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Abstract: Background/objectives: Effective communication is critical to optimizing cancer care,
influencing treatment plans and outcomes. Studies consistently demonstrate that clear, well-
structured communication with cancer patients significantly enhances therapeutic results and plays
a central role in meeting patient communication needs and improving care quality. Methods: This
randomised, controlled, parallel, study evaluated the impact of the Patient Communication Profile
(PCP) and quality of life (QoL) measures through the use of the McGill QoL instrument, on cancer
patient outcomes. The PCP was completed by participants at baseline and 2 follow-up visits over 4
weeks and the McGill QoL instrument was completed at baseline and second follow-up visit.
Questionnaires were made available to oncologists for the study group while these were blind for
oncologists of the control group. Results: 105 patients were randomized (2:1) into control (N=41) and
study groups (N=64). At baseline, no differences were observed between groups, while over the
follow-up period, a better understanding and higher level of satisfaction with their encounters, due
to a more comprehensive acquisition of information, was reported in the study group vs. control
(p<0.05). The periodical and individualized feedback on need for information and related issues
significantly contributed to the improvement in QoL (assessed using the McGill questionnaire) in the
study group (p<0.05). Furthermore, significant improvements in mean PCP domain scores in the
study group were also observed (p<0.05). Conclusion: Our findings show that integrating routine
assessments of patients' information needs with individualized feedback to clinicians before
encounters enhances mutual understanding. This approach improves patient QoL and optimizes
treatment adherence in cancer care.

Keywords: patients information needs and outcomes; patient communication; quality of life; Patient
Communication Profile (PCP); McGill quality of life questionnaire; cancer patients

1. Introduction

Communicating medical information is one of the crucial foundations that have an effect on a
patient’s treatment and care[1,2]. Previous studies have observed that effective communication with
cancer patients improves their therapeutic outcomes[3-6]. To this end, Miller concluded that
“patients fare better (physiologically, behaviourally, and psychologically) when the information they
receive about their medical condition is tailored to their own coping style”[7]. An open and tailored
communication with patients and their caregivers is essential for the acceptance of the disease and
its treatment, resulting in improvements in physical and mental health[8-12].

In an effort to move towards more personalized care, patients should be assessed periodically
to meet their information needs and related outcomes. This may help identify patient’s problems (and

© 2025 by the author(s). Distributed under a Creative Commons CC BY license.
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solutions), enhancing their participation in the decision-making process, thereby granting increased
feeling of control over their illness[13-16].

Despite the recognized importance of tailored communication for improving therapeutic
outcomes, discrepancies between clinicians' and patients' perspectives persist, highlighting the need
for systematic assessment and individualized feedback to enhance care and patient participation in
decision-making.

Several studies have shown that patients are diffident in their information seeking behaviours;
some needing longer encounters to identify with or adjust to such behaviours. Some patients cope
with their potentially threatening condition by avoiding further information (“blunters”)[17-21].
Moreover, there is often a discrepancy between patients’ and their clinicians’ views of patients’
information needs and resulting processes[22-26].

Considering these obstacles, interventions aimed at improving communication and enhancing
patients’ participation in the decision process should differentiate between patients’ coping styles
regarding illness and its treatment. To be effective, this intervention must be available, accessible,
applicable, and not a burden to patients and doctors[1,27,28].

To assess patients’ needs for information and related outcomes, the Patient Communication
Profile (PCP) was developed. The PCP is a short questionnaire for patients, which investigates the
inclination of the patients towards obtaining information and participation in the decision-making
process during the course of the disease and treatment. As the assessment of patient needs and
outcomes is crucial in improving the delivery of care[5,29,30], the value of the PCP in routine
assessment of patients with cancer must be established.

The PCP includes sub-scales that can assess short and intermediate outcomes; however, due to
the shift of emphasis in oncology care from “adding years to life” to “adding life to years”, a
comprehensive assessment of long-term needs and outcomes is strongly recommended[31-33]. In
this regard, a disease-specific quality of life (QoL) instrument is needed to evaluate the impact of the
information provision and patients’ satisfaction on patients focused outcomes. Thus, in this study the
Revised McGill Quality of Life Questionnaire (MQOL-R) was adopted to supplement the PCP. Itis a
short, applicable and practical questionnaire for use in cancer clinical settings, covering physical,
psychological and social aspects[34-36].

This study aimed to bridge the gap between clinicians' perceptions and patients' actual
information needs by providing individualized feedback to clinicians. This study was conducted to
evaluate whether periodic, systematic assessment of cancer patients' information needs, with tailored
feedback to clinicians, influences patient-centered outcomes. We examined the use of the PCP to
assess the relationship between the communicated medical information and its impact on patients’
QoL by MQOL-R scores. The findings could guide personalized care, enhancing patient participation
and QoL, making interventions more effective and practical for both patients and healthcare
providers.

2. Materials and Methods
2.1. Study Design

This was a randomised, controlled, parallel, study, consisting of two arms, with baseline and
follow-up observations in control and study groups in patients with cancer.

2.2. Study Particpants

The participant physicians screened eligible patients from appointment lists of the outpatient
clinic at the Wales Cancer Research Centre over a 6-month period. Patients were considered eligible
for participation and enrolled in the study if they met the following inclusion criteria: males and
females aged >18 years, cancer diagnosis, treated by an oncologist and expected to have at least 3
hospital visits with a 4-week interval period. According to standard clinical practice, we adopted a
four-week interval between patient visits. This helps reduce the burden on patients with
comorbidities or complications. More frequent visits could add unnecessary strain, while the four-
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week schedule allows for timely care and flexibility. All patients possessed the mental and physical
ability to complete the study questionnaires, able to understand English and signed written informed
consent.

