frequently a 2 and so on until all 9

items had been ranked. Results of this procedure may be seen in Table 5. As can

be seen in Table 5, the three most impodant items selected to give the patients

when considering the data overall were item 7 -Treatment Information (ranked 1),

item 2 - Probability of Cure (ranked 2), and item 1 - Diagnostic Stage (ranked 3).

As also described in the Dependent Measures section, the ranks of each of

the 9 questionnaire items in Table 5 were substituted as quantitative data for each

particular item selected by the medical students on the original questionnaires. For
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example if a subject selected items 7, 2 and 1 as most important, each of those

items would be assigned the rank of 1, 2 and 3 respectively according to their

frequency in Table 5. The mean of these three ranks would then be taken (2 in this

case) and this mean of the three ranks would be used as the data for analyses.

Table 5

Frequency of Selection and Ranked Frequency of 9 Questions Selected by
Medical Students from the Sharing of Information Measure

Question Label Frequency of
Selection

Ranked
Frequency

7

2

1

I
4

5

6

3

8

Treatment Information

Probability of Cure

Diagnostic Stage

Side Effects

lmpact on Others

Self-Care

Attractiveness

Social Activities

Familial Risk

455

291

264

161

125

109

70

63

30

I

2

3

4

5

6

7

8

I

Note. The total number of possible cases to review was 4752 (9 questions x 8
vignettes x 66 subjects). There were missing data for 7 cases therefore frequencies
were based on review of 4745 cases.
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There were missing data from three novice and four senior students. Data

were able to be estimated for one novice and three senior students providing

available data from 34 novice and 29 senior students. Inspection of these data

revealed no univariate outliers. Four multivariate outliers were removed, leaving

data from 31 novice and 28 senior students.

Mean ranks and variances of these ranks for the foregoing data may be seen

in Table 6.
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Table 6

Mean Ranks and Variances of 3 ltems Selected as Most lmportant by Medical
Students From The Sharing Of Information Measure by Levels of Between and
Within Factors

7230'

MAO <8 MA <8

Many" None Many None Many None Many None

v1d V3 v2 V5 v7 V6v4 V8

Group

Novice
n=31

X-

s-, f

Senior
n=28

x

s2

3.12s
1.26

2.88
0.74

3.40
1.51

2.99
0.74

3.14
1.18

2.92
0.65

3.24
1.17

3.12
0.74

3.26
1.40

3.01
0.71

3.17
1.23

2.86
0.56

3.15 3.39
1.12 1.38

3.00 3.05
0.63 0.66

Note. Potential range of mean rank of 3 items selected is 2 - 8, actual range was
2 - 6.33; lower mean ranks denote selection of more important information. ulevel

of age of woman in vignette. olevel of education of woman in vignette. "Level of
questions asked by woman in vignette. dVignette number. uMean rank of 3 items
selected. Variance of mean rank of 3 items selected. sMeans and variances
rounded to two decimal places.
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Research question 4, Research question 4 assessed for presence of any

interactions in the overall design for the mean rank of importance of information

derived from the sharing of information measure.

A significant education x question asked interaction was found, F(1, 57) =

4.17, p = .0458*, and is displayed in Figure 2. As illustrated in Figure 2, women in

vignettes with <8 years of education who asked many questions received

significantly higher ranked information (lower values in Figure 2) compared to the

<B asked no questions condition, with no differences at the MA educational level.

A non-significant age by education by question asked tendency was also

found, F(1,57) = 3.0'1, p = .088, and is presented in Figure 3. Examination of

Figure 3 suggests the interaction observed in Figure 2 is likely influenced by data

from the Age72 condition (right frame of Figure 3). As seen in the right frame of

Figure 3, therewas a tendency in the vignettes for72 yearold women, with <8

years education who asked no questions to receive the highest ranked information

(lower values denote higher ranks of importance) compared to the MA level of

education, while the reverse tendency was observed in vignettes where many

questions were asked.

Research question 5. Research question 5 assessed for the presence of

any main effects in the overall design for the mean rank of importance of information

derived from the sharing of information measure.

A significant main effect was observed for questions asked, F(1, 57) = 4.59,

p = .0365*, with significantly more highly ranked information being delivered when



100

Questions Asked

--O- Many

--Þ- None

Education

Figure 2. Significant education by question asked interaction for mean rank
of importance of information from sharing of information measure. Higher
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Figure 3. Non-significant age by education by question asked tendency for
mean rank of impoÉance of information from sharing of information measure.
Higher values on the y-axis indicate more lowly ranked or less important
information. The left frame represents age 30 in the vignette while the right frame
represents age 72.
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many questions were asked (x = 3.06) compared to no questions asked (x = 3.15).

Research question 6. Research question 6 was a planned comparison

between vignette 1 (30, MA, asks many questions) and vignette g (72, <g, asks no

questions) for the mean rank of importance of information derived from the sharing

of information measure. This contrast was significant F(1 , 3g5) = 5.s6, B = .018g*,

with vignette 1 receiving significantly more highly ranked information (x = 3.0.1) than

vignetteS(x=3.23).

This same relationship held when the contrast was evaluated within the

novice but not under the senior conditions: novice condition F(1, 3gs) = 4.61, p. -
.0324", with vignette 1 receiving significantly more highly ranked information (x =

3.12) than vignette I (x = 3.3g)i senior condition, F(1, 3g5) = 1.44, p= .2312 with

the tendency for vignette 1 to receive more highly ranked information (x = 2.gg) than

vignetteS(x=3.05).

Research Questions 7-g: Role preference sca/e Measure

Research questions 7-9 were assessed through application of the

aforementioned repeated measures analysis with data from the sharing of treatment

decision making measure (role preference scale) as the dependent measure.

As described earlier in the measures section, the rank ordering of the five

roles according to the individual medical student's preferences allowed use of an

1 1 point scale previously derived by unfolding analysis (Degner, & Sloan, 1g92) to

scale the preference orders. The '11 points on the scale represent orderings of the

five roles in treatment decision making from the role preference scale seen in



103

Appendix G, and are illustrated in Table 7.

Table 7

Item Orders, Preference Orders and Corresponding Scale Numbers for the
Role Preference Scale in Appendix G

Item Order Preference Order Scale Numbef

54321

45321

43521

43251

34251

32451

32415

32145

23145

21345

12345

ABCDE

BACDE

BCADE

BCDAE

CBDAE

CDBAE

CDBEA

CDEBA

DCEBA

DECBA

EDCBA

1

2

3

4

5

6

7

I
I
10

11

ulower scale numbers denote greater patient control in treatment decisions while
higher numbers denote greater physician control in treatment decisions.

The 'l'1 points on the scale were previously depicted as the histogram bars to the

right of zero in Appendix AA, Figure AA1.

Preference orderings from the sharing of treatment decision making measure

were initially scaled by the 11 point scale method for quantitative analyses. As the

11 points represent only 11 of 120 possible orderings from 5! arrangements of the
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5 items, many preference orderings fell off the scale (illustrated by observations to

the left of zero in Figure AA1), were not quantifiable, and were lost as data for

analyses. As such, data were re-scaled using only the first two choices from each

ordering of five roles in a preference order - producing a six point scale (Hack,

Degner, & Dyck, 1994). Missing data from one senior student were estimated and

replaced' Additional data from two novice and one senior student were unable to

be scaled by this method. No univariate outliers were detected, and one

multivariate outlier was eliminated leaving data from 34 novice and 2g senior

students.

Given that this scaling method made these data increasingly categorical, it

became necessary to rank-transform12 the data (conover, & lman, 1g76;1gg1) prior

to using it in the foregoing repeated measures analysis so that it would conform to

a Kruskal-Wallace (Hays, 1981; Minium, & Clarke, 1982) non-parametricl3 analysis

of variance procedure (C L. Huynh, personal communication, October 2g, 1gg4: J.

A. sloan, personal communication, January 1g; Februa ry 2, 1gg5 ).

The aforementioned preference orders based on the first two roles selected,

12The appropriate rank{ransformation (Conover, & lman, 1g76; 1981) required collapsing data overall vignettes and over training, ranking the entire data set, restoring the structure of the data set to its
uncollapsed state, and utilizing the newly ranked data as the data for Jnalyses.

13when a non-parametric analysis may be indicated, convention is to compare the analysis to theparametric method to determine if there are any differences(Cohen, 1g65; Conover, & lman, 197ô: 19g1). lf
no differences are found, the parametric analysis is preferred as it is more powerful (Cohen, 1965). In fact, in
this study the analyses were conducted with the data scaled 1-6, with the rank of the data scaled 1-6, and with
the data scaled from the 120 possible combinations from 5l arrangement of the five roles without use of the
scale derived from unfoldjng theory. The analyses were similar in most cases, however, marginally significant
interactions became significant with the ranking of the '1-6 point scale. As such, the ranked data anarvses were
retained and are presented hereafter.



105

the associated six point scale, and the rank transformed scale numbers of the each

of the six points are presented together in Table B.

Table I

Two Letter Preference Orders, Corresponding Scale Numbers and Rank
Transformed Scale Numbers for the Role Preference Scale in Appendix G

Two Letter Preference Order Scale Number
Rank Transformed Scale

Number'

AB/BA

AC/BC

CA/CB

CD/CE

DC/DE

DE/ED

1

2

3

4

5

6

73.5

209.5

320.5

412.5

469.5

493.5

"Lower ranked scale numbers denote greater patient control in treatment decisions
while higher numbers denote greater physician control in treatment decisions.

The rank transformed scale numbers illustrated in Table I became the new

data for the repeated measures analysis. The potential and actual ranges of the

rank transformed scale numbers was 73.5 - 493.5. Means and variances of the

rank transforms of the sharing of treatment decision making measure scaled from

1 - 6 forthe 16 cells of the design are presented in Table g.
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Table 9

Means and Variances of Rank Transforms of Sharing of Treatment Decision
Making Measure Scaled from 1 - 6 by Levels of Between and Within Factors

7230"

MAO <8 MA <8

Many" None Many None Many None Many None

v1d V3 v4v2 V5 v7 V6 V8

Group

Novice
n=34

X-

Jr
Senior
n=28

i
s2

2zg.sas 308.77
llslzh 1log2

172.21 242.46
11876 18'118

283.00
20951

187.04
1 6384

336.06
20157

¿4¿.Oó
17576

227.62
15875

176.50
13182

293.97
17409

202.75
16924

300.62 339.32
20699 19668

192.21 238.71
14065 17376

Note. The potential and actual ranges of the rank transformed scale numbers were
73.5 - 493.5. "Level of age of woman in vignette. þLevel of education of woman in
vignetie. "Level of questions asked by woman in vignette. dVignette number.
"Mean rank of sharing of treatment decision measure scaled from 1-6. Variance of
mean ranks of sharing of treatment decision making measure scaled 1-6. sMeans

rounded to two decimal places. nVariances rounded to the nearest whole number.

Research question 7. Research question 7 assessed for presence of any

interactions in the overall design for the sharing of treatment decision making

measure. As previously described, data were derived from means of rank

transforms of data scaled 1-6 by the first two preference orders utilized by students.
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A significant education by training interaction was found, F(1, 60) = 3.83, p

= .0549*, and is displayed in Figure 4. Examination of Figure 4 indicates that

senior students encouraged a significantly more active patient role in making

treatment decisions in the <8 years of education condition compared to novice

students, while no differences existed under the MA condition.

A significant age by question asked interaction was found, F(1, 60) = 5.20,

p= .0257*, and is shown in Figure 5. As seen in Figure 5, 30 year olds who asked

many questions received a significantly more active role in making treatment

decisions than those who asked no questions, while no differences were apparent

under the 72 year old condition.

A non-significant age by education tendency was also found F('1, 60) = 3.60,

p = .0626, and is presented in Figure 6. As can be seen in Figure 6,72 year olds

with a MA level of education tended to receive a more active role in making

treatment decisions than 72 year olds with <8 years of education, while no

differences were apparent under the 30 year condition.
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Figure 4. Significant education by training interaction for sharing of treatment
decision making measure. Data are mean ranks of the measure scaled from 1-6.
Lower values on the y-axis correspond to more active patient involvement in making
treatment decisions.

l
340 -l

rl
.q 300 -ì

9'l
i zeo -l

pzzo l
ci('t
I rso rl

14O -i



109

Questions Asked

--f- t',tany

-|- None

Age

Figure 5. Significant age by question asked interaction for sharing of
treatment decision mak¡ng measure. Data are mean ranks of the measure
scaled from 1-6. Lower values on the y-axis correspond to more active patient
involvement in making treatment decisions.
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Figure 6. Non-significant age by education tendency for sharing of treatment
decision making measure. Data are mean ranks of the measure scaled from 1-6.

Lower values on the y-axis correspond to more active patient involvement in making
treatment decisions.
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Research question L Research question I assesed for the presence of

any main effects in the overall design for the sharing of treatment measure with data

derived from means of rank transforms of data scaled '1-6 by the first two preference

orders utilized by students.

A significant main effect was observed for training, F(1 , 60) = 8.38, p = .0053,

with senior students reporting they would engage the patient in a signiflcantly more

active role in making treatment decisions (x = 206.95) compared to novice students

(x = 289.74). This effect can be observed visually by collapsing over the education

factor in Figure 4. A significant main effect was observed for education, F(1, 60)

= 15.00, p = .0003, with MA level of education receiving a significantly more active

treatment role (x = 231.73) compared to the <B condition (x = 264.96). This effect

may be observed visually by collapsing over the age factor in Figure 6. A significant

main effect was also observed for questions asked, F(1, 60) = 27.55, p < .000.1, with

the asking many questions condition receiving a significantly more active role (x -

222.10) than the asking no questions condition (x = 275.59). This effect may be

seen by collapsing over the age factor in Figure 5.

Research question 9. Research question g was a planned comparison

between vignette 1 (30, MA, asks many questions) and vignette B (72, <8, asks no

questions) for the sharing of treatment decision making measure. This contrast was

significant, F(1, 406) = 46.89, p < .0001, with vignette 1 being allowed to assume

a significantly more active role in making treatment decisions (x = 203.56) than

vignetteS(x=293.89).
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This relationship again held when the contrast was evaluated within each of

the novice and senior conditions: novice condition F(1, 406) = 42.22, p < .000'1,

with vignette 1 being allowed to assume a significantly more active role (x = 228.56)

than vignette 8 (x = 339.32); senior condition, F(1,406) = 11.04, P = .001 with

vignette 1 again being encouraged in a significantly more active role (r = 173.21)

than vignette I (x = 238.71). Although the size of the F statistic was smaller under

the senior condition, closer examination of the means presented above indicates

that senior students were more actively encouraging the patients to take an active

role in making treatment decisions than the novice students.

Research Question 10

Research question 10 evaluated whether the three dependent measures

used in the present study could be individually usedla to predict level of medical

student training - either novice or senior.

Two procedures, discriminant function analysis and logistic regression, were

available to test hypothesis 10. Discriminant function analysis requires data to be

multivariate normal, while logistic regression is robust to non-normality (Kleinbaum,

1994; Press, & Wilson, 1978). Examination of distributions of each of the three

dependent measures indicated they were not multivariate normal, as such, logistic

regression was chosen for the analyses. Logistic regressions were executed

l4Despite the presence of several significant interactions in the previous analyses, each of the

dependent measures were evaluated for the ability to predict training. This was because this was the analysis

decided upon a priori, and the author was interested in determining only whether individual dependent

measures rather than combinations of measures had predictive power.



113

through PROC LOGISTIC in SAS (SAS Institute Inc., 1989b). Data from each of the

vignettes for a parlicular dependent measure were the predictors for group

membership which served as the dependent measure. Each logistic regression

analysis was conducted using a full, backward, fonruard and stepwise model. ln all

cases results of the backward, fon¡rard and stepwise model were identical so only

the full and stepwise models are presented.

Sharing of information measure. Data from 33 novice and 29 senior

students were available for the analyses. Responses from the vignettes for the

sharing of information measure failed to predict training when all eight vignettes

were included in the full model, as well as when the stepwise model was used.

Rank of importance of items selected from sharing of information

measure. Data from 3'l novice and 28 senior students were available for the

analyses. Responses from the vignettes for the rank of importance of items

selected from the sharing of information measure also failed to predict training when

all eight vignettes were included in the full model, as well as when the stepwise

model was used.

Sharing of treatment decision making measure - ranked data of role

preferences sca/ed l-6, Data from 34 novice and 28 senior students were

available for the analyses. Unlike the two aforementioned dependent measures,

level of training was predicted by the sharing of treatment decision making measure

by both the full and stepwise models.

Table 10 shows the results of the full model - using data from all 8 vignettes
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Table 10

Full Model Discrimination Between Novice and Senior Students Via Logistic
Regression Using Ranked Scores of Sharing of Treatment Decision Making
Measure Scaled 1-6.

Predictor Parameter
Variable Estimate"

Standard Wald
Error Chi-Square

Odds
Ratioo

lntercept

RS 1"

RS3

RS2

RS4

RS5

RS7

RS6

RS8

-1.43030

0.02080

-0.01090

0.00532

-0.00180

-0.02420

0.00179

0.00770

0.00803

0.71340

0.01430

0.00617

0.00461

0.00798

0.01670

0.00471

0.00498

0.00821

4.0195

2.1169

3.1043

1.3319

0.0506

2.0889

0.1442

2.3875

0.9567

0450.

.1457

.0781

.2485

.8220

.1484

.7041

.1223

.3280

0.239

1.021

0.989

1.005

0.998

0.976

1.002

1.008

1.008

Note. N = 62. Maximum likelihood estimate of Full Model (lntercept + I predictors)
is distributed as chi-square (9) = 68.891, p = 2.51.11. The Full Model correctly
classified 74.9% of novice and seniors, incorrectly classified2l.6% of students, with
3.5% of cases tied. "Maximum likelihood estimates of standardized regression
coefficient or p weight. þlncreased odds of predicting someone as novice with a 1

unit increase in predictor. "RS1 = mean rank of sharing of treatment decision
making measure scaled 1-6 for vignette 1 ; RS2 = mean rank of sharing of treatment
decision making measure scaled 1-6 for vignette 2, etc. *Denotes possibility of
experiment-wise error.

to predict level of training. As can be seen in Table 10, only the intercept

significantly predicted level of training. These results stand in contrast to those

obtained with the stepwise model seen in Table 11. As seen in Table 11, predictor
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Table 11

Stepwise Model Discrimination Between Novice and Senior Students Via
Logistic Regression Using Ranked Scores of Sharing of Treatment Decision
Making Measure Scaled 1-6.

Predictor
Variable

Parameter
Estimate"

Standard
Error

Wald
Chi-Square

pdf Odds
Ratiob

Intercept

RS6'

-1.26400

0.00594

0.56760

0.00208

4.9596

8.1 966

.0259.

.0042

0.283

1.006

1

1

Note. N = 62. Maximum likelihood estimate of Stepwise Model (lntercept + RS6)
is distributed as chi-square (2) = 74.9+1 , p = 3.23-17 . The Stepwise Model correctly
classified 62.9% of novice and seniors, incorrectly classifie d 20.1% of students, with
17o/o of cases tied. "Maximum likelihood estimates of standardized regression
coefficient or p weight. blncreased odds of predicting someone as novice with a 1

unit increase in predictor. "RS6 = mean rank of sharing of treatment decision
making measure scaled 1-6 for vignette 6 -72 years of age, <B education, and asks
many questions. *Denotes possibility of experiment-wise error.

RS6 and the intercept are both significant predictors in discriminating novice from

senior students. The odds ratio displayed for RS6 in Table 11 suggests the

probability of classifying a student as novice by using data from vignette 6 (RS6) is

1.006, i.e., slightly greater than 1. The variable RS6 corresponds to the vignette 6

condition of a womanT2years of age, with less than a grade Vlll education who

asks many questions. Examination of the mean values of vignette 6 (RS6) in Table

9 suggests the success of the discrimination via stepwise logistic regression is due

to seniors encouraging a more active patient role in making treatment decisions (x

= 192.21) compared to novice students (x = 300.62)

Significance of the full and stepwise or reduced models, and their success
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in classifìcation are compared in Table 12. As shown in Table 12, although both the

full and stepwise or reduced models are significant, there is no increased

significance by inclusion of the other 7 predictors (vignettes) present in the full

model. The full model is however more successful in correctly classifying students

as novice or senior compared to the reduced model'
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Table l2

Change in Chi-square Statistic, Probability and Glassification from Reduced
(Stepwise) to Fuil Model

Classification

Model Maximum
(lntercept Likelihood

+ Ratio" df p %correct %rncorrect %TiedPredictors) (-2 Log L)

Reduced/
Stepwise 75.941 Z 3.23-17 62.9 20.1 1T

(lntercept +
R56')

Full
(lntercept + 68.891 9 2.51-11 74.g 21.6 3.5
RS 1-RS8)

Change 7.05 7 .4237

Note' N = 62' 'Maximum likelihood ratio is distributed as a chi-square variable.oRS6 = mean rank of sharing of treatment decision making r""rrr" scaled 1-6 for
vignette 6, etc.
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A Priori Qualitative Analyses

Research questions 11 and 12 assessed whether there were differences

between novice (first) and senior (fourth) year medical students in experiences that

most influenced their decisions in the amount and type of information they revealed

to the patient vignettes (Research Question 11), and in the role in treatment

decisions they adopted (Research Question 12). These research questions were

evaluated by reviewing answers to questions 1(a) and 1(b) in the post-experimental

questionnaire. The data were analyzed qualitatively (Murray, 1gg4) by the author

according to the methods of Stern (1991), and Becker, Gordon and LeBailly (1gg4),

several months after completion of the quantitative analyses.ls Briefly, the

procedure was as follows: One question was selected for analysis, all responses

made by novice and senior students for a particular question were reviewed,

notations of themes of the responses (some subjects revealed multiple themes

within one question) were made ín the margins of each questionnaire, each theme

identified was subsequently written on 3 X 5 inch index cards, the themes of

lsThe author is aware of the potential criticism that experimenter b¡as may have been introduced intothe qualtitative analyses given that he himself analyzed the daia after completion of the quantitative analyses.There are at least two schools of thought about bias when it comes to qualitative analyses. stern (1991), andBecker' Gordon and LeBailly (1984) represent the first perspective - tnåt bias is not inheren¡y bad, in fact it isdesirable because the researcher who is most knowledgeable about the data and area is most qualifìed toconduct the analyses, and can modify and change them as new information is learned, or new perspectivesare developed' In the present research, the fact that the author rather than another individual conducted theanalyses was an advantage given his access to additional information obtained during debriefìng interviewswhich added to the richness and understanding of the data rather than detracting from the results. Thealternative position is that the author's knowledge of the quantitative analyses and-th" literature may haveinfluenced the outcome of the qualitative analyses. This is a valid concern. Although possible, the author viewsthe introduction of bias as remote given the time span between conducting of the quantitative and qualitativeanalyses was several months in duration. As well, ihe procedure as carried out, looked at all of the novice andsenior data and categor2ed it into themes together, and the differences between novice and senior data weredetermined thereafter' As such, the llkelihooã of exaggerating differences between the novice and senior datawas reduced.
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responses from novice and senior students were subsequently separately sorled

into categories of themes to develop pure categories of themes, attempts were

made to integrate particular responses initially not fitting into a category and if they

could not be integrated were left in their own individual category. The procedure

was iterative in nature, continuing to sort and rearrange responses until the purest

possible theme categories were developed. What follows are the categories of

themes identified by this procedure.

Research Question'11

Thematic categories identified for experiences judged to be influential in the

amount and type of information delivered to patients in the vignettes are displayed

in Table 13' Categories, subcategories, their frequency and percentage are also

broken down by novice and senior students.

