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ABSTRACT OF THE DISSERTATION

Breaking Bad News:
Effect of Physician Communication on Analog Patients’ Response
by
Emily Kissel Porensky
Doctor of Philosophy in Psychology
Washington University in St. Louis, 2010

Professor Brian D. Carpenter, Chairperson

Breaking bad news is a difficult, yet unavoidable part of healthcare forgunysi
and patients alike. Although expert opinion suggests that certain strategiesatangr
bad news may be better than others, there is little methodologically rigoseasate to
support current guidelines. This study used an experimental paradigm to test two
communication strategies, forecasting bad news and framing prognostioatibn,
when giving people a life-limiting diagnosis of colon cancer. Videotapes ddmct
physician disclosing a diagnosis of cancer and discussing prognosispRatsid\ =
128) were asked to imagine they were going to see a doctor for physical syrtipggms
had been experiencing and were randomly assigned to one of one of four videotape
conditions: (a) bad news warning (i.e., “I'm afraid | have bad news.”), positicernet
framing (e.g., chances of survival); (b) no warning, positive outcome framjngadc
news warning, negative outcome (e.g., chances of death) framing; or (dymogya
negative outcome framing. Results showed that the type of warning recommended i

current guidelines (and examined in this study) was not associated with lower



psychological distress (i.e., anxiety, affect), nor did it improve recalb$ultation
content. In contrast, individuals who heard a positively framed prognosis were
significantly less anxious and had lower negative affect than those who heard a
negatively framed prognosis. They rated their prognosis as significattey thean those
who heard the negative frame and were significantly more hopeful. Despge thes
desirable outcomes, a trend toward reduced accuracy in recalling thegirogtatistics
was observed in the positive condition. Because the goal of a prognostic discaussion i
generally to balance accurate knowledge with optimal psychologicibeiah, these
findings suggest indirectly that mixed framing (i.e., explaining prognagishath
positiveand negative frames) may be best, although further research is needed. The
results from this study contribute to a growing body of literature exploptighal
approaches for communicating bad news in health care. Though individual difference
preclude a one-size-fits-all approach, this empirical evidence should help doctors
communicate bad news in ways that enhance understanding while minimiziagistr

each patient.
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CHAPTER 1: OVERVIEW

Breaking bad news, such as disclosing an alarming diagnosis or conveying poor
prognosis, is reported to be one of the most difficult communication tasks facedthy hea
care professionals (Hagerty, Butow, Ellis, Dimitry, & Tattersall, 2008y physicians
describe this task as stressful, and patients relate experiences ofigebatvinews from
physicians whose approach was insensitive or inadequate (Butow et al., 1996; Ghristaki
1999; Friedrichsen & Milberg, 2006). Numerous guidelines have been discussed in
journal articles, editorials, and formal protocols in an effort to help physicang out
these difficult conversations; however, these guidelines and recommendations tend to
highlight only general communication strategies and are based largekpert
consensus (Baile et al., 2000). For example, guidelines often encourage physicians
forecast impending bad news with a warning, that is, a statement such as “I deenot ha
good news.” Though it is suggested that this type of warning may soften the blow and
improve the patient’s understanding, there is not yet research to suppomrithis cl

Furthermore, these general guidelines rarely offer recommendatidmawdo
discuss topics that are particularly difficult for physicians, such adisglpoor
prognosis to patients. It is debated, for instance, whether it is more beneffcahe a
prognosis in terms of positive outcomes (e.g., “You have a 30% chance of syreival
negative outcomes (e.g., “You have a 70% chance of'deRtdriguez, Gambino,

Butow, Hagerty, & Arnold, 2008). Discerning whether physicians’ framing ajrpsis
might influence patients’ recall and interpretation is critical (Gordona&idhtery, 2003;
Rodriguez et al., 2008), as research shows that patients tend to overestimate (i.e., a

more positive about) their own prognosis (Mackillop, Stewart, Ginsburg, & Stewart



1988). Moreover, these misjudgments tend to be associated with seeking more\aggres
treatment compared with patients with more realistic understandings rgbithgnosis
(Weeks et al., 1998).

In short, although expert opinion suggests that certain approaches to breaking bad
news may be better than others, there is a dearth of methodologicalbusgor
investigations to support current guidelines. Little is known about “which of thernagrs
interpersonal, news-specific, situation-specific, and transmissiaifispariables” may
contribute to patients’ recall, interpretation and response to bad news (Ptacekh&rEb
1996, p. 496).

The purpose of this dissertation was to examine the effect of forecasting lbad new
and framing prognostic information when people receive a life-limitinghdisig. The
study had the following specific aims:

1. Determine whether forecasting bad news affects psychologicalsgisinel
information recall in analog patients receiving a hypothetical cancanalay

2. Determine whether the framing of the prognosis (positive outcome vs. negative
outcome) influences psychological distress, recall, and interpretations of
prognosis and feelings of hope in analog patients.

3. Determine whether analog patient characteristics (e.g., persoagk,
education, health information style) interact with warning and framing to

influence analog patient outcomes.



CHAPTER 2: LITERATURE REVIEW

Overview

Research on patient-physician communication has a relatively long histiey i
social, behavioral, and medical sciences. Research on breaking bad news, hewever, i
limited. According to one review, fewer than 25% of publications on breaking bad news
present original data (VandeKieft, 2001), and empirical data that are azadadito be
based primarily on retrospective investigations and self-report studiesa€iphy
opinion and patient preferences (Ptacek & Eberhart, 1996). The literature kunetivis
chapter will focus primarily on studies of cancer patients, as the majbriggearch and
discussion on breaking bad news has been conducted within oncology.

The first section of this review defines bad news and provides a general overview
of the two forms of bad news that are examined in this study: diagnosis and pognosi
This is followed by evidence suggesting that patients often have high levelgesslis
and poor understanding of what they have heard after receiving bad news, varying with
particular aspects of physician communication. Research on patientsépoefe and
physicians’ perspectives on bad news delivery is then reviewed. A generasidisafs
practice guidelines is included next, followed by a more detailed discussiwo of
communication strategies: warning of impending bad news and framing prognosti
information in terms of positive versus negative outcomes. This chapter concitidas w
discussion of the limitations of prior studies and the associated need for cdntrolle
experimental studies to explore whether particular communication séstegi enhance

patient recall and understanding while minimizing distress.



Bad News Defined: The Importance of Diagnosis and Prognosis

In healthcare, bad news is a phrase that is used liberally to describe any
information that “results in a cognitive, behavioral or emotional deficit in trsoper
receiving the news that persists for some time after the news iga@dt@Ptacek &
Eberhardt, 1996, p. 496). This definition implies that, ultimately, the interpretatlmacdof
news is subjective and may vary according to an individual patient’s perg@malipast
experiences (Fallowfield & Jenkins, 2004). Another commonly cited definition describe
bad news as “any news that drastically and negatively alters the ‘gatient of his or
her future” (Buckman, 1984, p. 1597). Most communication research has focused on bad
news in the form of disclosing a diagnosis such as Alzheimer’s disease ar, cance
however, bad news may range from telling a patient that he needs to take ioreébcat
high cholesterol to telling family members that a patient has died. Conveying poor
prognosis, that is, telling a patient that a cure is unlikely or that he does ndbvhgve
live, is reported to be an especially challenging communication task {@dh%Butow,
2004).

Though sometimes assumed to be synonymous with life expectancy, prognosis
generally refers to the predicted course and outcome of a disease. Progna$#sons
both disease-related and treatment-related information including the sptead of
disease, the chance of a cure, 5- or 10-year survival rates, qualitativeaggpsaif
disease progression, and differences in morbidity and mortality with and without
treatment (Rodriguez et al., 2008). Some researchers distinguish betwettigiali

prognosis (i.e., the patient is/is not expected to die from this disease) andatjuantit



prognosis (i.e., how long the patient is expected to live; Kaplowitz, Campo, & Chiu,
2002).

Although difficult for physicians to communicate and for patients to hear, bad
news is an unavoidable part of healthcare. Ethical and legal standards in Wdstees c
encourage patients to be involved in medical decision-making, and emphasis is placed on
the patient’s own preferences for treatment and care. As such, patients needsianehde
both their diagnosis and prognosis, even when that information is bad, in order to make
informed decisions according to their preferences and values. Indeed, studies hawve show
that how patients understand their diagnosis and estimate their prognosigdsteelat
what treatments they choose to pursue (Weeks et al., 1998).

Challenges of Bad News Communication

Psychological Distress

In spite of the inherently subjective nature of bad news, receiving a diaghosis
cancer, particularly one with poor prognosis, can be expected to incite some keagl of
and distress. A certain amount of anxiety is normal in response to a diagnosis gf cance
yet many patients experience more severe, clinically significanhpggical distress
that can interfere with their quality of life and ability to manage and waihethe disease
(Schofield & Butow, 2004). For instance, a large study of approximately 4,500 patients
with newly diagnosed cancer found that 18% had clinically significant levels of
depression and 24% had clinically significant levels of anxiety as agsegh the Brief
Symptom Inventory (Zabora, Brintzenhofeszoc, Curbow, Hooker, & Piantadosi, 2001).

A smaller study of women with ovarian cancer reported similar findingl, wit

35% of patients evidencing mild to moderate depressive symptoms and 20% showing



moderate to severe depression using the Beck Depression Inventory (NortpRG£4g|
Notably, one investigation found that the level of mood disturbance shortly after lung
cancer diagnosis (before beginning treatment) was the strongest prediotmodf
disturbance 6 months later, even after controlling for patient charactessth as

coping style and response to treatment (Akechi et al., 2006). Although the authots of tha
investigation did not control for prediagnosis mood, this preliminary evidence suggests
that steps taken to minimize anxiety and depression early in the healthcawater may

be important for minimizing longer term psychological distress. Onlyduaimiésearch,
however, has examined the extent to which facets of physician communicatiobutentri

to patients’ anxiety and depression following bad news.

One such study found that breast cancer patients’ psychological adjustment 6
months after surgery was significantly associated with patientsl @dheir physician
having a caring and empathic attitude when communicating the cancer diagnosis
(Roberts, Cox, Reintgen, Baile, & Gibertini, 1994). Other studies have reportéat simi
results (e.g., Butow et al., 1996; Omne-Ponten, Holmber, & Sjoden, 1994). In addition, a
survey of patients with gynecologic cancer found that patients who were annéas a
depressed were more likely to report that their physicians had held back imdormat
when communicating the diagnosis compared with patients without anxiety or
depression. Anxiety was also associated with a greater need for emotionat atifper
time of the diagnosis, and women who were depressed were more likely to rdpagt fee
dissatisfied with the doctor-patient relationship (Paraskevaidis, Kitch@walker,

1993).



Another retrospective study of recently diagnosed melanoma patients fotnd tha
among other communication factors, patients who reported that their doctors discusse
the severity of the cancer and those who recalled their doctor talking about life
expectancy reported lower levels of depression approximately 3 to 4 months afte
receiving a cancer diagnosis (Schofield et al., 2003). These differencevdnpdid not
persist when patients were assessed again 3 to 4 months later. All of thesepstaiie
preliminary evidence of an association between patients’ perceptions afipghysi
communication and patients’ postdiagnosis adjustment; however, conclusions & limit
by the studies’ retrospective designs and imprecise characterizapbgsifians’
communication behaviors.

Patient Comprehension

In addition to minimizing psychological distress, maximizing patierdlread
comprehension of diagnostic and prognostic information is an important goal in the
delivery of bad news. As stated previously, patients need to understand the novel and
often complicated medical information provided by their physician if they are to
participate in decision-making about their own care (Schofield & Butow, 2004).
Unfortunately, prior research has suggested that patients may not achievéeadequa
understanding. For instance, a study of patients’ recall following an imgpadintment
with their oncologist found that patients remembered only 25% of the information
presented and only 45% of the information classified by oncologists as mostaintpor
(Dunn et al., 1993). Another investigation of cancer outpatients reported that nearly 30%

misunderstood the extent of their disease (i.e., whether it was localizedastatie} and



40% could not correctly identify the goal of the treatment they were recdieng
curative vs. palliative; Gattellari, Butow, Tattersall, Dunn, & MacLeod, 1999).

Patient comprehension regarding prognosis appears to be particularly poor
(Gattellari et al., 1999; Mackillop et al., 1988; Weeks et al., 1998). To illustrate, in the
large-scale SUPPORT study (the Study to Understand Prognoses and Resffemenc
Outcomes and Risks of Treatments), patients with advanced lung and colon cancer and
their treating physicians were asked to estimate the patientisehaf surviving 6
months (Weeks et al., 1998). Response options were less than 10%, approximately 25%,
50%, 75%, or 90% or greater. Results revealed that patients tended to overestimate the
chances of survival compared with physician estimates, as well asdiugir duration of
survival. For instance, three-quarters of patients with a less than 10% chanceviric
6 months erroneously estimated their chances of survival to be 75% or more. Similar
discrepancies were seen for patients with higher 6-month survival rates|, 8&¥abf
patients overestimated their chances of survival compared with their iphysind 59%

did so by 2 or more prognostic response categories.

These discrepancies are concerning for two reasons: first, patients were
significantly less accurate than physicians in predicting actual 6-momnikadyusecond,
patient estimates of prognosis were significantly associated witmegeapreferences.
Specifically, among patients with a less than 10% chance of surviving 6 months
according to their physician, those patients who believed they had a 90% or greater
chance of surviving 6 months were 8.5 times more likely to choose life-extending
treatment at the expense of pain and discomfort compared with patients whaoeestima

their 6-month survival probabilities at less than 90% (Weeks et al., 1998).



In sum, many patients appear to have a poor understanding of their own disease
and prognosis, and these misinterpretations have important implications fmetmeat
preferences. Patients who considerably overestimate their prognosis mag wiooes
aggressive treatments without appreciation that such treatments may pradiidesioke
effects without significantly lengthening their lives (Lamont & Clatst, 2001). These
findings do not appear to be unique to patients close to death, as a similar tendency to
overestimate prognosis and misinterpret treatment goals has been dodumente
outpatients with less advanced stages of cancer (Gattellari et al., 1999).

Common sense suggests that numerous factors likely contribute to these
misunderstandings. Although patient intellect, personality, and denial likghaptae, it
is reasonable to believe that the manner in which physicians communicalbe may
relevant, even after controlling for patient characteristics (ChrsstaRB9; Sabbioni,

1999). For instance, one study found that patients’ retrospective ratings ofritiyeo€la
information received were associated with better recall (Gattetlaf., 1999), yet this
finding clearly confounds patients’ ratings with their recall. More mebeia needed to
elucidate the association between physician communication and patienanekcall
interpretation of prognostic information.

Patient Preferences

Patients repeatedly identify good doctor-patient communication as atiassen
element in quality healthcare (Butow, Dunn, & Tattersall, 1995). A recent survei)of
patients with advanced cancer, COPD, and heart disease showed that more than 98% of
these patients cited open and honest communication with their physician as very or

extremely important to their care. Communication was the third most imporams e



of quality end-of-life care, even more important than relief of symptoms, beiaigd as

an individual, and 23 other aspects of care (Heyland et al., 2006). Communication
appears to be equally important to patients with less advanced disease. A survey of 232
outpatients with cancer found that 99% of patients cited communication skills as a very
or moderately important aspect of care, though the study did not clarify whilshvaie
considered most important (Wiggers, Donovan, Redman, & Sanson-Fisher, 1990).
Moreover, a recent qualitative study of cancer patients’ perspeabwed that many
patients believed that communication with their physician could influence iamport
cancer outcomes, most notably their survival, by virtue of its effect on deaisikimg,
immune functioning, and attitude as well as their emotional distress, sense of, @outr
feelings of hope (Thorne, Hislop, Armstrong, & Oglov, 2008).

Though overshadowed by studies of physician opinion until recently, several
researchers have attempted to discern what information patients want wéeimgdzad
news. Despite some variability according to patients’ age, education, eadalsage, a
recent review of the literature concluded that the majority of patiarast‘as much
information as possible” regarding topics ranging from diagnosis toneaa and
prognosis (Barclay, Blackhall, & Tulsky, 2007, p. 961). More specifically, one study of
cancer patients’ preferences found that patients placed the highest pmnomdgeiving
information regarding their disease and their treatment options, above aaudanias
being comforted, reassured, or talking about their feelings regarding thérenksr et
al., 2001).

With respect to prognosis, one survey of women with early-stage breast cancer

found that over 90% of women considered it very important to know their chances of

10



being cured, their chances of the recommended treatment working, and the disease
characteristics affecting their probability of cure (e.g., tumor sizepttynode

involvement). Sixty percent of women reported it was very important to know 10-year
survival rates for women taking the recommended therapy; only 30% wanted to know
maximum and minimum life expectancy figures (Lobb, Butow, Kenny, & Tsalier

1999). A similar study revealed that 91% of women with newly diagnosed breast cance
wanted to know prognostic information before making treatment decisions (Lobb, Kenny,
Butow, & Tattersall, 2001). These preferences do not appear to change chhgidera
more advanced disease stages; 80 to 85% of patients with incurable metastatic ca
reported a desire to be given information about survival rates (Hagelty2€i0).

Notably, however, in contrast to diagnostic and treatment-related informatioa, som
patients expressed a desire that their physicians inquire first bedolesthg prognostic
information (Hagerty et al., 2004).

Although most patients reportedly want to be fully informed of their condition,
this desire for information does not come without qualifications. For examplajtpatie
consistently report wanting to receive bad news in a way that is honest and
straightforward but does not destroy their hope. Similarly, “being too blungmsmonly
cited as a characteristic of poorly delivered bad news (Wenrich et al., 2C0ient$
have generally reported wanting their doctors to be empathic and supportiow,(But
MacLean, Dunn, Tattersall, & Boyer, 1997; Parker et al., 2001), to use simple language,
and to allow plenty of time for questions (Parker et al., 2001).

Parker and colleagues (2001, p. 2051) found that “doctor warning me that there

will be unfavorable news” was considered by patients to be an important, though not
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essential element for delivering bad news. This technique was rated as sblassvha
important than other aspects of communication such as being told of all treatment
options, being given the news directly and honestly, and having the doctor take time to
answer questions. Another study found similarly that 77% of breast cancatgatie
considered “[preparing patients] for the possibility of bad news as&apgssible” to be
among the top 10 most important principles for delivering bad news (Girgis, Sanson-
Fisher, & Schofield, 1999, Table 1). It remains unclear how patients define pi@para
what time frame may be considered as early as possible.

Somewhat less is known about how patients prefer to hear prognostic information.
Davey and colleagues conducted semistructured interviews with 26 caneatspatid
found that all patients preferred that physicians frame prognostic informatierms of
positive outcomes (Davey, Butow, & Armstrong, 2003). In contrast, Lobb et al. (1999)
found mixed results: 43% of women with breast cancer preferred to hear prognosis
framed in terms of positive outcomes (e.g., chance of cure) because it “ensourage
determination to manage treatment positively,” whereas 33% preferrpcotireosis
framed in terms of negative outcomes (e.g., chance of relapse) becausphtsizes the
importance of additional treatment” and was considered “more specifisgtgo. 294).

Physician Perspectives and Practices in Breaking Bad News

Many physicians report delivering bad news to be a difficult and stressful
experience, even for those who do it frequently. In a survey of 700 members of the
American Society of Clinical Oncology, over 75% of clinicians reported lngdiad
news to a patient at least 5 times in a typical month, with 45% doing so 10 or more times

per month (Baile et al., 2000). Despite this frequency, 39% rated their abilitivierde
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bad news as only fair, and 8% considered it poor. Fifty-eight percent of all ¢isiaia
this survey identified “being honest but not taking away hope” to be the most difficult
aspect of breaking bad news (Baile et al., 2000; p. 303). A similar survey found that,
although the severity of distress experienced by most physicians whilerohgjibad

news was only moderat®1(= 2.9 on a scale ranging fromriond to 5 [a great deal),
42% of physicians reported that the stress evoked in the delivery of bad news$ytypical
lasted for several hours or even as long as 3 days after the conclusion of thatomsult
(Ptacek, Ptacek & Ellison, 2001). Other studies have reported that physiciagszerho
bad news often (e.g., oncologists, colorectal surgeons) tend to experience Hgbfleve
burnout, and physicians who perceived their training in communication skills to be
inadequate were more likely to report high levels of stress and burnout (Rataiez
1995; Sharma, Sharp, Walker, & Monson, 2007).

Less is known about physicians’ perspectives on communicating information
about prognosis. Generally speaking, physicians report much greater gifificult
conveying prognosis than in disclosing diagnosis (Schofield & Butow, 2004). This
perception is reflected in physicians’ reported and observed practice. Altheady all
physicians in Western countries report disclosing diagnoses to carieaetakcept in
very rare or unusual cases (Novack et al., 1979), many physicians prefer to cundg dis
prognosis once the patient has requested that information (Gordon & Daughtery, 2003).
One survey found that 29% of oncologists would occasionally withhold prognosis unless
a patient specifically requested that information, and 17% said they would almags
do so (Baile, Lenzi, Parker, Buckman, & Cohen, 2002). Consistent with this survey, it

does appear that many physicians tend to delay or avoid disclosing prognostic
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information to patients. Perhaps the most notable documentation of this avoidance was
obtained in the innovative SUPPORT study. In that large multicenter centetigaties

of 4,804 patients with life-limiting illnesses, a randomized intervention wagnmggited
with the express goal of improving communication and decision making between
patients, families, and physicians by (among other things) providing pmssigith

reliable, computer-generated prognostic information that could be included Iy fami
discussions of prognosis and treatment goals. Physicians, however, were netlrequir
use this information, and in the end only 15% of physicians reported that they sleared t
prognostic information with patients and families (The SUPPORT Principal
Investigators, 1995). The reasons for this low percentage were unfortunately not
addressed in the study, but it seems possible that, in at least some caseanplighic
uncomfortable discussing poor prognoses.

