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Abstract

Communicating information, whether it is good or bad news, is an essential skill for
oncologists. This module presents a six-step approach to structuring communication.
The steps include getting started, finding out what the patient knows, finding out how
much the patient wants to know, sharing information, responding to feelings, and
planning/follow-up. Approaches for handling a family who says “don’t tell” the patient
and for using a translator when language is a barrier are advocated.

Introduction

Communicating information, whether it is good or bad news, is an essential skill for
oncologists. Many find it challenging to communicate effectively, especially when it
involves a cancer from which the patient may eventually die. Some feel inadequately
prepared or inexperienced. Others fear the news will be so distressing as to adversely
affect the patient, family, therapeutic relationship, or course of the business day.

However, the vast majority of Americans want to know if they have a life-threatening
illness. (Ref. 1) Studies in other cultures yield surprisingly similar data. (Ref. 2) (Ref. 3)
Although legitimate cultural variations are important, communicating in a direct and
compassionate manner improves the patient’s and family’s ability to plan and cope,
encourages realistic goals and autonomy, supports the patient emotionally, strengthens
the physician-patient relationship, and fosters collaboration among the patient, family,
physicians, and other professionals.

Module 7 - Video 1

Objectives

After studying this module, oncologists and other members of the cancer care team will
be able to:

« Explain why the communication of information is a core clinical skill for
oncologists.

o Use a six-step protocol to deliver bad news.

« Use a translator effectively when language is a barrier.
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Six Steps for Communicating Effectively

The recommended six-step protocol has been adapted from How to Break Bad News: A
Guide for Health Care Professionals by Robert Buckman. (Ref. 4) (Ref. 5) He and
colleagues have subsequently developed a mnemonic, SPIKES, that helps physicians
remember the protocol. (Ref. 6) Others have reported similar approaches.(Ref. 7) (Ref.

8)

SPIKES

Six-step protocol to
communicate effectively

Setting. Getting started.

1. Set the stage.

Perception. What does the patient
know?

2. What does the patient know?

Invitation. How much does the patient
want to know?

3. How much does the patient want to
know?

Knowledge. Sharing the information.

4. Share the information.

Emotion. Responding to feelings.

5. Respond to feelings.

Subsequent. Planning and follow-up.

6. Plan next steps and follow up.

During the first three steps, prepare to share the information. Start by gathering the
facts. Then sit down comfortably and assess the patient’s understanding. Inquire what
the patient knows and what he or she would like to know.

Some of these first three steps can be completed before the session at which you
actually discuss the news.

During the last three steps, manage the information carefully. Deliver the news clearly,
succinctly, and without using jargon. Once the facts have been stated, stop talking.
Allow time for the patient’s reactions and respond to them. Once the patient is settled,
plan for follow-up.

Don’t consider this protocol to be a script to be followed rigorously. Use it as a tool to
guide important aspects of an interaction in which difficult information is shared.
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Step 1: Set the stage

Before starting to communicate any news, plan what will be discussed. Confirm the
medical facts of the case. Ensure that all needed information is available. If this is an
unfamiliar task, rehearse what you will say. Don’t delegate the task. If several team
members will be present, it may be helpful for the team to meet to plan the
communication in advance.

Create an environment that is conducive to effective communication. Ensure privacy
and adequate seating. Ensure that a box of facial tissues and a glass of water are
handy.

Allot adequate time for the discussion. Do not slip this into a short interval between
other critical tasks. Prevent interruptions. Arrange to hold telephone calls and pages or
give them to someone else.

Determine who else the patient would like to have present for the discussion. This might
include family, significant others, surrogate decision makers, and/or key members of the
interdisciplinary team (e.g., nurse, social worker, chaplain, etc.).

Step 2: What does the patient know?

Start the discussion by establishing what the patient and family know about the patient’s
health. With this information, ascertain whether the patient and family will be able to
comprehend the information.

Questions might include:

e “What do you understand about your illness?”
e “How would you describe your medical situation?”
e “Have you been worried about your illness or symptoms?”

o “What did other doctors tell you about your condition or procedures that you have
had?”

e “When you first had symptom X, what did you think it might be?”

o “What did Doctor X tell you when he sent you here?”

« “Did you think something serious was going on when...?”
Occasionally a patient will fall silent and seem completely unprepared or unable to
respond. To ease the situation and stimulate discussion, try to clarify what the patient
understands about his or her medical history and recent investigations. Identify absent
family members or others on whom the patient relies. If this is ineffective and the patient

remains silent, or if it appears the patient requires more support, it may be better to
reschedule the meeting for another time.
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Step 3: How much does the patient want to know?
Next, establish what and how much each patient wants to know.

People handle information differently, depending on their race, ethnicity and culture,
religion, and socioeconomic class. Each person has the right to voluntarily decline to
receive any information and may designate someone else to communicate on his or her
behalf. Ask the patient and family how they would like to receive information. If the
patient prefers not to receive critical information, establish who to give information to.

Possible questions include:

o “If this condition turns out to be something serious, do you want to know?”
e “Are you the kind of person who likes to know all the facts?”

e “Would you like me to tell you the full details of your condition? If not, is there
somebody else you would like me to talk to?”

e “Some people really do not want to be told what is wrong with them, but would
rather their families be told instead. What do you prefer?”

« “Do you want me to go over the test results now, and explain exactly what | think
is wrong?”

e “Who would you like me to talk to about these issues?”

The way the patient answers the questions will give clues as to her or his educational
level, verbal fluency, and family dynamics. Listen carefully and observe everyone’s
responses to your questions. Use this experience to influence how you deliver your
news.

Advance preparation

All of the discussion to this point is about preparation to give the diagnosis and
prognosis. Some of that preparation might best occur well before the information is
actually given. The initial assessment, and subsequent discussions that prepare the
patient for critical tests, all provide opportunities to determine what the patient already
knows and how he or she would like to have information handled.

Provide periodic information and caution that the news might not always be good. With
this incremental approach and periodic “warning shots,” the patient and family may be
better prepared for bad news.

When the family says “don’t tell”

Many times, family members will ask the physician not to tell the patient the diagnosis or
other important information. While it is the physician’s legal obligation to obtain informed
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consent from the patient, an effective therapeutic relationship requires a congenial
alliance with the family.