2.3. Procedures

Investigators in the clinics identified eligible patients for the study from current patients and
new referrals. Eligible patients were invited to participate and given an information sheet before they
gave written consent. Participants were then randomly assigned to either study or control group by
electronic random designation and were given an identification number for all records to guarantee
privacy of sensitive data.

At the first visit, investigators administered the PCP and MQOL-R questionnaires. The
researcher met the patient in a quiet environment, where the patient received brief instructions on
how to complete the questionnaire. The physician was present to address any questions the patient
may have had during or after completing the questionnaire. All physicians had received prior
training, and responses to patient inquiries were kept neutral to avoid influencing the patient's
answers. The completed PCP of the study group at the entry visit (baseline) was placed in the
patients” medical records and shown to the examining physicians followed by a brief discussion just
before seeing the patients at the second visit. The brief discussion (<5 minutes) among physicians was
specifically focussed on 1) checking that both questionnaires were fully completed, 2) gauging the
nature and extent of information sought from patients from the PCP questionnaire and their QoL as
reflected by their results in the MQOL-R and 3) whether a rapid overview of both PCP and MQOL-
R results reflected what the physician had perceived/anticipated the results would reveal given their
prior experience and knowledge of the patient, disease type and severity etc. The PCP of the control
group was not shown to the examining physicians, who were blinded to the random allocation of the
patient in the trial in the control group.

After the second visit, patients in both control and study groups again completed the PCP. The
examining physicians of the study arm were provided with the PCPs from the first and second visits
to be discussed with the patients prior to the third visit. Finally, after the third visit, both control and
study patients completed the PCP and MQOL-R for within and between group comparisons.

2.4. Study Instruments
2.4.1. Patient Communication Profile (PCP)

The PCP (Appendix 1) was tested for content validity by a panel of experts (N=10) involved in
the management of patients with cancer. The questionnaire was also tested internally within our
hospital to assess its applicability, practicality and reliability (internal consistency and test-retest) as
previously described elsewhere [37,38]. The PCP is a self-administered questionnaire consisting of
five sections, plus questions seeking patients’ preferences for sources and methods of obtaining
information, and for their participation in treatment related decision-making. The PCP sections assess
a patient’'s needs for information, satisfaction with the quantity of information received,
understanding of illness and its treatment information, satisfaction with the quality of information,
and patients’ current mental distress. All items in these sections were assessed using a 4-point Likert
scale with response category options from “not at all” to “very much”. Thus, a score of ‘4" always
represents the highest and ‘1’ is the lowest response for all domains.

2.4.2. The Revised McGill Quality of Life Questionnaire (MQOL-R)

The MQOL-R consists of a global question to rate a patient’s overall QoL and 16 items, all
considering the “previous week” as the recall period[34-36]. The first three items require the patient
to list the three most bothersome physical symptoms and rate their severity. Remaining items assess
physical well-being (1 item), psychological status (4 items), existential (6 items) and support issues (2
items). A score of ‘10" represents the best health-related QoL (HRQoL) and ‘0’ the worst (i.e.,
improvement with increasing scores).
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The Minimal Clinically Important Difference (MCID) is the smallest change in a score that is
considered clinically meaningful. The MCID for the MQOL-R has not yet been established. However,
it has been suggested that the MCID for a QoL questionnaire can be estimated using the Global Rating
of Change Scale (GRCS) as an anchor-based method [39]. The GRCS is a single-item scale that
measures the patient’s perception of change in their health status over time. The authors suggest that
a change of 1.5 points or more on the MQOL-R is considered clinically meaningful when compared
to the GRCS[40].

2.5. Statistical Analysis

Data were summarized as mean and standard deviation, median and interquartile range (IQR),
or frequency and percentage, as appropriate. Each item in the PCP and MQOL-R was given a score
value, from which a mean score for each domain for all patients was derived. For related
measurement (i.e., within group comparison), the Wilcoxon ranks sum test (one-tailed) was used to
examine the difference in the PCP scores between different visits; and between the baseline and the
third visit for the MQOL-R scores. For unrelated, independent measurement, the Mann-Whitney U
test (two-tailed) and the Kruskal-Wallis were used to compare mean scores between the study and
control groups (i.e., between group comparisons) at each visit. Spearman’s rho rank correlation
coefficient (rs) was used to assess the degree of association between sections in the PCP and MQOL-
R questionnaires. Probability of type II error was set at p<0.05. Statistical analysis was performed
using SPSS software (IBM Corp, Version 10.0, Chicago, IL, USA).

3. Results
3.1. Patient Flow

Six oncologists identified 123 patients as eligible and were approached. Two patients were not
interested in participating to the study and five patients were too ill to continue. Eleven patients could
not be tracked for the second visit. In total, 105 (85%) patients were enrolled and completed the
second visit, but seven missed the third visit, leaving 98 (80%) patients to complete the third
assessment. At study entry, 64 patients were randomly allocated (2:1 ratio) to the study group and 41
to the control group.

3.2. Baseline Characteristics

All patients completed the PCP. At the last assessment (third visit), 59 (92%) study participants
and 39 (95%) control patients completed the PCP. For the MQOL-R questionnaire, 63 study patients
and 39 control patients completed at the first assessment and 57 (89%) and 34 (83%) at the third
assessment, respectively. At baseline, no statistically significant differences between demographic
characteristics in the control and study groups were observed (Table 1). In addition, baseline
assessments revealed no significant differences between the two groups regarding their information
needs, preferences and outcomes domains by PCP and MQOL-R (Table 2).