A few studies have attempted to document physicians’ current practice of
breaking bad news by audiotaping and analyzing consultations between ons@odist
patients. One such study of patients with incurable cancer found that, althouglapkysic
discussed goals of treatment with 85% of patients and identified their cateenamsl
in 75% of cases, only 58% of patients received information about their life expectancy
(Gattellari, Voigt, Butow, & Tattersall, 2002). A more recent study used the sam
methodology to examine oncologists’ use of framing in communicating prognosis to
patients with terminal cancer. The authors of that study found that oncologistenmer
likely to discuss treatment-focused prognosis (e.g., chances of treatorkimgy72%)
rather than disease-related prognosis (e.g., chances of survival; 28%). Furthef, 27%

physicians’ prognostic statements were framed in terms of negative @st¢oen,
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chance of death or treatment not working), 50% were framed in terms of positive
outcomes (i.e., chance of survival or cure), and 23% used mixed framing (Rodriguez et
al., 2008).
With a few exceptions (e.g., Baile et al., 2002), systematic studies have not been
conducted to elicit physicians’ perspectives on optimal approaches to delivadng
news. Numerous editorials and opinion papers, however, have been written from the
perspective of physicians on how best to deliver bad news. This literature will be
summarized in the next section.
Practice Guidelines

General Review

Since the late 1970s, numerous articles and editorials with recommendations f
breaking bad news have been published in a variety of medical journals (e.g., Buckman,
1984; Campbell, 1994; Eggly et al., 2006; Fallowfield, 1993; VandeKieft, 2001). Most of
these articles were written by clinicians experienced in breaking bes] aed nearly all
were based solely on the authors’ opinions regarding best practices. There & notabl
variability in the specificity, structure, and content of the guidelines. 8leyealitative
reviews have attempted to address this variability by compiling and sunmmgari
individual recommendations, yet these reviews, too, have relied primarily on the
subjective judgment of individual authors (Barclay et al, 2007; Fallowfield & Jenkins
2004, Ptacek & Eberhardt, 1996).

One group of researchers and practitioners in New South Wales, Australia

attempted to use a more systematic consensus process to develop a protocol fay breaki

bad news (Girgis & Sanson-Fisher, 1995). Briefly, the authors first created sigmavi
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list of guidelines by reviewing past literature. This list was then reddwea panel of

28 professionals (oncologists, nurses, surgeons, social workers, clergy, and hurean right
experts), and subsequently rated by 100 cancer patients. Patients rated edink guide

a 5-point scale: legsential for doctor to do every tijn@ (desirable for doctor to do if

time permit}, 3 (Unsurg, 4 (hot necessady 5 (hever should be doheSixteen guidelines

that were recommended by the professional panel and rated as desirabEntalkby at

least 70% of patients were retained in the final protocol. These guidelines wer

1. Only one person should deliver the news.

2. Patients have an ethical and legal right to know their medical

information.

3. A physician’s main responsibility is to the patient.

4. Physicians should provide honest and reliable information.

5. Physicians should ask how much information patients want to hear.

6. Prepare the patient for the possibility of bad news as early as possible.

7. When disclosing results of several tests, do not give each result
separately.

8. Disclose the diagnosis to the patients as soon as it is confirmed.

9. Find a private location and help the patient feel comfortable.

10. If at all possible, allow significant others to be present.

11. If at all possible, another healthcare professional should be present.

12. Notify health care professionals involved in the patient's care of how
much the patient understood.

13. Express warmth, sympathy, encouragement, or reassurance with eye
contact and body language.

14. If the patient does not speak English, have an interpreter present.

15. Consider the culture, race, religious beliefs, and social background of
the patient.

16. Admit the emotional challenge of breaking bad news.

Girgis and Sanson-Fisher’s (1995) consensus process appears to be the most
systematic approach to guideline development to date, yet, unfortunately, the gtidices
suffered from several limitations. First, unlike the patient sample, it doeppedrathat
the professional panel used a systematic process in deriving their recomomendat

Second, the authors presented only the final pool of 16 guidelines, making it impossible
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to know whether their initial pool of guidelines (i.e., the provisional list based on
literature review) was consistent with other qualitative review stuBieally, and most
importantly, although their consensus approach provided some preliminary evidence
regarding patients’ acceptance of practice guidelines, empivickdrece that these
guidelines influence important patient outcomes remains absent.

One of the most frequently cited and well-organized set of guidelines is the
SPIKES protocol (Baile et al., 2000). The acronym SPIKES stands for the six
recommended steps in the process of breaking bad nev&ettjaly up the interview, (b)
assessing the patienPgrception, (c) obtaining the patientisvitation, (d) giving
Knowledge and information to the patient, (e) addressing the paismgsons with
empathic responses, and $fjategy andsummary. Within each of these general steps,
more detailed tasks and techniques are suggested. For instance, when setting up the
interview, physicians are encouraged to find a private location, involve signiditeers,
sit down, make eye contact, and avoid interruptions. When giving knowledge and
information, the protocol recommends warning the patient that bad news is coming, using
nontechnical language (e.g., spread rather than metastasized), avoiding unduesbluntnes
(e.q., “You have very bad cancer and unless you get treatment immediatelseygoing
to die,” p. 306), and intermittently assessing the patient’s understanding. agte m
guidelines, Baile and colleagues developed the SPIKES protocol by symtfdsiyi
principles and communication strategies from several qualitative revie\sraexisting
guidelines for communicating bad news (e.g., Girgis & Sanson-Fisher, 196ék Bia
Eberhart, 1996). Hence this and other recently developed protocols continue to be based

largely on expert consensus and descriptive studies of patient preferences.
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In general, guidelines for breaking bad news, including the two protocols just
described (Baile et al., 2000; Girgis & Sanson-Fisher, 1995) have been designed for
application to any bad news conversation and thus include only basic recommendations,
requiring each clinician to adapt the guidelines to his or her unique situation. Most
protocols focus on general communication style and technique and exclude guidelines i
specific content areas. For instance, neither SPIKES nor the Girgis armh-$astser
guidelines address how prognosis should be conveyed despite the fact that this topic has
been identified by physicians as one of the most difficult aspects of breakingvid ne
particularly in oncology (Baile et al., 2002; Gordon & Daughtery, 2003). Communication
about prognosis has been studied, though the literature on this topic is much smaller than
the general literature on breaking bad news. Furthermore, as one review paint@ost
studies in the past have examindaetherphysicians should disclose information about
prognosis to patients, with only more recent research addréssingatients prefer that
prognostic information be conveyed (Hagerty et al., 2005).

In contrast to general guidelines for disclosing bad news, those that address
prognosis tend to be included in separate protocols that are specific to oncology or end-
of-life care. For instance, the Education in Palliative and End-of-Lafe (EPEC)

Project is a curriculum designed by experts at Northwestern Univensitgaioss the

country to train physicians on how to care for dying patients (Emanuel, von Gunten, &
Ferris, 1999). One module of that curriculum contains guidelines for communicating bad
news, with one section (four short paragraphs) addressing how to communicate
prognosis. The curriculum is limited, however, in that it addresses only lifetarpgc

and appears to be based on expert consensus alone. The two main recommendations of
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this section include ascertaining why patients want to hear prognosis lesfeatirg any
information and avoiding definitive estimates of life expectancy in favor gesaor
averages (e.g., hours to days left to live).

A more comprehensive set of guidelines is included in the lengthy protocol
developed by the National Breast Cancer Centre and National Cancer Congiénit
of Australia (2003). Among other topics, this protocol makes recommendations for
discussing prognosis including when prognosis should be discussed (e.g., prior to
treatment, as part of treatment decision-making), what information should begatovi
(e.g., details of the cancer’s stage and the effect on prognosis, chancesasfccur
average survival times), and how to discuss prognosis (e.g., framing progrtesiss of
positive and negative outcomes, presenting information in multiple formats—both words
and numbers, both visual and verbal). The protocol was developed by a panel of
representatives from various disciplines involved in cancer care that rehagae
synthesized existing literature. The authors cited the level of scientiience available
to support each of the recommendations, and, like the general bad news protocols, most
of the guidelines were based on expert consensus or self-report studies of patient
preferences.
Warning of Impending Bad News

Offering a warning, (i.e., a statement or set of statements given in adfahee
bad news to let the patient know that bad news is coming), is included in most published
guidelines (e.g., Baile et al., 2000; Barclay et al., 2007; Faulkner, Maguireg&air,
1994; Miranda & Brody, 1992). Others have described this technique as forecasting

impending bad news (Maynard, 1996). Most recommendations discuss a simple, one line
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warning such as, “I'm afraid | have bad news,” given mere moments lusioveying

the bad news itself. Others have suggested, however, that a warning may be given in
advance of the bad news consultation such as over the telephone when the appointment is
made (Ptacek & Eberhart, 1996). Further, the recommendation that “The patient...be
prepared for the possibility of bad news as early as possible” (GirgigyrSaisher &

Schofield, 1999, Table 1) found in some guidelines may be construed as implying that the
possibilityof bad news should be forecasted prior to the actual consultation, perhaps even
before the bad news is certain.

Many authors describe warning as a technique intended “to reduce the element of
shock” (Ptacek & Eberhardt, 1996, p. 498). As one group of practitioners explained, “The
warning shot will give some indication to the person that they need to come to ghips wi
something that could be unpleasant” (Faulkner et al., 1994, p. 147). Authors have
suggested that reducing the shock of the news will have the two-fold effeduoiig
anxiety and distress and increasing subsequent comprehension of the informagon bei
conveyed. For instance, Baile and colleagues (2000) suggested that warning “may
facilitate information processing” (p. 306). No research to date has dyphksited these
presumed effects; however, the need to minimize shock and improve comprehension is
evidenced by studies reporting that many patients (47% in one survey of pattents wi
gynecologic cancer) feel “too shocked to take in any details” when first tdlththa
have cancer (Paraskevaidis et al., 1993).

Despite the lack of empirical evidence, warning of impending bad news appears
consistent with Sweeny and Shepperd’s (2007) bad news response model, which posits

that a person’s initial expectations regarding the likelihood of a future negagweis
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one factor that moderates subsequent emotional reactions when the negative event
actually occurs. As these authors explain, research has shown that reload/mews is
particularly distressing when the news is unexpected.

For instance, one study tested college students for a fictitious medicalaondit
and manipulated participants’ expectations of receiving positive test reésultbad
news) by informing them that college students were either at high risk orslovorithis
condition (Shepperd & McNulty, 2002). Participants assigned to the low risk condition
were told that it was unlikely they would test positive for this condition, whereas
participants in the high risk condition were told that it was likely that at teeesstudent
in the group of three being tested would test positive. Participants’ mood \wasebs
before receiving risk information and after receiving results of the3estr(utes later).
After controlling for baseline mood, results indicated that participants wkoveec
positive test results displayed worse mood when the results were unexpected (i.e., low
risk group) than when the results were expected (i.e., high risk group). The authors
suggested that when individuals expect a negative outcome, they are able to prepare
themselves emotionally for receiving bad news (Sweeny & Shepperd, 2007).utlyis st
provides some preliminary evidence to suggest the potential benefits to tioggcas
impending bad news; however, further research is needed to examine the effect of
warning patients directly, particularly in the manner recommended bgntwuidelines.

Aside from Shepperd and McNulty’s (2002) study, the only other research that
has investigated the effect of warning on patient outcomes was conducted in the
anesthesiology literature. This research looked at the effect of warniegtp@f

impending pain due to an injection. Findings from this study showed that patients who
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were warned that the needle might sting a little prior to receiving aniamnexctually
reportedhigherratings of pain compared with participants who were told “many people
find the arm becomes heavy, numb and tingle tingly,” which “allows the drip to ba&lplace
more comfortably” (Dutt-Gupta, Bown & Cyna, 2007, p. 872). Though the difference in
scenarios and outcome variables prevents direct comparison with Shepperd and
McNulty’s study, this research does suggest that warning of negative @stetould
not be assumed to be universally beneficial. Experimental research could help to
determine whether forecasting bad news, such as a cancer diagnosis, hagt an effe
patients’ mood, as well as other outcomes such as anxiety and information recall.
Framing of Prognostic Information

Framing has been defined as a manner of communicating that “influences how
information is conveyed by supporting some interpretations and downplaying others”
(Rodriguez et al., 2008, p. 219). In the case of prognosis, framing refers to whether
prognosis is described in terms of positive outcomes (e.g., chance of cure, 5-year
survival), negative outcomes (e.g., chance of relapse or death), or both (i.e., mixed
framing). Though mentioned less frequently than recommendations for giwiamang,
increasing consideration has been given for how to frame prognosis in bothepractic
guidelines (National Breast Cancer Centre and National Cancer Contaiveinf
Australia; 2003) and research literature (e.g., Barclay et al., 2007; Hagatty2005;
Rodriguez et al., 2008).

The guidelines developed by the National Breast Cancer Centre and National
Cancer Control Initiative of Australia (2003) suggest that physicians riidsed

framing: give chances of cure first, and then chances of relapse” (p. ). Th
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recommendation does not appear to be followed in current practice, as one study found
that only 23% of oncologists’ comments regarding prognosis used mixed framing.
Indeed, some physicians appear to intentionally manipulate the framing of psegnos
emphasizing survival rather than death, for example—in order to sound more optimistic
or to sustain patient’s hope (Rodriguez et al., 2008).

Additionally, as described earlier in this review, studies of patient pregsenc
have revealed interindividual variability across patients and confliasgts across
studies. One small studi & 26) reported that all patients preferred to hear prognosis
framed in terms of positive outcomes (Davey et al., 2003). Another reported that 43% of
patients preferred positive framing and 33% preferred negative framing (Labb e
1999). Neither study inquired about patients’ preferences for mixed framinghtrofi
this evidence, the rationale behind this guideline is not entirely clear. The
recommendation to use mixed framing appears to stem from concern that positive or
negative framing alone could bias patients’ interpretation of prognostic irntformaut
there are no data to support this concern nor are there explicit hypotheses geardin
effect of positive versus negative versus mixed framing on patient outcomes.

The concern about potential framing bias likely originates in the health behavior
literature where the effect of framing on individuals’ judgment of risk andkékhlood
of engaging in certain health behaviors has been studied extensively. In ,ggndias
in this area report that loss-framed messages (i.e., messages em@hiasinegative
consequences of not performing a behavior) are more effective in promotingrsgreeni
behaviors, whereas gain-framed messages (i.e., messages emphasizngfiteof

performing of a behavior) are more effective in promoting prevention behaviors
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(Rothman, Martino, Bedell, Detweiler, & Salovey, 1999). For example, one study found
that women were more likely to complete breast self-examinations edi#ing a loss-
framed brochure that highlighted the costs of failing to complete breasixsatfiinations
and the risk of dying from breast cancer than a gain-framed brochurehtgidithe
benefits of breast self-examinations and chances of survival (William&eC&

Borland, 2001).

Other research has found that framing the risk of potential side effeatsnods
patients’ willingness to accept medical treatment. For instance, one studl/that
patients were significantly more likely to consent to a hypotheticahierd for chest
pain described as 99% safe (i.e., gain framing) compared with the sametreat
described as causing complications in 1 out of 100 people (i.e., loss framing; Gurm &
Litaker, 2000). Similarly, for a hypothetical scenario involving chemotheraypeior
prognosis (probability of surviving less than 50%), cancer patients and healthyeeotunt
both expressed weaker preference for that treatment when the probabilitysamsedie
in terms of chance of death (i.e., negative framing) than when it was describadsrot
chance of survival (i.e., positive framing; O’Connor, 1989).

Unfortunately, results from the studies just described offer little guidance
framing prognostic information. All of these studies targeted a partibataavioral
outcome such as a willingness to engage in a health behavior or to acceptentreatm
Conveying prognosis, in contrast, is not necessarily intended to produce anatenoedi
specific change in patients’ behavior. In addition, studies have not exploredopatsci
interpretations or recall of the statistical information, nor have theyiagrdrthe effect

of different framing formats on mood or anxiety. These additional outcomes may be
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important to consider when studying the framing of prognosis given patient&€ncy to
overestimate their prognosis (Weeks et al., 1998) and experience psychalistjieas
following receipt of bad news (Butow et al., 1996; Omne-Ponten et al., 1994).
Experimental research could help to determine whether framing influencgsatients
hear and respond to news about their prognosis.
Limitations of Current Guidelines and Previous Research

For over 10 years the lack of empirical evidence has been discussed as a
limitation of guidelines on breaking bad news (e.g., Ptacek & Eberhart, 1996;
Wittenberg-Lyles, Goldsmith, Sanchez-Reilly, & Ragan, 2008). As PtawkEberhardt
argued in their 1996 review, “Common sense suggests that there are better and worse
ways to convey bad news and that how the news is conveyed and the circumstances
surrounding the receipt of the news have implications for the giver and theerece
Reliance on common sense, however, is insufficient” (1996, p. 496). Given this
longstanding criticism, the paucity of research is striking but perhaps nosswgpri
Studying communication as it naturally unfolds in health care settingsstrained by
practical and ethical limitations. Consequently, most research in thibasdseen
restricted to surveys of patient preferences and retrospective studggsarselational
methods. Both methodologies provide only limited evidence. Surveys of preferences
offer only one perspective on optimal approaches to health care communication, and
patients’ preferences may be biased by their own prior experiencesivinngbad
news. The issue of bias is also of concern in retrospective designs, which confound
patient recall of communication with patient outcomes. Neither approach atlews t

methodological control necessary to determine whether particular commmmica

25



strategies actually influence patient outcomes. Experimental resgarducted in a
laboratory setting could help to fill this gap by systematically manipglahysicians’
communication and then observing how this affects the comprehension and emotional
response of people receiving diagnostic and prognostic information.

Several recent studies have had success in studying questions of communication
in oncology using a hypothetical scenario methodology. Most of these studies have used
a videotape paradigm where research participants are asked to irhagithey are
patients receiving news from a videotaped physician. One study randomized 128 health
breast cancer survivors and 87 age-matched women without cancer to watch one of two
videos of a physician discussing treatment options for cancer with a pabgattff
Curbow, Wingard, McDonnell, & Sommerfield, 1999). Half the women saw a standard
consultation video; the other half watchedemhanced compassiadeo, which
included an additional 40 seconds of empathic and supportive communication in which
the physician acknowledged the patient’s distress and offered support ssutaeae.

As expected, there was a significant increase in postvideo anxiety partatipants
compared with baseline anxiety (no difference between cancer survivors ahg healt
controls); however, women who saw the enhanced compassion consultation were
significantly less anxious than those who saw the standard consultation that did not
include empathic communication. There was no difference between the two groups’
recall of information presented in the consultation.

A similar study used a videotape paradigm to compare the effects of three
physician communication styles: patient-centered, disease-centereshation-

centered (Schmid Mast, Kindlimann, & Langewitz, 2005). Briefly, patient-oete
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communication was described as understanding and positive, disease-centered
communication was described as blunt and insensitive, and emotion-centered
communication was described as kind and sad. Participants were 159 female college
students who were randomly assigned to watch a video of a physician disclosing a
diagnosis of breast cancer and explaining treatment options to a female pasahs Re
indicated that participants perceived the patient-centered physician @gmational
and appropriate in conveying the information than the other two communication styles. In
addition, participant satisfaction in the patient-centered condition was sagniifi higher
than in both the disease- and emotion-centered conditions. Finally, participants w
viewed the disease- and emotion-centered videos showed a significantdnicreas
postvideo tension/anger compared with baseline, whereas patients who saw the patient
centered video did not show an increase on this dimension. No other group differences
were found for the effect of communication style on participant emotions.

A similar study examined the effect of physician communication style and
physician gender on patient satisfaction using a virtual medical visit garg8ichmid
Mast, Hall, & Roter, 2007). This study was unique because the physician was a
computer-generated person who appeared on a computer screen and interacted with
participants using prerecorded statements. The 167 college student partitipants
responded to the physician using scripted prompts that they were asked to put into their
own words. Participants were asked to imagine that they had been experiencing
headaches and were seeing the doctor to discuss symptoms, test results naeak tieat

contrast to other studies, the scenarios did not involve a diagnosis of cancer or other
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serious illness; it is unclear from the article whether the testsesublved breaking bad
news, though this was not a focus of the study.

Communication style in the videos was varied along two dimensions: physician
dominance (high or low) and physician caring (high or low). Physician gendexiseas
manipulated. Results revealed a four-way interaction of physician domjnrysgcian
caring, physician sex, and patient sex. For men communication style did not affec
satisfaction in any scenario. In contrast, women who saw a female physer@a more
satisfied when the physician used a caring style (with no effect for doreinamcl
women who saw a male physician were less satisfied when the physetiba caring
and nondominant style (Schmid Mast et al., 2007).

Although the three studies described here provide preliminary evidence that a
video paradigm can be used to study the effects of physician communication, they have
weaknesses. Two used college student samples; they examined limited swgaomas
patient satisfaction; and their focus was on broad communication styles, whicht make i
difficult to identify specific communication behaviors that are most imponealtdaking
bad news. The only video study to manipulate a discrete behavior examined thefeffect
physician posture when breaking bad news, finding that palliative care patiefeised
physicians who delivered bad news while sitting down and perceived those pisysicia
be more compassionate compared with a physician who delivered bad news while
standing up (Bruera et al., 2007). This study, however, had substantial limitatiohs; mos
notably, the researchers showed patients both videos and found an order effect in which

patients preferred the physician in the second video regardless of posture.
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The videotape paradigm clearly shows promise in contributing to our
understanding of optimal approaches to communicating bad news. It is highly controlled,
enabling researchers to hold constant variables such as disease type réydlsageh
of consultation, and the content of the conversation so that specific communication
variables of interest can be tested. In addition, the videotape approach alkavshess
to assess anxiety, recall, and other important patient outcomes immediatelyeabad
news conversation, a procedure often not practically possible when using redbkpatie
Despite these benefits, no studies have used this methodology to examine th@kffect

forecasting bad news or framing prognosis.
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CHAPTER 3: RATIONALE AND HYPOTHESES

The purpose of this dissertation was to examine the effects of forecasting bad

news and framing prognostic information when people receive a lifedgrdiagnosis.
An experimental videotape paradigm was used to permit the methodological control
absent from most prior studies. Holding constant the other components of a bad news
consultation, the two variables of forecasting and framing were manipulatss acr
conditions. This approach maximized the ability of the study to discern difesrémc
individuals’ perceptions and affective response according to specific commmmica
behaviors. Participants were randomly assigned to one of four videotape condidons
two (warning vs. no warning) by two (positive vs. negative framing) factorial mlesig
Warning Hypotheses
Hypothesis 1. Participants who were warned of impending bad news were expected to
report higher positive affect and lower negative affect after receipt of the
diagnosis compared with participants who were not warned of the news.