Rather than confronting the request with, “| have to tell the patient,” inquire why they are
concerned. Possible questions include:

o “Why don’t you want me to tell the patient?”
e “What is it that you are afraid | will say?”
o “Tell me about your past experience with cancer?”

o “Is there a personal, cultural, or religious context that you want me to know
about?”

Suggest that you go to the patient together to ask how much he or she wants to know
about his or her health and what questions there might be. Share anecdotes and talk
about the pain of secrecy and the opportunities that come with open communication.

These situations may require significant negotiation. In particularly difficult cases,
support from the institutional ethics committee may be helpful. Ultimately, it may be
decided, after discussion with the patient, that details of diagnosis and prognosis and
treatment decisions will be discussed only with the family. However, unless the patient
has previously indicated that he or she wants no information, hiding the diagnosis or
important information about prognosis or treatment from the patient is neither ethical nor
legally acceptable.

Physicians do not need to feel constrained to practice in a way that compromises care
or feels unethical. If the physician and the family cannot come to agreement, the
physician may choose to withdraw from the case and transfer care to another physician.

There are ethnic and cultural differences in the preferred handling of information. While
knowledge of such differences is useful as a background, global conclusions about
them rarely help with decision making for an individual. The patient should be asked
about general preferences for handling of medical information and decision making
early in the clinical relationship before significant information needs to be shared. This
will help the clinician avoid making a misstep.

Step 4: Share the information

Deliver the information in a sensitive but straightforward manner.

Start by letting the patient know that you have bad news, then share the facts. Say it,
and then stop. Avoid delivering all of the information in a single, steady monologue. Use
simple language that is easy to understand. Avoid technical jargon or euphemisms.

Pause frequently. Check for understanding. Use silence and body language as tools to
facilitate the discussion. (Ref. 9)

EPEC™ -O Self-Study Module 7: Communicating Effectively 7 of 17



Do not minimize the severity of the situation. Well-intentioned efforts to “soften the blow”
may lead to vagueness and confusion.

You might choose to break the bad news by using language like:

o ‘| feel badly to have to tell you this, but the growth turned out to be cancer.”
e “I'm afraid the news is not good. The biopsy showed that you have colon cancer.”
o ‘“Unfortunately, there’s no question about the test results: it is cancer.”

e “The report is back, and it's not as we had hoped. It showed that there is cancer

in your colon.”
e “I'm afraid | have bad news. The bone marrow biopsy shows that you have
leukemia.”
“I'm sorry”

The phrase “I'm sorry” may be interpreted by the patient or the family to imply that the
physician is responsible for the situation. It may also be misinterpreted as pity or
aloofness. If you use the phrase, adjust it to show empathy. For example, instead of
saying, “I'm sorry to have to tell you this,” the phrase, “I wish things were different” may
be equally effective at communicating empathy without conveying responsibility for the
condition. (Ref. 10)

Step 5: Respond to feelings

Patients and families respond to bad news in a variety of ways. Some respond
emotionally with tears, anger, sadness, love, anxiety, relief, or other strong emotions.
Others experience denial, blame, guilt, disbelief, fear, or a sense of loss or shame, or
may even intellectualize why the situation is happening. A few may demonstrate
reflexive psychophysiologic responses such as “fight or flight” and may even try to bolt
from the room or totally withdraw into themselves.

Outbursts of strong emotion make many oncologists and other physicians
uncomfortable. (Ref. 11) Give the patient and family time to react. Be prepared to
support them through a broad range of reactions.

Listen quietly and attentively. Acknowledge their emotions. Ask them to describe their
feelings:

e “l'imagine this is difficult news...”

e “You appear to be angry. Can you tell me what you are feeling?”

e “Does this news frighten you?”

e “Tell me more about how you are feeling about what | just said.”
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e “What worries you most?”

o “What does this news mean to you?”

« ‘|l wish the news were different.”

e “I'll try to help you.”

e ‘“Is there anyone you would like me to call?”
e “I'll help you tell your son.”

e “Your Mom and Dad are sad now. They'll feel better when you get better.”

Remind them that their responses are normal. Make a box of facial tissues available.
Nonverbal communication may also be very helpful. Consider touching the patient in an
appropriate, reassuring manner. Offer a drink of water, a cup of tea, or something else
that might be soothing.

Allow time for the patient and family to express all of their immediate feelings. Don’t
rush them. Once the emotion is spent, most people will be able to move on. This usually
lasts only a few minutes. The most frequent physician error is to talk. (Ref. 12) This is
counter-productive. A shared understanding of the news and its meaning enhances the
physician-patient relationship and facilitates future decision making and planning.

Step 6: Plan next steps and follow-up

Establish a plan for the next steps. This may include gathering additional information or
performing further tests. Treat current symptoms. It may include helping parents tell
their child about the illness and what treatment will be like. Arrange for appropriate
referrals. Explain plans for additional treatment. Discuss potential sources of emotional
and practical support (e.g., family, significant others, friends, social worker, spiritual
counselor, peer support group, professional therapist, hospice, home health agency,
etc.).

Reassure the patient and family that they are not being abandoned and that the
physician will be actively engaged in an ongoing plan to help. Indicate how the patient
and family can reach the physician to answer additional questions. Establish a time for a
follow-up appointment.

Ensure that the patient will be safe when he or she leaves. Is the patient able to drive
home alone? Is the patient distraught, feeling desperate, or suicidal? Is there someone
at home to provide support?

At future visits, elements of this protocol may need to be revisited. Many patients and

families require repetition of the news to gain a complete understanding of their
situation.
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When Language Is a Barrier

This same six-step protocol for communicating information effectively can be used when
the patient and physician do not speak the same language. The assistance of an
experienced translator who understands medical terminology and is comfortable
translating bad news is required. There are several services in North America that offer
translation by telephone if there is no one directly available. Brief translators before the
interview and reassure them that their role is only to translate. Verify that they will be
comfortable translating the news you are about to give.

If possible, avoid using family members as primary translators. It confuses their roles in
the family unit and may raise issues of confidentiality. Additionally, family members may
not know how to translate the medical concepts the oncologist is trying to convey,
and/or they may modify the news to protect the patient. Instead, when family members
are present who do speak both languages, ask them to supplement the primary
translation and support the patient and other members of the family.