Table 1. Demographic characteristics and their comparison between control and study group patients.

Total (n=105) Control (n=41) Study (n=64)

1 (%) 1 (%) 1 (%) p-valuet
Age (years)

Mean 57.96 58.32 57.73
Range 18-88 18-80 26-88

18-44 15 (14.3) 6 (14.6) 9(14.1) 0.828
45-64 53 (50.5) 21 (51.2) 32 (50.0)

>65 37 (35.2) 14 (34.1) 23 (35.9)

Gender

Male 45 (43) 15 (37) 30 (47) 0.320
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Female 60 (57) 26 (63) 34 (53)
Education
Further 36 (38) 14 (39) 22 (37) 1,000
No further 59 (62) 22 (61) 37 (63)
Cancer site
Breast 23 (21.9%) 8 (19.5) 15 (23.4)
Urogenital 10 (9.5%) 2 (4.9) 8 (12.5)
Lymphoma 22 (21.0%) 7 (17.1) 15 (23.4)
GIT 26 (24.8%) 14 (34.1) 12 (18.8) 0.236
Gynaecological 18 (17.1%) 7 (17.1) 11 (17.2)
Brain 04 (3.8%) 1(2.4) 3(4.7)
Other 02 (1.9%) 2 (4.9) 0 (0.0
Illness status
Advanced 66 (62.5%) 23 (64) 43 (72) 0.497
Not advanced 30 (37.5%) 13 (36) 17 (28)

GIT = gastrointestinal tract; * One-way ANOVA (interval data) and Chi-square test (categorical data).

Table 2. Comparisons of the PCP and MQOL-R scores between the control and study groups at baseline.

PCP and MQOL-R Domains

Control

Study

1 (%) 1 (%) p-value*
Source of information preferred:
One source preferred 21 (51) 36 (56) 0.690
More than one source preferred 20 (49) 28 (44)
Method of information preferred:
One method preferred 23 (56) 36 (56) 1,000
More than one method preferred 18 (44) 28 (44) ’
Preferences for involvement in treatment
decision-making;:
Pass‘lve 14 (34) 18 (28) 0.523
Active 27 (66) 46 (72)
Domains Median (range)
Information needs (A) 3.64 (1.50-4) 3.71 (1.57-4) 0.272
Satisfaction with the amount of information (B) 3.78 (2.22-4) 3.67 (1.67-4) 0.567
Understanding of information (C) 3.50 (2.00-4) 3.56 (1.50-4) 0.610
Satisfaction with the quality of information (D) 3.90 (2.50-4) 3.90 (2.40-4) 0.857
Mental distress (E) 2.00 (1.00-4) 3.00 (1.00-4) 0.636
MQOL-R Median (range)
Overall quality of life 7.00 (1.00-10) 7.00 (1.00-10) 0.906
Physical symptoms 6.00 (0.33-10) 7.66 (1.33-10) 0.160
Physical well being 7.00 (0.00-10) 7.00 (0.00-10) 0.419
Psychological domain 8.25 (0.25-10) 7.75 (0.00-10) 0.277
Existential domain 7.67 (0.33-10) 7.58 (0.83-10) 0.461
Support domain 9.00 (4.00-10) 9.00 (1.00-10) 0.769
Total MQOL-R 7.00 (1.13-9.9) 7.35 (2.88-10) 0.791

MQOL-R = Revised McGill Quality of Life Questionnaire; PCP = Patient Communication Profile

Questrionnaire; * Chi-square test (categorical data) and Mann-Whitney U (ordinal data).
q & y

3.3. The PCP

i) Patient preferences for source and method of receiving information
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At baseline, almost all patients preferred “doctors” as the primary source and “verbal” as the
method of choice for receiving their information (56% preferred their doctor alone as the source and
verbal delivery of information as the method while the remaining 44% of patients wished this to be
supplemented by other sources and methods of delivery). At baseline, this level of preference was
the same in both groups. After intervention, patients in the study group showed greater preference
for one source (i.e., doctor) and one method (i.e., verbal) to obtain their information (Figure S1A). In
contrast, patients in the control group showed a preference of integrating other methods to the verbal
(Figure S1B). However, these differences did not reach statistical significance in both the second and
the third visits (p=0.064).

A Comparison of level of satisfaction with quantity of medical information
between baselineand third visitscores incontrol patients
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Figure 1. Comparison of level of satisfaction with quantity of medical information between baseline and third

visit scores in control (A) and study patients (B). SE = side effects.

ii) Patients preferences for their involvement in treatment decision-making process
Patients were divided into different groups based on their preference to be involved in the
treatment decision-making. Only the first group (“who wish to leave the decision-making entirely to
their doctor”) could be considered as exercising a passive role since there were no significant
differences in the needs and outcomes between the second group (“who wish the doctor to make the
decisions with a consideration of their opinion”) and the third group (“who wish to play equal
collaborative role”), which were then categorised as “active” (Figure S1C and D). Baseline assessment
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revealed no significant differences in patients” preferences for their involvement in this process
between control and study groups (Figure S1C and D); however, patients in the control group
showed a tendency for more involvement at the second (p=0.023) and third visits (p=0.017) (Figure
S1D).
a) Patient needs for information (domain A)

Most patients reported a high demand for information related to their illness and its treatment.
No difference in the total mean score of this domain between control and study groups over all visits
was observed (Figure S2A and Table 3). Patients” age and preference for treatment decision-making
were found to influence their needs for information at all visits in both groups (Figure S2B). At the
third visit, patients <65 years old (p<0.01) and patients who preferred to play an active role in the
decision-making process (p<0.001) scored higher for this domain in both groups. Interestingly, as the
study proceeded, patients with further education in the study group expressed a higher need for
information than those in the control group, reaching statistical significance at the third visit (Figure
52C; p=0.042).