This hypothesis is consistent with expert consensus and with Sweeny and
Sheppard’s (2007) bad news response model, which posits that individuals who expect a
negative outcome will experience less negative affect than those not expectggtive
outcome when the negative outcome occurs.

Hypothesis 2. Participants who were warned of impending bad news were expected to
report lower anxiety after receipt of the diagnosis compared with participants

who were not warned of the news.
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This hypothesis is also consistent with the bad news response model (Sweeny &
Sheppard, 2007), although the authors do not make specific reference to anxiety in their
theory.

Hypothesis 3. Participants who were warned of impending bad news and those who were
not were expected to demonstrate equivalent recall of the consultation content.
Though it has been suggested in practice guidelines that forecasting bad news

should result in improved recall due to a reduction in anxiety that mediates improved

information processing, it was expected that any reduction in anxiety enqestia this

study would not be large or significant enough to influence recall of consultatiomiconte

Fogarty and colleagues (1999) failed to find improvement in participant redadiin t

videotape study of physician empathy, despite a significant reduction etyamxthe

enhanced empathy condition. It was anticipated that the effect of warningietyanx

would be smaller than the effect of empathy because of differences in the rebudtne

the manipulation; the present study uses a one-sentence warning comgarl wit

seconds of empathic communication in the study by Fogarty et al. Thus, | did ntit expe

to find an effect of the warning condition on participant recall.
Framing Hypotheses

Hypothesis 4. Participants who heard a positively framed prognosis and those who heard
a negatively framed prognosis were hypothesized to be equally accurate in their
recall of the statistical percentages given by the physician when explaining
prognosis.

Prognosis framing was not expected to influence participants’ recall of the

prognosis. Though recall has rarely been addressed in prior framing reseasthdgne

31



of the effect of message framing on breast self-examination reported i@paats in

positive and negative framing conditions did not differ on recall of the information

presented in the pamphlet they read (Myerowitz & Chaiken, 1987).

Hypothesis 5. Participants who heard a negatively framed prognosis were expected to
interpret the news as worse than participants who heard a positively framed
prognosis.

Though no prior research has addressed the effect of prognosis framing on
participants’ interpretations of that information, the rationale for this hgsat is

implicit in the definition of framing: communication that “influences how infation is

conveyed by supporting sormeerpretationsand downplaying others” (Rodriguez et al.,

2008, p. 219). Consistent with this definition, positive-outcome framing has been cited as

a strategy used to imply that there is hope (Lamont & Christakis, 2001; Rodriqalgz et

2008). Furthermore, that positive and negative framing may lead to different

interpretations is suggested by a study reporting that positively frametbgesgare

perceived as encouraging “determination to manage treatment positivesréas
negatively framed prognoses are perceived as perceived as more “fpeciBe” and

are interpreted as highlighting the need for additional treatment (Lobb 229, Box

4).

Hypothesis 6. Participants who heard a negatively framed prognosis were expected to
report lower positive affect and higher negative affect compared with participants
who heard a positively framed prognosis.

Though no prior research has examined the effect of prognosis framing dn affec

logic and expert consensus suggest that the focus on treatment failure andcettsedhcr
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salience of death in the negative framing condition, in contrast with the focus on

treatment success and survival in the positive framing condition, would be associated

with worse affect.

Hypothesis 7. Participants who heard a negatively framed prognosis were expected to
report higher anxiety compared with participants who heard a positively framed
prognosis.

Similar to the hypothesized effects on affect, no prior research hamexame
effect of prognosis framing on anxiety. A similar logic, however, suggesththat t
negative frame’s focus on treatment failure and the increased salietheatiof in
contrast with the focus on treatment success and survival in the positive framing
condition, would be associated with greater anxiety.

Hypothesis 8. Participants who heard a negatively framed prognosis were expected to
feel less hopeful for the future compared with participants who heard a positively
framed prognosis.

Though prior research has not examined the relationship between framing and
hopefulness, physicians have reported using positive outcome framing to ppedene
hope (Lamont & Christakis, 2001; Rodriguez et al., 2008). Furthermore, studies have
shown that some patients prefer hearing a positively framed prognosis because it
“encourages determination to manage treatment positively” (Lobb et al., 1999, Box 4).
addition, a pessimistic attitude has been reported by patients to decraags fdel
hopefulness (Sardell & Trieweiler, 1993).

Additional Research Questions

Personality
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| explored relationships between individual differences in personality and
participants’ affect, anxiety, and hope following the receipt of bad news. Alateoést
was whether these individual differences might interact with communicatitailes
(warning and framing) to influence affect, anxiety, and hope. | had no a prpmiheses
about these relationships.
Health Information Style

| also explored relationships between individual differences in health iniorma
style and patrticipants’ affect, anxiety, and hope following the receipt ohdad.
Participants with greater preferences for health information wereceed to report lower
negative affect, higher positive affect, and lower anxiety after rexebad news. Also
of interest was whether these individual differences might interact witimcmication

variables (warning and framing) to influence affect, anxiety, and hope.
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CHAPTER 4: METHODS

Participants

Power

Fogarty and colleagues (1999) reported that the average difference in anxiety
(using the STAI-S) between participants who watched an enhanced compassion video of
a physician discussing breast cancer and those who watched a standardrphigiso
was 4.7 with a standard deviation of 5.94. This resulted in an effect size (Cohen’s d) of
.79, which was similar to the effect size reported by another videotape stngyhesi
Profile of Mood States to detect differences in the tension/anger domain (Sdlasti et
al., 2005). Despite these rather substantial effect sizes, a decision wa® msel@ more
conservative effect size to determine sample size for the currenttsodyse the focus
on more narrow aspects of communication such as warning (which was composed of
only one statement) and framing (which was manipulated using just two stetemast
expected to produce a smaller change in anxiety than the roughly 40 seconds of
compassionate statements used to manipulate compassion by Fogarthy99al.I0
addition, some hypotheses posited a null relation; interpretation of the failujectaine
null hypothesis as reflecting little difference in the populations is more tenétbl a
larger sample size. Thus for a Cohen’s d effect size of .35 on anxiety withtaileedb-
significance level of 0.05 and 80% power, a sample of 128 was required.
Participant Characteristics

The 128 participants were healthy, community-dwelling adults ranging in age
from 50 to 87 years. Because this study used a hypothetical scenario involving a

diagnosis of colon cancer, this age cut-off was selected based on epideaiaatic
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showing that the risk of developing colon cancer increases substantiallstgtg0.
According to the American Cancer Society, more than 90% of individuals diagnoked wit
colorectal cancer are over 50 years old, and the organization recommendsaagula
cancer screenings (i.e., colonoscopies) beginning at age 50 (American Saciegy,

2008a).

All participants were recruited from Volunteers for Health, a rebgaaticipant
registry maintained by Barnes Jewish Hospital as well as the Psyghdpgrtment’s
Older Adult Volunteer Pool. Participants werat cancer patients, although individuals
with personal or family history of cancer were not excluded. Participarts sereened
for significant cognitive impairment using the Blessed Orientation-Mgm
Concentration Test (Katzman et al., 1983). Participants with scores of six @r gvees
excluded. The only other exclusion criterion was medical training; individu#is wi
training or experience as physicians were excluded from the studygipzanrts with
other allied health training such as nurses, physician’s assistants, andqistsrhmeare
not excluded.

Materials
Vignettes

Two vignettes (Appendix A) were used to help participants imagine themselves
a hypothetical medical scenario prior to receiving bad news. The medical atifmmm
provided in the vignettes was based on current information in the oncologic literature
(Mayo Clinic Staff, 2008; National Cancer Institute, 2008). The first vignekidas
participants to imagine that they were seeing a physician for ratstoenach pains.

This vignette included a brief description of their symptoms, indicated thahdwey
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seen a doctor once, had undergone a colonoscopy, and were seeing their doctor for the
second time today; the goal of the current visit was to discuss the testfresaltse
prior visit.

The second vignette, which participants read later in the experiment, hsked t
to imagine that they were coming back to see the doctor a week later to reseltze re
from more extensive testing that was done to determine the stage of their Carser
vignette identified the procedures done in the intervening week and described how the
participant was feeling physically.
Videotapes

Overview.In addition to the two vignettes four videotapes were created to
examine the research questions posed in this study. Videotapes were modeledsafter t
used in previous studies using this paradigm (e.g., Fogarty et al., 1999); two videos
depicted a physician disclosing a diagnosis of colon cancer, and two videos depicted a
physician discussing prognosis. The same physician was portrayed in alldeos.vi
Videos were not intended to replicate an entire medical consultation but, ratteer, wer
designed to depict only brief 2-minute segments of a typical consultation sSeeip
reviewed for content by a gastroenterologist, a colorectal surgeon, and an shcolog
experienced in diagnosis and bad news communication. The medical details and
prognostic information included in the videos were based on current information in the
oncologic literature (American Cancer Society, 2008b; National Cansteute, 2008).
Video scripts were developed in accordance with current recommendationbvieri g
bad news such as expressing empathy and avoiding medical jargon. See Appendix B f

copies of the video scripts. Manipulation statements are in bold.
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All four videotapes were recorded with an actual physician delivering saupt
while sitting at a desk in his office. In order to make the experience masticdak the
participant, tapes were recorded with the physician facing the caméfseaseare
communicating with the participant directly. Videos Al and A2 were approxiyratel
min in duration. Videos B1 and B2 were approximately 1 min 50 sec in duration.
Participants viewed videos on a desktop computer screen using the program QuickTime
7.6.

Warning videos (Al and AZ)he bad news warning variable consisted of two
levels (warning vs. no warning) and was manipulated in the two diagnosis videos. Both
diagnosis videos included the following elements: brief greeting, summary of the
patients’ symptoms and prior medical visit, description of test results andsdiselof a
cancer diagnosis, and brief summary of recommended next steps. In the warning
condition (A1) the video script contained one statement not included in the no warning
condition (A2): “I'm afraid | have bad newgPauses momentarily, making eye contact
with patient.].Video A2 (no warning) was created using the video footage from video Al
and editing out the warning statement listed above.

Framing Videos (B1 and BZ2)he prognostic framing variable also had two
levels (positive vs. negative-outcome) and was manipulated in the prognosis videos. Both
prognosis videos contained a brief greeting, summary of procedures completedesince t
last visit, a statement about the spread of the disease, recommendatioénamtre
disclosure of prognosis statistics, and closing remarks. These videos weaident

except for details in two sentences describing prognosis:
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1. Fortunately, there’s about an 80% chance that you will remain canceftéee a
treatment. In addition, | can tell you that about 65% of people who are your age
and have this disease will be alive in 5 years (positive-outcome framing; B1)
2. Unfortunately, there’s about a 20% chance that your cancer will come back aft
treatment. In addition, | can tell you that about 35% of people who are your age
and have this disease will die within 5 years (negative-outcome framing; B2)
Video B2 (negative framing) was created by editing the video footagevideu B1 to
replace the two positively framed sentences with the two negativelydraemences.
Measures

Demographics Variables

Participants provided information about their age, gender, ethnicity, education,
and relationship status.
Health

Participants were asked to rate their overall health with one question from the
Medical Outcomes Study Short-Form Health Survey (SF-36; Ware, 1993). The question
reads: “In general, would you say your health is...” Response options ranged from 1
(poor) to 5 Eexcelleny with higher scores indicating better overall health. Participants
were also asked about their personal and family/close friend history of sérness,i
including cancer. Using a modified listing developed for a study of stress atidiheal
aging, participants reviewed a list of illnesses and conditions including esalcancer,
stroke, heart disease, and high blood pressure (Stanford Medical School Investigator
2008). Participants were asked to indicate whether or not they or their closis fire

family members have ever been diagnosed with any of the listed illnesses.
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Personality

The NEO Five-Factor Inventory (NEO FFI) was used to assess pigs(Dasta
& McCrae, 1992). The NEO-FFI is a shortened, 60-item version of the NEO Pegsonalit
Inventory-Revised (NEO PI-R) and is designed to assess the five dompersafality
originally described by Costa and McCrae (1992): Extraversion, Agreeahleness
Conscientiousness, Emotional Stability/Neuroticism, and Intellect/Open&ach of the
five factors is assessed with 12 statements (e.g., “I am not a worrigkg tb have a lot
of people around me”). Participants rate the degree to which statement ddakeribes
using a 5-point Likert scale ranging fromstrongly disagregto 5 Gtrongly agreg
Responses are summed for each factor; scores range from 12 to 60 with lugéser sc
signifying more of the trait. According to the manual internal consistezi@bilities
range from .74 to .89. In the current study, Cronbach’s alphas for the 5 scales were as
follows: Neuroticism, .88; Extraversion, .74; Openness, .74; Agreeableness, .78; and
Conscientiousness, .87.
Health Information Style

Participant preferences for information and involvement in medical decision-
making was assessed with the Information Subscale of the Krantz HealtbrO®imvey
(KHOS-I; Krantz, Baum & Wideman, 1980). This subscale includes seven statement
about individuals’ tendency to ask questions during health care consultations as well a
the level of involvement they desire in decisions about their own medical carackor e
item participants indicate whether they agree (0) or disagree (1)heidtdtement.
Responses from individual items are summed, and scores range from 0 to 7, with higher

scores indicating a greater information-seeking style. The KHOSHd&sused
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extensively in studies of patient-physician communication and has been showndab predi
the number of questions asked by patients in a medical consultation (Krantz et al., 1980)
as well as cancer patients’ preferences for greater information aleoyprtognosis
(Hagerty et al., 2004). Internal consistency reliability for the KH®&s been reported
at .76 (Krantz et al., 1980). The alpha for the current study was .74.
Dependent Variables

Self-reported mood/affecthe short form of the Positive and Negative Affect
Schedule (Short PANAS; Kercher, 1992; Mackinnon et al., 1999) was used to assess
participants’ affect. The Short PANAS consists of 10 adjectives describitiguper
emotions, selected from the original 20 adjectives in the original PANASOvaClark
& Tellegen, 1988) in an effort to maintain the integrity of the distinct constructs of
positive and negative affect. Five of these adjectives describe positive(afépired,
alert, excited, enthusiastic, determined), and five adjectives descgaeveeaffect
(afraid, upset, nervous, scared, distressed). Participants indicate to whaetackent
adjective describes the way they are feeling at the moment. Response aptions a
presented on five-point Likert scale:\ke(y slightly or not at all)2 @ little), 3
(moderately, 4 (quite a bit),and 5 éxtremely. Separate scores are computed for the
positive and negative subscales by summing responses to each item. Scorgemaige
to 25 with higher scores reflecting greater positive (or negativejtaHeevious research
has shown the Short PANAS to have good reliability with adults (ages 18 to 79) for both
scales (internal consistency of .78 for the positive scale and .87 for the nedfattte
scale). Similar alphas have been reported with older adults (i.e., 65 years andalder

for positive affect and .86 for negative affect). In the current study, alpdras.62, .73,
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.81 and .75 for positive affect, and .96, .95, .95, and .95 for negative affect at the
prewarning, postwarning, preframing, and postframing assessments, respedtne|
low alpha for prewarning positive affect was likely due to the ambiguous meaning
some positive items (e.g., excited) combined with the fact that atrtiadiministration
participants were adjusting to the instructions to respond according tihap\ettin
that momentbased on the hypothetical scenario they had just read. By the second
(postwarning) administration of the PANAS, participants had adjusted to these
instructions and were well immersed in the scenario, resulting in moreakyer
consistent responses.

Anxiety.State anxiety waassessed with the six-item short form State-Trait
Anxiety Inventory, State Version (STAI-S; Marteau & Bekker, 1992). Thist$bion
survey was created as a more time efficient measure that stilangi the psychometric
integrity of the original STAI-S (Spielberger, Gorsuch, Lushene, Vaggcéhda 1983).
The scale was developed by computing item-remainder correlations betaaeof the
20 statements with the 19 remaining items in the original STAI-S. The autleors t
selected the three anxiety-present items (I feel tense, | feel Ufestyorried) and the
three anxiety-absent items (I feel calm, | feel relaxed, | feel noriteat had the highest
item-remainder correlations. The number of items was chosen to balance theminim
number of items with the best possible reliability and correlation with the drgpake.
The authors also tested 10-, 8-, 4-, and 2-item versions of the scale.

Like the original STAI-S, participants rate their current feelings 4fpaint
Likert scale: 11got at al), 2 (somewh3gt 3 (moderately, 4 (very mucl. Responses to

each item are summed. Scores range from 6 to 24 with higher scores indicatiag gre
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anxiety. The 6-item scale has a reported alpha-reliability of .82 in preguogpatients,
and scores on the abbreviated scale correlate .91 with the scores on the 20letem sca
(Marteau & Bekker, 1992). In the current study, alphas were .93, .92, .91, and .90 at the
prewarning, postwarning, preframing, and postframing assessments, respectivel
Information recall After the diagnosis video, participants answered six yes/no
guestions (Appendix C) developed for this study to test recall of the information grovide
by the physician regarding diagnosis (name and details of condition), tneaame
recommendations. Correct answers were summed, and scores ranged fromithto 6, w
higher scores indicating better recall.
Prognosis recallFirst, participants were presented with one free-recall question

which asked them to “write whgbu remember the doctor telling you about what to

expect in the futureespecially any percentages or statistics that the doctor gave you.”
These qualitative responses were not analyzed in the current study. Next, dwecale
guestions asked participants to recall the information provided about their prognosis
(chances of recurrence; 5-year survival rate or 5-year mortai)y Feor instance,
participants in the positive framing condition were asked, “What are the chttiate/ou
will remain cancer free after treatment?” Participants in the megaaming condition
were asked, “What are the chances that your cancer will come backedtarent?”
Similarly, participants in the positive framing condition were askeddtwpercentage of
people who are your age and have this disease are alive in 5 yearsApdpdastia the
negative framing condition were asked, “What percentage of people who are your age
and have this disease die within 5 years?” In each case, participantastrereted to

record the percentage given by the doctor for that particular prognottimetd.
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Interpretations of prognosi$n addition to their ability to recall the percentages
provided, we assessed participants’ interpretations of the prognostic infermat
conveyed. After the prognosis video participants rated the news they receivatdrom
physician on a 100-point scale ranging fronw@rst news | could have ever receiyéal
100 pest news | could have ever receivédsimilar measure (on a 10-point scale) has
been used in previous studies of communication in cancer (e.g., Gattellari et al., 2002).

HopefulnessParticipants’ feelings of hopefulness for the future were assessed
using a modified version of the Life Orientation Test-Revised (LOT-Reigc, Carver
& Bridges, 1994). This scale includes 10 statements; 3 statements are pdséively
(e.g., Overall, | expect more good things to happen to me than bad), 3 statements are
negatively framed (e.g., If something can go wrong for me, it will), and éns¢gits are
unscored filler items. Participants rate their agreement with eachestaten a 5-point
Likert scale: O gtrongly disagreg 1 (disagre@, 2 (neutral—neither agree nor disagnee
3 (agreq, 4 (strongly agreg Participants in this study were instructed to rate their
agreement now, after hearing the news from the physician. Scores namgé&std 24,
with higher scores indicating greater hopefulness. Although the LOT-R vwgasady
developed as a trait measure, the scale has been used as an outcome variable in
psychological intervention studies with cancer patients, who had increasedeposit
orientation on the LOT-R following a stress management intervention (Antoni et al
2001). A Cronbach’s alpha of .78 has been reported for the six scored items (Scheier et
al., 1994). Alphas for the current study were .85 at the prevideo assessment and .80 at the

postvideo assessment.
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In addition to this standardized questionnaire, hope was assessed by asking
participants to rate how hopeful they felt in nine domains: that they will livead; five 5
years; live 10 years; live longer than the doctor expects; receive dhradrd they need,;
the cancer will never return after treatment; they will remain indepenflentraatment;
any pain or symptoms will be well controlled; and that they will be well caneand
supported. Finally, participants rated how hopeful they felt about the future ovelrall. Al
ten of these ratings were made on a 100-point scale, ranging fromh & @ll hopefyl to
100 extremely hopeful Cronbach’s alpha for the ten items was .88. See Appendix D for
the full questionnaire.