When working with a translator, sit in a triangular arrangement so that you can face and
speak directly to the patient, yet still turn to look at the translator. Speak in short
segments, then give the translator time to convey the information. Verify the patient’s
and family’s understanding and check for an emotional response.

Module 7 - Video 2

Summary

This six-step protocol for delivering information offers guidelines and practical
suggestions on communicating medical information effectively and compassionately,
and responding to a patient’s and family’s feelings and needs. Approaches for handling
the family who says “don’t tell” the patient, using a translator, and communicating
prognosis are also discussed. Tips are provided on communicating when language is a
barrier.

The protocol is a framework for approaching this essential task for physicians and all
other members of the interdisciplinary team. It is not meant to be a rigid set of rules that
must be followed in all cases. Once you have learned the basic steps, learn to
customize the protocol to your day-to-day practice patterns (i.e., just as you learned to
drive a car, etc.).

When provided effectively, clear communication can only strengthen the physician-
patient relationship.
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Key Take-Home Points

1. The vast majority of Americans (>90%) want to know about it if they have a life-
threatening illness.

2. Use the six-step approach, particularly when learning this skill.

Step 1. Getting started
3. Create an environment that is conductive to effective communication.

4. Ensure that the right people are present.

Step 2: Finding out what the patient knows
5. Start by establishing what the patient and family know about the patient’s health.

Step 3: Finding out how much the patient wants to know
6. People handle information differently.

7. Each person has the right to voluntarily decline to receive any information and
may designate someone else to communicate on his or her behalf. Find out how
the patient would like to receive information.

8. Rather than confronting family members’ request not to tell with “I have to tell the
patient,” explore why they do not want you to tell the patient. Suggest going to
the bedside together to find out what the patient wants to know.

Step 4: Sharing the information

9. Deliver the information in a sensitive but straightforward manner.

Step 5: Responding to patient and family feelings
10. Outbursts of strong emotion are an expected component of information sharing.
Learn how to cope with this.
Step 6: Planning, follow-up

11.Establish a plan for next steps.

When language is a barrier

12. Verify that translators will be comfortable and sufficiently skilled in translating the
news you are about to give.

13. Avoid using family members as primary translators. It confuses their role,
frequently compromises the therapeutic quality of the interview, and may
compromise some patients’ desire for confidentiality.
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Pearls

1. Jargon confuses the message; check for patient/family understanding.

2. The six-step protocol for communicating effectively provides tools for
communicating in difficult situations, for families that say “don’t tell,” for defining
treatment goals, etc.

3. Don'’t use jargon. Patients don’t always understand that lesion, tumor, growth,
nodule, and cancer may all be the same thing. Use the “C” (cancer) word. Be
clear.

4. If you are feeling overwhelmed by the patient’s and family’s emotional response,
name that emotion. “I can see that you are feeling overwhelmed.” Whatever you
are feeling is usually a reflection of the patient’s emotions.

5. Make a partnership with your patient and the family caregiver; draw them into the
interdisciplinary team and foster their active participation in the care plan.

Pitfalls

1. Failing to recognize that if a patient/family conversation is making you feel
anxious the family and patient are likely feeling anxious.

2. Giving exact predictions of survival. Instead of saying, “Your survival is 6

months,” try, “Your survival is months; how you do over the next month or so will
help us better determine what to expect.”

3. Talking too much rather than listening.

4. Jumping into a discussion of the treatment of advanced cancer only to discover

that the patient doesn’t know the diagnosis. Ask the patient what he or she
knows about the illness first.

Trying to “soften the blow” by being falsely hopeful. This is vague and
misleading. Be kind, but truthful.

EPEC™ -O Self-Study Module 7: Communicating Effectively 12 of 17



References

Module 7: Communicating Effectively

1 Field MJ, Cassel CK, eds. Approaching Death: Improving Care at the End-of-
Life. Washington, DC: National Academy Press. 1997;59-64. ISBN:
0309063728; full text.

2  Sekimoto M, Asai A, Ohnishi M, et al. Patients' preferences for involvement in
treatment decision making in Japan. BMC Fam Pract. 2004;5(1):1. PMID:
15053839.

3 Jadalla A, Sharaya H. A Jordanian view about cancer knowledge and
attitudes. Cancer Nurs. 1998 Aug;21(4):269-273.

The article provides an assessment of Jordanian knowledge and attitudes
about cancer; 81.5% of participants wanted to know their diagnosis if they had
cancer.

4 Buckman R. How to Break Bad News: A Guide for Health Care Professionals.
Baltimore, MD: The Johns Hopkins University Press; 1992:65-97.

5 Garg A, Buckman R, Kason Y. Teaching medical students how to break bad
news. CMAJ. 1997;156(8):1159-1164. PMID: 9141988; full text.

This article describes a program for teaching medical students how to break
bad news. An evaluation of the program by the participants over a 5-year
period is presented.

6 Baile WF, Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP. SPIKES-A
six-step protocol for delivering bad news: Application to the patient with
cancer. Oncologist. 2000;5(4):302-311. PMID: 10964998; full text.

A protocol for disclosing unfavorable information—"breaking bad news"—to
cancer patients about their iliness is described.

EPEC™ -O Self-Study Module 7: Communicating Effectively 13 of 17


http://www.nap.edu/books/0309063728/html/index.html
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=15053839
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=15053839
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=9141988
http://www.cmaj.ca/cgi/reprint/156/8/1159
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=10964998
http://theoncologist.alphamedpress.org/cgi/content/full/5/4/302

7  Faulkner A, Maguire P. Talking to Cancer Patients and Their Relatives.
Oxford, England: Oxford University Press;1996:58-70. ISBN: 0192616056.

Talking to Cancer Patients and their Relatives is aimed at trainees in general
practice, but is equally appropriate for doctors training in any of the specialties.
It presents practical approaches to address the most difficult aspects of
communicating with patients with cancer.

8 Quill TE, Townsend P. Bad news: Delivery, dialogue, and dilemmas. Arch
Intern Med. 1991;151:463-468.

The narrative from a real patient encounter is used to illustrate the powerful
effect that delivering bad news can have on both patient and physician. The
meaning of bad news to the patient compared with the physician are explored.

