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Abstract 

 Personal construct psychology offers a unique perspective on helping 

relationships through its collaborative approach to the therapeutic relationship.  The 

health care system, including oncology, is undergoing a major shift from the 

traditional paternalistic model to a more patient-centered approach.  Health 

psychologists can play a major role in this shift by offering insights and research 

concerning patient perspectives of the physician-patient relationship.  There is an 

abundance of literature regarding physician communication skills for improving the 

effectiveness of the physician-patient relationship in oncology; however, there is much 

less information regarding what patients value when it comes to this relationship.  This 

study contributes to the existing yet sparse literature by examining newly diagnosed 

cancer patients’ initial views of themselves and their oncologists during the early 

transition from diagnosis to treatment.  Results indicate that the cancer patients in this 

study most often offered constructs in categories that represented interpersonal 

connection. Shortly after diagnosis, these were Concern/Emotional Warmth (25.33%), 

Personal (16.00%), and Calming/Relaxing and Thorough/Conscientious (12.67%).  

This did not change significantly from initial diagnosis to early treatment.  These 

results remained consistent when examining constructs considered most meaningful in 

describing the oncologist and those considered to be most meaningful to the self.  This 

suggests that cancer patients are judging oncologists using constructs with which they 

are familiar and which reflect concern and other personal qualities.  Possible patterns 
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did emerge regarding level of distress/hope and use of construct categories which 

should be cross-validated with a larger sample. 
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CHAPTER I 

INTRODUCTION 

Personal Construct Psychology (PCP) founded in 1955 by George Kelly 

provides a comprehensive view of the therapeutic relationship.  With the push for the 

western health care system to move away from the paternalistic model to a more 

patient-centered approach, health psychologists have the opportunity to play a vital 

role in this process.  Personal Construct Psychology offers an extensive understanding 

of the therapeutic relationship with its emphasis on appreciating the client’s 

perspective (i.e., the credulous approach, collaboration, and optimal therapeutic 

distance) and can provide useful tools for understanding other helping relationships 

such as the physician-patient relationship.   

Physician-Patient Relationship 

The physician-patient relationship has been the topic of much research (Baile 

& Aaron, 2005; Emanuel & Emanuel, 1992; Ong, de Haes, Hoos, & Lammes, 1995).  

Understanding this relationship involves understanding two major areas of emphasis: 

(1) skills physicians can implement to improve the relationship and (2) understanding 

patient preferences during the consultation.  There is vast literature addressing the 

important domain of physician communication skills and communication skills 

training programs (Baile et al., 1997; Ford, Fallowfield, & Lewis, 1996).  However, 

there appears to be much less information regarding patient preferences when 

interacting with health care providers.  This paper will first briefly describe the 

communication skills literature (see Expanded Literature Review for a more detailed 

 1



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

discussion), the current conception of the physician-patient relationship, how personal 

construct psychology can contribute to understanding this relationship, and finally, the 

current research involving patient perspectives and concerns regarding the 

relationship.   

Communication Skills  

The majority of an oncologist’s work involves communicating with patients 

and their families, yet only 31% of oncology programs surveyed incorporate 

communication skills training into their curriculum (Hoffman, et al., 2004).  The need 

for effective communication in cancer care is vital.  This is underscored by the need to 

communicate about the various treatment options, the importance of compliance, and 

the need to sometimes discuss treatment moving from curative to palliative care.  A 

number of studies have examined the efficacy of physician communication skills 

training programs and a variety of literature has reviewed important communication 

skills for oncologists during the consultation (Back & Baile, 2003; Baile & Aaron, 

2005; Baile et al., 1999; Fallowfield, 1992).   

Physician communication skills researchers make a number of suggestions for 

effective communication.  These range from behavioral recommendations, such as 

sitting and making eye contact to strategies regarding how to respond to emotionality 

in the consultation room, including empathic comments, and allowing for silence 

(Back, Arnold, Tulsky, Baile, & Fryer-Edwards, 2003; Baile, et al., 1997; 1999; 

Fallowfield, Jenkins, Farewell, & Solis-Trapala, 2003).  Studying these behaviors via 

communication skills training programs suggests that these types of communication 
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skills do improve patient satisfaction.  This provides much needed information on how 

to improve patient satisfaction, compliance, and health, yet leaves much to be known 

about patient perceptions and preferences during the consultation.  

Traditionally, four different models of consultation have been identified: the 

paternalistic model, the informative model, the interpretive model, and the deliberative 

model (Emanuel & Emanuel, 1992).  More recently the idea of the patient-centered 

approach has become the topic of much research.  Despite the movement away from 

the paternalistic model towards a more client centered approach (Ong, et al., 1995), 

there has been some debate as to what is the best model to follow.  Disagreement 

exists as to what type of interactions patients prefer when in comes to their physicians 

(e.g., paternalistic or patient-centered).   

A push in the literature exists that emphasizes that the patient be more involved 

in decision making.  Towle and Godolphin (1999) discussed a model called informed 

shared decision making; which has been defined as “decisions that are shared by 

doctor and patient and informed by best evidence, not only about risks and benefits but 

also specific characteristics and values” (p. 766).  They identify eight physician skills 

that aid in this more collaborative approach.  The first of these is to develop a 

partnership which includes responsibilities on the part of the patient and physician.  

They also report it is a dynamic relationship that requires explicit discussion of the 

relationship itself.  The discussion about the relationship should include the patient’s 

preference for information and decision making.  This suggests that there is not one 

correct level of involvement for the patient, but what is important is that it be worked 
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out and understood through the relationship.  An important aspect of shared decision 

making is that the physician elicit from the patient his or her perspective regarding 

information, ideas, and expectations (Towle & Godolphin, 1999).  

Elwyn, Edwards, Gwyn, and Grol (1999) questioned a group of physicians 

completing their medical training about their perspectives regarding shared decision 

making.  They agreed that it was a new way of approaching patients.  There were 

mixed thoughts regarding the acceptance of practicing shared decision making, 

including positive feelings about the practice as well as irritation regarding patients 

who question medical decisions.  There appeared to be less ambivalence with sharing 

information as opposed to sharing treatment decisions.  Most of the physicians in this 

study reported using “friendly persuasion” (Elwyn et al., p. 756) meaning they 

presented information in a way that led patients to what they viewed as the best 

option.  These studies not only represent an important movement in health care, but 

also a gap in the literature—the patient perspective.   

  In attempts to fill this gap and determine what type of model patients 

preferred, Wright, Holcombe, and Salmon (2004) examined breast cancer patients’ 

opinions about how their physicians communicated.  Patients were audiotaped during 

their consultations then interviewed about the visit; selected segments from the 

consultations were used during the interviews.  Expertise, caring, and respect were 

identified as the most important attributes of the physicians.  The patients tended to 

maintain positive views of their physicians when they noted communication styles that 

were less than satisfying.  The authors interpreted this to mean that patients were not 
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concerned about communication styles.  Another interpretation may be a tendency to 

not want to criticize an authority figure, particularly the authority responsible for their 

health care.  Roter (2004) criticizes this study suggesting that they did not consider 

important aspects of communication.  Wright and colleagues point to the idea that 

patients in this study “wish to experience a genuine and unique relationship,” but then 

conclude that the patient emphasis on expertise, respect, and caring is not compatible 

with a partner approach.  Wright and colleagues stated “testing and elaborating our 

analysis will help to focus communication research and teaching on what patients need 

rather than on what professionals think they need.  Taking this direction promises to 

conflict with the current emphasis on regarding patients as partners in care” (p. 867).  

The point that continued research on patient perspective of the collaborative 

consultation is important, but it is unclear how patients placing importance on 

expertise, care, and trust is incompatible with a shared decision making approach.   

From a personal construct psychology approach a collaborative model of 

communication does not forgo the importance of expertise, but instead recognizes that 

individuals differ in their contribution of expertise.  This is consistent with Towle and 

Godolphin’s (1999) discussion of partnership.  Research has found a difference in the 

desire for information and the desire to be part of the decision making (Ong et al., 

1995).  This discrepancy as well as the literature on shared decision making, or 

partner, approaches to the physician-patient relationship suggests that further 

examining patient perspectives and views on collaboration is necessary.  It seems 

plausible that patients do indeed want their physicians to be the expert on the medical 
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decisions and want to feel guided to the appropriate treatment.  An important aspect of 

this may be being well informed and listened to regarding concerns, ideas, and 

information.  Personal construct psychology techniques for understanding 

relationships and how an individual operates within those relationships may be a way 

to approach this needed research.  The views on collaboration and that each member 

of the relationship contributes a unique understanding of situations and experiences 

can help clarify the medical literature’s definitions of the shared decision making 

approach.  In order for this more collaborative approach to be effective, it is important 

to examine both physician communication skills that are helpful in establishing a more 

effective relationship and the main concerns for patients in their efforts to make sense 

of the confusing and sometimes chaotic cancer experiences.   

Patient Preferences 

Relatively few studies directly assess patient perceptions about what they 

consider important in their relationships with health care providers (Bendapudi, Berry, 

Frey, Parish, & Rayburn, 2006; Salander, 2002; Steinsbekk & Launsø, 2005).  

Salander examined written narratives of cancer patients regarding how they received 

information about their diagnosis.  The participants were approached 2 to 8 months 

after their diagnoses.  Salander’s findings suggest that the patients often described this 

in terms of how it unfolded over a number of interactions rather than discussing a 

single consultation.  Salander suggests this is indicative of the importance of the 

relationships rather than simply the words used to convey information.  A common 
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pattern in the narratives was the emphasis placed on being treated as an individual, 

which can provide a sense of closeness and involvement in a helping relationship. 

Steinsbekk and Launsø (2005) conducted a study in which the participants had 

consultations with both traditional medical physicians and complementary or 

alternative medicine providers.  They asked the participants open-ended questions 

about the consultations and they found that patient participants spontaneously 

discussed communication style.  Their responses included many basic skills such as 

eye-contact (as opposed to looking at the chart the majority of the visit), asking 

questions beyond symptoms (i.e., how are you doing, how is your mood, etc.), and the 

use of open-ended questions.  They concluded that a major concern of the participants 

was to be treated as a whole person and this could be accomplished via good 

communication skills.  This reinforces the idea that communication skills are indeed 

an important aspect of the relationship according to patients.  This is further supported 

in Roberts, Cox, Reintgen, Baile, and Gibertini’s (1994) study that suggested 

physicians’ increased use of “psychotherapeutic techniques” during interactions with 

patients had a positive impact on psychological well-being.  In fact the women in 

Robert and colleague’s study appeared to be most concerned about physicians 

demonstrating caring and concern. 

Finally, Bendapudi and colleagues (2006) conducted telephone interviews of 

randomly selected patients of the Mayo Clinic.  Interviews were recorded and 

participants were asked to describe their best and worst experience with doctors, best 

and worst experience with others at the clinic, and any changes they would make to 
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the quality of services.  The researchers then developed a list of themes from the 

interviews.  Seven ideal physician behaviors were identified.  These included 

physicians being confident, empathetic, humane, personal, forthright, respectful, and 

thorough.  It appears that patients are most influenced by how their health care 

providers relate to them as individuals as opposed to their technical skills.  The authors 

reported that the participants rarely discussed physicians’ technical skills, but readily 

offered information about interpersonal nature of the interactions.  The results of these 

studies suggest that patients are judging interactions based on what they are familiar 

with and know something about--interacting with others.  This highlights the fact that 

because the majority of cancer patients are not experts in the treatment of their disease 

they have much greater difficulty judging the technical competency of physicians, 

suggesting the importance of information if the patient-centered approach is going to 

be an effective model of care.   

It is suggested that patients do want a great deal of information regarding their 

diagnosis and treatment options; however, there is more discrepancy in the literature 

regarding how much patients want to be involved in treatment decision making.  Aside 

from how much information patients want and how much they want to be involved in 

treatment decisions, patient-centered approaches involve communicating concern, 

respect, and support (Back, Arnold, Baile, Tulsky, & Fryer-Edwards, 2005).  Further 

insight into patients’ experiences of health care relationships may provide health care 

providers more information regarding both patient preferences and their need for 

information.   
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 These studies consistently demonstrate that patients are not only concerned 

with good technical health care, but that quality is most easily judged on feeling 

engaged in a relationship.   Within the relatively small body of literature examining 

patient preferences and concerns in the context of the consultation, few if any studies 

have specifically examined how patients make sense of their relationships with health 

care providers during their initial encounters of oncology services and how this may 

change after the initial month of treatment.  It appears that the majority of existing 

studies rely on patients recalling information over the course of their treatment.  This 

study will add to the literature by assessing patient perceptions after initial diagnosis 

and examine if these perceptions change within the first months of treatment.   

Personal construct psychology may offer a unique perspective on the role of 

the patient in the physician-patient relationship.  This approach emphasizes the 

importance of collaboration within the therapeutic relationship.  The therapist and 

client are both recognized as making unique contributions to the relationship, both 

with their different areas of expertise.  The validation of the client’s experience and 

seeking to understand that experience in meaningful ways becomes important.  This 

study aims to examine early transitions of the cancer experience from first exposure to 

oncology services through initial treatments, in hopes to gain information about how 

patients’ constructs of their self and new health care relationships can influence the 

patient’s experience.   
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Use of the Repertory Grid in Transitional Periods   

Several studies have examined transitional periods with the Repertory Grid and 

suggest that this is a useful technique to elicit information.  The repertory grid lends 

itself to examining how an individual’s views of self and others change as a new event 

is encountered.  In other words it can and has been used to provide valuable 

information about how constructs change during a major life transition (Fournier & 

Payne, 1994; Klion & Leitner, 1991; Smith, 1999). Studies have examined transitions 

in employment and education (Burke, Noller, & Caird, 1992; Fournier & Payne, 1994; 

Klion & Leitner, 1991), as well as the transition into motherhood (Smith, 1990; 1999).  

Although there are studies examining physical illness using the repertory grid (Walton 

& Eves, 2001), none to the author’s knowledge have used the grid to study transitions 

to treatment within the realm of health psychology.   

A PCP Model of Physical Illness 

Viney (1985) developed a personal construct psychology approach to physical 

illness that aids in understanding the patient’s experience of illness.  The model 

suggests that when an individual experiences illness he or she attempts to make sense 

of the experience.  Often, however, particularly in cases where the illnesses are life-

threatening, his or her current system for making sense of experiences may prove 

ineffective.  In such cases the individual may experience anxiety and/or anger.  This 

model also suggests that construct systems can change by reinterpreting experiences 

and that health care workers play an important role in validating the experience of 

illness for patients.   
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 According to Viney (1985) when an individual is diagnosed with a life 

threatening illness an individual’s current construct system may not prove effective for 

understanding the series of new events that may occur (i.e., hospitalization, IVs, 

treatments) and new constructs are often needed.  Changes in individuals’ construct 

system may also occur through revision of existing constructs as they may prove too 

loose or too tight to be effective.  Viney (1985) provides helpful examples of 

constructs that are too loose (“hospitals are strange places”) and too tight (“I am a 

person who is never ill”) (p. 264).  According to Viney’s (1985) model, changes in 

one’s construct system may occur during the transitional period of diagnosis with a 

life threatening disease, such as cancer, and initial treatment.  It is this concept that 

leads to the general purpose and aim of this study, to examine cancer patients’ 

experiences from diagnosis to initial treatment. 

Purpose 

The purpose of the current study is to extend the relatively sparse literature on 

the patient perspective of the patient-physician relationship by gaining further 

information concerning cancer patients’ perspective of self construction and physician 

relationships during the early transition from diagnosis to treatment.  The repertory 

grid measure which has been used in other studies of transitional phases and provides 

an idiographic measure of the experience was utilized in this study.  The use of the 

repertory grid allowed for the examination of categories of the relationship most 

important to patients in terms of defining themselves and others within the health care 

system.  It also provides a number of variables with which to assess change in 
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individuals’ construct systems.  Those incorporated into this study involved 

discrepancies in how participants would like themselves and others to be and how they 

are actually perceived (i.e., self-ideal self and other-ideal other discrepancies).   

Hypotheses regarding changes in constructs.  Viney’s (1985) model of 

physical illness suggests that patients entering oncology services will revise their 

constructions of themselves and others in the health care system as they attempt to 

make sense of the new experience of cancer.  One aspect of this change in 

constructions is the development of new constructs and new dimensions of meaning.  

The nature of elicited constructs lends them to content analysis.  Proposed coding 

categories were constructed for this study based on the preexisting literature of what 

patients have expressed as important aspects of interactions with health care providers 

and important aspects of self-construction (i.e., expertise, respect, and caring).  

Proposed categories were refined to provide relatively independent and reliable coding 

categories through successive coding of constructs taken from previous RepGrid 

studies (Harter, Erbes, & Hart, 2004; Allcroft, 2003) that were potentially relevant to 

health care settings.  The resulting coding system was then applied to constructs 

elicited in the current study.  The final categories included 1) Respectful, 2) Concern 

and Emotional Warmth, 3) Calming and Relaxing, 4) Communicative, 5) Knowledge 

and Expertise, 6) Honest and Forthright, 7) Personal, 8) Confident, 9) Thorough and 

Conscientious, 10) Empowering, and 11) None of the Above.  We addressed the 

question of whether or not categories associated with the most meaningful constructs 
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for defining the self and the most meaningful constructs for defining oncologists 

change during the initial stages of treatment.   

The first research question is: Do the categories found to be meaningful to self 

perception change from Time 1 (T1) to Time 2 (T2)?  Specifically, Q1a:  What 

categories are important at T1?; Q1b:  What categories are important at T2?; Q1c:  Are 

the categories that are important at T1 different than those that are important at T2? 

The second research question is:  Do the categories found to be meaningful in 

describing the oncologist change from T1 to T2?  Specifically Q2a:  What categories 

are important at T1?; Q2b:  What categories are important at T2?; and Q3c:  Are the 

categories that are important at T1 different than those that are important at T2? 

The third research question regarded changes in important construct categories 

based on level of distress/hope.  Specifically, Q3a:  Is there any pattern associated 

with level of distress and the categories that are most important for participants?  For 

example, are more distressed patients concerned more with empathy and less 

distressed concerned more with competence?  Q3b:  Is there any pattern associated 

with level of hope and the categories that are most important for participants? 

Hypotheses regarding evaluative aspects of construal.  Viney’s (1985) model 

of physical illness suggests that it is expected that patients’ construal of their selves 

and others will change over time. While hypotheses one and two considered the basic 

categories of meaning used by patients, additional hypotheses considered how these 

categories are applied to evaluate the self and others, particularly the oncologist.  

Finally, the relevance of these evaluations to distress and hope were considered.  The 
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repertory grid data can be used to calculate discrepancies in how individuals view 

themselves and their ideal selves.  This has been considered a measure of self-esteem, 

or how individuals “value themselves in their own terms” (Feixas & Cornejo Alvarez, 

n.d.).  Similar measures in discrepancies of construction of others and ideal others can 

also be obtained as well.  For this study, three primary distance scores were obtained 

including: self-ideal self, self-self before cancer, and oncologist-ideal physician.  The 

following distance scores were obtained for use in exploratory questions: helpful 

physician- ideal physician, difficult physician- ideal physician, and self before cancer-

ideal self. 

For the first of the evaluative questions, this study seeks to determine if grid 

variables change from T1 to T2.  Q4: Is there a significant difference between the T1 

grid variables (self-ideal self, oncologist-ideal oncologist, self-self before cancer 

distance scores) and their T2 counterparts? 

This study seeks to determine if grid variables are related to level of distress at 

T1 and T2.  Is there a significant relationship between grid variables (self-ideal self, 

oncologist-ideal physician, self-self before cancer distance scores) and patients’ 

emotional distress after initial diagnosis and after two months of treatment?  

Specifically: Q5a.1:  Is there a correlation between T1 oncologist-ideal physician 

distance score and T1 Distress?; Q5a.2:  Is there a correlation between T2 oncologist-

ideal physician distance score and T2 Distress?; Q5b.1:  Is there a correlation between 

T1 self-ideal self distance score and T1 Distress?; Q5b.2:  Is there a correlation 

between T2 self-ideal self distance score and T2 Distress?; Q5c.1:  Is there a 

 14



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

correlation between T1 self-self- before cancer distance score and T1 Distress?; 

Q5c.2:  Is there a correlation between T2 self-self before cancer distance score and T2 

Distress? 