Procedure

Potential participants from Volunteers for Health and the Psychology
Department’s Older Adult Volunteer Pool were screened by phone for medinaigror
significant cognitive impairment. Those who met the criteria describdeeiprevious
section were invited to participate. Participants generally reviewedtiseiat
documents and completed the demographics questions, a personality inventory, and
health information style measures at home prior to coming to their appointment. The
experiment itself was conducted at the Psychological Services Centdngarmhsent
process was administered in a therapy room, which was intended to mimic theg waiti
room in a doctor’s office. After providing informed consent, participants who dlecte
to fill out the baseline assessment measures at home completed those questionnair
the therapy room. See Table 1 for a timeline of procedures and assessments.
Participants were randomly assigned to one of four videotape conditions: (a)gyarnin

positive outcome framing, (b) no warning, positive outcome framing, (c) warning,
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negative outcome framing, and (d) no warning, negative outcome framing.
Randomization was conducted using the random list generator at the website
www.random.org. Each participant watched one of two diagnosis videos, in which the
bad news warning was manipulated, followed by one of two prognosis videos, in which

the framing of the prognostic information was manipulated.
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Table 1

Time of Procedures and Assessments

Step

10

Activity

Obtain demographics
Assess personality
Assess health information style

Read Vignette A (initial symptoms and tests)
Write about thoughts and feelings (2.5 minutes)

Administer affect and anxiety measures (first time)
Watch Video A (cancer diagnosis)

Administer affect and anxiety measures (second time)
Recall information provided by physician

Write about thoughts and feelings concerning cancer diagnosis (5 minutes)
BREAK (5 minutes)

Read Vignette B (interim surgery and biopsy)
Write about thoughts and feelings (2 minutes)

Administer affect and anxiety measures (third time)
Administer hopefulness scale (first time)

Watch Video B (prognosis)

Administer affect and anxiety measures (fourth time)
Administer hopefulness scale (second time)

Recall prognosis

Interpret prognosis

Rate hopefulness domains
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Prior to watching the first video all participants read a brief vignettartbmucted them

to imagine that they were seeing a physician for recurrent stomach/Asisscribed
previously, the vignette (Appendix A) included a brief description of their sympaoochs
an explanation that they were seeing their doctor for the second time to dnectess t
results from the prior visit. After reading the vignette, participants wekedato imagine
that they were in this situation and to write for 2.5 minutes about what they araghinki
and feeling. The writing task was intended to help participants imagine tremsethe
medical scenario. Immediately after writing participants gleted baseline affect and
anxiety measures. They were then be taken into a private experiment roonth&lyere
were reminded again to imagine that they were really meeting with the docktinat

the doctor would be speaking to them about their test results. After the experil@ienter
the participant alone and closed the door, participants watched one of the two videos of a
physician disclosing a diagnosis of cancer. Immediately afteivaf the first video
participants again completed affect and anxiety measures as wedsi®nanaires that
assessed their recall of the information provided. These questionnairesimansizred
with pencil and paper and were concealed in a folder until after participantsehstivi
the video.

Participants were then taken back to the original therapy room where treey we
asked to think about the news they had just received. As a filler task before vileging
second video, participants were instructed to think about the news they had received (i.e.,
the diagnosis of colon cancer) and about preparing for the recommended surgery and to

write about their thoughts and feelings about their situation for 5 minutes. When they
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finished writing all participants were given a 5-minute break, during wiriod they
could use the rest room, get a drink of water, or read a magazine.

Following the break, all participants read a second vignette (Appendix A) that
instructed them to imagine that they were coming back approximately a wexetolat
receive results from more extensive testing that was done to determstagé®f their
cancer. Participants then completed measures of anxiety, affect, and hopdfetapss
being taken back to the private experiment room where they watched a second video tha
depicted the same physician discussing prognosis and treatment for colon cancer
Following this second video participants repeated affect, anxiety, and hopefulness
measures as well as questionnaires that assessed their recall ofjtiesisy,
interpretations of prognosis, and additional ratings of hope. Finally, participargs

debriefed and paid $15 for their participation.
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CHAPTER 5: PILOT STUDIES

A pilot study was conducted with the stimuli described in the previous chapter in
order to determine the feasibility of using a videotape paradigm and to examine
participants’ ability to detect the manipulation statements. Individualstneavignettes
described previously (see Appendix B). The first vignette asked participaniagine
that they had been experiencing stomach pains, had undergone a colonoscopy, and were
going to the doctor to hear the results of additional tests. The second vignette asked
participants to imagine that they had undergone surgery for colon cancer angbwney
back to the doctor to hear the results of additional tests. After reading eaclevignet
participants watched a video of a doctor speaking with them and then completed
guestions designed to test the effectiveness of the manipulation.

Ten older adults (aged 50 to 85 years) completed the pilot study. For the warning
video 100% were able to correctly identify whether they had received a wafrbagd
news prior to being told that they had colon cancer. For the prognosis video 80% of
participants were able to correctly identify the framing of their obsuo€ the treatment
getting rid of the cancer, and 90% were able to correctly identify whéiiehtd been
told their chances of survival or their chances of death.

A qualitative review of individual warning data revealed two participants wdo di
not specifically remember the warning “I’'m afraid | have bad newsgsponse to a free-
recall question. Despite being unable to recall this specific phrase, thespaats did
report that the physician had let them know that the news was going to be bad; all 5
participants in the no warning condition reported that the physician did not say gnythin

to let them know that the news was going to be bad.
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A gualitative review of the prognosis framing data revealed three pantisipdo
erroneously reported that the physician had given them one of the two prognostic
statements framed in both positive and negative terms. When queried, it became apparent
that some participants recognized that the two phrases were statigigeatiglent, but
they were correctly able to identify which framing had been given to thieenqiiestion
was modified to emphasize recall of the exact phrases uttered by thaghybis
modification appeared to be effective; all subsequent participants conelied the
prognosis they had received after the question was changed. Notably, the prognosis
statements in the scripts tested in the pilot study included ranges of persehégeere
partially overlapping (e.g., 60 to 65% of people who are your age and have this disease
will be alive in 5 years; there is a 55 to 60% that the cancer will come back aft
treatment.). | removed the ranges of percentages in order to reduce thetsadopl
participants’ memory and potential confusion between the two prognostic phrases.

Participants reported that the computer screen on which the videos were displayed
was a comfortable size and the videos were audible and easy to understanteAfter t
experiment several participants commented on similar medical eventeexperby
themselves or their loved ones; they reported no difficulty in imagining theessel the

situation described.
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CHAPTER 6: RESULTS

Descriptive and inferential statistics were used to assess equéevalethe four
warning/framing groups on several demographic and health-related gari@ilo
analyses of variance (ANOVA) were computed to determine whether pamtgipahe
four warning and framing conditions differed by age or self-reported health gbée2).
Chi-square tests of association were computed to determine if participémesfour
conditions differed by gender, ethnicity, education, relationship status, persooai bfst
cancer, or having a family member or friend with cancer (see Table 3). Weerao
significant differences between groups on any of these variablgs @li05); therefore,

none were included as covariates in subsequent analyses.

Table 2

Means (and Standard Deviations) of Participant Characteristics by Condition

Positive frame Negative frame

Warningd  Nowarning  Warning  Nowarning F(3, 124)

Age (years) 69.12 (8.81) 66.41 (9.03) 71.69 (10.75) 68.78 (11.14)  1.50

Health 3.56 (.95) 3.84(0.77)  3.47(1.02)  3.56 (.98) 0.97

Note.Condition means compared with ANOVAs. Al > .05. Health ratings were on a
4-point scale ranging from pdor) to 4 (excellen}.

2n = 32 for each condition.
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Table 3

Percentages of Participant Characteristics by Gtod

Positive frame

Negative frame

Warningd Nowarnind Warningd  No warning x*(df)
Gender
Female 53 59 53 37 3.35(3)
Race
Black 6 3 6 6 0.45 (3)
White 94 97 94 94
Education
High School/GED 13 13 19 28 10.6 (15)
Some college 22 28 19 28
College degree 31 25 25 13
Some grad school 9 6 0 6
Master's degree 22 22 31 22
Professional degree 3 6 6 3
Relationship status
Never married 3 13 13 6 15.3 (9)
Married/partnered 62 56 47 75
Widowed 16 6 28 3
Separated/divorced 19 25 12 16
Personal cancer hx 28 22 38 19 3.36 (3)
Family/friend cancer hx 84 75 88 72 3.28 (3)

Note.All ps > .05. Personal cancer hx = Positive personal history of cancer. Faenity£ancer

hx = Positive family or friend history of cancer.

&n = 32 for each condition.
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Tests of Hypotheses
Warning Hypotheses

The first set of data analyses addressed hypotheses concerning warning or no
warning about bad news. The measures used in these analyses included the affect
anxiety, and content memory scores collected immediately before andiafterg the
first video. Half of the participants saw a video with a warning and the otherahad s
video without a warning.

Prior to conducting the primary analyses, a manipulation check was conducted to
determine whether participants in the two warning conditions were able to deethew
or not they had received a warning. After viewing the first video, participanesas&ed,
“Right beforethe doctor told you that you had cancer, did he say anything that let you
know that the news was going to be bad?” Participants in the warning condition should
have answered yes to this question, and participants in the no warning condition should
have answered no. A chi-square test of association revealed a signifitsxetndd in
the two groups’ responses to this questjdfil, N = 128) = 22.8p < .001. Seventy-one
percent of the sample (91 participants) correctly identified whether yfséc@n had
warned them of the impending bad news. Of the 29% who did not, 20 participants (54%)
in the no-warning condition erroneously thought they received a warning, and 17
participants (46%) in the warning condition did not realize they received angarni
Subsequent warning hypotheses were tested with data from the full sawwelé a&sthe
subsample of 91 participants who correctly identified the warning condition to which

they had been randomized.
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Hypothesis 1. Participants who are warned of impending bad news will report higher
positive affect and lower negative affect after receipt of the diagnosis compared
with participants who are not warned of the news.

Hypothesis 2. Participants who are warned of impending bad news will report lower

anxiety after receipt of the diagnosis compared with participants who are not

warned of the news.

Means and standard deviations for the affect and anxiety measures are gresente
in Table 4. In order to test the effect of warning on these measures, individual
unstandardized residuals for each of the three dependent variables wegdcfitated in
order to partial out the variance in prevideo affect and anxiety scores. Sgigcifica
postvideo scores were regressed on prevideo scores in a linear regressiondbtheach
measures. The estimates of postvideo scores from these regression sguextotmen
subtracted from the observed postvideo scores. The resultant residual postvicetoscore
positive affect, negative affect, and anxiety were entered as depeadabtes in a
multivariate analysis of variance (MANOVA). Group (warning vs. no warnirgg w
entered as a between-subjects variable. Results of the MANOVA failgeld a
significant multivariate effect of warning group, Pillai’s trace .01,F(3, 124) = 0.49
=.69.

To ensure that the nonsignificant effect of warning was not due to participants’
failure to identify the manipulation (warning vs. no warning), several additeoradyses
were conducted. First, a MANOVA was conducted for each condition (i.e., wamdng a

no warning) comparing those who had accurately identified the manipulatiothog
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who had not on residualized positive affect, negative affect, and anxiety scoreshFor bot
the warning and no-warning conditions, there was no significant differencecnetinee
Table 4

Means and Standard Deviations of Positive Affect, Negative Affect, and Anxiety by

Warning Condition

Warnind No warning
M SD M SD

Positive Affect

Prevideo positive affect 12.68 3.36 12.36 4.07

Postvideo positive affect 13.75 4.34 13.20 3.99
Negative Affect

Prevideo negative affect 11.90 6.13 12.68 6.44

Postvideo negative affect 19.12 5.73 18.64 6.19
Anxiety

Prevideo anxiety 13.64 5.97 14.44 5.51

Postvideo anxiety 18.66 5.13 18.55 5.42

Note.Positive and negative affect scores each ranged from 5 to 25, with higher scores
reflecting greater positive (or negative) affect. Anxiety sconeged from 6 to 24 with
higher scores indicating greater anxiety.

3N = 128.° n = 64 for each condition.

accurate and inaccurate subgroups, warning Pillai’'s Waced1,F(3, 60) = 0.26p =

.88, no-warning Pillai’s Trac¥ = .01,F(3, 60) = 0.24 = .87.
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An additional MANOVA was conducted using only participants who had
correctly identified the warning condition to which they were randomized.i§hat
participants were eliminated from this analysis if they did not receiverangabut
erroneously reported that they had or if they did receive a warning but erroneously
reported that they had not. The multivariate effect of warning with this sphsam
remained nonsignificant, Pillai’'s Trase= .01,F(3, 87) = 0.28p = 84 . As can be seen
in Table 5, means and standard deviations for the three outcome measures in this
subsample were similar to those in the full sample shown in Table 4.

Hypothesis 3. Participants who are warned of impending bad news and those who are

not will demonstrate equivalent recall of the consultation content.

An independent samplégest was conducted to compare mean recall scores of
consultation content between the two groups (warning vs. no warning). As expected,
there was no difference in recall between those who received a wavhin§.73,SD =
0.51) and those who did nd¥(= 5.71,SD= 0.49),t(126) = 0.16p = .86. These results
remained the same when participants who did not accurately recall the warning
manipulation were excluded. Those in the warning grédig 6.85,SD = .36) were

similar to those in the no warning grouy € 5.82,SD=.39),t(89) = -0.42p = .68.
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Table 5
Means and Standard Deviations of Positive Affect, Negative Affect, and Anxiety by
Warning Condition for Participants Who Accurately Identified the Warning

Manipulation Only

Warning No warning
M SD M SD

Positive Affect

Prevideo Positive Affect 12.70 3.32 12.55 4.03

Postvideo Positive Affect 13.87 4.24 13.47 3.83
Negative Affect

Prevideo Negative Affect 11.62 6.28 12.25 6.57

Postvideo Negative Affect 19.19 5.90 18.70 5.90
Anxiety

Prevideo Anxiety 13.58 6.09 14.23 5.56

Postvideo Anxiety 18.79 5.20 18.61 5.43

Note.Positive affect and negative affect scores eacher@iom 5 to 25 with higher scores reflecting
greater positive (or negative) affect. Anxiety sorange from 6 to 24 with higher scores indicagjreater
anxiety.

qn=47."n=144
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Framing Hypotheses
The second set of data analyses addressed framing of the prognosis. These
analyses were more complex because they incorporate not only the differeinagsng

(positive vs. negative) but also the previous manipulation of warning versus no warning.

Because the previous results indicated that the warning manipulation had no effect on

affect, anxiety, or recall, however, data were collapsed across waondgion for some

of the ensuing analyses.

Hypothesis 4. Participants who hear a positively framed prognosis and those who hear a
negatively framed prognosis will be equally accurate in their recall of the
statistical percentages given by the physician when explaining prognosis.

This hypothesis was examined using responses to two cued recall questions. For
instance, participants in the negative frame were asked “What are thelizaicthe

cancer will come back after treatment?” and “What percentage of people avwauar

age and have this disease will die within 5 years?” Participants wercktasiespond

with the associated statistic (percentage). Thus, to examine this hypathesied

percentages were compared with the actual percentages given by tleeaphgsihe

videotapes. Responses of “don’t know” or “can’t remember” were treated asrigi@cc
recall.
Participants were first placed into one of three groups according timtahe

number of statistics they recalled accurately (i.e., reported exactigct): (a) those who

accurately recalled both prognostic statistics, (b) those who accueatalied one

statistic but not the other, and (c) those who recalled neither prognossiticstati

accurately (Figure 1). A chi-square test of association was then conductegrhoireif
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accuracy varied between the positive and negative framing conditions. Abésipet],
there was no difference between the positive and negative framing groups on overall

recall of the prognostic statisticg (2, N = 128) = 3.62p = .83.
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Number of Accurately Recalled Statistics

Figure 1.Number of participants in positive and negative framing conditions who

accurately recalled the two prognostic statistics

Examining the two prognostic statistics separately produced simildisteBhe
number of people in each of the framing conditions who correctly recalled pragnosti

statistic 1 and prognostic statistic 2 are shown in Figure 2.
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Figure 2.Number of participants in positive and negative framing conditions who
correctly recalled the two prognostic statistics. Statistic 1 predehe chances of
remaining cancer free after treatment (80%; positive frame) ohtreces of the cancer
coming back (20%; negative frame). Statistic 2 presented the percentagerds paith
colon cancer who are still alive in 5 years (65%; positive frame) or thenpegeeof

patients with this disease who die within 5 years (35%; negative frame).

The number of people who accurately recalled the prognostic statistic and those
who did not did not differ significantly between the positive and negative framingpsg
for the first prognostic statistic (i.e., chances of the cancer comilkgvbachances of
remaining cancer free)*(1, N = 128) = 0.32p = .58, or for the second prognostic
statistic (i.e., percentage of patients who die within 5 years vs. perceaitagee still

alive in 5 years)y%(1, N = 128) = 2.02p = .15. When, however, recall accuracy for the
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first and second statistics was compared within each framing condition ushgnr’s
exact test for correlated proportions, recall of the first statisi&similar to the second
for the negative frame condition (64 vs. 6184 .85), but recall accuracy for the second
statistic was considerably lower than recall of the first statistice positive frame
condition (69 vs. 48%p = .02).

Additional analyses were conducted to explore any patterns that might help to
explain such a drop in accuracy in the positive framing group. The goal of thegeeanal
was to differentiate participants according to how close they were ttingdhke
prognostic statistics accurately. First, participants were placedmns of five groups
based on the absolute value of the difference between the percentage they aachll
the actual percentage that was provided by the physician. For these analyses,
participants who responded “don’t know” or “can’t remember” were placed into a
separate category from participants who recalled a statistic but didcsariatly. The
five categories were: (a) accurate recall, (b) 1 to 10 percentage pdjiit3 af to 20
percentage points off (this category included participants who reversedtk&tistics
presented by the physician: 20 vs. 35% or 80 vs. 65%), (d) more than 20 percentage
points off, and (e) don’t know/can’t remember. The number of participants who dell int
each of thdive categories is shown in Figure 3 for each framing condition for the first
statistic (top panel) and also for the second statistic (bottom panel).

For the first prognostic statistic (i.e., chances of remaining cancer frelkarees
of the cancer coming back), there was no difference between the positive angenegati
framing conditions across these five accuracy grogf$é, N = 128) = 3.33p = .51.

Likewise, for the second prognostic statistic there was also no signififi@néedce
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between the positive and negative framing conditions (i.e., percentage of paxestif
alive in 5 years vs. percentage who patients who die within 5 years), though this effec
did approach significancg?(4, N = 128) = 8.72p = .07.

Although recall accuracy did not differ significantly for either statibised on
prognosis framing, inspection of the frequencies presented in the bottom panel ef Figur
3 show a greater tendency for those in the positive condition to report sté#ltistiogere
1 to 15 percentage points off the second statistic they were given. Notably, 25% of
participants in the positive frame were 15 percentage points off, compareti3é6tbf
participants in the negative frame. Further examination of this subset teaeale
disproportionate number of participants in the positive condition who paired the first
percentage (80%) with the second phrase (percentage of people who are siill%live
years). Indeed, 20% = 13) of participants in the positive condition made this error,
compared with only 8%n = 5) of participants in the negative condition who paired the
first percentage (20%) with the second phrase (percentage of people who diéwithi
years). Participants in the positive condition were also somewhat lesstdikelspond
with “don’t know” or “can’t remember” than participants in the negative condition (3 vs.

11%).
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Figure3. Recall accuracy for the first (top panel) and second (bottom panel) pricgnost
statistics, by framing condition. “1-10 Off"=1 to 10 percentage points aveay tine
actual statistic presented by the physician’ “15 Off’= 15 percentage puaiats(a.qg,
reversed the two statistics presented by the physician (80 vs. 65%; 20 vs. 35%); “20+

Off"= 20 percentage points away or more; “DK”=don’t know or can’t remember.
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In a final exploratory analysis, participants were placed into one ofghoees
according to their recall of the second prognostic statistic: (ajateaecall, (b)
optimistic recall (i.e., overestimated survival rate in the positive framaderastimated
mortality rate in the negative frame), or (c) pessimistic recall {inderestimated
survival rate in the positive frame or overestimated mortality rate in théveeffame).
For this analysis, participants who responded with “don’t know/can’t remembeg” we
excluded. A chi-square test comparing the number in each of these threeieaiagbe
two framing conditions (Figure 4) was not significarf(2, N = 119) = 4.37p = .11;
however, more individuals in the positive condition provided an optimistic response

(33%;n = 21), compared with the negative condition (1704;11).
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Accurate Optimistic Pessimistic

Recall Accuracy
Figure 4.Number of participants in each framing condition whose recall of second
prognostic statistic was accurate, optimistic, or pessimistic. “Qgitar overestimated
survival rate (positive frame) or underestimated mortality rate (negatinej.
“Pessimistic” = underestimated survival rate (positive frame) or etierated mortality
rate (negative frame). Participants who responded with “don’t know/can’tmbaré

were excluded.
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Hypothesis 5. Participants who hear a negatively framed prognosis will interpret the
news as worse than participants who hear a positively framed prognosis.
Means and standard deviations for participants’ ratings of the news afterg/iiew

the prognosis video are presented in Table 6.

Table 6
Means and Standard Deviations of Bad News Ratings After Prognosis

Video by Condition

Positive frame Negative frame

M SD M SD
Warning 60.61 24.52 34.84 25.19
No warning 61.56 25.16 41.50 28.10
Total 61.09 24.65 38.17 26.68

Note.Scale ranges from 0 to 100, with lower scores indicating worse news ratings

These 0 to 100 ratings of bad news were examined as the dependent variable ig-a two-b
two factorial ANOVA with warning condition (warning vs. no warning) as one
independent variable and framing (positive vs. negative) as the other (Table 7). As
hypothesized, the ANOVA revealed a significant effect of framing. Astihted in

Figure 5, individuals who heard the prognosis framed in negative terms rated thasnew

significantly worse than those who heard a positively framed progh@$id24) = 25.28
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p < .001. There was no significant main effect for warning vs. no warning, nor for the
interaction of warning with framing.
Table 7

Analysis of Variance for Bad News Rating of Prognosis

Source of variation df F n’ P
Warning 1 0.70 41
Framing 1 25.28* .96 <.001
Warning x Framing 1 0.39 .53
Error 124 (664.57)

Note.Value enclosed in parentheses represents mearesguar.