Table 3. Comparisons of means scores for patients’ need for information, satisfaction with the quantity of
medical information, understanding of information, satisfaction with the quality of information and mental

stress as from the 5 different domains of the patient communication profile between the control and study

groups.
Control Study .
R . p-value
Mean (SD) Median (range) Mean (SD) Median (range)
Domain A Patients’ need for information

Baseline  3.52(0.51)  3.64(1.50-4)  3.56(0.53)  3.71(1.57-4) 0.272
Visit2 ~ 352(0.52)  371(2.07-4)  3.61(040)  3.75(2.36-4) 0.478
Visit3 ~ 3.50(048)  3.57(1.93-4)  359(0.51)  3.79 (1.64-4) 0.107

Domain B Patients’ satisfaction with the quantity of medical information
Baseline  3.54 (0.53) 3.77 (2.22-4) 3.48 (0.58) 3.66 (1.67-4) 0.567
Visit 2 3.42 (0.53) 3.66 (2.11-4) 3.52 (0.53) 3.78 (1.78-4) 0.211
Visit 3 3.42 (0.55) 3.66 (2.33-4) 3.64 (0.46) 3.89 (2.22-4) 0.018

Domain C Patients” understanding of information
Baseline  3.34 (0.59) 3.50 (2.00-4) 3.38 (0.63) 3.56 (1.50-4) 0.610
Visit 2 3.30 (0.57) 3.38 (2.25-4) 3.45 (0.60) 3.63 (1.75-4) 0.084
Visit 3 3.27 (0.58) 3.12 (2.38-4) 3.47 (0.53) 3.63 (2.00-4) 0.072

Domain D Patients’ satisfaction with the quality of information
Baseline  3.68 (0.48) 3.90 (2.50-4) 3.69 (0.45) 3.90 (2.40-4) 0.857
Visit 2 3.51 (0.53) 3.70 (2.30-4) 3.75 (0.38) 3.95 (2.30-4) 0.018
Visit 3 3.53 (0.47) 3.70 (2.50-4) 3.72(0.51) 4.00 (1.40-4) 0.017

Domain E Patients’ mental stress
Baseline 2.37 (0.92) 2.00 (1.00-4) 2.40 (0.77) 3.00 (1.00-4) 0.636
Visit 2 2.27 (0.90) 2.00 (1.00-4) 2.22 (0.84) 2.00 (1.00-4) 0.967
Visit 3 2.26 (0.85) 2.00 (1.00-4) 2.25(0.84) 2.00 (1.00-4) 0.865

* Mann-Whitney U test “two-tailed”.

b) Patients’ satisfaction with the quantity of medical information (domain B)
At baseline, patients in the study group were less satisfied with the quantity of information they
received, compared to the control group. However, following intervention, patients in the study
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group showed an improvement in their satisfaction level, whereas those in the control group
indicated deterioration, with a significant difference observed at the third visit (p=0.018) (Table 3). A
significant increase in the study group’s mean score at the third visit, compared to scores at the second
visit (p=0.0045) was observed. In contrast, patients in the control group showed a significant decrease
in their satisfaction score at the second (p=0.03) and third visit (p=0.05). However, within group
comparison indicated that study patients had received more information in all areas, achieving
statistical siginficance for topics such as illness, diagnosis, current treatment, and prognosis (Figure
1 and Table 4).

Table 4. Comparisons of the impact of the intervention on patients’ satisfaction, understanding and level of

satisfaction with the quality of information received from Domains B, C, D and E of the PCP.

. . Control Study
Type of information Baseline$ 3t visit$ z# p-value* Baseline® 3 visit$ z# p-value*
Comparison of the impact of the intervention on patients’ satisfaction with the amount of
Domain B information receieved on various aspects of treatment
Diagnosis 3.73 3.64 -0.83 0.202 3.64 3.83 +2.13 0.016
Symptoms 3.59 3.46 -1.00 0.158 3.50 3.71 +2.29 0.011
Medical test 3.56 3.56 +0.27 0.391 3.56 3.66 +1.36 0.087
Treatment options 3.63 3.26 -2.84 0.002 3.41 3.51 +0.82 0.206
Proposed treatment 3.78 3.56 -2.31 0.011 3.66 3.80 +1.79 0.037
Names of medicines 3.63 3.62 -0.03 0.487 3.53 3.69 +2.52 0.006
How'o take the 3.68 364 -042 0337 373 381 +143  0.076
medicines
How to handle side- 3.41 338 000 0500 3.42 354 4162 0053
effects
Prognosis 2.85 2.62 -1.25 0.106 2.89 3.19 +1.78 0.037
Domain C Effects of the intervention on patients’ understanding of each type of information
Diagnosis 3.51 3.49 0.000 0.500 3.59 3.61 0.000 0.500
How diagnosed 3.49 3.56 +0.943 0.173 3.69 3.64 -0.254 0.400
Medical test 3.32 3.31 +0.218 0.413 3.45 3.54 +1.034 0.150
Treatment 3.59 3.46 -1.000 0.158 3.53 3.64 +1.410 0.079
Other available treatment 2.85 2.64 -0.813 0.208 2.84 2.88 +0.601 0.274
Names of medicines 3.24 3.21 -0.166 0.434 3.30 3.44 +1.621 0.052
How to handle side- 3.27 313 -1291  0.098 3.19 342 42241 0012
effects
The current state of 3.49 333 -L116 0132 344 356 +1.073  0.141
illness
. Comparisons of the impact of intervention on the patients’ level of satisfaction
Domain D . ) ) ) . .
with the quality of various aspects of information received
Opportunity to ask 3.68 356  -143 0076 3.69 381 +2.07 0.019
questions
Express feelings 3.66 3.56 -1.21 0.112 3.53 3.66 +1.93 0.027
Caring answers 3.80 3.67 -2.11 0.017 3.81 3.85 +0.64 0.261
Given enough time 3.59 3.62 -0.24 0.404 3.70 3.76 +0.84 0.201
Honest information 3.83 3.69 -1.25 0.106 3.89 3.80 -1.51 0.065
Givenall the available 3.66 354 -1.08 0141 3.72 375 4037 0356
information
Satisfactory explanation 5 354 250  0.006 3.77 373 025 0402

