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Patient preferences for the delivery of bad news – the experience of a UK Cancer Centre

The primary aim of this study was to assess how patients would prefer to be given their cancer diagnosis in a
typical UK cancer centre. Two hundred and forty-four patients attending the oncology outpatient department
at the Leicester Royal Infirmary, UK, were recruited. Patients were invited to complete the Measure of
Patients’ Preferences questionnaire, write comments on their own experience of the breaking bad news
consultation and choose their preferred role in decision making. Over 90% of questionnaires were completed.
Patients rated the items addressing the message content of the consultation as more important than the
facilitative or the supportive aspects. Over 80% of patients wrote a detailed account of their experiences, of
which 60% were satisfied with the consultation. Most of the patients who were dissatisfied commented on the
unsympathetic or pessimistic manner of the doctor. The majority of patients wanted a collaborative role in
decision making. Regarding the cancer diagnosis, the majority of patients have information needs, want to be
involved in treatment decisions and know their prognosis. The difficulty for physicians is how to meet
individual information needs, give hope, but not deliver unrealistic expectations.
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INTRODUCTION

The importance of the delivery of bad news is well known
and when done well, can improve patient satisfaction and
adjustment to cancer (Fallowfield & Jenkins 1999). The
National Health Service Cancer Plan highlights the need
for good communication between health professionals and
patients (Department of Health 2000). Individual prefer-
ences for the level of involvement in decisions must be
respected and monitored on an ongoing basis (National
Institute for Clinical Excellence Guidance on Cancer Ser-
vices 2004).

Over recent years the communication between oncolo-
gists and their patients has been the focus of increasing
interest (Butow et al. 1996; Fallowfield and Jenkins 1999;
Baile et al. 2000; Schofield et al. 2001; Baile and Aaron
2005) Although many studies report patients want to be
well informed about their cancer and treatments
(Meredith et al. 1996; Benbassat et al. 1998; Jenkins et al.
2001; Schofield et al. 2001), a significant proportion of
patients prefer minimal information (Butow et al. 1997)
and exposure to potentially threatening information may
be a source of distress (Fallowfield 1993). Few doctors
recognise the different preferences that their patients have
for both type and amount of information (Fallowfield &
Jenkins 1999).

To date much of the research has been conducted in
distinct sets of patients, limited to specific cancers or has
addressed an aspect of the communication process
(Schofield et al. 2001; Hagerty et al. 2004; Rutten et al.
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2005). Future research should address the information
needs of a large representative and diverse sample of
cancer patients including those with rare cancer diagnoses
and assessment should occur with a clear reference to the
point in the cancer care continuum that a patient is cur-
rently experiencing (Rutten et al. 2005).

Although there are general guidelines for the communi-
cation of bad news (Girgis & Sanson-Fisher 1995; Baile
et al. 2000) oncologists need to determine the appropriate
type and amount of information to impart to patients. An
important first step may be to ask patients themselves
(Hack et al. 2005). Few studies have explored breaking bad
news from a patient preferences point of view. Information
preferences of melanoma patients rated being told face to
face as most important, followed by feeling confident in
receiving the best treatment (Schofield et al. 2001). A total
of 98% of patients attending oncology outpatient clinics
needed to know whether the illness was cancer and 95%
wished to know their chance of cure (Jenkins et al. 2001).
Although most patients prefer the collaborative role
(shared approach) for decision making with their doctor,
this is not well recognised by physicians (Hack et al. 2005).

Studies have shown discrepancies between patients’
experiences and preferred characteristics of communica-
tion (Butow et al. 1996). Quality cancer care requires not
only understanding what patients require from their
doctor, but also to assess how patients experience the
patient–physician communication. Few studies have
examined how patients evaluate how they were told their
cancer diagnosis (Salander 2002).

Researchers at the University of Texas M. D. Ander-
son Cancer Center (Comprehensive Cancer Center)
developed the Measure of Patients’ Preferences question-
naire (MPP) to assess how patients would like to have
their diagnosis conveyed to them (Parker et al. 2001).
Patients were asked to reflect on their experience of the
time that their diagnosis was discussed. Patients indi-
cated that the physician’s expertise and being given
information on their condition and treatment options
were areas of greatest concern to them. The supportive
aspects of the communication were rated as less impor-
tant. Similar findings have been shown using the MPP
questionnaire in prostate cancer patients in Canada
(Davison et al. 2004).

These results may reflect a particular patient group and
may not necessarily represent the population of a typical
UK Cancer Centre. Leicester can be regarded as a typical
UK region in terms of cancer service configuration. The
main aim of our study was to use the MPP questionnaire
to assess our patients’ preferences regarding the manner in
which physicians deliver a cancer diagnosis.