100
90 -
80 A
70 A

60 - *

50 -
40 - *
30 -

20 -
10 1

0 .
Positive Negative

Bad News Rating (0-100)

Framing Condition

Figure 5.Mean bad news ratings of prognosis (+/- 95% CI) in positive (n = 64) and
negative (n = 64) framing conditions. High score indicates good news.
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Hypothesis 6. Participants who hear a negatively framed prognosis will report lower
positive affect and higher negative affect compared with participants who hear a
positively framed prognosis.

Hypothesis 7. Participants who hear a negatively framed prognosis will report higher
anxiety than participants who hear a positively framed prognosis.

Means and standard deviations for the affect and measures are presenbéel &) Ta
those for anxiety are in Table 9. Similar to the analyses for anxiety aud faff the
warning condition, prevideo variance was partialled out by calculating individual
unstandardized residuals for each of the three dependent variables (positive affe
negative affect, anxiety). As before, postvideo scores were regressed on preardso S
in a linear regression for each of the measures. The estimates produeetl by e
regression equation were then subtracted from the variable’s observed postvideo score
The resultant residualized postvideo scores for positive affect, negagee afid
anxiety were entered as dependent variables in a multivariate analysimntea
(MANOVA). Warning (warning vs. no warning) and framing (positive vs. negative
framing) were entered as between-subjects variables. ResultsMANMEVA revealed
a significant multivariate effect of framing, Pillai's Tra¢e= .142,F(3, 122) = 6.71p <
.001, but not for warning, Pillai’'s Trade= .01,F(3, 122) = 0.30p = .83, or for the
warning by framing interaction, Pillai’'s Trade= .04,F(3, 122) = 1.49p = .22.

Inspection of the univariate tests for framing revealed that, as hypeithetiere
was a significant effect of framing on both negative affe(t, 124) = 19.48p < .001,
n°= .13, and anxietyF(1, 124) = 7.03p = .009, °=.05. Individuals who heard their

prognosis framed in a negative way were significantly more distregsedhaéring this
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news than individuals who heard their prognosis framed in a positive way. This main
effect of framing is illustrated in Figure 6. There was no significanteffieframing on

positive affectF(1, 124) = .01p = .91.
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Table 8

Means and Standard Deviations of Positive and Negative Affect

Warning No warning
Framing conditiof
M SD M SD
Prevideo positive affect
Positive frame 14.59 4.94 13.00 4.48
Negative frame 13.44 4.47 14.95 4.17
Postvideo positive affect
Positive frame 14.56 4.77 13.21 4.13
Negative frame 13.91 3.99 14.09 4.17
Prevideo negative affect
Positive frame 16.25 5.94 15.63 6.45
Negative frame 14.06 5.91 15.78 5.73
Postvideo negative affect
Positive fram@ 17.72 4.39 16.34 6.36
Negative fram 18.13 5.99 20.38 5.27

Note. Positive affect and negative affect scores each range from 5 to 25 with highe

scores reflecting greater positive (or negative) affect.
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Table 9

Means and Standard Deviations of Anxiety

Warning No warning
Framing conditiof
M SD M SD

Prevideo anxiety
Positive frame 16.94 5.27 17.78 5.36
Negative frame 15.59 5.55 17.38 4.32

Postvideo anxiety
Positive frame 18.28 3.72 17.97 5.32
Negative frame 17.69 5.68 20.12 4.40

Note.Anxiety scores range from 6 to 24 with higher scores indicating graaxtesty.
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Figure 6.Effect of framing on residualized positive affect, negative affect and gnxiet
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Hypothesis 8. Participants who hear a negatively framed prognosis are expected to feel
less hopeful for the future than participants who hear a positively framed prognosis.
This hypothesis was tested in two separate analyses. The first anadgssed
group differences in hope as indexed by the Life-Orientation Test-Revis@dR)Ld-or
this analysis, variance in prevideo LOT-R scores first was partialldolyozalculating
unstandardized residuals for the postvideo LOT-R scores. Postvideo LOT-R weoee
regressed on prevideo LOT-R scores in a linear regression. The espnogigsed by
this regression equation were then subtracted from the observed postvideo COBR s
to calculate residuals. Finally, a univariate ANOVA was conducted, entbeng
unstandardized residuals for postvideo LOT-R score as the dependent variabl The
between-subjects independent variables were warning (warning vs. no warning) and
framing (positive vs. negative). Results from this ANOVA are presentedbleTLO.
Contrary to hypothesis, the effect of framing was not statisticghyfgiant for
hopefulnessi=(1, 124) = 1.44p = .23. There was also no significant main effect of
warning, or warning by framing interaction.
Table 10

Analysis of Variance for Ratings of Hopefulness (LOT-R) by Condition

Source of variation df F p
Warning 1 A7 .69
Framing 1 1.44 .23
Warning x Framing 1 .02 .89
Error 124 (5.84)

Note Value enclosed in parentheses represents mean square error. LOT-R: Life

Orientation Test-Revised.
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In addition to this standardized questionnaire, hope was assessed by asking
participants to rate their feelings of hopefulness in nine domains as watlirasverall
hopefulness for the future (Table 11). In a second analysis these 0 to 100 ratings of hope
were entered as dependent variables in a MANOVA. Again, the two betweentsubjec
variables were warning (warning vs. no warning) and framing (positive vs. veegati
framing). Results revealed a significant multivariate effect of imgnPillai's TraceV =
15,F(10, 112) = 2.01p = .04; there was no significant effect of warning, Pillai’'s Trace
V =.10,F(10, 112) = 1.23p = .28, or interaction of warning by framing, Pillai’'s Trate
=.11,F(10, 112) = 2.41p = .18.

Univariate tests revealed a significant effect of framing on four hopeskiliteams
as well as overall hopefulness (Table 12). For all of the statisticghifisant
differences, participants in the negative framing group reported fdeiadnopeful than

participants in the positive framing group.
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Table 11

Means and Standard Deviations of Hopefulness Ratings by Condition

Warning No warning

Framing condition

M SD M SD

Live 1 year

Positive frame 90.25 20.43 96.45 10.82
Negative frame 92.71 18.01 98.23 3.78

Live 5 years
Positive frame 84.84 16.49 86.52 17.91
Negative frame 71.77 29.23 68.06 29.60

Live 10 years
Positive frame 67.03 28.59 66.29 28.28
Negative frame 52.10 28.77 50.48 35.60

Live longer than doctor expects
Positive frame 72.81 24.13 78.87 22.50
Negative frame 63.06 28.22 64.52 36.84
Receive treatment you need
Positive frame 89.53 16.48 97.42 5.61
Negative frame 95.29 10.86 83.06 28.33
Cancer never return

Positive frame 64.87 26.76 77.90 23.87
Negative frame 62.39 28.00 55.32 36.15
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Table 11 (continued)

Warning No warning
Framing condition
M SD M SD
Independent after treatment

Positive frame 77.97 22.43 87.26 16.53
Negative frame 78.39 22.45 75.97 30.29

Pain/symptoms well controlled
Positive frame 81.03 21.72 85.61 14.67
Negative frame 76.94 23.37 74.68 25.49

Be well cared for and supported
Positive frame 86.16 16.82 92.42 12.51
Negative frame 84.48 20.93 88.71 21.05

Hopefulness overall

Positive frame 79.81 20.43 85.81 16.99
Negative frame 72.52 23.27 67.68 29.75

Note All ratings range from 0 to 100, with higher scores indicating gréaeefulness
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Table 12

Univariate Tests for Hopefulness Ratings by Framing Condition

Source of variation df F P
Live 1 year 3 1.86 14
Live 5 years 3 4.61 .004
Live 10 years 3 2.65 .05
Live longer than doctor expects 3 211 10
Receive treatment you need 3 4.21 .007
Cancer never return 3 3.27 .02
Independent after treatment 3 1.43 24
Pain/symptoms well controlled 3 1.53 21
Be well cared for and supported 3 1.12 .34
Hopefulness overall 3 3.72 .01
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Additional Research Questions

Personality and Health Information Style

Pearson correlations between the five personality factors (Neurqticism
Extraversion, Intellect/Openness, Conscientiousness, and Agreeablenebs) and t
residualized positive affect, negative affect, and anxiety scorestsdtararning video
are presented in Table 13. Although neuroticism was significantly, althougesthyod
correlated with all three residualized dependent measures, extraversicorveated
only with positive affect, and the remaining three personality factoms ma
significantly correlated with any of the dependent measures. Simitedyth information
style, as measured by the KHOS-I, was uncorrelated with the three deperdsutes.
Table 13
Intercorrelations Among Personality and Residualized Affect and Anxiety Scerahaft

Warning Video

Positive affect Negative affect Anxiety

Neuroticism -.28** 23%* .18*
Extraversion .18* -.01 .009
Openness -.03 -.03 -.02
Agreeableness .05 .05 .02
Conscientiousness 16 .07 -.03
KHOS-I .06 .08 -.01
Warning Condition .05 10 .07

Note.KHOS-I= Krantz Health Opnion Scale-Information Subscale

*p < .05%p < .01.
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Separate hierarchical regression analyses were conducted using imsidual
positive affect, negative affect, and anxiety as dependent variablesrdcentarning
condition (warning vs. no warning) in Step 1, the five personality factor scoreseaga
Step 2, followed by five two-way interactions (warning condition by each of the five
personality factors) in Step 3. In the regressions for positive affect aredyamone of
the three steps were statistically significant (results not shown)ltRe$the
hierarchical regression for negative affect are summarized in Tablféatding
condition in Step 1 explained no variance in negative aff¢t{,126) = 1.20p =.28.
When the five personality factors were entered in Step 2, the model explained 1% of t
variance in residualized negative affect following the warning viBgs,121) = 3.07p
=.01; only Neuroticism was significanf€.42,p <.001). Finally, the five two-way
interactions entered in Step 3 explained no additional variance in residualizegenegati
affect,F(5,116) = .44p = .82.

Similar results were revealed when these regression analyses wetedepea
including health information style as measured by the KHOS-I along with the 5
personality factor scores in Step 2, as well as the interaction of waomddion and
health information style in Step 3. In the regressions for positive affect aredyamone
of the three steps were statistically significant (results not shownhegative affect,
neither Step 1KF(1, 126) = 1.20p = .28, nor Step &(5, 116) = .44p = .82, explained
any variance in residual negative affect. Step 2 explained 12% of the variance in

residualized negative affect; again, only Neuroticism was signifigzmi@,p <.001).
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Table 14

Summary of Hierarchical Regression Analysis for Variables Predicting Negdtaet for Warning
Video

Variable B SEB p AR?
Step 1 .01
Warning .93 .84 .10
Step 2 A1
Warning 1.02 .82 A1
Neuroticism 2.97 .78 Q2%**
Extraversion 1.34 .99 A4
Openness =47 .81 -.05
Agreeableness .98 .98 10
Conscientiousness 151 .93 A7
Step 3 .02
Warning -19.19 18.11 -2.02
Neuroticism 2.63 1.03 37*
Extraversion 1.95 1.60 .20
Openness -.58 1.09 -.06
Agreeableness .35 1.39 .03
Conscientiousness 72 1.19 .08
Warning x Neuroticism 1.01 1.67 23
Warning x Extraversion -.84 2.09 -.30
Warning x Openness -.02 1.69 -.01
Warning x Agreeableness 1.25 2.06 .52
Warning x Conscientiousness 2.06 1.96 1.68

*p < .05. **p < .001.
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Another set of hierarchical regression analyses was conducted on the residual
affect and anxiety scores obtained after participants viewed the second vidgatiygvi
prognosis (i.e., the prognosis video). Framing condition was entered into Step hgwarni
condition was not included in the model because it yielded no significant main effects or
interaction effects in the previous analyses of framing. The five persofaaliors were
entered in Step 2, followed by two-way interactions of personality and framingpr8S

Pearson correlations between the five personality factors and the riesdual
positive affect, negative affect, and anxiety scores from the prognosis vé&lpreaented
in Table 15. Neuroticism, extraversion, and conscientiousness were significantly
correlated with positive affect, but none of the personality factors werdated with
negative affect or anxiety. Framing condition was correlated only with negdtect.

Health information style was not correlated with any of the dependent mgasure
Table 15
Intercorrelations Among Personality and Residualized Affect and AnxietysSoore

Prognosis Video

Positive Affect Negative Affect Anxiety
Neuroticism -.21* .02 .08
Extraversion 22* .06 -.07
Openness .03 -.12 -.01
Agreeableness -.03 .04 .06
Conscientiousness .28** .05 -.09
KHOS-I A2 .00 -.07
Framing Condition .01 -.37** -.23

*p < .05.%p < .01
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Table 16 presents results for the regression analysis on residual positvéoaffe
the prognosis video. Framing condition in Step 1 did not predict positive &f(&c126)
=0.01,p = .91. The personality factors entered in Step 2 explained 13% of the variance
in positive affectf(5, 121) = 3.63p = .004. Agreeablenes® = -.20,p = 04) and
Conscientiousnesgi(= .28,p = .006) were statistically significant. Finally, the
interactions of personality by framing entered in Step 3 explained no additiolaalcear
in positive affect.

Table 17 presents results for the regression analysis on residual nedatvéoaf
the prognosis video. Framing condition explained 13% of the variance in negative affect
in Step 1F(1, 126) = 19.41p < .001, but neither the addition of personality in Step 2,
F(5, 121) = 0.74p = .60, nor the personality by framing interactions in Step 3 explained
any additional variance in negative affdefs, 116) = 0.76p = .58.

Finally, the hierarchical regression analysis on anxiety for the progndeis
(Table 18) produced results similar to those for negative affect.ifgarandition in Step
1 explained 5% of the variance in anxidt{l, 126) = 6.93p = .01. Neither the addition
of personality in Step E(5, 121) = 0.67p = .64, nor the personality by framing
interactions in Step 3 explained any additional variance in ankigiy,116) = 0.65p =
.66.

All three of the regression analyses (positive affect, negative affectpnaiedyq
were repeated including health information style with the five perspiiatitors in Step
2 as well as the health information style by framing interaction in Step 3.dtiiea of
health information style added nothing to the prediction of any of the dependenteseasur

(results not shown).
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Table 16

Summary of Hierarchical Regression Analysis for Predicting Positive AftectPrognosis Video

Variable B SEB p AR?
Step 1 .00
Framing .05 46 .01
Step 2 A3
Framing .07 .45 .01
Neuroticism -37 A2 -.10
Extraversion .60 .53 A2
Openness 16 44 .03
Agreeableness -1.11 .53 -.20*
Conscientiousness 1.39 .50 .28**
Step 3 .03
Framing 5.82 45 .01
Neuroticism -1.04 42 -.10
Extraversion 19 .53 A2
Openness .83 .64 A7
Agreeableness -1.27 .81 -.23
Conscientiousness 1.56 .70 .32*
Framing x Neuroticism .93 .89 46
Framing x Extraversion 24 1.12 .15
Framing x Openness -1.28 .90 -.85
Framing x Agreeableness 21 1.08 .16
Framing x Conscientiousness -.68 1.02 -1.02

*p <.05.**p <.01.
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Table 17

Summary of Hierarchical Regression Analysis forigales Predicting Negative Affect for Prognosis

Video

Variable B SEB p AR?
Step 1 -2.90 .66 =37 13
Framing
Step 2 .03
Framing -2.95 .68 - 37
Neuroticism 1.01 .64 A7
Extraversion 1.02 .81 13
Openness -.66 .66 -.09
Agreeableness A2 .81 .01
Conscientiousness .46 76 .06
Step 3 .03
Framing -22.04 15.02 -2.78
Neuroticism .32 1.08 .05
Extraversion -.18 1.15 -.02
Openness -.62 .97 -.08
Agreeableness -.68 1.23 -.08
Conscientiousness .51 1.07 .07
Framing x Neuroticism 1.06 1.36 .34
Framing x Extraversion 2.78 1.70 1.18
Framing x Openness .33 1.37 14
Framing x Agreeableness 1.27 1.64 .62
Framing x Conscientiousness .18 1.55 .18

**p =01 ** p<.00L.
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Table 18

Summary of Hierarchical Regression Analysis forigales Predicting Anxiety for Prognosis Video

Variable B SEB p AR?
Step 1 .05*
Framing -1.42 .54 -.23**
Step 2 .03
Framing -1.47 .55 - 24%rx
Neuroticism 43 .52 .09
Extraversion -.14 .66 -.02
Openness .10 .54 .02
Agreeableness T7 .66 A1
Conscientiousness -.56 .62 -.09
Step 3 .03
Framing -1.18 12.33 -.19
Neuroticism 16 .89 .03
Extraversion -1.13 .94 -.18
Openness 51 .80 .08
Agreeableness A7 1.01 .07
Conscientiousness -.10 .88 -.02
Framing x Neuroticism .28 1.12 A1
Framing x Extraversion 2.22 1.40 1.21
Framing x Openness -.70 1.12 -.40
Framing x Agreeableness .36 1.34 .23
Framing x Conscientiousness -.96 1.27 -1.19

*p<.05. *p=.0L1. ** p< .00L.
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Two final hierarchical regression analyses were conducted on the hopefulness
ratings obtained after participants viewed the second video giving the progrmstbéi
prognosis video). As in the previous regression analyses, framing condition er&slent
in Step 1, the five personality factors were entered in Step 2, and the perdmpnality
framing interactions were entered in Step 3. In the first analysis resetlhOT-R
scores served as the dependent variable. The dependent variable in the secaad analys
was the mean of the ten 0-100 hopefulness ratings.

Pearson correlations between the five personality factors and the regduali
LOT-R scores and average hope ratings are presented in Table 19. Neuoyroticis
extraversion, and agreeableness were significantly correlated widgaveope, but none
of the personality factors were correlated with LOT-R scores. Rrpaoundition was
correlated only with average hope. Health information style was not correldkednyi
of the dependent measures.

Table 19

Intercorrelations Between Personality, Residualized LOT-R and HopeggR&ir Prognosi¥ideo

LOT-R Average hope

Neuroticism A5 - 42%**
Extraversion -.04 29%*
Openness -.01 .09
Agreeableness -.03 .18*
Conscientiousness -12 .16
KHOS-I A1 .03
Framing condition -11 26%*

*p<.05.%*p < .01. ***p<.001.
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For the regression on residual LOT-R scores, none of the three steps were
statistically significant (results not shown). Table 20 presents resulisef regression
analysis on average hopefulness ratings (across 10 domains) following the igrognos
video. Framing condition in Step 1 explained 7% of the variance in hopefuingss,

126) = 9.41p = .003. The personality factors entered in Step 2 explained an additional
23% of the variance in hopE,(5, 121) = 7.95p < .001. Only Neuroticismf = -.44,p <
.001) made a unique contribution. Finally, the personality by framing interaetbeed

in Step 3 explained no additional variance in hegg, 116) = 0.93p < .46.

When these two regression analyses (for LOT-R and average hope) pezeede
including health information style with the five personality factors in Stepaelsas the
health information style by framing interaction in Step 3, the results of dmadgses
were unchanged. The addition of health information style added nothing to theignedict

of either of the dependent measures (results not shown).
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Table 20

Summary of Hierarchical Regression Analysis forigfales Predicting Mean Hope for Prognosis Video

Variable B SEB p AR?
Step 1 07
Framing 8.87 2.89 .26**
Step 2 23***
Framing 10.66 2.61 .32
Neuroticism -11.21 2.48 - 44rrx
Extraversion 251 3.11 .07
Openness 2.18 2.55 .07
Agreeableness 2.76 3.11 .08
Conscientiousness -2.74 2.92 -.09
Step 3 .03
Framing 44.27 57.85 1.32
Neuroticism -12.29 4.17 -.49**
Extraversion 5.20 4.42 .15
Openness 3.92 3.75 12
Agreeableness 6.03 4.72 17
Conscientiousness -5.16 4.11 -.16
Framing x Neuroticism 1.63 5.24 A2
Framing x Extraversion -8.46 6.56 -.85
Framing x Openness -3.80 5.26 -.39
Framing x Agreeableness -5.42 6.31 -.63
Framing x Conscientiousness 3.16 5.9 73

Note.. Dependent variable is mean of ten 0-100 ratirfigsopefulness.

**p < .01. **p<.001.
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CHAPTER 7: DISCUSSION

This dissertation investigated the effects of forecasting bad news and framing
prognosis when conveying a life-limiting diagnosis of colon cancer. An expgame
videotape paradigm was used to maximize the capacity for discerningicisrin
individuals’ perceptions and affective responses following specific commiamcat
behaviors. | hypothesized that warning of impending bad news would reduce subsequent
psychological distress but have no effect on recall of consultation content. §imilar
framing prognosis in terms of positive outcomes such as treatment success/aadl s
was expected to produce less distress and greater hope than framing progeosss af t
negative outcomes such as cancer reoccurrence and death. | also hypothesized that
negative framing would negatively bias subjective perceptions of the prognosis but not
affect the recall of prognostic statistics.

Effect of Warning of Impending Bad News

Results of this study did not support the hypothesis that warning an individual
about upcoming bad news reduced psychological distress. Participants in both warning
and no-warning conditions reported similar negative affect and anxiety afteting a
video in which a doctor gave them a diagnosis of colon cancer. Thus, receiving a warning
immediately prior to the diagnosis had no effect.

Several factors may help explain why warning did not affect psychological
distress in this study. The most obvious explanation is that the type of warning
recommended in current guidelines (and used in the current study) is ineffective.
Although obvious, this explanation is not simple and is composed of several potential

contributing factors. For instance, it is possible that the brevity of the wastategnent
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prevents individuals from detecting the warning. Written in the form recomeakeby

the SPIKES protocol (Baile et al., 2000), the warning used in this study was lerief (i
“I'm afraid | have bad news”). As a manipulation check, participants w&ezlaghether

the doctor had said anything before telling them they had cancer to let themhlatow t
bad news was coming. A considerable proportion (29%) of participants did not gorrectl
identify the condition to which they had been randomized. Specifically, 20 participants
the no-warning condition erroneously thought they received a warning, and 17
participants in the warning condition did not realize they had received a warning.
Nonetheless, analyses repeated with the subset of participantsddaorectly identify

their condition did not find a significant effect of warning. Furthermore, withth ea
condition, there was no difference in negative affect or anxiety betweecigmarts who
identified the manipulation and those who did not. This suggests that the nonsignificant
effect of warning on psychological distress cannot be attributed to faildegeot the
warning.

