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Abstract
Purpose This study investigated satisfaction with treatment
decision (SWTD), decision-making preferences (DMP), and
main treatment goals, as well as evaluated factors that predict
SWTD, in patients receiving palliative cancer treatment at a
Swiss oncology network.
Patients and methods Patients receiving a new line of palli-
ative treatment completed a questionnaire 4–6 weeks after
the treatment decision. Patient questionnaires were used to
collect data on sociodemographics, SWTD (primary out-
come measure), main treatment goal, DMP, health locus of
control (HLoC), and several quality of life (QoL) domains.
Predictors of SWTD (6 = worst; 30 = best) were evaluated by
uni- and multivariate regression models.
Results Of 480 participating patients in eight hospitals and
two private practices, 445 completed all questions regarding
the primary outcome measure. Forty-five percent of patients
preferred shared, while 44 % preferred doctor-directed,
decision-making. Median duration of consultation was 30
(range: 10–200) minutes. Overall, 73 % of patients reported
high SWTD (≥24 points). In the univariate analyses, global
and physical QoL, performance status, treatment goal,

HLoC, prognosis, and duration of consultation were signif-
icant predictors of SWTD. In the multivariate analysis, the
only significant predictor of SWTD was duration of consul-
tation (p=0.01). Most patients indicated hope for improve-
ment (46 %), followed by hope for longer life (26 %) and
better quality of life (23 %), as their main treatment goal.
Conclusion Our results indicate that high SWTD can be
achieved in most patients with a 30-min consultation. Deter-
mining the patient’s main treatment goal and DMP adds
important information that should be considered before
discussing a new line of palliative treatment.

Keywords Satisfaction . Decision-making . Treatment
decision . Preferences . Goal-oriented patient care

Introduction

Medical end-of-life decisions are among the most difficult
decisions for an individual to make. A patient’s satisfaction
with the way that treatment-related end-of-life decisions are
taken is highly determined by the communications skills of
the physician [1–4].

Only few decades ago the decision-making process was
not even a matter of debate between the patient and his
treating physician. Current communication strategies in-
volve patients and relatives to a maximal extent into medical
decision-making. Asked about their preferences for decision
involvement, an equal proportion of patients with advanced
colorectal cancer wanted to share decision-making or wanted
their doctor to lead [5]. In contrast, women with early breast
cancer prefer a higher level of involvement in treatment
decisions [6].

To enable patients to make an informed treatment deci-
sion, extensive information on prognosis, treatment options,
adverse effects, and quality of life are necessary. Patients’
understanding that chemotherapy can cure a cancer in a
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palliative setting was surprisingly high, meaning that the
standard for an informed consent to principle treatment goals
was not met [7]. Two systemic reviews indicate that the use
of decision aid tools result in higher patient knowledge and
more active participation in decision-making but has no
effect on patient satisfaction [8–10].Currently, the paradigm
of goal-oriented patient care is predominant [11]. This
patient-centered care model taking into consideration pa-
tients’ preferences and values demands better and more
intensive doctor–patient communication [12].

Communication training programs, therefore, focus on
patient-centered communication aimed at identifying indi-
vidual patient preferences, needs, and values [11, 13, 14].
Identifying the goals of a new treatment ideally involves a
two-step decision-making process [15], with (a) the physi-
cian explaining the medical issues and (b) the patient stating
his/her values and preferences [16]. However, measuring the
success of a patient–doctor encounter is an extremely chal-
lenging task mainly because it can be attributed not only to
hard endpoints, such as the clinical treatment outcome, but
also to several soft endpoints, such as personal preferences
and expectations [17]. A commonly used surrogate to mea-
sure a patient’s perception of the encounter is “satisfaction
with treatment decision” (SWTD), for which standardized
scales exist [18].

We conducted a study to collect information on patient
SWTD in patients undergoing palliative cancer therapy. The
primary objectives of this study were to evaluate overall
SWTD and to define factors that influence SWTD in this
setting. Further objectives were to explore the decision-
making process and patient preferences with regards to the
decision-making model and the main goal of palliative
treatment.

Patients and methods

In this cross-sectional survey, the 10 participating sites in-
cluded a breast cancer center and a tertiary cancer center in
the midsize Swiss city of St. Gallen, six affiliated hospitals,
and two private oncology practices, all located in northeast
Switzerland. Twenty medical oncologists were involved in
the trial. Ethical approval was obtained from the institutional
review board of the Kanton St. Gallen.