The three questions will be reexamined with patients’ level of hope instead of 

distress.  The specific questions are: Q6a.1:  Is there a correlation between T1 

oncologist-ideal physician distance score and T1 Hope?; Q6a.2:  Is there a correlation 

between T2 oncologist-ideal physician distance score and T2 Hope?; Q6b.1:  Is there a 

correlation between T1 self-ideal self distance score and T1 Hope?; Q6b.2:  Is there a 

correlation between T2 self-ideal self distance score and T2 Hope?; Q6c.1:  Is there a 

correlation between T1 self-self before cancer distance score and T1 Hope?; Q6c.2:  Is 

there a correlation between T2 self-self before cancer distance score and T2 Hope? 

The first exploratory question asks if newly diagnosed cancer patients are 

willing to rate difficult physicians differently than helpful physicians using the 

repertory grid technique.  This exploratory question is EQ1:  Is there a significant 

difference between participants’ value of difficult physicians and helpful physicians?  

This will be determined by comparing difficult physician-ideal physician and helpful 

physician-ideal physician distance scores.      

The second exploratory question asks if participants value themselves 

differently than their current view of self before cancer.  Specifically EQ2:  Is there a 

significant difference between participants’ value of self and self before cancer?  This 

will be determined by comparing self-ideal self and self before-ideal self distance 

scores. 
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Additional exploratory questions mirror the first two research questions and 

involve ideal self and ideal physicians.  Exploratory Question 3: Do the categories 

found to be meaningful in describing ideal self change from T1 to T2?  Specifically 

EQ3a: What categories are important at T1?; EQ3b: What categories are important at 

T2?; and EQ3c: Are the categories that are important at T1 different than those that are 

important at T2? 

Exploratory Question 4: Do the categories found to be meaningful in 

describing the ideal physician change from T1 to T2?  Specifically EQ4a: What 

categories are important at T1?; EQ4b: What categories are important at T2?; and 

EQ4c: Are the categories that are important at T1 different than those that are 

important at T2? 
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CHAPTER II 

METHODS 

Participants 

 The participants were 11 newly diagnosed cancer patients who were recruited 

upon or following their first visit to a cancer center located in the Southwest region of 

the United States.  Some patients were already aware of their cancer diagnosis and had 

been referred for treatment purposes while others had been referred for the purpose of 

making a diagnosis.  The participants included five male and six female oncology 

patients; one (9.1%) was Hispanic, seven (63.6%) were Caucasian, and three (27.3%) 

were African American.  Patients’ ages ranged from 36 to 74 years (M = 56.45 SD = 

9.88).  Using Hollingshead’s (1975) four-factor index of socioeconomic status (SES), 

which takes into account occupation and education levels and accounts for single or 

dual income, participants were comprised of Levels I (9.1%), II (36.4%), III (27.3 %), 

IV (9.1%), and V (18.2%).  Hollingshead reports that the social strata can be 

understood in terms of position in American society (I = unskilled laborers, menial 

service workers; II = machine operators, semiskilled workers; III = skilled craftsmen, 

clerical, sales workers; IV = medium business, minor professional, technical; and V = 

major business and professional).  Previous cancer treatment was an exclusionary 

criteria; their diagnosis of cancer must have been their first.  Another exclusionary 

criterion was if treatment consisted of surgery alone and no further adjunct therapy 

was utilized.  This was an exclusionary criteria based on the idea that this would have 

influenced (i.e., reduced) the amount of time spent at the center interacting with the 
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health care system.  The study included multiple forms of cancer including solid 

tumors and hematological cancers.  Patients’ were diagnosed with Hodgkin’s 

Lymphoma (9.1%), Multiple Myeloma (9.1%), Non-Hodgkin’s Lymphoma (18.2%), 

Colon (18.2%), Acute Myeloblastic Leukemia (AML) (9.1%), Endometrial (9.1%), 

Breast (9.1%), Ovarian (9.1%), and Cervical (9.1%) cancers.  Two participants did not 

complete the second phase of data collection; one due to death and the other refused. 

Measures 

Repertory Grid (RepGrid).  The repertory grid technique was developed by 

George Kelly (1955) and has been used for clinical and research purposes.  According 

to Bell (2003) there is average to substantial test-retest reliability ranging from 0.80 

for construct use to 0.88 to 0.90 for scores derived from the RepGrid, such as distance 

scores used in the current study.  In this study constructs were elicited at time one (as 

opposed to providing constructs) and re-elicited at time two.  This procedure allowed 

for the revision of constructs.  The dyadic elicitation of constructs was utilized as 

opposed to Kelly’s (1955) original triadic difference method.  The dyadic method as 

described by Feixas and Cornejo Alvarez (n.d.) involves asking if two presented 

elements are more similar or different.  This is followed up by asking what 

characteristics do these elements share or how are they different.  If the elements are 

viewed as more similar the participant is then asked for the opposite of the 

characteristic.  This method was used in attempts to limit burden to the cancer patient 

participants because it may be easier to understand and administer.    
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The original grid used in this study consisted of 20 elements, this was reduced 

to 15 to decrease administration time and further decrease patient burden.  The final 

grid was comprised of 15 elements from which 15 constructs were elicited.  These 

elements consisted of various health care related individuals (oncologist, ideal 

physician, ideal nurse, helpful nurse, difficult nurse, helpful physician/physician’s 

assistant, difficult physician/physician’s assistant), conceptions of self (self, ideal self, 

self before cancer, self in remission), and other personal elements (family member/ 

friend involved in treatment, a supportive family member/friend, difficult family 

member/friend, most affected family member).  Dyads were chosen so that five 

constructs were elicited from only elements within the health care domain, six 

constructs were elicited from the personal domains, and four were elicited from 

elements across these two domains.  Elements as well as the dyads for comparison 

were chosen to include positive and negative elements.   

Participants rated each of the elements along the bipolar dimensions from 1 to 

7.   Constructs considered most meaningful to self construction were determined using 

the technique recommended by Feixas and Cornejo Alvarez (n.d.) who suggests using 

the constructs that have extreme scores loading in the direction of self element as well 

as their opposites.  On the 1 to 7 scale used in this study this would be ratings of 1, 2, 

6, or 7.  This same procedure was be used for the oncologist element.  All distance 

scores were obtained using Euclidian distances at T1 and T2.  The variables include 

self-self before cancer, self-ideal self, oncologist-ideal physician, helpful physician- 

ideal physician, difficult physician- ideal physician, and self before cancer-ideal self. 
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Brief Symptom Inventory- 18 (BSI-18).  The Brief Symptom Inventory- 18 

(Derogatis, 2001) is a shortened version of the Brief Symptom Inventory (BSI) which 

was developed from the Symptoms Checklist (SCL-90).  It was designed as a 

screening measure of distress in cancer patients.  It includes subscales of depression, 

anxiety, somatization, and has a general severity index score (GSI).  Internal 

consistency scores range from .78 to .89 (Derogatis, 2001).  The measure has been 

normed with oncology patients. 

Herth Hope Index (HHI).  The Herth Hope Index (Herth, 1992) is an 

abbreviated version of the Herth Hope Scale that has been designed for use with adult 

populations with acute, chronic, and terminal illnesses.  It has 12 items that comprise 

three domains including cognitive temporal, affective-contextual, and affiliative-

contextual.  Scores range from 12 to 48 with higher scores indicating a greater amount 

of hope.  It has been shown to have adequate reliability of 0.97 and two week test-

retest reliability of 0.91.  Criterion-related validity has been established with it 

correlating significantly with other hope scales such as the Nowotny Hope Scale 

(r=0.81).       

Content Coding.  Preliminary coding by two raters of constructs from prior 

RepGrid studies relevant to health care settings (Harter et al., 2004; Allcroft, 2003)  

was used to establish reliability before the study constructs were coded.  The initial 

categories were 1) Respect, 2) Emotional Warmth, 3) Calming and Relaxing, 4) 

Communicative, 5) Knowledge and Expertise, 6) Honest and Forthright, 7) 

Concerned, 8) Personal and Friend, 9) Confident, 10) Thorough, 11) Empowering, and 
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12) Treats Whole Person.  We collapsed four categories that were not reliably 

distinguishable from each other into two categories.  We added examples and 

descriptions to improve reliability.  A total of 325 constructs were elicited and coded.  

We reached a 72.13% level of agreement before beginning to code study constructs.  

We coded study constructs in groups of 50, alphabetized by emergent pole, so coders 

were blind as to participant offering the construct or whether it was elicited at T1 or 

T2.  Following each group of 50, disagreements between the two coders were 

discussed and final codes were determined by consensus.  Overall the reliability in 

coding the study constructs was 76% agreement with an uncertainty coefficient of .61.   

Procedure 

 Prior to data collection, approval from the Institutional Review Boards of both 

Texas Tech University and the Texas Tech University Health Sciences Center was 

obtained.  Prospective participants were informed of the study upon their initial visit at 

the Southwest Cancer Treatment and Research Center and were asked to provide 

consent to being contacted to receive further information about the study.  Those 

patients who agreed were contacted and an appointment was made for them to 

complete the study questionnaires.  Participants were ensured of their confidentiality 

and informed that all identifying information would be removed from their responses.  

A release of information was obtained to review the participants’ medical records for 

information regarding diagnosis. The average time for completion was 1 ½ to 2 hours.  

For the purposes of this study all measures were administered at two times; the first 
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was an average of one month of the patients’ initial visit to the Center and the second 

was approximately two months later.   
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CHAPTER III 

RESULTS 

This section summarizes descriptive statistics for the sample, assesses each a 

priori research question, and then reports additional exploratory analyses.  An alpha 

level of .05 was used for all statistical tests. 

Descriptive Statistics 

 The means and standard deviations of the distress and hope scores and the 

RepGrid distance scores are in Tables 1 and 2, respectively.  The mean distress scores 

for the sample as a whole are in the non-clinical range.  Only one participant was 

considered in the clinical range based on the General Severity Index of the BSI.  The 

standardized scores on the BSI fall within the 14th and 92nd percentiles with the 

majority of participants in the average range (Derogatis, 2001).  The scores on the 

HHI are all above the mean of 32 obtained by Herth (1992) in her development of the 

measure.  

The means and standard deviations for use of each construct category are 

summarized in Table 3.  In addition Table 4 summarizes the percent of constructs 

offered by participants that fell within each coding category at T1 and T2.  As 

indicated in the table, most constructs were able to be coded within the system. Only 

6.00% of T1 constructs and 11.72% of T2 were coded as fitting into none of the 

coding categories.  Constructs offered at T1 by participants who completed the study 

most often fell into the categories of Concern/Emotional Warmth (25.33%), Personal 

(16.00%), and Calming/Relaxing and Thorough/Conscientious (12.67%); while the 
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categories of Honest/Forthright (2.67%) and Confident, Respectful and Empowering 

(4.00%) were rarely used.  Constructs offered by participants at T2 most often fell into 

the categories of Concern/Emotional Warmth (28.97%), Personal (12.41%), and 

Thorough/Conscientious (12.41%); while categories of Confident (.69%) and 

Honest/Forthright were again rarely used.   

Research Question 1:  Construct Categories Meaningful for Self Description 

In order to assess if the categories found to be meaningful to self perception 

change from T1 to T2, we first identified the number of constructs in each category 

that had an extreme scores on participants’ ratings of self.  Table 5 summarizes the 

percent of constructs offered by participants that fell within each coding category at 

T1 and T2 that were most meaningful to self.  Constructs most meaningful to self 

offered by participants at T1 who completed the study most often fell into the 

categories of Concern/Emotional Warmth (24.62%), Personal (16.15%), and 

Thorough/Conscientious (13.85%), while Honest/Forthright (3.08%) and 

Communicative and None (3.85%) were rarely used.  Constructs most meaningful to 

self offered by participants at T2 most often fell into the categories of 

Concern/Emotional Warmth (29.41%), Personal (12.74%), and None (10.78%), while 

Confident (.98%) and Honest/Forthright and Communicative (3.92%) were rarely 

used.   

Paired t-tests were used to determine if there was a difference in the number of 

times each category was important to self construction at T1 and T2, with number of 

extreme ratings of the self on constructs coded in each category at T1 and T2 as the 
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dependent variables.  Means and standard deviations are reported in Table 3.  There 

was a trend toward significant for Confidence, t(9) = 2.29, p = .05.  This suggests that 

participants who completed the study offered more constructs that were meaningful in 

describing the self in the Confident category at T1 than they did at T2.  There was no 

significant difference between the number of constructs offered by participants 

considered to be meaningful self at T1 and T2 for any of the other categories.  This 

suggests that the remaining categories at T1 are just as important at T2. 

Research Question 2:  Construct Categories Meaningful in Describing Oncologist 

In order to assess if the categories found to be meaningful in describing the 

oncologist change from T1 to T2, we first identified the number of constructs in each 

category that had extreme scores on participants’ ratings of oncologists.  Table 6 

summarizes the percent of constructs offered by participants that fell within each 

coding category at T1 and T2 that were most meaningful in describing the oncologist.  

Constructs most meaningful in describing oncologists offered by participants at T1 

who completed the study most often fell into the categories of Concern/Emotional 

Warmth (25.32%), Personal (15.60%), and Thorough/Conscientious (13.48%), while 

Honest/Forthright and Respectful (2.84%) and Confident (4.24%) were the most rarely 

used.  Constructs most meaningful in describing oncologists offered by participants at 

T2 most often fell into the categories of Concern/Emotional Warmth (29.92%), 

Thorough/Conscientious (12.60%), and Personal (11.81%), while Confident (0.79%) 

and Honest/Forthright (3.15%) were the most rarely used.   
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Paired t-tests were used to determine if there was a difference in the number of 

times each category was important to construction of the oncologist at T1 and T2, with 

number of extreme ratings of the oncologist on constructs coded in each category at 

T1 and T2 as the dependent variables.  Means and standard deviations are reported in 

Table 3.  There was a significant difference in the number of most meaningful 

constructs used to describe the oncologist on Calming/Relaxing at T1 and T2, t(9) = 

3.25, p = .01.  This means that there were significantly more meaningful constructs 

offered to describe the oncologist at T1 than at T2 in the Calming/Relaxing category.  

There was a trend toward significant for Confident, t(9) = 2.29, p = .05.  This suggests 

that participants who completed the study offered more meaningful constructs to 

describe the oncologist at T1 than at T2 in the Confident category.  There was no 

significant difference between the number of constructs offered by participants 

considered to be meaningful in describing the oncologist at T1 and T2 for any of the 

other categories.  This suggests that the remaining categories at are just as important at 

T1 and T2. 

Research Question 3:  Relation of Construct Categories to Distress and Hope 

Both qualitative and quantitative methods were utilized in order to examine if 

there was any pattern associated with level of distress or hope and the categories that 

are most utilized by participants.  The most distressed, least distressed, most hopeful, 

and least hopeful participants’ use of each category were plotted on a graph and 

examined; see figures 1, 2, 3, and 4 which plot these at T1 distress, T2 distress, T1 

hope, and T2 hope, respectively.  These graphs were examined visually to see if any 
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patterns appeared to distinguish the most distressed from the least distressed and the 

most hopeful from the least hopeful participants.  Unfortunately the number of 

participants in the sample was insufficient to examine the profile patterns 

quantitatively.   

The correlations between the number of constructs used in each category and 

distress and hope were also examined for the sample as a whole.  Table 7 provides the 

correlations between the number of constructs used in each category and distress or 

hope.  Unfortunately with the small sample size, there was only sufficient power to 

test large effects. 

Time 1 distress.  Examination of graph for most distressed and the least 

distressed participants at time 1 (see figure 1) suggested that there were possible 

patterns in patients’ distress and use of categories at T1. The least distressed 

participants at T1 were above average on use of Respect and the most distressed 

participants were below average in their use of the Respect category.  This possible 

pattern was supported by quantitative analysis, with trends toward significance for the 

relation of T1 distress and use of the Respect category, r(11) = -.55, p = .08 for the 

sample as a whole.  This suggests that the less distressed patients are, the more likely 

they are to utilize the category of Respect, and vice versa.  

The most distressed participants were above average on use of 

Calming/Relaxing, while the least distressed participants were average in their use of 

this category.  This relationship was also supported by quantitative analyses with a 

trend toward significance in T1 distress and the use of Calming/Relaxing, r(11) = .59, 

 27



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

p = .06 for the sample as a whole.  This suggests that participants who are more 

distressed may be more likely to use the Calming/Relaxing category.    

Another possible pattern is that at T1 the most distressed participants were 

above average in their use of Knowledge/Expertise, while the least distressed 

participants were below average.  Quantitatively, the correlation between T1 distress 

and the category of Knowledge/Expertise was at a level typically indicating a 

moderate relationship (r = .49) for the sample as a whole, although it was not 

statistically significant.  For both the Personal and Confident categories the least 

distressed participants were above average and the most distressed participants were 

below average. The correlations for these categories and T1 distress were at levels that 

usually indicate small relationships (r = -.34 and r = -.24, respectively) for the sample 

as a whole, although they were not statistically significant.  A much larger sample 

would be necessary to test the reliability of this and other possible small relationships 

(see Table 7).  

Time 2 distress.  Examination of graph for most distressed versus least 

distressed participants at T2 (see figure 2)  indicates that the least distressed 

participants are above average on use of the category Communicative, while the most 

distressed participants are below average.  This was supported by a quantitative 

analysis indicating a significant negative correlation between T2 distress and use of 

the Communicative category, r(9) = -.69, p = .04 for the sample as a whole.  This 

relationship indicates that the greater distress, the less use of the Communicative 

category.   
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Quantitative analyses suggests a possible moderate negative relationships 

between T2 distress and use of the Respect (r = -.54) category for the sample as a 

whole, suggesting that the higher the level of distress the less participants utilize this 

category and the lower the level of distress, the more they utilize these categories.  

However, likely due to the low n, this relationship was not statistically significant. 

Based on observations the most distressed and the least distressed participants 

all appear to be just under one standard deviation above average in their use of the 

Honest/Forthright category. 

Time 1 hope.  Examination of graph for most hopeful versus least hopeful 

participants at time 1 (see graph 3) suggests that at T1 the most hopeful participants 

were above average on their use of Empowering, while the least hopeful were below 

average.  Quantitative analyses supported this observation finding a significant 

positive correlation between T1 hope and use of the Empowering Category, r(11) = 

.73, p = .01 for the sample as a whole.  This suggests that higher levels of hope are 

associated with greater use of the Empowering category to describe self and others, 

and lower levels are associated with less use of this category.   

The least hopeful participants were above average on Calming/Relaxing while 

the most hopeful participants were average to below average.  Quantitatively, this is 

supported by a moderate, albeit not statistically significant, negative correlation 

between T1 hope and the Calming/Relaxing for the sample as a whole.  Observations 

indicate that the least hopeful participants were average to above average on their use 

of Knowledge/Expertise, while those with the highest hope scores were below 
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average.  Observations also indicate that those participants with the lowest hope scores 

are below average on their use of the Respect category; however, no pattern appeared 

for those with the highest levels of hope. 

Time 2 hope.  Examination of graph for most hopeful versus least hopeful 

participants at T2 (see figure 4) suggests that the least hopeful participants were below 

average in their use of Respect, with no pattern for the most hopeful participants.  

Quantitative analyses supported this observation with a trend toward significant in the 

relationship between T2 hope and the use of the category Respect for the sample as a 

whole (r = .65).  However, although the correlation suggests at least a moderate 

relationship, due to the small sample size, it did not reach statistical significance.   

Quantitative analyses also suggest possible small positive relationships 

between T2 hope and use of Honest/Forthright (r = .49), Knowledge/Expertise (r = 

.37), and Confident (r = .35) categories for the sample as a whole, suggesting that the 

higher the level of hope the more participants utilize these categories and the lower the 

level of hope, the less they utilize these categories.  However, likely due to the low n, 

these relationships were not statistically significant. 

Research Question 4:  Changes in RepGrid Distance Scores over Early Treatment  

Changes in RepGrid distance scores from T1 to T2 were assessed with a series 

of paired t-tests with self-self before cancer, self-ideal self, and oncologist-ideal 

physician as the dependent variables (see Table 2).  The distance between participants 

descriptions of their current self versus their self before cancer did not change from T1 
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to T2.  Thus, they did not see themselves becoming any more or less like their former, 

pre-cancer self over the early course of treatment. 

 The positivity with which participants evaluated themselves and their 

oncologists also did not change over the early course of treatment, as reflected in a 

lack of significant changes in the self-ideal self and oncologist-ideal physician 

distance scores from T1 to T2.  Participants rated themselves and their oncologists as 

positively at three months post diagnosis as they did one month post diagnosis. 