Though the problem with the warning does not appear to be one of detection, it is
still possible that the brevity of the warning limited its effectivenes warning so brief
may simply not be powerful enough to have an effect on affect or anxiety. This is
especially true when one considers that the warning statement wasguesenediately
before the news itself, with only a momentary pause between the warning and the
physician’s diagnostic statement. A more potent (i.e., lengthy, expliait)ing might be
more effective.

Above and beyond the characteristics of the warning itself, it is possiblethieat

elements of the physician’s presentation in the videos contributed to the nocamgnifi
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findings. For instance, any effect of the warning statement may have hded 8y the
identical style and content of the physician’s comments in both conditions. Ifoeref
isolate the effect of the warning phrase, | used the same video for both congittbns
the warning phrase, “I'm afraid | have bad news,” simply edited out of the monga
video. This ensured that the physician used the same tone of voice and words in the no-
warning video as he did in the warning video. Although this strategy increased
experimental control, in actual clinical settings warning is likely not abhbut the words
being used. Rather, patients may discern (and perhaps even seek out) other cues to detect
that bad news is coming, such as a physician’s tone of voice, pacing of the dumversa
or other aspects of the physician’s behavior. Thus, by using the same tone in both
videos—a tone that sought to convey a professional sense of caring concern—the effect
of warning may have been mitigated.

Similarly, both the warning and no-warning videos began with the doctor
reviewing the patient's symptoms and steps taken thus far to identify the calusseof
symptoms. Although intended to ensure that doctor and patient had a shared
understanding of what had happened thus far, inspection of the qualitative response to the
guestion about whether the physician let them know that bad news was coming suggests
that this preface may have been interpreted in other ways. Indeed, seteeal of
participants in the no-warning condition who erroneously thought they had received
warning noted that the doctor’s detailed review of procedures and symptoheniet t
know that “the news was not good.” In other words, these participants felt that if the
news had not been bad, the physician would have come out immediately and said, “I have

good news,” or “Your test results came back negative.” Anecdotally, a few even
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mentioned that most physicians have nurses call on the telephone to report when test
results are good, so that even being called into the office to receive tdtst cesld be
interpreted as a warning.

Thus, if many participants in this study perceived the physician’s lengttgw
of procedures to be a sign that bad news was coming, then this study in essence compared
two conditions with almost identical warnings (except for the brief oneisea warning
that was actually being tested). This could explain why no effect of warnspwad.

These results imply that physicians may want to be aware of the unintéeffecaisuch

an opening could have on patients, even in the absence of an explicit warningrgtateme
Future research could address this possibility directly using a videotauigoamvith

two conditions: one in which the physician begins with a review of procedures gonilar
the script in this study, compared with one in which the physician begins with the
diagnosis, omitting both the review and the explicit warning statement. Alieriyato

test directly the effect of the warning statement evaluated inttldg, st may be

advisable to remove the summary of procedures from both conditions, an approach that
has not been taken in prior videotape research (Fogarty et al., 1999).

These explanations point to the possibility that warning may indeed have an effect
on psychological distress, although not in the form presented in this study. This
conclusion seems probable, given previous research showing an effect of warning in
other contexts (Dutt-Gupta et al., 2007). For instance, it is reasonable to think that an
earlier warning of th@ossibilityof bad news, such as telling a patient that the polyp
being biopsiedouldbe cancerous, may be more likely to affect psychological distress

than warning of confirmed bad news immediately before delivering that news
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(Friedrichsen & Strang, 2003). This kind of warning of possibility, which was proposed
in at least one set of guidelines (Girgis, Sanson-Fisher & Schofield, 1999} beoul
more consistent with the Bad News Response Model that has been described in previous
research (Sweeny & Shepperd, 2007), as it would allow a patient to “brace for thé wors
According to this model, individuals will experience less negative affebeatteipt of
bad news if they arexpectinghat news. In one study testing this theory, participant
expectations of receiving positive test results (i.e., bad news) were manigfyated
informing them that people like themselves were either at high risk or loworisikef
medical condition being tested. Unlike the current study, a period of approlyi®ate
minutes elapsed between the receipt of this warning and the provision of bad news,
presumably enabling participants in the high-risk condition to consider the waming a
mentally prepare themselves for bad news. Results showed that participants who
expected the bad news had lower negative affect after receiving thestdist tlegan
participants who did not expect the bad news (Shepperd & McNulty, 2002). Such mental
preparation was not possible with the warning examined in this study due to its
immediate proximity to the bad news provision itself, which may help to explairtheh
warning had no effect. Future research could explore whether a warning cungitte
the Bad News Response Model would reduce negative affect within the context of
receiving a cancer diagnosis.

A final consideration in explaining the nonsignificant effect of warning on
psychological distress is that the term “warning” may be a misnoman déscribing the
communication strategy recommended in current guidelines and examined in this stud

In their SPIKES protocol, which provides recommendations about how to deliver bad
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news, Baile and colleagues (2000) claimed that warning “may lessen thelsdtocan

follow the disclosure of bad news and may facilitate information processing” (p. 306).
This seems unlikely for the reasons just described, most notably that thegithey
recommend is too brief and too close in time to the actual provision of bad news for
participants to “prepare for the worst.” Nevertheless, expressing that ‘@feid” to

say that he has bad news or is “sorry to tell you that...” as the SPIKES protocol
specifically recommends may contribute to reduced psychological digthes

conveyed with a warm tone of voice and paired with other similar sentiments bot befor
and after the provision of bad news. This potential effect seems more likely to be due to
an effect of compassion rather than due to the patient actually feelingiwathne is,
notified, alerted, or cautioned prior to the receipt of bad news. Indeed, the wdiming “
afraid | have bad news” is strikingly similar to some of the empathienseatts
recommended in the SPIKES protocol (e.g., “I'm sorry to have to tell you this,” or “I
was also hoping for a better result”). Such statements, when offered with a tone of
warmth and caring concern, may help the patient to feel supported and reassileest (Ba
al., 2000). Hence offering such a brief warning statement may be just orentiera
compassionate delivery of bad news, which as a broader construct has been shown to
reduce patient anxiety (Fogarty et al., 1999).

Warning also failed to have an effect on recall of consultation content, consistent
with predictions. Researchers have suggested that improved recall should bednbgdiate
reduced anxiety (Baile et al., 2000; Fogarty et al., 1999). Since | did not find agaduct
in anxiety in the warning condition, this may explain why there was no diffenrence

recall of video content. Fogarty and colleagues (1999) did not find improvements in
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recall, despite achieving a significant reduction in anxiety in theiotégbe study of the
effect of empathy when delivering bad news. Indeed, reduced anxiety wdk/actua
associated witlvorserecall in that study, perhaps because participants felt more calm
and trusting of the empathic physician and therefore were less scrutioiizhrey
information he provided. This is unlikely the case in the current study becausagrhys
empathy was held constant and patient anxiety did not vary across the two conditions;
however, it should also be noted that the memory load for the consultation in this study
was fairly low compared with an actual doctor’s visit. The warning video wg<2onl
minutes long, and questions that assessed recall were fairly simple artfsinaayd
(e.g., “Did the doctor tell you that have colon cancer?” Yes/No; “Did the doctor
recommend that you have chemotherapy?” Yes/No). Consequently, a ceiling effec
existed for recall. Seventy-five percent of the sample recalled ath€ terrectly, an
additional 23% recalled 5 of 6 items correctly, and the remaining 2% recaifesl 4
items correctly. Given that research has shown longer consultations to batadssith
worse information recall (Jansen et al., 2008), future research should examine this
hypothesis following a consultation that is more representative of the lengtheamatyn
load of an actual doctor’s visit to ensure that warning does, indeed, have no effect on
patients’ ability to recall the information provided.
Effect of Framing Prognostic Information

After receiving a cancer diagnosis, patients typically are told abouttavkeapect
in the future. Information about their prognosis is frequently included in this disnussi
and in many cases represents a second dose of bad news. In a second video the effect of

framing this prognostic information (i.e., expressing prognosis in terms oivposit
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outcome vs. negative outcomes) was examined. Several hypotheses regardfegtthe e
of framing were tested. The first examined the effect of framing amwacyg for the
statistical percentages given by the physician when explaining prognssis. A
hypothesized, there was no difference between participants who heardwelyosit
framed prognosis and those who heard a negatively framed prognosis. In both conditions,
approximately 40% of participants recalled both statistics accurately,elfdted one
statistic accurately, and approximately 20% recalled neither staitsturately. Although
recall has not been addressed in research on prognosis framing in the pahdingse
are generally consistent with two studies of the effect of messagenfy on breast self-
examination. Both studies found equivalent recall between framing conditions afte
reading an information pamphlet (Myerowitz & Chaiken, 1987) and watching an
informational video (Brenes, 1998).

Although I predicted no differences in recall between framing conditions, an
interesting trend that contradicts my original hypothesis should be noted. Tihagrhys
in the video explained the patient’s prognosis with two statistics. He firgmeesthe
patient’s chances of remaining cancer free after treatment (80%y@dsaime) or
chances of the cancer returning (20%; negative frame). He preceded émsestawith
“fortunately” in the positively framed video, and “unfortunately” in the negativalmnéd
video. Then, in a second statement, he presented the percentage of patients {who are
age and have this disease” who are still alive in 5 years (65%; positive framé) dre
within 5 years (35%; negative frame). Among those who heard the negatively framed
prognosis, participants were equally likely to recall the first and secomstissat

correctly (64.1% vs. 60.9%). In contrast, among participants who heard the positively
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framed prognosis, the proportion of accurate recall dropped significantly 8@ for
the first statistic to only 48.8% for the second statistic (i.e., the percentpgepé who
are still alive in 5 years).

Inspection of individually recalled percentages suggests that people in itneepos
condition were somewhat more likely to pair the first percentage (80%) witbe¢bads
phrase (percentage of people who are still alive in 5 years). Indeed, only 8% of
participants in the negative condition made this error, while 20% in the positive condition
did. Notably, participants who made this error unintentionally overestimated their
chances of surviving 5 years; that is, they interpreted their prognosis to be more
optimistic than it actually was. Consistent with this pattern (though notistaitis
significant), participants in the positive condition were somewhat moig tixée
overly optimistic when recalling the second prognostic statistic: 33% of indisiduthe
positive condition overestimated the 5-year survival rate, but only 17% in the negative
condition underestimated the 5-year mortality rate.

A tendency for patients to overestimate their prognosis in the positive airecti
has been reported in previous studies (Mackillop et al., 1988) and is concerning because
it may lead patients to pursue more aggressive treatment than they would if thei
understanding of prognosis was more accurate (Weeks et al., 1998). Although the trends
in recall observed in this study are only preliminary, the notion that memoattyefor
second statistic might decline after hearing the first positivelyddastatistic is
consistent with research showing that positive mood tends to reduce attention to detai
deferring to more heuristic-type processing (Clore, Schwarz, & Conway, 1994). Thus

after hearing the first percentage along with the physician’srcahef the news as good
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(given his use of the term “fortunately”), participants may have been lesmizangt of
the prognostic information, possibly contributing to the observed decline in vesahe
participant who was unable to recall the second statistic correctly wroéé, idrds
were nice to hear.” Though largely conjecture at this stage, this explanatidrbeoul
strengthened by further research replicating the observed trendsiadtecally
significant level. To test this proposition, more could be done to cast the positiveaBame
“good news” and the negative frame as “bad news.” For instance, the physician could
use a more enthusiastic or optimistic tone of voice in the positive frame and use a mor
pessimistic tone in the negative frame. In addition, inserting commentssstideae
great news” or “I have very bad news” could further enhance the manipulation and help
to determine whether positive mood is associated with worse prognosis recall.
Although framing was not expected to affect objective recall of thetstakis
percentages, it was hypothesized to influence subjective interpretationsmbtadstic
information. Results of the current study provide support for this hypothesis. it
fact that the ultimate outcomes presented in the two conditions were identicarmge
individuals who heard the negatively framed prognosis rated the news as sigjgifica
worse than those who heard the same news framed in a positive way. The differenc
the O to 100 ratings of this news was substantial. Further, if 50, the midpoint of the scale,
represents neutral (i.e., the news is viewed as neither good nor bad), then irelwitual
heard the negative frame rated the news as bad, whereas those who heardwae positi
frame rated the news as good. This finding is consistent with previous researatgshowi
that positive framing increases patients’ willingness to accept meédkaainent by

manipulating perceptions of risk of developing side effects (e.g., Gurm &eljta000;
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O’Connor, 1989). By prefacing the prognosis with the term “fortunately” and
emphasizing positive outcomes such as surviving and remaining cancer free, the
physician in the positive video supported an optimistic interpretation of the news. On the
other hand, by introducing the prognosis with “unfortunately” and emphasizing negative
outcomes, such as the chances of the cancer returning and patients dyingsithaphy
manipulated perceptions of the news to be more pessimistic, even though the negative
outcomes were no more likely to occur in the negative condition than in the positive
condition. These results suggest that health care professionals would be advised to
consider the potential effect subtle changes in their language might haveeon pati
perceptions of what to expect in the future.

Given the substantial difference in subjective ratings of the prognostic
information, it is perhaps not surprising that framing also had a significaat eff
psychological distress. As hypothesized, after hearing the negativelydf@ognosis,
individuals reported significantly greater negative affect and significargher anxiety
compared with individuals who heard the positively framed prognosis. This difference
was likely due to the focus on treatment failure and the greater saliencglofrdthe
negative frame. However, contrary to hypothesis, individuals in the two groups did not
differ in positive affect. Indeed, it appears that positive affect was somelevated in
both groups prior to watching the prognosis video and remained unchanged in both
groups after hearing the prognostic information. This pattern of resalisssstent with
prior theory and research and reflects a long-term debate regarding émsidinal

structure of affect.
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Although one might assume positive affect is synonymous with pleasanteess (i
content, happy, pleased), and negative affect with unpleasantness (i.e., blukesad), t
common interpretations are not compatible with the constructs supposedly measured by
the PANAS (Feldman, 1995). Instead, the PANAS was designed to assess tWo speci
and theoretically orthogonal domains: Negative Affect, which is described ‘adered
of “subjective distress and unpleasurable engagement” (Watson et al., 1988, p.1063), and
Positive Affect, which “reflects the extent to which one feels enthusjastiive, and
alert” (p.1063). Feldman Barrett and Russell (1998) have argued that theskzsgkecia
definitions reflect the fact that the PANAS subscales each represemtanation of two
bipolar constructs: pleasantness (positive vs. negative) and arousal (high vs. low). As
such, the negative subscale contains only items that are high in both unpleasaahdffect
arousal, and therefore may be better labelguleasant activatianSimilarly, the
positive subscale contains only items high in pleasantness and arousal, and nfagthere
be referred to agnpleasant activatiarlJsing empirical methods, Feldman Barrett and
Russell demonstrated that combining pleasantness and arousal in one subscale and
unpleasantness and arousal in a second subscale produces two scales that are almost
completely uncorrelated, even though each of the individual constructs (i.e., pleasant
and activation) are bipolar and hence negatively correlated.

If the PANAS subscales do indeed measure orthogonal constructs, then one
should not necessarily expect a reduction in positive affect to accompany aeararea
negative affect. Consistent with this, previous research has shown that seesstsl|
and unpleasant experiences are generally associated with high neffiatitVbua not

associated with positive affect (e.g., Warr, Barter, & Brownbridge, 1983)elaurrent
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study, receiving prognostic information within the context of cancer, at |éast the
chance of survival is less than 100%, is likely interpreted as an unpleasant event,
regardless of how that news is framed. Hence, presenting prognosis using/a posit
frame may reduce the negativity of the news compared to the negative frame, but does
not change the fact that the news is fundamentally bad.

From a behavioral perspective, hearing prognosis in either frame is pldguma
threatening and therefore activates the Behavioral Inhibition SystSn@ay, 1990),
which regulates avoidance behavior and is associated with negative afiedr(&
White, 1994). Describing prognosis in terms of the chances of survival (i.e., positive
framing) likely enhances the extent to which individuals feel that theyowidlble to
avoid dying, and therefore is associated with less increase in negégtecampared to
hearing the chances of death (i.e., negative framing). In contrast, posithiadrdoes
not likely activate the reciprocal Behavioral Approach System (BA8y,3990), which
is sensitive to reward signals, regulates approach (i.e., goal-orientediobbetmavis
associated with positive affect. Consequently, the differential effecamirig is
observed in the change in negative affect, but not in positive affect.

In a final hypothesis the effect of framing on feelings of hopefulness was
examined. Although this effect has not been previously investigated, one of the main
reasons physicians report employing positive outcome framing is to presgeve pape
in the face of bad news (Lamont & Christakis, 2001; Rodriguez et al., 2008). The
hypothesis that positive framing would be associated with greater hopefulness than
negative framing was assessed in two separate analyses, producingesiesd When

hopefulness was measured using a modified version of the LOT-R (Schedied 684),

101



there was no difference between the two framing conditions. When particigadts ra
their hopefulness in 10 domains with a O to 100 scale, individuals who heard the positive
prognosis reported significantly greater hope, both overall and with respectificspe
aspects of their future.

It appears that the two scales measuring different constructs. Th&I\EE-
originally designed to measure optimism, a personality disposition that is nohthoug
be modifiable over time. Due to the absence of any preexisting stateraseasu
hopefulness, this scale was chosen based on the close relationship between thesconstruct
of optimism and hope, as well as the previous use of the LOT-R to track changes in the
construct in psychological intervention studies with cancer patients (Antoni 20@1).
Given its intended use as a trait measure, the LOT-R was composed of gemeyal it
written in broad terms (e.g., “In uncertain times, | usually expect the bestdntrast,
the hopefulness ratings developed for this study were more specific and reletdg th
the cancer scenario (e.g., “Based on the news the doctor gave you, how hopeful are you
that you will live 10 years?”).

Furthermore, there was a subtle discrepancy in the two scales’ instruatiocis
was necessary to make the directions compatible with wording of the iteachis@le.
Although both measures asked participants to think about what they had just been told,
the hope ratings specifically inquired about feelings of hope “based on the news the
doctor gave you,” whereas the LOT-R instructions stated: “You were diagnased wi
colon cancer, have had surgery, and the doctor has just told you about treatment and what
you can expect in the future. Putting yourself in that mindset, please indicate hbw muc

you agree with each of the statements below.” In short, the LOT-R tkplyred trait

102



levels of optimism/hopefulness, which could be expected to remain stable in thé face o
bad news. In contrast, the items written specifically for this studfylreflected
hopefulness in the moment, and this state construct could be expected to change over
time, as observed in this study.

Taken together, these results suggest that framing the prognosis may rext have
impact on patients’ general outlook on life but may influence their hopefulnesslirey
certain aspects of their future. Yet even among the subjective ratingpeiulness,
framing appeared to sway hopefulness in some domains but not others. For instance,
participants who received the negative prognosis were less hopeful than thosamdho he
the positive prognosis about their chances of living 5 years, 10 years, and living longer
than the doctor expected. They were also less hopeful that the cancer woulctueaer
On the other hand, framing did not appear to affect hope of living 1 year, receiving
needed treatment or good pain and symptom control, regaining independence, or being
generally well cared for. These results are consistent with the ideaealfeaming does
not have such a dramatic or all-encompassing effect as to cause individuals to be
universally pessimistic (or optimistic) about their future. The negativarigadoes,
however, appear to reduce feelings of hopefulness relative to the positig fra
particularly in domains specifically mentioned in the physician’s discusHiprognosis.
Whether the effect of a physician’s communication approach on hope tends to be
transient or enduring is a question that could be explored in future longitudinal studies
patient functioning.

Notably, if the O to 100 hopefulness ratings were interpreted as statistical

percentages, then individuals in both framing groups tended to be more hopeful than
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would be expected if they based their ratings solely on the prognostic informat
presented by the doctor. For example, the 5-year survival rate accordiegptoysician
was 65%, yet participants in the positive condition rated their hopefulness fairsgifvi
years at approximately 86, and participants in the negative condition rated their
hopefulness at approximately 70. Furthermore, despite tremendous varialitiége
ratings, participants in both conditions could generally be described as quite hapeful
the average ratings were above 50 in every domain assessed. Though it is cbtgectura
interpret hopefulness ratings as statistical percentages, this fisdingsistent with
previous research showing that individuals generally display an optimistic bias whe
envisioning the personally relevant future (Taylor & Brown, 1988; Weinstein, 1989). For
instance, one study found that individuals tend to rate themselves as less sudoeptible
developing cancer compared with their peers (Clarke, Lovegrove, M&lika
Machperson, 2000).
Individual Differences in Personality and Health Information Style

That feelings of hope were not determined entirely by physician cormment
highlights the fact that other individual differences may contribute to a patiesponse
to bad news. Many physicians note that they consider a patient’s personality in thei
decision about how to deliver bad news (Ptacek et al., 2001), and a patient’s personality
and previous experiences may influence the subjective interpretation of and résponse
bad news. Yet it remains unclear what personality factors may be releymatlicting a
patient’s response. In a preliminary effort to clarify this, possibléioakhips were
explored among the Big Five personality factors, health information atyde,

psychological distress and hopefulness.
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Results from these exploratory analyses produced several signifiidings. In
the case of testing the effect of warning, the only significant associaas between
Neuroticism and negative affect. Specifically, people who were more newgptided
more negative affect after receiving a diagnosis of colon cancer. This fisdingsistent
with previous research demonstrating a close relationship between thesedswres.
For instance, Rusting and Larsen (1997) found that Neuroticism predicted nefiatte a
following an unpleasant imagery task similar to the current study, in whichipantis
imagined a series of bad scenarios including a friend dying of cancdefidition
neuroticism “represents the proneness of the individual to experience unpleasant and
disturbing emotions” (McCrae & Costa, 2003, p.46), and some researchers have argued
that neuroticism should be termeegative emotionalitiased its robust relationship with
negative affect (Tellegen, 1985). From a clinical perspective, this fintingamany
health care professionals’ inclination to consider a patient’s personality winasridg
bad news. Knowing that a patient’s underlying personality tends to be highly nearotic
clinician may prepare for the possibility of a more intense negativa@mabteaction
and thus provide additional support, assist with reframing, or offer psychologmakser
as necessary to help the patient cope. In contrast to the findings for Neoratieither
the other four personality factors nor health information style predicted vieg#feect.
Further, there were no significant relationships between any of theskelesuaad
positive affect or anxiety.