of the treatment
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tnvolvement in decision- 5 ¢ 331 236 0.009 3.64 351 -136  0.087
making

Feeling informed 3.66 3.54 -1.15 0.125 3.64 3.71 +0.78 0.219

Feeling reassured 3.44 3.31 -1.53 0.063 3.55 3.63 +0.76 0.224

Domain E Comparisons of the impact of intervention on patients’ mental distress
Visit 2 -0.853 0.197 -2.01 0.022
Visit 3 -0.688 0.245 -1.37 0.085

PCP = Patient Communication Profile Questrionnaire; $ Mean scores; #Positive signs indicate an increase in the
reported patients’ satisfaction, understanding or mental stress; * Wilcoxon Matched-pairs Signed-ranks Test

(one-tailed).

c) Patients’ understanding of information (domain C)

Patients in the study group reported better understanding of information after the intervention
at the second and third visits, while patients in the control group showed a decrease in their scores
for this domain (Table 3), although the difference between the third visit scores for the two groups
just failed to reach statistical significance (p=0.072). However, when the domain C mean score of each
patient from baseline assessment to the third visit was compared, patients in the study group showed
an increase in their understanding (p=0.060), while a slight (non-significant) decrease (p=0.326) was
seen in the control group.

Specifically, following intervention, patients in the study group reported higher understanding
of current treatment information, particulary information regarding the management of side effects
(p=0.012) (Table 4). In contrast, for the entire study duration, patients in the control group reported a
decrease in their understanding of information on how to handle treatment-related side effects,
although this decrease was not statistically significant (p=0.098).

d) Patients’ satisfaction with the quality of information (domain D)

For both groups, a significant difference (p<0.05) in their level of satisfaction with the quality of
the received information immediately after intervention was observed. In fact, patients in the study
group scored higher than controls in both consequent visits (Table 3).

Within group comparisons for patients in the control group showed significant decreases in the
mean scores between baseline and the second (p=0.017), and third visits (p=0.007). In contrast, the
same comparisons for patients in the study group indicated a slight, but non-significant increase in
mean scores between the baseline and the second (p=0.132), and third visit (p=0.066). When
satisfaction levels for the different aspects of the received information were analysed, the
“opportunity to ask questions” and the “ability to express feeling” achieved the highest improvement
in the study group following intervention (Table 4).

e) Patients” mental distress (domain E)

In general, the mental distress of patients from the control and the study groups showed no
statistical difference in any of the three visits (Table 3). However, within group comparisons revealed
that mental distress of the study patients decreased significantly at the second visit following
intervention. The mental distress improvement was sustained at the third visit, despite not reaching
statistical significance (Table 4). Interestingly, female patients (p=0.002) and patients <65 years old
(p=0.001) were found to have the highest level of distress, compared to the other patients’ categories;
however, these differences were only statistically significant at baseline assessment. Moreover, in
comparison to the “passive” patients, the patients who preferred involvement in treatment decision-
making processes were found to have a higher distress, which was statistically significant at second
(p=0.02) and third assessment (p=0.032).

f) Low and high PCP scores

In examining the “regression to the mean”, some patients possessed extreme scores in both ends
of the spectrum, which in turn affected the total mean scores and consequent changes. Differences
ranged from -0.07 to -0.12 for the control group and +0.09 to +0.16 for the study group. Although these
differences were statistically significant, the repeated measurement did not exhibit the extent of
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change in individual’s scores. It was important to observe how patients on both extremes responded,
in order to estimate the sensitivity of the PCP to change over time. To address this, patients were
divided according to their baseline assessment in “low”, for those who scored <3 and “high” for
those who scored >3 in their mean scores (Table S1). Encouragingly, patients who scored “low” at the
entry of the study and underwent the intervention had a higher increase in their total scores,
compared to other groups. All these increases were gradual and higher than 0.5 out of 3 at the third
visit. These results provide an indication for the responsiveness of the PCP.

3.4. MQOL-R

The patient’s rating of the single item scale (overall) between control and study groups before
and after intervention showed no significant difference. In contrast, analysis of each domain
displayed a marked improvement in the psychological domain of the QoL for the study group
(p=0.006) (Table S2). Moreover, when the total MQOL-R mean scores were compared, patients in the
study group showed a greater improvement in their QoL (p=0.011), compared to the control group
(p=0.357). Surprisingly, the physical symptom domain of the study group was the only domain that
showed a decrease in the mean score at the third visit (Table 52). Nonetheless, a further investigation
explained that at this visit the study group had an increase of reported symptoms, compared to the
control group (Table S3). In general, the most frequently reported physical symptoms listed by the
patients as problematic were fatigue, pain, nausea and vomiting, and infection (Table S3). As
general patterns of the listed problems, 25% of patients responded “none” for the first bothered
symptom, 44% for the second and 65% for the third (Table S4).