9 Hagerty RG, Butow PN, Ellis PM, et al. Communicating with realism and hope:
Incurable cancer patients’ views on the disclosure of prognosis. J Clin Oncol.
2005;23:1278-1288. PMID: 15718326; full text.

This is a report of a survey of terminally ill patients regarding the
communication skills of their doctors.

10 Quill TE, Arnold RM, Platt F. “I wish things were different”: Expressing wishes
in response to loss, futility, and unrealistic hopes. Ann Intern Med.
2001;135:551-555; full text.

A discussion is provided of potential problems that may arise when the
physician says, “I'm sorry.”

11 Clever SL, Tulsky JA. Dreaded conversations: Moving beyond discomfort in
patient-physician communication. J Gen Intern Med. 2002;17:884-885.

The authors suggest ways to solve the problem of inconvenience faced by
physicians while communicating with patients.

12 Roter DL, Larson S, Fischer GS, Arnold RM, Tulsky JA. Experts practice what
they preach: A descriptive study of best and normative practices in end-of-life
decisions. Arch Intern Med. 2000;160:3477-3485; full text.

This is a non experimental, descriptive study of audio taped discussions in
outpatient primary care practices in the United States.

EPEC™ -O Self-Study Module 7: Communicating Effectively 14 of 17


http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=pubmed&dopt=Abstract&list_uids=15718326
http://www.jco.org/cgi/content/full/23/6/1278
http://www.annals.org/cgi/reprint/135/7/551.pdf
http://archinte.ama-assn.org/cgi/content/full/160/22/3477

Self-Assessment

Module 7: Communicating Effectively

1.

Mr. Petty is a 58-year-old fast-food worker who had unresectable rectal cancer. The
cancer initially disappeared from CT scans after combination chemotherapy and
radiotherapy. He has always indicated he has faith in God and the doctor, and has
never demonstrated much interest in the details of therapy. Yet, he has always
made decisions by himself. At the present office visit, he complains of abdominal
discomfort and poor appetite; physical examination shows a large nodular liver.
After establishing an appropriate setting, you would next:

[> a). tell him cancer has spread to the liver
b). tell him he’s in God’'s hands now

c). determine what he understands

0o 0ono

d). determine who he relies on for support

Mrs. Twardowsky is a 62-year-old former cleaning woman with Rai Stage IV chronic
lymphocytic leukemia, poorly controlled diabetes mellitus and consequent
peripheral neuropathy, renal insufficiency, and coronary artery disease. She has
advanced congestive heart failure that is not responding well to medical therapy.
Her daughter asks you not to talk to her about the cancer because it “would take
away all hope.” She wants you to give chemotherapy, but tell the patient it is “strong
antibiotics.” Your best next response is to:

[> a). ask the daughter more about what kind of hope she would like her mother
to have

b). agree and wait for a future opportune time

c). disagree and tell the patient the truth

0o 0ono

d). tell the daughter you have to tell the patient the truth

EPEC™ -O Self-Study Module 7: Communicating Effectively 15 of 17



3. Mr. Oliver is a 53-year-old farmer with non small-cell lung cancer metastatic to liver
and bone. In talking about the future course of his iliness, he begins to cry. His wife
is also tearful. Besides having facial tissues available, the next best approach is to:

[Z a). continue with the discussion
b). reassure him

c). be silent

000 n

d). tell them to stop crying

4. You are completing a family meeting for a patient with moderately advanced
Alzheimer’s-type dementia and newly diagnosed unresectable pancreas cancer in
which you have been describing the nature and likely course of the disease. The
patient is unable to participate. In concluding the meeting, it is most important to:

[Z a). summarize the plan of care

[Z D). reassure the family that all will be well

[Z c).tell them to be strong

[ d). summarize their decisions about code status
EPEC™ -O
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Self-Assessment Answers
Question 1. The correct answer is: ¢)

This question is aimed at understanding the steps of information giving. It is best to
ascertain the patient’s understanding of his situation as well as how much information
he wants to know before giving the new medical information. Euphemisms, even well
intentioned, won'’t build a therapeutic relationship for the future. They may be interpreted
as abandonment. Finding out his support system is important, but not the best answer
to the question.

Question 2. The correct answer is: a)

This question is aimed at the physician’s response when the family says “don’t tell.” The
best next step is to assess why the family member is making the request. Confronting
the family by insisting you will tell or going around them will only create mistrust and
likely endanger the therapeutic relationship. Not telling is also inappropriate without
ascertaining that is the patient’s desire. After talking with the family member, the next
aim may be to have a family meeting to ask the patient how she wants medical
information handled.

Question 3. The correct answer is: ¢)

This question is aimed at the physician’s response to strong emotion. Silence usually is
best at first. Telling them to stop crying directly or providing premature reassurance
gives them the same message—that you are not acknowledging or interested in
supporting them through their emotional response to the news. Continuing with the
discussion in spite of tears can also give the same unfortunate message.

Question 4. The correct answer is: a)

This question is aimed at understanding how to finish the interview. It is best to
conclude with a summary of the plan for the next steps. Reassurance that “all will be
well” may not, in fact, be true. Avoid unintentional messages to not complain. Although
a decision about code status may be part of the plan, it should generally not be a single
focus of care and should only be summarized in the context of the total plan of care,
including what will be done.
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 Abstract





Communicating information, whether it is good or bad news, is an essential skill for oncologists. This module presents a six-step approach to structuring communication. The steps include getting started, finding out what the patient knows, finding out how much the patient wants to know, sharing information, responding to feelings, and planning/follow-up. Approaches for handling a family who says “don’t tell” the patient and for using a translator when language is a barrier are advocated. 


Introduction





Communicating information, whether it is good or bad news, is an essential skill for oncologists. Many find it challenging to communicate effectively, especially when it involves a cancer from which the patient may eventually die. Some feel inadequately prepared or inexperienced. Others fear the news will be so distressing as to adversely affect the patient, family, therapeutic relationship, or course of the business day. 


However, the vast majority of Americans want to know if they have a life-threatening illness. (Ref. 1) Studies in other cultures yield surprisingly similar data. (Ref. 2) (Ref. 3) Although legitimate cultural variations are important, communicating in a direct and compassionate manner improves the patient’s and family’s ability to plan and cope, encourages realistic goals and autonomy, supports the patient emotionally, strengthens the physician-patient relationship, and fosters collaboration among the patient, family, physicians, and other professionals.
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Objectives





After studying this module, oncologists and other members of the cancer care team will be able to: 


· Explain why the communication of information is a core clinical skill for oncologists. 