As can be seen in reviewing the categories in Table 13, there are qualitative

differences in the kinds of experiences revealed by novice and senior students in

influencing the amount and type of information they provided to the patients in the

vignettes' ln sorting and coding the actual responses, novice students appeared

to provide information based more on personal beliefs and values, responded more

to attributes of patients in the vignettes, and on experiences with people prior to

entering medical school. In contrast, senior students appeared more heavily

influenced by what they learned formally or informally through medical school,

responded less to specific attributes of patients in the vignettes, and were more

focused on the process of interaction with a patient as a guide to the amount and
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type of information provided.
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Table 13

Frequencies and Percentages of Categories Describing Factors Most
Influential in the Amount and Type of Information Disclosed to patients in
Vignettes by Level of Training of Medical Students

Thematic Category Novice
r (%)o

Senior
f (%)

1.

2.

3.

4.

Previous negative interactions with physicians
and/or the traditional physician role

Interactions with other people

Experience with others with chronic/serious illness

Family relative or acquaintance with cancer

(a) family relative
(b) acquaintance

Related professional experience

Non-Medical School education

Contin u um of ed ucational experiences th roug hout
Medical School

(a) formal teachingilecture
(b) observation of clinical instructors with patients
(c) observational learning experiences on
clerkship
(d) oncology rotation or interaction with patients
with varying severity of cancer

Specific experience of interacting with patients
having similar attributes to patients in vignettes

Responding to attributes of patients in the vignette

(a) age (with variability of more or less information
with age)
(b) education (either no specification or greater
information with greater education)
(c) questions asked (also described as patient
receptiveness or patient reaction)

4 (6 8) 1 (2.0)

1 (1.7) 2 (4 0)

2 (34) 0 (00)

4 (68) 1 (20)
1 (1.7) 0 (0 0)

1 (1.7) 0 (0 0)

2 (34) 0 (00)

5.

6.

7.

8.

9.

2 (34)
0 (00)

o (00)

0 (00)

2 (34)

1 (2.0)
1 (2.0)

5 (10 0)

6 (12 0)

3 (60)

5 (85) 0 (00)

3 (5 1) 1 (2.0)

7 (11.e) 2 (4 0)



(d) patients perceived ability to understand
(e) responding to several attributes of the patient
(f) responding to interactions of several attributes
of the patient
(g) patient attributes are less important
(h) type of cancer

10. Personal desire for information and/or how thev'd
respond

11. Continuum of information provision

(h) patients are entitled to similar information
individually tailored to them
(i) all patients require certain information
[) limited information given due to shock of
disclosure of diagnosis to patient and reduced
ability to process/retain the information

12. Responses fitting no appropriate category

(a) patients have the right to maximum information 3 (5 1) S (10.0)
(b) patient should have maximum information over
several visits 0 (0 0) j (2.0)
(c) patients are entitled to maximum information
delivered on an individual basis to each patient 0
(d) patients fare better with maximum information 3
(e) personal experience of decreased patient
anxiety with increased information provision 0
(f) patients have the right to similar information 3
(g) patients are entitled to similar information
individually tailored to ageieducation 2

122

1 (1.7) 0 (0 0)
3 (5 1) 3 (60)

4 (68) 0 (00)
0 (0 0) 1 (2.0)
0 (0 0) 1 (2.0)

3 (5 1) 1 (2.0)

(0 0) 1 (2.0)
(5 1) 0 (00)

(00) 2 (40)
(50) 2 (40)

(30) 0 (00)

(00) 3 (60)
(5 1) 2 (40)

0
3

0 (00) 3 (60)

0 (00) 2 (40)

Note. Total number of responses for novice students was 59; total responses for
senior students was 50. "f = frequency of items within a category . bo/o 

= percentage
of overall frequency of responses for a parlicular category rounded to the nearest
decimal place.
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Research Question'12

Thematic categories identified for experiences judged to be influential in the

role in treatment decisions adopted with patients in the vignettes are displayed in

Table 14. Categories, subcategories, their frequency and percentage are also

broken down by novice and senior students.

As can be seen in reviewing the categories in Table 14, there are again

qualitative differences in the kinds of experiences revealed by novice and senior

students that influenced the role in treatment decisions they adopted with patients

in the vignettes. Similar to the experiences influencing information provision, novice

students appeared to adopt treatment roles based more on personal beliefs and

values, responded more to attributes of patients in the vignettes, and on

experiences with people prior to entering medical school. ln contrast, senior

students appeared more heavily influenced by what they learned formally or

informally through medical school, responded less to specific attributes of patients

in the vignettes, were more focused more on a collaborative process of interaction

with a patient to determine treatment decisions.
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Table l4

Frequencies and Percentages of Categories Describing Factors Most
lnfluential in the Sharing of Treatment Decisions Arrived at With Patients in
Vignettes by Level of Training of Medical Students

Thematic Category Novice
f (%)o

Senior
f (%)

1. Previous negative interactions with physicians
and/or the traditional physician role

Experience in process of lnteraction with other
people

Experience with others with chronic/serious illness

Family relative or acquaintance with cancer

(a) family relative
(b) acquaintance

Related professional experience

Non-Medical School education

Continuum of educational experiences throughout
Medical School

(a) formal teaching/lecture
(b) observation of clinical instructors with patients
(c) observational learning experiences on
clerkship
(d) exposure to different specialties, clinics, health
care settÍngs
(e) oncology rotation or interaction with patients
with varying severity of cancer

Either experience with patients with attributes
similar to those in vignettes or responding to
attributes in vignettes

(a) age
no specification of treatment role
directional treatment role specified

2.

3.

4.

5.

6.

7.

0 (0.0) 1 (2 2)

0 (0.0) 2 (4.4)

1 (1.e) 0 (0 0)

1 (1.e) 1 (2.2)
0 (0 0) 2 (4.4)

4 (7.6) 0 (0 0)

4 (7.6) 0 (0 0)

1 (1.e)
0(00)

0 (0.0)

0 (0.0)

0 (0.0)

2 (44)
1 (2.2)

3 (67)

4 (8e)

2 (2.2)

8.

3 (5.7)
2 (3,8)

(0 0)
(6 7)

0

3
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(b) education
no specification of treatment role 1 (1.9) 0 (0 0)

directional treatment role specified 2 (3.8) 0 (0 0)
(c) questions asked

what patient would want to know 2 (3.8) 0 (0 0)
patient desire for involvement in treatment 3 (5.7) 1 (2.2)
meaning of patient asking no questions

afraid of bad news 0 (0.0) 1 (2.2)
patient in shock 1 (1.9) 0 (0 0)

(d) several patient attributes
no defined influence 4 (7.6) 3 (6 7)
some influence 1 (1.9) 0 (0 0)
directional influence 3 (5.7) 0 (0 0)

(e) decisions based on perceived patient
understanding/patient competency 3 (5.7) 2 (4.4)

9. Personal value of wanting to be involved in

treatment decisions 3 (5.7) 0 (0 0)

10. Continuum of roles in treatment decision making

(a) personal belief patients should be involved in 3 (5.7) 0 (0 0)
treatment decisions
(b) benefits of informing involving patients in 4 (7.6) 0 (0 0)
treatment decisions
(c) patient ultimately decides on their treatment 0 (0.0) 4 (8 9)
(d) patient decides after information and/or 1 (1.9) 7 (15.6)
guidance of their doctor
(e) a collaborative model is best 0 (0.0) 1 (2.2)
(f) the doctor is ultimately most qualified to make 1 (1.9) 0 (0.0)
the decision
(g) treatment decisions are based on the type of 1 (1.9) 1 (2.2)
disease and associated treatments

12. Responses fitting no appropriate category 4 (7.6) 4 (8.9)

Note. Total number of responses for novice students was 53; total responses for
senior students was 45. "f = frequency of items within a category. bo/o = percentage
of overall frequency of responses for a particular category rounded to the nearest
decimal place.
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A' Posteriori Quantitative Analyses - Further Exploration of Research

Quesfions

The possibility that results obtained in the present study might be subject to

influence of gender of the parlicipant was previously raised (P. Mirur'raldt, July 15,

1992), especially given that gender of the patient in the vignette was female.

Although this possibility was raised, there were no plans a priori to include gender

of the participant as a factor in the design or in the analyses. Visual inspection of

raw data and descriptive statistics to assess various statistical assumptions

revealed possible trends in responding related to gender of subject. As such, a

more thorough examinaiion of the data by gender was undertaken. lt was hoped

this would lead to a further understanding of the possible trends identified by visual

inspection of the data.

Research Quesfions I and 2: Sharing of lnformation - Amount of Information

Research questions 1 and 2 (assessments for interaction and main effects)

were re-evaluated by inclusion of gender as an additional between subjects or

grouping factor in the previous repeated measures designs. Means of the sharing

of information measure by training, gender and levels of the within subject variables

after removal of the two multivariate outliers are presented in Table 15
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Table 15

Means and Variances of Untransformed Composite Scores From the Sharing
of Information Measure by Training, Gender, and Levels of the Within Factors
After Removal of Two Multivariate Outliers

30" 72

<8<8MAO

Many" None Many None Many None Many

v10 v4 V8

Group

Novice
Female
n=20

X

,lt
Male

n = 13
x
S,

Senior
Female
n= 14

32.55s 31.15
9.52 15.82

32.00 30.08
7.67 12.41

31.30 29.90
12.22 21.99

29.69 28.31
15.23 25.90

30.95 30.15 30.00 29.05
9.94 19.92 21.58 25.73

30.54 29.00 28.31 27.62
12.27 24.17 25.73 30.26

29.8
15.89

X

S

Male
n = 15

x
S,

30.50 29.36 29.21
18.27 15.94 22.03

28.57 30.00 28.36
13.49 16.77 25.48

28.57 27.57
18.26 23.65

30.60 30.00 30.20 29.53 29.93 29.67
19.11 11.71 19.60 19.98 16.92 15.67

29.33
13.67

Note. The potential range of composite informational scores was from I - 36 points.
Scores in the actual sample ranged from 17 - 36 points. "Level of age of woman in
vignette. þLevel of education of woman in vignette. "Level of questions asked by
woman in vignette. oVignette number. "Mean composite informational score.
Variance of composite informational score. sMeans and variances rounded to two
decimal places.
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Research question l. With gender as an additional grouping factor in the

foregoing repeated measures design, the previously observed non-significant

education by training tendency again appeared, F(1, 58) = 3.72, p = .0587, and is

displayed in Figure 7. Comparison of Figure 7 and Figure 1 show the same

tendency with less of a difference between novice and senior students under the

<8 years of education condition.

A non-significant education by training by gender tendency became apparent

with addition of gender as a grouping variable, F(1, 58) = 3.15, p =.0812 and is

presented in Figure 8. Inspection of Figure I reveals that the three-way tendency

is due to a different tendency in the female and male conditions. Relative to the

female data, an interaction tendency was obserued in the male data16 where novice

males tended to provide less information under the <8 years education condition

compared to seniors, with little difference observed under the MA condition.

16ln fact, when the male and female data are analyzed separately, a significant interaction is present
in the male data, F(1 ,26) = 4.51, p= .0434, while the female data are non-significant, E(1,32) = .02, p =,8906.
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Figure 7. Non-significant education by training tendency for sharing of
information composite measure when gender is included as an additional
grouping variable. Higher values on the y-axis indicate higher levels of
information.
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Figure 8. Non-significant education by training by gender tendency for
sharing of information composite measure when gender is included as an
additional grouping variable. Higher values on the y-axis indicate higher levels
of information.
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Research question 2. When gender was added as a between subjects

variable to the previous analysis, significant main effects were again found for all

three of the within subject or vignette variables.

A main effect was found for age, F(1 ,58) = 18.03, p < .0001, with significantly

more information being provided under the 30 year old condition (x = 30.21)

compared to the 72 year old condition (x = 29.30). A main effect was found for

education, F(1, 58) = 27.04, p <.0001, with significantly more information being

provided under the MA condition (x = 30.30) compared to the <8 condition (x =

29.19). A main effect was also found for questions asked by the patient in the

vignette, F(1, 58) = 26.35, p < .0001, with significantly more information being

provided under the asks many questions condition (x = 30.26) compared to the asks

no questions conditior (x = 29.23).

Research Quesfions 4 and 5: Sharing of Information - Rank of Impoftance of

Items

Research questions 4 and 5 (tests for interaction and main effects) were re-

evaluated by inclusion of gender as an additional between subjects or grouping

factor in the previous repeated measures designs.

Mean ranks and variances of the three items selected as most imporlant by

medical students from the sharing of information measure after removal of the four

multivariate outliers are presented by training, gender, and levels of the within

subject variables in Table 16.
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Table 16

Mean Ranks and Variances of 3 ltems Selected as Most lmportant by Medical
Students From The Sharing Of Information Measure by Training, Gender and
Levels of the Within Factors After Removal of Four Multivariate Outliers

7230u

MAO <8<8 MA

Many" None Many Many None Many

v10 v4 V5 V8

Group

Novice
Female
n = 19

X

,lt
Male

n=12
t
S,

Senior
Female
n=14

x
S

Male
n= 14

x
S

3.39s
1.57

2.70
0.56

2.74
0.76

3.02
0.74

3.76
1.65

2.83
0.84

3.12
0.81

2.86
0.68

3.44
1.26

2.67
0.75

2.91
0.69

2.93
0.83

3.56
1.31

2.72
0.58

3.26
0.86

2.98
0.62

3.60
1.43

2.72
0.99

3.24
0.88

2.79
0.49

3.44
1.49

2.75
0.60

2.79
0.64

2.93
0.50

3.47 3.56
1.29 1.53

2.64 3.08
0.49 1.09

3.14 3.07
0.80 0.93

2.86 3.02
0.46 0.44

Note. Potential range of mean rank of 3 items selected is 2 - 8, actual range was
2 - 6.33; lower mean ranks denote selection of more important information. "Level
of age of woman in vignette. olevel of education of woman in vignette. "Level of
questions asked by woman in vignetie. dVignette number. "Mean rank of 3 items
selected. Variance of mean rank of 3 items selected. sMeans and variances
rounded to two decimal places.
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Research question 4. Research question 4 was re-evaluated for presence

of any interactions in the overall design for the mean rank of importance of

information derived from the sharing of information measure after addition of gender

as a grouping variable.

A significant education x question asked interaction was again found, F(1,

55) = 4.69, p = .0346*, and is displayed in Figure 9. Comparison of Figures 2 and

9 reveals viftually identical data and interpretation.

A non-signifìcant age by education by question asked tendency re-emerged,

F(1 , 55) = 2.89, p = .0956, and is presented in Figure 10. The results are again very

similar to those seen in Figure 3.

A significant age by question asked by gender interaction emerged with

addition of gender as a grouping variable, F(1, 55) = 12.11, Þ = .001, and is

depicted in Figure 11. The left frame of Figure 11 shows that female subjects

provided more highly ranked information under the 30 year old, asks many

questions condition relative to the 30 year old, asks no questions condition, with

little difference observed under the 72 year old condition. The exact opposite

pattern was observed in the male data in the right frame. No differences were

observed in the males under the 30 year age condition, while The72 year old, asks

many questions condition received the most highly ranked data. The relative height

of the lines in the left and right frames also illustrates a main effect for gender, with

males providing more highly ranked information than female students. Review of

Table 6 suggests males provided more medically related information while female
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Figure 9. Significant education by question asked interaction for mean rank
of importance of information from sharing of information measure when
gender is included as an additional grouping variable. Higher values on the y-
axis indicate more lowly ranked or less impoftant information.
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represents age 30 in the vignette while the right frame represents age 72.
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Figure 11. Significant age by question asked by gender interaction for mean
rank of importance of information from sharing of information measure when
gender is included as an additional grouping variable. Higher values on the y-
axis indicate more lowly ranked or less important information. The left frame
displays female student data while the right frame shows male student data.
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students provided more psychosocial information.

Research question 5. Research question 5 re-examined the presence of

any main effects in the overall design for the mean rank of importance of information

derived from the sharing of information measure with addition of gender as a

grouping variable.

A significant main effect was again observed for questions asked, F(1, 55)

= 4.64, p = .0356*, with significantly more highly ranked information being delivered

when many questions were asked (X = 3.02) compared to no questions asked (x =

3.11).

A significant main effect for gender emerged , F(1, 55) = 3.87, p= .0541*,

with significantly more highly ranked information being delivered by male students

(x= 2.84) than female students (x = 3.28). As previously described, this main effect

is illustrated by the differences in heights of the lines in the left and right frames of

Figure 11, and represents qualitatively more medical information provided by males

(lower numbers which are higher ranked) compared to females who presented

qualitatively more psychosocial information (higher numbers - lower ranked) (see

Table 5 to illustrate).

Research Questions 7 and 8: Role Preference Sca/e Measure

Research questions 7 and 8 (tests for interaction and main effects) were re-

evaluated by inclusion of gender as an additional between subjects or grouping

factor in the previous repeated measures designs.

Means and variances of rank transforms of the sharing of treatment decision
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making measure scaled from 1 - 6 after removal of one multivariate outlier are

presented by training, gender and levels of the within factors in Table 17.
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Table 17

Means and Variances of Rank Transforms of Sharing of Treatment Decision
Making Measure Scaled from 1 - 6 by Training, Gender and Levels of the
Within Factors After Removal of One Multivariate Outlier
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Note. The potential and actual ranges of the rank transformed scale numbers were
73.5 - 493.5. ulevel of age of woman in vignette. þLevel of education of woman in
vignette. "Level of questions asked by woman in vignette. "Vignette number.
"Mean rank of sharing of treatment decision measure scaled from 1-6. Variance of
mean ranks of sharing of treatment decision making measure scaled 1-6. sMeans

rounded to two decimal places. hVariances rounded to the nearest whole number.
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Research question 7. Research question 7 was re-evaluated for presence

of any interactions in the overall design for rank transforms of the sharing of

treatment decision making measure scaled from 1 - 6 after removal of one

multivariate outlier and addition of gender as a grouping variable.

A significant education by training interaction was again found when gender

was added as a grouping variable, F(1, 58) = 4.78, p = .0329*, and is displayed in

Figure 12. Comparison of Figure 12 and Figure 4 shows the two graphs to be

virtually identical.

A significant age by question asked interaction was again found with addition

of gender as a grouping variable, F(1, 58) = 6.20, p = .0157, and is shown in Figure

13. Figure 13 and Figure 5 are again virtually identical.

A significant age by question asked by gender interaction emerged with

gender included as a grouping variable, F(1, 58) - 5.11, p = .0275*, and is

presented in Figure 14. As shown in Figure 14, relative to the male students (right

frame), female students (left frame) encouraged significantly more active patient

involvement in making treatment decisions under the 30 year old asks many

questions condition compared to the 30 year old asked no questions condition,

while there were no differences under The72 year old condition. Comparison of

Figure 14 and 13 suggests the interaction in Figure 13 may be heavily influenced

by the interaction in the female data displayed in Figure '14 (left frame).

A significant age by question asked by training by gender interaction

emerged with gender included as a grouping variable, F(1 , 58) = 7 .48, p = .0083,
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and is displayed in Figure 15. Inspection of Figure'15 reveals the four-way

interaction is attributable to the two-way interaction observed under the senior

female condition. This interaction - significantly more active patient involvement in

making treatment decisions under the 30 year old asks many questions condition

compared to the 30 year old asked no questions condition, with no differences

under the72 year old condition - is a more accentuated version of the same pattern

observed in Figure 13 and the left frame of Figure 14. This suggests the

interactions observed in Figure 13 and 14have been most influenced by senior

female data.

Closer examination of Figure 15 also reveals that encouragement of the

most active patient role in making treatment decisions occurs under the senior

females, asks many questions condition (bottom left frame, lower line). Conversely,

the least active encouragement of patient involvement in treatment decisions occurs

under the novice males, asks no questions condition (upper right frame, upper line).

It should be noted that despite the foregoing trends, the majority of data

provided by respondents as illustrated in Figure 15 emphasizes a collaborative

patient physician role in making treatment decisions or more active patient role in

making treatment decisions. This can be verified by looking at the rank transformed

scale numbers and corresponding two letter preference orders shown in Table 8.
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The previously observed non-significant age by education tendency (see

Figure 6) became significant when gender was added as a grouping variable, F(1,

58)=4.09,p=.0478*, and ispresented in Figure 16. Ascan beseen in Figure 16,

72 year olds with a MA level of education received a significantly more active role

in making treatment decisions than 72 year olds with <8 years of education, while

no differences were apparent under the 30 year condition.

A non-significant age by education by training by gender tendency was also

observed when gender was added as a grouping variable, F('1, 58) = 3.50, Þ =

.0664, and is graphically depicted in Figure 17. As seen in Figure 17, there is a

tendency for senior females (lower left frame) to encourage more active patient

involvement in making treatment decisions under the age 72, MA education

condition compared to the age 72, <8 education condition, with no apparent

differences under the age 30 condition.

Research question L Research question I was re-examined for presence

of any main effects in the overall design for the sharing of treatment measure with

data derived from means of rank transforms of data scaled 1-6 with inclusion of

gender as an additional grouping variable.

A significant main eflect was again observed for training, E(1, 58) = 8.84, p

= .0043, with senior students engaging the patient in a significantly more active role

in making treatment decisions (x = 206.95) compared to novice students (x =

292.68). This effect can be observed visually by collapsing over the education

factor in Figure 12. A significant main effect reappeared for education, F(1, 58) =
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16.89, p < .0001, with MA level of education receiving a significantly more active

treatment role (x = 232.26) compared to the <8 condition (x = 267 .36). This effect

may be observed visually by collapsing over the age factor in Figure 16. A

significant main effect also reemerged forquestions asked, F(1, 58) = 30.26, p <

.0001, with the asking many questions condition receiving a significantly more active

role (x = 222.45) than the asking no questions conditiorì (x = 278.18). This effect

may be seen by collapsing over the age factor in Figure 13.

A Posteriori Qualitative Analyses from Post-Experimental Questionnaire

Additional qualitative information as to how students perceived and

responded to various aspects of the study were available from questions 2-4,9-12

and 13(b) and 13(c) in the post-experimental questionnaire in the questionnaire

packet in Appendix N.

The procedure previously described to qualitatively evaluate question 1 of the

post-experimental questionnaire was also used for the other questions described

above. Questions 13(b) and 13(c) were omitted from the analyses as they were an

additional validity check of questions 9 and 10 and the responses were virtually

identical. Answers to these questions were not included as formal hypotheses to

be tested in the present study. However, they provide additional depth of

understanding subjects' experiences in the study, and how they approached the

task, and will be described briefly below.

Question 2

Question 2 in the post-experimental questionnaire asked students to reflect
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on whether they personally knew anyone with breast cancer. Overall,

approximately equal numbers of novice and senior students did or did not know

anyone with cancer. Slightly higher numbers of novice students reported having

immediate family or other relatives with breast cancer compared to seniors while

seniors reported knowing more patients with breast cancer.

Question 3

Question 3 asked students how long they thought a newly diagnosed female

breast cancer patient had to live. Approximately equal numbers of novice and

senior students described a woman as having from 5 years to a normal lifespan

depending upon various conditions. Differences emerged between novice and

senior students on another theme that was reported. A majority of novice students

suggested longevity of 1 year to lifespan with appropriate treatment. In contrast a

majority of senior students suggested longevity conditional on characteristics of the

disease process: location of the tumour, staging, nodal involvement, metastatic

status, and oestrogen receptor status.

Question 4

Question 4 asked subjects what information from the 9 items on the

informational questionnaire in Appendix C that they might not disclose to the

patient. All items with the exception of item 7 regarding potentialtreatment options

were mentioned as potential information that might not be revealed. The main

observable difference between novice and senior students in information withheld

is as follows: novice students repoded they might withhold more information about
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stage (item 1), probability of cure (item 2) and familial risk of cancer (item 8); senior

students reported they might withhold more information about psychosocial

concerns (item 3), impact of disease on others/family (item 4) and information on

self-care (item 5). A theme of senior students engaging in more tailoring of

information to individual patients and provision of information over several sessions

with patients also emerged.

Questions 9 and 10

Questions 9 and 10 asked subjects which of the attributes of the patient in

the vignette were most and least important respectively in their provision of

information and role in treatment decisions.

Items considered most important (question 9) included age, education,

questions asked, combinations of age/education, age/questions asked,

education/questions asked, and all being important, with little differences between

novice and senior students overall. Question asking promoted greater interaction

with the patient, a perception that the patient had a greater understanding and

interest in information, and a greater patient role in treatment decisions.