All consecutive patients were invited to participate in the
study while attending an outpatient visit 3 to 4 weeks after the
start of a new line of palliative treatment (e.g., chemotherapy,
immunotherapy, and hormonal treatment). All patients who
were willing to complete a comprehensive questionnaire and
had sufficient understanding of the German language were
included. Oncology nurses provided and collected the ques-
tionnaires, while the treating oncologists were not involved in
the patient data collection in order to avoid bias.

The patient questionnaire included the assessment of
SWTD (satisfaction with decision scale) [18], DMP (control
preference scale) [19], and subjective treatment goals, as
well as basic sociodemographic information, further psycho-
social parameters such as health locus of control (HLoC)
[KKG “Kontrollüberzeugungen zu Krankheit und Gesund-
heit” scale validated for use in German-speaking population
and defined as the belief that one’s own health status is
determined by one’s own personal actions, rather than the
actions of powerful others, e.g., health care professionals, or
fate, luck, or chance] [20, 21], and several global quality of
life (QoL) domains (linear analogue self-assessment [LASA]
indicators) [22–24].The SWTD, DMP, HLoC, and QoL
scales are validated measures used in the setting of advanced
cancer [5, 25, 26]. Subjective treatment goals were addressed
by an ad hoc question constructed for the purpose of this
study. Patients were asked to identify their main treatment
goal by choosing one of four possible answers (i.e., less
symptom burden, hope for feeling better, prolongation of
life, and better quality of life). Data regarding diagnosis, line
of therapy, localization of metastases, expected prognosis,
performance status, and duration of consultation for each
patient were collected via a physician questionnaire.

Statistical analysis

Initial sample size calculations were based on SWTD as the
primary outcome measure; 415 evaluable patients were re-
quired to achieve 80 % power in a multivariate model to
detect an R-squared of 0.05 attributed to 20 independent
variables using an F test with a significance level (alpha) of
0.05 [27].

Statistical analyses were descriptive and exploratory in na-
ture. For the primary analysis, only patients completing all six
relevant questions regarding SWTD were considered
(evaluable analysis set, EAS). In the absence of an established
cutoff for the satisfaction with decision total score (six items
with five answer categories covering 1 = strongly disagree, 2 =
disagree, 3 = neutral, 4 = agree, 5 = strongly agree (0); score
range 5–30), we decided to use a pragmatic approach by
considering the average of four points over the six questions
as a reasonable cutoff. Therefore, scores of 24 or above were
considered as high and scores below 24 as low SWTD.
Cronbach’s alpha [28] was used to assess the internal consis-
tency of the test score for this outcome variable. For the uni- and
multivariate analyses to predict SWTD, only the patients with
fully completed questionnaires were considered (sensitivity
analysis set, SAS). Multiple imputation using 20 imputations
and quantile regression were performed [29] as sensitivity
analyses.

For the analysis of secondary variables, all available data
were used (full analysis set, FAS). Groups were compared
using Fisher’s exact test or chi-squared test for categorical
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data and Wilcoxon’s rank sum test or the Kruskall–Wallis
test for continuous data. Consistency between DMP and the
actual decision-making was assessed using Cohen’s kappa
coefficient [30]. For the analysis of the questions assessing
subjective treatment goals, it was decided to combine two of
the possible answers, ‘less symptom burden’ and ‘hope for
feeling better,’ into a single category ‘hope for improve-
ment.’ P values were two-sided, not adjusted for multiple
testing, and considered significant if <0.05. All analyses
were performed using the R statistical software package
(www.r-project.org) version 2.14.2 or later.

Results

Patient demographics and characteristics, and consultation
setting

Four hundred eighty patients were enrolled between Febru-
ary 2009 and April 2011 (FAS) and 445 completed all six
questions regarding the primary outcome measure (EAS).
Fully completed questionnaires were available from 267
patients (SAS, Fig. 1). These were evaluated in the uni-
and multivariate models of the primary analysis. The low
number of complete questionnaires reduced the intended
power of 80 %. Patient and site characteristics are presented
in Table 1.

Satisfaction with treatment decision

Overall, 326 patients (73 %) reported high SWTD (≥24
points), with 82 patients (18 %) achieving the maximum
score of 30 points. Accordingly, the summary scores for

SWTD had peaks at 24 points and 30 points. There were
no differences in the main sociodemographics between the
patients with high satisfaction and those with low
satisfaction.