· Use a six-step protocol to deliver bad news. 


· Use a translator effectively when language is a barrier. 


Six Steps for Communicating Effectively


The recommended six-step protocol has been adapted from How to Break Bad News: A Guide for Health Care Professionals by Robert Buckman. (Ref. 4) (Ref. 5) He and colleagues have subsequently developed a mnemonic, SPIKES, that helps physicians remember the protocol. (Ref. 6) Others have reported similar approaches.(Ref. 7) (Ref. 8)


		SPIKES

		Six-step protocol to
communicate effectively



		Setting. Getting started.

		1. Set the stage.



		Perception. What does the patient know?

		2. What does the patient know?



		Invitation. How much does the patient want to know?

		3. How much does the patient want to know?



		Knowledge. Sharing the information.

		4. Share the information.



		Emotion. Responding to feelings.

		5. Respond to feelings.



		Subsequent. Planning and follow-up.

		6. Plan next steps and follow up.





During the first three steps, prepare to share the information. Start by gathering the facts. Then sit down comfortably and assess the patient’s understanding. Inquire what the patient knows and what he or she would like to know. 


Some of these first three steps can be completed before the session at which you actually discuss the news. 


During the last three steps, manage the information carefully. Deliver the news clearly, succinctly, and without using jargon. Once the facts have been stated, stop talking. Allow time for the patient’s reactions and respond to them. Once the patient is settled, plan for follow-up. 


Don’t consider this protocol to be a script to be followed rigorously. Use it as a tool to guide important aspects of an interaction in which difficult information is shared.


Step 1: Set the stage


Before starting to communicate any news, plan what will be discussed. Confirm the medical facts of the case. Ensure that all needed information is available. If this is an unfamiliar task, rehearse what you will say. Don’t delegate the task. If several team members will be present, it may be helpful for the team to meet to plan the communication in advance. 


Create an environment that is conducive to effective communication. Ensure privacy and adequate seating. Ensure that a box of facial tissues and a glass of water are handy. 


Allot adequate time for the discussion. Do not slip this into a short interval between other critical tasks. Prevent interruptions. Arrange to hold telephone calls and pages or give them to someone else. 


Determine who else the patient would like to have present for the discussion. This might include family, significant others, surrogate decision makers, and/or key members of the interdisciplinary team (e.g., nurse, social worker, chaplain, etc.). 


Step 2: What does the patient know?


Start the discussion by establishing what the patient and family know about the patient’s health. With this information, ascertain whether the patient and family will be able to comprehend the information.


Questions might include:


· “What do you understand about your illness?” 


· “How would you describe your medical situation?” 


· “Have you been worried about your illness or symptoms?” 


· “What did other doctors tell you about your condition or procedures that you have had?” 


· “When you first had symptom X, what did you think it might be?” 


· “What did Doctor X tell you when he sent you here?” 


· “Did you think something serious was going on when…?” 


Occasionally a patient will fall silent and seem completely unprepared or unable to respond. To ease the situation and stimulate discussion, try to clarify what the patient understands about his or her medical history and recent investigations. Identify absent family members or others on whom the patient relies. If this is ineffective and the patient remains silent, or if it appears the patient requires more support, it may be better to reschedule the meeting for another time. 


Step 3: How much does the patient want to know?


Next, establish what and how much each patient wants to know.


People handle information differently, depending on their race, ethnicity and culture, religion, and socioeconomic class. Each person has the right to voluntarily decline to receive any information and may designate someone else to communicate on his or her behalf. Ask the patient and family how they would like to receive information. If the patient prefers not to receive critical information, establish who to give information to.


Possible questions include:


· “If this condition turns out to be something serious, do you want to know?” 


· “Are you the kind of person who likes to know all the facts?” 


· “Would you like me to tell you the full details of your condition? If not, is there somebody else you would like me to talk to?” 


· “Some people really do not want to be told what is wrong with them, but would rather their families be told instead. What do you prefer?” 


· “Do you want me to go over the test results now, and explain exactly what I think is wrong?” 


· “Who would you like me to talk to about these issues?” 


The way the patient answers the questions will give clues as to her or his educational level, verbal fluency, and family dynamics. Listen carefully and observe everyone’s responses to your questions. Use this experience to influence how you deliver your news.


Advance preparation


All of the discussion to this point is about preparation to give the diagnosis and prognosis. Some of that preparation might best occur well before the information is actually given. The initial assessment, and subsequent discussions that prepare the patient for critical tests, all provide opportunities to determine what the patient already knows and how he or she would like to have information handled. 


Provide periodic information and caution that the news might not always be good. With this incremental approach and periodic “warning shots,” the patient and family may be better prepared for bad news.


When the family says “don’t tell”


Many times, family members will ask the physician not to tell the patient the diagnosis or other important information. While it is the physician’s legal obligation to obtain informed consent from the patient, an effective therapeutic relationship requires a congenial alliance with the family.


Rather than confronting the request with, “I have to tell the patient,” inquire why they are concerned. Possible questions include: 


· “Why don’t you want me to tell the patient?” 


· “What is it that you are afraid I will say?” 


· “Tell me about your past experience with cancer?” 


· “Is there a personal, cultural, or religious context that you want me to know about?” 


Suggest that you go to the patient together to ask how much he or she wants to know about his or her health and what questions there might be. Share anecdotes and talk about the pain of secrecy and the opportunities that come with open communication. 


These situations may require significant negotiation. In particularly difficult cases, support from the institutional ethics committee may be helpful. Ultimately, it may be decided, after discussion with the patient, that details of diagnosis and prognosis and treatment decisions will be discussed only with the family. However, unless the patient has previously indicated that he or she wants no information, hiding the diagnosis or important information about prognosis or treatment from the patient is neither ethical nor legally acceptable.


Physicians do not need to feel constrained to practice in a way that compromises care or feels unethical. If the physician and the family cannot come to agreement, the physician may choose to withdraw from the case and transfer care to another physician.