METHODS

The questionnaire was handed out to 244 oncology out-
patients (new, follow-up, chemotherapy and radiotherapy
appointments) at the Leicester Royal Infirmary, UK. The
research team (oncology doctor and specialist nurse)
approached patients awaiting their oncology appointment.
In the majority of cases the research team was not
involved in the care of the patients approached. Patients
were randomly selected from a range of disease sites to
ensure a maximal variability sample. Patients could either
complete the questionnaire in the waiting room or at
home (self-addressed envelope).

Patients were at least 18 years old, diagnosed with
cancer at least 1 month earlier and able to give written
informed consent. Exclusion criteria included any
patient whose doctor felt they should not be approached,
because of potential emotional issues. The Leicestershire
Local Research Ethics Committee gave approval for this
study.

The questionnaire consisted of demographic details and
free text space for patients’ comments. In the MPP ques-
tionnaire, respondents were asked to rate 46 statements
on a 5-point scale: (1) not at all important; (2) optional, can
take or leave it; (3) important; (4) very important; and (5)
essential, every doctor should do it. Patients also com-
mented using a 5-point scale, on how concerned they
would be if certain situations (1a–17a) either arose or not
during their consultation. The Control Preferences
Measure (CPM) asked patients to select from five pictorial
statements the one they favoured for decision making.
Roles ranged from the individual making the treatment
decisions (A active role), the individual making the deci-
sions jointly with the doctor (C collaborative role) and the
doctor making the decisions (E passive role) (Degner et al.
1997).

Statistical analysis

Sample size calculations were carried out prior to the
running of the study. Statistical analysis of the data con-
sisted of descriptive analyses of the demographic and
medical characteristics of the sample. Analysis of the
association between age, sex, marital status and their
medical variables such as stage, recurrence with MPP
scale and the CPM data used odds ratios, 95% confidence
intervals and chi-squared test for categorical data. The
non-parametric tests, Spearman’s rho (continuous vari-
ables), Mann–Whitney and Kruskal–Wallis (comparison of
means) were utilised. Significance testing where possible
was obtained.
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RESULTS

From 244 questionnaires, 90.2% were returned. Of these,
89.5% were filled in completely. The remainder had less
than 4% of answers missing and therefore were able to be
used for analysis. Main reasons for non-return were lack of
English or too much going on in their lives at that time.
Demographic characteristics of the study population are

shown in Table 1. The lack of ethnic groups recruited onto
the study was due to the difficulty of obtaining an official
translator at appropriate times, the questionnaire being
available only in English and another research team based
in the same department conducting a questionnaire study
specifically aimed at the Asian population. The most
common cancer types were lung (21.4%), colorectal (20%)
and breast (15%), although all disease sites were repre-
sented including rare tumours (7%). Just over half (52.7%)
of the study population had metastatic disease. Mean time
since diagnosis was 2.5 years (SD 3 years). The majority
had received or were undergoing treatment for their
cancer (surgery 68.6%, chemotherapy 81.8%, radio-
therapy 37.3% and clinical trial 30.5%). Most had received
bad news once or twice (54%).

From the 46 MPP items the 10 highest and 10 lowest
scores are shown in Table 2a. Of these items receiving the
highest ratings, seven addressed aspects related to the
expertise of the physician and the type and extent of infor-
mation provided, the rest were regarding the facilitative
component of the communication. Items rated the lowest
were those describing the supportive aspects of the com-
munication.

The scores for the 17 statements (1a–17a) are ranked in
descending order (Table 2b). The statements that con-
cerned people most were the doctor’s manner including
the doctor being bored, disinterested, annoyed or being
interrupted during the breaking of bad news. Least upset-
ting were the supportive issues such as family members

Table 1. Patients’ demographics

Characteristic Percentage

Ethnic origin White 96.4
Asian 2.3
Afro Caribbean 0.9
Unknown 0.5

Marital status Married/living with partner 83.6
Divorced 3.6
Widowed 6.8
Single 5.5
Unknown 0.5

Qualifications No formal qualifications 59.5
‘O’ Levels 15.9
‘A’ Levels 4.1
College 11.8
Graduate 8.2
Unknown 0.5

Occupation Professional 12.3
Management 7.7
Manual 15.0
Service/clerical 17.3
Housewife/husband 10.0
Retired 32.7
Self employed and unemployed 2.3
Unknown 2.7

