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'Not being told what is wrong' is the most frequent complaint patients 
make (Fletcher, 1980). In cancer a lack of information greatly increases the 
stress and anxiety experienced. In this report, 46 patients with cancer were 
given audiotape recordings of their 'bad news' consultations to take home. 
Analysis of subsequent questionnaire data revealed that both patients and 
their families benefited enormously from the opportunity to hear the 
details of their diagnosis and treatment again. 

Consistent reports in the literature have shown that patients are 
dissatisfied with the information given to them by their doctors 
(Freeman et ai, 1911; Stiles et ai, 1919; Tuckett and Williams, 
1984). There are several explanations for this finding: 
• The time constraints imposed by a busy NHS outpatient 
clinic mean that consultations are often too briefand important 
information is omitted. 
• Doctors are not- given adequate training in communication 
skills and do not therefore impart information in a manner 
likely to prove satisfactory for patients (Rutter and Maguire, 
1916; Ley, 1977; Thompson and Anderson, 1982). 
• Some doctors deliberately withhold information on the 
grounds that patients will ask questions ifthey want to know the 
answers and too much information will only be upsetting 
(Slevin, 1987). 
• Patients themselves do not retain or maybe even repress the 
information given to them, especially if it concerns emotionally 
distressing items such as a diagnosis of cancer. . 

For example, in a randomized clinical trial of treatment for 
early breast cancer, more than half the 101 patients claimed that 
the ir,formation given to them at the 'bad news' interview had 
been inadequate (Fallowfield et ai, 1986). This study protocol 
required that participants sought fully informed consent from 
patients prior to randomization. Thus these women had signifi
cantly more discussion about treatment options than is often 
usual in a busy outpatient clinic. When patients were asked 
what aspects of the information had been inadequate, many 
acknowledged that hearing the diagnosis of cancer had so 
shocked or stunned them that the rest of the conversation with 
the doctor had been lost. 

Several techniques have been or are being tried to remedy 
these information/communication difficulties, e.g. the curricu
lum in most medical schools is being expanded to include a 
great deal more communication skills training (Rutter and 
Maguire, 1976) in the hope that this will help future doctors to 
handle the breaking of bad news more effectively and make 
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them much more aware of their patients' needs at such times. 
Clinicians themselves can do some fairly simple things which 
make a significant difference to the amount of information a 
cancer patient retains, and these can affect the patient's long
term adjustment to disease and management, e.g. inviting a 
close companion to be with the patient during the interview is 
helpful (Fallowfield et ai, 1987). Another simple method of 
improving patient satisfaction is by providing good information 
aids (Ellis et ai, 1979). Some oncology departments, drug 
companies, charities such as BACUP and self-help organiza
tions such as the Mastectomy Association have produced 
excellent information sheets, booklets, posters, videos and 
audiotapes. Many of these are extremely useful and provide 
fairly accurate material in a clear, easily understandable man
ner, but they can also be too general for individual patients and 
might even convey misleading, inappropriate or confusing 
material. One way to circumvent this problem is to provide only 
that information which is applicable and specifically tailored to 
meet the individual patient's own needs. This can be achieved 
by providing an audiotape of the patient's actual consultation 
with the doctor (Butt, 1977). 

This has been done as a small pan of an Australian study 
(Reynolds et ai, 1981). During the project the research group 
gave questionnaires to 61 cancer patients who detailed how 
much and what sons of information they wanted to have about 
their disease and its treatment before seeing the oncologist. 
Fourteen of the patients were then given audiotapes of their 
eventual consultations. While provision of the tapes did not 
improve the recall of information in comparison with those 

.patients given an explicit consultation on the basis of their 
questionnaires, .the patients found the tapes of value, particu
larly when other members of the family could listen to them. 

The aims of our own study were therefore threefold: . 
1.	 Was it practicable to record the bad news consultation with 

cancer patients and their surgeon on basic equipment during 
a routine general surgical outpatient clinic at a district 
general hospital? 

