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Abstract  The quality and usefulness of patient held 
logbooks as a record to improve communication between 
healthcare professionals providing cancer care was evaluated. 
Its aim was to facilitate greater coordination and information 
sharing between patients, carers, clinicians and other health 
professionals. A mixed-method exploratory study conducted 
12-week post distribution of logbooks to patients 
undertaking cancer care. Data was gathered through 
questionnaires returned by 66 participants (response rate of 
57.4%) and interviews with five clinical oncology nurses at a 
Tasmanian hospital. The logbook quality was evaluated 
against two sets of indicators, including content and layout. 
The general effectiveness of the patient logbook was also 
assessed based on its usefulness, usability, efficiency and 
satisfaction. The logbook was considered useful among 63 
(95.1%) participants. They acknowledged the logbook 
enabled them to be better informed, created a feeling of 
empowerment and greater control over their medical 
condition. The logbook was observed to improve 
communication between clinicians, their patients and 
families. The evaluation generated rich, in-depth information 
and provided useful insights into the general quality and 
usefulness of the logbook for cancer care. The strengths and 
weaknesses of the logbook were highlighted and how to 
better utilise its functions in the current medical system. 
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1. Introduction 
The care of those experiencing cancer is complex and at 

times involves many health care professionals from 
oncologists, general practitioners to registered nurses, social 
workers and many other service providers within the hospital 
and community settings. [1] So too, the process is complex 
and has been shown to be a confusing and challenging time 

for both patient and family as they traverse the disease and 
care experience. [2,3] It has been highlighted that throughout 
this time communication has a propensity to be less 
formalised, care to be fragmented and it can be a less smooth 
process. [1] This has the potential to impact on patient care 
and meeting their physical and emotional needs. To 
overcome many of these challenges, the implementation of 
patient-held medical records or patient logbooks has 
increasingly been used widely within the health care setting. 
[1] 

Patient-held medical records have been used for chronic 
disease management, mental health, maternity and child 
health and the treatment of cancer. [1,4-6] In many cases, 
patient-held medical records have been shown to facilitate 
the provision and continuity of care and empowered 
patients to take ownership of their disease and subsequent 
treatment [4-11] Patient-held records have also been shown 
to improve communication between patients and their 
families; patients and clinicians. Furthermore, they can 
facilitate the discussion regarding end-of-life care. [1,5,12] 

Many studies have shown, when appropriately developed, 
designed and utilised; patient-held records are observed to 
increase user involvement with greater engagement and 
cooperation between health care staff and patients. [5,7-9,13] 
Ritchie [4] states more effective communication between 
health care staff and patients may also result in improved 
patient confidence and satisfaction with the care received. 
In addition, patient-held records have been evaluated and 
shown to aid clinical governance by evaluating the quality 
and appropriateness of care provided to patients. [14] 

Despite the reported positives of the patient-held medical 
record, it has been shown that improved clinical outcomes 
are not always apparent. [7,15] The success of 
administering patient-held records and their adoption is 
dependent on the quality and comprehensibility of the 
records themselves, the attitudes of patients and clinical 
professionals, and the way they are utilised. [12,16-18] 
High rates of non-use, incorrect information and unreadable 
handwriting are all reported to be attributable to the lack of 
positive outcomes from patient-held records at many 
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clinical centres and hospitals. [5,7-9] 
As a result, maintaining high quality patient-held records 

and optimising their usefulness continue to be important 
elements of good clinical practice. [14] This is particularly 
imperative when used within cancer treatment, where 
communication between patients and oncologists may be 
improved using a mutual decision-making approach. 
Through this process patients have full access to credible 
and timely information throughout the cancer journey. [10] 
In addition, as the cancer treatment dictates the involvement 
of various practitioners and services, the patient-held record 
becomes vital to ensure complete and coordinated care 
remains seamless across the service continuum. [1,15,19] 

2. Objectives 
In this context the Cancer Care Network (CanNET) 

within the Tasmanian Department of Health and Human 
Services (DHHS) developed a patient-held medical record 
or logbook. The logbook was developed as a means of 
recording all relevant data, to enhance the accessibility of 
information available to patients, and to improve 
communication between healthcare professionals providing 
cancer care. Its aim was to facilitate greater coordination 
and information sharing between patients, carers, clinicians 
and other health professionals. Within the patient-held 
record, test results, various appointments, medications 
received and administered and information concerning the 
various services was provided and recorded. 