In this study, the listing of the second symptom played a key role in the physical symptoms’
domain. The occurrence that patients in the study group listed more second symptoms after
intervention, in comparison to control patients, who reported more second symptoms at baseline is
of no relevance. At a further investigation it was clear that there were no significant differences
between patients in the control and those in the study group with regard to being on chemotherapy
(Table S5) and type of treatment (Table S6).

Consequently, MQOL-R scores were calculated after excluding the physical symptoms domain,
whereas patients’ total MQOL-R mean scores were based on the physical well-being (physical),
psychological symptoms (psychological), existential well-being and support (social) domains,
leading to greater significant differences. Considering this, despite the study patients having listed
more physical symptoms at the third visit, they reported a better QoL, compared to those in the
control group (p=0.016) (Table S7). Comparisons of MQOL-R mean scores regarding different cancer
sites at baseline visit (Table S8) showed that patients with cancer in gynaecological sites reported
more impaired QoL than those with cancer at other sites. Considering both patient groups together,
these differences were significant on a global scale, psychological domain and MQOL-R total mean
scores. However, this trend was not present at the third assessment except for the global scale
(overall), whereby differences in both groups and study patients alone reached statistical significance
(p<0.05). The low QoL scores among patients with gynaecological cancers also coincided with low
scores for the outcome domains of the PCP (Table S9).

For both study and control groups at baseline, no differences in the information needs section
were found between patients with gynaecological cancer and other groups; however, they differed
with other groups in domains such as the satisfaction with the quantity (B), understanding (C), and
satisfaction with the quality of information (D), in which they reported lower scores and higher
mental distress (E) than other groups.

At the third visit, patients in control group maintained lower scores for satisfaction (B and D)
and understanding (C) domains. At the same time, in both control and study groups, patients with
gynaecological cancer scored lower on those same domains, compared to those with cancer of others
sites (Table S9).

3.5. Relationships Between Patients” QoL and Communicated Medical Information
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At baseline assessment, patients who preferred to play a passive role in their treatment decision-
making showed higher mean score in all MQOL-R’s domains, compared to those who preferred an
active role (Table 5). This was statistically significant for the total MQOL-R mean score (p=0.049) and
while the psychological domain showed the same trend, it did not reach statistical significance
(p=0.068). Similarly, patients who expressed lower need for information reported higher QoL in all
the domains of MQOL-R, compared to those who expressed higher needs, and these differences
reached statistical significance for the psychological domain (p=0.015) and for the total MQOL-R
(p=0.033) (Table 5).

Table 5. Comparisons of MQOL-R mean scores in all patients with regard to information received.

Mean (SD) Mean (SD)
Domain Active Passive p-value*

Overall 6.90 (2.39) 6.69 (2.06) 0.553
Physical symptoms 6.98 (2.75) 6.35 (2.95) 0.295
Physical well being 6.94 (2.34) 6.32 (2.40) 0.277
Psychological 7.60 (2.73) 6.50 (2.94) 0.068
Existential 7.65 (2.06) 7.11 (2.16) 0.179
Support 9.12 (1.26) 8.48 (1.92) 0.145
Total MQOL-R 7.68 (1.47) 6.95 (1.69) 0.049

Lower needs Higher needs
Overall 8.14 (1.95) 6.65 (2.14) 0.094
Physical symptoms 7.86 (2.23) 6.45 (2.92) 0.151
Physical well being 7.57 (3.05) 6.43 (2.33) 0.207
Psychological 9.29 (0.83) 6.66 (2.93) 0.015
Existential 8.17 (1.42) 7.20 (2.17) 0.306
Support 9.07 (1.24) 8.64 (1.81) 0.703
Total MQOL-R 8.39 (1.19) 7.08 (1.65) 0.033

tLess satisfied More satisfied
Overall 6.00 (2.24) 6.91 (2.12) 0.116
Physical symptoms 5.41 (2.95) 6.77 (2.84) 0.017
Physical well being 5.76 (2.75) 6.66 (2.30) 0.110
Psychological 6.88 (2.85) 6.83 (2.94) 0.522
Existential 6.43 (2.76) 7.44 (1.97) 0.104
Support 7.62 (2.55) 8.88 (1.50) 0.011
Total MQOL-R 6.42 (2.18) 7.32 (1.50) 0.028

Low understanding  High understanding

Overall 5.74 (2.32) 7.05 (2.02) 0.011
Physical symptoms 5.64 (2.87) 6.81 (2.86) 0.105
Physical well being 5.78 (2.70) 6.72 (2.26) 0.129
Psychological 6.45 (2.86) 6.95 (2.93) 0.336
Existential 6.44 (2.65) 7.51 (1.92) 0.093
Support 7.89 (2.35) 8.90 (1.50) 0.052
Total MQOL-R 6.44 (1.94) 7.38 (1.50) 0.027

HLess satisfied More satisfied
Overall 6.00 (2.16) 6.84 (2.15) 0.194
Physical symptoms 5.73 (2.57) 6.63 (2.92) 0.329
Physical well being 6.30 (1.95) 6.53 (2.44) 0.527
Psychological 5.80 (2.84) 6.95 (2.91) 0.142
Existential 5.82 (2.37) 7.43 (2.06) 0.024
Support 7.15 (2.82) 8.84 (1.55) 0.039

Total MQOL-R 6.16 (1.72) 7.28 (1.62) 0.047
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MQOL-R = Revised McGill Quality of Life Questionnaire; fquantity or #quality with regard to satisfaction with
information. * Mann-Whitney U test “two-tailed”.