2. What differences,	 if any, did this make to the manner in 
which the consultant surgeon conducted his bad news 
interviews? 

British Journal of Hospital Medidne, Vol 41, April 1989 

Supplied by The BritiSh Library - "The world's knowledge" 

330 



- - --_.-- - -_ .. ------------'---..... 
3. What did patients with cancer feel about this? Were the tapes 

useful to them or upsetting? 

Method 
Fony-six patients attending a general surgical outpatient de
partment for a consultation concerning their diagnosis and 
treatment were asked for their permission to record the discus
sion. All of them had a diagnosis ofcancer: 4 men and 7 women 
had bowel cancer 'and the remaining 35 women had carcinoma 
of the breast.' All of the patients with bowel cancer had 
resectable disease and none had liver metastases. The staging of 
the disease among the patients with breast cancer was as 
follows: 
• Stage I, 9 patients 
• Stage II, 18 patients 
• Stage III, 4 patients 
• Stage IV, 4 patients.
 
The mean age of the patients was 56 years (range 31-81 years).
 
All tapes were recorded using a battery/mains operated Sony
 
TCS-430 tape-recorder with built-in microphone. The appara

tus measured 14 x 8 x 3 cm.
 

At the end of the consultation the patients were invited to 
take the recording home. When they had finished listening to 
the tape they were asked to return it to the surgeon together 
with a questionnaire. Both the tape and the questionnaire were 
then sent to a research psychologist who analysed the data and 
prepared transcripts of the interviews. A summary of the items 

. in the questionnaire can be seen in Fig 1. The transcripts are 
being analysed using a version ofStiles' verbal response modes 
whereby verbal utterances are coded according to the inferred 
communicative function, Le. disclosures, questions, edifica
tions, acknowledgements, interpretations, confirmations and 
r~fleetions (Stiles, 1978). As this is a lengthy process, detailed 

Questions Palients' Responses 

1. Have you listened to lhe tape? ~,LJ 
Yes No" no, why not? 

(see text tor details) 

2. Has anyone listened to it wilh you? 
~ U 

Ilyes, who? Yes No 

~ ~ ~~ 
Husbandl Friend Other SoN 

Partner e.g. Sisterl Daughter 
Brother 

3. Was lhe tape helpful? [!] ~ 
Yes No 

4. Did it contain any intor.mation 
whic/'l you had torgollen? ~EJ 

Yes No 
It yes, what infOflTlation? (see text tOf details) 

S. Did lhetape, or anypartof.it upsel you? ~ 
6. Was anythingWI discussed 

Yes 

which you think should have been? ~ 
Yes No 

Ityes, please specify (see text for details) 

7. Please write any other commenls 30/39 (77%) patients made 
you might haIIe below. positive comments. There 

were no negative commenls 
(see leKI tor details) 

Fig. 1. A summary of the items in the questionnaire with details 
of the patients' responses. 
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analysis of these transcripts will be reponed at a later date. All 
the transcripts were checked, however, to ensure that the 
surgeon had indeed discussed both the diagnosis of cancer and 
the proposed management of the disease with the patient. 

Results 
The mean running time of the tapes was 14 min 37 s (range 7 
min 52 s to 25 min 15 s). There was no evidence that the length 
of the interview either increased or decreased over the study 
period. The actual content of the tapes varied depending on the 
site ofthe cancer and the management required. All the patients 
were told the results of tests performed and had the various 
treatment options described. The diagnosis ofcancer was stated 
explicitly. Patients were encouraged to ask questions although 
the majority of the consultations were very 'doctor-directed' 
with the surgeon giving information. Questions, when asked, 
were mainly for clarification of different points concerning 
treatment. None of the patients asked for a prognosis. 