Table 2a. Measure of Patients’ Preferences questionnaire mean ranking scores

Item Mean SD

Highest ratings
My doctor telling me the best treatment options 4.62 0.673
Being told in person rather than over the phone 4.56 0.813
My doctor being up to date on research on my type of cancer 4.54 0.682
Having my doctor take the time to answer all of my questions completely 4.52 0.750
Feeling confident about my doctor’s technical competence and skill 4.47 0.768
Having the doctor be honest with me about the severity of my condition 4.42 0.834
Being given enough time to ask all of my questions about my cancer and the available treatments 4.41 0.757
My doctor letting me know all of the different treatment options 4.40 0.827
Being told as soon as possible 4.38 0.828
Having my doctor give me his/her full attention 4.37 0.811

Lowest ratings
Having the doctor tell me about resources in the community for e.g. support groups 3.45 0.958
Encouraging me to talk about my feelings about the news 3.44 1.106
Telling me it’s OK if I become upset 3.30 1.147
My doctor warning me he has unfavourable news 3.25 1.138
Comforting me if I become emotional 3.22 1.112
Having the doctor inform my family members about my prognosis 2.93 1.265
Having the doctor inform my family members about my diagnosis 2.93 1.303
Being told by a doctor who knows me well 2.81 1.192
My doctor helping me to figure out how to tell my family and friends about the cancer 2.79 1.275
The doctor holding my hand or touching my arm while telling me the news 2.05 1.107

SD, standard deviation.

BROWN et al.

© 2010 Blackwell Publishing Ltd58



not being present. In the CPM, the majority of patients
(44.5%) chose the collaborative role, 37.8% chose the
passive role and 13.2% the active role.

The 46-item MPP questionnaire was separated into
three different categories (Parker et al. 2001), content
(what and how much information is told, e.g. my doctor
telling me the best treatment option), facilitation (setting
and context variables, e.g. being told in a private, quiet
setting) and support (emotional support during the inter-
action and emotional and physical support in the commu-
nity, e.g. having the doctor tell me about resources in the
community such as support groups).

Content was the most important issue (mean 4.205, SD
0.788) with facilitation (mean 4.026, SD 0.707), although
important, ranking slightly lower. Support provided the
lowest score, although still seen as important (mean
3.229, SD 0.873).

MPP and CPM responses

Age

Older patients (over 71 years) favoured the passive role
(63.8% vs. 32.5% P < 0.001) and younger patients the
collaborative role (51.5% vs. 25.5% P = 0.002). There was
a negative correlation seen between increasing age and the
rating of content (Spearman’s rho -0.187, P = 0.006) and
facilitation (Spearman’s rho -0.194, P = 0.004).

Sex

No significant difference between the sexes in their pre-
ferred roles. Females rated support (P = 0.027) and facili-
tation (P = 0.013) higher than males.

Other demographics

There was no significant difference seen in the preferred
CPM role and marital status. Patients with no formal
qualifications favoured the passive role (50% vs. 24.4% P
< 0.001) and patients with qualifications favoured the col-
laborative role (60.5% vs. 35.5% P < 0.001). Married
patients rated content higher than single, widowed or
divorced patients P = 0.017. Patients from professional/
managerial occupations rated content higher than patients
from manual occupations P = 0.004.

Cancer site

No difference was seen between tumour type and pre-
ferred CPM role or in the ranking of content, facilitation
and support.

Treatment

The active role was more popular in patients currently in
or who had participated in a clinical trial (23.4% vs. 9.6%
P = 0.007). No difference seen between type, intent of
treatment (palliative or radical) or time from diagnosis and
preferred role. Patients whose primary treatment was
radical (curative intent) placed content P = 0.026 and
facilitation P = 0.004 higher than those whose primary
treatment was palliative.

Other

There was a positive correlation between the number of
times told bad news and the rating of support (Spearman’s
rho 0.168, P = 0.014) and facilitation (Spearman’s rho

Table 2b. Measure of Patients’ Preferences questionnaire mean ranking scores (questions 1a–17a)

Item Mean SD

The doctor seems bored or disinterested 4.73 0.839
Your doctor appears annoyed and impatient with your questions 4.60 0.947
The doctor interrupts you or changes topics before giving you a complete answer 4.58 0.898
The doctor seems rushed or impatient 4.53 0.886
Your doctor is abrupt when giving you the news 4.50 0.918
Your family members are given the news about your condition before you are told 4.44 1.096
Your doctor tells you the news over the telephone 4.43 1.075
You are not given information about your prognosis 4.40 0.982
The doctor is vague in responding to your questions about prognosis 4.33 0.982
You are hearing the information from a physician in training rather than a consultant 4.19 1.122
Your doctor uses medical words that you don’t understand 4.00 1.161
Your doctor tells you the news when other people are present 3.93 1.332
Your doctor does not invite you to express your reactions or worries 3.93 1.105
Your doctor is called/paged whilst discussing the news with you 3.82 1.277
You are not asked whether or not you would like your family members to be present or

not when you are told the news
3.72 1.378

You are given more information than you can take in at one time 3.56 1.094
Your family members or loved ones not being present during the discussion 3.55 1.445

SD, standard deviation.
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0.151, P = 0.027). Patients who were unhappy with their
breaking bad news consultation rated support P = 0.013
and facilitation P = 0.017 higher than those who were
happy with their experience.