Research Questions 5 and 6:  Relation Between RepGrid Distance Scores, Distress, 

and Hope 

Bivariate correlations were used to assess the relationship between RepGrid 

distance scores (self-self before cancer, self-ideal self, and oncologist-ideal physician) 

and distress and hope at T1 and T2.  All correlations were in the predicted directions 

(see Table 8), but there were few significant findings, likely due to the low n.   

No significant relationships appeared at T1 for any of these distance scores and 

level of distress.  T2 self-ideal self was significantly related to T2 distress, r(9) = .76, 

p = .02.  The less discrepancy between self and ideal self, the less distress reported by 

participants.  Neither oncologist-ideal physician nor self-self before cancer were 

significantly related to distress at T1 or T2, although correlations for self-self before 

cancer and distress were at levels usually suggesting a small to moderate relationship 

for T1 and T2, respectively.   

At T1 there was a negative significant relationship between self-ideal self and 

hope, r(11) = -.76, p = .007.  The less distance between self and ideal self, the greater 
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level of hope participants reported.  There was a trend toward significance for the 

negative relationship between T1 self before cancer-ideal self and T1 hope,           

r(11) = -.54, p = .09.  There were no significant relationships between the T2 distance 

scores and level of hope, including oncologist-ideal physician, self-ideal self, and self-

self before cancer, although the correlation for T2 self-ideal self and hope was at a 

level usually suggesting a moderate relationship. 

Exploratory Question 1: Value of Physicians 

 Whether participants were willing to rate difficult physicians differently from 

helpful physicians was assessed with a series of paired t-tests with difficult physician-

ideal physician and helpful physician-ideal physician as the dependent variables (see 

Table 2 for means and standard deviations).  Participants did demonstrate a difference 

in their value of difficult physicians and helpful physicians at both T1 and T2.  

Difficult physician-ideal physician was significantly different from helpful physician-

ideal physician at T1 and T2 respectively, t(11) = 5.51, p < .0001 and t(9) = 3.32, p = 

.01.  Participants were willing to rate difficult physicians less positively than helpful 

physicians. 

Exploratory Question 2: Self Construction Before and After Diagnosis 

 Participants’ value of themselves before cancer compared to their value of 

themselves after diagnosis was assessed with paired t-tests with self-ideal self and self 

before cancer-ideal self as the dependent variables (see Table 2 for means and 

standard deviations).  There was no significant difference between self-ideal self and 

self before cancer-ideal self distance scores at T1 or T2.  Participants did not view 

 32



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

themselves before cancer any more or less positively than they viewed themselves at 

one or at three month(s) post diagnosis. 

Exploratory Question 3: Construct Categories Meaningful in Describing Ideal Self 

In order to assess if the categories found to be meaningful in describing the 

ideal self change from T1 to T2, we first identified the number of constructs in each 

category that had extreme scores on participants’ ratings of ideal self.  Table 9 

summarizes the percent of constructs offered by participants that fell within each 

coding category at T1 and T2 that were most meaningful to ideal self.  Constructs 

most meaningful to ideal self offered by participants at T1 who completed the study 

most often fell into the categories of Concern/Emotional Warmth (25.17%), Personal 

(16.08), and Thorough/Conscientious (13.29), while Honest/Forthright (2.80%) and 

Confident (3.50) were rarely used.  Constructs most meaningful to the ideal self 

offered by participants at T2 most often fell into the categories of Concern/Emotional 

Warmth (30.22), Thorough/Conscientious (12.95) and None (12.23), while Confident 

(.72) and Honest/Forthright (3.60) were rarely used.   

Paired t-tests were used to determine if there was a difference in the number of 

times each category was important to ideal self construction at T1 and T2, with the 

number of extreme ratings of the ideal self on constructs coded in each category at T1 

and T2 as dependent variables.  Means and standard deviations are reported in Table 

3. There was a significant difference in the number of most meaningful constructs 

used to describe the ideal self on Calming/Relaxing at T1 and T2, t(9) = 2.63, p < .05.  
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This means that there were significantly more meaningful constructs offered to 

describe the ideal self at T1 in the Calming/Relaxing category than at T2. 

Exploratory Question 4: Construct Categories Meaningful in Describing Ideal 

Physician 

In order to assess if the categories found to be meaningful in describing the 

ideal physician change from T1 to T2, we first identified the number of constructs in 

each category that had an extreme scores on participants’ ratings of ideal physician.  

Table 10 summarizes the percent of constructs offered by participants that fell within 

each coding category at T1 and T2 that were most meaningful to ideal physician.  

Constructs most meaningful in describing ideal physicians offered by participants at 

T1 who completed the study most often fell into the categories of Concern/Emotional 

Warmth (24.66%), Personal (16.44%), and Thorough/Conscientious (13.01%), while 

Honest/Forthright (2.74%) and Confident (3.42%) were the most rarely used.  

Constructs most meaningful in describing ideal physicians offered by participants at 

T2 most often fell into the categories of Concern/Emotional Warmth (29.85%), 

Personal (11.94%), and Thorough/Conscientious (11.94%), while Confident (0.75%) 

and Honest/Forthright and Respect (2.98) were the most rarely used.   

Paired t-tests were used to determine if there was a difference in the number of 

times each category was important to ideal physician construction at T1 and T2, with 

number of extreme ratings of the ideal physician on constructs coded in each category 

at T1 and T2 as the dependent variables.  Means and standard deviations are reported 

in Table 3.  There was a significant difference in the number of most meaningful 
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constructs used to describe the ideal physician on Calming/Relaxing at T1 and T2, t(9) 

= 2.40, p < .05.  This means that there were significantly more meaningful constructs 

offered to describe the ideal physician at T1 in the Calming/Relaxing category than at 

T2. 
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Table 1 

Mean Distress and Hope Scores (SDs in parentheses)  
_____________________________________________________________________ 

Category  T1all  T1non-comp
 T1comp  T2  

   (n = 11) (n = 2)  (n = 9)          (n = 9) 
_____________________________________________________________________ 

Distress        8.27 (6.48)  7.00 (1.41)        8.56 (7.20)      6.89 (6.99)  

Hope             42.36 (4.25) 45.00 (4.24) 41.78 (4.26)     43.00 (5.29) 

_____________________________________________________________________ 

Note. T1all = time 1 of all participants.  T1non-comp =  time 1 of participants who did not complete the 

study;        T1comp = time 1 of participants who completed the study; T2 = time 2.   

 

Table 2 

Mean RepGrid Distance Scores (SDs in parentheses)  
___________________________________________________________________________ 

Distance Score        T1all
  T1non-comp T1comp  T2  

         (n = 11) (n = 2)  (n = 9)  (n = 9) 
___________________________________________________________________________ 

Self-Ideal Self        1.35 (.98)  .86 (.71) 1.46 (1.03) 1.57 (1.13) 

Self-Self before cancer       1.18 (1.05) 1.64 (.53) 1.08 (1.13) 1.41 (.86) 

Self before cancer-Ideal self      1.02 (.75) 1.30 (1.11)  .95 (.72) 1.47 (.78) 

Oncologist-Ideal physician       .75 (.69)  .00 (.00)  .92 (.65)  .74 (.45) 

Helpful physician-Ideal physician    .93 (.72)  .36 (.52) 1.05 (.72)  .94 (.74) 

Difficult physician-Ideal physician 3.89 (1.30) 4.11 (2.67) 3.84 (1.10) 3.59 (1.84) 
___________________________________________________________________________ 

Note.  T1all = all participants at time 1; T1non-comp = time 1 of participants who did not complete the 

study;    T1comp = time 1 of participants who completed the study; T2 = time 2.  

 36



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

Table 3 

Mean Number of Constructs in each Category (SDs in parentheses)   
_____________________________________________________________________ 

Category    T1all
         T1comp  T2 

     (n = 11)        (n = 9)  (n = 9) 

_____________________________________________________________________ 

Respectful      

     Total    .91 (1.38)        .67 (1.00)         .78 (.83) 

     Self     .91 (1.38)        .67 (1.00)         .67 (.87) 

     Oncologist    .73 (1.35)        .44 (.88)         .67 (.87) 

     Ideal Self    .91 (1.38)        .67 (1.00)         .78 (.83) 

     Ideal Physician   .91 (1.38)        .67 (1.00)         .44 (.73) 

Concern/Emotional Warmth   

     Total    4.36 (1.69)        4.22 (1.56)        4.67 (1.32) 

     Self     3.82 (1.94)        3.56 (1.81)        3.33 (2.00) 

     Oncologist    4.18 (1.60)        4.00 (1.41) 4.22 (2.05) 

     Ideal Selfg    4.18 (1.60)        4.00 (1.41) 4.67 (1.32) 

     Ideal Physician   4.27 (1.62)        4.11 (1.45) 4.44 (1.24) 

Calming/Relaxing     

     Total    1.82 (1.54)        2.11 (1.54) 1.00 (.87) 

     Self     1.64 (1.50)        1.89 (1.54) .78 (.83) 

     Oncologist    1.73 (1.35)        2.00 (1.32) .56 (.73) 

     Ideal Self    1.64 (1.29)        1.89 (1.27) .78 (.83) 

     Ideal Physician   1.73 (1.35)        2.00 (1.32) 1.22 (1.56) 
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Table 3 Continued 
_____________________________________________________________________ 

Category    T1all
         T1comp  T2 

     (n = 11)        (n = 9)  (n = 9) 

_____________________________________________________________________ 

Communicative     

     Total    .64 (.50)        .78 (.44)  .67 (.71) 

     Self     .45 (.52)        .56 (.53)  .44 (.73) 

     Oncologist       .64 (.50)        .78 (.44)  .67 (.71) 

      Ideal Self    .64 (.50)        .78 (.44)  .67 (.71) 

     Ideal Physician   .64 (.50)        .78 (.44)  .67 (.71) 

Knowledge/Expertise     

     Total    1.18 (1.08)        1.33 (1.12) 1.33 (1.22) 

     Self     .91 (1.34)        1.11 (1.17) .89 (.78) 

     Oncologist    1.18 (1.08)        1.33 (1.12) 1.33 (1.22) 

     Ideal Self    1.10 (.94)        1.22 (.97)  1.22 (1.30) 

     Ideal Physician   1.09 (.94)        1.22 (.97)  1.33 (1.32) 

Honest/Forthright     

     Total    .45 (.69)        .44 (.73)  .56 (.53) 

     Self     .36 (.67)        .44 (.73)  .44 (.53) 

     Oncologist    .45 (.69)        .44 (.73)  .44 (.53) 

     Ideal Self    .45 (.69)        .44 (.73)  .56 (.53) 

     Ideal Physician   .45 (.69)        .44 (.73)  .44 (.53) 
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Table 3 Continued 
_____________________________________________________________________ 

Category    T1all
         T1comp  T2 

     (n = 11)        (n = 9)  (n = 9) 

_____________________________________________________________________

Personal      

     Total    2.64 (1.21)        2.67 (1.32) 2.00 (1.66) 

     Self     2.27 (1.49)        2.33 (1.58) 1.44 (1.24) 

     Oncologist    2.45 (1.13)        2.44 (2.24) 1.67 (.87) 

     Ideal Self    2.54 (1.29)        2.56 (1.42) 1.78 (1.79) 

     Ideal Physician   2.64 (1.21)        2.67 (1.32) 1.78 (1.72) 

Confident      

     Total    .54 (.69)        .67 (.71)  .11 (.33) 

     Self     .54 (.69)        .67 (.71)  .11 (.33) 

     Oncologist    .54 (.69)        .67 (.71)  .11 (.33) 

     Ideal Self    .45 (.69)        .56 (.73)  .11 (.33) 

     Ideal Physician   .45 (.69)        .56 (.73)  .11 (.33) 

Thorough/Conscientious    

     Total    1.73 (1.49)        2.11 (1.36) 2.00 (1.94) 

     Self     1.64 (1.50)        2.00 (1.41) 1.11 (1.54) 

     Oncologist    1.73 (1.49)        2.11 (1.36) 1.78 (1.86) 

     Ideal Self    1.73 (1.49)        2.11 (1.36) 2.00 (1.94) 

     Ideal Physician   1.73 (1.49)        2.11 (1.36) 1.78 (2.11) 
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Table 3 Continued 
_____________________________________________________________________ 

Category    T1all
         T1comp  T2 

     (n = 11)        (n = 9)  (n = 9) 

_____________________________________________________________________

Empowering      

     Total    .73 (1.10)        .67 (1.12)  1.11 (1.36) 

     Self     .73 (1.10)        .67 (1.12)  .89 (1.36) 

     Oncologist    .73 (1.10)        .67 (1.12)  1.00 (1.32) 

     Ideal Self    .73 (1.10)        .67 (1.12)  1.00 (1.12) 

     Ideal Physician   .73 (1.10)        .67 (1.12)  1.00 (1.32) 

None of the Above     

     Total    1.36 (2.20)        1.00 (2.29) 1.89 (2.31) 

     Self     .91 (1.22)        .56 (1.01)  1.22 (1.48) 

     Oncologist    1.18 (1.72)       .78 (1.64)  1.67 (2.40) 

     Ideal Self    1.36 (2.20)        1.00 (2.29) 1.89 (2.32) 

     Ideal Physician   1.36 (2.20)        1.00 (2.29) 1.67 (2.12) 
_____________________________________________________________________ 

Note. T1all = time 1 of all participants. T1comp = time 1 of participants who completed the study; T2 = 

time 2.      Total = all constructs offered by participants in the study; Self = constructs rated most 

meaningful to self; Oncologist = constructs most meaningful in describing the oncologist; Ideal Self = 

constructs most meaningful in describing Ideal Self; Ideal Physician = constructs most meaningful in 

describing the ideal physician. 
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Table 4 

Percent of Constructs in each Coding Category 
_____________________________________________________________________ 
 
Category     T1all

a  T1comp
b  T2c 

_____________________________________________________________________ 
 
Concern and Emotional Warmth  26.67  25.33  28.97 

Personal     16.11  16.00  12.41 

Thorough/Conscientious   10.56  12.67  12.41 

Calming/Relaxing    11.11  12.67   6.21 

Knowledge/Expertise     7.22    8.00   8.28 

None       8.33    6.00  11.72 

Communicative     3.89    4.67   4.14 

Empowering      4.44    4.00   6.90 

Respectful      5.56    4.00   4.83 

Confident      3.33    4.00     .69 

Honest/Forthright     2.78    2.67   3.45 

_____________________________________________________________________ 

Note.  T1all = constructs offered at time 1 by all participants.  T1comp = constructs offered at time 1 only 

by participants who completed the study.  T2 = construct offered at time 2.   

 an = 180 constructs. bn = 150 constructs. cn = 145 constructs. 
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Table 5 

Percent of constructs with Extreme Ratings on Self 
_____________________________________________________________________ 
 
Category     T1all

a  T1comp
b  T2c 

_____________________________________________________________________ 

Concern and Emotional Warmth  26.92  24.62  29.41 

Personal     16.02  16.15  12.74 

Thorough/Conscientious   11.54  13.85    9.80 

Calming/Relaxing    11.54  13.08    6.86 

Knowledge/Expertise     6.41   7.69    7.84 

Empowering      5.13   4.62    7.84 

Respectful      6.41   4.62    5.88 

Confident      3.85   4.62      .98 

None       6.41   3.85  10.78 

Communicative     3.20   3.85    3.92 

Honest/Forthright     2.56   3.08    3.92 
_____________________________________________________________________ 

Note.  T1all = constructs offered at time 1 by all participants.  T1comp = constructs offered at time 1 only 

by participants who completed the study.  T2 = construct offered at time 2.   

an = 156 constructs. bn = 130 constructs. cn=102 constructs. 
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Table 6 

Percent of Constructs with Extreme Ratings on Oncologist 
_____________________________________________________________________ 
 
Category     T1all

a  T1comp
b  T2c  

_____________________________________________________________________

Concern and Emotional Warmth  26.90  25.32  29.92 

Personal     15.79  15.60  11.81 

Thorough/Conscientious   11.11  13.48  12.60 

Calming/Relaxing    11.11  12.77   3.94 

Knowledge/Expertise     7.60   8.51   9.45 

None       7.60   4.96  11.81 

Communicative     6.43   4.96   4.72 

Empowering      4.68   4.26   7.09 

Confident      3.51   4.24     .79 

Respectful      4.68   2.84   4.72 

Honest/Forthright     2.92   2.84   3.15 
_____________________________________________________________________ 

Note.  T1all = constructs offered at time 1 by all participants.  T1comp = constructs offered at time 1 only 

by participants who completed the study.  T2 = construct offered at time 2.   

an = 171 constructs. bn = 141 constructs. cn=127 constructs. 
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Table 7 

Correlations between Number of Constructs in each Category and Distress and Hope 
_____________________________________________________________________ 

           T1 (n = 11)        T2 (n = 9) 
     _________________  _______________
      
Category     Distress Hope  Distress         Hope 
_____________________________________________________________________ 

Respect    -.55   .14  -.54   .65 

Concern and Emotional Warmth  .05   .30   .31  -.11 

Calming and Relaxing   .59  -.52   .35  -.41 

Communicative   -.03  -.16  -.69*   .37 

Knowledge and Expertise   .49  -.28   .05   .37 

Honest and Forthright    .04   .08   .12   .49 

Personal    -.34   .18   .24  -.50 

Confident    -.24  -.18  -.26   .35 

Thorough and Conscientious  -.34   .16  -.28   .26 

Empowering    -.35   .73*  -.17  -.19 

None      .36  -.22   .14  -.39 
_____________________________________________________________________ 

*p < .05 
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Table 8 

Correlations for Distress and Hope with Distance Scores 

_____________________________________________________________________ 

           T1 (n = 11)        T2 (n = 9) 
     _________________  _______________ 

Distance Score   Distress Hope  Distress         Hope 
_____________________________________________________________________ 
Oncologist – Ideal Physician  .03  -.17  .41  -.20 

Self – Ideal Self   .32  -.76**  .76*  -.46 

Self – Self Before Cancer  .39  -.54  .57  -.23 
_____________________________________________________________________
     
Note. Distress is measured by the Global Severity Index (GSI) of the BSI-18; Hope is measured by the 

Herth Hope Index. 

*p < .05. **p < .01. 
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Table 9 

Percent of Constructs with Extreme Ratings on Ideal Self 
_____________________________________________________________________ 

Category     T1all
a  T1comp

b  T2c  
_____________________________________________________________________

Concern and Emotional Warmth  26.60  25.17  30.22 

Personal     16.18  16.08  11.51 

Thorough/Conscientious   10.98  13.29  12.95 

Calming/Relaxing    10.40  11.89   5.04 

Knowledge/Expertise     6.94   7.69   7.91 

None       8.67   6.30  12.23 

Communicative     4.05   4.90   4.32 

Empowering      4.62   4.20   6.47 

Respectful      5.78   4.20   5.04 

Confident      2.90   3.50     .72 

Honest/Forthright     2.90   2.80   3.60 
_____________________________________________________________________ 

Note.  T1all = constructs offered at time 1 by all participants.  T1comp = constructs offered at time 1 only 

by participants who completed the study.  T2 = construct offered at time 2.   

an = 173 constructs. bn = 143 constructs. cn=139 constructs. 
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Table 10 

Percent of constructs with extreme ratings on Ideal Physician 
_____________________________________________________________________ 

Category     T1all
a  T1comp

b  T2c 
_____________________________________________________________________ 
 
Concern and Emotional Warmth  26.70  24.66  29.85 

Personal     16.48  16.44  11.94 

Thorough/Conscientious   10.80  13.01  11.94 

Calming/Relaxing    10.80  12.33   8.21 

Knowledge/Expertise     6.82   7.53   8.96 

None       8.52   6.16  11.19 

Communicative     3.98   4.79   4.48 

Empowering      4.54   4.11   6.72 

Respectful      5.68   4.11   2.98 

Confident      2.84   3.42     .75 

Honest/Forthright     2.84   2.74   2.98 
_____________________________________________________________________ 

Note.  T1all = constructs offered at time 1 by all participants.  T1comp = constructs offered at time 1 only 

by participants who completed the study.  T2 = construct offered at time 2.   

an = 176 constructs. bn = 146 constructs. cn=134 constructs. 
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Figure 1: T1 Distress z-scores of the Most Distressed and Least Distressed Participants 

Note. 1 = respectful, 2 = concern/emotional warmth, 3 = calming/relaxing, 4 = communicative, 5 = 

knowledge/expertise, 6 = honest/forthright, 7 = personal, 8 = confident, 9 = thorough/conscientious, 10 

= empowering, 11 = none.  
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Figure 2: T2 Distress z-scores of the Most Distressed and Least Distressed Participants 

Note. 1 = respectful, 2 = concern/emotional warmth, 3 = calming/relaxing, 4 = communicative, 5 = 

knowledge/expertise, 6 = honest/forthright, 7 = personal, 8 = confident, 9 = thorough/conscientious, 10 

= empowering, 11 = none.  
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Figure 3: T1 Hope z-scores of the Most Hopeful and Least Hopeful Participants 

Note. 1 = respectful, 2 = concern/emotional warmth, 3 = calming/relaxing, 4 = communicative, 5 = 

knowledge/expertise, 6 = honest/forthright, 7 = personal, 8 = confident, 9 = thorough/conscientious, 10 

= empowering, 11 = none.  
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Figure 4: T2 Hope z-scores of the Most Hopeful and Least Hopeful Participants 

Note. 1 = respectful, 2 = concern/emotional warmth, 3 = calming/relaxing, 4 = communicative, 5 = 

knowledge/expertise, 6 = honest/forthright, 7 = personal, 8 = confident, 9 = thorough/conscientious, 10 

= empowering, 11 = none.  
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CHAPTER IV 

DISCUSSION 

 The purpose of the current study was to increase information concerning 

cancer patients’ perspective of self construction and physician relationships during the 

early transition from diagnosis to treatment.  The use of the RepGrid technique 

allowed for the content coding of idiographic information into predetermined 

categories based on what previous research has deemed important to oncology patients 

in health care settings.   