There are ethnic and cultural differences in the preferred handling of information. While knowledge of such differences is useful as a background, global conclusions about them rarely help with decision making for an individual. The patient should be asked about general preferences for handling of medical information and decision making early in the clinical relationship before significant information needs to be shared. This will help the clinician avoid making a misstep.


Step 4: Share the information


Deliver the information in a sensitive but straightforward manner. 


Start by letting the patient know that you have bad news, then share the facts. Say it, and then stop. Avoid delivering all of the information in a single, steady monologue. Use simple language that is easy to understand. Avoid technical jargon or euphemisms. Pause frequently. Check for understanding. Use silence and body language as tools to facilitate the discussion. (Ref. 9)


Do not minimize the severity of the situation. Well-intentioned efforts to “soften the blow” may lead to vagueness and confusion.


You might choose to break the bad news by using language like:


· “I feel badly to have to tell you this, but the growth turned out to be cancer.” 


· “I’m afraid the news is not good. The biopsy showed that you have colon cancer.” 


· “Unfortunately, there’s no question about the test results: it is cancer.” 


· “The report is back, and it’s not as we had hoped. It showed that there is cancer in your colon.” 


· “I’m afraid I have bad news. The bone marrow biopsy shows that you have leukemia.” 


“I’m sorry”


The phrase “I’m sorry” may be interpreted by the patient or the family to imply that the physician is responsible for the situation. It may also be misinterpreted as pity or aloofness. If you use the phrase, adjust it to show empathy. For example, instead of saying, “I’m sorry to have to tell you this,” the phrase, “I wish things were different” may be equally effective at communicating empathy without conveying responsibility for the condition. (Ref. 10)


Step 5: Respond to feelings


Patients and families respond to bad news in a variety of ways. Some respond emotionally with tears, anger, sadness, love, anxiety, relief, or other strong emotions. Others experience denial, blame, guilt, disbelief, fear, or a sense of loss or shame, or may even intellectualize why the situation is happening. A few may demonstrate reflexive psychophysiologic responses such as “fight or flight” and may even try to bolt from the room or totally withdraw into themselves.


Outbursts of strong emotion make many oncologists and other physicians uncomfortable. (Ref. 11) Give the patient and family time to react. Be prepared to support them through a broad range of reactions.


Listen quietly and attentively. Acknowledge their emotions. Ask them to describe their feelings:


· “I imagine this is difficult news…” 


· “You appear to be angry. Can you tell me what you are feeling?” 


· “Does this news frighten you?” 


· “Tell me more about how you are feeling about what I just said.” 


· “What worries you most?” 


· “What does this news mean to you?” 


· “I wish the news were different.” 


· “I’ll try to help you.” 


· “Is there anyone you would like me to call?” 


· “I’ll help you tell your son.” 


· “Your Mom and Dad are sad now. They’ll feel better when you get better.” 


Remind them that their responses are normal. Make a box of facial tissues available. Nonverbal communication may also be very helpful. Consider touching the patient in an appropriate, reassuring manner. Offer a drink of water, a cup of tea, or something else that might be soothing.


Allow time for the patient and family to express all of their immediate feelings. Don’t rush them. Once the emotion is spent, most people will be able to move on. This usually lasts only a few minutes. The most frequent physician error is to talk. (Ref. 12) This is counter-productive. A shared understanding of the news and its meaning enhances the physician-patient relationship and facilitates future decision making and planning.


Step 6: Plan next steps and follow-up


Establish a plan for the next steps. This may include gathering additional information or performing further tests. Treat current symptoms. It may include helping parents tell their child about the illness and what treatment will be like. Arrange for appropriate referrals. Explain plans for additional treatment. Discuss potential sources of emotional and practical support (e.g., family, significant others, friends, social worker, spiritual counselor, peer support group, professional therapist, hospice, home health agency, etc.).


Reassure the patient and family that they are not being abandoned and that the physician will be actively engaged in an ongoing plan to help. Indicate how the patient and family can reach the physician to answer additional questions. Establish a time for a follow-up appointment.


Ensure that the patient will be safe when he or she leaves. Is the patient able to drive home alone? Is the patient distraught, feeling desperate, or suicidal? Is there someone at home to provide support?


At future visits, elements of this protocol may need to be revisited. Many patients and families require repetition of the news to gain a complete understanding of their situation.


When Language Is a Barrier 


This same six-step protocol for communicating information effectively can be used when the patient and physician do not speak the same language. The assistance of an experienced translator who understands medical terminology and is comfortable translating bad news is required. There are several services in North America that offer translation by telephone if there is no one directly available. Brief translators before the interview and reassure them that their role is only to translate. Verify that they will be comfortable translating the news you are about to give.


If possible, avoid using family members as primary translators. It confuses their roles in the family unit and may raise issues of confidentiality. Additionally, family members may not know how to translate the medical concepts the oncologist is trying to convey, and/or they may modify the news to protect the patient. Instead, when family members are present who do speak both languages, ask them to supplement the primary translation and support the patient and other members of the family.


When working with a translator, sit in a triangular arrangement so that you can face and speak directly to the patient, yet still turn to look at the translator. Speak in short segments, then give the translator time to convey the information. Verify the patient’s and family’s understanding and check for an emotional response.
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Summary





This six-step protocol for delivering information offers guidelines and practical suggestions on communicating medical information effectively and compassionately, and responding to a patient’s and family’s feelings and needs. Approaches for handling the family who says “don’t tell” the patient, using a translator, and communicating prognosis are also discussed. Tips are provided on communicating when language is a barrier.


The protocol is a framework for approaching this essential task for physicians and all other members of the interdisciplinary team. It is not meant to be a rigid set of rules that must be followed in all cases. Once you have learned the basic steps, learn to customize the protocol to your day-to-day practice patterns (i.e., just as you learned to drive a car, etc.).


When provided effectively, clear communication can only strengthen the physician-patient relationship.


Key Take-Home Points





1. The vast majority of Americans (>90%) want to know about it if they have a life-threatening illness. 


2. Use the six-step approach, particularly when learning this skill. 


Step 1: Getting started


3. Create an environment that is conductive to effective communication. 


4. Ensure that the right people are present. 


Step 2: Finding out what the patient knows


5. Start by establishing what the patient and family know about the patient’s health. 


Step 3: Finding out how much the patient wants to know


6. People handle information differently. 


7. Each person has the right to voluntarily decline to receive any information and may designate someone else to communicate on his or her behalf. Find out how the patient would like to receive information. 