Predictors of satisfaction with treatment decision

Several of the self-reported variables and disease character-
istics were significantly associated with SWTD in the uni-
variate analysis (Table 2). The following covariables were
not significant: age, gender, marital/relationship status, reli-
gion, prognosis (>12 months vs. <6 months), treatment goal
hope for improvement vs. longer life, decision-making pref-
erence (DMP), actual decision-making patient-directed vs.
shared decision, KPS (70 vs. 50 or 60), treatment line,
primary tumor site, external control by chance or fate, and
use of complementary medication.

Subjective health status, consultation time, internal
HLoC, family status, and physical well-being were chosen
for fitting a multivariate model with SWTD as dependent
variable. Only duration of consultation remained a signifi-
cant predictor for SWTD in a multivariate analysis (coeffi-
cient 0.02; 95 % CI 0.00: 0.04; p=0.02). This was confirmed
in two sensitivity analyses as follows: a coefficient of 0.01
(95 % CI 0.00: 0.03, p=0.06) based on 20 multiple imputa-
tions and a coefficient of 0.02 (95 % CI 0.01: 0.03, p=0.02)
in quantile regression.

Decision-making preference

On the control preference scale, patients were asked to state
how they preferred to make the treatment decision and to
indicate how the decision was actually made. Of the 463
patients who answered this question, 210 (45 %) preferred
shared, and 203 (44 %) preferred doctor-directed, decision-
making. Patient-directed decision was preferred by only 50
patients (11 %). Table 3 shows the degree of agreement
between patients’ DMP and the perceived actual decision-
making. The actual decision-making was consistent with the
indicated preference in 328 patients (71 %) [Cohen’s
kappa=0.512], as indicated by the shaded fields in Table 3.
Of these 328 patients, 223 (68 %) reported high satisfaction
with their decision. DMP and actual decision-making were
inconsistent in 135 (29 %) of patients, but again, 102 (76 %)
of these patients reported high satisfaction with their deci-
sion. Agreement between preferred and actual decision-
making was not significantly associated with SWTD
(p=1). However, among the 50 patients who preferred a
patient-directed decision, 38 (76 %) reported high, and 11
(22 %) reported low (score<24), satisfaction with their de-
cision. Three variables were significantly associated with
DMP as follows: geographic location of oncology site
(p=0.04) and KPS (p=0.04), and treatment line (p=0.01).

n=480
Questionnaires received
Full analysis set (FAS)

n=445
Questionnaires with all 6 SWTD 

questions completed 
Evaluable analysis set (EAS)

n=267
Questionnaires with complete 

Dataset 
Sensitivity analysis set (SAS)

Incomplete Questionnaires 
n=178

n=567
Patients approached

Patients declining to participate, n=87
Reasons unknown  n=13
Language problems n=26
Other n=48

Fig. 1 Patient flow chart. SWTD satisfaction with treatment decision
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Patients in a tertiary cancer center setting seemed to prefer
shared decision-making compared to patients in a rural en-
vironment, in which the doctor-directed decision-making is
rather dominant. In the group of patients with a poor KPS,
doctor-directed decision is clearly favored over other models
of decision-making, whereas patients with very good KPS
prefer a shared decision. Patients with very advanced disease
who received at least three treatment lines preferred doctor-
directed decision or shared decision (Table 4).

Subjective treatment goals

Almost half of the patients (46 %) indicated hope for im-
provement as their primary treatment goal. Living longer
was stated by 26 % of the patients and better QoL by 23 %,
respectively, with 5 % missing statements.

Health locus of control

Scores for the three HLoC subscales, internal control (i.e., resid-
ing in the person’s own actions), external control by actions of
powerful others (e.g., health care professionals), and external
control by chance or fate, were transformed based on normative
data (i.e., a random sample of the general population) into
average, below average, or above average scores. The majority
of patients had average (n=287; 60 %) or below average
(n=131; 27 %) scores in internal HLoC.