Regarding the satisfaction levels with the amount of information, less satisfied patients reported
lower QoL in all domains, compared to those who were more satisfied achieving statisitcal
significance for physical symptoms (p=0.017) and support domains (p=0.011), and for the total MQOL-
R score (p=0.028). Similarly, analysing the understanding level, lower QoL scores were found in all
domains among patients who reported lower understanding, compared to those who reported better
understanding (Table 5).

This was statistically significant for the overall scale (p=0.011) and for the total MQOL-R score
(p=0.027), but it was not statistically significant for existential (p=0.093) and support domains
(p=0.052). A similar trend was found for patients’ satisfaction with the quality of information, where
patients who expressed less satisfaction reported lower QoL scores in all MQOL-R domains,
compared to those who expressed higher satisfaction. This was statistically significant for existential
(p=0.024) and support domains (p=0.039), and for total MQOL-R mean score (p=0.047) (Table 5).

Spearman’s rank correlation coefficients were calculated to examine associations between the
MQOL-R and PCP domain scores for baseline and third visit, for which QoL assessments were carried
out (Table S10 and Table S11). The majority of correlation coefficients were higher at the third visit
compared to baseline. Significant and moderate correlations were identified between patients’ level
of satisfaction with the quantity of information (B), understanding of information (C), satisfaction
with the quality of information (D) and the MQOL-R psychological, existential and support domains,
and total MQOL-R. In particular, the PCP domain B correlated with the MQOL-R support domain
only at baseline, while it showed more correlations at the third visit. Similarly, domain B was
correlated with the psychosocial domains and with the total MQOL-R mean scores. Patients” mental
distress (domain E) showed strong negative correlations with all the outcomes domains of the PCP
and all the MQOL-R’s domains at both baseline and third visit (p<0.05).

4. Discussion

Although tailored communication is crucial for improving therapeutic outcomes, differences
between clinicians' and patients' perspectives remain, emphasising the need for systematic
evaluations and personalized feedback to improve care and encourage greater patient involvement
in decision-making. This study examined the importance of the systematic use of the PCP in daily
practice in oncology. At baseline, both study and control groups were similar in age and education
level, characteristics which are known to greatly influence patients’ communication
behaviours[18,41-46]. Furthermore, both groups were also similar with regard to some personality
traits, such as patients’ needs for information, preferences for sources and methods, involvement in
treatment decision-making, and their mental distress. Moreover, during this assessment, patients’
satisfaction and

QoL (through the McGill QoL questionnaire) obtained comparable scores in both groups.
However, differences emerged in the reporting of the most problematic physical symptoms. Patients
in the control group reported more problems at baseline, while patients in the study group reported
more problems at the end of the study. Ruling out the differences in type and presence/absence of
chemotherapy, this phenomenon suggests that, after intervention, patients in the study group have
changed their behaviours, becoming more pro-active in seeking and using the information provided.
As a result of this simple intervention, these patients might have felt more supported, as they were
given more care and attention. In fact, it is recognised that an increase in patients’ involvement
enhances their awareness about the potential side effects of their treatments[47,48], resulting in
greater sense of being in control of the situation[2,6,49], underpinned by a marked increase in the
reporting of treatment side effects. Actually, these processes could have contributed to the control
group’s increasing preferences for receiving medical information through more than one method (i.e.,
verbal), including written, audio, or videos, and the desire to be more involved in treatment decision-
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making, moving from baseline to third visit. In contrast, patients in the study group showed a

stabilized or slightly increased preference for one source, one method or less involvement in

treatment decision-making. This same process may also explain the fact that the highly educated

patients in the study group expressed higher needs for information, compared to the control group.
Improved Patient Communication and Satisfaction through Individualized Feedback

This study showed an improvement in various communication processes as a result of routine
and individualized feedback/discussion about a patient’s needs for information and related issues to
their consulting physicians, corroborating previous studies[5]. The continuous increase in patients’
satisfaction with the amount of received information by the study group at visit 2 and 3 and the
decrease in control group’s satisfaction was a strong indicator of the intervention’s significant
influence on outcomes. In particular, patients in the study group received more information on their
illness and its treatment, as measured by domain B of the PCP. In particular, they acquired more
information about their prognosis, a type of information which is usually the least discussed among
other topics with patients, but that is crucial in the way the patients face the course of the illness.
Indeed, in this study the mean scores for this topic exceeded 3.00, compared to previous
studies[8,13,18,50-52]. Moreover, patients who received the intervention reported a better
understanding about their current treatment, compared to those in the control group. This directly
correlated with a positive increase in the study patients” understanding of how to manage the side
effects of their treatment, thus enhancing their QoL[27,53,54].

Enhancing Patient Satisfaction and Reducing Mental Distress through Intervention

As previously indicated from other studies, patients” satisfaction with the quality of care was
higher than other outcomes[8,16,55-58]. However, satisfaction of patients in the control group
decreased at the later assessments, while it increased for patients receiving intervention. The best
achievement in the study was about the patients’ control over their encounters with medical staff.
After intervention, these encounters were seen as an opportunity to ask questions and express
feelings, rather than being associated with psychological distress, as it usually happens[4,59,60].
Patients in the control group showed a significant reduction in the ranking of the items “the doctor
provided answers in a caring way”, “the treatment was explained to my satisfaction”, “I was included
in the decision made about my treatment” (Table 4). Taken together, these results highlight the
importance of partnership building, trust in patient-clinician relationship, transparency in
information giving, and involvement in treatment decision-making as a foundation for effective
communication and engagement between patients and their doctors[28,30,32,61,62]. However, in this
study, these interactive behaviours did not show an improvement in the study group, especially
regarding the involvement in the decision-making process. Intervention to enhance more
participation of patients should be implemented[1].