As part of the ongoing development of the logbook, and 
prior to its full implementation, an exploratory evaluation of 
the logbook was undertaken. The evaluation aimed to 
appraise the overall quality and usefulness of the patient 
logbook in terms of being a record of treatment and to 
streamline the transfer of medical information between 
specialists and other health professionals. Many studies 
concerning the use of logbooks have been similarly 
evaluated for their effectiveness and weaknesses within 
cancer care. This is particularly evident among the 
non-experimental studies which provide a greater 
understanding of the impact logbooks have in patient care. 
[1] Overall the aims of the study shadowed the future 
directions provided within the literature which is to better 
“understand the conditions in which the patient-held record 
can be used most effectively.” [1] 

3. Materials and Methods 
The exploratory research project was based on a mixed 

methods approach, which is “a procedure for collecting, 
analysing, and ‘mixing’ or integrating both quantitative and 
qualitative data at some stage of the research process within 
a single study for the purpose of gaining a better 
understanding of the research problem”. [20] By using both 
quantitative and qualitative data collection techniques, this 
mixed method approach enabled the acquisition of an 

in-depth understanding, which was necessary to adequately 
address the aims of the project. 

A survey questionnaire was newly developed to gather 
quantitative data, in close consultation with health 
researchers, academics and was informed by the literature 
in the field of research methodology. As such, it had 
undergone both face and content validation prior to being 
implemented. The questionnaire had 19 items, with 18 
closed-ended questions being scaled into two groups. The 
first seven items concerned patient’s demographics. The 
remaining 12 items pertained to the evaluation of the patient 
log book in terms of its general quality and usefulness. 
Lastly, an open ended item within the questionnaire 
provided a means to capture additional respondent data, 
including concerns and recommendations, which were 
unable to be gathered elsewhere within the questionnaire. 

The questionnaires were distributed to 115 patients, who 
had been using the logbooks for 12 weeks with 66 (response 
rate of 57.4%) questionnaires being returned. Each 
participant was advised in writing concerning the scope and 
purpose of the questionnaire and formal consent to 
participate was sought and given. All questionnaire data 
was checked for integrity, coded and entered into Statistical 
Packages for Social Science (SPSS) version 19. In addition, 
the open-ended data from the questionnaire was coded and 
entered into Statistical Packages for NVivo version 9 and 
checked for data integrity. [21,22] 

Table 1.  Characteristics of survey patients 

 Number of 
participants (n/N) Percentage 

Gender   
Male 23/65 35.4 
Female 42/65 64.6 
Age groups   
Under 30 years of age 2/65 3.1 
30 to 40 years of age 2/65 3.1 
41 to 50 years of age 6/65 9.2 
51 to 60 years of age 16/65 24.6 
61 years of age or over  39/65 60.0 
Aboriginal and Torres 
Strait Islander background    

No  64/64 100.0 
Yes 0/64 0.0 
English proficiency    
Very Poor  0/64 0.0 
Poor  0/64 0.0 
Just fine 3/64 4.7 
Good  19/64 29.7 
Very good  42/64 65.6 
Computer ownership    
No 22/63 34.9 
Yes  41/63 65.1 

Qualitative data was collected via face-to-face interviews. 
These were conducted with five clinical oncology nurses, 
who had assisted with the distribution of the log books to 
patients and who had used the logbooks themselves. Each 
interview took approximately 15-20 minutes and was audio 
recorded with the participants’ consent. The interviews 
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were transcribed, coded and also entered into NVivo 
version 9. [21] The important points and issues emerging 
from the interview data were identified and discussed with 
reference to the questionnaire data analysis. 

Ethical approval for the study was obtained by the 
Human Research Ethics Committee (Tasmania) Network 
prior to commencing the study. 

4. Results 
The results obtained from the questionnaires and 

interviews provide insights not only into the quality and 
usefulness of the log books, but also the attitudes and needs 
of the targeted patients. It must be noted that in some 
instances participants did not answer some specific questions. 
Selected characteristics of the targeted patients are presented 
in Table 1. The results of the evaluation are presented in 
terms of two key aspects: General quality of the logbook and 
its functional usefulness. 