Findings 

Construct Categories.  This study supported what the previous, yet sparse 

literature has found to be important to patients in describing health care providers 

during the cancer experience (Bendapudi, et al., 2006; Salander, 2002; Steinsbekk & 

Launsø, 2005).  The cancer patients in this study offered constructs that fell into the 

predetermined categories of Respect, Concern/Emotional Warmth, Calming/Relaxing, 

Communicative, Knowledgeable/Expertise, Honest/Forthright, Personal, Confident, 

Thorough/Conscientious, and Empowering 94% and 88.28% of the time at one month 

and three months post diagnosis, respectively.  In general the Concern/Emotional 

Warmth category appeared to be the most important to cancer patients when 

describing healthcare professionals, important others, and self.  This was followed by 

the Personal and Thorough/Conscientious categories.  This did not change from T1 to 

T2 nor when examining constructs most important in describing the oncologist, the 

ideal physician, the self, or the ideal self.  This consistent valuing of 

 52



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

Concern/Emotional Warmth, Personal, and Thorough/Conscientious demonstrates that 

the patients in this study are judging healthcare professionals based on interpersonal 

characteristics and skills.  The Knowledge/Expertise category was the fifth most 

common category that constructs offered by participants fell into both in general and 

when examining only constructs most meaningful in describing the oncologist.  This 

suggests that Knowledge/Expertise is important to patients but that they are more apt 

to judge their oncologist based on emotional warmth, feeling an interpersonal 

connection, and believing that their oncologist was thorough.  In contrast, constructs 

regarding healthcare providers being Confident and Communicative were rarely used.   

This further supports the patient-centered approach.  It is consistent with the 

suggestions of the communications skills literature that physicians take a more 

empathic and therapeutic approach to their patients (Roberts et al., 1994).  

Communication skills programs that encourage basic communication skills such as 

sitting, maintaining eye contact, using empathic phrases, and allowing for silence may 

be effective through increasing patients’ perceptions of their physicians’ warmth and 

concern, rather than his or her communication skills, per se.   

Relationship of Construct Categories to Distress and Hope.  This study 

supports and refines the categories provided by Bendapudi and colleagues (2006) 

study creating a reliable method of coding bipolar RepGrid constructs.  It also expands 

the literature that directly assesses patient preferences regarding characteristics of 

healthcare providers by examining the patterns associated with the use of the 

categories and level of distress or hope.  Doing this has important clinical 

 53



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

implications.  This study provides preliminary data that suggests there are unique 

patterns of preference for patients with high distress/hope versus those with low 

distress/hope which should be tested for reliability with a larger sample.   

At T1, less distressed participants tended to be more likely to use constructs 

communicating respect, personal qualities such as treating the patient as a whole 

person, and confidence.  More distressed participants tended to be more likely to use 

constructs communicating knowledge/expertise and calming characteristics.  At T2, 

less distressed participants tended to be more likely to use constructs related to 

communicative and respect.   

These findings underscore the importance for cancer patients to be listened to 

and understood as an individual during diagnosis and initial treatment.  

Understandably, initial distress may lead distressed patients to focus more on the 

knowledge and expertise of their healthcare providers, but may come at the cost of not 

feeling a personal connection; however, future research is needed to determine 

causality.  This is further supported by the trends of the most distressed participants 

being above average in their use the Calming/Relaxing category.  This may suggest 

that less distressed patients are focused on the relationship (i.e. are important others 

respectful), while distressed patients are focused on characteristics that at face value 

they believe will decrease distress such as Calming/Relaxing and 

Knowledge/Expertise.  Although directions of causality cannot be established from the 

current design, it is possible that more distressed patients will need more assurance of 

the physician’s expertise and more assistance in calming themselves.  Intervention 
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research is needed, because it is also possible that a focus on knowledge and expertise-

related and calming-related interactions in the treatment relationship actually increases 

distress. 

There were patterns regarding hope and use of categories. Particularly, at T1 

participants who had the most hope tended to be more likely to use constructs 

communicating empowerment.  Participants with the least hope tended to be more 

likely to use constructs communicating calming/relaxing and knowledge/expertise.  At 

T2, the more hopeful participants tended to use constructs communicating respect, 

honesty, and knowledge/expertise.   

These patterns suggest that high levels of hope tend to be associated with a 

focus on the empowering qualities of healthcare providers, self, and important others 

at one month post diagnosis and with a focus on constructs that reflect skill, honest 

communication, and respect at three months post diagnosis.  There was also a possible 

pattern of those with the least hope utilizing the Knowledge/Expertise category at a 

higher rate. This pattern is consistent with the distress pattern, suggesting that those 

with low hope and high distress tend to focus on knowledge at T1.  Again, further 

research is needed to determine if increased emphases on empowerment and respect in 

health care relationships would increase patients’ hopefulness, or if more hopeful 

patients spontaneously use these constructs.  Current findings do suggest that 

empowerment and respect are more salient dimensions for hopeful patients. 
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RepGrid Distance Scores.  The use of the RepGrid provided information about 

how the participants in this study viewed healthcare providers, important others, and 

self and how they would like healthcare providers and self to be.  Distance scores of 

self-ideal self and oncologist-ideal oncologists provide information about how the 

participants value themselves and their oncologists.  Consistent with previous 

research, participants appear to be consistently satisfied with their oncologists.  

Participants’ rating of how they valued both their oncologists and themselves were no 

different at three months than they were at one month post diagnosis.   

This study contributes to the literature by examining participants’ views of 

themselves and their oncologists and how these views relate to distress or hope.  

Despite a low n we did see a correlation between self-ideal self distance scores and 

level of distress.  This suggests that the greater discrepancy in how patients view 

themselves and how they would like to be, the greater distress they experience.  This is 

consistent with previous research and suggests a continued need to provide therapeutic 

support to cancer patients particularly during the time of transition from diagnosis to 

treatment.  The correlation for self-self before cancer and distress suggested that if we 

had a larger n we would have a significant relationship.  The significant correlation 

between self positivity and hope at T1 and moderate, albeit nonsignificant, 

relationship at T2 suggest that the closer participants viewed themselves in relation to 

their ideal self, the more hope they experienced throughout the initial phases of 

diagnosis and treatment.  These relationships were in the predicted direction and 

support Viney’s (1985) model of illness.  Together, findings relating self constructions 
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to distress and to hope suggest the importance of addressing implications of cancer 

diagnosis and treatment to the patient’s views of him- or herself when patients seek 

psychological support.   

It was surprising that there was no significant relationship between distress or 

hope and the oncologist-ideal physician distance scores.  This suggests no detectable 

relationship between how patients value their oncologists and their level of distress or 

hope.  Given the positive skew that tends to exist in how patients rate their physicians, 

further research with a greater number of participants is needed to accurately answer 

this question.  

Limitations and Suggestions for Future Research 

 Analyses were limited due to the small sample size, which only allowed for 

testing large effect sizes.  Increased participation and increased power would allow for 

further analysis of the relationships between grid variables (distance scores) and 

distress or hope.  An increase in participants would allow for more sophisticated 

analyses that could account for quality of life in these analyses.  Increased resources 

may result in greater participation, by allowing for greater patient incentives and more 

staff completing recruiting and collecting data.  Since this study had fairly strict time 

constraints in attempts to answer questions regarding the transition from diagnosis to 

treatment recruitment of participants would have benefited from a full time person 

being available to recruit and meet with potential study candidates.  Patient 

recruitment was much more difficult than expected, which increases concerns about 

the generalizability of findings.  The patients who did volunteer were unusually 
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motivated and may have differed from other cancer patients in other important ways.  

The low levels of distress and high levels of hope in the current sample also suggest 

that these patients were relatively high functioning. 

Given the preliminary nature of this study, the need for future research is 

obvious.  The results of this study indicate that there are patterns associated with use 

of construct categories and level of distress or hope; further research with greater 

numbers of participants is needed to validate these patterns and determine more 

accurately the nature of these relationships.  Future research should examine if use of 

construct categories predicts distress or hope at subsequent data points.  Obtaining 

resources that would allow for multiple data points throughout treatment and into 

remission would be ideal in truly understanding how patients’ preferences change over 

time and what predicts distress or hope. The possible patterns associated with level of 

distress or hope and the use of categories suggests the need for research with a large 

enough sample to allow for profile analysis.  There may be categories that are 

significantly related to distress or hope for one group (i.e. distressed participants), but 

not for another (i.e. non-distressed participants).  For example, the preliminary results 

that suggest a pattern on the use of the Respect category for those the lowest hope 

scores, but not those participants with the highest. 

Although a larger study would undoubtedly be useful to more reliably abstract 

patterns of construing in cancer patients as a group, this study also demonstrates the 

use of a valuable idiographic measure in the health care arena. Data from two 

participants demonstrating the most change in levels of distress and hope across early 
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treatment (one showing improvement and one showing increased distress) are 

analyzed in Appendix B, to illustrate how the RepGrid may be used to assist clinicians 

in understanding an individual patient’s constructions.  In brief, results of these 

idiographic analyses support the group results in suggesting possible constriction of 

the interpersonal field, possibly due to the threat of a serious illness.  The idiographic 

analyses of both patients indicated relatively uni-dimensional construing, in 

comparison to other normal and clinical samples (Feixas and Cornejo Alvarez, n.d.)  

For both patients, large general components in their grid data suggested construing 

others primarily along care giving, warmth, and concern dimensions.  Also, both 

construed the self, health care providers, and, to a lesser extent, other people in 

extreme terms (i.e., using the endpoint of rating scales a majority of the time). 

The purpose of this study was to expand the literature regarding patient 

preferences in the physician-patient relationship; however, future research could also 

administer the RepGrid to the physician to better understand the impact of working in 

this area and how to prevent oncologist burnout (Shafer, 2008); an area in which the 

personal construct psychology notions of collaboration, optimal therapeutic distance, 

and the credulous approach could inform this helping relationship. Research in this 

area could help physicians identify how to distance themselves from their work 

without experiencing a decrease in empathy or an increase in depersonalization of 

patients (Shafer, 2008).  The RepGrid might allow for further insight into oncologist 

self construction, research that could promote increased awareness of physician 
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emotional well-being and balance, which in turn leads to a healthier physician-patient 

relationship. 

Clinical Implications  

The changes in constructions of self and others after diagnosis with a life 

treatening illness predicted by Viney’s model were not detected in the current study—

categories important for self construction did not change, few categories important to 

construction of oncologist changed, and there were no change in evaluative 

constructions of self and oncologist (self-ideal, etc.).  This may partly be a result of the 

low n, with inability to detect small or moderate effects.  However the idiographic 

analyses of two patients who did change in levels of distress and hope, as well as the 

preponderance of constructs in categories related to interpersonal warmth and concern 

offered by participants, suggests that participants may be constricting their 

constructions of self, health care providers, and others to deal with the immediate 

health threat.  Narrowing the dimensions used in construction of others may help to 

maintain meaningful constructions in the face of uncertain experiences for which the 

person has relatively few construct dimensions available.  This may forestall the need 

for immediate changes in core constructions of self and others (Kelly, 1955).  There 

would be a need for additional research of patients’ construing over a longer course of 

cancer treatment and into remission or palliative care to more fully test Viney’s (1985) 

model.  The span of treatment within the current study (generally 2 months) may have 

been too short, and too early in the process of dealing with cancer. 
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 This study and related future studies could inform physician communication 

skills training programs regarding the need and benefits of establishing interpersonal 

rapport with patients.  Given the importance patients place on personal characteristics 

such as emotional warmth, empathy, concern and an ability to relate interpersonally it 

is important for physicians to communicate these qualities while maintaining a 

professional or therapeutic distance.  The results of this study further emphasize the 

possibility for psychology to inform the shift to a more patient-centered approach and 

aid in both patients and physicians’ emotional balance and well being.   

 The patterns associated with use of knowledge/expertise and calming/relaxing 

and high distress, low hope participants during initial treatment, and those with low 

distress placing more emphasis on the interpersonal relationship supports the notion 

that it is important for physicians to achieve a balance between letting patients know 

that they want to get to know the person as an individual and to provide information 

about the patient’s diagnosis.  This type of approach may have a two-fold purpose in 

providing critical information and decrease patient distress and as suggested by 

research does not add time to the consultation (Roter et al., 1995; see expanded 

literature review).   

It has been suggested that it may be helpful to improve patients’ 

communication skills.  In their review of the literature of the physician-patient 

relationship, Ong et al. (1995) suggested that patient communication skills may 

influence the physician-patient relationship.  They summarized the results of a study 

by Street (1991) that suggested that the more questions patients ask, the more concerns 
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they express, and the more anxious they are, the more information they receive.  A 

better understanding of the relationship between patients’ use of construct categories 

and how this is related to distress and hope can provide health psychologists more 

information about how to teach patients to request particular information or 

communications from their physicians.  For example, if a patient does not feel a 

personal connection and is experiencing high distress, it may be helpful for patients to 

know how to request this type of interaction in an appropriate manner.  Also, if 

increased resources for addressing emotional concerns were provided (e.g., through 

health psychology services) it might reduce the need for extensive emotional support 

from physicians. 

The results of this study, though limited, suggest that the RepGrid technique is 

a useful method to better understand the aspects of the physician-patient relationship 

that are most important to patients.  This technique allows participants to express both 

positive and negative interactions.  The study demonstrated that there is still important 

information to be obtained about patient preferences, how these preferences relate to 

distress and hope, and how they change over time.  This has important implications for 

the initial physician-patient interaction and how to improve both patients and 

physicians’ satisfaction and emotional well-being in the context of this relationship.   
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APPENDIX A 

EXPANDED LITERATURE REVIEW 

 Psychosocial oncology is one of the largest fields of study within the health 

psychology literature; however, there is still a need to better understand patients’ 

experiences of the physician-patient relationship.  Although there are many important 

studies that examine the ideal consultation from physicians’ perspectives there are 

relatively few that examine patients’ perspectives.  The literature does suggest that 

patients are satisfied with oncology services, but little is known about the role of 

developing meaningful relationship with oncologists in the cancer experience, much 

less what constitutes a meaningful physician-patient relationship. 

Examining cancer patients’ perspectives from a personal construct psychology 

approach can offer a unique contribution to the field of psychosocial oncology.  Its 

credulous approach and comprehensive view of helping relationships can provide 

insight into how to help reduce patient distress, improve satisfaction, and help patients 

make sense of the cancer experience which may ultimately improve treatment 

compliance.  This paper will briefly elaborate on the background of personal construct 

psychology (PCP), its contribution to the literature regarding the therapeutic 

relationship, and its potential contributions to the physician-patient relationship.  This 

will be in conjunction with a review of the literature involving the physician-patient 

relationship, including physician communication skills, communication skills training 

programs, and a look at the current literature examining patient variables affecting this 

relationship. 
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History of Personal Construct Psychology 

George Kelly’s Personal Construct Psychology follows from a history of 

Constructivism which emphasizes individual construction of knowledge and reality 

and the proactive nature of knowing.  This can be understood through Kelly’s (1955) 

metaphor of man the scientist.  He describes individuals as actively trying to predict 

and control their world.  He asserts that as humans we are active construers of our 

reality.  “Whatever the world may be, man can come to grips with it only by placing 

his own interpretations upon what he sees” (Kelly, 2003, p. 4).  The fundamental 

postulate of PCP is that “a person’s processes are psychologically channelized by the 

ways in which he anticipates events” (Kelly, 1955, p. 46).  Behavior, thought, and 

affect is influenced by the meanings we place on events.  Like the world, individuals 

are in constant flux.  Individuals do not know the world in the objective sense, but 

instead through the interaction of their personal and social constructions (Raskin & 

Lewandowski, 2000). 

Kelly’s theory of personality includes this fundamental postulate and 11 

corollaries.  The underlying philosophical position is constructive alternativism.   

Kelly (2003) explains that this position emphasizes the experience of events, 

particularly how one anticipates events.  It is the meanings that are involved both in 

the anticipation of events and which events one is anticipating that influence the 

ability to accurately predict.  Constructive alternativism deals with the idea that even if 

one is able to validate constructs by accurately predicting or anticipating there is 

always the chance that “a totally different interpretation would have led to an equally 
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successful prediction…” (Kelly, 2003, p. 5).  This suggests that “there are always 

some alternative constructions available to choose among in dealing with the world” 

(Kelly, 1955, p. 15).  As an individual’s “previous sets of constructions prove 

unsatisfying, people are free to creatively develop entirely new dimensions of 

meaning” (Raskin, 2002, p. 7). 

Kelly explains that we come to know our reality through dichotomous 

constructs which make up an individual’s construction system.  Kelly suggests that in 

order to understand someone’s construing process, interpretation, or meaning 

associated with events, objects, etc., the opposite of that individual construction must 

be understood.  In other words, we better know something by understanding its 

contrast.  This is expressed through Kelly’s (1955) dichotomy corollary which states 

“a person’s construction system is composed of a finite number of dichotomous 

constructs” (p. 59).  This system provides meaningful understanding of the different 

elements within an individual’s construct system and an important foundation for the 

repertory grid technique, which provides a glimpse into the role relationships of an 

individual by the elicitation and rating of dichotomous constructs.  The repertory grid 

technique is detailed in Kelly’s 1955 theory of personality. 

Kelly’s (1955) two volume magnum opus originally began as a clinician’s 

handbook, but soon evolved into a theory of personality.  This process allows for it to 

speak not only to the heart of therapy, but to the individual—therapists and clients 

alike.  Given the origins as a clinical manual, Kelly spends considerable time 

discussing different aspects of the helping relationship of therapist and client.  The 
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credulous approach, optimal therapeutic distance, and a collaborative approach 

become central to this relationship and will be described in detail to better understand 

how they might contribute to a more effective physician-patient relationship. 

The credulous approach.  Kelly (1955) describes the credulous approach or 

attitude as taking what a client does and says “at face value” (p.173).  It is important to 

note that understanding and more fully knowing the client’s view does not necessitate 

the therapist’s blind acceptance of this perspective; it is more of a respect for the 

client’s experience (Kelly, 1955; G. J. Neimeyer, 1995).  A clear sense of the 

credulous approach can be appreciated through Kelly’s (1955) example of when a 

client attempts to mislead the therapist.   

The perceptive clinician always respects the content of his client’s “lies,” 
although he is equally careful not to be misled by them.  When he discovers 
that what a client has said does not agree with what has actually happened, he 
is careful to lay out both versions side by side and not erase the client’s version 
in order to replace it with the “true” version.  Indeed, the perceptive clinician 
may be quite as much concerned with the client’s version of an event which 
happens to be “incorrect” as he is with the event itself or with the fact that the 
client has not told the “truth.”  (p. 322) 

 
This credulous stance allows the therapist the ability to fully understand clients’ 

meanings of experiences without too becoming stuck in their interpretations. 

A number of different authors have proclaimed the relevance of the credulous 

attitude to therapeutic relationship.  Rigdon, Clark, and Hershgold (1993) state the 

“credulous attitude and the acceptance it creates are fundamental to the therapeutic 

relationship” (p. 157).  According to R. A. Neimeyer and Baldwin (2003) this stance 

on the part of the therapist “creates an accepting environment, in which clients need 

not feel defensive about their experience, but instead are free to ‘try on’ new 
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constructs and meanings without the fear of judgment or rejection” (p.249).  The 

credulous approach allows the therapist to more fully understand the client’s construct 

system.   Leitner (1995) suggests that “through this approach, I can attempt to 

understand the world as if I had the same experiences as my client” (p. 363).  