Themes emerging for items considered least important (question 10) were

virtually identical to those of question 9: age, education, questions asked,

combinations of age/education, education questions asked. Novices emphasized

age and education as less important relative to seniors. A greater number of

seniors'responses reflected interactions of factors as less imporlant; that allfactors

were imporlant with different factors being more or less imporlant depending on the
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situation.

Question 1'l

Question 11 asked what other information subjects would have liked in

making their decisions. A great variety of categories, 22 in all, emerged from

subjects' responses with little difference between novice and senior students. The

two most frequently emerging categories for both novice and senior students were:

(a) marital status/family/children/living arrangements/lifestyle; (b) additional supports

including family, friends and other sources.

Question 12

Question 12 asked students if they developed some type of strategy or

algorithm in responding to the patients in the vignettes. The vast majority of

subjects developed some algorithm. Algorithms varied but were generally based

on: personal beliefs of how to impart information or make treatment decisions,

responses to various attributes of the patient in the vignette, or combinations of the

two aforementioned approaches. ln general, as a group, the senior students'

algorithms were more process focused on interaction with the patient as a guide to

providing information and making treatment decisions.
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DISCUSSION

Outcome of Researc,fi Quesfions

Overall, significant findings were found for research questions 2 through 10

by statistical analyses. Qualitative analyses uncovered differences between novice

and senior students in factors reported to influence sharing of information (research

question 11) and making of treatment decisions (research question 12). ln addition,

several other unforeseen findings emerged on addition of gender as a factor in

some of the quantitative analyses.

As all effects that were present without gender as a factor in the analyses

were also present when gender was added, the data will be discussed including

gender.

The foregoing findings and their implications are discussed in the pages that

follow.

Relationship of Findings to The Literature

Within Sub¡'ecfs Factors - Age, Education, and Questions Asked in the Patient

Vignette

The presence of main effects for age, education and number of questions

asked as attributes varying in the different vignettes of a newly diagnosed female

breast cancer patient are consistent with previous research on the impact of age

(Amir, 1987; Cassileth et al., 1980; Givio, 1986), education (Blanchard et al., 1gB8;

Cassileth et al., 1980; Orr, Hoffmans & Bennets, 1984) and question asking (Amir,

1987; Street, 1991) on information provision and treatment decision making.
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Contrary to previous research by Robinson and Whitfield (1987), senior medical

students in this study did not provide less information to patients as evidenced by

lack of a main effect for training for information.

The variety of interactions found in the present study also extends the results

of the foregoing studies from the individual impact of these variables, to the

importance of considering the complexity of interactions of these variables in the

process of information exchange and treatment decision making in the physician-

patient encounter.

The selection of the variables of age, education and number of questions

asked by the patient as the most appropriate variables to be manipulated in the

study was also confirmed. Similar to results from pilot testing of the vignettes,

subjects at times presumed intelligence of the patient based upon either their

education or question asking behaviour. As such, it was not necessary or perhaps

even appropriate to manipulate this variable.

Question asking emerged as an important variable quantitatively in its

influence on information provision, rank of information provision, and role in

treatment decisions either individually or in interaction with other variables. lt also

appeared as an imporlant variable in qualitative analyses where question asking

often resulted in the patient being perceived as more intelligent, wanting more

information, wanting a greater role in treatment decisions, and often receiving more

information and decisional control. The implications of these findings to breast

cancer patients are consistent with those previously espoused by Street (1991), that
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given the current communication practices of many physicians, that it will be

impoftant to inform and/or train breast cancer patients who want to receive more

information and treatment control to ask questions. Of course, it will continue to be

important to sensitize physicians that if they do not take the time to ask patients

questions and await their responses, that only the most assertive patients willfollow

through.

The other variable of great imporlance serendipitously emerging in

interactions in this study is the gender of the medical student. The importance of

including this variable in subsequent research is epitomized by the discovery of a

four-way interaction when gender was added as an additional grouping variable to

the analyses. Addition of gender as a variable revealed that a two-way interaction

for role in treatment decision making (where the 30 year old/asks many questions

condition received a significantly more active role in treatment decisions) was

heavily influenced by senior female responses, and a complex pattern of differences

based on gender and level of training. lt is possible the senior female responses

might be a function of identification with the female patient and the relative

closeness in their ages. The possibility that the senior female responses might be

due to their closeness in age to the younger patient age of 30 in the vignette was

reviewed. The mean ages of the four groups did not appear dramatically different,

(novice females = 23.55 years, senior females = 25.29 years, novice males = 25.64

years; senior males = 25.93 years) so it is uncertain as to what the impact of the

closeness of the senior females' age to the patient age of 30 in the vignette may
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have been. The possibility that the female pafticipants more closely identified with

the younger 30 year old patient remains to be investigated. Given that the number

of practising female physicians is increasing (Blishen, 1991), gender of physician

may be an imporlant variable to consider in subsequent research on patient-

physician interactions, particularly in information provision and treatment decision

making. Until replicated these findings must be interpreted cautiously due to the

small sample and cell sizes in this study, and the possibility the findings may be

specific to the sample.

Overall, the results highlight the importance of exploring combinations or

interactions of patient and physician characteristics in the process of information

provision and treatment decision making. The results also imply it may be overly

simplistic to examine the influence of only individual variables in interactions

between patients and physicians.

Between Sub¡'ecfs F acto rs

Few main effects obserued for training and gender in quantitative

analyses. In contrast to the variety of interactions of within and between subjects

factors in the previous section, very few main effects were found for training and

gender. Only one main effect was found for training, where overall, senior students

engaged the patients in the vignettes in significantly more active roles in making

treatment decisions. Similarly, only one main effect was found for gender, where

significantly more highly ranked information (more medically oriented information)

was delivered by male students, compared to female students. In both cases, these



157

main effects could not be interpreted independently due to their involvement in

interactions.

The finding of few main effects for training in the present study suggests that

the concept of professional socialization as reviewed in the introduction has little

identifiable influence on sharing of information and treatment decision making in

medical students by the methods used to evaluate these constructs in the present

study. lt more generally calls into question the independent impact of the concept

of professional socialization on the quantitative data obtained in the present study.

It may be that the effect of training is so subtle it may only be manifested in

interactions as described in the previous section. The relative paucity of effects on

the training variable may have several explanations. Firstly, many professions are

highly self-selecting. As such, the relative differences between first and fourth year

students may be minute to begin with, thereby making it even more difficult to

observe any differences as a consequence of training. lt may also be that a

selection bias may have occurred such that the first and fourth year students who

volunteered for the study were very similar in many ways, particularly in their

preferences for sharing of information and treatment decision making. The few

effects found raise the possibility of other unknown factors attenuating the

differences between novice and senior students. For example, some of the threats

to validity described by Cook and Campbell (1979) such as history may be

operating. Finally, as described in the introduction, the design of the study is cross-

sectional in nature, and there may be many reasons for the differences or lack of
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differences observed between novice and senior medical students. As previously

described, these type of designs are most appropriate for exploratory and

descriptive studies as it is not possible to make causal influences about the data.

Some of the same arguments made above may be applied to the few

observed differences in the data as a result of the gender variable. Although it is

encouraging for the medical profession to note there are few differences in the

variables of interest in this study as a function of gender, gender differences clearly

occur in interactions with other variables. This suggests the more fruitful approach

to exploring the gender variable in future research is to include it as a variable of

interest, paying parlicular attention to its involvement in interactions with other

variables.

Qualitative differences found in factors influencing preferences for

sharing of information and treatment decision making in novice and senior

students. In contrast to the quantitative analyses which found few differences as

a result of the training factor in the data, content analyses of item 1 in the post-

experimental questionnaire revealed that novice and senior students reported

different influences on their provision of information and roles in treatment decision

making. Novice students' reported their information provision and treatment

decisions were more based on: personal beliefs/values, responses to attributes of

patients in the vignettes, and on experiences with people prior to entering medical

school. Seniors reported being more heavily influenced by what they learned

formally or informally during medical school, responding less to attributes of
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patients in the vignettes, responding more to the disease process of the patient, and

being more focused on the process of interaction and a collaborative model of

interaction with a patient as guides to information provision and roles adopted in

making treatment decisions. One senior student's comments on the post-

experimental questionnaire captured the transition from first to fourth year. The

student stated that it was much easier to empathize with a patient as a "lay

individual" during first year medical school. They added that by foutlh year,

responses to patients were more based on the disease process than on the patient

themself. Another senior student described the realities of pace of a private medical

practice to pay bills often precluded spending appropriate amounts of time with

patients and effectively thwaded attempts to practice a patient-centred model of

medicine. This theme was reported by novice students as well in describing

knowledge of senior students or physicians who changed medical specialties to

allow spending of greater time with their patients. Several novice students also

expressed hope that they would not lose their idealism of how they wished to

interact with patients, being fully aware of the pressures other senior students told

them they would confront later in their training. This shift in idealism from novice

to senior medical students is consistent with previous studies (Becker, Geer,

Hughes, & Strauss, 1961).

Responses to other items of the post experimental questionnaire, and

information obtained from open-ended interview during debriefing were also

consistent with the above trends. Debriefing interviews were a rich source of
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additional information on influences on students and algorithms they developed for

decision making in the experiment. Several senior medical students commented

on the dramatic impact of preceptors/mentors in formulating their style of

interactions with patients and responses in this study - a finding paralleling the

aforementioned influence of informal bases of learning on eventual students'

practice as physicians (Merton, Reader, & Kendall, lgsZ). Several of these

students who had formal clerkship experiences in oncology described in great detail

the approaches to disclosing information and making treatment decisions of the

oncologists they encountered. These students spoke of the varied approaches of

oncologists: spending much time initially, or of initially disclosing only diagnoses,

and scheduling return appointments with patients after the shock of diagnosis had

passed to provide additional information. One senior student spoke articulately of

how he had completely adopted the approach of the oncologist he had observed as

his own method of interacting with patients.

Finally, several senior students also expressed interest in fufther literature

and training in communications skills during the debriefing process. These same

individuals suggested that there was a relative paucity of this type of information

and training formally embedded in their student curriculum.

Implications of Findings

Psyc ho metric P ro perfies of M easu res

sharinE of information measure. As previously described, the

informational measure was originally constructed by Bilodeau (1gg1) after extensive
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review on the literature of information desired by breast cancer patients. The finding

that internal reliability assessed by coefficient alpha ranged between .71-.80 (see

Appendix AA) speaks highly of the reliability of the measure, and its potential for

fudher use.

Although not an explicit purpose of the study, principal component analyses

of the informational measure yielded approximately three components. The

components were unstable when comparing vignetie 1 and vignette 8, perhaps due

to the small sample size, and therefore the overall questionnaire was not divided

into subscales. At the outset of the study however, it was not assumed that the

factor structure would necessarily be stable across vignettes, and this was the

reason for selecting vignettes 1 and 8 as they were the most different. In spite of

the instability, the loadings of components seen in Tables AA2 through AA4 in

Appendix AA are similar to clusters of items in previous research by Bilodeau

(1991) and to informational needs expressed by 1012 female breast cancer patients

surveyed in Winnipeg (L. Degner, personal communication, July 1995). ln addition,

the overall rank ordering of the importance of the nine informational items by the

medical students in this study (see Table 5) is similar to the hierarchy of

informational needs of breast cancer patients from Bilodeau (1991). The

emergence of more medically than psychosocially oriented information as the top

three ranked items in Table 5 is perhaps explainable by additional information

acquired during debriefing interviews, particularly with senior students. Several

senior students indicated that they were required by law to always repoft treatment
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options (highest ranked option in Table 5). They also indicated that providing

information about disease stage, and possibility of cure (second and third ranked

options in Table 5) were consistent with patterns of professional/implicit practice in

medicine, i.e., consistent with what information the profession of medicine generally

expected physicians to deliver to newly diagnosed cancer patients.

A brief cautionary note regarding the meaning of the ranking of importance

of the informational items seems in order. Given that the students were asked to

rank order what they considered the three most impoftant items, scaling of the

importance of items by rank ordering their frequency of endorsement by all medical

students was appropriate. This is because the author wished to know what the

students thought was imporlant. This method of scaling appears to pose no great

difficulty, especially since there seems to be some concordance between the items

considered more imporlant by the students in this study (medically related

information) and hierarchies of informational needs desired by breast cancer

patients (Bilodeau, 1991). The note of caution is related to more important items

being defined from the medical perspective, and that the mind-set of some students

might actually impede good communication if patients want different kinds of

information. This note of caution is more a reminder that it continues to be

important to take into consideration what a patient asks and desires in addition to

what a physician feels is most important.

Overall, the similarity of component loadings to clusters of the informational

items seen in previous research is suggestive of more stable factors that may be
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observed in subsequent research with larger sample sizes. lf conducted, this

subsequent research may in fact be able to isolate clusters of items in components

that more parsimoniously describe items of information considered important by

both patients in physicians. ln addition, development of actual subscales of the

informational measure may be possible.

Sharing of treatment decision makinE measure. Comparison of the

distributions of preference orders of the medical students in this study to those of

newly diagnosed cancer patients of Degner and Sloan (1992) (see Figure AA3 in

Appendix AA) further extended the discriminant validity properlies of the sharing of

treatment decision making measure. The measure was previously shown to

successfully discriminate between the foregoing newly diagnosed cancer patients

and members of the general public (Degner, & Sloan, 1992).

A surprising finding in this study was the similarity of the distribution of

medical student preferences for sharing of treatment decisions compared to those

of the general public from Degner and Sloan (1992) which are both very much

focused on actively involving patients in their own treatment decisions.

The reasons for the disparity of newly diagnosed cancer patient's wishes

(much more passive and wanting less responsibility for treatment decisions) from

those of the general public and the medical students (emphasizing greater patient

role and responsibility in decisions) is unknown at this time. A remote possibility is

that the medical students in this study were responding on the basis of what their

profession said, that patients want control, when in fact patients may not want



164

control. This interpretation was not supported by the quantitative and qualitative

data that the students were attempting to respond in patient-centred fashion to the

patient vignettes in this study. A second explanation may be that the newly

diagnosed cancer patients, might be in shock, and want to relinquish their

responsibility for making treatment decisions to their doctors. The sample of newly

diagnosed cancer patients in Degner and Sloan (1992) consisted of a variety of

different cancers in both males and females. lt is also possible that subgroups of

patients with cancer, for example breast cancer patients, may be wanting a more

active role, more consistent with the attitudes of the general public and the medical

students in this study, and that these findings may be have been masked due to the

heterogeneity of different cancers in the newly diagnosed cancer sample. These

are questions to be answered by further empirical inquiry.

ldeally, the situation that would be most beneficial would be a match between

role in treatment decisions desired by patients and those engaged in by physicians.

This match would be most greatly facilitated by intense listening to patients (Lloyd,

1991) and a flexible process oriented approach allowing the role in treatment

decision making adopted to be determined on the basis of interaction between the

patient and physician, an approach adopted by the majority of senior students in

this study and discussed in more detail below.

Potential Importance of Findings to the University of Manitoba and Other

MedicalSchools

The patterns of responding of the medical students who volunteered in this
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study are generally consistent with the aims of the Medical School at the University

of Manitoba to support the development of patient-centred styles of interviewing and

practice in its future physicians (Brown, Stewart, McCracken, McWhinney, &

Levenstein, 1986; Brown, Weston, & Stewart, 1989; Fallowfield,1992; Henbest, &

Stewaft, 1989; Levenstein, Brown, Weston, Stewart, McCracken, & McWhinney,

1989; Levenstein, McCracken, McWhinney, Stewaft, & Brown, 1986; Stewart,

Brown, Levenstein, McCracken, & McWhinney, 1986; Stewart, Brown, & Weston,

1989; Weston, Brown, & Stewart, 1989). Several students reported factors

mitigating against a patient-centred style of practice (responding more to medical

information/disease process, and succumbing to the time pressures of running and

financing a private medical practice). These factors as well as the influence of

clinical instructors have previously been identified in the literature (DeMonchy,1992;

Shapiro, 1978), and were described by subjects in this study. Although differences

existed, overall, the majority of students suggested they would adopt at least a

collaborative role in making treatment decisions with patients, and many, particularly

the senior students, encouraged patients to take an even more active role in

treatment. As previously described, senior females encouraged patients to take the

most active role while novice males encouraged the least active patient role. Even

so, the novice males were engaging in collaborative roles with the patients in the

vignettes. This information may be important for the medical school to track and

determine why and how the perspectives of the male students may change from the

beginning to the end of training.
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The obtained results also highlight the importance of attending to the general

process of shifts in perspective in students over the course of their training from

stereotypes and personally held beliefs about patients in first year students, to a

more individual and process oriented style of interaction in senior medical students.

It will continue to be imporlant to dispel stereotypes of wishes or desires of

particular patients in clinical training, especially given the findings from logistic

regression in this study - that first year students were differentiable from fourth year

students based on their assuming a less active treatment role with an older, less

educated, inquisitive patient (72 years old, less than grade Vlll education, asks

many questions).

Several senior students had expressed receiving little training in

communication as a formal part of the curriculum and wished to develop greater

skills in this area. Incorporation of videotape and other feedback procedures of

student communication/interviewing skills have been shown to be facilitative in

greaterskilldevelopment (Maguire, Fairbairn, & Fletcher, 1986a; Maguire, Fairbairn,

& Fletcher, 1989). lt has however been suggested that these effects are attenuated

if students subsequently apprentice under individuals who either do not value or

practice these same skills (Maguire, Fairbairn, & Fletcher, 1986b). One approach

to ameliorate this issue has been to encourage senior physicians and faculty of

medical schools who teach students, to also improve their own

communication/interviewing skills, and bring these enhanced skills back to the

medical school. This approach has been successfully adopted in the United
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Kingdom from models in the United States (Bird, Hall, Maguire, & Heavey, 1993).

Several students in this study described the great impact of preceptors, clinical

instructors, and particularly practising clinicians on the style of interactions they

eventually adopted. Given the influence of these individuals on student physician

behaviour, further integration of patient-centred attitudes and style of practice in

students might be enhanced by adoption of strategies similar to those described by

Bird, Hall, Maguire and Heavey (1993).

Finally, contrary to the results of previously published research (Robinson,

& Whitfield,1987), senior students in this study also did not provide less information

as might have been expected. The one exception to this statement is the non-

significant interaction tendency observed in Figure '1 in which senior students

tended to share less information than novice students but only for highly educated

patients. There may be several reasons for the aforementioned discrepancy.

Firstly, the Robinson &Whitfield 1987 data were based on audiotapes of actual

patient - physician consultations, rather than the simulation utilized in this study.

Secondly, the experienced physicians were seasoned general practitioners

compared to the inexperienced physicians who were in their first year of general

practitioner training. In some ways then, the inexperienced physicians and fourth

year medical students in this study would be more similar than the experienced

physicians. Finally, it may be that the differences observed in the experienced

physicians in the Robinson & Whitfìeld (1987) study may not occur until a physician

has been practicing independently for some time, when they are no longer under
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the regular scrutiny of the medical school and the teaching hospital. The

implications of the last interpretation are that early training experiences may have

less influence on later practice behaviour than those acquired during internship and

residency, which may be more enduring in nature.

Implications for Patient Satisfaction, Physician Satisfaction, and Health Care

The findings of senior students in this study adopting more of a process

oriented and collaborative role with patients is very positive in that, as discussed

previously, it will also facilitate a greater match between roles in treatment decisions

between them and their patients. lt should also promote a greater sensitivity to

information desired by patients, and enhanced communication.

Senior students' descriptions of adopting the above patient-centred

interviewing styles would have clear benefits for their future patients. The literature

shows patient-centred interviewing increases patient treatment compliance

(Stewart, 1984), and makes patients feel better understood and less concerned

(Fallowfield, 1992; Henbest, & Stewaft, 1990). In general, it is likely that when

patients are satisfied with treatment received from their physicians, that the

physicians will also be more satisfied. The disparity between medical students and

newly diagnosed cancer patients for control of treatment decisions illustrated in

Figure AA3 of Appendix AA deserves special attention regarding patient and

physician satisfaction. The finding that the newly diagnosed cancer patients

delegate more control of treatment decisions to physicians stands in stark contrast

to the students in this study actively encouraging patients to take control. This large
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disparity certainly will not serve either patients or physicians well, and these findings

need to be further investigated. The largest safeguard to the patient and physician

not having highly disparate views will be io encourage patient-centred consultations

where patients views will be elicited. The decisions about treatment can then be

collaboratively decided upon.

The implications of the results for patients as consumers of health care are

clear - get a patient-centred physician and ask them many questions as this puts the

patient in the best position of receiving maximal information and active involvement

in treatment decisions, if this is in fact what the patient desires. The general

implications to health care of greater frequencies of patient-centred interviewing and

styles of practice in physicians are better served and more satisfied patients. This

service however will come at a price, longer interviews, and greater costs passed

onto the taxpayers.

Validity and Generalizability of Resu/fs

Given the results obtained in the present study, there are limitations as to the

validity of the results and the level of their generalizability.

Validity. As described in the section on psychometric evaluation of

measures, the measures appear acceptably reliable and valid. Although three

factors appeared in principal component analyses of the sharing of information

measure, only two have multiple loadings, and the components are unstable, and

in need of further validation. The vignettes also appear to have face and content

validity after review by oncologists. Despite this validity, comments were made
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particularly by some senior students (4130 = 13.3%) as to the artificiality of the

vignettes in not being able to discern paralinguistic and other cues from the patient

which would be of assistance in decision making in face to face contact with

patients. In addition, it is uncertain as to the self-repod by students of how they

would behave would be congruent with their actual behaviour. The artificiality of the

vignettes as previously described is both a strength in allowing methodological

control over variables and asking and testing questions of interest that might not

otherwise be ethically possible, and a liability in lack of realism and

validity/generalizability of findings (Lanza & Carifio, 1992; McGuire, Solomon, &

Bashook, 1976). These are inherent difficulties of any simulation based research,

and the question as to the congruence between results obtained in this study versus

actual behaviour with patients is an empirical question to be answered in future

research.

Another issue of validity arises related to the subjects in the study being

volunteers, and whether they are in fact representative of the overall class of

students in their particular first or fourth year of training. lt is unknown as to whether

a response bias of volunteers may be producing different results than that perhaps

produced by non-participants, who also might differ in other personality

characteristics and attiiudes, and in their intended specialties of medical practice.

This too is an empirical question for further inquiry. An argument can be made

however that, the results obtained are hypothetically from the sample of the best

subjects who are most motivated. With the many significant findings obtained in this
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study from the best subjects, it may be assumed that if a bias exists, the data

obtained may be a conservative estimate of the actual results and that perhaps

even larger differences might be seen if data from non-participants were available.

For example, there was relatively little representation in the sample of fourth year

students who were planning to be surgeons, (see Table 1 versus Table 3) who from

clinical lore, tend to spend less time communicating with patients, harbour more

authoritarian attitudes, and engage in less sharing of treatment decisions,

consistent with the task-oriented nature of their work (Eisenberg, Kitz, & Webber,

1983). The comparison of available demographic characteristics of participants in

Table 1 to non-participants in Tables 3 and 4 suggests that there were only slight

differences between participants and non-participants. In addition, the composition

of intended specialties of senior students was similar in the participant versus non-

participant samples, lending further credence to the representativeness of the

results obtained in this study.

Generalizability. Other questions that are unanswerable at this time

are concerned with the generalizability of the current results. Are the present

findings generalizable to other medical students at similar levels of training in other

medical schools in Canada? Probably, especially if the particular medical schools

promote patient-centred styles of interaction and practice in their training. Do the

patterns of results generalize to other levels of the variables manipulated in this

study, i.e., to other levels of age, education, grades of question asking, and different

levels of medical student training through the medical curriculum continuing through
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internships and residency? Do these results generalize to real life patients with

similar attributes to those described in the vignettes utilized in this study? The two

latier questions and the foregoing questions regarding validity are areas for

improvement and future research to be further discussed below.