4.1. General Quality of the logbook 

The general quality of the logbook was evaluated against 
two sets of indicators, being content and layout. The content 
indicators included familiarity, comprehensibility, clarity, 
and coverage. The layout indicators were ease of reading, 
ease of finding information and attractiveness. The general 
finding was that the results were fairly favourable across 
most of the indicators. 

An important finding was that a majority 58 (89%) of the 
participants have not used a logbook previously. However, 
most 63 (95.1%) found the logbook comprehensible. It was 
indicated by 50 (76.2%) that they had received sufficient 
instruction how to use the logbook while 15 (23.0%) 
indicated they had not been instructed on what to do and how 
to use the logbook and as a result experienced a level of 
confusion. 

The follow-up comments to the open-ended question 
added further insights into this issue. A patient participant 
noted, 

[The] main problem was lack of information (verbal) on 
just how to use the log book... When I tried to use mine, the 
doctor didn't know about them so that was very off-putting 
for me. I expected some help with filling in details but didn't 
get it. (Questionnaire Participant) 

This lack of an introductory briefing and instruction for 
patient participants could be partly explained by the time 
constraints and the small scope of the pilot project. However, 
it demonstrates the importance of information and awareness 
raising in any initiative of change. 

The information coverage within the logbook was 
acceptable among 51 (76.9%) of the participants, while the 
remaining 15 (23.0%) anticipated seeing additional 
information including diagnosis, surgery requirements and 
treatment plans. In addition, greater explanation of medical 
terms such as haemoglobin, white blood cell counts, platelets, 
and how these are relevant chemotherapy treatments was 

seen as an important addition. One interview participant 
discussed what needed to be included for cancer care 
providers when stating “Probably the diagnosis and surgery 
and treatment plan would be the main ones. That would be 
useful for the general practitioner… as correspondence can 
be long. Quite often the patients go the GP and they say they 
haven’t heard anything.” (Interview participant 1) 

The majority of participants were positive about the 
logbook graphics, labelling and layout, including 
easy-to-read font size, appropriate colour patterns, relevant 
graphics/images, logical organisation, easy-to-locate 
information, and attractive design, ranging from 42 (63.5%) 
to 56 (84.9%). Positive comments on the layout were found 
in the open-ended responses. For example, “It [the logbook] 
puts all the names of doctors, specialists, and medical 
information I need in one place.” (Questionnaire Participant) 

Suggestions for the improvement of the logbook include 
additional space, and labelled tags or colour codes for 
different sections of the logbook. In addition, some 
questionnaire and interview participants felt the logbook 
required greater space and greater room for longer term 
cancer care. On this issue, one questionnaire participant 
stated: 

My only suggestion is a few more pages are needed. 
Mainly questions for doctors or specialists although I would 
continue to use a note pad as the book’s pages will be quickly 
filled. There is so much information in it and stuff I have 
gathered for it; I would not want to just start another one... I 
find the book invaluable. (Questionnaire Participant) 

Another interview participant stated the patient logbook 
could incorporate the information in the current system used 
at the hospital, such as “when their blood is done, size of 
needles, blood type etc.” (Interview participant 3) or include 
“an emergency page on the front of the logbook.” (Interview 
participant 2) 

4.2. Usefulness of the logbook 

The majority of participants found the logbook simple to 
use 50 (76.8%) and handy to keep 49 (76.0%). Its 
pocket-size design was highly appreciated for its 
convenience. Most participants rated the sections on 
Personal information, Emergency contacts, Information 
about support centres and the Glossary from ‘slightly useful’ 
to ‘extremely useful’ to them. Other sections regarding the 
information about Cancer, Test records, Appointment, 
Chemotherapy information, Test results and Your own 
comments were also found highly useful to the majority, 
ranging from 56 (84.8%) to 65 (98.1%) of the participants. 
Commenting on the function of the logbook as a personal 
record of treatment, a participant noted, “As I have a 
chronic disease, this log book has allowed me to keep all 
my information in one useful place.” (Questionnaire 
participant) 

The interaction between patients and their clinicians were 
found to be enhanced with the use of the logbook. Nearly 
half, 27 (46.6%), of the participants reported having 
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communicated with their GPs or carers through the logbook. 
It was also found to streamline the transfer of medical 
information. For example, one participant stated “I find the 
pages with the results to be very useful when visiting my 
assorted doctors. I am being treated [in Tasmania] and also... 
in Melbourne and the communication between them is less 
than ideal.” (Questionnaire participant) 