According to G. J. Neimeyer (1995) the credulous approach makes way for a 

collaborative approach to the therapeutic relationship,  communicating a willingness to 

explore with the client in his experiences.   

Kelly (1955) points to “the analysis of the client’s experience” as a major 

aspect of clinical work (p. 179).  If the therapist agrees with this, then the 

understanding of the client’s experience through his own interpretation becomes 

particularly relevant.  The credulous stance and “not knowing” attitude highlight the 

importance of recognizing the client’s expertise in his world of experience.  Anderson 

and Goolishian (1992) describe this not knowing stance as leading to genuine curiosity 

and as placing the therapist in the position of “being informed.”  They sum up the 

credulous approach as such, “by learning, by curiosity, and by taking the client’s story 

seriously, the therapist joins with the client in a mutual exploration of the client’s 

understanding and experience”  (Anderson & Goolishian, p. 29-30).  

 Optimal therapeutic distance.  Mahoney (2003) describes the debate over 

“optimal ‘emotional distance’ between therapist and clients” (p. 18).  The debate 

ranges from maximal detachment as in psychoanalytic theory to closeness short of 

sexual acts (Schwartz, 1993).  In the literature this debate often takes the form of when 

and with which clients self-disclosure is helpful and the dangers of sharing too much 
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or too little (Schwartz, 1993).  Hendrick (1987) provides a review of studies that 

examine self-disclosure of the counselor and the perceptions of clients, participants, 

and objective observers.  She highlights the need for further research that addresses 

the questions related to when and with whom self-disclosure is effective.  Mahoney 

(2003) asserts that the optimal emotional distance must include compassion and 

caring, and it is this which includes comforting and encouragement, that “account[s] 

for a sizable portion of what we contribute to our clients’ lives” (p. 18). 

Leitner (2001a) discusses the importance of the therapeutic relationship and 

optimal therapeutic distance.  He described it as understanding emotions empathically 

so that you come to know the experience of the client, yet remain separate enough to 

recognize it as the client’s experience (Leitner, 1995, 2001a).  Leitner’s (2001a) 

optimal distance is important in the sense that it allows for the ability to more fully 

understand clients’ fears, hurts, anger, confusion, etc. without being caught up or 

consumed by their experience, thus creating a change promoting relationship.  This is 

further understood by Hendrick’s (1987) discussion of the self-involving counselor 

versus the self-disclosing counselor.  If a client’s painful account of an experience 

reminds the therapist of a similar experience; the self-disclosing counselor might share 

the particular instance, whereas the self-involving therapist might share her 

“immediate feelings and reactions within the counseling context” (Hendrick, p. 314).  

This is consistent with Leitner’s (1995) example of the optimally distant therapist 

using his own emotional reaction to his client’s story of abuse in a therapeutically 

relevant way.  Through the therapist’s understanding of clients’ experiences he or she 
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can then make informed decisions about what interventions/questions/challenges may 

prove useful and when. 

 Collaboration.    The therapeutic process does not occur independently of 

therapist or client and collaboration becomes an important concept for the personal 

construct psychotherapist.  Fogel (1993) suggests that when individuals communicate 

the story that emerges is created together, and would be uniquely different if and when 

communicated with a different person.  Mahoney (1988) states “the therapeutic 

relationship becomes an interpersonal context in and from which the client is 

encouraged to examine, explore, and experiment with personal constructions of their 

identity, reality, values, and capacities” (p. 308). 

 Co-construing and collaboration of the therapist and client have been 

mentioned with great importance in the personal construct psychology literature and 

can be seen both explicitly and implicitly as they course through the veins of the 

theory.  R. A. Neimeyer (2002) views therapeutic work as a process of co-construing a 

preferred story of strengths that transforms “problematic identities” through 

“therapeutic discourse” (p. 58).  Mahoney (1988) describes the personal construct 

therapist as a “specially trained collaborator who recognizes that the ultimate power 

and responsibility for change lies with the client” (p. 307).  Constructive alternativism, 

the credulous attitude, and reflexivity are all aspects of PCP in which collaboration is 

demonstrated.    

The underlying philosophy of constructive alternativism offers an interesting 

type of power to the therapeutic relationship.  Constructive alternativism allows for the 
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therapeutic relationship to become one that discusses possibilities and tries on new 

ways of being together in a safe comfortable space.  It allows for the collaborative 

relationship to become a testing ground for the new roles with which clients may wish 

to experiment, and for testing rival hypotheses and “what ifs.”  This approach to the 

therapeutic relationship allows for the testing of new ways of being, new ways of 

approaching life in the presence of another who has come to intimately know the 

terror, the awe, the excitement, and the difficulty of these experiments (Leitner, 

2001b).  The acknowledgement of there being any number of ways to understand or 

approach a situation with not just one “right” answer allows the client a certain 

freedom to work with the therapist to ultimately co-construe new possibilities.   

The personal construct therapist approaches the therapeutic process with a 

credulous attitude; first, trying to fully appreciate the client’s meanings and 

constructions, then working with the client to develop a less disrupting elaboration of 

those constructs or to develop new constructs.  As previously mentioned G. J. 

Neimeyer (1995) suggests that the credulous approach has important implications in 

the therapist and client’s abilities to work collaboratively.  Following a discussion of 

the credulous approach he states: 

To this is added an attitude of inquiry—a curiosity or fascination with the 
client’s perspective and its implications.  From this the therapist develops a 
form of collaborative empiricism, establishing a working relationship that 
conveys a willingness to conjoin the client in an exploratory process that may 
seek to test or transcend the limitations of the client’s personal worldview. (p. 
114) 
 

The client is viewed as stuck in the construction process and it is through co-

construing new alternatives that allows for movement and change.  Co-construal and 
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collaboration are central to the therapist-client relationship.  It has been noted that 

personal construct psychotherapy is not something that is “done to” a client, but “done 

with” a client.  When the client is acknowledged as an expert of her own experiences, 

it is difficult for the client not to become an active agent in her process of change.  

This “not knowing” stance on the part of the therapist invites the client through 

genuine curiosity to join in the therapeutic process. 

 Anderson and Goolishian (1992) also suggest that the “not knowing stance” 

aids the therapeutic process in becoming a collaborative venture.  They suggest that 

the primacy given to the client’s meanings frees the client from feeling the need to 

convince the therapist of his view.  This freedom makes room for the testing of new 

ways of being. Anderson and Goolishian warn “this does not mean that the therapist 

develops and offers the new ideas or the new meanings.  They emerge from the 

dialogue between the therapist and the client and thus are co-created” (p. 30). 

The notion of reflexivity is another important aspect of the ability of the client 

and therapist to collaborate and co-construe new realities.  Personal construct 

psychology is a reflexive theory in that it is able to explain its own existence 

(Bannister, 2003; Thomas & Harri-Augstein, 1988).  The reflexivity of PCP can be 

seen in Kelly’s metaphor of “man the scientist.”  Bannister suggests that PCP allows 

for the reverse to also be true that scientists are persons.  Reflexivity of the theory not 

only explains the construction of the theory, but it allows the theory to explain the 

behavior of therapists’ as well as clients’.  Reflexivity of personal construct 

psychology emphasizes that this is not a psychology of others, but rather a psychology 
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of “we.”  It offers the ability to recognize that the therapist brings to the therapy room 

his or her own constructions and realities.  Bannister states “people are in a very real 

sense the equal of psychologists” and continues by explaining that studying human 

behavior does not “extract him or her from interdependent interaction with people” (p. 

37).  Personal construct psychology’s reflexivity demands collaboration by 

eliminating the psychologist-subject distinction that defines the psychologist as 

studying behavior rather than behaving.   

Reflexivity or the acceptance of two construction processes in the therapy 

room allows for a genuine, respectful, and hopeful process of change to occur.  Leitner 

(2001a) discusses the notion of respect and acknowledging the similarities in the 

therapist and client’s core construction processes.  He elaborates that trusting and 

collaborating with clients involves the therapist being in touch with the aspect of self 

that is vulnerable enough to react in a similar way if threatened or hurt.  Together then, 

client and therapist can begin to re-construe and elaborate new meanings that may 

prove to be more beneficial ways of being in the world for the client.  Awareness of 

one’s own psychological processes promotes optimal therapeutic distance and 

recognition of each individual’s contribution to the experience of the therapeutic 

relationship. 

The experience of truly being with and collaborating with a client on their 

journey of continuous change and growth is afforded to the personal construct 

psychotherapist through the philosophy of constructive alternativism, the expertise 

granted to client, and self understanding.  The dialogue that unfolds is truly a process 
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of co-construing.  Many of these important aspects of the therapist-client interaction 

can be extended to the helping relationship of physician-patient and more specifically, 

oncologist-patient.  The vital nature of this relationship offers unique challenges not 

typically present in the therapist-client relationship.  However, perhaps it is this vital 

necessity that makes these aspects even more important to examine how they can be 

applied to physicians and patients. 

Importance of Relationships in Oncology 
 

There have been a number of studies that examine the importance of 

physician-patient communication.  Increasing the quality of the physician-patient 

relationship/interaction/communication may benefit the patient’s satisfaction, 

compliance to treatment, and ultimate health outcomes for patients (Ong et al., 1995).  

The existing research uses these areas as outcome measures for both physician 

variables (communication skills, information providing, affect) and patient variables 

(coping styles, diagnosis, socio-demographics).  Various models of physician-patient 

communication have been proposed.  Examining these and the studies of the various 

outcome measures allow for a better understanding of this relationship.  Ong et al. 

(1995) suggest that the development of a good interpersonal relationship is an 

important aspect of physician-patient communication, therefore much of the literature 

examined will focus on aspects of this communication. 

 For the oncologist, as well as other physicians, communicating and interacting 

with patients is a major aspect of their work.  Physicians operate under various models 

for approaching the doctor-patient interaction.  Emanuel and Emanuel (1992) outline 
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four models of the physician-patient relationship, describe how the physician interacts 

with the patient, and also provide some limitations of each.  These models include the 

paternalistic, informative, interpretive, and deliberative models.  The paternalistic 

model involves the physician assuming “that there are shared objective criteria for 

determining what is best” for the patient (Emanuel & Emanuel, p. 2221).  In this 

model the physician is viewed “as guardian” and the patient has very little input.  

Though this model is useful in emergencies, it is no longer viewed as the model of 

choice. 

 Emanuel and Emanuel (1992) explain that under the informative model the 

physician is seen as the “technical expert.”  The physician simply provides important 

information about the patient’s condition and provides the service that the patient 

selects.  The physician provides the facts and the patient uses his or her values to 

decide.  They suggest that the main limitation of this model is that it “lacks a caring 

approach that requires understanding what the patient values or should value and how 

his or her illness impinges on these values” (p. 2224).  It is also suggested that it does 

not allow for the physician to assimilate previous experiences and to have intimate 

knowledge of patients’ unique medical and personal situations. 

 In the interpretive model the physician provides the same information as in the 

informative model, and then aids the patient in the interpretation of his or her values in 

considering the treatment choice.  The physician is viewed “as counselor or advisor” 

because the patient is aided in the elicitation of his or her values and wants that may 

inform the decision.  “The physician works with the patient to reconstruct the patient’s 
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goals and aspirations, commitments and character…and conceive[s] the patient’s life 

as a narrative whole” (Emanuel & Emanuel, 1992, p. 2222).  The physician does not 

determine for the patient the appropriate action nor are the patient’s values judged, 

instead the physician and patient embark on a joint venture to understand the medical 

options.  This model appears to be the most consistent with the personal construct 

psychology approach.  The main limitation discussed is that physicians do not have 

the skills necessary for this model.  Emanuel & Emanuel claim that the required 

technical specialization does not allow them to develop these skills and without these 

skills they may be more likely to impose their own values in attempts to articulate the 

patient’s, leading to a paternalistic model.  They also suggest this model does not 

allow evaluative judgments that may be important to medical conditions (i.e., HIV 

patient practicing safe sex, a heart patient exercising and stopping the use of tobacco). 

 Finally, in the deliberative model the physician is seen “as friend or teacher.”  

The objective is “to help the patient determine and choose the best health-related 

values that can be realized in the clinical situation” (Emanuel & Emanuel, 1992, p. 

2222).  The physician suggests “why certain health related values are more worthy and 

should be aspired to”  and it is the physician who “indicates what the patient should 

do, what decision regarding medical therapy would be admirable” (Emanuel & 

Emanuel, p. 2222).  This model seems to be most similar to a traditional cognitive 

approach in which the therapist is viewed as the rational party and works to impart the 

correct assumptions on the client.  The main objections to this view are the physician 

is judging patients’ values and acting as the sole owner of the correct decision and 
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could easily move towards the paternalistic model.  It also includes moral deliberation 

and assumes there is one right value (Emanuel & Emanuel). 

With the movement away from the traditional paternalistic to a more shared 

decision making approach, more recent research distinguishes between physician-

centered and patient-centered approaches to the relationship (Ong et al., 1995).  Ong 

and colleagues (1995) described a distinction between cure system and care system in 

the physician-patient relationship.  The cure system focuses on the patient’s “need to 

know and understand” whereas the care system focuses on “the need to be known and 

understood” (p. 906).  The patient-centered approach would be an example of the care 

system.  Patient-centered approaches have been defined as a style of interaction that 

encourages the patient to express not only symptoms, but feelings, thoughts, and 

expectations as well (Henbest & Stewart, 1990; Ong et al., 1995).  

Emanuel and Dubler (1995) describe the ideal physician-patient relationship, 

which they suggest is comprised of the six C’s: choice, competence, communication, 

compassion, continuity, and (no) conflict.  Particularly in western cultures, choice in 

health care is important.  It includes choice in doctor (both primary care and 

specialists), treatment, and settings.  Competence reflects physicians’ technical skills 

in diagnosis, procedures, symptom recognition, knowledge of treatment options, and 

recognizing their own limitations.  Listening to and understanding the patient’s 

physical symptoms as well as their social, emotional, and other concerns are included 

under communication.  Communication also involves the physician being able to 

explain to the patient technical information in understandable terms.  Compassion 
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includes empathy and providing an opportunity for patients to examine their values 

and feelings.  Continuity offers consistent care from the same physician which aids in 

treatment choices.  (No) conflict of interest suggests that patient care is a priority over 

the physician’s own personal interests.   

The various models of the physician-patient relationship all point to the 

importance of communication.  The job of the physician is to communicate with 

patients about symptoms, diagnosis, and treatment options and to apply their technical 

knowledge in treating ailments.  The interpersonal nature of the physician-patient 

relationship is high, yet doctors receive little training in this area (Hoffman & 

Steinberg, 2002; Merckaert, Libert, & Razavi, 2005).  

Henbest and Stewart (1990) conducted a study aimed to discover if the patient-

centered approach really makes a difference in patient outcomes or not.  This study 

used audio tapes to score patient-centeredness in general practitioners; patients then 

completed a satisfaction questionnaire and a structured interview following the 

consultation.  The results indicated that patients that experienced a patient-centered 

approach were more likely to report that their main reason for the consultation was 

well understood.  Resolution of patients’ main concerns was the other variable to show 

significant results.  “Patients who had received the highest level of patient-centered 

response to their main symptom were significantly more likely to have decreased 

concern about that symptom immediately after the consultation than patients who had 

experienced less patient-centered responses” ( Henbest & Stewart, p. 31).  Although 

the results for satisfaction were not significant, they provided useful information. 
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“Consultations with patient-centered scores in the highest quartile had the greatest 

percentage of patients highly satisfied (46%), in marked contrast to those consultations 

with patient-centered scores in the lowest quartile (15%) although the differences were 

not significant” (Henbest & Stewart, p. 30).  Henbest & Stewart conclude that patient-

centeredness does indeed make a difference in patient outcome variables. 

Fallowfield (1992) suggests patient satisfaction is driven by skills such as 

being friendly, providing information about treatment and what to expect, and 

attempts to understand patient concerns rather than the time spent with patients.  He 

describes the ideal consultation as including collecting data, establishing rapport, 

providing education, and stimulating motivation.  He suggests a number of basic 

consultation skills that can lead to the physician keeping the consultation within his 

preferred length, but that creates a sense of taking time and being concerned for the 

patient’s complete physical and emotional well-being.  Open-ended questions, 

maintaining eye contact, and checking for understanding are just a few of these skills 

that provide a positive patient-centered environment.  Fallowfield suggests that the 

benefits of effective communication within the physician-patient relationship include 

increased satisfaction, compliance, and better health outcomes such a shorter 

hospitalizations, fewer complications, and fewer lawsuits. 

Through their review of the literature, Ong and colleagues (1995) list a series 

of doctor behaviors that have been associated with patient satisfaction.  These include: 

“using the patient’s first name, attempting to establish privacy during an examination, 

a series of routine social skills (e.g. sitting down while talking to the patient, not 
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interrupting), identifying future tests/ treatments, and discussing plans for discharge” 

(Ong et al., 1995, p. 911).  Providing information and closeness skills such as leaning 

forward towards the patient are also related to patient satisfaction.  Touch, on the other 

hand, has had varied results with satisfaction, suggesting a cultural component (Ong et 

al., 1995).  Many of these skills can be subsumed under the category of 

communication skills and it has been recommended that good communication skills 

may also be important for physician’s emotional health (Ramirez et al., 1995).  In fact, 

a study by Shanafelt and colleagues (2005) suggested that there is a relationship 

between internal medicine residents’ emotional well-being and high scores on 

measures of empathy. 

Some of the literature discusses physician skills in terms of the communication 

skills in which they are deficient.  The use of distancing techniques such as 

interrupting and close-ended questions have been identified as possible ways doctors 

avoid emotionality in the consultation (Baile et al., 1997; Ford et al., 1996; Maguire, 

1985). Baile and colleagues (1999) discuss the results of a survey on end of life care 

and physician-patient communication.  The results indicated that physicians who have 

more difficulty communicating with patients were more likely to recommend end of 

life chemotherapy (Mayer, Cassel, Emmanuel, & Schnipper, 1998).  Ford and 

colleagues conducted a descriptive study of the physician-patient interaction when 

oncology patients receive primary or secondary “bad news.”  It was found that 

physicians asked few questions regarding patients’ psychosocial well-being.  Even in 

cases in which patients expressed psychological concerns, the majority of times this 
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was not followed up.  Ford and colleagues also reported that physicians tended to use 

close ended questions, which they state suggests “that patients were seldom given 

space to initiate discussions” (p. 1515).  

The literature is recognizing more and more that these communication skills 

can be taught to physicians and a number of researchers are demonstrating how (Back 

et al., 2003; Baile & Aaron, 2005; Baile et al., 1999; Baile et al., 1997; Fallowfield, 

1992; Roter et al., 1995). Fallowfield (1992) states that it is wrong to assume that 

“doctors have naturally good skills or they do not, that such skills cannot be taught and 

that most doctors will improve with experience” and suggests that studies indicate the 

contrary (p. 364).  According to Hoffman and colleagues (2004) there is not a standard 

curriculum requirement for competence in communications skills in any oncology 

specialty.  They conducted a survey of oncology programs to determine how many 

conduct communication skills training (CST).  The results suggest that 31% of 

programs who responded contain “some element of CST” (Hoffman, et al., p. 223).  

The major barrier for providing CST was a lack of faculty time.  Given the attention in 

the literature to the importance of communication skills for physicians and the lack of 

training in this area, there have been several studies that focus on the development of 

communication skills training programs.  In order to better understand the physician-

patient relationship this communication skills training literature will be examined. 

Communication Skills Training 

It has been suggested that in oncology the physician-patient relationship is of 

particular importance given the threatening nature of the disease and the importance of 
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treatment compliance over a long period of time.  There are a number of challenging 

topics within cancer care that physicians often carry the burden to communicate.  This 

creates a large need to help physicians feel more competent in communication skills.  