Table 1 Patient and site characteristics (full analysis set; n=480 patients)

Age (years) [n=480]

Median 67

Range 32–88

Consultation time (min) [n=480]

Median 30

Range 10–200

Gender, n (%)

Female 216 (45 %)

Male 242 (50 %)

Missing 22 (5 %)

Marital/relationship status, n (%)

Stable relationship 351 (73 %)

Not currently in a relationship 125 (26 %)

Missing 4 (1 %)

Origin, n (%)

Swiss 381 (80 %)

Other countries 99 (20 %)

Religion, n (%)

Religious 377 (78 %)

Not religious 88 (18 %)

Missing 15 (4 %)

Primary language, n (%)

German 445 (93 %)

Other 35 (7 %)

Primary tumor site, n (%)

Colon cancer 76 (16 %)

Upper gastrointestinal cancer 57 (12 %)

Lung cancer 71 (15 %)

Breast cancer 71 (15 %)

Gynecologic tumors 35 (7 %)

Urogenital tumors 24 (5 %)

Brain tumors 8 (2 %)

Lymphoma 34 (7 %)

Other cancersa 99 (21 %)

Missing 5 (1 %)

Treatment line, n (%)

No palliative therapy 133 (28 %)

First palliative therapy 152 (32 %)

Second palliative therapy 93 (19 %)

>2 palliative therapy lines 81 (17 %)

Missing 21 (4 %)

KPS, n (%)

50 or 60 26 (5 %)

70 112 (23 %)

80 129 (27 %)

90 or 100 192 (40 %)

Missing 21 (5 %)

Prognosis, expected, n (%)

<6 months 149 (31 %)

7–12 months 57 (12 %)

>12 months 269 (56 %)

Missing 5 (1 %)

Education, n (%)

10 years or less 150 (31 %)

School-leaving examination 268 (56 %)

Apprenticeship/diploma 14 (3 %)

College/university 42 (9 %)

Missing 6 (1 %)

Medical education, n (%)

No 437 (91 %)

Yes 38 (8 %)

Missing 5 (1 %)

Using CAM, n (%)

No 359 (75 %)

Yes 109 (23 %)

Missing 12 (2 %)

Treatment setting, n (%)

Tertiary cancer center 237 (49 %)

Rural hospital/setting 243 (51 %)

CAM complementary or alternative medicine, KPS Karnofsky Perfor-
mance Status
a Lymphoma, multiple myeloma, leukemia, and rare cancer

Table 1 (continued)
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Scores for external HLoC by powerful others were aver-
age in 217 (45 %) and above average in 228 patients (48 %),
while scores for external HLoC by chance or fate were
average in 230 (48 %) and above average in 195 patients
(41 %), regardless of whether they had high or low SWTD.
This indicates that patients tend to have the belief that their
health is externally determined, rather than controlled by
their own actions.

Quality of life indicators

Individual scores for QoL indicators during palliative treat-
ment varied considerably. Median overall QoL score was 67,
median physical well-being score was 64, and median sub-
jective health status score was 55 (for all three indicators as
follows: min 0; max 100; higher scores reflect better condi-
tion), representing a rather impaired QoL (scores<75)
(Fig. 2). Median treatment burden was 34.5 (min 0; max
100, higher scores represent worse condition), indicating that
the majority of patients were slightly (scores<25) or moder-
ately bothered by treatment-related difficulties, with a mi-
nority feeling considerably impaired (scores>75).

Discussion

Treatment decisions in palliative cancer care depend on
various patient-, treatment-, and disease-related factors. This
study investigated patients’ SWTD and its predictors, as well

as DMP and main treatment goals in the setting of an oncol-
ogy network, consisting of a tertiary cancer center with
affiliated rural oncology services. Most studies described in
the literature were single-center studies, whereas our study
describes a multi-institutional setting, with a large sample of
patients (n=480). Hence, our data are likely representative
for a general clinical practice modality.

SWTD as the primary outcome was generally high in our
sample of patients with advanced cancer treated in the on-
cology network. While univariate analyses revealed several
factors to be significantly associated with SWTD, consulta-
tion time remained the only predictor of SWTD in multivar-
iate analysis. The doctor–patient encounter, where patients
were informed regarding a palliative treatment and asked to
come to a final decision, lasted a median of 30 min. Consul-
tation length varies between countries. In Switzerland, an
average of 15 min is general practice [31]. Within a real-life
setting at a busy outpatient clinic, half an hour to inform the
patient and discuss palliative treatment options seems a
reasonable and achievable time burden.

Unlike most trials, our study did not assess SWTD direct-
ly after the decision-making process, but 3–4 weeks after the
start of the new treatment. At this point, patients had already
acquired personal experience with the treatment of choice.
Fear of anticipated adverse effects or a wave of optimism
may influence the personal attitude on SWTD immediately
after the consultation. This emotional bias was excluded by
interviewing the patient later in the course of treatment.
Reasoning and reflecting a treatment decision might foster
inner poise or allow reframing. Therefore, this time point
was chosen to capture a response shift of internal criteria,
values, and preferences [32].