Three patients did not possess a tape-recorder, and so 
declined to take the tape home. One patient agreed to the 
recording of the consultation but then did not wish to take the 
tape. Transcripts were nevertheless made of these interviews. 
One patient did not wish to listen to the tape herself on the 
grounds that she could not face even hearing the diagnosis 
again. However, she gave the tape to her husband and daughter 
who returned the questionnaire saying how very helpful the 
recording had been to them. These data are not included in the 
results. Two patients claimed that they could not listen to the 
tapes due to a technical failure with the recordings. A total of41 
patients could, therefore, have listened to their consultations 
and of these 39 (95%) did so. 

In answer to the question 'Has anyone listened to the tape 
with you?', 38 out of 39 patients said 'Yes'. Many of the 
patients played it to several members of their families and also 
gave it to their friends, as can be seen in Fig. 1. All 39 (1000/0) of 
the patients who played the tape found it helpful, although only 
15 (38%) thought it contained forgotten information. The most 
frequently forgotten points were facts concerning the radio
therapy treatment and the way in which tamoxifen worked. 

Only two (50/0) of the patients felt lhat anything had been 
missed out of the consultation - in both cases this was 
information as to how long they would be in hospital after their 
operation - and one patient would have liked to know more 
about the results from her mammogram, blood tests and bone 
scan. 

Despite the potentially distressing content of the tapes, with 
cancer being mentioned quite frankly, only 8 (21 %) patients 
found listening to the tapes upsetting. Every one of those 
patients nevertheless said that it had been helpful. 

.At the end of the questionnaire patients were asked for any 
other comments and 30 (770/0) wrote something. All these 
comments were extremely positive; no negative statements were 
made. 

Discussion 
The first aim of this project was to determine whether or not it 
was practicable to make tapes of important consultations with 
patients during a general surgical outpatient clinic using basic 
recording equipment. Although two patients claimed that they 
could not replay the tapes, which we have described ;IS technical 
failures, the consultation was recorded satisfactorily in both 
cases, if a little faintly. . 

As far as the time taken in a busy clinic is concerned, this 
rather depends on the commitment of the individual surgeon 
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and how much importance he or she places on proper communi
cation with patients with cancer. The interviews were conduct
ed at three NHS hospitals and it was necessary, therefore, to 
transport both machine and tapes to each clinic (the apparatus 
was less than the size of an average paperback, so this was not a 
major problem). There were no significant practical difficulties 
although the fact of recording did draw attention to the number 
of interruptions by others in the clinic office and also to how 
often a telephone rings during a consultation. 

The second aim of the project was to determine whether or 
not recording affected the consultant's perception of the man
ner in which he conducted the bad news interview. Although 
this was not directly quantifiable, the surgeon was much more 
aware of the need to do it properlyl 

Even when clinic pressures meant that time was short, the 
explanations could not be conducted with the patient still on the 
couch at the end of an examination, even if they would have 
flowed on naturally at that time; it was always necessary for the 
patient to dress and come to the desk. This was advantageous, 
however, because ifrelatives or friends were present, they could 
more easily be invited into the consultation. A number of the 
patients attended hospital alone, but the knowledge that the 
consultation was being recorded made it possible to proceed 
with the bad news interview with even more confidence in its 
likely value. The patient who is alone and upset is often given 
less information, but with the recording the surgeon found it 
appropriate to continue with the interview even if the patient 
seemed unlikely to retain the information, on the basis that the 
patient and hislher family would be able to hear it all again later 
as many times as they wished. For this reason the surgeon felt 
that he did spend longer on recorded bad news interviews than 
he usually had on interviews in the past. The fact of recording 
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also gave the bad news interview a rather higher profile and the 
consultant felt that this made him consciously attach even more 
importance to the consultation than he had done previously. 

Our third important aim was to determine the reactions of 
the patients to the practice of recording. Did they, for example, 
find the tapes useful or upsetting, and how many would refuse 
to be recorded? 