Baile, Lenzi, Parker, Buckman, and Cohen (2002) asked oncologists and associated 

physicians to rate the most difficult aspects of the interaction.  Physicians rated the 

lack of further treatment options as the most difficult information to discuss with 

patients and the diagnosis itself as the least difficult to discuss.  Euthanasia, treatment 

failure, recurrence, and being honest without depressing patients were also high on the 

list of difficult aspects of this interaction.  Difficulty handling one’s own negative 

feelings was the seventh most difficult on a list of twelve difficult situations and the 

average ranking for this question was 3.0 out of 4.0.  There was a great deal of 

variance in response to when oncologists thought it was appropriate to discuss do-not 

resuscitate (DNR) orders ( 41% after treatment failure, 37% at the time of diagnosis or 

presentation of metastatic disease, 12% a few days or few hours before a patient’s 

death, and 10% just before referral to hospice).  Twenty percent of physicians 

indicated that they have this discussion later than they think it should be done (Baile et 

al., 2002).  Given the high stress related to these types of interactions, communication 

skills and communication skills training programs have become highly researched 

areas.  Examining some of this research provides important insights on what the 

literature indicates are important aspects of the physician-patient relationship, the need 

for importance characteristics of an effective helping relationship from a PCP 

 89



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

perspective, and how these characteristics translate to the physician-patient 

relationship.   

Baile and colleagues (1997) suggest that the use of closed-ended questions, 

changing the topic, and offering premature advice or reassurance are tactics used by 

physicians to avoid uncomfortable and difficult topics.  An objective of their 

communication training program for oncologists was to increase awareness of how 

physicians’ own reactions to patients can affect their communication.  To do this they 

conducted a personal awareness exercise that “sought to promote the physician’s 

awareness of feelings experienced in connection with his or her interactions with 

seriously ill patients and to legitimize the important role that feelings or personal 

issues can have in affecting the style and content of physician patient 

communications” (Baile et al., 1997, p. 169).  Two main issues were brought up in the 

discussion including the difficulty associated with caring for patients with similar 

diagnoses, age, or background as family members and experiencing the death of 

patients with whom they became attached. 

The participants of this two and a half day skills training study by Baile and 

colleagues (1997) included nine medical oncologists, one psychiatrist, and two 

fellows.  The outcomes of this workshop were measured using physician self-report 

questionnaires before and after the workshop.  The physicians were asked to rate their 

interpersonal abilities with cancer patients, how they believe they and their patients 

would react to various communication scenarios, and their confidence in performing 

seven interview behaviors.  The results of the study suggest that confidence rating 
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improved for all of the ten areas of communication assessed; however only six of the 

ten were statistically significant (“dealing with the angry patient,” “breaking bad 

news,” “basic interviewing/assessment,” “dealing with denial,” “handling sudden 

unexpected death,” and “managing burnout”) (Baile et al., 1997, p. 170).  Significant 

improvement in confidence rating for four of the seven interviewing behaviors (the 

ability to “ask questions that increase patient disclosure of illness concerns”, 

“encourage patient to elaborate on concerns,” “summarizing patient’s concerns,” and 

“move patient to discuss other concerns”) were reported (Baile et al., 1997, p. 170).  

The physicians had also rated their most important concerns about patient 

communication; confidence only increased significantly on two of these four major 

concerns (breaking bad news and dealing with angry patients).  The two other major 

concerns were discussing DNR orders and handling difficult questions such as life 

expectancy.  The authors made many observations about successful communication 

skills programs and suggest that although their results are limited, they suggest 

communication skills training programs can impact physician confidence in 

communicating with cancer patients.   

Baile and colleagues (1999) conducted two half day workshops; one on 

breaking bad news and one on dealing with problem situations in oncology.  The 

authors sought feedback regarding the training.  Eighty percent of the 17 oncologists 

either agreed or strongly agreed that the workshop was useful; they also reported that 

much of the information was new.  The most frequent complaint was the Saturday 

schedule.  Through the use of role-plays followed by discussion, physicians identified 
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feeling bad when patients desired further care when there was none that would 

improve their conditions.  The workshop addressed strategies for handling these types 

of situations such as the use of empathetic statements and providing concerns about 

more aggressive salvage chemotherapy that most likely would not help.  Results of 

this first half day workshop suggest that confidence rating improved on 18 out of 21 

components of breaking bad news. Those that were not significant included 

“‘detecting verbal cues’, ‘encouraging family presence’, and ‘detecting patient’s 

anger’” (Baile et al., 1999, p. 891) 

Results of the second workshop focusing on difficult situations suggested 

“improvement in 11 of the 45 communication outcome items measured” (Baile et al., 

1999, p. 892).  Post workshop, oncologists “indicated that they would listen more 

actively, pay attention to body language, check the patient’s knowledge, and ‘never 

tell a patient their cancer has been cured’”   (Baile et al., 1999, p. 893).  Baile and 

colleagues suggest the difference in success of these two workshops may be due to the 

second workshop being conducted from a more general approach on difficult 

situations as opposed to dealing with specific situations such as giving bad news.   

Roter and colleagues (1995) constructed a randomized clinical trial examining 

the effects of their two 4 hour sessions communication skills training program.  There 

were two experimental groups and one control group.  One experimental group was 

taught emotion-handling skills and the other group was taught problem defining skills.  

The participants were all primary care physicians.  The outcome measures included 

audiotaped consultations and patients completed a questionnaire concerning their 
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psychiatric distress.  Physicians were asked to complete questionnaires following each 

audiotaped visit regarding recognition of emotional problems and emotional distress, 

and the management of emotional problems.  Patient actors were also used for 

additional information.  Results suggest that the group receiving emotion-handling 

skills identified emotional problems and used these skills (expressed empathy, 

expressed reassurance, asked about expectations, and asked for understanding,) 

significantly more than the control group.  The group that was taught problem defining 

skills, used more of these behaviors (asked for understanding, set an agenda, and 

asked for expectation and elicited more concerns) than the control group.  Roter and 

colleagues suggest four important findings: “first, physicians’ use of communication 

skills in the practices changed” as a result of the program, “secondly, physicians 

trained in specific communication skills recognized more psychosocial problems in 

their patients and used more strategies to manage emotional problems in their patients 

than did untrained physicians,” thirdly, trained physicians demonstrated greater 

proficiency of patient management with patient- actors than untrained physicians, and 

finally, “these results were not associated with longer medical visits or increased 

utilization of medical services” (p. 1883). 

Back and colleagues (2003) designed a program to improve communication 

skills of fellows working with patients with “incurable or progressive cancer” (p. 

2433).  They incorporated personal experiences and opportunities to practice the skills 

taught via the use of patient-actors and role plays by the fellows.  The format was a 4-

day retreat and the participants were 20 medical oncology fellows.  Outcome measures 
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included “self assessment of competence, attitudes towards end-of-life care and 

psychosocial issues, and communication knowledge” (Back et al., 2003, p. 2435).  

Evaluation of audio recordings of the fellows’ interactions with standardized patient-

actors from before the retreat and after the retreat was another important outcome 

measure.  They also assessed the oncology fellows’ satisfaction with the program; the 

average score for likelihood of recommending the program to others was 4.95 out of 5.  

Most notable of the feedback were the positive comments received.  Back et al. (2003) 

state “although these comments represent anecdotal data, they illustrate the intense 

engagement with communication skills by fellows who had little previous training and 

who attended the program based on interest rather than past positive experience” (p. 

2436).  This suggests that oncologists are interested in learning more effective 

communication skills and that communication training programs may be useful. The 

workshop was conducted twice a year through 2005.  Results reported in Back and 

colleagues’ (2007) follow-up study suggest that based on standardized patient 

encounters the medical oncology fellows improved in their communication skills from 

pre-workshop to post-workshop. 

A study by Fallowfield, Jenkins, Farewell, and Solis-Trapala (2003) suggests 

that 12-15 months post communication skills training, physicians were still applying 

the skills they had learned and actually applying new skills not evident at the initial 

three month follow-up.  This study was a follow-up to Fallowfield, Lipkin, and Hall’s 

(1998) randomized clinical study in which participating physicians were randomly 

assigned to a comprehensive feedback and course group, course alone, feedback alone, 
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or control group. The training consisted of an extensive three day residential course 

that included learner centered techniques, patient-actors, and constructive feedback.  

They also received detailed written feedback regarding their videotaped consultations 

and suggestions of how to change communication skills.  The outcome measure was 

comparing videotaped patient consultations prior to training and three months post 

training.   This follow-up study again videotaped a consultation 12 months after the 

three month assessment. The skills that remained included fewer leading questions, 

appropriate use of focused and open-ended questions and responses to patient cues.  

Fewer interruptions and increased summarizing of information were skills that were 

apparent 12 months post intervention that had not been present at three month follow-

up.  Expression of empathy was the only skill that declined.  This study emphasizes 

the endurance of communication skills training programs for improving physician 

communication.   

Razavie, et al. (2003) examined the use of consolidation workshops following 

a basic training program.  The basic training program consisted of two eight-hour 

sessions and a three hour evening session.  It involved a number of lectures as well as 

small group exercises to practice communication skills.  The six consolidation 

workshops consisted of small group work for three hour session spread over a three 

month interval.  Simulated interviews (audio and video- taped), actual patient 

consultations (audiotaped), and patient questionnaires were used as outcome measures.  

Participants included 62 physicians in cancer care that completed the patient-actor 

interview and 59 of whom also completed the actual patient interviews.  The results of 
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the study were consistent with other studies in that the basic training did improve 

communication skills.  “Although the use of  open and open directive questions 

increased over time in both groups, consolidation workshops had a further impact on 

the amplitude of the changes observed” (Razavi et al., 2003, p. 3146).  Finally patients 

of the physicians who received consolidation training reported better understanding of 

their disease, than those of physicians who had not received consolidation training.  

There was no difference in patient satisfaction compared to before training.   

Merckaert and colleagues (2005) provided a review of communication skills 

training programs.  The review concluded that communication skills training is 

effective for health care professionals working with cancer patients.  Merckaert and 

colleagues suggested that “to be effective training should include learner-centered, 

skills-focused, and practice oriented techniques, be organised [sic] in small groups, 

and be at least 3 days long” (p. 328).  A main recommendation suggested that future 

studies include more patient-based measures.  Well-being and retention of information 

were examples provided.  Brédart, Bouleuc and Dolbeault (2005) discuss the 

satisfaction of care in oncology related to physician-patient communication.  They 

suggest that although satisfaction measures have been the most widely used outcome 

measure, there has also been a noticeable positive skew in the data, “which 

complicates their interpretation” (p. 352).  This combined with the stated need for 

more patient-based measures in communication skills training programs points to the 

need to examine the patient’s involvement in the physician-patient relationship.  What 

appears to be lacking in all of this skills training literature is emphasis on developing 
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the relationship.  The emphasis on skills and techniques for more effective 

communication appears to have been an important contribution to aid in the shift from 

a paternalistic approach to a more patient-centered approach; however, little attention 

to qualities of the relationship itself could lead to a sterile application of techniques.  

Examining the patient perspective of the physician-patient relationship will be 

important to understand where the gaps are in this literature.   

Patient Variable Impacting the Physician-Patient Relationship 

Patient attributes have been studied in terms of how they affect the physical 

and emotional outcome of treatment, as well as the physician-patient relationship.  

Coping skills, attribution style, self-efficacy, and information seeking are some that 

have been the focus.  The results of studies examining patient characteristics seem to 

be mixed.  Examining the literature regarding patient characteristics may aid in putting 

these discrepancies in perspective. 

Attributes.  Viney and Westbrook (1984) examined coping strategy preferences 

in chronically ill patients.  They discussed six different types of coping strategies: 

active (i.e., information seeking), control (i.e., controlling feelings, compromising), 

escape (tension reduction, smoking, etc), fatalism (i.e., preparing for the worst), 

optimism (i.e., the idea that things will work out for the best), and interpersonal coping 

strategies (i.e., using the support of friends or family).  Viney and Westbrook 

conducted three studies to examine these coping styles.  The first examined patient 

preferences compared to a non-patient sample.  “Chronically ill patients believed they 

would employ optimism…more often than people who were not ill.  They also 
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preferred to a lesser extent…fatalism”  (Viney & Westbrook, p. 494).  Results also 

suggest they prefer interpersonal strategies less than non-patients.  Age and sex 

differences made it less clear if patients preferred action strategies less than the non-

patient strategies.  

The second study examined if there was a difference in coping style among 

patients with different types of illness and if their strategy preferences change with 

situation, particularly the acute phase of illness in the hospital compared to being 

home after hospitalization.  Cancer patients were not included in this study; therefore, 

the major results of interest here are that there were differences in preference for the 

different types of patients and their preference did change based on situation.  In the 

hospital, patients preferred optimism strategies and fewer fatalism strategies. 

The third study tested the relationship between preference for coping style and 

emotional reaction to chronic illness.  This was tested when the patients were in the 

hospital and after they returned home.  While in the hospital, action strategies were 

associated with uncertainty and directly expressed anger and at home they were 

associated with little helplessness.  Preference for control strategies in the hospital was 

associated with uncertainty and little indirect expressed anger and little good feeling, 

and at home preference for control did not significantly relate to any of the nine 

psychological reactions measured.  In the hospital, fatalism was associated with little 

good feeling except confidence and high anxiety, while at home it was associated with 

indirectly expressed anger and depression.  Optimism was associated with little 

anxiety, little competence, much helplessness, and directly expressed anger in the 
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hospital and much indirectly expressed anger, little anxiety, much helplessness, and 

little competence at home.  Interpersonal coping was not related to patients’ 

psychological reactions in the hospital, but was related to six of the nine psychological 

reactions at home including much sociability, uncertainty, and indirectly expressed 

anger, little anxiety or depression, and little competence.  Viney and Westbrook 

(1984) suggest that fatalism and optimism are given greater importance by patients 

than non-patients because they are internal to the individual and therefore controllable; 

patients were also more likely to use optimism in the hospital and fatalism at home.  

The difference in the use of interpersonal strategies seems to be related to the 

availability; isolation of the hospital may preclude the use of this strategy.  

Two types of coping styles, monitoring and blunting, have been examined in 

the research.  Monitoring, or cognitive confrontation, includes actively seeking 

information about diagnosis and treatment.  Blunting is a tendency to distract oneself 

from the situations (Ong et al., 1999).  Ong and colleagues (1999) compared these two 

types of coping styles and sought to understand if coping style was related to 

preference for information and socio-demographic variables.  The final goal was to 

determine if coping style and communicative behaviors and global affect of patients 

and physicians were related.  With regards to questions about preference for 

information Ong and colleagues (1999) examined preferences for information and 

medical decision-making in relation to coping style. Results suggested that the 

monitoring coping style was associated with a preference for detailed information and 

participating in decision making.  The blunting style was related to neither preference 
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for information nor medical decision-making.  This result was contrary to their 

hypothesized negative relationship.  The authors of this study suggested that the 

results indicate that monitoring and blunting are not opposite poles of the same 

dimension.  According to Ong et al. (1999), the results of this study and previous 

studies show that the scales are unrelated; “apparently, a blunting style does not imply 

less need for information and participation in decision making” (p. 163).  They note 

that blunting items do not examine avoidance, but instead positive reappraisal and 

distraction. Although no significant relationships between coping styles and socio-

demographic variables, quality of life variables, or prognosis were found two trends 

were identified. The high monitors tended to be younger than low monitors, and 

women tended to be higher monitors than men.  A monitoring coping style was related 

to asking more questions and patient dominance during the consultation.  The blunting 

style was unrelated to patient communication and global affect.  Coping styles did not 

affect physicians’ use of instrumental or affective communication.  There was a trend 

for “physicians to show more concern and/or optimism towards patients” with a 

blunting coping style (Ong et al., 1999, p. 164).   

Other studies have examined individual characteristics in relation to patient 

outcome measures.  Maliski and colleagues (2004) studied the impact of confidence of 

low income men with prostate cancer in communicating with their physicians.  They 

measured confidence as self-efficacy.  Those low on self-efficacy “were more likely to 

have worse emotional well-being, symptom distress, role limitations due to emotional 

problems, social function, and physical function” (Maliski et al., p. 332).  These 
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patients also reported lower satisfaction with the health care they received.  Less 

confidence in interacting with physicians may be associated with poorer patient 

outcomes, which has important implications for the need for improving patient ability 

to gain information from their physicians.   

Collie and colleagues (2005) noted similar results regarding self-efficacy.  

They studied women diagnosed with breast cancer living in rural California.  Results 

indicated, “that women who reported greater difficulties in their medical interactions 

reported more frequent use of behavioral disengagement to cope with their breast 

cancer, lower self-efficacy for seeking and understanding medical information, and 

lower self-efficacy for affect regulation” (Collie et al., p. 907).   They suggest that 

double checking for understanding and encouraging questions are physician skills that 

would facilitate greater patient self-efficacy for understanding and seeking information 

and for more positive affect regulation. 

  Locus of control may also affect patient outcome measures.  Burish and 

colleagues (1984) report that previous research suggests more benefit in treatment of 

psychological and acute illness for individuals with an internalizing locus of control; 

they examined internal versus external locus of control in cancer patients receiving 

chemotherapy.  Burish and colleagues were interested in whether locus of control 

varies with chronic illness.  They measured baseline reactions to chemotherapy (i.e., 

nausea, vomiting, negative affect) and then administered progressive muscle 

relaxation training.  Burish and colleagues concluded that those with an external locus 

of control fared better in decreasing these negative symptoms, therefore it may be 
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advantageous to have an externalizing locus of control.  They posit that this may be 

the case because of the high degree of helplessness felt by cancer patients.  Those with 

an internal locus of control may become frustrated by their inability to control the 

cancer, while those with an external locus of control may be more likely to accept and 

follow advice from health care professionals (Burish et al.).  Here we see a 

discrepancy in whether externalizing or internalizing locus of control is more 

beneficial for cancer patients.   

Similar to the discrepancies related to locus of control, there seem to be 

differences in the literature regarding need for information and the need to play an 

active role in treatment decisions.  Individual autonomy may play a role in the amount 

of information a patient wants about their diagnosis and treatment and how much they 

want to be in a decision making role.  Xuereb and Dunlop (2003) noted that the more 

autonomous versus passive and externally oriented, the more patients were “active in 

seeking information, in getting  involved with the process of treatment in keeping 

open and clear communication” (p. 402).  Those who were more passive and 

externalizing tended to leave all decisions up to their doctors.  The combined results of 

the Burish et al. (1984) study and this study by Xuereb and Dulop may suggest that 

externalizing patients are more likely to follow the advice of health care professionals 

because they want the professionals to make the treatment decisions, whereas 

internalizing patients have a need to take control and be actively involved in treatment 

decisions.  Xuereb and Dunlop found that people dealt with cancer just as they had 

other events in their life and given this, the authors suggested that it may be more 
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beneficial for the individual patient to “identify and build on these rather than move 

into a new pattern of behavior that the person may not be ready for” (p. 406).  A 

collaborative approach would allow the patient the freedom and ability to emphasize 

benefits of their current coping patterns.  Future research could examine if a patient-

centered approach provides benefit for both internalizing and externalizing 

individuals.   

Janz et al. (2004) examined female breast cancer patients’ preferences for 

information and decision making.  They also examined the concordance between 

physicians’ and patients’ perception of who made treatment decisions.  Concordance 

rates were low between patient and physician perceptions of who actually made the 

treatment decision.  This difference typically involved the physician viewing the 

patients as taking a less active role than the women viewed themselves as taking.  

Patients with higher self-efficacy and education desired a more active role in decision 

making, and active involvement was shown to increase satisfaction.  Anxiety and 

depression were not associated with decision role preference.  These researchers 

suggested that improved outcomes can be obtained by “achieving congruence between 

a patient’s preference for decisional role and their actual role in the clinical encounter” 

(Janz et al., p. 3092). 

These studies suggest that the majority of patients do want detailed information 

about their diagnosis and treatment.  Results of some studies suggest that patient 

characteristics such as coping style, self-efficacy, autonomy, and level of anxiety may 

influence the amount of information they receive.  Jenkins, Fallowfield, and Saul 
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(2001) conducted a study using a Cassilteth’s Information Needs Questionnaire that 

suggested that the majority (87%) of the 2331 patients asked wanted to know all the 

possible information.  There was a significant relationship between age and 

information required, with significantly more of the older group (over 70) preferring to 

leave the details to the doctor.  However, the majority of older patients did want 

detailed information (Jenkins et al., 2001). This is different from the amount of 

decision making patients want to be involved in; studies suggest that fewer patients 

want to make the decision than want complete information.  For example, “Cassileth 

et al. (1980) and Blanchard et al. (1988) found that although nearly all patients (90% 

and 92%, respectively) wanted full information about their cancer, far fewer (25% and 

69%, respectively) wanted to be involved in treatment decisions” (as cited by  Roberts 

et al., 1994, p. 337).  The literature suggests this indicates a need for better congruence 

between patients’ wishes for information and decision making and physician 

disclosure.  Good communication can facilitate information providing in such a way 

that patients can cope with the information (i.e., patient-centered behaviors) (Jenkins 

et al.; Roberts et al.).  A personal construct psychology approach would encourage the 

physician to provide the information and work with the patient to decide to what 

degree they want to be involved in the decision role, with the main emphasis being on 

the collaboration.  The amount of information and level of involvement in treatment 

decisions may be related to the meaning a patient places on involvement; this 

highlights the importance of meaning across the cancer experience. 
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Meaning.  The meaning that a diagnosis of cancer has in individuals’ lives has 

been a relatively well studied area.  The majority of studies seem to be qualitative, 

examining patient narratives of their lived experience.  This section will examine some 

of the research conducted in hopes of gaining insight into the meaning of cancer and 

how these meanings are associated with the physician-patient relationship.  What 

seems to be important is the patient’s perspective as opposed to the actual interaction 

of the physician and patient.  The majority of the studies discussed focused on patient 

interpretation and did not include quantified data. 