8. Rather than confronting family members’ request not to tell with “I have to tell the patient,” explore why they do not want you to tell the patient. Suggest going to the bedside together to find out what the patient wants to know. 


Step 4: Sharing the information


9. Deliver the information in a sensitive but straightforward manner. 


Step 5: Responding to patient and family feelings


10. Outbursts of strong emotion are an expected component of information sharing. Learn how to cope with this. 


Step 6: Planning, follow-up


11. Establish a plan for next steps. 


When language is a barrier


12. Verify that translators will be comfortable and sufficiently skilled in translating the news you are about to give. 


13. Avoid using family members as primary translators. It confuses their role, frequently compromises the therapeutic quality of the interview, and may compromise some patients’ desire for confidentiality. 


Pearls


1. Jargon confuses the message; check for patient/family understanding. 


2. The six-step protocol for communicating effectively provides tools for communicating in difficult situations, for families that say “don’t tell,” for defining treatment goals, etc. 


3. Don’t use jargon. Patients don’t always understand that lesion, tumor, growth, nodule, and cancer may all be the same thing. Use the “C” (cancer) word. Be clear. 


4. If you are feeling overwhelmed by the patient’s and family’s emotional response, name that emotion. “I can see that you are feeling overwhelmed.” Whatever you are feeling is usually a reflection of the patient’s emotions. 


5. Make a partnership with your patient and the family caregiver; draw them into the interdisciplinary team and foster their active participation in the care plan. 


Pitfalls


1. Failing to recognize that if a patient/family conversation is making you feel anxious the family and patient are likely feeling anxious. 


2. Giving exact predictions of survival. Instead of saying, “Your survival is 6 months,” try, “Your survival is months; how you do over the next month or so will help us better determine what to expect.” 


3. Talking too much rather than listening. 


4. Jumping into a discussion of the treatment of advanced cancer only to discover that the patient doesn’t know the diagnosis. Ask the patient what he or she knows about the illness first. 


5. Trying to “soften the blow” by being falsely hopeful. This is vague and misleading. Be kind, but truthful. 


Patient Resources


National Cancer Institute (NCI)


· Website: www.cancer.gov 


· Phone: 1-800-4-CANCER (1-800-422-6237) 


· Useful Resources 


· When Cancer Returns 


· Coping With Advanced Cancer 


· Taking Time 



National Coalition for Cancer Survivorship


· Website: www.canceradvocacy.org 


· Phone: 1-877-622-7937 


· Useful Resource 


· Teamwork: A Patient’s Guide to Talking With Your Doctor 
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Self-Assessment
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		1.

		Mr. Petty is a 58-year-old fast-food worker who had unresectable rectal cancer. The cancer initially disappeared from CT scans after combination chemotherapy and radiotherapy. He has always indicated he has faith in God and the doctor, and has never demonstrated much interest in the details of therapy. Yet, he has always made decisions by himself. At the present office visit, he complains of abdominal discomfort and poor appetite; physical examination shows a large nodular liver. After establishing an appropriate setting, you would next:


Top of Form


[image: image3.wmf]

a). tell him cancer has spread to the liver


[image: image4.wmf]

b). tell him he’s in God’s hands now


[image: image5.wmf]

c). determine what he understands


[image: image6.wmf]

d). determine who he relies on for support


Bottom of Form


Bottom of Form


Bottom of Form





		2.

		Mrs. Twardowsky is a 62-year-old former cleaning woman with Rai Stage IV chronic lymphocytic leukemia, poorly controlled diabetes mellitus and consequent peripheral neuropathy, renal insufficiency, and coronary artery disease. She has advanced congestive heart failure that is not responding well to medical therapy. Her daughter asks you not to talk to her about the cancer because it “would take away all hope.” She wants you to give chemotherapy, but tell the patient it is “strong antibiotics.” Your best next response is to:


Top of Form
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a). ask the daughter more about what kind of hope she would like her mother to have 


[image: image8.wmf]

b). agree and wait for a future opportune time


[image: image9.wmf]

c). disagree and tell the patient the truth


[image: image10.wmf]

d). tell the daughter you have to tell the patient the truth


Bottom of Form


Bottom of Form


Bottom of Form





		3.

		Mr. Oliver is a 53-year-old farmer with non small-cell lung cancer metastatic to liver and bone. In talking about the future course of his illness, he begins to cry. His wife is also tearful. Besides having facial tissues available, the next best approach is to:


Top of Form
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a). continue with the discussion


[image: image12.wmf]

b). reassure him


[image: image13.wmf]

c). be silent


[image: image14.wmf]

d). tell them to stop crying


Bottom of Form


Bottom of Form


Bottom of Form





		4.

		You are completing a family meeting for a patient with moderately advanced Alzheimer’s-type dementia and newly diagnosed unresectable pancreas cancer in which you have been describing the nature and likely course of the disease. The patient is unable to participate. In concluding the meeting, it is most important to:


Top of Form
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a). summarize the plan of care
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b). reassure the family that all will be well
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c). tell them to be strong


[image: image18.wmf]

d). summarize their decisions about code status


Bottom of Form


Bottom of Form


Bottom of Form





Self-Assessment Answers

Question 1.  The correct answer is: c)

This question is aimed at understanding the steps of information giving. It is best to ascertain the patient’s understanding of his situation as well as how much information he wants to know before giving the new medical information. Euphemisms, even well intentioned, won’t build a therapeutic relationship for the future. They may be interpreted as abandonment. Finding out his support system is important, but not the best answer to the question.


Question 2.  The correct answer is: a) 

This question is aimed at the physician’s response when the family says “don’t tell.” The best next step is to assess why the family member is making the request. Confronting the family by insisting you will tell or going around them will only create mistrust and likely endanger the therapeutic relationship. Not telling is also inappropriate without ascertaining that is the patient’s desire. After talking with the family member, the next aim may be to have a family meeting to ask the patient how she wants medical information handled. 


Question 3.  The correct answer is: c)

This question is aimed at the physician’s response to strong emotion. Silence usually is best at first. Telling them to stop crying directly or providing premature reassurance gives them the same message—that you are not acknowledging or interested in supporting them through their emotional response to the news. Continuing with the discussion in spite of tears can also give the same unfortunate message.  