The overall score of SWTD reflects different aspects of
satisfaction, such as patient satisfaction with information
provision and treatment effects as well as emotional aspects
of communication. Nevertheless, the doctor–patient encoun-
ter remains mainly a “black box,” not knowing the details of
the information given. In this context, patients’ misunder-
standing of given information or denial of the tumor situation
could also not be explored. However, patient’s perception of
information and communication may be more important for
the evaluation of satisfaction than the actual communication
[33, 34].

Shared decision-making is currently the most prominent
model for doctor–patient interaction [35]. DMP commonly
depends on age and cancer type. Elderly patients tend to
prefer doctor-directed decision models [36, 37]. Breast can-
cer patients have a strong desire to be involved in treatment
decisions [38] and shared decision-making was associated
with improved short-term satisfaction in older breast cancer
patients receiving adjuvant treatment [39]. In our study, an
equal number of patients indicated doctor-directed decision
and shared decision, respectively, as their DMP, and over

Table 2 Predictors of satisfaction with treatment decision in univariate
analysis (full analysis set; n=480)

Covariables Coefficient (95 % CI) P value

Quality of life 0.02 (0.01, 0.04) <0.01

Physical well-being 0.03 (0.01, 0.04) <0.01

Consultation time 0.02 (0.00, 0.03) 0.02

Subjective health status 0.03 (0.01, 0.04) <0.01

Treatment burden −0.03 (−0.04, −0.01) <0.01

Treatment goal

Better QoL vs. longer life −1.06 (−1.94, −0.19) 0.02

Actual decision-making

Doctor-directed vs. shared decision −0.78 (−1.45, −0.12) 0.02

Prognosis

7–12 months vs. <6 months −1.12 (−2.17, −0.07) 0.04

KPS

80 vs. 50 or 60 1.67 (0.26, 3.09) 0.02

90 or 100 vs. 50 or 60 1.70 (0.32, 3.07) 0.02

Internal locus of control 0.08 (0.03, 0.13) <0.01

External control by others 0.06 (0.01, 0.12) 0.02

CI confidence interval, FAS full analysis set, KPS Karnofsky Perfor-
mance Status
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70 % of patients indicated that the way the actual decision
was made was consistent with their DMP. A study with

breast cancer patients in a curative setting reported patient–
physician concordance on the decision-making model in

Table 4 Predictors of decision-making preference (full analysis set; n=480; data were missing for some patients)

Decision-making preference p value

Doctor-directed decision Shared decision Patient-directed decision

Agea 0.21
Median [range] 67 [36, 88] 66 [36, 87] 65 [32, 84]

Subjective health statusa 0.11
Median [range] 55 [5, 99] 54 [0, 100] 64.5 [18, 99]

Expected prognosisb 0.46
<6 months 59 (30 %) 73 (35 %) 14 (28 %)

7–12 months 23 (12 %) 28 (13 %) 4 (8 %)

>12 months 118 (59 %) 108 (52 %) 32 (64 %)

Sexb 0.11
Male 116 (59 %) 98 (49 %) 24 (51 %)

Female 80 (41 %) 103 (51 %) 23 (49 %)

Treatment settingb 0.04d

Tertiary cancer center 91 (45 %) 119 (56 %) 22 (44 %)

Rural hospital/setting 112 (55 %) 92 (44 %) 28 (56 %)

Number of treatment linesc 0.01d

0 64 (33 %) 53 (26 %) 9 (20 %)

1 65 (33 %) 65 (32 %) 19 (41 %)

2 33 (17 %) 40 (20 %) 16 (35 %)

≥3 34 (17 %) 43 (21 %) 2 (4 %)

KPSb 0.04d

50 or 60 16 (8 %) 7 (3 %) 1 (2 %)

70 43 (23 %) 56 (28 %) 11 (22 %)

80 64 (34 %) 49 (24 %) 12 (24 %)

90 or 100 68 (36 %) 90 (45 %) 26 (52 %)

FAS full analysis set, KPS Karnofsky Performance Status
a Kruskal–Wallis test
b Fisher’s exact test
c Chi-squared test
d Significant at 5 % level

Table 3 Agreement between decision-making preference and actual decision (n=463)

29 (6%) 

Decision-making preference 

 Doctor-directed 
decision 

Shared decision Patient-directed 
decision  

(n=203; 44%) (n=210; 45%) (n=50; 11%) 