Suggesfed Improvements and Directions for Future Research

Suggesfe d I mp rovements

Despite careful design and methodology, and the patterns of obtained

results, there are a number of improvements that could be made in subsequent

research utilizing the present methodology. Various aspects of the subject sample

could be improved. Sample sizes could be increased if possible to obtain equal cell

sizes and greater statistical power. lf possible the entire first and fourth year

classes should be participants to ensure a more complete sample and minimize the

effect of possible volunteer bias, or bias of only certain medical specialties being

represented, particularly in the senior class. lf possible, the data collection should

occur over a shoder period of time, even closer to the beginning of the year for first

year students and closer to the end for fourth year students to ensure an even

more homogeneous sample. This would continue to be a difficult task unless the

data were collected in a group rather than an individual format. The merits of a

group format would again have to be weighed against the possibility of subtle

competitive effects that might occur among students responding to the

questionnaires in one room, a long known phenomenon in social psychological

research (Dashiell, 1930; Triplett, 1897).
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Regarding other methodology of the study, if future subjects were asked to

select the three items from the informational questionnaire they deemed most

important, it would be wise to ask them to rank order these choices. This would

allow easier quantification of the data, and allow a richer qualitative understanding

of the items selected.

The utilization of a post-experimental questionnaire and individual debriefing

of subjects should be maintained. This is because the present study as

recommended by Siminoff (1989) probed the thinking of students as to why they

behaved the way they did to further the data base on interaction of physicians with

cancer patients. Although this is a labour intensive procedure, it allows for

manipulation checks and assessment of internal validity of the research. These

methods also allow for collecting of further qualitative data as a supplement to

quantitative data, and provides a greater richness of the phenomenology of the

decision making process in which the subjects engaged, and the impact of various

influences on moulding their decision making process. Further data for analyses

would also be available if debriefing interviews were audiotaped for later more

intensive content analyses. In the present study, notes were made post-interview

rather than use of audiotaping for later transcription.

Directions for Future Research

Given the suggested improvements above and the findings of the present

research, future research needs to proceed in two directions. The first is to buttress

and expand the results of the present study by improving the technology and
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conducting the research with different samples. The second direction is to move

from simpler to more sophisiicated and valid forms of simulation, or to conduct

actual observational studies with actual patients and medical students to study the

variables of interest described in this study. Both are discussed in more detail

below.

lmprovement of technology used in the presenústudy. Most procedures

were rigorously controlled for in the study. However, additional benefits will be

derived from further psychometric evaluation of the measures. Specifically, further

evaluation of the factor structure of the sharing of information measure will allow

determination of the number, stability, and composition of the factors. This

information may provide a clearer sense of clusters of information that may be

divided into subscales which more parsimoniously summarize the data, and give us

a clearer understanding of factors important in information provision to breast

cancer patients. Administration of the questionnaire to different samples will

perhaps also facilitate the discriminant validity properties of the scale.

Future research should sample other medical school programs to verify that

the present findings are universal, rather than idiosyncratic to the University of

Manitoba Medical School and experiences of students obtained therein. Sampling

from other medical schools purporting different styles of interaction with patients

would also allow determination whether the pattern of findings might differ due to

the different training models.

Given the large impact of gender of the medical students on the data, varying
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gender of the patient in the vigneite would also be worthwhile to either control for

gender of the subject and/or determine if there may be different patterns of

responding due to gender of patient and type of cancer they had. In this regard,

using a model such as colon cancer which is present in both genders, would allow

manipulation of the gender of the patient to answer some of the foregoing

questions.

Finally, several novice students pondered how they might respond several

years later when a senior student. lt would be enlightening to collect follow-up data

of novice students who volunteered for the research when they were senior

students about to graduate as longitudinal follow-ups are rare, and have been

discussed as an important direction for future research (Degner, Jerry, & Till, 1991).

The data and experiences of these students would provide fufther understanding

of the process involved in any possible changes in responding as a function of

medical training and other experiences.

Movement toward more sophisticated simulation and realsfudies. The

findings obtained in the present study used a simulated case vignette methodology

which is familiar to medical students as it is one method in which they are frequently

taught and also assessed. The vignettes were validated by oncologists, pilot tested,

and worked quite satisfactorily for collecting the data in the present study. However,

the approach as previously stated is artificial, a point commented upon by several

(4130 = 13.3%) of the senior medical students. Given the emergence of positive

findings, future research would now be justified Ín developing more sophisticated
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and costly simulation procedures such as standardized videotape vignettes of

patients to enhance visual cues of patients during the process of patient-physician

interaction. The even more sophisticated simulated patient approach (Barrows,

1971;1987) where actors actually play patients in interaction with a physician would

provide even more detailed information on the process of interaction for evaluation

of the research questions proposed in this study. As well, the simulated patient

approach with an emphasis on actual behaviour during the interaction would allow

moving beyond self-report of what medical students said they would do, to actual

observation of what they did, a point emphasized by Siminoff (1989). ldeally the

best but most difficult approach, would be to observe students in interaction with

different patients varying on the attributes described - a goal to strive for in the

future.

Summary and Conclusions

Twelve research questions were posed in the present study. Significant

fìndings were obtained for I of the 10 research questions evaluated by quantitative

analyses. Differences were found between novice and senior medical students on

the two research questions evaluated by qualitative analyses. The following

tentative conclusions are offered regarding the results obtained in this study:

1. Results from the literature tt'rut 
"g", 

education and number of questions

asked by a patient influence information provision and role in treatment

decisions were extended to medical students in training.

2. Only main effects were found for the sharing of information measure for the
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attributes of age, education and number of questions asked in the breast

cancer patient vignette.

It was substantiated that interactions of age, education, questions asked and

training are important variables to consider in the choice of items of

information most important for a patient to receive, and for the role adopted

in making treatment decisions with a vignette of a newly diagnosed female

breast cancer patient.

It was discovered that gender of medical student (and perhaps physicians)

interacts with the variables in point 3 above in the choice of items of

information considered most impodant for a patient to receive, and in the

decisional role adopted with a vignette of a newly diagnosed female breast

cancer patient.

The results suggest that looking at individual variables of patients and their

impact on physician behaviour may be overly simplistic and that

combinations of several characteristics of patients and physicians may be a

more prod uctive strategy.

It appears that novice students rely more on personal values and

experiences and individual attributes of patients in information provision and

treatment decision making while senior students rely more on interaction with

the patient and information about the disease process.

It will continue to be imporlant to emphasize to physicians in training the

adoption of a patient-centred style of interaction which minimizes responding

4.

5.

6.

7.
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to patients based on preconceived notions, but instead focuses more on the

process of interaction with the patient.

The findings of the present study make a contribution to the data base

on patterns of communication between physicians and breast cancer patients. lt

is also hoped that the results will provide information and guidance to the Faculty

of Medicine at the Universiiy of Manitoba, and other Canadian medical schools in

training future physicians. Finally, the present research provides new information

that will be of assistance in allowing the wishes of patients and behaviour of

physicians to be more congruent.
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Clinical Vignette of Newly Diagnosed Breast Cancer Patient I

The patient is a woman,25 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While -
taking a detailed history, the attending physician learned there was a familial
history of breast cancer. The physician also learned that the woman has a
master's degree, but the discipline was unspecified. On palpating her left
breast the physician discovered a mass and immediately ordered several
tests. Suspicious that the mass might be malignant the physician also
scheduled a biopsy, and told the patient that she would be notified as soon
as the results of the tests were known. The biopsy was positive for
malignancy. The patient was called for a return appointment within forty-eight
hours of the biopsy. As part of your clinical training you are now assigned to
handle the case. During your meeting she asks many questions aboul the
tests-, her condition, and her treatment options. By the end of the meeting
you form a definite impression of the patient.

What follows are 9 pieces of information you could give her.
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clinical Vignette of Newly Diagnosed Breast cancer patient 2

The patient is a woman,?p years of age, who came to the clinic complaining
of.a lump.in lgr.breast which she discóvered while taking a shower. Wfrite -
taking a detailed history, the attending physician learnedthere was a familial
history of breast cancer. The physiciãn a[so learned that the woman has
less than Q grade I education. On palpating her left breast the physician
discovered a mass and immediately ordereä several tests. Susþiiious that
the mass might be malignant the physician also scheduled a bidpsy, and told
the patient that she would be notified as soon as the results of tfie iests were
known. The biopsy wqs positive for malignancy. The patient was called for a
return appointment within forty-eight houis of the biopsy. As part of your
clinical tra.ining you are now assigned to handle the cade. Driring yoirr
meeting she asks many questions about the tests, her conditionlánd her
treatment.options. By the end of the meeting you form a definite impression
of the patient.

What follows are 9 pieces of information you could give her.
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clinical Vignette of Newly Diagnosed Breast Cancer Patient 3

The patient is a woman,?? years o! age, who came to the clinic complaining
of.a lump in her breast which she discovered while taking a shower. While -
taking a detailed history, the attending physician learnedthere was a familial
history of breast cancer. The physician also learned that the woman has a
master's degree, but the discipline was unspecified. on palpating her left
breast the physician discovered a mass and immediately'oròiereci-several
tests. suspicious that the mass might be malignant the-physician also
scheduled a biopsy, and told the patient that she would be-notified as soon
as the results of the tests were known. The biopsy was positive for
malignancy. .The patient was called for a return aþpointment within forty-eight
hours of.the biopsy. As part of your clinical training you are now assign-eO iô
handle the case. During your meeting, even when you stop to ask if õhe has
any questions she responds by shaking her head no. By the end of the
meeting you form a definite impression of the patient.

What follows are g pieces of information you could give her.
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Glinical Vignette of Newly Diagnosed Breast Cancer Patient 4

The patient is a woman,25 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a familial
history of breast cancer. The physician also learned that the woman has
less than a grade 8 education. On palpating her left breast the physician
discovered a mass and immediately ordered several tests. Suspicious that
the mass might be malignant the physician also scheduled a biopsy, and told
the patient that she would be notified as soon as the results of the tests were
known. The biopsy was positive for malignancy. The patient was called for a
return appointment within forty-eight hours of the biopsy. As part of your
clinical training you are now assigned to handle the case. During your
meeting, even when you stop to ask if she has any questions, she responds
by shaking her head no. By the end of the meeting you form a definite
impression of the patient.

What follows are 9 pieces of information you could give her.
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clinical Vignette of Newly Diagnosed Breast Gancer Patient 5

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While -

taking a detailed history, the attending physician learned there was a familial
history of breast cancer. The physician also learned that the woman has a
master's degree, but the discipline was unspecified. On palpating her left
breast the physician discovered a mass and immediately ordered several
tests. Suspicious that the mass might be malignant the physician also
scheduled a biopsy, and told the patient that she would be notified as soon
as the results of the tests were known. The biopsy was positive for
malignancy. The patient was called for a return appointment within forty-eight
hours of the biopsy. As part of your clinical training you are now assign-eO tb
handle the case. During your meeting she asks many questions about the
tests, her condition, and her treatment options. By the end of the meeting you
form a definite impression of the patient.

What follows are 9 pieces of information you could give her.
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clinical vignette of Newly Diagnosed Breast Gancer patient 6

The patient is a woma!,7? years 9l age, who came to the clinic complaining
of a lump.in her breast which she discóvered while taking a shower. Wn¡le "
taking a detailed history, the attending physician learned-there was a familial
history of breast cancer. The physiciãn also learned that the woman has
less than a grade B education. on palpating her left breast the physician
discovered a mass and immediately ordereÈi several tests. Susþicious that
the mass nr.gh] be malignant the physician also scheduled a bidpsy, and told
the patient that she would be notified as soon as the results of tl'ie iests were
known. The biopsy was positive for malignancy. The patient was called for a
return ,flPPointment within forty-eight hours of the biopsy. As parl of your
clinical tra.ining you are now assigned to handle the cade. Ddring yolr
meeting she asks many questions about the tests, her conditionlánd her
treatment.options. By the end of the meeting you form a definite impression
of the patient.

What follows are g pieces of information you could give her.
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Clinical Vignette of Newly Diagnosed Breast Cancer Patient 7

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While -
taking a detailed history, the attending physician learned there was a familial
history of breast cancer. The physician also learned that the woman has a
master's degree, but the discipline was unspecified, On palpating her left
breast the physician discovered a mass and immediately ordered several
tests. Suspicious that the mass might be malignant the physician also
scheduled a biopsy, and told the patient that she would be notified as soon
as ihe results of the tests were known. The biopsy was positive for
malignancy. The patient was called for a return appointment within forty-eight
hours of the biopsy. As part of your clinical training you are now assigned tb
handle the case. During your meeting, even when you stop to ask if 5he has
any questions, she responds by shaking her head no. By the end of the
meeting you form a definite impression of the patient.

What follows are 9 pieces of information you could give her.
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Glinical Vignette of Newly Diagnosed Breast Cancer Patient I

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a familial
history of breast cancer. The physician also learned that the woman has
less than a grade I education. On palpating her left breast the physician
discovered a mass and immediately ordered several tests. Suspicious that
the mass might be malignant the physician also scheduled a biopsy, and told
the patient that she would be notified as soon as the results of the tests were
known. The biopsy was positive for malignancy. The patient was called for a
return appointment within forty-eight hours of the biopsy. As part of your
clinical training you are now assigned to handle the case. During your
meeting, even when you stop to ask if she has any questions, she responds
by shaking her head no. By the end of the meeting you form a definite
impression of the patient.

What follows are 9 pieces of information you could give her.
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Appendix B

Vi gnettes After Revisions
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Clinical Vignette of Newly Diagnosed Breast Gancer Patient 1

The patient is a woman, 30 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has a master's degree, but the discipline was unspecified.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician also referred the patient to a surgeon
for a biopsy, and told the patient thai she would be notified as soon as the
results of the tests were known. The biopsy was positive for malignancy.
The patient was called for a return appointment within forty-eight hours of the
biopsy.

As pad of your clinical training you are now assigned to handle the case.
During your meeting she asks many questions about the tests, her condition,
and her treatment options. By the end of the meeting you form a definite
impression of the patient.

What follows are 9 pieces of information you could give her.
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Clinical Vignette of Newly Diagnosed Breast Gancer Patient 2

The patient is a woman, 30 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has less than a grade B education.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting she asks many questions about the tests, her condition,
and her treatment options. By the end of the meeting you form a definite
impression of the patient.

What follows are 9 pieces of information you could give her.
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Glinical Vignette of Newly Diagnosed Breast Cancer Patient 3

The patient is a woman, 30 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has a master's degree, but the discipline was unspecified.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting, even when you siop to ask if she has any questions
she responds by shaking her head no. By the end of the meeting you form a
definite impression of the patient.

What follows are 9 pieces of information you could give her.
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Clinical Vignette of Newly Diagnosed Breast Cancer Patient 4

The patient is a woman, 30 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has less than a grade I education.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting, even when you stop to ask if she has any questions,
she responds by shaking her head no. By the end of the meeting you form a
definite impression of the patient.

What follows are 9 pieces of information you could give her.
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Glinical Vignette of Newly Diagnosed Breast Cancer Patient 5

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has a master's degree, but the discipline was unspecified.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as tl're results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forly-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting she asks many questions about the tests, her condition,
and her treatment options. By the end of the meeting you form a definite
impression of the patient.

What follows are 9 pieces of information you could give her.
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Glinical Vignette of Newly Diagnosed Breast Cancer Patient 6

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has less than a grade I education.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eight hours of the
biopsy.

As paft of your clinical training you are now assigned to handle the case.
During your meeting she asks many questions about the tests, her condition,
and her treatment options. By the end of the meeting you form a definite
impression of the patient.

What follows are 9 pieces of information you could give her.
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Clinical Vignette of Newly Diagnosed Breast Cancer Patient 7

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has a master's degree, but the discipline was unspecified.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting, even when you stop to ask if she has any questions,
she responds by shaking her head no. By the end of the meeting you form a
definite impression of the patient.

What follows are 9 pieces of information you could give her.
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Glinical Vignette of Newly Diagnosed Breast Gancer Patient I

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has less than a grade 8 education.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within fody-eight hours of the
biopsy.

As paft of your clinical training you are now assigned to handle the case.
During your meeting, even when you stop to ask if she has any questions,
she responds by shaking her head no. By the end of the meeting you form a
definite impression of the patient.

What follows are g pieces of information you could give her.
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Appendix C

Sharing of Information Measure



224

The following are I items of information that you could give to the cancer
patient in the vignette. For each of the items 1-9, please circle the
alternative (e,9., from 1 Almost nothing - 4 Almost everything) that indicates
how much YOU WOULD TELL the patient about each of the following types of
information.

THEN, PLEASE SELECT THE 3 ITEMS OF INFORMATION YOU WOULD
CONSIDER MOST IMPORTANT TO GIVE TO THE PATIENT IF YOU HAD
ONLY THE ONE SESSION TO DELIVER THE INFORMATION. Please
denote which 3 of the 9 items you would give to the patient by making a
check mark in the space immediately before the number of each item
selected.

Items of Information about Patient's Cancer

1. lnformation about the diagnostic stage of the disease and the
extent of involvement of the disease.

2. Information about the likelihood of cure from the disease.

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

2
A little

bit

2
A little

bit

2
A little

b¡t

3
A fair

bir

3
A fair

bit

3
A fair

b¡t

4
Almost

everything

4
Almost

everything

4
Almost

everything

34
A fair Almost
bit everything

3. lnformation about how the treatment may affect her ability to carry
on her usual social activities (spor1s, or hobbies etc.).

2
A little

bit

4. Information about how to handle the physical and emotional impact
of the disease on the family, and significant others.
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5. Information about caring for herself at home (for example. nutrition,
support groups, home care, social worker, mental health worker).

6. lnformation about how the treatment may affect her usual feelings
of physical and sexual attractiveness (breast disfigurement, breast
prosthesis, reconstructive surgery).

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

2
A little

bit

2
A little

bit

2
A little

bit

2
A little

bit

2
A little

bit

3
A fair

b¡t

4
Almost

everything

4
Almost

everything

4
Almost

everything

4
Almost

everything

3
A fair

bit

7. Information about different types of treatments (surgical,
chemotherapy, radiotherapy) and the possible benefits and risks
associated with each treatment.

3
A fair

bit

8. Information about how at risk her children and/or other family
members are of developing the disease.

3
A fair

bit

9. Information about possible unpleasant side effects of treatment (for
example: nausea, pain, change in physical appearance).

34
A fair Almost
bit everything
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Appendix D

Degner's Original Card Sort

Cards A, B, C, D and E are arranged sequentially in order on the following three

pages. Card A corresponds to the most active patient role in making treatment

decisions, card C is the midpoint or collaborative role between patient and

physician, and card E corresponds to the most passive patient role in making

treatment decisions.
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Appendix E

Simplified Statements from the Role Preferences Card Sort

From Degner & Sloan (1992)
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ACTIVE
ROLE

. - "or.åå?RArrvE

PASSIVE
ROLE

I PREFER THAT I.1I DOCTOR A¡{D I

$IARE RESPCNSIBILITí FOR TECIDIIú

I*IIüI TREATI€NT IS BEST FOR I€.



232

Appendix F

l1 Point ABCDE Scale From Degner & Sloan (1992)



A
B

C
D

E

B
A

C
D

E

B
C

A
D

E

B
C

D
A

E

C
B

D
A

E

C
D

B
A

E

C
D

B
E

A

C
D

E
B

A

D
C

E
B

A

D
E

C
B

A

E
D

C
B

A
N

) (t (t
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Appendix G

Sharing of Treatment Decision Making Measure
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Role Preference Scale

Listed below are 5 alternatives that the cancer patient in the vignette might
want while decisions are being made about treatment.

Please rank order the roles YoU THINK woULD BE MOST AppRopRtATE
FoR THls PARTIGULAR PATIENT To ASSUME if you had onty the one
session with her. Place the number "1" in the space immediately before the
number of the role you have selected as MOSTAPPROPRIATE.

For th-e remaining four alternatives, please indicate your second, third, fourth
and fifth choices by placing the numbers "2", "3", "4't, arìd "5" in the space
immediately before the numbers of the remaining alternatives.

1. Leave all decisions regarding treatment to the doctor.

2. The doctor makes the final decision about which treatment will be
used, but seriously considers the patient's opinion.

3. The doctor and patient share responsibility for deciding which
treatment is best for the patient.

4. The patient makes the final selection of treatment after seriousry
considering the doctor's opinion.

5. The patient makes the final selection about which treatment she will
recetve.



236

Appendix H

Demographic Cover Sheet
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Socio-Demog raph ic I nformation

The following information will assist us in being able to describe overall
characteristics of participants in the study. Please take a few minutes to
provide as much information as you can. Your individual identity will be kept
strictly confidential. Thank-you.

Age: _ (years)

Sex: Male Female (circle)

Race: (e.9., Native, Black, White, Asian etc.)

Cu ltu rallEth n ic Ancestry:

Rel ig ious Affiliation/Denom ination :

Marital Status: Single
Co-habitating
Married
Separated
Divorced

Degrees/Diplomasobtained:1'-YearReceived
2. Year Received
3. 

- 

Year Received
4.- Year Received
5. 

- 

Year Received

Current Level of Medical Training: Med 1

Med 2
Med 3
Med 4
lntern
Resident

Specialty/Subspecialty or
Intended Area of Specialization:

STOP

YOU HAVE NOW REACHED THE END OF THE QUESTIONNAIRE.
PLEASE INFORM THE EXPERIMENTER YOU HAVE FINISHED.
YOU WILL BE ASKED TO ANSWER SOME ADDITIONAL
QUESTIONS.
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Appendix I

Post-Experimental Questionnaire
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PLEASE ANSWER THESE ADDITIONAL QUESTIONS

1. People have a variety of experiences that influence their decisions.

a) What are some of the experiences that you would say influenced the
amount and type of information you revealed to each patient?

b) what are some of the experiences that you would say influenced the
role in treatment decisions you adopted with each patient?

2. Do you know of anyone personally who has had breast cancer? lf so
please elaborate.
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3. How long do you think an early stage, newly diagnosed female breast
cancer patient has to live?

4. Which of the nine pieces of information would you not provide to a
breast cancer patient? Under what circumstances would you do this?
Please explain.
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5. What do you think the purpose of the experiment was?

6. Was there any paft of the experiment that you didn't understand, or
had difficulty with?
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7. Did you think I wanted you to respond to the questionnaires after
the vignettes in any padicular way?

8. ln the instructions you were told each of the vignettes were "different in
some way". How did they differ? You may have noticed that they
differed in several ways.
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L Which of the features in the vignettes that you noticed were different
were most impoftant? Why?

10. Which of the features in the vignettes that you noticed were different
were least important? Why?
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11. What other information about the patient, if any, would you have liked to
assist you in your decisions?

12. Did you develop a specific strategy about the amount and type of
information and the role in treatment decisions you would adopt with
each patient? lf so, could you please describe the strategy you used.
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l3.Threeofthefeaturesinthevig.nettesthatwere.variedWeretheage'
education, uÅãîî,iËäiöt qu,åiioiïaskeo bv the patient'

a) Did you notice any of these changing in the vignettes?

b) Of these features, which were most important? Why?

c) Which of these features were least important? Why?

þiÈUiië$i-1],$ñft"¡g'Å'#b-"Hl?âPB'IÈ?Hffi 
=NrERrHAr
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Appendix J

Instructions at the Beginning of the Questionnaire Packet
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¡NSTRUGTION$

Thank-you for agreeing to be a participant in this study.

PLEASE READ COMPLETELY THROUGH THE INSTRUCTIONS BEFORE
BEGINNING.

ln the following pages you will find 8 different vignettes of a patient. After
EACH vignette there will be 2 questionnaires.

READ EACH VIGNETTE CAREFULLY. ALL ARE DIFFERENT IN SOME
WAY. After reading each vignette, answer the 2 questionnaires that follow.
The 2 questionnaires will ask you to make some decisions about the patient
in each vignette. Please provide answers to all questions.