Taylor (1995) points to the search for meaning as an important aspect of the 

individual’s experience of living with cancer.  This author suggests that the “search for 

meaning” is multi-dimensional and can be understood from four different approaches.  

The first is the causal explanation, which suggests that at first diagnosis the individual 

is seeking to understand the cause of the disease.  The second is selective incidence, in 

which the patient asks “why me” types of questions, and the third is responsibility.  

Here the individual seeks to attribute blame, and Taylor suggests this typically occurs 

after causal explanation, and depends on whether the cause is controllable or not.  It 

may take the shape of self blame and projected blame.  The last approach to the search 

for meaning is significance.  In this approach the individual construes the benefits of 

the cancer, focusing on the positive for self enhancing or adaptive purposes.   

Through their content analysis, O'Connor, Wicker, and Germino (1990) found 

six major themes important in the cancer patients’ quest for meaning.  These themes 

are seeking an understanding of the personal significance of the cancer diagnosis; 
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looking at the consequences of the cancer diagnosis; review of life; change in outlook 

toward self, life, others; living with the cancer; and hope.  The first is similar to 

Taylor’s (1995) casual explanation and selective incidence.  Seeking to understand the 

personal significance led some patients to ask the “why me” question and to wonder 

how the cancer occurred.  Looking at the consequences of cancer included its effects 

on everyday activities, changes in life style (i.e., having been independent and now 

needing to be dependent), concerns about not being able to work, and uncertainty of 

future plans.  Review of life was a common theme among cancer patients.  This 

included nearly half of the respondents spontaneously reflecting on their past.  Change 

in outlook toward self/life/other is the fourth theme identified by O'Connor and 

colleagues with patients identifying general changes in attitude, changes in their self 

perception, their relationships (i.e., becoming closer with others), and making plans or 

doing the things they never had time to do before.  The fifth theme is learning to live 

with cancer.  This includes attitudes and sources of support that aided in understanding 

their diagnosis and coping with it.  Hope was the last theme identified by O'Connor 

and colleagues; this included values and beliefs that included the expectation of future 

good.  This ranged from hope for cure to hope for being prepared for whatever the 

outcome of treatment, and peaceful death.  These authors summarize that faith and 

social support seem to be the most important factors in an individual’s search for 

meaning when facing a diagnosis of cancer. 

Through their qualitative study Xuereb and Dunlop (2003) concluded that the 

meaning each individual ascribed to their diagnosis of cancer “was very related to the 
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values in his or her current life at the time of diagnosis.  It impacted on the core values 

of a person’s life so that its meaning was inseparable from them” (p. 406).  It has been 

suggested that cancer disrupts the individual’s “usual sources of purpose and 

meaning” and thus person with cancer must shape their experience of illness in order 

to find new sources of validation (Coward, 1997, p. 248).     

Coyle and Sculco (2003) made some important observations of meaning 

through their content analysis of individuals’ narratives.  They noted “the participants 

were constantly busy, their minds working overtime drawing implications from every 

simple interaction, searching for a ray of hope but vigilant to the threat of a new 

danger” (pp. 208-209).  This strong observation reminds researchers that patients 

living with cancer are facing a life threatening situation and are actively trying to 

make sense out of and understand the experience.  They are searching for the 

validation of their experience through their communication and interactions with 

health professionals.  The meaning of the physician-patient relationship takes central 

importance because it communicates information to the patient that is vital to survival 

(Coyle & Sculco).   

Coyle and Sculco’s (2003) study demonstrates that if information is not 

discussed explicitly, meanings are interpreted from interactions.  For example, one 

patient interpreted an increase in time between appointments to mean that the 

physician had lost confidence.  The patients in this study noted that at times they 

received the same information from different doctors and the style in which it was 

communicated changed the meaning and the patients’ ability to accept the 
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information.  Most notably is their example of the need for end of life care and of no 

other treatments being available being communicated to a patient.  When given the 

information by one doctor, the information felt like it “offered no hope and destroyed 

her ability to live,” but when the same message was delivered in a caring and 

protective manner, emphasizing a quality life and peaceful death it felt more 

acceptable.  This patient was given the information by another physician, this time her 

surgeon, and she described it to be “truthful and yet did not deprive her of hope” 

(Coyle & Sculco, p. 210).  By understanding the meaning the patients in this study 

placed on communication, verbal and nonverbal, explicit and implicit, the power of 

the physician-patient relationship becomes clear.  Coyle and Sculco stated “the 

communication by doctors and nurses had the power to affect hope, depression, worry, 

self-esteem, control, personal dignity and in some instances the will to live” (p. 211). 

Concerns.  The experience of cancer is a unique and traumatic event.  It is one 

that threatens life, yet if survived is life altering in profound and powerful ways.  

Aside from becoming disease free, it is important to know what patients’ primary 

concerns are in the process of their treatment.  It is these concerns that could most 

notably impact the improvement of the physician-patient relationship and the 

effectiveness of communication. 

Steinsbekk and Launsø (2005) conducted interviews of cancer patients who 

received care from both physicians and complementary and alternative medicine 

practitioners.  They identified five themes associated with the patients’ experiences of 

the consultations, these included: “(1) focus on the whole patient or the disease, (2) 
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patient or practitioner in control of the agenda, (3) the practitioners’ and the patients 

understandings of health and disease, (4) the practitioners’ communication skills, and 

(5) empowerment of the patient during the consultation” (Steinsbekk & Launsø p. 

197).  Comments made by the patients suggested that they felt more comfortable 

discussing issues not brought up by the physician if they were asked broad open-ended 

questions.  A number of the 17 participants spontaneously discussed a difference in 

communications skills.  For example physicians who looked at the chart throughout 

the consultation, made little eye contact, and did not ask about anything other than 

physical symptoms were perceived differently from those whose body language 

communicated openness, who made eye contact, and who asked open-ended 

questions.  Steinsbekk and Launsø concluded that a combination of focusing on both 

the cancer and the patient’s situation would be more ideal.  Consistent with a personal 

construct psychology approach, they suggest “the practitioner is the expert on the test 

results and treatment options, but the patient is the expert on his or her body and 

experiences” (p. 199).   

Greisinger, Lorimor, Aday, Winn, and Baile (1997) conducted a study in 

which the aim was to develop a quality of life scale for patients with terminal cancer.  

Their analysis revealed five major areas of concern for patients with cancer: 

existential, spiritual, family, physical, and emotional (Greisinger et al.).  Greisinger 

and colleagues stated that the patients in this study reported that although they felt 

their disease itself was well assessed these five “aspects of their illness rarely were a 

focus of their care” (p. 153).The following are the items that were rated as highest 
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concerns for each of these areas.  Existential concerns included “having a sense of 

hope, knowing that life has meaning and purpose, and knowing that life has been 

productive” (Greisinger et al., p. 149).  Many of the individuals hoped for a peaceful 

death.  Spiritual concerns were reported as a main aspect of coping with advanced 

cancer.  “Finding strength in one’s beliefs and finding comfort in one’s faith were the 

two most highly rated spiritual concerns,” and family concerns included feeling 

appreciated, “to say goodbye to the people close to them, and to be able to express 

their feelings to their family” (Greisinger et al., p.105).  Knowing that their family 

would do well without them was particularly important for some of the young patients 

with children.  Physical symptoms are a source of concern for patients with advanced 

cancer and “they  want to know what symptoms they might experience, be aware of 

their prognosis, and talk to their doctors truthfully about their prognosis” (Greisinger 

et al., p. 152).  Finally, the results indicated that the patients in this study reported 

“that their emotions and thoughts often vary from minute to minute and from day to 

day.  Feeling restless was the most highly rated emotional concern” (Greisinger et al., 

p. 152).   

Xuereb and Dunlop (2003) found consistent results regarding expectations of 

physical symptoms and daily function in their study with bone marrow transplant 

patients.  With regards to quality of information received in the context of the 

physician-patient relationship, patients were more concerned with how the cancer and 

treatment would affect their daily functioning—they were concerned with what to 

expect.  These studies suggest that there are a number of concerns that cancer patients 
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have when facing potential death.  An effective physician-patient relationship can be a 

source of great comfort in these concerns and may aid in helping the patient feel 

comfortable expressing them.  This may lead to better health, hope, and a more 

comfortable death if cure is not available.   

Role of Psychologists in Physician Communication Skills 

Incorporating the personal construct psychology view of the therapeutic 

relationship may be a fruitful area to better integrate the research concerning the 

physician-patient relationship.  Reviews of the literature continually come to the 

conclusion that patient-centered approaches are proving to be more effective in patient 

outcome research and suggest that communication skills training can be effective (Ong 

et al., 1995; Stewart, 1995).  Stewart (1984) defines the patient-centered model as 

including interactions “in which the patient’s point of view is actively sought by the 

physician” (p. 167).  Stewart (1995) concludes from his review of the literature that 

effective physician-patient communication does influence patient health outcomes and 

satisfaction.  He notes that an egalitarian approach may be more effective and 

highlights the idea that alternatives to the paternalistic model do not necessitate “total 

abdication of power” (Stewart, 1995, p. 1432).  Psychologists’ theoretical and applied 

knowledge of eliciting client perspectives will continue to improve the nature of the 

physician-patient relationship.  As it has been discussed in this paper communication 

skills training programs are proving beneficial (Back et al., 2003; Baile & Aaron, 

2005; Baile et al., 1999; Baile et al., 1997; Fallowfield, 1992; Roter et al., 1995).  
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Redd (1995) suggests that psychologists help oncologists do their job by 

“increasing compliance and reducing distress” (p. 99).  Helgeson (2005) discusses 

some of the recent research in psychosocial oncology.  She suggests that the use of 

“theory-based research, identifying mechanisms of change, identifying moderators of 

treatment effectiveness, focusing on partners, moving beyond self-reports of distress, 

using longer follow-ups, extending studies to more diverse samples, focusing on 

sexuality and using longitudinal designs” have all been important contributions by 

psychosocial oncology researchers (Helgeson, p. 268).  Neither of these brief reviews 

of the research being conducted in psychosocial oncology mentions the role 

psychologists can play in improving the physician-patient relationship.  Roberts and 

colleagues (1994) demonstrated that physicians’ increased use of “psychotherapeutic 

techniques” during interactions with patients had a positive impact on psychological 

well-being.  Use of these skills by health care providers may be an important area of 

concern for health psychology. 

It is not the time spent with patients, but how the time is spent (Butow, Brown, 

Cogar, Tattersall, & Dunn, 2002).  Communicating some of the basic principles in 

PCP may help with increasing effective communication.  Approaching a patient from 

the credulous, or not knowing approach when gathering information would encourage 

a more open-ended approach to questions and communicate interest in the patient’s 

concerns.  In cancer care patients do have a number of other concerns aside from 

potential death, particularly quality of life concerns (Xuereb & Dunlop, 2003).  

Increased communication regarding these types of concerns and the physician 
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expressing that these are valid concerns may greatly impact the quality of life for 

cancer patients.  Based on Viney’s (1985;1990) constructivist model of  physical 

illness this validation of concerns would allow patients an opportunity to validate their 

experience of cancer.  

As mentioned previously, George Kelly’s (1955) Repertory Grid is an 

idiographic technique used to quantify an individual’s view of himself in relation to 

others.  This technique has been used with a variety of groups such as victims of 

sexual abuse (Harter et al., 2004), schizophrenic patients (Bannister & Fransella, 

1966), and for different situations such as transitions to employment (Fournie & 

Payne, 1994), to college (Klion & Leitner, 1991), and to motherhood (Smith, 1990; 

1999).  This method could offer rich knowledge about how newly diagnosed cancer 

patients entering a health care system make sense of the new relationships, including 

the physician-patient relationship. 

Future research regarding both physicians’ and patients’ roles within this 

relationship would be important.  PCP has done well in describing these roles within 

the therapeutic relationship; expanding this notion may provide better information 

about what is most helpful in the context of chronic illness.  Further research 

concerning oncologists’ perspectives would be a beneficial approach in improving 

communication skills training programs.  Understanding physicians’ subjective 

experience of patients with cancer could inform the need for discussing optimal 

therapeutic distance.  Physicians’ abilities to be close enough to their patients to want 

to more intimately know their experience, yet be conscientious enough to recognize 
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that it is their patients’ experiences and not their own could be an important aspect in 

improving communication.  It has been discussed that physicians tend to avoid or 

detach themselves from emotional encounters for fear of not knowing how to deal 

with the emotions that surface.  This has been implicated in leading to burnout and 

high death anxiety.  The nature of the physician-patient relationship is different from 

the psychotherapeutic relationship, particularly with the high mortality rates associated 

with oncology work.  Research regarding what physicians view as optimal physician-

patient distance could aid in improving the effectiveness of the physician-patient 

relationship and ultimately increase the emotional well-being of both patients and 

physicians.   

Quantitative studies examining patient characteristics and qualitative studies 

regarding the concerns and perspectives of patients have been conducted, but few if 

any directly inquire about patients’ views of health care relationships.  Applying the 

idiographic approach of the repertory grid to more fully understanding patients’ 

perspectives may facilitate the continual improvement of this helping patient-

physician relationship. A better understanding of patients’ perspectives of these 

relationships could inform physicians about patient needs during consultations and 

ultimately lead to greater satisfaction, compliance, and health outcomes. 
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APPENDIX B 

APPLICATION OF THE REPERTORY GRID TO INDIVIDUAL CASES 

The RepGrid has often been used to abstract similarities across groups of 

people, such as cancer patients in the current study, but its primary use is for 

idiographic analysis of individual meanings and changes in those meanings over time.  

While group analyses help to understand issues that are common to participants 

sharing some experience, such as cancer, individual analyses are important to help 

therapists understand the individual client, his or her personal efforts to meaning, and 

any obstacles to desired changes.   

The purpose of this section is to discuss the repertory grid data of the 

participants showing the most change from T1 to T2 in levels of distress and hope, in 

order to demonstrate the usefulness of both group and individual comparisons. 
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Participant 6: Most changed and improved 

Participant 6 was the most distressed participant at T1.  She was 1.96 standard 

deviations above the average for the sample on the BSI GSI.  Her T1 Distress was in 

the clinical range, with a GSI of 21.  She was no longer reporting Distress at T2 with a 

GSI of 2, which was below average for the sample (-.70z).  The difference score of her 

T1 to T2 distress was over 2 standard deviations from the mean (2.20z), which was the 

largest change in distress for the sample.  She was also the most changed participant 

from T1 to T2 for hope (-2.12z).  At T1 her hope was at the lower end of the average 

range for the sample (-.42z).  At T2 it was above average (.56z).  Thus, she improved 

in both distress and hope over the course of early treatment. Her repertory grid was 

selected for further analysis, to examine if any changes were reflected in the meaning 

structures assessed, particularly in constructions of the self and the oncologist.  

Categories of Constructs Used 

AT T1 most of participant 6’s constructs were in the categories of 

Concern/Emotional Warmth and Calming/Relaxing (33.33% for each).  This was 

followed by Knowledge/Expertise (13.33%), Personal (6.67%), Honest/Forthright 

(6.67%), and Communicative (6.67%).  She did not utilize the categories of Respect, 

Confident, Thorough, Empowering, or None.  The majority of constructs offered at T2 

fell into the categories of Concern/Emotional Warmth (40%), Personal (13.33%), and 

Respect (13.33%).  She did not utilize the categories of Calming/Relaxing, Confident, 

or Empowering.  Specific constructs that were coded in each category at T1 and T2 

are summarized in Table 11. 
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Table 12 summarizes the number of constructs offered by participant 6 at T1 

and T2 with z scores comparing these frequencies to the sample. Compared to the 

sample as a whole, she went from being above average to below average in her use of 

Calming/Relaxing (2.07z, -1.15z, from t1 to t2 respectively) and Knowledge/Expertise 

(.76z, -.27z), from T1 to T2.  Compared to the sample as a whole, she increased her 

use of the following categories, as her use of Respect was below average at T1 (-.66z) 

and above average at T2 (1.47z), Personal was below average at T1 (-1.36z) and 

average at T2 (0.00z), and Concern/Emotional Warmth increased from average to 

above average at T1 and T2 respectively (.38z, 1.01z).   

Comparison of Repertory Grid distance variables from T1 to T2 

 Compared to the sample as a whole participant 6’s self-ideal self distance score 

decreased from T1 (-.73) to T2 (-1.38z).  The discrepancy in her view of self versus 

ideal self was below average at both times; however, this discrepancy decreased from 

T1 to T2.  Her self-ideal self distance score at T2 was the lowest for the group.  Her 

view of herself became more similar to her ideal over time, which is consistent with 

her decrease in distress and increase in hope.   Her distance score of self-self before 

cancer increased between T1 to T2.  The discrepancy between how she viewed herself 

before cancer, which was slightly below average at T1 (-.77), increased to just above 

average at T2 (.16).  This suggests that she began to view herself as changing over 

time.  This may be further understood by examining the change in her self before 

cancer-ideal self distance scores.  Compared to the sample as a whole, she went from 

being below average in the distance score between self before cancer and her ideal self 
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at T1 (-.87z) to having an average distance score at T2 (.10z).  Her view of self before 

cancer became less like her ideal.  These changes in her construct system may suggest 

that over time she became more open to revision of her construct system.  At T1 she 

viewed ideal self as more similar to self before cancer compared to the group as a 

whole, whereas at T2 she no longer viewed self before cancer as the ideal.  

 Participants 6’s oncologist-ideal oncologist distance score decreased only 

slightly from T1 (.03) to T2 (-.66); thus, her view her oncologist in relation to an ideal 

physician changed only minimally from T1 to T2.  In comparison to the group as a 

whole, her difficult physician-ideal physician distance score increased from T1 (-.72z) 

to T2 (.38).  Her view of her most difficult physician went from being a below average 

distance score to an average distance score.  Perhaps this suggests that she became 

more able to differentiate between healthcare providers.   

Idiographic comparison of Repertory Grid data T1 to T2 using Idiogrid 

 The Idiogrid software program (Grice, 2008) was used to analyze Repertory 

Grid data from T1 and T2.  Selected output related to the dimensions of construing, 

self constructions, and oncologist constructions is discussed. 

Participant 6’s construct system at T1 was comprised of 3 components with 

eigenvalues greater than 1.  The first component accounted for 63.46% of the 

variance.  It was primarily defined by the constructs “nice person” versus “two-faced,” 

“caring” versus “rude,” and “interested” versus. “not interested.”  This component 

distinguished between the elements of difficult nurse, difficult physician, and difficult 

family member/friend, who were seen as more two-faced, rude, and not interested, 
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from the Ideal Self and other self elements (current, before cancer, and in remission), 

who were seen as nice, caring, and interested.  The second component accounted for 

17.61 % of the variance and was primarily defined by the constructs “calm” versus 

“nervous” and “quiet” versus “rowdy.” It primarily distinguished between the 

elements of most difficult family member/friend, most affected family member/friend, 

and the most involved family member/friend, who were seen as nervous and rowdy, 

from the difficult physician, who was seen as calm and quiet.  The third component 

was primarily defined by the construct “slow/unresponsive” versus “quicker/fast 

response” and accounted for 7.21% of the variance. It primarily distinguished between 

the difficult physician, who was seen as who responding quickly and the difficult 

nurse, who was seen as slow and unresponsive.  This was a somewhat 

multidimensional system, but seemed focused on making sense of difficult people 

versus the self, and difficult family members versus difficult healthcare providers.   