The results show that patients found their tapes extremely 
helpful for a variety of different reasons. Not only did the 
majority listen to them several times themselves, but also most 
patients played them to various other family members and 
friends. 
... 'The'tape was a wonderful idea - I was able to play it 
. several times to my very large family.' 

One patient was even able to copy the tape and send it to her 
family in the USA and Ireland. Just as doctors often find 
breaking bad news to patients difficult, patients often find the 
prospect of telling their loved ones that they have cancer 
extremely distressing. 

'in my opinion the tape is a very good Idea, and I found it 
very helpful to sit down quiellyto listen to the conversation 
again with my family and then taJk it over.' . . 
Another difficulty voiced by patients themselves is that lay 

people often have problems recalling medical terminology or 
I'rocedures about which they have little previous knowledge or 
experience. 
." 'Weihlnk the-tape is a very good idea, very helpful. Whilst 

, had not forgotten information, playing the tape on our 
.own (my husband and me) helped to clarify the advice and 
information. ' 

Doctors tend to overestimate the ability of patients to under
stand even fairly simple medical terms (Samora et aI, 1961; 

Segall and Roberts, 1980). This difficulty is compounded 
further when an individual is emotionally distressed. 

_ ... _... 

'This (the tape) was a tremendous help as it is impossible 
to recall everything said when one is in a state of shock.' 

The 'any other comments' section of the questionnaire 
contained many other valuable insights into the difficulties 
patients experience when conveying bad news to their partners, 
family members and friends. Many of our patients felt that the 
primary value of the tapes was their usefulness in giving 
accurate information to their families. 

;Your iciea of the tape was brilliant, 8$1 found Icouldn't tell 
my family. They found it very helpful and it put their minds 
at rest. Your tape gave me great comfort and confidence 
in you.' 

'I found the tape"very helpful indeed for the reasons below: 
(1) It prevented me from unintentionally dIstorting any 
information , was given; (2) the CSIm and factual discus
sion is very useful to listen to again at times of panic and 
despair.' 

-- .Se~eral patients commented that the tapes gave them a 
greater trust and confidence. 

'Pia}iing-th9 tape several tlmes"helped me become calmer 
about the operation.' 

'Wethoughiit gave us support.' 

It is important to remember that the doctor was at all times 
being realistic and honest with patients about their disease. He 
was not giving false reassurance but always attempted to find 
positive points with which to encourage patients, and to permit 
them to maintain realistic hope. In the words of one patient 
with cancer of the colon necessitating an abdominoperineal 
resection: 
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'I appreciated very muCh the frank and StJ'Blghtforward 
manner of telling me I had cancer - tt made It much 
easier to cope with the whole thing, put It In perspective.' 

..	 -- -"- ... 
This study of taped interviews was prompted by a letter in a 

journal from a teacher whose GP suggested that recording their 
telephone conversation about test results might be useful 
(Dalziel, 1987). The teacher found it so helpful that he wrote a 
letter asking whether or not it would 'be possible to take a tape
recorder into the doctor's surgery and record the consultation.' 
He also commented: "I would be scared to ask, but know most 
patients would find it a great help." Hopefully this small 
project has provided some support for that notion. 

Clinicians concerned about improving their commmunica
tion with patients and tempted to try recording and providing 
tapes might nevertheless be worried about the medicolegal 
implications. Before embarking on the project, a tape was sent 
to the Medical Defence Union for their comments. They 
commended the effort to improve communication in this way 
with the proviso that patients should always be asked for their 
consent to the recording before it starts and that, if funded by 
the health authority, it must be made clear to the authority that 
tapes are being given to the patients in case these are not 
returned. 

We hope that this paper will encourage more clinicians to try 
taping their consultations; patients with cancer and their 
relatives clearly benefit from such efforts. 

Tht aUlhors Idsh 10 lhank lht Canctr Rtsearch Campaign for financial supporr, 
and Karin Knowles and RUlh SUllon for lyping lhe lranscriprs of lhe lapes. 
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