P.lease begin with the first vignette in the questionnaire packet, on to the next
vignette and so_on lN THE ORDER THEY APPEAR unfil you have read and
completed the 2 questionnaires for all B vignettes. Do nof proceed on to
another vignette until you have finished answering the questionnaires for the
one you are working ofl: Yoy may return to previous vignettes and your
answers to them if you find this helpful.

At the very end of the questionnaire you will be asked some additional
questions.

Please answer the questions ab_out each patient from YoUR perspective, as
if they wer-e each your patient. There are no right or wrong answers, and it is
importantfor us to know how YOU think you wóuld actually behave with the
patient. You¡ res.ponses to the questionnaires will remain 

-strictty 
confidential.

Any information that may be passed on to the Faculty of Mediciñe will be in
group form only and your individual identity will be protected.

You may work at your own pace. There is no time limit to complete the
questionnaire. lt takes approximately an hour to complete. Please let me
know when you have finished the questionnaire.

lf y_ou have any questions about the study I will be happy to discuss them
with you after you've worked through the questionnaiie.

lf you require any clarification about the procedure, please stop the tape and
request assistance now. lf you have no questions then you may begin.
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Appendix K

Audiotaped I nstructions
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AU DIOTAPED I NSTRLJCTIONS

Thank-you for taking the time from your busy schedule to be here today.

The.p.urpose of these taped instructions is to ensure that you and other
participants receive identical information prior to beginnin!¡ ttre questionnaire.

Please turn to page two of the questionnaire packet.

Thank-you for agreeing to be a participant in this study.

PLEASE READ COMPLETELY THROUGH THE INSTRUCTIONS BEFORE
BEGINNING.

In-the.following pages yog will find I different vignettes of a patient. After
EACH vignette there will be 2 questionnaires.

READ EACH VIGNETTE CAREFULLY. ALL ARE DIFFERENT IN SOME
WAY. After reading each vignette, answer the 2 questionnaires that follow.
The 2.questio.nnaires will ask you to make some d'ecisions about the patient
in each vignette. Please provide answers to all questions.

P.lease begin with th-e !ryLvLglette in the questionnaire packet, on to the next
vignette and so^on lN THE ORDER THEY AppEAR uniil you have read and
completed the 2 questionnaires for all 8 vignettes. Do noi proceed on to
another vignette. until you have finished answering the quebtionnaires for the
one you are.working oî;. toy may return to previõus vijnettes and your
answers to them if you find this helpful.

At the very end of the questionnaire you will be asked some additional
questions.

Please answer the questions about each patient from YOUR perspective, as if
they were -each 

your patient. There are nô right or wrong answerd, and it is
importantfor us to know how YOU think you would actuãlly behavé with the
patient. Yo,l!' res.ponses to the questionnaires will remain 

-strictly 
confidential.

Any informatio.n that may be passed on to the Faculty of Mediciñe will be in
group form only and your individual identity will be pr-otected.

You may work at your own paqe. There is no time limit to complete the
questionnaire. lt takes approximately an hour to complete. Please let me know
when you have finished the questionnaire.

lf y.ou have any questions about the study I will be happy to discuss them
with you after you've worked through the-questionnaiie.

lf you require any clarification about the procedure, please stop the tape and
request assistance now. lf you have no questions then you may begin.

Please stop the tape now.
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Appendix L

Standardized Responses to Subjects' Questions
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Standardized Responses to Subject euestions

Q1. How many vignettes?
A1. There are eight vignettes.

Q2. How many questionnaires are there?
A.2. There are two questionnaires.

Q3. The vignettes are different in some way? or How are they different?
43. That's right, they are all different in some way. You will see how they are

different when you read them.

Q4. Am I supposed to answer both questionnaires after each vignette?
A.4. That's right, you answer both questionnaires after reach vignette.

Q5. I am supposed to answer the questionnaires in sequence?
45. That's right, you are to go through the vignettes and questionnaires in

sequence not skipping any.

Q6. Can I go back to previous vignettes?
A6' Yes, you may go back to previous vignettes and questionnaires when you

are doing later ones if you find this helpful.

Q7. l'll be asked some additional questions at the very end of the
questionnaires? or what additional questions? or where are they?

A7 ' That's right, there will be some additional questions at the end of the
questionnaire. I will give them to you when you tell me you are finished.

Q8. I am to answer from my perspective as if they were my patient?
48. That's right, answer from your perspective, as if they were each your

patient. Answer how you think you would actually behave with the patient.

Q9. My responses will be kept anonymous/confidential?
49. That's right, your responses to the questionnaires will remain strictly

confidential. Any information that may be passed on to the Faculty of
Medicine will be in group form only.

Q10. How long do lhave?
410. As long as you need. lt takes approximately an hour to complete.

Q11. You'll be around? or Where will you be if I need help? or Where will you
be when I need to tell you I'm finished?
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All. I'll be...(at specified pre-determined nearby location)

Q12. (Any specific question about the purposes of the experiment, when they
will receive feedback etc.)

412. I can't answer your questions now, but I will be happy to discuss them with
you after you've worked through the entire questionnaire.



253

Appendix M

Pilot Study
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PILOT STUDY

To ensure that all measures and procedures were acceptable and

understandable prior to commencement of the main study, they were pilot tested

with a limited number of subjects.

Method

Sub,¡ecfs

Four subjects participated in the pilot study.17 One subject was a male Ph.D.

in clinical psychology, two subjects were male Ph.D. candidates in clinical

psychology, and the fourth was a female M.A. candidate in sociology. Ages of the

subjects were 33, 30, 29 and 27 respectively with a mean age of 29.7s years.

Procedure

A time convenient for each of the subjects was scheduled for them to

complete a pilot questionnaire assembled and printed as described in the section

on the organization and printing of the questionnaire packet . Subjects completed

the questionnaire in a room in the University of Manitoba Counselling Service.

The procedure largely followed that described in the method of questionnaire

administration described previously, with the following exceptions. Three of the

subjects were given both the first and second parts of the questionnaire and asked

to begin filling out the second parl when appropriate to do so. Subjects were also

lTlnitially, utilizing a limited number of medical students from the third and fourth year was also
considered to pilot test the measures and procedures. This was not done however because of the potential
for the pilot subjects to reveal information about the study to first and fourth year students, thereby potentially
biasing attitudes of future participants in the study.
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not provided the debriefing information.

Resu/fs

Time to Complefe Quesfionnaire

Two of the subjects completed both questionnaires within 40 minutes. A third

subject took 52 minutes while the fourth took 75 minutes. Mean completion time,

including listening to the audiotaped instructions over all four subjects was 41.75

minutes. lt therefore seemed estimating an hour appointment for completion of

questionnaires would be sufficient time for the medical students.

Comments by Pilot Subjecfs

Pilot subjects were interviewed after completion of the questionnaires for

feedback about improving any of the measures or clarifying unclear procedures. A

number of comments and suggestions were made by the pilot subjects. Three of

the subjects suggested that the pacing of the audiotaped instructions seemed a bit

slow. Regarding the demographic cover sheet, one subject suggested the

substitution of the more politically correct term Aboriginal for the term Native and

adding the category of widowed to marital status. Finally, one subject found items

1b and 2 on the post-experimental questionnaire to be vague. ln addition,

post-experimental questionnaire items 9 and 10 were found to be awkwardly

worded by two subjects.

All other procedures and measures were found straightfonrvard and

understandable.
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Revrbions after the Pilot Study

Based on the above comments, the following changes were made. The

audiotaped instructions were re-recorded by the experimenter to be paced at a

slightly faster and more natural rate of speech. Aboriginal was substituted for

Native, and widowed was added to marital status on the demographic cover sheet.

Finally, items 1b,2,9 and 10 on the post-experimental questionnaire were rewritten

to be more clear.

The revised demographic cover sheet and post-experimental questionnaire

were incorporated into the previous questionnaire packet to create the final

prototype questionnaire packet to be used in the main study. The final prototype

questionnaire can be seen in Appendix N.

Finally, after administration of the questionnaires and answering questions

in standardized fashion during the pilot study, it seemed unlikely subjects would

want to hear the audiotape again if unclear about procedure. In addition, replaying

the tape would add additional participation time for the research. As such, it was

decided subjects' questions would be answered in standardized fashion as

previously described rather than asking them if they would like to hear the tape

again.
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Appendix N

Prototype Question naire Packet
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INSTRUCTIONS

PLEASE BE SEATED

PLEASE TURN ON THE TAPE RECORDER AND LISTEN TO THE
TAPED INSTRUCTIONS.
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INSTRI,.¡GTIONS

Thank-you for agreeing to be a participant in this study.

PLEASE READ COMPLETELY THROUGH THE INSTRUCTIONS BEFORE
BEGINNING.

ln_the.following pages you will find 8 different vignettes of a patient. After
EACH vignette there will be 2 questionnaires.

READ EACH VIGNETTE CAREFULLY. ALL ARE DIFFERENT IN SOME
WAY. After reading each vignette, answer the 2 questionnaires that follow.
The 2.questionnairés will ask you to make some d'ecisions about the patient
in each vignette. Please provide answers to all questions.

P.lease begin with the first vignette in the questionnaire packet, on to the next
vignette and so on lN THE ORDER THEY'APPEAR until you have read and
completed the 2 questionnaires for all I vignettes. Do noi proceed on to
another vignette until you have finished answering the quebtionnaires for the
one you are working on:. Yog may return to previous vignettes and your
answers to them if you find this helpful.

At the very end of the questionnaire you will be asked some additional
questions.

Please answer the questions ab_out each patient from youR perspective, as
if they wgr-e each your patient- There are no right or wrong answers, and'it is
importantfor us to know how YOU think you wóuld actuall! behave w¡tn tne
patient. Yoq.t res.ponses to the questionnaires will remain 

-strictty 
confidential.

Any information that may be passed on to the Faculty of Mediciñe will be in
group form only and your individual identity will be pr-otected.

You may work at your own pace. There is no time limit to complete the
questionnaire. lt takes approximately an hour to complete. please let me
know when you have finished the quêstionnaire.

lf you have any questions about the study I will be happy to discuss them
with you after you've worked through the questionnaiie.

lf you require.any clarification about the procedure, please stop the tape and
request assistance now. lf you have no questions then you mäy begin.
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Glinical Vignette of Newly Diagnosed Breast Cancer Patient I

The patient is a woman, 30 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While -

laki¡¡g a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has a master's degree, but the discipline was unspecified.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
rylass might be malignant the physician also referred the patient to a surgeon
for a biopsy, and told the patient that she would be notified as soon as the
results of the tests were known. The biopsy was positive for malignancy.
The patient was called for a return appointment within forty-eight hours 

-ot 
tfre

biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting she asks many questions about the tests, her condition,
and her treatment options. By the end of the meeting you form a definite
impression of the patient.

What follows are 9 pieces of information you could give her.
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Items of Information about Patient l's Gancer

The following are 9 items of information that you could give to the cancer
patient in the vignette. For each of the items 1-9, please circle the
alternative f9.9,,-{rom 1 Almost nothing - 4 Almost everything) that indicates
how much YOU WOULD TELL the patient about each 

-of 
thð'following types of

information.

THEN, PLEASE SELECT THE 3 ITEMS OF INFORMATION YOU WOULD
CONSIDER MOST IMPORTANT TO GIVE TO THE PATIENT IF YOU HAD
ONLY THE oNE sESSloN To DELIVER THE tNFoRMATroN. prease
denote which 3 of the 9 items you would give to the patient by making a
check mark in the space immediately before the number of eách item-
selected.

1. Information about the diagnostic stage of the disease and the
extent of involvement of the disease.

2. Information about

1

Almost A little
nothing bit

the likelihood of cure from the disease.

2 3
A fair

bit

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

2
A little

bit

2
A little

bit

2
A little

b¡t

3
A fair

bit

4
Almost

everything

4
Almost

everything

4
Almost

everything

4
Almost

everything

3. Information about how the treatment may affect her ability to carry
on her usual social activities (sports, or hobbies etc.).

3
A fair

bit

4. Information about how to handle the physical and emotional impact
of the disease on the family, and significant others.

3
A fair

bit



5. lnformation about caring for
support groups, home care,

12
Almost A little
nothing bit
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herself at home (for example. nutrition,
social worker, mental health worker).

34
A fair Almost
b¡t everything

34
A fair Almost
bit everything

about how the treatment may affect her usual feelings
and sexual attractiveness (bieast disfigurement, bre"ast
reconstructive su rgery).

7.

6. Information
of physical
prosthesis,

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

lnformation about different types of treatments
chemotherapy, radiotherapy) and the possible
associated with each treatment.

2
A little

bit

2
A little

bit

2
A little

bit

2
A little

bit

3
A fair

bit

3
A fair

b¡t

3
A fair

bit

(surgical,
benefits and risks

4
Almost

everything

4
Almost

everything

4
Almost

everything

8. Information about how at risk her children and/or other famiry
members are of developing the disease.

9. lnformation about possible unpleasant side eflects of treatment (for
example: nausea, pain, change in physical appearance).
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Role Preference Scale - Patient I

Listed below are 5 alternatives that the cancer patient in the vignette might
want while decisions are being made about treátment

Please rank order the roles YoU THTNK woULD BE MOST AppRopRtATE
FoR THls PARTICULAR PATTENT To ASSUME if you had onty the one
session with her. Place the number "1" in the space lmmediately before the
number of the role you have selected as MOSTAPPROPRIATË.

For.tf.t-e_ remaining four alternatives, please indicate your second, third, fourth
and fifth choices by placing the numbers "2", "3", "4ú, atìd "5" in the space
immediately before the numbers of the remaining arternatives.

1. Leave all decisions regarding treatment to the doctor.

2. The doctor makes the final decision about which treatment will be
used, but seriously considers the patient's opinion.

3. The doctor and patient share responsibility for deciding which
treatment is best for the patient. '

4. The patient makes the final selection of treatment after seriously
considering the doctor's opinion.

5. The patient makes the final selection about which treatment she will
recetve.
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Glinical Vignette of Newly Diagnosed Breast cancer patient 2

The patient is a woma.n, 99 years gl age, who came to the clinic complaining
of a lump in fgrbreast which she discóvered while taking a shower. Wnite -
taking a. detailed-history, the attending physician learnedthere was a strong
familial history of breast cancer. Theþhyóician also learned that the woman
has less than a grade I education.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests fo assist in diagnosis. Suspicious that the
mass might be malignq¡t the physician referred tñe patient to'a surgeon for a
biopsy, and told the patient that she would be notified as soon as thê results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eig-ht hours of the
biopsy.

âs paft of your clinical training you are now assigned to handle the case.
During your meeting she asks many questions about the tests, her condition,
and her treatment options. By the end of the meeting you form a definite
impression of the patient.

What follows are g pieces of information you could give her.
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Items of lnformation about Patient 2's Cancer

The following are 9 items of information that you could give to the cancer
patient in the vignette. For each of the items 1-9, please circle the
alternative (e.9., from 1 Almost nothing - 4 Almost everything) that indicates
how much YOU WOULD TELL the patient about each of the following types of
information.

THEN, PLEASE SELECT THE 3 ITEMS OF INFORMATION YOU WOULD
CONSIDER MOST IMPORTANT TO GIVE TO THE PATIENT IF YOU HAD
ONLY THE ONE SESSION TO DELIVER THE INFORMATION. Please
denote which 3 of the 9 items you would give to the patient by making a
check mark in the space immediately before the number of each item
selected.

1. Information about the diagnostic stage of the disease and the
extent of involvement of the disease.

1

Almost
nothing

2
A little

bit

3
A fair

bir

3
A fair

bit

4
Almost

everything

4
Almost

everything

4
Almost

everything

4
Almost

everything

2. Information about the likelihood of cure from the disease.

1

Almost A
nothing

2
little
bit

3. Information about how the treatment may affect her ability to carry
on her usual social activities (sports, or hobbies etc.).

4. Information about how to handle the physical and emotional impact
of the disease on the family, and significant others.

1

Almost
nothing

1

Almost
nothing

2
A little

bit

2
A little

b¡r

3
A fair

bit

3
A fair

b¡t
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5. Information about caring for herself at home (for example: nutrition,
support groups, home care, social worker, mental health worker).

1234
Almost A little A fair Almostnothing bit bit everything

6. Information about how the treatment may affect her usual feelings
of physical and sexual attractiveness (bieast disfigurement, breãst
prosthesis, reconstructive surgery).

1234
Almost A little A fair Almostnothing bit bit everything

7. lnformation about different types of treatments (surgical,
chemotherapy, radiotherapy) and the possible benéfits and risks
associated with each treatment.

1234
Almost A little A fair Almostnothing b¡t bit everything

8. lnformation about how at risk her children and/or other famiry
members are of developing the disease.

1234
Almost A little A fair Almostnothing bit bit everything

9. Information about possible unpleasant side effects of treatment (for
example: nausea, pain, change in physical appearance).

Almost A little A fair Almostnothing bit bit everything
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Role Preference Scale - Patient 2

Listed below are 5 alternatives that the cancer patient in the vignette might
want while decisions are being made about treatment.

Please rank order the roles YOU THINK WOULD BE MOST APPROPRTATE
FOR THIS PARTICULAR PATIENT TO ASSUME if you had only the one
session with her. Place the number "1" in the space immediately before the
number of the role you have selected as MOST APPROPRIATE.

For the remaining four alternatives, please indicate your second, third, fourth
and fifth choices by placing the numbers "2", "3", "4't, and "5" in the space
immediately before the numbers of the remaining alternatives.

1. Leave all decisions regarding treatment to the doctor.

2. The doctor makes the final decision about which treatment will be
used, but seriously considers the patient's opinion.

3. The doctor and patient share responsibility for deciding which
treatment is best for the patient.

4. The patient makes the final selection of treatment after seriously
considering the doctor's opinion.

5. The patient makes the final selection about which treatment she will
recerve.
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clinical vignette of Newly Diagnosed Breast Gancer Patient 3

The patient is a woma.n, 99 years of age, who came to the clinic complaining
of.a lump.in her breast which she discóvered while taking a shower. Wtr¡le -
laki1g 3. detailed_history, the attending physician learnedthere was a strong
familial history of breast cancer. Theþhyá¡cian also learned that the woman
has a master's degree, but the disciplínewas unspecified.

On palpating her left breast the physician discovered a mass and
immediately.ordered several tests-to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred tñe patient to'a surgeon for a
biopsy, and told the patient that 3he would be notifieb as soon as thé results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eight houis of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your.meeting,.even whein you stop to ask-if she has any questions
she responds by shaking her head no. By the end of the meeiing yo, form a
detinite impression of the patient.

What follows are g pieces of information you could give her.
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Items of Information about Patient 3's Cancer

The following are 9 items of information that you could give to the cancer
patient in the vignette. For each of the items 1-9, pleasè circle the
alternative f9.gr, [rom 1 Almost nothing - 4 Almost everything) that indicates
how much YOU WOULD TELL the patient about each bf thè following types of
information.

THEN, PLEASE SELECT THE 3 ITEMS OF INFORMATION YOU WOULD
CONSIDER MOST IMPORTANT TO GIVE TO THE PATIENT IF YOU HAD
ONLY THE ONE SESSION TO DELIVER THE INFORMATION. Please
denote which 3 of the 9 items you would give to the patient by making a
check mark in the space immediately before the number of each item
selected.

1. lnformation about the diagnostic stage of the disease and the
extent of involvement of the disease.

2. Information about the likelihood of cure from the disease.

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

2
A little

bit

2
A little

bit

2
A little

bit

3
A fair

b¡t

3
A fair

bit

3
A fair

bit

3
A fair

bit

4
Almost

everything

4
Almost

everything

4
Almost

everything

4
Almost

everything

3. Information about how the treatment may affect her ability to carry
on her usual social activities (sports, or hobbies etc.).

4. Information about how to handle the physical and emotional impact
of the disease on the family, and significant others.

2
A little

b¡t
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5. Information about caring for herself at home (for example: nutrition,
support groups, home care, social worker, mental health worker).

6. Information about how the treatment may affect her usual feelings
of physical and sexual attractiveness (breast disfigurement, breast
prosthesis, reconstructive su rgery).

2
A little

bit

7. Information about different types of treatments (surgical,
chemotherapy, radiotherapy) and the possible benefits and risks
associated with each treatment.

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

2
A little

bit

2
A little

bit

2
A little

b¡t

3
A fair

bit

3
A fair

bit

4
Almost

everything

4
Almost

everything

4
Almost

everything

4
Almost

everything

4
Almost

everything

3
A fair

bit

8. lnformation about how at risk her children and/or other family
members are of developing the disease.

23
A little A fair
b¡t bit

9. lnformation about possible unpleasant side effects of treatment (for
example: nausea, pain, change in physical appearance).

3
A fair

b¡t
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Role Preference Scale - Patient 3

Listed below are 5 alternatives that the cancer patient in the vignette might
want while decisions are being made about treatment.

Please rank order the roles YoU THINK WOULD BE MOST APPROPRTATE
FOR THIS PARTICULAR PATIENT TO ASSUME if you had only the one
session with her. Place the number "1" in the space immediately before the
number of the role you have selected as MOST APPROPRIATË.

For the remaining four alternatives, please indicate your second, third, fourth
and fifth choices by placing the numbers "2", "3", "4'-, arìd "5" in the space
immediately before the numbers of the remaining alternatives.

1. Leave all decisions regarding treatment to the doctor.

2. The doctor makes the final decision about which treatment will be
used, but seriously considers the patient's opinion.

3. The doctor and patient share responsibility for deciding which
treatment is best for the patient.

4. The patient makes the final selection of treatment after seriously
considering the doctor's opinion.

5. The patient makes the final selection about which treatment she will
recerve.
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Clinical Vignette of Newly Diagnosed Breast Cancer Patient 4

The patient is a woman, 30 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has less than a grade 8 education.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting, even when you stop to ask if she has any questions,
she responds by shaking her head no. By the end of the meeting you form a
definite impression of the patient.

What follows are g pieces of information you could give her.
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Items of Information about Patient 4's Gancer

The following are 9 items of information that you could give to the cancer
patient in the vignette. For each of the items 1-9, pleasê circle the
alternative (e.9., from 1 Almost nothing - 4 Almost everything) that indicates
how much YOU WOULD TELL the patient about each-of thé.following types of
information.

THEN, PLEASE SELECT THE 3 ITEMS OF INFORMATION YOU WOULD
CONSIDER MOST IMPORTANT TO GIVE TO THE PATIENT IF YOU HAD
ONLY THE ONE SESSION TO DELIVER THE INFORMAT|ON. Ptease
denote which 3 of the 9 items you would give to the patient by making a
check mark in the space immediately before the number of eách item
selected.

'1. Information about the diagnostic stage of the disease and the
extent of involvement of the disease.

2. Information about the likelihood of cure from the disease.

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

2
A little

bit

2
A little

b¡t

2
A little

bit

3
A fair

bit

4
Almost

everything

4
Almost

everything

4
Almost

everything

4
Almost

everything

3
A fair

bit

3. Information about how the treatment may affect her ability to carry
on her usual social activities (sports, or hobbies etc.).

2
A little

bit

4. Information about how to handle the physical and emotional impact
of the disease on the family, and significant others.

3
A fair

bit

3
A fair

bit
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5. lnformation about caring for herself at home (for example: nutrition,
support groups, home care, social worker, mental health worker).

1

Almost
nothing

1

Almost
nothing

1

Almost
nothing

2
A little

bit

2
A little

bit

2
A little

b¡t

3
A fair

b¡t

3
A fair

b¡t

3
A fair

bit

3
A fair

b¡t

34
A fair Almost
bit everything

6. Information about how the treatment may affect her usual feelings
of physical and sexual attractiveness (breast disfigurement, breast
prosthesis, reconstructive surgery).

7. Information about different types of treatments (surgical,
chemotherapy, radiotherapy) and the possible benefits and risks
associated with each treatment.