In addition, another participant stated “Overall, the log 
book is an invaluable aid to persons such as myself, 
especially as it is specific to my on-going medical 
interactions with health professionals involved in my 
journey" (Questionnaire participant). This finding is 
supported within the literature, which highlights the role 
patient logbooks are to ensure a seamless and complete care 
across the service continuum when cancer treatment 
necessitates the involvement of various practitioners and 
services. [19] 

In addition, the logbooks were observed to actively 
engage all health professionals while having less impact on 
the psychological wellbeing of patients. One interview 
participant stated the logbook was used as a shared medical 
record “without putting the patient under pressure when 
they are trying to deal their own illness; it’s difficult to rely 
on the patients to ask them how you are. What treatment are 
you on?” (Interview participant 5). Nevertheless, as an 
add-on to the current system, it was noted some sections of 
the logbook duplicated other available resources or services. 
This made it less significant in terms of functionality and 
impact. 

A small number of participants reported to use the 
logbook as frequently as 2-3 times a week and once per 
week, 6 (10.5%) and 10 (17.5%) respectively. The highest 
percentage of participants, 21 (36.8%) used it once per 
month and 5 (8.8%) of the participants 2-3 times per year. 
However, 15 (26.3%) of the patient participants reported 
not using the patient logbook at all during the whole pilot 
project. 

More than half of the patients were satisfied with the 
logbook. In addition 26 (52.0%) of participants 
acknowledged the role of the logbook in keeping patients 
better informed, while 28 (54.9%) felt the logbook gave 
them more control of their medical records and more 
control over their medical condition. One questionnaire 
participant highlighted how the logbook empowered them 
stating 

Having the logbook makes me feel more in control and 
also being more assertive in questioning medical personnel 
about what blood tests are for and what they are looking for 
with the different scans I am sent for... Being pro-active 
about my condition is a real positive of the log book. 
(Questionnaire Participant) 

5. Discussion and Conclusion 
The findings from the questionnaire and interviews 

provide implications for the introduction of the patient 

logbook into the clinical cancer care setting. Valuable and 
practical recommendations on how to improve the 
outcomes were also obtained. These recommendations were 
associated with how to enhance the general quality and 
usefulness of the patient logbook, including how to regulate 
its implementation. 

As such, this encompassed content such as diagnosis, 
surgery and treatment plan; more medical terms and their 
definitions in the Glossary section; and layout including 
space allocations for each section, labelled tags for different 
sections of the logbook to make it more useable and 
efficient. Moreover, greater support needs to be provided, 
such as providing targeted patient users with more 
information about how to use the logbook, and how it can 
be utilised to support their medical journey. 

Additional measures included ensuring that healthcare 
staff are aware and supportive of the implementation of the 
logbook. Consistency and uniformity of logbook use is a 
necessity to embed into the culture of the clinics. In 
addition, collaboration among patients and healthcare 
professionals should be promoted to ensure a smooth 
transition to the logbook’s adoption without overloading all 
users. Towards this goal, it is imperative that efforts be 
oriented towards building an implementation framework 
with specifications on step by step approaches to the 
integration of the logbook. 

The pilot project produced rich and in-depth information 
that provided useful insights into the general quality and 
usefulness of the logbook within cancer care. The strengths 
and weaknesses of the logbook were highlighted, as well as 
the suggestions on how to better utilise its functions in the 
current medical system. Findings from the evaluation 
provide the first point of reference for the future 
implementation of the logbook, either at cancer care clinics 
or within other healthcare sectors. As a whole, the findings 
signalled a positive response toward the introduction of the 
logbook. This response is expected to translate into a more 
active and dedicated commitment towards its adoption in 
the longer term. It is worth noting that this evaluation was 
undertaken on a small sample of participants and within 
tight time constraints, which diminishes the generalisability 
of the findings. 

A logbook has traditionally been used as a tool for 
keeping track of actions over a period of time. However, it 
is not just a tool. It can also be a source for establishing 
bridges to overcome information management divides. It 
can be an important part of an informative and collaborative 
health environment. In addition, with the rapid development 
of electronic technologies, electronic logbooks may also 
become a powerful source for enhancing health care. 
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