The results of this intervention suggest that individualised feedback about patients” needs for
information and the resultant outcomes may be helpful in reducing patients’ mental distress.
Although the comparison between the control and study groups showed no significant differences at
any visits, test of related samples showed that both patient groups had a reduction in their mental
distress, attaining significance at the second and third visits in the study group. The reduction in
control patients” distress was in the normal range, due to their contact with the medical team[59,63].

Enhanced Psychological Well-being in Patients through Targeted Intervention

Patients’ mean score for all domains in the MQOL-R was improved for both groups; however,
the value was higher for patients who received intervention. This result was different from that of
the overall rating of their QoL, where no difference was found between groups. This may be due to
the nature of the overall question, being difficult to answer accurately, asking the patient to rate all
aspects of their life together on a single scale. Nevertheless, the presence of this question, as
mentioned by the MQOL’" authors, is for validity testing purposes, therefore attention needed to be
paid to consider a reliable result from this question[34,36]. As expected by the authors of the MQOL,
its subscale scores allow determining differences in the QoL produced by interventions, as they are
expected to affect one domain. In this study, with this simple intervention, the psychological domain
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improved for the study group. It is worth mentioning that, based on the results of this study, other
domains such as “existential well-being” and “support” may improve even more if a comprehensive
intervention will be applied.

Association Between Communication and QoL Domains in Patient Care

Correlations observed between the MQOL-R domains and the PCP outcome domains provide
important information. They highlight a link between patients” reaction to information and other
communication behaviours with the different domains of patients’” QoL, especially regarding the
psychosocial domains. Indeed, this correlation deserves further evaluation to determine whether it is
the perceived QoL affecting the patient’s reaction to information or vice versa.

The significant changes in mean scores observed for the PCP domains in both groups are
indicators of its responsiveness. Although the intervention was not comprehensive enough to
provide patients with their preferred additional sources or various information materials, the
increase in patients’ satisfaction and understanding, and the decrease in psychological distress for
the study group were encouraging findings to establish a reasonable responsiveness property for the
PCP. In addition, the ability of the PCP to detect the decreases in the control group regarding the
studied variables provides an additional confirmation of the PCP response to change. Bearing in
mind that the scale window of the PCP is very narrow (i.e., from 1 to 4), the ability of the PCP to
detect change in this scale is encouraging.

Future Perspectives and Long-Term Impact of Communication on Cancer Patient Outcomes

Further research is needed to explore the long-term impact of these communication measures
on patients’ outcomes and to develop targeted interventions, aimed at addressing the unique needs
of diverse cancer patient populations[9]. The awareness of a possible gap in the communicated
medical information can direct clinicians to explore this obstacle and implement strategies to help
patients’ better understanding of the information provided leading to greater patient-centred care
and optimised outcomes.

5. Study Limitations

This study has several limitations that need to be mentioned. First, the short follow-up period of
4 weeks limits the ability to assess long-term impacts of improved communication on cancer patient
outcomes, such as QoL and treatment adherence. In addition, while both the McGill MQOL-R and
PCP were formally validated, information and results derived from the design, development and
validation of the PCP were not published. Another limitation is the heterogeneity of cancer types
among participants, with some cancers being more severe than others. Although the sample was
fairly well distributed between study and control groups, this variability could influence patients'
communication needs and QoL improvements. However, the similar clinical characteristics between
groups help mitigate these concerns. Future research should involve a validated PCP and longer
follow-up to better understand the sustained effects of enhanced patient communication on QoL and
clinical outcomes.

6. Conclusions

To enhance communication in cancer care, clinical workflows should integrate routine
assessments of patients' information preferences and needs, followed by individualized feedback to
clinicians. This will be an important step towards acknowledging the patients’ reactions to
communicated medical information. Routine assessment of patients’ preferences and needs for
information and the related outcomes accompanied by individualized feedback to their clinicians just
before the encounter is a practical approach to enhance mutual understanding between both partners
and lead to a better patient’s QoL as well as optimised adherence to treatment.

Supplementary Materials: The following supporting information can be downloaded at the website of this
paper posted on Preprints.org. Figure S1: Patients preferences for their involvement in treatment decision-

making process; Figure S2: Patient needs for information, Table S1: The change in mean scores for patients who
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were low and high responders at baseline, Table S2: Comparisons of the impact of intervention on patients
quality of life, Table S3: Percentage of the occurrence of most problematic physical symptoms in both groups,
Table S4: Patterns of the listed problems* in the “None” response category, Table S5: Prescribing patterns of
chemotherapy treatment for the three visits, Table S6: Type of treatment that patients received, Table S7:
Comparisons of the impact of intervention on patients’ quality of life (after excluding physical symptoms
domains), Table S8: Comparisons of MQOL-R mean scores between patients with cancer of different sites, Table
S9: Comparisons of PCP scores between patients with cancer of different sites, Table S10: Correlations$ between
the MQOL-R and the PCPe domain scores at the baseline visit, Table S11: Correlations$ between the MQOL-R
and the PCP domain scores at the third visit.
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