12
Almost A little
nothing b¡t

12
Almost A little
nothing bit

4
Almost

everything

4
Almost

everything

and/or other family

4
Almost

everything

4
Almost

everything

8. Information about how at risk her children
members are of developing the disease.

9. Information about possible unpleasant side effects of treatment (for
example: nausea, pain, change in physical appearance).
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Role Preference Scale - Patient 4

Listed below are 5 alternatives that the cancer patient in the vignette might
want while decisions are being made about treatment.

Please rank order the roles YOU THINK WOULD BE MOST APPROPRIATE
FOR THIS PARTICULAR PATIENT TO ASSUME ¡f you had only the one
session with her. Place the number "1" in the space immediately before the
number of the role you have selected as MOST APPROPRIATE.

For the remaining four alternatives, please indicate your second, third, fourth
and fifth choices by placing the numbers "2", "3", "4", and "5" in the space
immediately before the numbers of the remaining alternatives.

'1. Leave all decisions regarding treatment to the doctor.

2. The doctor makes the final decision about which treatment will be
used, but seriously considers the patient's opinion.

3. The doctor and patient share responsibility for deciding which
treatment is best for the patient.

4. The patient makes the final selection of treatment after seriously
considering the doctor's opinion.

5. The patient makes the final selection about which treatment she will
recetve.
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Clinical Vignette of Newly Diagnosed Breast Cancer Patient 5

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has a master's degree, but the discipline was unspecified.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting she asks many questions about the tests, her condition,
and her treatment options. By the end of the meeting you form a definite
impression of the patient.

What follows are I pieces of information you could give her.



The following are 9 items of information that you could give to the cancer
patient in the vignette. For each of the items 1-9, pleasê circle the
alternative (e,9., from 1 Almost nothing - 4 Almost everything) that indicates
how much YOU WOULD TELL the patient about each of the following types of
information.

THEN, PLEASE SELECT THE 3 ITEMS OF INFORMATION YOU WOULD
CONSIDER MOST IMPORTANT TO GIVE TO THE PATIENT IF YOU HAD
ONLY THE ONE SESSION TO DELIVER THE INFORMATION. Please
denote which 3 of the 9 items you would give to the patient by making a
check mark in the space immediately before the number of each item
selected.
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Items of Information about Patient 5's Gancer

1. Information about the diagnostic stage of the disease and the
extent of involvement of the disease.

2. Information about the likelihood of cure from the disease.
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3. Information about how the treatment may affect her ability to carry
on her usual social activities (sports, or hobbies etc.).

4. Information about how to handle the physical and emotional impact
of the disease on the family, and significant others.

3
A fair

bit
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5. Information about caring for herself at home (for example: nutrition,
support groups, home care, social worker, mental health worker).

6. Information about how the treatment may affect her usual feelings
of physical and sexual attractiveness (breast disfigurement, breast
prosthesis, reconstructive surgery).
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nothing
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nothing
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nothing
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7. Information about different types of treatments (surgical,
chemotherapy, radiotherapy) and the possible benefits and risks
associated with each treatment.

3
A fair

bit

8. Information about how at risk her children and/or other family
members are of developing the disease.

9. Information about possible unpleasant side effects of treatment (for
example: nausea, pain, change in physical appearance).

3
A fair

bit

3
A fair

bit
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Role Preference Scale - Patient 5

Listed below are 5 alternatives that the cancer patient in the vignette might
want while decisions are being made about treatment.

Please rank order the roles YOU THINK WOULD BE MOST APPROPRIATE
FOR THIS PARTICULAR PATIENT TO ASSUME if you had only the one
session with her. Place the number "1" in the space immediately before the
number of the role you have selected as MOST APPROPRIATE.

For the remaining four alternatives, please indicate your second, third, fourth
and fifth choices by placing the numbers "2", "3", "4", and "5" in the space
immediately before the numbers of the remaining alternatives.

1. Leave all decisions regarding treatment to the doctor.

2. The doctor makes the final decision about which treatment will be
used, but seriously considers the patient's opinion.

3. The doctor and patient share responsibility for deciding which
treatment is best for the patient.

4. The patient makes the final selection of treatment after seriously
considering the doctor's opinion.

5. The patient makes the final selection about which treatment she will
recetve.
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Clinical Vignette of Newly Diagnosed Breast Gancer Patient 6

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has less than a grade 8 education.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forty-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting she asks many questions about the tests, her condition,
and her treatment options. By the end of the meeiing you form a definite
impression of the patient.

What follows are 9 pieces of information you could give her.
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Items of lnformation about Patient 6's Gancen

The following are 9 items of information that you could give to the cancer
patient in the vignette. For each of the items 1-9, please circle the
alternative (e.9., from 1 Almost nothing - 4 Almost everything) that indicates
how much YOU WOULD TELL the patient about each of the following types of
information.

THEN, PLEASE SELECT THE 3 ITEMS OF INFORMATION YOU WOULD
CONSIDER MOST IMPORTANT TO GIVE TO THE PATIENT IF YOU HAD
ONLY THE ONE SESSION TO DELIVER THE INFORMATION. Please
denote which 3 of the 9 items you would give to the patient by making a
check mark in the space immediately before the number of each item
selected.

1. Information about the diagnostic stage of the disease and the
extent of involvement of the disease.

2. lnformation about the likelihood of cure from the disease.
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3. Information about how the treatment may affect her ability to carry
on her usual social activities (sports, or hobbies etc.).

4. Information about how to handle the physical and emotional impact
of the disease on the family, and significant others.



5. Information about caring for
support groups, home care,
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herself at home (for example: nutrition,
social worker, mental health worker).

34
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bit everything
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bit everything
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nothing

6. lnformation
of physical
prosthesis,
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effects of treatment (for
appearance).

4
Almost

everything

about how the treatment may affect her usual feelings
and sexual attractiveness (breast disfigurement, breast
reconstructive su rgery).

7. Information about different types of treatments
chemotherapy, radiotherapy) and the possible
associated with each treatment.

8. Information about how at risk her children and/or other family
members are of developing the disease.

I Information about possible unpleasant side
example: nausea, pain, change in physical
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Role Preference Scale - Patient 6

Listed below are 5 alternatives that the cancer patient in the vignette might
want while decisions are being made about treatment.

Please rank order the roles YOU THINK WOULD BE MOST APPROPRIATE
FOR THIS PARTICULAR PATIENT TO ASSUME if you had only the one
session with her. Place the number "1" in the space immediately before the
number of the role you have selected as MOST APPROPRIATE.

For the remaining four alternatives, please indicate your second, third, fourth
and fifth choices by placing the numbers "2", "3", "4", and "5" in the space
immediately before the numbers of the remaining alternatives.

1. Leave all decisions regarding treatment to the doctor.

2. The doctor makes the final decision about which treatment will be
used, but seriously considers the patient's opinion.

3. The doctor and patient share responsibility for deciding which
treatment is best for the patient.

4. The patient makes the final selection of treatment after seriously
considering the doctor's opinion.

5. The patient makes the final selection about which treatment she will
recetve.
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Clinical Vignette of Newly Diagnosed Breast Gancer Patient 7

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While
taking a detailed history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has a master's degree, but the discipline was unspecified.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as the results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within fofty-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting, even when you stop to ask if she has any questions,
she responds by shaking her head no. By the end of the meeting you form a
definite impression of the patient.

What follows are 9 pieces of information you could give her.
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Items of Information about Patient 7's Cancer

The following are 9 items of information that you could give to the cancer
patient in the vignette. For each of the items 1-9, please circle the
alternative (e.9., from 1 Almost nothing - 4 Almost everything) that indicates
how much YOU WOULD TELL the patient about each of the following types of
information.

THEN, PLEASE SELECT THE 3 ITEMS OF ¡NFORMATION YOU WOULD
CONSIDER MOST IMPORTANT TO GIVE TO THE PATIENT IF YOU HAD
ONLY THE ONE SESSION TO DELIVER THE INFORMATION. Please
denote which 3 of the 9 items you would give to the patient by making a
check mark in the space immediately before the number of each item
selected.

1. Information about the diagnostic stage of the disease and the
extent of involvement of the disease.

2. Information about the likelihood of cure from the disease.
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3. lnformation about how the treatment may affect her ability to carry
on her usual social activities (spor1s, or hobbies etc.).

3
A fair

bit

4. Information about how to handle the physical and emotional impact
of the disease on the family, and significant others.

12
Almost A little
nothing bit

3
A fair

bit
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5. Information about caring for herself at home (for example: nutrition,
support groups, home care, social worker, mental health worker).

6. lnformation about how the treatment may affect her usual feelings
of physical and sexual attractiveness (breast disfigurement, breast
prosthesis, reconstructive su rgery).
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7. Information about different types of treatments (surgical,
chemotherapy, radiotherapy) and the possible benefits and risks
associated with each treatment.

12
Almost A little
nothing b¡t

8. Information about how at risk her children and/or other family
members are of developing the disease.

9. Information about possible unpleasant side effects of treatment (for
example: nausea, pain, change in physical appearance).
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Role Preference Scale - Patient 7

Listed below are 5 alternatives that the cancer patient in the vignette might
want while decisions are being made about treatment.

Please rank order the roles YOU THINK WOULD BE MOST APPROPRIATE
FOR THIS PARTICULAR PATIENT TO ASSUME if you had only the one
session with her. Place the number "1" in the space immediately before the
number of the role you have selected as MOST APPROPRIATE.

For the remaining four alternatives, please indicate your second, third, fourth
and fifth choices by placing the numbers "2", "3", "4", and "5" in the space
immediately before the numbers of the remaining alternatives.

1. Leave all decisions regarding treatment to the doctor.

2. The doctor makes the final decision about which treatment will be
used, but seriously considers the patient's opinion.

3. The doctor and patient share responsibility for deciding which
treatment is best for the patient.

4. The patient makes the final selection of treatment after seriously
considering the doctor's opinion.

5. The patient makes the final selection about which treatment she will
recetve.



PROTOTYPE 288

Glinical vignette of Newly Diagnosed Breast cancer Patient I

The patient is a woman,72 years of age, who came to the clinic complaining
of a lump in her breast which she discovered while taking a shower. While -

lakiqg a detailed_history, the attending physician learned there was a strong
familial history of breast cancer. The physician also learned that the woman
has less than a grade I education.

On palpating her left breast the physician discovered a mass and
immediately ordered several tests to assist in diagnosis. Suspicious that the
mass might be malignant the physician referred the patient to a surgeon for a
biopsy, and told the patient that she would be notified as soon as thê results
of the tests were known. The biopsy was positive for malignancy. The
patient was called for a return appointment within forly-eight hours of the
biopsy.

As part of your clinical training you are now assigned to handle the case.
During your meeting, even when you stop to ask if she has any questions,
she responds by shaking her head no. By the end of the meeiing you form a
definite impression of the patient.

What follows are 9 pieces of information you could give her.
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Items of lnformation about Patient I's Cancer

The following are 9 items of information that you could give to the cancer
patient in the vignette. For each of the items 1-9, please circle the
alternative (e.9., from 1 Almost nothing - 4 Almost everything) that indicates
how much YOU WOULD TELL the patient about each of the following types of
information.

THEN, PLEASE SELECT THE 3 ITEMS OF INFORMAT¡ON YOU WOULD
CONSIDER MOST IMPORTANT TO GIVE TO THE PATIENT IF YOU HAD
ONLY THE ONE SESSION TO DELIVER THE INFORMATION. Please
denote which 3 of the I items you would give to the patient by making a
check mark in the space immediately before the number of each item
selected.

1. Information about the diagnostic stage of the disease and the
extent of involvement of the disease.
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2. lnformation about the likelihood of cure from the disease.

3. Information about how the treatment may affect her ability to carry
on her usual social activities (spor1s, or hobbies etc.).

4. Information about how to handle the physical and emotional impact
of the disease on the family, and significant others.

3
A fair

bit
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5. Information about caring for herself at home (for example: nutrition,
supporl groups, home care, social worker, mental health worker).

6. Information about how the treatment may affect her usual feelings
of physical and sexual attractiveness (breast disfigurement, breast
prosthesis, reconstructive surgery).
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7. lnformation about different types of treatments (surgical,
chemotherapy, radiotherapy) and the possible benefits and risks
associated with each treatment.

8. lnformation about how at risk her children andlor other family
members are of developing the disease.

3
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b¡t

3
A fair

bit

9. lnformation about possible unpleasant side effects of treatment (for
example: nausea, pain, change in physical appearance).

3
A fair

bit
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Role Preference Scale - Patient I

Listed below are 5 alternatives that the cancer patient in the vignette might
want while decisions are being made about treatment.

Please rank order the roles YOU THINK WOULD BE MOST APPROPRIATE
FOR THIS PARTICULAR PATIENT TO ASSUME if you had only the one
session with her. Place the number "1" in the space immediately before the
number of the role you have selected as MOST APPROPRIATE.

For the remaining four alternatives, please indicate your second, third, fourth
and fifth choices by placing the numbers "2", "3", "4", and "5" in the space
immediately before the numbers of the remaining alternatives.

1. Leave all decisions regarding treatment to the doctor.

2. The doctor makes the final decision about which treatment will be
used, but seriously considers the patient's opinion.

3. The doctor and patient share responsibility for deciding which
treatment is best for the patient.

4. The patient makes the final selection of treatment after seriously
considering the doctor's opinion.

5. The patient makes the final selection about which treatment she will
recerve.



PROTOTYPE 292

Socio-Demographic I nformation

The following information will assist us in being able to describe overall
characteristics of participants in the study. Please take a few minutes to
provide as much information as you can. Your individual identity will be kept
strictly confidential. Thank-you.

Age. _ (years)

Sex. Male Female (circle)

Race: (e.9., Aboriginal, Black, White, Asian etc.)

C u ltu rallEth n ic Ancestry:

Relig ious Affiliation/Denomination :

Marital Staius: Single
Co-habitating
Married
Separated
Divorced
Widowed

Degrees/DiplomasObtained: 1.
2.
3.
4.
5.

Current Level of Medical Training: Med 1

Med 2
Med 3

Year Received
Year Received
Year Received
Year Received
Year Received

Med 4
lntern
Resident

Specialty/Su bspecialty or
Intended Area of Specialization:

STOP

YOU HAVE NOW REACHED THE END OF THE QUESTIONNAIRE.
PLEASE INFORM THE EXPERIMENTER YOU HAVE FINISHED.
YOU WILL BE ASKED TO ANSWER SOME ADDITIONAL
QUESTIONS.
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PLEASE ANSWER THESE ADDITIONAL QUESTIONS

1. People have a variety of experiences that influence their decisions.

a) What are some of the experiences that you would say influenced the
amount and type of information you revealed to each patient?

b) What are some of the experiences that you would say influenced the
role in treatment decisions you selected as most appropriate for each
patient to assume?

2. Do you personally know anyone who has had breast cancer? lf so
please describe the nature of your relationship, and elaborate on how
knowing them influenced the way in which you responded to the
questions following the vignettes.
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3. How long do you think an early stage, newly diagnosed female breast
cancer patient has to live?

4. Which of the nine pieces of information would you not provide to a
breast cancer patient? Under what circumstances would you do this?
Please explain.
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5. What do you think the purpose of the experiment was?

6. Was there any part of the experiment that you didn't understand, or
had difficulty with?



PROTOryPE 296

7. Did you think I wanted you to respond to the questionnaires after
the vignettes in any particular way?

8. In the instructions you were told each of the vignettes were "different in
some way". How did they differ? You may have noticed that they
differed in several ways.
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9. Of the features in the vignettes that you noticed were different, which
were most important? Why?

10. Of the features in the vignettes that you noticed were different, which
were least important? Why?
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11. What other information about the patient, if any, would you have liked to
assist you in your decisions?

12. Did you develop a specific strategy about the amount and type of
information and the role in treatment decisions you would adopt with
each patient? lf so, could you please describe the strategy you used.
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13. Three of the features in the vignettes that were varied were the age,
education, and number of questions asked by the patient.

a) Did you notice any of these changing in the vignettes?

b) Of these features, which were most impoftant? Why?

c) Which of these features were least important? Why?

THANK-YOU FOR COMPLETING THIS ADDITIONAL
oÚeSIIONNAIRE. PLEASE NOTIFY THE EXPERIMENTER THAT
YOU ARE FINISHED.
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Appendix O

Letter to Senior Stick of the Medical School
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November 6, 1992

Mr. Francois Bernier
Senior Stick c/o
Manitoba Medical Students Association

Dear Mr. Bernier:

As I had suggested, I am providing you with a written description

of the presentation I will be making to the first and fourth year

classes. As well, I am enclosing a copy of the description of the

study and the consent form that will be placed in student mailboxes'

Thank-you for your previous time and consideration'

Sincerely,

Timothy A. G. Osachuk, M.A.

C.Psych. Candidate
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2
Phone: (204) 474-8592
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Appendix P

Description of Research Project and Gonsent Form
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Communication Between Medical Students and Patients

My name is Tim Osachuk. I am a Ph.D. candidate in Clinical Psychology at
thê University of Manitoba, and I need your help in completing my Doctorate.
Two recent Canadian conferences on training of Medical Students held in
Toronto (lnternational Consensus Conference on Doctor-Patient
Communication, 1991 , November; Workshop on the Teaching and
Assessment of Communication Skills in Canadian Medical Schools, 1992,
March) have strongly urged the need for systematic research.examining
commûnication befr¡ieen physicians in training and patients. I am requesting
your assistance in volunteering to participate in my Doctoral Thesis Research
ihat wilt begin to answer a number of the questions raised during- these.
conferences. Participation in the study will take about an hour of your time.
You will be asked to fill out some questionnaires after which I will spend
some time with you discussing the research, and any questions you may
have about it.

Dr. Peter Warren, Dr. Patricia Min¡raldt, Dr. Murray Kapelow and Ms. Gail
Schnable are all aware of the research project, have been consulted during
its planning and development, and are in support of the research. The
project is also being supported by the Dean of the Faculty of Medicing_.and
fhe'Committee on Ündelgraduaté Medical Education. I have also notified
your Senior Stick - Mr. Francois Bernier - that I would be making. contact with
you about the research project. The project has re4:eived ethical qpproval
irom the Human Ethical Review Committee in the Department of Psychology
at the University of Manitoba (File # 92-103) and from the Human Ethics
Committee in the Faculty of Medicine at the University of Manitoba (File
#E92:254).

There are no risks to your participating in the study. Whether you choose to
volunteer or not will remain confidential. lf you do choose to participate, your
name will not appear on the questionnaire, an4 all information you provide
will be held in the strictest confidence. Any information that may be passed
on to the Faculty of Medicine or elsewhere will be in group form only and
your individual iðentity will be protected. The benefits of your participation will
be to generate knowlêdge about communication between physicians.in
training and their patients, which might have future ¡mpa.ct in training in your
own añd other meidical programs in Canada. Your individual contribution is
therefore very important and should not be underestimated.

You are under no obligation to volunteer for this slldy, and_it will not in any
way affect your performance or evaluation by the_Faculty 9t Medicine.
Moieover, íf you do agree to pafticipate, you are free to withdraw without
penalty at any time. lÌ is however very important that I am able to have as
inany ôf you þarticipate as possible to have as complete a sample from you
and youicollàague's as lcan. I need to have all of your per-spectives and,
ideaily, I would like to meet with each of you. 

.1. 
am aware of your busy

sche<íules and am therefore willing to meet with you whenever you have the
time to participate.

lf you wish to participate, please do the following: Sign and date the consent
foim on the thìrd paÖe of this document, ensure you leave a telephone
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number and time at which I can reach you, seal the consent form in the
envelope provided, and place the envelope in the box labelled
Gommunication Study'next to the student mailboxes. I will arrange a-time
and location to meet with you convenient for your personal schedule. lf you
have any questions about this project, please leave a message for me at the
Counselling Service at the Fort Garry Campus, phone - 474-8592, or af my
home phone number -

Thank-you for your time and consideration and looking fonruard to meeting
with you.

Sincerely,

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate,
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2

Phone Messages Counsellinq Service: 474-8592
Phone Messages Home:
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Communication Between Medical Students and Patients

Gonsent for Participation in Research

(Please Print Name)

have read the description of the research study, understand what I will be
asked to do, and agree to be a participant in the study. I understand that my
name will not appear on the questionnaires, and that my responses to the
questionnaires are completely confidential. I also understand that I am free to
withdraw from the research at any time with no penalty for doing so.

Signature Date

Telephone
Number(s):

Time to Call
the above
Number(s):

lf you have any additional questions about the research project, I may be
reached at the following address:

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate,
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2

Phone Messages Counselling Service: 474-8592
Phone Messages Home:



306

Appendix Q

In Person Presentation of Project to Medical Students
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In Person Presentation of Project to Medical Students

Mv name is Tim Osachuk. I am a Ph.D. candidate in Clinical Psychology at
thô University of Manitoba, and I need your help- in_ completing my Doctorate.
Two r"cent ianadian conferences on tiaining of Medical Students held in

Toronto (lnternational Consensus Conference on Doctor-Patient
Commurìication, 1991 , November; Workshop on the Teachtng and
Assessment of Communication Skills in Canadian Medical Schools, 1992,
March) have strongly urged the need for systematic research.examining
ðommûnication be[r¡Íeen-physicians in traiñing and patients. l am.requesting.
your assistance in voluntèeiing to pa-rticipatell. ty Doctoral Thesis Research
ihat will begin to answer a nurñberof the.questions raised during-these.
òonference"s. Participation in the study will take ab_out an. h.our of your time.
You will be asked to iill out some quedtionnaires after which I will spend
some time with you discussing the research, and any questions you may
have about it.

Dr. Peter Warren, Dr. Patricia Min¡raldt, Dr. Murray Kapelow and Ms. Gail
Schnable are all aware of the research project, have been consulted during
its planning and development, and are_in si-rpport of the research. The

þroject is afso being suþported by the Dean'of the Faculty of Medicing,.and
fhe'Committee on Úndeigraduaté Medical Education. I have also notified
your Senior Stick - Mr. Fåncois Bernier - that I would be making. contact with

íou about the research project. The project has received ethical spproval
irom the Human Ethical'Review Cominitiee in the Department of Psychology
at the University of Manitoba (File # 92-103) qnd from the Human Ethics
Committee in ttie Faculty of Medicine at the University of Manitoba (File
#E92:254).

There are no risks to your parlicipating in the study. Whether you choose to
volunteer or not will reimain confidentiã|. lf you do choose to participate, your
name will not appear on the questionnaire,-and all information you provide
will be held in thè¡ strictest confidence. Any information that may be passed
on to the Faculty of Medicine or elsewhere will be in gro-up form only and
Vour individual iðentity will be protected. The benefits of your participation will
be to generate knowledge abóut communication between physicians.in
trainin'g and their patien[s, which might have future imPqcl in,training in your
own añd other meidical programs inCanada. Your individual contribution is
therefore very important anð should not be underestimated.

You are under no obligation to volunteer for this slgdy, and-it will.not in any
way affect your perforñrance or evaluation by the-Faculty of Medicine
Moi'eover, it you do agree to participate, yott are free. to withdraw without
penaltV ai any time. li is how'ever very important that I am able to have as
hrany ót you þarticipate as possible td have as complete a sample from you
ãnO louícolläague's as I cdn. I need to-have all of your perspectives and,
ideaúy, I would ìÍke to meet with each of yo.u. 

.1. 
am aware of your busy

sctredútes and am therefore willing to méet with you whenever you have the
time to participate.
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I will be leaving written descriptions of the project in your mailb.o.xes. lf you
wish to particifate, I will arrange a time and location to meet with you
convenient for your personal schedule.

lf you have any questions about this_project, I may_be reached through the
Uñiversity of Manitoba Counselling Servìce at the Fori Garry Campus - phone
- 474-8592, or al my home phone number

Thank-you for your time and consideration and looking fonruard to meeting
with you.
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Second Request to First Year Medical Students
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Hello Again!

My name is Tim Osachuk. I am a Ph.D. Candidate in Clinical Psych-ology at
thê University of Manitoba. You may recall that I appeared at one of your
classes in Nóvember of 1992. At that time I requested your assistance in a
research study concerning communication between medical students and
patients.