Actual  
decision-making 

Doctor-directed 167 (36%) 57 (12%) 9 (2%) 
(n= 233; 50%) 

Shared decision 28 (6%) 132 (29%) 12 (3%) 

(n= 172; 38%) 

Patient-directed 8 (2%) 21 (5%) 
(n= 58; 13%) 

The shaded squares indicate concordance between decision-making preference and actual decision-making (n=328; 71 %)
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only 42 % of patients [40], reflecting that patients in an
adjuvant or curative treatment situation have different needs
with respect to the treatment decision process than patients
with advanced disease. The results of our study are in line
with this conclusion. Patients who had a poor KPS or had
received more than three treatment lines (representing ad-
vanced disease) prefer more often doctor-directed decision
or shared-decision compared to patients with better KPS and
fewer treatment lines.

The high degree of consistency between preferred and
actual decision-making may explain the high SWTD observed
in our study. As shown byGattellari et al., satisfaction with the
consultation was predicted by the patients’ perceived role in
the decision-making process, irrespective of their preferred
role [41].

In our study, all physicians involved in the decision-making
process were trained to respect patients’ values and preferences
[12].Communication styles and wording regarding patient in-
formation on treatment-related adverse events, prognosis, and
the aim of treatment given during the decision-making process
were not harmonized or standardized in any way, again in
order to reflect daily practice. It is well known that physicians
trained in communication skills are more successful in putting
the patient at the center of their communication efforts [42].A
patient-centered care model encourages and empowers patients
to make medical decisions, and a greater patient–doctor con-
cordance may result in higher satisfaction for both parties [1].

In contrast to previous findings, the majority of patients in
our study were very realistic about their health situation.
Their primary treatment goals were hope for improvement
and life prolongation, which was mentioned by relatively
few patients. In previous studies in patients with incurable
cancer, a third of the patients reported that quality of life was
their primary treatment goal, and another third wished for
prolongation of life. The remaining third had no preferred
treatment goal [43, 44].

It is well known that hopes shift during the successive
phases of illness, and patients reconceptualize their goals of
treatment. Patients in our study were in the late phase of their
disease. After more than one palliative treatment, which was
the case for most patients, they had already passed the shock
and denial phase regarding their malignancy and the atten-
dant emotional ups and downs. Their goal of “hope for
improvement” (feeling better and less symptom burden) re-
flects the third stage of maturation, which is transformation
[45].

Our study has some limitations. The lack of other predic-
tors of SWTD in the multivariate analysis may be due to
inherent limitations in the instrument used to assess SWTD.
Although we used a validated scale [18], the clustering of
scores at the upper end of the scales may indicate a ceiling
effect. In such cases, some actual variation in the data is not
reflected in the scores obtained from that instrument and this
may reduce the statistical power to show associations between

a b

c d

Fig. 2 Quality of life indicators
(full analysis set, n=480).
Distribution of a overall quality
of life, b physical well-being, c
subjective health status with
higher scores reflecting a better
condition, and d treatment
burden, with higher scores
reflecting worse condition
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that variable and another. However, another study using this
measure in a similar population found lower median SWTD
scores compared with our findings [5]. On the other hand, a
large number of incomplete questionnaires reduced the power
of our multivariate analysis. In addition, due to the cross-
sectional design, this study captures only a single point during
the treatment process, not taking into consideration potential
changes in SWTD in subsequent chemotherapy cycles or
treatment stages. Because patient-reported assessment of pre-
ferred and actual decision-making was assessed at the same
point, some bias with respect to the level of agreement may
not be excluded. Further, generalization of the study results
have to be made with caution as the results might be biased by
the positive attitude for communication.

Aiming to achieve the best possible outcome for every
patient in the palliative stage of disease does not exclude the
approach of goal-oriented patient care. However, more re-
search is needed to understand the consequences of this new
approach by integrating the patient’s preferences and goals
on more traditional endpoints like survival time and quality
of life.

Conclusions

Our study was conducted in the setting of an oncology net-
work and demonstrates that SWTD was generally high and,
among other factors, a reasonable consultation time is associ-
ated with high patient satisfaction. DMP in this patient group
is more likely a doctor-directed or shared-decision model and
subjective treatment goals address hope for improvement.
Evaluating a patient’s main treatment goals and DMP adds
important information that should be considered before
discussing a new line of palliative treatment.
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