At T2, two components with eigenvalues greater than 1 defined this 

participant’s construct system.  The first component accounted for 79.76% of the 

variance.  This general evaluative factor was defined by the constructs “helpful” 

versus “gives false information,” “sweet/comforting” versus “harsh,” “caring” versus 

“not caring,” “professional” versus “untrained,” “responsive” versus “lazy,” “happy” 

versus “feel sorry for self,” “does everything” versus “useless,” and “listens” versus 

“doesn’t listen.”  It primarily distinguished the difficult nurse and difficult physician 

who were seen as giving false information, having a “they can wait attitude,” and 

being harsh, not caring, untrained, not interested, less active, and feeling sorry for 
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themselves as opposed to all others on the grid, and particularly the self and ideal self.  

The second component accounted for 11.68% of the variance.  It was primarily 

defined by the constructs “keeps to self” versus “big mouth” and “says what thinks” 

versus “keeps to self.”  This component primarily distinguished between the self, ideal 

self, and other self elements, who are seen as keeping to themselves and the most 

difficult family member/friend and to a lesser extent the ideal nurse, most supportive 

family member/friend, and the most affected family member/friend, who are seen as 

saying what they think and having a big mouth.  At T2 her system was less 

multidimensional and was defined by a large evaluative factor primarily defined by 

providing support, and a secondary factor reflecting withdrawal of self from others. 

With regards to self-construction, at T1 this participant saw little difference 

between self elements (ideal self, self now, self before cancer, self in remission) with 

correlations ranging from .98 to .99.  Thus, self was perceived in a quite positive 

fashion.  This participant also identified highly with the oncologist, helpful nurse, 

ideal physician, ideal nurse, and most supportive family member/friend, with 

correlations ranging from .71 to .82.  At T2 she still saw self in an unusually positive 

manner, with a perfect correlation between self and ideal self.  She also saw the self as 

very similar to the most involved family member/friend.  She was a bit more able to 

differentiate between the current self and the self before cancer, and self in remission, 

but still saw self elements very similarly.  She saw no difference between self before 

cancer and the self in remission (r = 1.00).  Thus, she anticipated no change in the pre-

cancer self following cancer. 
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Regarding oncologist construction, at T1 this participant viewed the oncologist 

very positively, with a high oncologist-ideal physician correlation of .94.  She viewed 

the oncologist as similar to most supportive family member/friend (r = .97), ideal 

nurse (r = .92), helpful nurse (r = .94), and helpful physician (r = .90).  At T2 there 

were similar patterns regarding the construal of the oncologist, but with even higher 

correlations (.96 to .98) with the most supportive family member/friend, most affected 

family member/friend, ideal nurse, helpful nurse, and helpful physician.   

At T1 participant’s 6’s level of distress was considered in the clinical range, 

while at T2 she reported little to no distress.  At T1 and T2 this participant focused on 

differentiating the difficult healthcare providers and family members from the self 

elements.  She utilized very positive constructions of the self, helpful healthcare 

providers and family members/friends and negative constructions of those who were 

seen as less helpful.  It is possible that she utilized such a constricted system in order 

to deal with the crisis of the cancer diagnosis and early treatment.  It appeared that 

through this black and white view of others she was able to relate to healthcare 

providers in a similar fashion to how she related to family/friends, while maintaining a 

sense of self worth through the high level of distress that she experienced at one month 

post diagnosis and to become significantly less distressed and more hopeful at three 

months post diagnosis. 
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Table 11 

Constructs in each Category for Participant 6 
_____________________________________________________________________ 

Category    T1 Constructs 
_____________________________________________________________________ 

Calming/Relaxing   Laid back vs. Uptight 

 Straight forward/blunt vs. Calm approach to 

others 

     Nervous vs. Calm 

     Quiet vs. Rowdy 

     More Mad vs. Happier 

Concern/Emotional Warmth  Caring/Sweet vs. Rude 

     Helpful vs. Not Helpful 

     Interested vs. Not Interested 

     Looks after others vs. Selfish 

     Protective vs. Unconcerned 

Knowledge/Expertise   Slow/Unresponsive vs. Quicker response/faster 

     On the Ball vs, Not Quick enough 

Personal    Glowing vs. Grumpy 

Honest/Forthright   Nice Person vs. Two-Faced 

Communicative   Informative vs. Wrong information 
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Table 11 continued 
_____________________________________________________________________ 

Category    T2 Constructs 
_____________________________________________________________________ 

Concern/Emotional Warmth  Nice vs. Ugly 

     Sweet/comforting vs. Harsh 

     Caring vs. Not Caring 

     Concerned vs. Doesn’t Care 

     Protective vs. Not saying anything 

     There for you vs. Not interested 

Knowledge/Expertise   Professional vs. Untrained 

Personal    Active vs. Lazy 

     Happy vs. Feels sorry for self 

Honest/Forthright   Helpful vs. Gives false information 

Communicative   Says what thinks vs. Keeps to self 

Respect    Listens vs. Doesn’t listen 

     Responsive/responds vs. They can wait attitude 

Thorough     Useless vs. Does everything 

None     Keeps to self vs. Big Mouth  
_____________________________________________________________________ 
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Table 12 

Number of Constructs in each Category for Participant 6 
_____________________________________________________________________ 

Category    T1#(%)          T2#(%)     T1 z-score     T2 z-score 
_____________________________________________________________________

Calming/Relaxing   5(33.33) 0(0.00)  2.07           -1.15 

Concern/Emotional Warmth  5(33.33) 6(40)  .38            1.01 

Knowledge/Expertise   2(13.33) 1(6.67)  .76            -.27 

Personal    1(6.67)  2(13.33) -1.36  .00 

Honest/Forthright   1(6.67)  1(6.67)  .79  .84 

Communicative   1(6.67)  1(6.67)  .72  .47 

Respect    0(0)  2(13.33) -.66            1.47 

Confident    0(0)  0(0.00)  -.79             -.33 

Thorough    0(0)  1(6.67)  -1.16             -.52 

Empowering    0(0)  0(0.00)  -.66             -.81 

None     0(0)  1(6.67)  -.62             -.38 
_____________________________________________________________________ 
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Participant 11: Most Increased Distress 

Participant 11 experienced the second largest change in distress.  Her distress 

score of 14 on the BSI GSI was slightly above average at T1 (.88z).  However, at T2 

she was 2.16 standard deviations above the average for the sample on the BSI GSI.  

Her T2 Distress was in the clinical range, with a GSI of 22.  The difference score of 

her T1 to T2 distress was over 1 standard deviation from the mean (1.23z), which was 

the second largest change in distress for the sample.  Thus, she became more 

distressed over the course of early treatment.  Her Hope scores changed little over the 

course of early treatment and were below average at both assessments (-1.35z, -.94z, 

respectively).  Her repertory grid was selected for further analysis, to examine if any 

changes were reflected in the meaning structures assessed, particularly in 

constructions of the self and the oncologist.  

Categories of Constructs Used 

 At T1 most of participant 11’s constructs were in the category of 

Concern/Emotional Warmth (33.33%).  This was followed by Personal (20.00%), 

Calming/Relaxing (13.33%), and Confident (13.33%).  She did not utilize the 

categories of Respect, Thorough, Empowering, or None.  The majority of constructs 

offered at T2 fell into the categories of Concern/Emotional Warmth (40%) followed 

by Calming/Relaxing (13.33%), Personal (13.33%), and None(13.33%).  She did not 

utilize the categories of Respectful, Communicative, Confident, or Thorough.  

Specific constructs that were coded in each category at T1 and T2 are summarized in 

Table 13. 
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 Table 14 summarizes the number of constructs offered by participant 11 at T1 

and T2 with z scores comparing these frequencies to the sample.  Compared to the 

sample as a whole, she went from being above average to below average in her use of 

Confident (2.12z, -.33z, from T1 to T2 respectively) and Communicative (.72z, -.94z) 

from T1 to T2.  She went from average to above average in her use of 

Concern/Emotional Warmth (.38z, 1.01z) and Calming/Relaxing (.12z, 1.15z) from T1 

to T2, compared to the sample as a whole. 

Comparison of Repertory Grid distance variables from T1 to T2 

 Although participant 11’s self-ideal self distance scores decreased over time 

they were above average in comparison to the group as a whole.  She had the most 

discrepancy in how she viewed herself in relation to her ideal self at both T1 (2.39z) 

and T2 (1.09z).  She viewed herself as relatively different from her ideal at both one 

month and three months post diagnosis.  In comparison to the sample as a whole her 

self before cancer-ideal self distance score increased from T1 to T2.  She went from 

having being below average discrepancy in her view of herself before cancer and her 

ideal self at T1 (-1.36z), to having the largest discrepancy between her view of herself 

before cancer and her ideal self at T2 (1.46z).  At T1 she saw herself before cancer as 

ideal and over time she began to devalue herself before cancer.  Her self-self before 

cancer distance score decreased over time, but was above average at both times.  She 

had the highest discrepancy in self-self before cancer at T1with the score being more 

than 2 standard deviations above the mean (2.38z).  At T2 she was above average on 

this distance score (1.00z).  She viewed herself at each administration as different than 
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herself before cancer.  At T1 this participant viewed self as fairly different from her 

ideal self and her self before cancer as representative of the ideal Self.  At T2 she 

continued to view herself as different from her ideal self, but also saw her self before 

cancer as less ideal. 

 Participant 11’s oncologist-ideal physician distance score increased over time.  

At T1 she was below average (-1.09z) in the discrepancy between how she viewed her 

oncologist and an ideal physician, whereas, at T2 she was average in this discrepancy  

(-.13z).  She went from having an idealized view of her oncologist to a less ideal view 

of him.  The pattern was the same for helpful physician-ideal physician distance 

scores.  At T1 she was below average (-1.29) in the discrepancy between how she 

viewed her helpful physician and an ideal physician, while at T2 she was average in 

this discrepancy (.33z). 

Idiographic comparison of Repertory Grid data T1 to T2 using Idiogrid 

 The Idiogrid software program (Grice, 2008) was used to analyze Repertory 

Grid data from T1 and T2.  Selected output related to the dimensions of construing, 

self constructions, and oncologist constructions is discussed. 

At time 1, a valid Principle Component Analysis (PCA) of participant 11’s 

RepGrid responses could not be computed due to missing correlations.  Correlations 

among ideal self, ideal physician, oncologist, helpful physician, helpful nurse, ideal 

nurse, self before cancer, self in remission, and most supportive family member/friend 

could not be calculated due to lack of variance.  These elements were rated identically 

to each other.  Also, they were all rated at the end point of every construct (all “1”).  
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These elements were all described as maximally extreme in being interested in her as a 

person, warm/friendly, informative, forthcoming with information, helpful, supportive, 

caring, learned, confident, happy, concerned, secure, satisfied, free-spirited, and 

positive.  In contrast, the difficult physician and difficult nurse were described in a 

globally negative fashion as totally uninterested, quick/cold, rude/not informative, 

sullen, not helpful, unsupportive, uncaring, on the path to education, unsure, selfish, 

not knowing, insecure, anxious, unbalanced, and negative.   

At T2, participant 11’s construct system was better able to discriminate among 

elements and constructs were more independent from each other.  It was defined by 

four components with eigenvalues greater than 1.  The first component accounted for 

60.17% of the variance.  It was primarily defined by the constructs “unconcerned” 

versus “positive,” “self-centered” versus “outgoing,” and “quiet/withholding” versus 

“forthcoming with information.”  It differentiated the difficult nurse, difficult 

physician, and most difficult family member/friend, who were described as 

unconcerned, self-centered, and quiet, withholding, from the ideal physician and ideal 

self, who were described as positive, outgoing, compassionate, and helpful.  The 

second component accounted for 13.56% of the variance and was primarily defined by 

the construct “reserved” versus “flighty.”  It primarily distinguished between the 

difficult nurse, who was described as reserved, and the difficult family member/friend 

who was described as flighty.  The third component accounted for 10.15% of the 

variance.  It was primarily defined by the constructs “weak physically” versus 

“physically strong” and “moral” versus “deviant.”  It primarily distinguished between 
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the difficult nurse, who was described as physically strong and deviant and the self 

who was described as physically weak and moral. The fourth and final component was 

primarily defined by the construct “not well informed” versus “knowledgeable” and 

accounted for 7.98% of the variance.  It primarily distinguished between self before 

cancer, who was described as not well informed, and the ideal nurse and difficult 

nurse, who were described as knowledgeable.   

Overall, this participants T2 system was more multidimensional than the T1 

system.  However, this may suggest either increased fragmentation or complexity.  It 

appeared primarily focused on distinguishing difficult healthcare providers and 

difficult family members/friends from ideal providers and from the ideal self.  To 

lesser extents, it also differentiated difficult health care providers from difficult family 

members/friends and differentiated health care providers from the self.   

At time 1 participant 11 saw the self as most similar to the difficult family 

member/friend (using Euclidean distances, since correlations could not be computed 

for many elements at T1).  With regards to self construction participant 11 does not 

appear to view the self as similar to any other element.  Correlations with the self 

could not be calculated for oncologist, helpful physician, helpful nurse, ideal 

physician, ideal nurse, self before cancer, self in remission, most supportive family 

member/friend, or ideal self because all the ratings on the elements were the same.  

Self and ideal self were rated on different poles for five constructs.  At T1 self was 

viewed as on path to education, unsure, selfish, not knowing, insecure, and anxious, 

while ideal self was viewed as learned, confident, happy, concerned, secure, and 

 129



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

satisfied.  Both the self and ideal self were described as interested in her as a person, 

warm/friendly, informative, forthcoming with info, helpful, supportive, caring, free-

spirited, and positive, but with the Ideal Self rated more extremely.  At T2 she 

continued to view self as differentiated from other elements with correlations ranging 

from -.26 to .62.  The correlation between self and ideal was moderate and positive (r 

= .41).  The self was seen as most similar to the most supportive family member/friend 

at T2 (r = .62).  The ideal self and the self in remission were seen as extremely similar 

to each other (r = .99) suggesting an idealized view of the impact of a cancer 

remission.   

With regards to construal of the oncologist, at T1 participant 11 rated the 

oncologist and ideal physician identically and also rated these figures identically to the 

ideal self, self before cancer, self in remission, helpful physician, helpful nurse, and 

ideal nurse. At T2 participant 11 continued to view the oncologist very positively, with 

the oncologist, ideal physician correlation being .98.  She viewed the oncologist as 

similar to the ideal physician (r = .98), helpful nurse (r = .98), ideal self (r = .98), self 

in remission (r = .97), and ideal nurse (r = .95).  This suggests that she had difficulty 

differentiating between positively viewed healthcare providers and between such 

professionals and the ideal self.   

This participant saw herself as being different from both herself before cancer 

and from her ideal.  At T1 she was relatively distressed, though not clinically so.  She 

described herself as extremely unsure, not knowing, insecure, anxious, and somewhat 

selfish.  At T2 her level of distress put her in the clinical range.  At neither T1 nor T2 
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did she view herself very similar to any of the other elements, when compared to the 

high similarities among positive figures and among negative figures.  Being unable to 

relate to healthcare providers and a number of important friends or family members 

may suggests a sense of isolation as a patient.  She had a rigid way of construing 

others, but was relatively ambivalent in self construal at both T1 and T2.  Not only did 

she remain ambivalent about Self at T2, she also went from rating self before cancer 

as extremely positive (all 1’s) to being ambivalent about self before cancer at T2.  

These observations suggest that this individual was not able to adequately revise her 

construal of the cancer experience to define herself within that experience, thus 

creating heightened distress.   
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Table 13 

Constructs in each Category for Participant 11 
_____________________________________________________________________ 

Category    T1 Constructs 
_____________________________________________________________________

Concern/Emotional Warmth  Warm/friendly vs. Quick/Cold 

     Helpful vs. Not Helpful 

     Supportive vs. Unsupportive 

     Caring vs. Uncaring 

     Concerned vs. Not Knowing  

Personal    Interested in me as a person vs. Total uninterest 

     Happy vs. Selfish 

     Positive vs. Negative   

Calming/Relaxing   Satisfied vs. Anxious 

     Free spirited vs. Unbalanced 

Confident    Confident vs. Unsure 

     Secure vs. Insecure 

Knowledge/Expertise   Learned vs. On path to education 

Communicative   Informative vs. Rude/not informative 

Honest/Forthright   Forthcoming with info vs. Sullen 
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Table 13 continued 
_____________________________________________________________________ 

Category    T2 Constructs 
_____________________________________________________________________ 

Concern/Emotional Warmth  Compassion vs. Harsh 

     Patient focused vs. Lack of kindness 

     Helpful vs. Not Helpful 

     Relates to me vs. Nonresponsive to needs 

     Kind vs. Not Caring  

     Unconcerned vs. Positive 

Personal    Sense of humor vs. Vagueness 

     Self-centered vs. Outgoing 

Calming/Relaxing   Patience vs. Hurried 

     Flighty vs. Reserved 

None     Moral vs. Deviant 

     Physically Strong vs. Weak physically 

Knowledge/Expertise   Knowledgeable vs. Not well informed 

Honest/Forthright   Forthcoming with info vs. Quiet/withholding 

Empowering    Argumentative vs. Good problem solver 
_____________________________________________________________________ 

 

 

 

 

 133



Texas Tech University, Sharon Fleshman Murphy, December 2008 
 

Table 14 

Number of Constructs in each Category for Participant 11 
_____________________________________________________________________ 

Category    T1#(%)           T2#(%)       T1 z-score  T2 z-score 
_____________________________________________________________________

Concern/Emotional Warmth  5(33.33) 6(40.00) .38  1.01 

Personal    3(20.00) 2(13.33) .30    .00 

Calming/Relaxing   2(13.33) 2(13.33) .12  1.15 

Confident    2(13.33) 0(0.00)  2.12  -.33 

Knowledge/Expertise   1(6.67)  1(6.67)  -.17  -.27 

Communicative   1(6.67)  0(0.00)  .72  -.94 

Honest/Forthright   1(6.67)  0(0.00)  .79   .84 

Respect    0(0)  0(0.00)  -.66  -.93 

Thorough    0(0)  0(0.00)  -1.16           -1.03 

Empowering    0(0)  1(6.67)  -.66  -.08 

None     0(0)  2(13.33) -.62  -.05 
_____________________________________________________________________ 
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APPENDIX C 
PREDETERMINED CATEGORIES FOR CONSTRUCTS 

 
1. Respectful- listens, takes patients’ choices & input seriously, respects different 

viewpoints, and maintains patient modesty during exam. (non-judgmental, 
humble vs arrogant, accepting vs finds fault, flexible vs. rigid, mindful vs 
indifferent, considerate vs not considerate) 

 
2. Concern and Emotional Warmth- makes eye-contact, attends to 

verbal/nonverbal cues, repeats concerns, sympathetic, interested, wants to 
know about progress. (comforting, helpful, caring, warm, understanding, 
empathetic, friendly and warm vs. aloof, insightful vs thoughtless) 

 
3. Calming/Relaxing- helps patient feel at ease (easy going vs uptight, easily get 

upset vs laid back, driven vs easy going, calm vs emotional, grouchy vs. even 
tempered, impatient vs. patient, steadfast vs. flighty) 

 
4. Communicative – Provides information and explains. Uses understandable 

explanation and doesn’t use medical jargon (informative). 
 

5. Knowledge/Expertise- This represents skill or intellect. In-the-know with new 
procedures/treatments, explains techniques knowledgeably. 

 
6. Honest/Forthright- Forthright manner. Doesn’t sugar coat info, upfront, tells it 

like it is (blunt, honest, vs. withholds) 
 

7. Personal-Demonstrates humanity, including being interested in more than just 
the person as a patient and remembering the person as an individual. This is 
demonstrated through interactions, such as utilizing appropriate humor, 
acknowledging family, using a personally engaging social style.  (humorous, 
optimistic versus depressed, shares life stories, demonstrates humanness, down 
to earth, expresses feelings, , energetic vs. lethargic, don’t express feeling vs. 
express feeling, doesn’t let emotions show vs. expressive)                                             

 
8. Confident- at ease in front of patient and family, not disturbed by patient 

queries, refers to previous experiences. Self assured. (Knowledge about one’s 
skills, certain about skills, assured vs. lacks confidence, decisive vs indecisive, 
outgoing vs shy) 

 
9. Thorough/Conscientious- conscientious and persistent, takes time, will check 

literature or with other physicians, completeness of care (conscientious vs. 
careless, analytical vs superficial, Professional vs. Unprofessional). 
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10. Empowering- encourages active patient involvement and control, encourages 
choices (controlling vs not controlling, cynical vs has faith in people) 
 

11. None of the above—constructs that don’t fit into any of the above categories 
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