I have not yet received your consent to participate in the study. Perhaps you
were busy, the time waén't right, or you may have misplaced the form.
Alternatively, you may have decided not to participate ¡n the study. I qt
uncertain a3 tô which of the above may apply to you. So, I am enclosing
another copy of the description of the study and the consent form for
participation in research.

As I previously stated, your participation is valuable to this research project.
The data from this study will ultimately contribute to the enhancement of your
own and future medical students'training. I would appreciate your taking a
moment to read the description of the study and consider being a participant.

As before, if you have any questions about this project, please leave a
message for me at the Counselling Service at the Fort Garry Campus, phone
- 474-8592, or at my home phone number -

Thank-you again for your time and consideration. I am looking fonruard to
meeting with you.

Sincerely,

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate,
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2

Phone Messages Counselling Service: 474-8592
Phone Messages Home:
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Gommunication Between Medical Students and Patients (2nd
Request)

Mv name is Tim Osachuk. I am a Ph.D. candidate in Clinical Psychology at
thä University of Manitoba, and I need your help- in co-mpletìnq my Doctorate.
Two recent Óanadian conferences on training of Medical Students held In

Toronto (lnternational Consensus Conference on Doctor-Patient
Commurìication, 1991, November; Workshop on the Teaching and
Assessment of Communication Skills in Canadian Medical Schools, 1992,
March) have strongly urged the need for systematic research.examining
Commûn¡cation beiweeñphysicians in traiñing and patients. l.am.requesting,
Vour assistance in voluntåeiing to participateln my Doctoral Thesis Research
inat witt begin to answer a number of the questions raised.during- these.
conference-s. Participation in the study wili take ab_out an. h.our of your time.
You will be asked to iill out some quedtionnaires after which I will spend
some time with you discussing the research, and any questions you may
have about it.

Dr. Peter Warren, Dr. Patricia Minrualdt, Dr. Murray Kapelow and Ms. Gail
Schnable are all aware of the research project, have been consulted during
its planning and development, and are_in suppo_rt of the research. The
project is afso being suþported by the Dean of the Faculty of Medicing..and
the'Committee on Úndeigraduate Medical Education. I have also notified
your Senior Stick - Mr. Frãncois Bernier - that I would be making, contact with
iou about the research project. The project has received ethical Spproval
irom the Human Ethical Review Commitiee in the Department of Psychology
at the University of Manitoba (File # 92-103) and from the Human Ethics
Committee in tlie Faculty of Medicine at the University of Manitoba (File
#892:254).

There are no risks to your participating in the study. Whether you choose to
volunteer or not will rémain confidential. lf you do choose to participate, your
name will not appear on the questionnaire,-and all information you provide
will be held in thè strictest confidence. Any information that may be passed
on to the Faculty of Medicine or elsewhere will be in gro_up form only and
your individual iðentity will be protected. The benefits of your pafticipation will
be to generate knowlädge abóut communication between. physicians .in
trainiñg and their patienls, which mig_lrt have future !mpa.c! in.training in your
own añd other meidical programs inCanada. Your individual contribution is
therefore very important and should not be underestimated.

You are under no obligation to volunteer for this slgdy, and-it will.not in any
way affect your perforñrance or evaluation by the-Fac!¡lty 9l Medicin.e.
Moi-eover, ít you do agree to participate, you are free. to withdraw without
penaltv ai anv time. ñ is how'ever very important that I am able to have as
inany óf you þarticipate as possible to have as complete a sample from you
ánO iouícolläague's as I cdn. I need to-have all of your perspectives and,
ideally, I would ìike to meet with each of you. 

.1. 
at aware of your busy

sche<íules and am therefore willing to méet with you whenever you have the
time to participate.
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lf you wish to participate, please do the following: Sign and date the consent
form on the third page of this document, ensure you leave a telephone
number and time at which I can reach you, seal the consent form in the
envelope provided, and place the envelope in the box labelled
Gommunication Study next to the student mailboxes. I will arrange a time
and location to meet with you convenient for your personal schedule. lf you
have any questions about this project, please leave a message for me at the
Counselling Service at the Fort Garry Campus, phone - 474-8592, or at my
home phone number -

Thank-you for your time and consideration and looking forward to meeting
with you.

Sincerely,

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate,
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2

Phone Messages Counselling Service: 474-8592
Phone Messages Home:



(Please Print Name)

have read the description of the research study, understand what I will be
asked to do, and agree to be a participant in the study. I understand that my
name will not appeár on the questionnaires, and that ny responses to the
questionnaires'are completely confidential. I also understand that I am free to
vüithdraw from the reseárch at any time with no penalty for doing so.
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Gommunication Between Medical Students and Patients

Consent for Participation in Research (2nd Request)

t,

Signature Date

Telephone
Number(s):

Time to Call
the above
Number(s):

lf you have any additional questions about the research project, I may be
reached at the following address:

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate,
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2

Phone Messages Counselling Service: 474-8592
Phone Messages Home:
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Final Request to Fourth Year Medical Students
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May 11, 1993

Conqratulations on almost completing your training and L.M.C.C. examsl I am

sure"you're looking fonruard to rèst, re-láxation, partying, and graduation!

You may recall that I appeared at one of your classes in January of 1993
requesting your assistánce in my doctoral dissertation research, and have
attåmpted't'o contact you a number of times since then. M.y n3.t" is Tim
Oèãcñuk- i am a Ph.'D. Candidate in Clinical Psychology the University of
Manitoba.

I am continuing with the research, a¡d am -rye^etlng with some.of your
cðttéagues aftõr they've completed their L.M.C.C. êxams and had some time
to relal. I am wondäring if you are interested in doing the same.

As I previously stated, yourparticipation is valuable to this.research project.
1ñe bata froní this study will'ultimåtely contribute to the enhancement of your
own and future medical students'training.

I would appreciate your taking a moment to read the attached description of
the study'änd consíder beingã participant. The research will take about an
hour of your time.

lf you have previously decided not to participate in the gtudy,.please accept
my apologiejs for having again contacfed you, and good luck in your future
career in medicine.

To participate, please sign and date the consent form attached to the
description of ihe study,ìeave a telephone number and time at which I can
reach you, seal the coñsent form in the envelope provided, and place the
enuétoþe ín the box labelled Communication Study outside the examination
room in Tache Hall. Alternatively, you may contact me 

-directly 
or leave a

message for me at the Counsellinçj Servicê at the Forl Garry Campus, phone
- 474-{592, or at my home phone number I will contac] y9Y
promptly, ahd arrange a time and location to meet with you convenient for
your personal schedule.

Thank-you again for your time and consideration. I am looking fonruard to
meeting with you.

Sincerely,

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate,
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2

Phone Messages Counselling Serv-ice: 474-8592
Phone Messages Home:
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Communication Between Medical Students and Patients (Final
Request)

Mv name is Tim Osachuk. I am a Ph.D. candidate in Clinical Psychology at
thê University of Manitoba, and I need your help_ in_ completing my Doctorate.
Two recent óanadian conferences on tÍaining of Medical Students held in
Toronto (lnternational Consensus Conference on Doctor-Patient
Commurìication, 199'1 , November; Workshop on the Teaching and
Assessment of Communication Skills in Canadian Medical Schools, 1992,
March) have strongly urged the need for systematic research.examining
òommûnication be[rueen-physicians in traiñing and patients. I am.requesting.
Vour assistance in voluntöeiing to participate in my Doctoral Thesis Research
ihat will begin to answer a number of the questions raised.during- these.
conference"s. Parlicipation in the study wili take ab-out an. h.our of your time.
You will be asked to fill out some quedtionnaires after which I will spend
some time with you discussing the research, and any questions you may
have about it.

Dr. Peter Warren, Dr. Patricia Min¡ualdt, Dr. Murray Kapelow and Ms. Gail
Schnable are all aware of the research project, have been consulted during
its planning and development, and are_ln support of the research. The
project is afso being suþported by the Dean of the Faculty of MedicingSnd
the'Committee on Úndeigraduaté Medical Education. I have also notified
your Senior Stick - Mr. Francois Bernier - that I would be makìng. contact with
you about the research project. Jhe project has re_ceived ethical xpproval
irom the Human Ethical Review Committee in the Deparlment of Psychology
at the University of Manitoba (File # 92-103) qnp from the Human Ethics
Committee in tlie Faculty of ttledicine at the University of Manitoba (File
#E92:254).

There are no risks to your participating in the study. Whether you choose to
volunteer or not will rémain confidential. lf you do choose to participate, your
name will not appear on the questionnaire, and all information you provide
will be held in thê strictest confidence. Any information that may be passed
on to the Faculty of Medicine or elsewhere will be in gro-up form only and
your individual iäentity will be protected. The benefits of your participation will
be to generate knowlädge about communication between. physicians.in
trainirig and their patien[s, which mig_lrt have future impa.c! in,training in your
own añd other mejdical programs inCanada. Your individual contribution is

therefore very importani an-d should not be underestimated'

You are under no obligation to volunteer for this stldy, and-it will.not in any
way affect your perforñrance or evaluation by the-Facylty 9l Medicin.e.
Moi-eover, if you do agree to participate., you are llee. to withdraw without
penalty ai any time. li is how'ever very.important that I am able to have as
'many ót you þarticipate as possible to have as complete a sample from you
ánO youicollbague's as lcân. I need to-have all of your perspectives and,
ideaiy, I would ìÍke to meet with each of you. 

..!. "t aware of your busy
schedules and am therefore willing to méet with you whenever you have the
time to participate.
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lf you wish to participate, please do the following: Sign and date the consent
foim on the third page of this document, ensure you leave a telephone
number and time.at wh¡ch I can reach you, seal the consent form in the
envelope provided, and place the envelope in the box labelled
Communication Study'next to the student mailboxes. lwill arrange atime
and location to meet wlth you convenient for your personal schedule. lf you
have any questions aboufthis project, please leave a message^for me at the
Counse[ing Service at the Fort Garry Campus, phone - 474-8592, or at my
home phone number.

Thank-you for your time and consideration and looking fonruard to meeting
with you.

Sincerely,

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate,
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2

Phone Messages Counselling Service: 474-8592
Phone Messages Home:



(Please Print Name)

have read the description of the research study, understand what I will be
asked to do, and agr'ee to be a participant in the sludy. I understand that my
name will nót appeãr on the questionnaires, and that my resp.onses to the
questionnaires äre completely confidential. I also understand that I am free to
vüithdraw from the reseárch ai any time with no penalty for doing so.
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Communication Between Medical Students and Patients

Consent fon Participation in Research (Final Request)

t,

Signature Date

Telephone
Number(s).

Time to Call
the above
Number(s):

lf you have any additional questions about the research project, I may be
reached at the following address:

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate,
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2

Phone Messages Counselling Service: 474-8592
Phone Messages Home:
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Gontrols For Sequence Effects
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Controls For Sequence Effects

As previously described in the design section, this study included both

between subject (novice vs.. senior medical students) and within subject factors

(variations of age, education and number of questions asked by a female breast

cancer patient in a vignette). The design called for both novice and senior subjects

to read eight different vignettes of a female breast cancer patient and, to answer

two questionnaires after reading each vignette. This was a repetitive task for

subjects and, as such, the data obtained could have been influenced by sequence

effects.

Sequencing effects can occur during execution of a repetitive task and fall

into two categories: (a) order effects (data may be influenced by the order in which

repetitive tasks are given, e.g., order of presentation of vignettes) and, (b) carry over

effects (execution of a task may have some effect on execution of a subsequent

one, e.g., learning may occur over reading of several vignettes) which may be linear

or non-linear (Christensen, 1980). A number of different control procedures have

been developed to control for sequencing effects. The advantages and

disadvantages of each procedure in controlling for potential sequence effects in this

study are discussed below.

The first procedure that was a possibility is complete counterbalancing. This

procedure controls for order effects and linear but not non-linear carry-over effects

(Christensen, 1980). lt requires that every possible sequence of treatment
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conditions is enumerated, that every one of these sequences be used, and the total

numbers of subjects required is some multiple of the number of total enumerated

sequences (Christensen, 1980). With two levels of each of the 3 within-subject

factors, there will be eight different vignettes. The total possible number of vignette

sequences will be B! = 40,320 different sequences, all of which would have to be

used. The number of sequences was far too large and would have been impossible

to implement in this study given there were at most 80 subjects in each of the first

and fourth year classes that would be available to participate. Hence complete

counterbalancing was not a viable option.

The second procedure that was a possibility was incomplete

counterbalancing of the eight vignettes. lncomplete counterbalancing controls for

order effects and linear carry-over effects but not non-linear carry-over effects

(Christensen, 1980). When the number of treatment conditions is even, the number

of counterbalanced sequences equals the number of treatment conditions

(Christensen, 1980). ln this case there would be eight counterbalanced sequences

in which each vignette would appear an equal number of times in each ordinal

position and be preceded and followed by every other condition an equal number

of times. The procedure requires that all eight counterbalanced sequences must

be used. The number of subjects then has to be some multiple of eight to ensure

that all eight of the counterbalanced sequences occurs and equal number of times

to maintain controlfor order and carry-over effects. The number of subjects in each

of the novice and senior medical student conditions would have to be 8, 16, 24,32,
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40,48,56,64, 72or 80 given thatthere are 80 students in each yearof medical

school at the University of Manitoba. A realistic difficulty that was anticipated if this

procedure were selected would be ensuring the number of subjects recruited was

an exact multiple of 8. lf the number of subjects was not an exact multiple of 8, then

the 8 counterbalanced sequences would not occur an equal number of times, some

combinations would occur more or less frequently, and hence, order and carry-over

effects would not have been controlled. ln fact the number of novice and senior

subjects were 36 and 30 respectively and sequencing effects would not have been

controlled if this procedure had been used.

Given the potential difficulties with complete or incomplete counterbalancing,

a third procedure referred to as randomized counterbalancing (Christensen, 1980)

was utilized. In actuality, this procedure randomly selects the sequence of

treatments for each subject. Each subject receives a unique sequence and there

are as many random sequences of the treatments as there are subjects. Random

selection of the sequences controls for order and carry-over effects by randomly

distributing them (christensen, 1980). Hence the number of randomly ordered

sequences of the eight vignettes corresponded to the number of subjects actually

recruited for the study, circumventing the difficulty of having to ensure an exact

number of subjects as required by the incomplete counterbalancing technique.
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Appendix U

Random Number Sequences for Ordering of Vignettes
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Computer Program For Generating Random Number Sequences

CLS
DIM digit(100, 8)
true = 1; false = 0
ROWnum = 100; COLnum = I
RANDOMTZÊ (1)

FOR COUNTI = 1 TO ROWnum
FOR count2 = 1TO COLnum

valid = false
WHILE valid = false

number = INT(RND(1) . 10)

valid = true
lF (number < 1)OR (number > 8) THEN valid = false

lFcount2>1THEN
FOR COUNT3 = 1 TO count2

lF number = digit(COuNT1, COUNT3) THEN

valid = false
NEXT COUNT3

END IF
WEND
digit(COUNT1, count2) - number
LPRINT digit(COUNT1, count2):

NEXT count2
LPRINT
lF COUNTI = 50 THEN

FOR COUNT3 = 1TO 20; LPRINT ; NEXT COUNT3

END IF
NEXT COUNTl
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Appendix V

Total Standardized Responses to Subject Questions
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Total standardized Responses to subject Questions

Q1. How manY vignettes?
41. There are eight vignettes.

Q2 How many questionnaires are there?

A2. There are two questionnaires'

Q3. The vignettes are different in some way? or How are they different?

A3. That's right, they are all different in some way' You will see how they are

different when You read them'

Q4. Am I supposed to answer both questionnaires after each vignette?

A4. That's right, you answer both questionnaires after each vignette'

Q5. I am supposed to answer the questionnaires in sequence?

A5. That,s right, you are to go tl'rrough the vignettes and questionnaires in

sequence not skiPPing any.

Q6. Can I go back to previous vignettes?

A6. Yes, you may go back to previous vignettes and questionnaires when you

are doing later ones if you find this helpful'

Q7. l'll be asked some additional questions at the very end of the questionnaires?

or What additional questions? or Where are they?

A7. That's right, there will be some additional questions at the end of the

questionnaire. I will give them to you when you tell me you are finished'

Q8. I am to answer from my perspective as if they were my patient?

48. That's right, answer from your perspective, as if they were each your patient'

Answer how you think you would actually behave with the patient'

Q9. My responses will be kept anonymous/confidential?

Ag. That's right, your responses io the questionnaires will remain strictly

confidential. nny infoimation that may be passed on to the Faculty of

Medicine will be in group form only'

Q10. How long do I have?
A10. As long as you need. It takes approximately an hour to complete'

e11. you,ll be around? or Where will you be if I need help? or Where will you be

when I need to tell You I'm finished?
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Al l. l'll be...(at specified pre-determined nearby location)

e1Z. (Any specifið question about the purposes of the experiment, when they will

receive feedback etc.)
A12. I can't answer your questions now, but I will be happy to discuss them with

you after you've worked through the entire questionnaire.

Q13. About responding to the patient as if they had only the one session to deliver

the information bécause they would tell some other things later if they were

meeting with them more than once'

A13. That's ñght, you have only the one session to deliver the information.

Q14. Do I have to stop the tape? or when do I stop the tape? etc.

A14. The instructions will tell you when to stop the tape'

e15. Do I have to read through these (written instructions at the beginning of the

q uestion nai re Packet) first?

415. The tape will guide you through ihe instructions'

Q16. Does it matter which of these (pencils/pensihighlighters) I use? or which

ones do I use?
A16. Whichever You like.

Q17. (Regarding PEQ question #'1) Do you mean my experiences or people's

experiences/Patients?
A17. Your exPeriences.

e1B. (Regarding the g information items on the informational questionnaire) Am

I supposeã to dirp"nse the 9 items of information as if over the course of

treatment or over the 1 session?

418. As if overthe l session.
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Written Debriefing
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Feedback About the StudY

Mv name is Tim Osachuk. I am a Ph.D. candidate in Clinical Psychology at

iüä ú;i"éiðity ot tr¡ãnitoua The questionnaire v,o,u,.!raye jyst gomplgl:91.
oart of mv dcíctoral dissertation research. I would like to thanK you tor your

iJãr¡cipation in the research and tell you a bit more about it.

Over the last number of years, there has been renewed interest in research
ðo*"inlngihe naiure oíthe iáteraction between physicians and their
óáii"ñts. öne facet of this research has investlgateÇ patterns of
ãðrrrn¡"átion between cancer patients and ptiysicians. Within this area,

researchers have been interesteä in the amount and kind of information
.ãni"ipãtients request from physicians, and, the kind of role patients desire

*äh thdiipñVõi"¡"ris in makinþ cÍecisions about treatment. There has also

U"än sô¡¡'à ihvestigation of pñysician's perspectives on how much
i¡toirãôñ, áno *Ëãi t ¡no ot óle in mâking'treatment decisions.they think is
appropriate tor cancèr pãiients. However, Ïhere has been very little research
äiãí1-iåiinì pnv*iðiáns ih training qnd what their attitudes are regarding these two

variablesl This is the reason for the study'

I have a number of questions I wish to answer by conducting this :lqdy I am

interested in whethei different characteristics of cance.r patien-ts wlll lnT.luence

vou and other physicians in training in the amount and type oÏ Inlormatlon
íó, woutO q¡vd th'em, and, what rol-e you think would be mos-t appropriate to
äãópiwiiñ i¡em. I am atsb interested in whether the level of your training
migirt also have an impact on these same two variables'

Mv hope is that, if we are able to determine answers to these questions, we
ään ðärOine itris ¡ntormation with what patients say they want and serve both

of you more effectivelY.

When I have collected and analyzed all of the data from the study, I will mail

you a letter describing the results in greater detail.

I have shared this information with you to again thank you for your
pãrtic¡pat¡on, but also because I beiieve it is important for you to know. I

ür"rlãT''k¿; to'ãsti vou to please not discuss or dxplain your experiences in

the study or what-l have'now disclosed to you to other classmates,
òolleagu'es or professors. Let me explain why,. The ability for y9J9-a11wer
the quéstions i have outlined to you 's dep.endent on each person.ln tne
ðiùOü answerinq thã questionnaires from their own perspective without being

bäåJbt-oihãiináiuiituals experiences or the kind of information that I have

õfrareã ,íittr you. Sfràring youi experiences or the information you h.ave been

óróuiO"O with mav serve-tó: (1) inierfere with the ability of future. participants

ióägãé"'iñ tf..¡¡i ä*"rcise wiih'out bias., (2) invalìdate future_ participants' data'
igi mïniñi=e vourã*n ánd other peopleìs'contributions to the study. I ask for

ùãur ðð-ôpérát¡on in maintaining ihe validity of the research.

lf vou have any additional questions after today I tq!. be reached through the

öil;råili.g Sét¡óé ãt the fJniversity of Manitoba' The phone number is
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474-8592. The mailing address is, counselling service,474 UIL"I?'.ty
Ceñtre Building, Úñiveis¡ty of Manitoba, Winniþeg, Manitoba,. R3T 2N2' lf you

are unable to r-each me aithe Counselling Service, you may leave a

message at my home telephone number -

On the third page of this document is a form.that you, can fill out to receive
ãOOitionàl inforñation about the study upon its coinpletion. lf you wish to
iàiêiu" à¿á¡t¡onat feedback about thé oüerall results of this sludy, please

orint vour name and permanent mailing address on the form before.you
["äuätoO"V. tnforma'tion will be maileð to you when the results are known.

Thank-you again for your interest and involvement in the research!

Sincerely,

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate
Counselling Service
474 University Centre Building
University of Manitoba
R3T 2N2

Phone Messages Counselling Servìce: 474-8592
Phone Messages Home:
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Additlona! Feedback Abot¡t the study upon lts completion

lf you wish to receive feedback about the overall results of this slLfgy' please

þrínt your name anà-pãttànent ma.iling address bgloyrr and hand this form to

ille eiperimenter Oðtãié Vou leave todäy. lnformation will be mailed to you

when ihe results are known.

Thank-you again for your interest and involvement in the research!

Yes, I wish to receive feedback on the overall results.

Name:

Permanent
Mailing
Address:
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ApPendix X

Final Mail-Out Debriefing
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Final Feedback About the communication study

Hello, my name is Tim osachuk. I am a Ph.D. candidate in clinical

ijrüðr-.,"1ó'g''ãi tf'" ÜÄiï"tt'ty ói ù"nìtoUa. You may not remember who I am'

Àï"ùpfãö'f y"ars 
"96;t"t þãrticiþateO in a questiónnaire. project where you

;;ãïö;"itåõãi" newly-diagnoseo uieast cäncer patient anðl were asked to

make decisions on the information you would give the patient, and.the lVRes
of treatment decisioär Vó, ìnõrght'most.aPPrõpriatq fgr the patients in the

viqnettes. The study was part of my Ooctorät Oìssertation research'

äËü,;rË"rä"i;;Tiå rikätãäòãin iri"* you ror your,previous parricipation in

the research and Ëä yö" ão',iròr" ãooút the oúerail'resurts of the study.

As I previously described, over the last number of years, there has been

renewed interest iÁìeseãrch concerning the naturé of the interaciion

ËMäãñ ötìtrtlà;;'ãñãìr.1Ë¡r pãtients. "one facet of this research has

in*li,g"ied patteiñr öi.ätnìunication between cancer patients and

ohvsicians. Within this area, t"t""täñät sÏ;"e been interested in the amount

äiå"kilä'ði iniåin.'äiiöñ ä;äifatìeñts request from physicians, and, the

kind of role patieni;'ãär* *ür.riñéli þñyõrcians i¡ mlfiño decisions about

iiäãtm.nt. inere'-lras also been som'e iirvestigatigl of physician's . .

öðËöåäii"", oï ¡ro* rùôf..' intormaiion, and rryYhat kind ôf iole in making

treatment decisionîif.¡åV lniñi is appropriate for ca.ng-er patients' However,

there has been very little research évaiuatìng. phy{cians in training and what

their attituo"s ar"-råôäiãii,ôtn"rä t*o uáriaõtès.' These were the reasons for

the studY.