Over 80% of patients wrote a detailed account of how
their diagnosis was conveyed to them. Most received their
diagnosis in the non-oncology setting. Over half (60%)
were satisfied, of which 21.6% mentioned that the doctor
was sympathetic, kind and sensitive. Patients also liked
the news delivered in a straight to the point and profes-
sional manner. Negative comments included the doctor
being unsympathetic (26.8%) or pessimistic (14.6%) as
well as the use of technical jargon, lack of privacy and
support. A few patients were informed by phone or mail of
the diagnosis or the need to see an oncologist. Other com-
ments included ‘I was told whilst coming round from the
anaesthetic’, ‘My family were told first and left to tell me’
and ‘I had to walk out into the waiting area when I was
still upset’. A recommendation for the doctor to give hope
was made by 22.3% of patients.

DISCUSSION

Leicester patients completed the questionnaire effectively.
Patients identified clear preferences regarding how they
would like news conveyed to them and rated the content of
the message highest with the facilitative and supportive
aspects rated lower though still important. These findings
are in support of the findings at the University of Texas M.
D. Anderson Cancer Center. The importance placed on all
three issues generally fell as age increased.

The majority of patients wanted to be involved in the
decision-making process with 44.5% preferring the col-
laborative role. Of the patients who chose the passive
roles, over half (56.6%) although preferring the doctor to
make the final decision, wanted their opinion to be con-
sidered seriously.

From the literature variables such as low educational
attainment, older age, male gender and disease severity are
predictive of a passive role (Hack et al. 2005). We found
this pattern to be correct for patients over 71 years of age
and patients with no formal education. Having advanced
disease (metastatic disease) was not necessarily associated
with choosing the passive role and although more
males chose the passive role this was not statistically
significant.

The majority of patients felt that talking about progno-
sis should be included in the consultation which supports
findings from previous studies (Meredith et al. 1996;
Jenkins et al. 2001; Hagerty et al. 2004). In our study the
vast majority of patients wanted this information (90.1%).

Regarding written comments on how patients were told
their diagnosis, these gave a unique insight into their
individual experiences. Many of the problems encoun-
tered were due to a basic communication failure by the
health professional breaking the news rather than a lack of
a specific preference requirement being addressed. This
may reflect a problem with professional attitudes towards
cancer (lack of experience, knowledge or empathy) or
through deficits in the health service (time constraints or
lack of facilities).

The limitations of the study include a lack of infor-
mation regarding preferences for the breaking of bad
news for a cross cultural population. In addition, when
patients are recalling their bad news consultation, it is
likely that their perceptions and emotional state have
changed and that preferences might vary over time. This
is the subject of a longitudinal study being carried out in
our department.

Our findings support previous studies that have
addressed aspects of patients’ preferences (Jenkins et al.
2001; Parker et al. 2001; Davison et al. 2004) with patients
expressing a desire for confidence in the doctor’s ability
and for discussions regarding treatment and prognosis.
Although ranked lower than content, when the facilita-
tive and supportive aspects of the consultation were
lacking it resulted in a bad experience for the patient.
Tailoring the bad news interview to patient preferences
may increase patient satisfaction and as many cancer
patients do not receive their initial diagnosis from an
oncologist, these preferences are relevant to health profes-
sionals in general.

Despite advances in communication training, it is clear
from patients’ experiences that there is dissatisfaction
with how they were told their cancer diagnosis and there-
fore there is still much work to be carried out in teaching
clinicians how to break bad news. To improve the care of
cancer patients we need to be aware of individual infor-
mation needs and also to address any obstacles (including
attitudes) in the health service that prevent these needs
being met.

In conclusion, in the disclosure of the cancer diagnosis
doctors must attempt to meet the information needs of
individual patients. This study indicates that most
patients want a discussion about prognosis, but also to be
given hope. The major challenge for oncologists is how to
give hope without endorsing unrealistic expectations. The
patient doctor interaction is a dynamic process and more
research is required to understand further the complexity
of this relationship and address how we can meet patients’
preferences and any concerns identified in a busy clinical
environment.
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