Question 4.  The correct answer is: a)

This question is aimed at understanding how to finish the interview. It is best to conclude with a summary of the plan for the next steps. Reassurance that “all will be well” may not, in fact, be true. Avoid unintentional messages to not complain. Although a decision about code status may be part of the plan, it should generally not be a single focus of care and should only be summarized in the context of the total plan of care, including what will be done.

Video Transcripts


		Patient:

Status: 


Event:

		Hector G, 67 


Iron deficiency anemia, weight loss


Follow-up visit after colonoscopy



		Module 7 Video 1



		DOCTOR: [Seated at desk in her office, speaking into the phone.] Hello. I’m waiting for results on Hector Gonzeles. Andenocarcinoma.


Can you send in Mr. Gonzales, please?



		[Patient and his daughter enter doctor’s office.]



		DOCTOR: Hello, Mr. Gonzales. How are you?



		HECTOR:  Okay, doctor.



		DOCTOR: [Speaking to patient’s daughter, shaking her hand.] You must be Vivian. 



		DAUGHTER: Yes.



		DOCTOR: I’m Dr. Bridger. Please have a seat.


I’m glad you were able to come. I know your father really wanted you to be here when I go over his test results.


Mr. Gonzales, did they tell you anything when they did the colonoscopy?



		HECTOR: No, doctor, they didn’t tell me anything. They didn’t say anything.



		DOCTOR: I know you wanted me to tell things to you straight, so I’m going to do that. I’m afraid I have bad news. The mass in your intestines is a cancer.



		HECTOR: [Distraught; reaches for his daughter and embraces her.] That’s all I need. What am I going to do now? 



		DOCTOR: I’m really sorry to have to tell you this. I wish I didn’t have to give you this news. [Remains silent while Hector and his daughter regain their composure.]



		DAUGHTER: What does this mean?



		DOCTOR:  You know, at this point we don’t know what it means. It may not be as bad as you think. We’ll need to do some more tests.



		HECTOR: Oh, I don’t want any more tests. 



		DOCTOR: Mr. Gonzales, I know you’re upset, but if we do some more tests we may find out exactly how bad it is, whether the cancer has spread, and what are the next things we need to do. 



		HECTOR: But you told me that it’s cancer.



		DOCTOR: I said it’s cancer, but I don’t know how bad it is, and only with a few more tests will we be able to find out. We probably need to do a CT scan to get more information. 



		HECTOR: [To his daughter.] Vivian, I don’t understand what she means.



		DAUGHTER: Don’t worry, Poppy. We’ll talk about it at home.



		Module 7 Video 2



		DOCTOR: You know, Vivian, I really appreciate your help in explaining things to your father. But, Mr. Gonzales, I’d like for us to talk a little bit more here together so I can know what your questions are. Tell me what you’re afraid of. 



		HECTOR: Am I going to die?



		DOCTOR: Cancer does not necessarily mean that your life will be shorter. Many cancers these days are curable. That’s why I want to do some more tests to find out, to get some more information. 



		HECTOR: I’m sorry I’m upset, doctor.



		DOCTOR: No. I know it’s very scary.



		HECTOR: I don’t want to talk any more. 



		DOCTOR: I want to do whatever I can to help you [lightly touches Hector’s arm]. Is there anyone else in the family that I should speak to?



		HECTOR: Yes, my son, Hector. I’ll give you the phone.



		DOCTOR: Please. Give me his number and I’ll call him and I’ll give him some information. And if either of you have any questions, I want you to call me at any time. We’re going to take this one step at a time and I’m going to help you to understand everything that’s going on.



		HECTOR: Thank you, doctor.



		DOCTOR: Why don’t we go make an appointment now.
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Race, ethnicity, culture, religion,
socioeconomic status

Age and developmental level




[image: image32.png]Advance preparation

» Initial assessment

+ Preparation for critical tests

What does the patient know? (step 2)

How does the patient handle
information? (step 3)




[image: image33.png]When family says
“don’t tell” . ..

+ Legal obligation to obtain informed
consent from the patient

+ Promote congenial family alliance
+ Honesty with a child promotes trust




[image: image34.png]. . . When family says
“don’t tell”

+ Ask the family:
Why not tell?
What are you afraid | will say?
What are your previous experiences?
Is there a personal, cultural, or religious
context?

» Talk to the patient together




[image: image35.png]Step 4: Sharing the
information . ..

« Say it, then stop
Avoid monologue; promote dialogue
Avoid jargon, euphemisms
Pause frequently
Check for understanding
Use silence, body language




[image: image36.png]. . . Step 4: Sharing the
information

+ Don’t minimize severity
Avoid vagueness, confusion

« Implications of “I’'m sorry”




[image: image37.png]Step 5: Responding to
feelings . . .
Normal reactions

+ Affective response

Tears, anger, sadness, love, anxiety,
relief, other

+ Cognitive response

Denial, blame, guilt, disbelief, fear, loss,
shame, intellectualization

» Basic psychophysiologic response
Fight-flight




[image: image38.png]. . . Step 5: Responding to
feelings . . .

+ Be prepared for
Outburst of strong emotion
Broad range of reactions

» Give time to react




[image: image39.png]. . . Step 5: Responding to
feelings

» Listen quietly, attentively
+ Encourage descriptions of feelings
» Use nonverbal communication




[image: image40.png]Step 6: Planning,
follow-up . ..

» Plan for next steps
Additional information, tests

Treat symptoms, referrals as needed

» Discuss potential sources of support




[image: image41.png]. . . Step 6: Planning,
follow-up

« Give contact information, set next
appointment

+ Before leaving, assess:
Safety of the patient
Supports at home

+ Repeat news at future visits




[image: image42.png]When language is a
barrier . . .

+ Use a skilled translator
Familiar with medical terminology
Comfortable translating bad news

+ Consider telephone translation
services




[image: image43.png]... When language is a
barrier

+ Avoid family as primary translators
Confuses family members
How to translate medical concepts
Modify news to protect patient
Supplement the translation

+ Speak directly to the patient




[image: image44.png]Summary

A structured approach to
communicating helps the
oncologist perform this
important role.






Module 7 - Video 1







Module 7 - Video 2
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