A slightly different pattern of results emerged when individuals heard news about
prognosis. Though Neuroticism was correlated with both negative affect and/amxiet

this scenario, it did not uniquely add to the prediction of either outcome after taking int
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account the effect of framing. In this scenario, however, positive affacthwas not
affected by framing, was predicted by both Agreeableness and Consciees®uBhug
appears individuals who were more good-natured, meticulous, and precise felt more
enthusiastic following the second consultation, possibly reflecting a neEeamong
these individuals for the type of detailed information about prognosis they had just
received.

Although these associations are intriguing, their magnitudes werneeblamall,
and the findings are preliminary and in need of replication. Furthermore, the NEO
yielded relatively few significant associations, and the health informétiten s
guestionnaire failed to make any significant predictions. The null results assbwith
the latter questionnaire may be attributed to poor psychometric propertiesfatdhe
structure of the Krantz Health Opinion Survey has been criticized in the pastgBwbi
Whelen & Storandt, 1992). Even with this consideration, a large amount of variance in
each of the outcome variables is left unexplained. Consequently, a follow-up study w
larger samples and additional measures of patient attitudes, preferancesrsonalities
could provide greater insight into the relationship between individual differences and
physician communication styles in predicting responses to bad news. In adulition t
developing a more psychometrically sound measure of health information styss, Ite
useful for future research to assess variables such as individual patientracation
style, specific preferences for bad news communication (e.g., level of defmltance
of emotional support; Lobb et al., 2001), as well fear of death and dying (e.g.,&ester
Abdel-Khalek, 2003). Anecdotally, it may also be prudent for future studies totcollec

ratings of physician attributes such as empathy, caring, dominance, compatehce
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trustworthiness (e.g., Schmid Mast, Hall & Roter, 2008). Despite the fa¢chéhat
physician presentation style was held constant across the four conditions, numerous
participants in this study commented on these traits, conveying a wide/ \edriet
intensely held opinions about the physician that could be predictive of affective espons
following the consultation.
Limitations

One major limitation of this study is its generalizability. The videotapadggm
permitted a level of experimental control that has been absent in the mafjqnigvious
research in this area, but there are obvious differences between this approach and
studying communication as it naturally unfolds. Participants in this studyy e
actually receiving a diagnosis of cancer, and there could be differences in responses
this imaginary scenario and receiving such bad news in real life. Despitirtitation,
every effort was taken to make the scenario feel as realistic as possihiding filming
the video in an actual physician’s office with a real doctor, having the physp@ak s
directly into the camera as if he were talking to the participant, and sefttitige testing
rooms to look like a doctor’s waiting room and examination room. Furthermore,
participants generally reported that they felt the study scenario alesice that they
could imagine themselves in the scenario, and that they believed that they wpaolire
quite similarly if the situation presented in the study were actually hagp® them.
The fact that there were changes in negative affect and anxiety andraiéfierin hope
ratings as a function of the framing manipulation further suggests ttiaigants took

the experiment seriously and found it was realistic.
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In addition, the videotape paradigm precluded any conversation between the
participant and the doctor, which limited the realism of the experience and &lenad
participants from asking questions and doctors from tailoring their delivexgah
person. These restrictions are notable because patients better rem@msbéation
information when they ask questions and actively engage in discussion with the physicia
(Brown et al., 2001). Moreover, evidence suggests that tailoring the amount of
information provided according to the level of information a patient desires isaissoci
with lower anxiety and better problem-focused coping during a subsequent medical
procedure (Kiesler & Auerbach, 2006; Ludwick-Rosenthal & Neufeld, 1993). Such
tailoring, however, could not be incorporated into the physician’s presentation in the
current study.

Related to this limitation, although every effort was made to balance exotaim
control with realism, it was impossible to include some of the other elements
recommended in the SPIKES protocol (Baile et al., 2000). For example, assessing how
much the patient wants to know and checking for patient understanding throughout the
conversation are likely to be important elements of delivering bad new that colle not
incorporated into this study’s videotape methodology. Future research could confirm
whether these strategies increase comprehension and decrease psycluisbgiss) as
they are purported to do.

These limitations also highlight an inherent challenge in conducting research on
communicating bad news: the reductive methodology necessary for determinialgycaus
with respect to specific communication strategies may oversimplify takes place in

an actual healthcare conversation between a doctor and patient. For instaoagha
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simple six-word warning phrase may not affect psychological distress @antsvhen

used with other communication strategies it may in fact lead to reducedyaiixiist
challenge will be best addressed by continuing to conduct research usigg afra
methodologies—experimental and correlational, lab-based and naturalistic—

so that the weaknesses of one approach may be balanced by the strengths of another.

Another limitation to the generalizability of these results is the aggeraf the
participants. Participants were required to be at least 50 years of agsdére colon
cancer scenario they were asked to imagine was expected to be most salhéhafpe t
group. Inclusion of adults of all ages in future research will permit the igaéistn of
age as an independent variable in predicting response to bad news. For instance, one
study reported that older cancer patients recalled less informationifajlew initial
oncology consultation (Jansen et al., 2008), but age differences in recall of prognostic
statistics specifically have yet to be examined.

The current study also held prognosis constant across conditions. It would be
interesting to vary prognosis in future experimental studies, becausé nesearch
indicates that worse prognosis is associated with poorer recall of prognfistication
(Jansen et al., 2008), and information preferences appear to fluctuate at mooeddva
stages of cancer, compared with early stage cancer (Hagerty et al., 2(s).
differences could influence both comprehension and distress following diagmuktic a
prognostic consultations.

General Discussion and Implications
The results from this study contribute to a growing body of literature emglori

optimal approaches for communicating bad news in health care. Specifitalfyndings
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provide preliminary evidence that subtle communication strategies suamasgr

prognosis in a certain way contribute to meaningful differences in the resjpobad

news. Although bad news is by definition unpleasant for physicians to give and patients
to hear, these discussions are common in Western healthcare due to the belief that
patients have a right to know their own medical information. This ethical and legal
principle necessitates physician disclosure and patient understanding dieweost
upsetting information about both diagnosis and prognosis so that patients can make
informed medical decisions according to their preferences and values (iadeial.,

2008).

As important as honest and precise delivery of bad news is, however,
understanding should not be prioritized entirely at the expense of psychologieal wel
being. A person’s level of emotional distress following the receipt of bad stevsd
also be considered, and efforts should be made to reduce anxiety and distress to whateve
extent possible without sacrificing the provision of truthful and accurate infiloma
Avoiding depression and maintaining good psychological functioning are important
treatment goals in and of themselves. Psychological outcomes such as amiiety
depression, however, are also important when considering the long-termaphgsith
of patients. Depression and poor quality of life among patients with cancer have been
shown to be associated with worse physical health outcomes (Coates et al., 1992)
including greater 5-year risk of death (Watson, Haviland, Greer, Davidson & Blis
1999), although this finding is somewhat less clear in far advanced cancaletGas
Lusk, Miller, Brown & Miller, 1985; Glare, 2005). Furthermore, depressed individuals

have been shown to be more likely to report dissatisfaction with the doctor-patient
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relationship, which is in itself critical to the effective treatment ofpiiieent (Arora,
2003). In short, to balance autonomy and beneficence, two principles highly valued in
American healthcare, physicians need more information about how sharing sad new
affects patients and whether particular communication strategies carcegaient
understanding while minimizing distress.

Results from this study suggest that identifying such strategies is ingpla s
task. Indeed, these results indicate that current guidelines based on expeadiusonssy
not achieve their intended effect. Although this does not imply that physiciansl shoul
abandon warning altogether, these results do call for further investigation of this
technique as well as related approaches such as warningpafsibility of impending
bad news. If the warning strategy truly has no effect—neither beneficiabnmful—
then its use in communicating bad news is largely irrelevant. Physicianisl st least be
made aware, however, of the evidence behind the strategies they choose to employ,
particularly if an alternative strategy exists that may be moeetéfé in attaining the
desired result. For instance, the Bad News Response Model (Sweeny & 8h2pp)
implies that reducing the shock and minimizing the distress associated aithex ¢
diagnosis may be best achieved by warning optissibilityof bad news some time in
advance of the actual delivery that news, because it would allow a patient to ynentall
“brace for the worst.”

The conclusions regarding framing prognostic information are similarlyplexm
On the one hand, framing prognosis in terms of positive outcomes appears to reduce the
anxiety and negative affect individuals experience after hearing tlogin@sis.

Additionally, positive framing appears to support hope, a goal of care that isadipeat
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identified as a priority by both patients and physicians (Baile et al., 2000aRBatchl.,
2007; Clayton et al., 2008). Although these results appear to support describing prognosis
using a positive frame, one must keep in mind that the goal of a prognostic discussion is
typically to balance accurate knowledge with optimal psychologicalbvestlg.
Consequently, the trend toward reduced accuracy in recall after positivadrami
complicates this recommendation. Furthermore, it is important to question whether
positive framing could lead to inflated optimism, thereby sacrificing uteteatsg for
happiness. Such concerns are typically disregarded in the health behavior literature
where message framing has traditionally been employed. In thisHeelthtef objective
is to change health behavior (e.g., increase mammography compliance or encourage
smoking cessation) so the message frame that most effectively acthsveingle goal
can be unconditionally recommended. For instance, because women are much more
likely to get a mammogram after hearing the risks of failing toctletncer early (rather
than the benefits doing so), presenting arguments for mammography compliance in loss
framed terms is clearly preferable, regardless of the effe@yitirave on other outcomes.
When conveying prognosis, however, the need to balance two different goalsreads
guestion whether the elevated hopefulness produced by positive framing rephesents t
achievement of one goal (i.e., optimal well-being) at the expense of anothexc@ieate
comprehension).

Given these considerations, this study seems to support indirectly the guideline
that physicians use mixed framing (i.e., explaining prognosis with both pcesiiil/e
negative frames; National Breast Cancer Centre and National Cancer Qutiatole of

Australia, 2003). Research indicates this approach is used infrequently in practice
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(Rodriguez et al., 2008), and further research is needed to examine the effeedof m
framing before it can be endorsed unconditionally. For instance, it remaingaicaim
guestion whether mixed framing will mitigate the framing bias observed intticlg sr
whether the provision of opposing frames might actually reduce recall due to the
increased memory load (Jansen et al., 2008).

The conclusions and implications described here represent preliminary steps in
identifying evidence-based approaches for communicating bad news in health care
Given the knowledge that framing influences perceptions of prognosis and initia
responses to bad news, future research could evaluate the effect of this stradtr,
more distal outcomes such as treatment choice and relationship with the physicia
would be good to know, for instance, whether the elevations in negative affect and
anxiety observed in the current study harm the rapport between patient anéaphossic
whether this distress would persist over time. Furthermore, would individuals tend to
choose more aggressive treatment after hearing their prognosis franieelg8sThese
clinical outcomes are important for the long-term care of the patientlyitindre are
many additional communication strategies beyond warning and framing thagdiaee
be explored empirically. Though communication is sometimes viewed as an art that
cannot be studied empirically, this study contradicts that belief and reintbecased
for such empirical evaluation by showing that expert consensus and commonsense
expectations about the consequences of communication are not always correct. Though
individual differences in patient preferences and personalities precludesazesis-all
approach, the more evidence available about the effects of various strategies{er

chance doctors will convey bad news in a way that is optimal for each patient.

113



REFERENCES

Akechi, T., Okuyama, T., Akizuki, N., Azuma, H., Sagawa, R., Furukawa, T. A. et al.
(2006). Course of psychological distress and its predictors in advanced non-small
cell lung cancer patientBsycho-Oncology, 13863-473.

American Cancer Society. (2008%#hat are the risk factors for colon cancéR@trieved
July 16, 2008 from
http://www.cancer.org/docroot/CRI/content/CRI_2_4 2X_ What_ are_the_risk
_factors_for_colon_and_rectum_cancer.asp

American Cancer Society. (2008bjow is colorectal cancer stagedRetrieved June 30
2008 from
http://www.cancer.org/docroot/CRI/content/CRI_2_4 3X_How_is_colon _and _
rectum_ cancer_staged.asp?sitearea=

Antoni, M. H., Lehman, J. M., Kilbourn, K. M., Boyers, A. E., Culver, J. L., Alferi, S.
M., et al. (2001). Cognitive-behavioral stress management intervention decreases
the prevalence of depression and enhances benefit finding among women under
treatment for early-stage breast cankkalth Psychology, 2@0-32.

Arora, N. K. (2003). Interacting with cancer patients: The significanpiydicians’
communication behavioSocial Science and Medicine, Y81-806.

Baile, W. F., Buckman, R., Lenzi, R., Glober, G., Beale, E. A., & Kudelka, A. P. (2000).
SPIKES—A six-step protocol for delivering bad news: Application to the patient

with cancerOncologist, 5302-311.

114



Baile, W. F., Lenzi, R., Parker, P. A., Buckman, R., & Cohen, L. (2002). Oncologists’
attitudes toward and practices in giving bad news: An exploratory stadsnal
of Clinical Oncology, 202189-2196.

Barclay, J. S., Blackhall, L. J., & Tulsky, J. A. (2007). Common strategies and tultura
issues in the delivery of bad newsurnal of Palliative Care, 1(58-997.

Brenes, G. A., (1998). The effects of message frame, perceived risk, and response
efficacy on mammography compliance (Doctoral dissertation, Washingt
University in St. Louis, 1998Dissertation Abstracts International, 58071.

Bruera, E., Palmer, J. L., Pace, E., Zhang, K., Willey, J., Strasser, F.2600a0).(A
randomized, controlled trial of physician postures when breaking bad news to
cancer patientdalliative Medicine, 21501-505.

Buckman, R. (1984). Breaking bad news: Why is it so difficBliish Medical Journal,
288,1597-1599.

Butow, P. N., Dunn, S. M., & Tattersall, M. H. (1995). Communication with cancer
patients: Does it matteddurnal of Palliative Care, 1134-38.

Butow, P. N., Kazemi, J. N., Beeney, L. J., Griffin, A., Dunn, S. M., & Tattersall, M. H.
N. (1996). When the diagnosis is cancer: Patient communication experiences and
preferencesCancer, 772630-2637.

Butow, P. N., MacLean, M., Dunn, S. M., Tattersall, M. H., & Boyer, M. J. (1997). The
dynamics of change: Cancer patients' preferences for information, invaiveme
and supportAnnals of Oncology, 857-863.

Campbell, M. L. (1994). Breaking bad news to patieidJA: Journal of the American

Medical Association, 271.052.

115



Carver, C. S., & White, T. L. (1994). Behavioral inhibition, behavioral activation, and
affective responses to impending reward and punishment: The BIS/BAS scales.
Journal of Personality and Social Psycholp§y, 319-333.

Cassileth, B. R., Lusk, E. J., Miller, D. S., Brown, L. L., & Miller, C. (1985).
Psychological correlates of survival in advanced malignant disedee?
England Journal of Medicine, 312551-1555.

Christakis, N. A. (1999)Death foretold: Prophecy and prognosis in medical care
Chicago: University of Chicago Press.

Clarke, V. A., Lovegrove, H., Williams, A., & Machperson, M. (2000). Unrealistic
optimism and the health belief mod&burnal of Behavioral Medicine, 2367-
376.

Clayton, J. M., Hancock, K., Parker, S., Butow, P. N., Walker, S., Carrick, S. et al.
(2008). Sustaining hope when communicating with terminally ill patients and
their families: A systematic reviewsycho-Oncology, 1B541-659.

Clore, G. L., Schwarz, N., & Conway, M. (1994). Cognitive causes and consequences of
emotion. In R. S. Wyer & T. K. Srull (EdsBhlandbook of social cognitiof2™
ed., pp. 323-417). Hillsdale, NJ: Lawrence Erlbaum Associates.

Coates, A., Gebski, V, Signorini, D., Murray, P., McNeil, D., Byrne, M. et al. (1992).
Prognostic value of quality-of-life scores during chemotherapy for adgance
breast cancer. Australian New Zealand Breast Cancer Trials Gawpal of
Clinical Oncology, 101833-1838.

Costa, P. T., & McCrae, R. R. (199R)EOPI/FFI manual supplemerbdessa, FL:

Psychological Assessment Resources.

116



Davey, H. M., Butow, P. N., & Armstrong, B. K. (2003). Patient preferences fdewrit
prognostic informationBritish Journal of Cancer, 89,450-1456.

Dunn, S. M., Butow, P. N., Tattersall, M. H., Jones, Q. J., Sheldon, J. S., Taylor, J. J., et
al. (1993). General information tapes inhibit recall of the cancer consultation.
Journal of Clinical Oncology, 12279-2285.

Dutt-Gupta, J., Bown, T., & Cyna, A. M. (2007). Effect of communication of pain during
intravenous cannulation: a randomized controlled t&atish Journal of
Anaesthesia, 9871-875.

Emanuel, L. L., von Gunten, C. F., & Ferris, F. D. (Eds). (19B9¢. education for
physicians on end-of-life care (EPEC) curriculum: The EPEC prof&ticago:

The EPEC Project.

Eqggly, S., Penner, L., Albrecht, T. L, Cline, R. J. W., Foster, T., Naughton, M., et al.
(2006). Discussing bad news in the outpatient oncology clinic: Rethinking current
communication guidelinegournal of Clinical Oncology, 24/16-719.

Fallowfield, L. J. (1993). Giving sad and bad nelaemcet, 341476-478.

Fallowfield, L., & Jenkins, V. (2004). Communicating sad, bad, and difficult news in
medicine.The Lancet, 363312-319.

Faulkner, A., Maguire, P., & Regnard, C. (1994). Breaking bad news: A flow diagram.
Palliative Medicine, 8145-151.

Feldman, L. (1995). Valence focus and arousal focus: Individual differences in the
structure of affective experienciurnal of Personality and Social Psychology,

69,153-166.

117



Feldman Barrett, L. & Russell, J. A. (1998). Independence and bipolarity in the structur
of current affectJournal of Personality and Social Psychology, 987-984.

Fogarty, L. A., Curbow, B. A., Wingard, J. R., McDonnell, K., & Somerfield, M. R.
(1999). Can 40 seconds of compassion reduce patient ankeetyval of Clinical
Oncology, 17371-397.

Friedrichsen, M., & Milberg, J. (2006). Concerns about losing control when breaking bad
news to terminally ill patients with cancer: physicians' perspeciougnal of
Palliative Medicine, 9673-682.

Friedrichsen, M. J. & Strang P. M. (2003). Doctor’s strategies when breakingwsadme
terminally ill patientsJournal of Palliative Medicine, §65-574.

Gattellari, M., Butow, P. N., Tattersall, M. H. N, Dunn, S. M., & MacLeod, C. A. (1999)
Misunderstanding in cancer patients: Why shoot the messefge&Ps of
Oncology, 1039-46.

Gattellari, M.,Voigt, K. J., Butow, P. N., & Tattersall, M. H. N. (2002). When treatm
goal is not cure: Are cancer patients equipped to make informed decisions?
Journal of Clinical Oncology, 203-513.

Girgis, A., & Sanson-Fisher, R. W. (1995). Breaking bad news: Consensus guidelines fo
medical practitionerslournal of Clinical Oncology, 13449-2456.

Girgis, A., Sanson-Fisher, R. W., & Schofield, M. J. (1999). Is there consensus between
breast cancer patients and providers on guidelines for breaking bad news?
Behavioral Medicine, 2%9-77. Retrieved June 30, 2008 from Health &

Wellness Resource Center Database.

118



Glare, P. (2005). Clinical predictors of survival in advanced cadcarnal of
Supportive Oncology, 331-339.

Gordon, E. J., & Daughtery, C. K. (2003). Hitting you over the head: Disclosure of
prognosis to advanced cancer patieBisethics, 17142-168.

Gray, J. A. (1990). Brain systems that mediate both emotion and cog@itignition
and Emotion4, 269-288.

Gurm, H. S., & Litaker, D. G. (2000). Framing procedural risks to patients: 1ss88%6
the same as a risk of 1 in 108@ademic Medicine, 7840-842.

Hagerty, R. G., Butow, P. N., Ellis, P. M., Dimitry, S., & Tattersall, M. H.20065).
Communicating prognosis in cancer care: A systematic review of theduiter
Annals of Oncology, 18,005-1053.

Hagerty, R. G., Butow, P. N., Ellis, P. A., Lobb, E. A., Pendlebury, S., Leighl, N. et al.
(2004). Cancer patient preferences for communication of prognosis in the
metastatic settinglournal of Clinical Oncology, 22,721-1730.

Heyland, D. R., Dodek, P., Rocker, G., Groll, D., Gafni, A., Pichora, D., et al. (2006).
What matters most in end-of-life care: perceptions of seriously ikmtatand
their family membersCanadian Medical Association Journal, 1 Retrieved
May 14, 2008, from PUBMED database.