When we last talked, I said I had a number of que.stions I wished to answer

öü ðònäù"tlng theïlov. I wai interéiteo in whether different characteristics

;ï ä"!; ö"1Í"ììlé *"ü'td inftuence yõu ano gthe¡ physicians in training in the

ãn1*nt 
"Åo 

ivp" ol¡nioimátion yoú woutd givg,ih-emt and, what role you

iffiöüi *ourã bè;öqì;nolop¡iitatð ááopÏ with them. I was also interested

in whether tne tevälãi vãi,i tiãinlng might älso have had an impact on these

same two variables'

My hope was that, if we were able to determine answers to these questions'

we could combine this information witñ what patients have said they want in

h"pé; òi serving both of you more effectively'

I have now analyzed the data from the study and would like to share the

findings with You.

Thirty-six first year and thirty fourth year stud.e.nts out of each class of eighty

students votunteärei f";ihé siuáv. 'rwetvé different hypotheses were posed to

be tested. Eteveîóiiñà l*;1"á hypotheses.we..re confiimed' Your responses to

inä'õ úàJi o ñnãi *'oätä *òiJ ä n arvåeï q u a ntitative ly. bv va ri o u s stati sti ca I

methods. Ï1e oóðñänoãJqi"iúõñi ãt the end of tni¡ questionnaire were

analyzed quatitafiJef'. eiiéfly stateältfrè f..'Vpãt¡t"ses wére concerned with

whether various ìüJ¡iiOfái uái"Ul". (âittinútbt of age, education, number of

questions asked ij;'th""påtient in iññöñJüÞ, lnd ïever or student training) and

various combinations of these variäUteíwould have an influence on the amount

of information, tnäih"r; Ëié.ét ôt ttä-ãtìón you decided most important' and
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the role in treatment decisions you adopted with the patients in the vignettes'

Ë;;r ihö qrãniit"t¡u" ãnãtyses,.it was found that the 30.year.old, patients,

b;iäïr-*ï;häA i/Ã Ëvet'ot ebucation,-and patients whb asked more questions

I"d;i"è¡ rigiito"ntiy greater amounts of infoimation, and that there were no

iñt"rä.fuñõot tt"re"eí v"ariables. Interactions of some of the variables were

observed for the tñree items selected as most important by. students, and asking

õrããii-"ri ov ir.rã päÌð"iln t'éiigneite as án individual vaiiable, was associated

ü,ttn-*"ìviríg stgiiif¡.ãnìry róre impor.tant information. when the three items

ö¡ðfi"ã ai mõst i"mportaniwere summarized over all students, it was found that

ffià;åii.iöl'iäi¡ói' *"Jianie¿ as most important with various psychosocial

ilõäóiìnîórrái¡ón n"ing n"xt most importänt.. Reg.arding th9 role.in making

iíå"-i*ni'ääi;iöñ; *in iné pátient, mäny combinaiions or interactions of the

ör*iöùriv àèscr¡uão vãriablds were signiiicant, as were individual variables.

Vùhä;iñ¿í ¡äi".'tn makins treatment dðcisions were examined over all medical

students and all vignËiteË, ii*ás tound students adopted mos.tly collaborative

;òì.t;*ìihlhe þatient or encouraged the patient to be.u"ry a9!1ue-I 111ÍI^g^^
treatment decisions. The paiterns of the roles in makinq treatment declslons

was very simitar töÏow õJ"pe i.l'rê éeìeral punt¡c saið they would.like to be

il;ååã''oüäìiäti",j ã.ãiyrüotirté õp"en-endeld questions at-the end of the

experiment showed inai iirst year mddical students reported individual. attitudes,

;âñJ,j;öj;'-;;õ; *''tñ f"riy ãnd other.people, non-medical education and

väriôué chäracteriéi¡cs of patieîts in the vigneites as. having the.grea-test

influence on how iÏ"t p;"üd-eá ìñtormatioñ and made treatment decisions with

ih; fli""it. foutfl yeáistuOents reported being.influenced less b.y personal

ätt¡tüOðð áno expeiiehães, less by sp'ecific charaóteristics of patients,in the

;'g;;it"t, tãt" 'nv 
"ipêtié¡t"t 

irí medical education' T,olP!y-1:q::t:,of th"
diËease process ót ttre patient, and more on the basis of the process or

rnieraóiiön ttrey pãròéivãO nãui.g w¡tf' tne patient. As a,grouP,-tle pattern of

respondinq to paiieñli-o"róiioóõ nv ine toLrtn year studðnts was consistent with

iõãt¡äñi-ð"ñtrãA modet of practice, although sêveral.fo-urth y.ear students

äJräikjåi thåìiñ¡i *àJ Joi?i¡ðuu prritosoptrìcal model of p.ractice.to maintain in

the face of time pressures, and financial pressures assoclated wltn þelng In
private practice.

There were many additional analyses and.findings too lengthy to_ llt^1!tt in this

ér.'õrt-nót", out 1íe-àbóvã oéscripfion provides thé essence of the main findings

of the research.

lf you have any additional que.stions about the study, I can be reached

ät'Knowles Centiðltì.., ãOéS-ttenOerson Highway,.Winnipeg, Manitoba, R2G

i Þ7, felephone (204) 339-1951 , FAX (204) 334-4173'

Thank-you again for your interest and involvement in the research!

Sincerely,

Timothy A. G. Osachuk, M.4.,
C.Psych. Candidate



337

Appendix Y

Thematic Responses to Question 6 of Post-Experimental Questionnaire
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Themes expressed by the novice students fell into the following general

categories: (a) vignettes - having to read vignettes carefully to notice the subtlety

of changes between patients, having difficulty making decisions when taking into

consideration familial history of breast cancer, (b) post-experimental questionnaire -

difficulty with post-experimental question 1, (c) artificiality of the task - having

diffìculty imagining interactions with the patient, having to select only three pieces

of information to present to a patient as difficult and unrealistic.

Themes expressed by the senior students fell into the following general

categories. (a) vignettes - similarities of the vignettes sometimes made it difficult

to discriminate between patients, difficulty to answer questionnaires with limited

clinical history provided with vignettes, (b) procedures - a student was wondering

if they could go back and change answers to previous vignettes, (c) sharing of

information q uestionnaire - difficulties expressed discerning differences between

points on the 4 point likert like scale, one student emphasizing item 2 on the

questionnaire was desired by all patients from their experience, another student

expressing uncertainty in how to deliver information on item 4 concerning impact

of disease on the family; another student expressing allwomen (vignettes) deserved

the same access to information, (d) sharing of treatment making measure/role

preference scale - difficulty with the student thinking about what would be the most

appropriate role for the patient to assume given that they felt strongly that in all

cases the patient makes the final treatment decision, (e) artificiality of the task -

difficulty providing answers to the sharing of information and treatment decision
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making scales given that all patients are individuals requiring individual

responsiveness, artificiality of the vignettes, difficulty making decisions as they were

not interacting with a patient face to face.
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Appendix Z

Responses to Questions 5 and 7 of Post-Experimental Questionnaire
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Questions 5 and 7 in the post-experimental questionnaire were asked to

specifically assess for the potential of experimental demands operating and having

an influence on the execution of the research.

The general factors to be tested in the present study were: (a) within

grouping factors (the age, education and number of questions asked by the patient

in the breast cancer patient vignette), and (b) between subjects or grouping factor

(level of medical student training).

The process of evaluating the impact of demand characteristics through

questions 5 and 7 of the post-experimental questionnaire was as follows. All

responses to question 5 (What do you think the purpose of the experiment was?)

were read and coded as to whether each subject. (a) developed a hypothesis about

the nature of the study, and (b) whether the hypothesis was thematically similar or

congruent with the general factors to be tested as described in the second

paragraph above. Responses to question 7 (Did you think I wanted you to respond

to the questionnaires after the vignettes in any particular way?) were coded either

yes or no. When subjects responded with a yes to question 7, any further

elaboration as to how they believed the experimenter wanted them to respond was

evaluated if provided. Their response to question 12 of the post-experimental

questionnaire was also reviewed to determine if they acted in accordance with how

they believed they were expected to behave by the experimenter, or, responded

according to their own beliefs.

Review of answers to question 5 revealed that all of the novice and senior
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students developed hypotheses about the purposes of the study. The vast majority

of their hypotheses (60/66 = 91%) were cong ruent with those of the study. Of these

60 subjects, eight (6 novice and 2 senior) also hypothesized some evaluation of

differences in responding due to level of medical student training. The 6 (3 novice

and 3 senior) that were not congruent expressed themes of either the within factors

or between factors alone, or some other theme (e.9., ordering of the vignettes,

male/female differences) impacting on the data.

The majority of subjects (54166 = B2%) responded no to question 7, that the

experimenter wanted them to respond to the questionnaires in a certain way. The

12 remaining subjects (5 novice and 7 senior) expressed a belief that the

experimenter expected them to respond in a certain way. Several students were

forthright in indicating that they responded according to their own beliefs despite

having a perception about how they thought the experimenter expected them to

behave. The responses of two senior students to question 7 exemplified the

integrity of students' responding to their own beliefs, "Perhaps - but it made no

difference.", and, "Not wanted, but expected. This did not bias me however as I

responded based on my feeling because I didn't care what you think of my

responses." Review of the 12 students'answers to question 12 which asked them

to describe their strategy in responding to the questionnaires, showed no evidence

of them acting in accordance with their perceptions of how they thought the

experimenter wanted them to behave, but rather, approaching the task according

to their own algorithm.
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Overall then, the review of subjects' responses to questions 5 and 7 of the

post-experimental questionnaire provided no evidence that data from any subject

were potentially invalid due to the influence of experimental demands. No data

were therefore removed from the data set.
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Appendix AA

Preliminary Psychometric Evaluation of Measures
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Sharing of lnformation Measure

Internal Consistency

Coefficient Alpha (Kaplan, & Sacuzzo, 1982, p. 103) was computed to

measure the over all internal consistency of the nine items of the informational

scale. Alpha was calculated separately utilizing data from vignettes 1 and I through

SAS PROC CORR with ALPHA as an option.18 Calculations were based on 64

cases.le The value of Alpha of 0.76 for vignette 1 and 0.81 for vignette 8,

respectively, was within acceptable levels (Kaplan, & Sacuzzo, 1982). ltem-total

correlations of the nine informational items for vignette 1 and 8 may be seen in

Table AA1. As can be seen in Table AA1, correlations range from .11 -.68 for

vignette 1 and .29 - .80 for vignette 8.

Validity

The sharing of information measure was originally constructed by Bilodeau

(1991) and modified for this study. The measure has face and content validity in

that the items were carefully selected from the literature of what female breast

cancer patients have said they wanted as information. The nine pieces of

information have thus been empirically derived and were not intended to necessarily

form a unitary construct of information wanted by female breast cancer patients.

lsAlpha was calculated separately for only vigneües 1 and 8 for two reasons. Firstly, using the sharing

of informational data from all vignettes might artiflcially inflate actual consistency levels as there will be some
correlation of informational responses across vignettes given that they are repeated responses from one

individual. Secondly, if differences in Alpha were to be observed, it would be expected these might be largest

in comparing responses from vignettes that were most different, i.e., vignettes 1 and 8.

leThere were missing data for 1 novice and 1 senior student, therefore the Alpha calculations were

based on 64 of 66 cases.
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Table AA1

Item Total Correlations of 9 Questions from Sharing of Information Measure
by Vignette

Vignette"

Question Label B

1

2

3

4

5

6

7

I
I

Diagnostic Stage

Probability of Cure

Social Activities

lmpact on Others

Self-Care

Attractiveness

Treatment Information

Familial Risk

Side Effects

.1gb

.11

.68

.62

.58

.61

.25

.35

.54

.44

.29

.63

.45

.31

.80

.69

.37

.57

Note. There were missing data for 1 novice and 1 senior student, therefore item-
total correlations were based on 64 of 66 cases. "lf differences in item-total
correlations were to be observed, it was expected these might be largest in
comparing responses from vignettes that were most different, i.e., vignettes 1 and
8. As such these two vignettes were selected for comparison. bCorrelations were
rounded to two decimal places.

Preliminary determination of whether there were subsets of the nine items

that appeared to cluster or form subscales was accomplished by factor analytic
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procedures. The data met the recommended minimum criterion of at least 5

subjects per item of a scale2o (Gorsuch, 1983, Tabachnick,& Fidell, 1989) to pedorm

factor analyses. Principal component analyses" were performed on responses to

the nine items of the informational questionnaire from vignettes 1 and 822.

Inspection of the data revealed five univariate outliers on vignette 1 and,

these cases were re-scaled to - 3.67 Z in the attempt to retain them for analyses

as previously described. Three multivariate outliers were also detected on vignette

1, all due to 3 individuals who answered differently on question 7 compared to the

rest of subjects. The offending cases were deleted - thereby also removing four of

the five univariate outliers. Sixty-one cases were retained for principal component

analyses of vignette 1. Inspection of data for vignette 8 revealed no univariate or

multivariate outliers, therefore data from 64 cases were retained for analyses.

A scree analysis (Gorsuch, 1983; Tabachnick, & Fidell, 1989) was plotted

for the principal components extracted from the informational questionnaire for

vignettes 1 and B. Between three to four components were identified by the scree

2q/i/ith I items in the informational measure, the minimum required number os subjects should be 45,
to maintain a 5:1 ratio. The number of subjects was 64, yielding a ratio of approximately 7.1:1

2lPrincipal component analysis is considered to be the most appropriate procedure in the family of
factor analytic procedures to be used for preliminary empirical summary of a data set (Tabachnick & Fidell,
1989, pp. 625). Factors derived by principal component extraction are called components rather than factors
(Tabachnick & Fidell, 1989, pp. 597).

22sim¡lar to calculation of internal consistency, principal component analyses were conducted
separately for only vignettes 1 and 8 for two reasons. Firstly, there is a strict assumption of use of non-
correlated or independent items for all factor analytic procedures (L. Armstrong, personal communication,
January 26, 1995). Using the sharing of informational data from all vignettes might distort the obtained
solutions as there may be some correlation of informational responses across vignettes given that they are
repeated responses from one individual. Secondly, if differences in factor structure were to be observed, it
would be expected these might be largest in comparing responses from vignettes that were most different, i.e.,
vignettes 1 and 8. As such, vignettes, 1 and 8 were selected.
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plot. The analyses were repeated limiting the number of components to three or

four. Varimax rotations23 were also performed to simplify interpretation of the

components, and assist in determining the appropriate number of components to

extract for the final solution. These further analyses suggested the number of

components extracted should be limited to three as eigenvalues were > 1 for a

solution with three components (Gorsuch, 1983; Tabachnick, & Fidell, 19Bg), and

addition of a fourth component added no new information for vignette 'l and

produced a component for vignette B on which only 1 of the g questions from the

questionnaire loaded. The final solutions of three components and loadings of

informational questionnaire items after varimax rotation for vignette 1 and I can be

seen in Tables AA2 and AA3, respectively.

Items are considered to reach a value of at least .30 to load on a factor

(Gorsuch, 1983; Tabachnick, & Fidell, 1989). lt can be seen in Table AA2 that item

7 does not load on any of the three components with removal of the three

multivariate cases that were different than the rest of the distribution. Examination

of component loadings in Table AA2 and AA3 reveals similar loadings on

component '1, while there are differences in composition of the second and third

components in the two tables. Higher loadings on component 1 (loadings of

questions 3, 4, 5, and 6) appear to reflect personal impact of cancer on a number

of aspects of a woman's everyday life. Loadings on component 2 in Table AA2

23Varimax rotation was selected as the rotational procedure as it makes factors orthogonal to each
other and makes larger loadings on a factor larger and smaller loadings smaller, thereby increasing the
interpretability of the results (Gorsuch, 1983;Tabachnick & Fidell, 1989).
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(questions 2 and B) appear related to a woman's concerns about her cure and the

risk of her family contracting the disease, while component 3 appears to reflect only

information on diagnostic stage of the disease (item 1). Higher loadings on

component 2 in Table AA3 (questions 1 , 7 and g) appear to reflect concerns about

the stage of the disease, information about treatment options, and side effects of

treatment. Component 3 in Table AA3 appears the same as component 2 in Table

AA2.

It may be noted that the composition of the three components over the two

vignettes are more similar if the three multivariate outliers of vignette 1 are retained

for analyses. Table AA4 presents the principal component analyses retaining all

data for comparative purposes to Table AA3.
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Table AA2

Rotated Factor Loadings of Informational Questionnaire ltems for Vignette 1

After Deletion of Three Multivariate Outliers.

Component

Question Label 32

1

2

3

4

5

6

7

I
9

Diagnostic Stage

Probability of Cure

SocialActivity

lmpact on Others

Self-Care

Attractiveness

Treatment Information

Familial Risk

Side Effects

.1 1 956

-.09521

.84915

.83025

.77092

.73745

-.00000

.39181

.64610

.08687

.89454

-.02440

.10522

-.01985

.24972

-.00000

.54956

.09425

.96371

-.1 0384

-.07767

.1 8098

.06549

-.15110

.00000

.01538

-.24923

Variance
Explained

3.142855 1.193071 1.067780

Note. N =61. Five univariate outlying cases were re-scaled to - 3.67 Z scores.
Four of these five univariate cases were also deleted when three multivariate
outliers were removed. ltems with values of at least .30 are considered to load on
a factor (Gorsuch, 1983; Tabachnick, & Fidell, '1989).



35'1

Table AA3

Rotated Factor Loadings of Informational Questionnaire ltems for Vignette B.

Component

Question Label

1

2

3

4

5

6

7

B

I

Diagnostic Stage

Probability of Cure

Social Activity

lmpact on Others

Self-Care

Attractiveness

Treatment Information

Familial Risk

Side Effects

-.08558

-.04425

.68835

.82632

.74060

.64638

.34096

.11414

.35088

.84511

.21147

.42476

-.01456

.11772

.52703

.68957

.14328

.66526

.18754

.71953

.06476

.1 9695

-.27586

.29648

.30511

.81909

.07537

Variance
Explained

2.384613 2.169801 1 .529555

Note. N = 64. ltems with values of at least .30 are considered to load on a factor
(Gorsuch, 1983; Tabachnick, & Fidell, lg8g)
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Table AA4

Rotated Factor Loadings of Informational Questionnaire ltems for Vignette 1 -
All Data.

Component

Question Label 3

1

2

3

4

5

6

7

8

I

Diagnostic Stage

Probability of Cure

Social Activity

lmpact on Others

Self-Care

Attractiveness

Treatment Information

Familial Risk

Side Effects

.11845

-.04243

.83424

.77758

.78411

.77600

.05517

.31001

.63884

.80765

-.04623

.19528

.00325

.11660

-.11043

.83590

.12996

.1 8396

-.1 1959

.82913

-.00477

.12301

-.07265

.20348

.19735

.63229

.18194

Variance
Explained

3.040701 1.467843 1.235439

Note. N =64. ltems with values of at least .30 are considered to load on a factor
(Gorsuch, 1983; Tabachnick, & Fidell, 1989).



353

Sharing of Treatment Decision Making Measure

Construct Validation

In the disserlation study, the medical students were asked to order the five

roles in decision making by ranking them from their most preferred to their least

preferred role for a particular patient vignette. They repeated this procedure for

every vignette. Use of this ranking procedure allowed use of unfolding analysis

(Coombs, 1974; Coombs et al. , 1975) to scale the preference orders of the

students.

To facilitate construct validation, the unfolded preference orders of both

novice and senior medical students were collapsed over responses from all eight

vignettes. On a theoretical level, collapsing the data in this manner (over all levels

of the within subject variables) creates the conceptual analog of the medical

students interacting with a newly diagnosed female breast cancer patient. This

makes these data more comparable to other data sets using the sharing of

treatment decision making measure where for example newly diagnosed cancer

patients were providing responses to the sharing of treatment decision making

measure (Degner, & Sloan, 1992).

The unfolded preference orders of both novice and senior medical students

collapsed over responses from all eight vignettes are graphically depicted in Figure

AA1. The letters A, B, C, D and E utilized in the unfolded role preferences on the

y-axis of Figure AA1 correspond to items 5, 4, g, 2 and 1 of the role preference

scale in Appendix G. As can be seen in Figure AA1, overall, medical students in
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this sample were clearly advocating either a shared role in making treatment

decisions with patients, (towards the middle of the graph) or actively encouraging

patients to make decisions (weighted towards the ABCDE end). These data stand

in clear contrast to a sample of 427 newly diagnosed cancer patients obtained from

two tertiary referral clinics in the city of Winnipeg in 1988 (Degner, & Sloan, 1gg2)

seen in Figure AA2.
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Figure AA1. Unfolded role preference-orders of nov¡ce and sen¡or medical
students collapsed over all eight v¡gnettes. [N = 528. The letters A, B, c, D and
E utilized in the unfolded role preferences on the y-ax¡s correspond to items 5, 4,
3, 2 and 1 of the role preference scale in Appendix G. There are 120 possible
preference orders from 5l arrangements of the five role preferences A through E.
Unfolded role preference orders utilized by the students are arranged from 1 at the
bottom (give all decision making responsibility to the patient) to 120 (doctor
assumes all decision making responsibility). Histogram bars to the right of zero fall
on an 11 point ABCDE metric previously established by unfolding theory (Degner,
& Russell, 1988, Degner, & sloan, 1992, Degner, sloan, & Venkatesh, in press),
while those to the left fall off the ABCDE metric.l
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Figure AA2. Unfolded role preference-orders of newty diagnosed cancer
patients in the prov¡nce of Manitoba. [N = 427. Data are from Degner and Sloan
(1ee2) l
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Patient data from the study displayed in Figure AA2 showed a clear trend toward

wanting physicians to make decisions about the treatment they received (higher

frequencies towards the EDCBA end of the graph). The differences between the

two distributions in Figures AA1 and AA2 are more easily discernable when the

overall frequencies of preference orders in the two samples are convefted to

percentages so they are directly comparable. These data can be seen in Figure

AA3. As can be seen in Figure AA3, the role preference scale clearly discriminates

between the two distributions, showing that the newly diagnosed cancer patients

showed a clear trend for wanting physicians to make decisions for them

(observations weighted towards the EDCBA end) compared to the medical students

who showed the reverse trend (observations weighted toward the ABCDE end) -

encouraging patients to be active in the decision making process. lt can also be

seen in Figure AA3 that the majority of the medical student preferences (77 .86% of

preference orders) fall on the 1 1 points of the ABCDE metric (to the right of zero).

Unfolding theory requires that at least 50% + '1 of the preference orders fall on the

dimension of interest for it to be valid.

Thus, the preliminary attempts to construct validate the role preference scale

has shown that it discriminates between medical student and newly diagnosed

cancer patient data (discriminant validity, Cronbach, & Meehl, 1955) and appears

to meet the requirements of unfolding theory for it to form an '11 point scale on the

keep, share, give away dimensions of making treatment decisions.
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Figure AA3. Gomparison of unfolded role preference-orders of medical
students and newly diagnosed cancer patients.

EDCBÂ 120
EDBCA 1 18
EDBAC 117
ECDBA 114
EBCDA I(b
DECBA 96
DECAB 95
DEACA O,{

DCEBA 90
DCEAB 89
trc8EÂ 88
DCEAE 87
DCAEB 88
DBECA 8,f
DECEÂ 82

I OEDBA 72

= 
CEDAB 71

X CDEBA s€
È CDBEA 64

^Ë 
cosae os

; CDÂEB o2

õ CBDEA 58
fT CBDÂE 57

Tl oEAED 56
ù CBÁDE 55

þ cnoae sr

-ç CAEDE 1S_ BECDA Æ
BOECA 42
BDEAC 41

BDCEA 10
BDCAE 39
BDACE 37
BCDEA 34
BCDAE 33
BCAED 32
BCADE 3I
&qDCE 27
BACDE 25
AEOBC 23
ACBDE 7
ABCDE 1

o
É.
t-.-z
(J
()
-z
uJ
tr
o_