Jansen, J., Butow, P. N., van Weert, J. C., van Duleman, S., Devine, R. J., Heeren, T. J.,
et al. (2008). Does age really matter? Recall of Information presentesivty
referred patients with cancéournal of Clinical Oncology, 26450-5457.

Kaplowitz, S. A., Campo., S., & Chiu, W. T. (2002). Cancer patients’ desires for

communication of prognosis informatiddealth Communication, 1£221-241.

119



Katzman, R., Brown, T., Fuld, P., Peck,A., Schechter, R., & Schimmel, H. (1983).
Validation of a short orientation-memory-concentration test of cognitive
impairment American Journal of Psychiatry, 14034-739.

Kercher, K. (1992). Assessing subjective well-being in the oldRédearch on Aging,
14,131-167.

Kiesler, D. J. & Auerback, S. M. (2006). Optimal matches of patient preferences for
information, decision-making and interpersonal behavior: Evidence, models and
interventionsPatient Education & Counselingl,319-341.

Krantz, D. S., Baum, A., & Wideman, W. (1980). Assessment of preferences for self-
treatment and information in health caleurnal of Personality and Social
Psychology, 39977-990.

Lamont, E. B., & Chistakis, N. A. (2001). Prognostic disclosure to patients with cancer
near the end of lifeAnnals of Internal Medicine, 134096-1105.

Lester, D. & Abdel-Khalek, A. (2003). The Collett-Lester Fear of DeatheSéal
correction Death Studies, 2 81-85.

Lobb, E. A., Butow, P. B., Kenny, D. T., & Tattersall, M. H. N. (1999). Communicating
prognosis in early breast cancer: Do women understand the language used?
Medical Journal of Australia, 17290-294. Retrieved July 1, 2008, from eMJA
via PUBMED database.

Lobb, E. A., Kenny, D. T., Butow, P. B, & Tattersall, M. H. N. (2001). Women'’s
preferences for discussion of prognosis in early breast cateaith
Expectations, 448-57.

Ludwick-Rosenthal, R. & Neufeld, R. W. J. (1993). Preparation for undergoing an

120



invasive medical procedure: Interacting effects of information and cofyileg s
Journal of Consulting and Clinical Psychology, 656-164.

Mackillop, W. J., Stewart, W. E., Ginsburg, A. D., & Stewart, S. S. (1988). Cancer
patients’ perceptions of their disease and its treatrBemish Journal of Cancer,
58, 355-358.

Mackinnon, A., Jorm, A. F., Christensen, H., Korten, A. E., Jacomb, P. A., & Rodgers, B.
(1999). A short form of the Positive and Negative Affect Schedule: Evaluation of
factorial validity and invariance across demographic variables in a aaityn
sample Personality and Individual Differences, 205-416.

Marteau, T. M., & Bekker, H. (1992). The development of a six-item short-form of the
state scale of the Spielberger State-Trait Anxiety Inventory (5 BAitish
Journal of Clinical Psychology, 3B01-306.

Maynard, D. W. (1996). On “realization” in everyday life: The forecasting of bad as
a social relationAmerican Sociological Review, 6109-131.

Mayo Clinic Staff. (2008). “Colon Cancer.” Retrieved June 30, 2008 from

http://www.mayoclinic.com/health/colon-cancer/DS00035/DSECTION=tests

and-diagnosis

McCrae, R. R. & Costa, P. T. (2008ersonality in adulthood: A five-factor theory
perspective (¥ ed).New York: Guildford Press.

Miranda, J., & Brody, R. V. (1992). Communicating bad naWestern Journal of

Medicine, 15683-85.

121



Myerowitz, B. E., & Chaiken, S. (1987). The effect of message framing on briast se
examination attitudes, intention, and behawlournal of Personality and Social
Psychology, 52500-510.

National Breast Cancer Centre and National Cancer Control Initiative. (ZClB8gal
practice guidelines for the psychosocial care of adults with ca@nperdown,
New South Wales, Australia: National Breast Cancer Centre.

National Cancer Institute. (2008). 5-year relative survival rates by yedrapnosis, and
by cancer site. SEER Cancer Data. Retrieved June 30, 2008 from
http://seer.cancer.gov/faststats/selections.php#Output.

Norton, T. R., Manne, S. L., Rubin, S., Carlson, J., Hernandez, E., Edelson, M. I. et al.
(2004). Prevalence and predictors of psychological distress among women with
ovarian cancerJournal of Clinical Oncology, 22819-926.

Novack, D. H., Plumer, R., Smith, R. L., Ochitill, H., Morrow, G. R., & Bennett, J. M.
(1979). Changes in physicians' attitudes toward telling the cancer pafidfh. :
Journal of the American Medical Associati@4,1, 897-900.

O’Connor, A. M. (1989). Effects of framing and level of probability on patients’
preferences for cancer chemotheralpurnal of Clinical Epidemiology, 44,19-

126.

Omne-Ponten, M., Holmber, L., & Sjoden, P. O. (1994). Psychosocial adjustment among

women with breast cancer stages | and II: Six-year follow-up of consecutive

patients.Journal of Clinical Oncology, 12,778-1782.

122



Paraskevaidis, E., Kitchener, H. C., & Walker, L. G. (1993). Doctor-patient
communication and subsequent mental health in women with gynaecological
cancerPsycho-Oncology, 2,95-200.

Parker, P. A., Baile, W. F., de Moor, C., Lenzi, R., Kudelka, A., & Lorenzo, C. (2001).
Breaking bad news about cancer: Patients’ references for communidatiomal
of Clinical Oncology, 192049-2056.

Ptacek, J. T., & Eberhart, T. L. (1996). Breaking bad news: A review of thediera
JAMA: Journal of the American Medical Association, 2485-502.

Ptacek, J. T., Ptacek, J. J., & Ellison, T. L. (2001). “I'm sorry to have to tell you...”
Physicians reports’ of breaking bad nedaurnal of Behavioral Medicine, 24,
205-217.

Ramirez, A. J., Graham, J., Richards, M. A., Cull, A., Gregory, W. M., Leaning M. S., et
al. (1995). Burnout and psychiatric disorder among cancer clinidaiish
Journal of Cancer71, 1263— 1269.

Roberts, C. S., Cox, C. E., Reintgen, D. S., Baile, W. F., & Gibertini, M. (1994).
Influence of physician communication on newly diagnosed breast patients’
psychologic adjustment and decision-maki@gncer, 74336-341.

Robinson-Whelen, S. & Storandt, M. (1992). Factor structure of two health belief
measures among older aduRsychology and Aging, 209-213.

Rodriguez, K. L., Gambino, F. J., Butow, P. N., Hagerty, R. G., & Arnold, R. M. (2008).
‘It's going to shorten your life’: Framing of oncologist-patient commutica

about prognosifsycho-Oncology, 1219-225.

123



Rothman, A. J., Martino, S. C., Bedell, B. T., Detweiler, J. B., & Salovey, P. (1999). The
systematic influence of gain- and loss-framed messages on interest ireaid us
different types of health behavid?tersonality and Social Psychology Bulletin, 25,
1355-1369.

Rusting, C. L., & Larsen, R. J. (1997). Extraversion, neuroticism, and susceptibility t
positive and negative affect: A test of two theoretical modRessonality and
Individual Differences22, 607-612.

Sabbioni, M. E. E. (1999). Are physicians aware of what patients know about what
physicians knowZAnnals of Oncology, 1@Q,1-12.

Sardell, A. N., & Trierweiler, S. J. (1993). Disclosing the cancer diagrésedures
that influence patient hopefulneg€zancer, 723355-3365.

Scheier, M., Carver, C. S., & Bridges, M. (1994). Distinguishing optimism from
neuroticism (and trait anxiety, self-mastery, and self-esteenm@:ealuation of
the Life Orientation Testlournal of Personality and Social Psychology, 67,
1063-1078.

Schmid Mast, M., Hall, J. A., & Roter, D. L. (2007). Disentangling physician sex and
physician communication style: Their effects on patient satisfactiarvirtual
medical visit.Patient Education & Counseling, 686-22.

Schmid Mast, M., Hall, J. A., & Roter, D. L. (2008). Caring and dominance affect
participants’ perceptions and behaviors during a virtual medical Jositnal of

General Internal Medicine, 2523-527.

124



Schmid Mast, M., Kindlimann, A., & Langewitz, W. (2005). Recipients’ perspective on
breaking bad news: How you put it really makes a differdhaBent Education
& Counseling, 58244-251.

Schofield, P. E., & Butow, P. N. (2004). Towards better communication in cancer care: a
framework for developing evidence-based interventiBasient Education and
Counseling, 5532-39.

Schofield, P. E., Butow, P. N., Thompson, J. F., Tattersall, M. H. N., Beeney, L. J., &
Dunn, S. M. (2003). Psychological responses of patients receiving a diagnosis of
cancerAnnals of Oncology, 1418-56.

Sharma, A., Sharp, D.M., Walker, L.G., & Monson, J.R. (2007). Stress and burnout in
colorectal and vascular surgical consultants working in the UK NationalrHealt
Service Psycho-Oncology, 1570-576.

Shepperd, J. A., & McNulty, J. K. (2002). The affective consequences of expected and
unexpected outcomeBsychological Science, 185-88.

Spielberger, C. D., Gorsuch, R. L., Lushene, R., Vagg, P. R., & Jacobs, G. A. (1983).
State Trait Anxiety Inventory for adults manu@alo Alto, CA: Consulting
Psychologists Press.

Stanford Medical School Investigators. (2008). Stress, the HPA, and Health in Aging
Common Measures Appendix. Retrieved 25 June 2008 from

http://stressandhealth.stanford.edu/

The SUPPORT Principal Investigators. (1995). A controlled trial to impraesforn

seriously ill hospitalized patients. The study to understand prognoses and

125



preferences for outcomes and risks of treatments (SUPPORWA: Journal of
the American Medical Associatiok74, 1591-1598.

Sweeny, K., & Shepperd, J. A. (2007). Being the best bearer of bad tidegsw of
General Psychology, 235-257.

Taylor, S. E., & Brown, J. D. (1988). lllusion and well-bring: A social psychological
perspective on mental heal®Psychological Bulletin, 103,93-210.

Tellegen, A. (1985). Structures of mood and personality and their relevancessiragse
anxiety, with an emphasis on self-report. In A. H. Tuma & J. D. Maser (Eds.),
Anxiety and the anxiety disordgsp. 681-706). Hillsdale, NJ: Lawrence
Erlbaum Associates.

Thorne, S. E., Hislop, T. G., Armstrong, E., & Oglov, V. (2008). Cancer care
communication: The power to harm and the power to Heatient Education and
Counseling, 7134-40.

VandeKieft, G. K. (2001). Breaking bad newgnerican Family Physician, 64975-
1978.

Ware, J. E. (19935F-36 Health Survey: manual and interpretation guilee Medical
Outcomes Trust: Boston, MA.

Warr, P. B., Barter, J., & Brownbridge, G. (1983). On the independence of positive and
negative affectJournal of Personality and Social Psychology, @44-651.
Watson, D., Clark, L. A., & Tellegen, A. (1988). Development and validation of brief

measures of positive and negative affect: The PANAS schilasnal of

Personality and Social Psychology,, 5d63-70.

126



Watson, M., Haviland, J. S., Greer, S., Davison, J., & Bliss, J. M., (1999). Influence of
psychological response of survival in breast cancer: A population-based cohort
study.Lancet, 3541331-1336.

Weeks, J. C., Cook, E. F., O'Day, S. J., Peterson, L. M., Wenger, N., Reding, D., et al.
(1998). Relationship between cancer patients’ predictions of prognosis and their
treatment preferencedournal of the American Medical Association, 27809-

1714.

Weinstein, N.D. (1989). Optimistic biases about personal i&kience, 2461232-1233.

Wenrich, M. D., Curtis, J. R., Shannon, S. E., Carline, J. D., Ambrozy, D. M., & Ramsey,
P. G. (2001). Communicating with dying patients within the spectrum of medical
care from terminal diagnosis to deatimnals of Internal Medicine, 16868-874.

Wiggers, J. H., Donovan, K. O., Redman, S., & Sanson-Fisher, R. W. (1990). Cancer
patient satisfaction with car€ancer, 66610-616.

Williams, T., Clarke, V., & Borland, R. (2001). Effects of message framing on breast-
cancer-related beliefs and behaviors: The role of mediating fagtansal of
Applied Social Psychology, 33925-950.

Wittenberg-Lyles, E. M., Goldsmith, J., Sanchez-Rellly, S., & Ragan, S. L. (2008).
Communicating a terminal prognosis in a palliative care setting: iBefies in
current communication training protocofocial Science and Medicine, &356-
2365.

Zabora, J., Brintzenhofeszoc, K., Curbow, B., Hooker, C., & Piantadosi, S. (2001). The

prevalence of psychological distress by cancer Bggcho-Oncology, 109-28.

127



Appendix A. Vignettes

Videos Al and A2 Vignette

Please imagine yourself in the following situation:

You have been feeling constipated and nauseated for the last couple of weeks. You also
have been having bad pains in your stomach, and recently, you have started noticing
some blood in the toilet after you go to the bathroom. At first you thought that you just
had a stomach bug and that it would go away, but after about 3 weeks of the same
symptoms, you decided to go to the doctor.

You first saw the doctor last week. After examining you very carefully skidgyou a

lot of questions about your medical background and your symptoms, the doctor told you
that there were a couple of different things that could cause the symptones you'r
describing, but that he would not know anything without doing further tests. At the
doctor’'s recommendation, you had a colonoscopy the next day, which is a standard
screening test in which doctors look at the inside of your colon to see if anything
appeared abnormal. The doctors found a couple of polyps, which are abnormal growths
of tissue that people your age often have. He biopsied the polyps, which means he
removed some tissue and sent it to the lab to be examined under a microscope.

Today you are here to see the doctor for the second time to find out the results of the
biopsy.

Vignette A
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Videos B1 and B2 Vignette

Now please imagine the following scenario:

Since your last doctor’s appointment, you have had a CAT scan. You also had surgery.
The surgeon cut out the cancerous part of your colon, along with segments of normal
tissue on either side to be sure that no cancer was left behind. He then recoimeecte
healthy sections of your colon back together. As part of the surgery, the surgetmokls

out several lymph nodes to see if the cancer has spread to them. Lymph nodes help you
fight infections. If there’s lymph node involvement, it means that your canaerisore
advanced stage, and you might need chemotherapy. The surgeon told you the he sent the
lymph nodes off to be examined with a microscope, and that that all the results would be
back in one week.

You are recovering from surgery well, and are not in any pain. You are seeaartbe
today to get results from the CAT scan and the lymph node biopsy.

Vignette B
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Appendix B. Video Scripts
Video Al
Good to see you— I'm glad we could get together to discuss your test redaits t

Let me review your history a little bit to be sure that we’re on the same. p&gjgen you
came in last week you told me that you had been feeling constipated and nauseated f
couple of weeks. You also complained of stomach pains and said that you had noticed
some blood in your stool. Now, as | told you last week, there are a couple ofrdiffere
things that can cause the symptoms you’re describing, which is whyavged for you

to have some tests done.

So two days ago you had a colonoscopy, where we looked at the inside of your colon. We
did find a couple of polyps, which are those abnormal growths of tissue that many people
your age have. We biopsied the polyps, which means we removed some tissue and sent it
to the lab to be examined under a microscope.

OK, so it's the results of the biopsy that we’re going to be discussing today.

I’'m afraid | have bad news.[Pauses momentarily, making eye contact with patient.]
The biopsy of that tissue shows that you have colon cdiarses briefly.]

I’'m sorry to have to tell you this. | want you to know that I'm going to be leehelp
you through this[Pauses again, making eye contact with patient.]

At this point we don’t know the extent, or stage, of your cancer. We need to do some
more tests, including a CAT scan, to find out whether the cancer has spread. This will
help us decide what treatments are going to be most helpful for you.

However, regardless of whether the cancer has spread, the first thing/are’tio do is
schedule you for surgery to remove the part of your colon where the cancer ist és pa
the surgery, we’ll also look for any spread of the disease, which will involve taking out
some lymph nodes and checking them for cancer.

Again, | want you to know that | am here to help you through firegise].We're going
to take this one step at a time, and I'm going to help you understand everythigg that’
going on. So let’s take a few minutes and then see what questions | can angwer fo

Video Al
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Video A2
Good to see you— I'm glad we could get together to discuss your test redaits t

Let me review your history a little bit to be sure that we’re on the same. pdgjgen you
came in last week you told me that you had been feeling constipated and nbitsseate
couple of weeks. You also complained of stomach pains and said that you had noticed
some blood in your stool. Now, as | told you last week, there are a couple ofrdiffere
things that can cause the symptoms you’re describing, which is whyavged for you

to have some tests done.

So two days ago you had a colonoscopy, where we looked at the inside of your colon. We
did find a couple of polyps, which are those abnormal growths of tissue that many people
your age have. We biopsied the polyps, which means we removed some tissue and sent it
to the lab to be examined under a microscope.

OK, so it's the results of the biopsy that we’re going to be discussing today.

[No warning of bad new$ The biopsy of that tissue shows that you have colon cancer.
[Pauses briefly.]

I’'m sorry to have to tell you this. | want you to know that I'm going to be leehelp
you through this[Pauses again, making eye contact with patient.]

At this point we don’t know the extent, or stage, of your cancer. We need to do some
more tests, including a CAT scan, to find out whether the cancer has spread. This will
help us decide what treatments are going to be most helpful for you.

However, regardless of whether the cancer has spread, the first thing/are’tio do is
schedule you for surgery to remove the part of your colon where the cancer ist és pa
the surgery, we'll also look for any spread of the disease, which will involve taking out
some lymph nodes and checking them for cancer.

Again, | want you to know that | am here to help you through fireise].We're going
to take this one step at a time, and I'm going to help you understand everythisg that’
going on. So let’s take a few minutes and then see what questions | can angwer fo

Video A2
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Video B1

Hi, it's good to see you again. I'm glad to see that you're recoveringnoeil your
surgery. As | told you before, the surgery went just as planned, and they were able to
remove the portion of your colon where the cancer was without a problem.

Now | know you've been waiting to hear the results of the additional tests thetdve
done, and I'd like to talk to you about those results today.

The CAT scan showed that the cancer has not spread to any other organs in your body,
but we did find that the cancer has spread into several of your lymph {aeses
again.]

I’'m so sorry to have to tell you thig?auses again, making eye contact with patient.]

Now, the two main questions that patients usually ask me about this diagnosis are
treatment and what to expect in the future. So let me talk a little bit about that.

As far as treatment, I'm going to recommend a course of chemotheanagmidition to the
surgery, chemotherapy is designed to kill the remaining cancer cellsoiffi@nation of
surgery and chemotherapy is the most effective treatment we have typth cancer.

Fortunately, there’s about an 80% chance that you will remain cancer free afte
treatment. In addition, | can tell you that about 65% of people who are your age
and have this disease will be alive in 5 years.

| want you to know that | am going to do whatever | can to help you through this.
[Pause].Let’s take a few minutes and then see what questions you have.

Video B1
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Video B2

Hi, it's good to see you again. I'm glad to see that you're recoverirignael your
surgery. As | told you before, the surgery went just as planned, and they were able to
remove the portion of your colon where the cancer was without a problem.

Now | know you've been waiting to hear the results of the additional tests thatiwe ha
done, and I'd like to talk to you about those results today.

The CAT scan showed that the cancer has not spread to any other organs in your body,
but we did find that the cancer has spread into several of your lymph {aeses
again.]

I’'m so sorry to have to tell you thig?auses again, making eye contact with patient.]

Now, the two main questions that patients usually ask me about this diagnosis are
treatment and what to expect in the future. So let me talk a little bit about that.

As far as treatment, I'm going to recommend a course of chemotheanagmidition to the
surgery, chemotherapy is designed to kill the remaining cancer cellsoiffi@nation of
surgery and chemotherapy is the most effective treatment we have fgpéhaf tancer.

Unfortunately, there’s about a 20% chance that your cancer will come back afte
treatment. In addition, | can tell you that about 35% of people who are your age
and have this disease will die within 5 years.

| want you to know that | am going to do whatever | can to help you through this.
[Pause].Let’s take a few minutes and then see what questions you have.
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Appendix C. Information Recall Questionnaire

Information Recall: Diagnosis Video (Video A)

PLEASE CIRCLE YES OR NO.

1. Did the doctor tell you that you have colon cancer?
YES NO

2. Did the biopsy show the extent, or stage, of your cancer?
YES NO

3. Has the cancer had spread to your lymph nodes?
YES NO

4. Did the doctor recommend that you have some more tests done?
YES NO

5. Did the doctor recommend that you start chemotherapy?
YES NO

6. Did the doctor recommend that you have surgery to remove the part of your colon

where the cancer is?
YES NO
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Appendix D. Hope Ratings Questionnaire

Hope Ratings: Prognosis Video (Video B)

Now we are interested in what you are_thinkingand feelingabout the news you just

received from the doctor.

5. Please rate how hopefgdu feel about each of the statements below using a number
between 0 and 100. (Om®t at all hopefuland 100 iextremely hopefil

Hopefulness
(0-100)

Based on the news the doctor gave you, how hopeful are you that...
a. You will live 1 year?

b. You will live 5 years?

c. You will live 10 years?

d. You will live longer than the doctor expects?

e. You will receive the treatment you need?

f. The cancer will never return after treatment?

g. You will remain independent after treatment?

h. Any pain or symptoms will be well controlled?

i. You will be well cared for and supported?

6. Overall, how hopeful do you feel about the future? (btsat all hopefuland 100 is

extremely hopefil

7. How would you rate the news you just received about what to expect in the future?
(O istheworst news you could have possibly recejaed 100s the best news you could

have possibly receivgd
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