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Purpose: A cancer diagnosis is an overwhelming process for both patients and doctors. Many studies have addressed doctors’ 
opinions and knowledge regarding breaking bad news (BBN). However, scarce knowledge exists regarding patients’ perspectives for 
communicating bad news. Therefore, the current study aims to assess cancer patient preferences and satisfaction about BBN.
Patients and Methods: This is a mixed methods study consisting of two phases; an in-depth interview and cross-sectional 
quantitative analysis. Thematic analysis was used for the qualitative data to explore patients’ satisfaction and preferences about 
BBN. For quantitative analyses, the overall satisfaction was calculated as satisfaction percent. Bivariate analyses were performed, and 
statistical significance was set as p < 0.05. Quality function deployment was used to effectively define patient requirements of highest 
priority.
Results: Thematic analysis revealed two main themes. Theme 1; patients’ requirements for BBN and theme 2; patients’ reaction at the 
time of diagnosis with their categories. For the quantitative part, a total of 222 patients responded to the survey, females made up 70% 
of the sample. Satisfaction score percent ranged from 25.5 to 100%, with a mean of 82.7±11.9%. The most preferred items were 
mainly concerned with the doctor being honest and encouraging, good listener and interacting giving simple smooth explanations 
without using medical terms, and empathetic (average score 4.8/5). Also, providing the diagnosis in a calm and private environment 
(4.7/5). Analysis also found that the requirements for improvement included providing a written summary after receiving the diagnosis 
and patient perception assessed by the doctor before telling the diagnosis.
Conclusion: Communicating bad news effectively is crucial in the management of cancer patients. The process of BBN should be 
patient-centered, focusing on patients’ needs. Thus, the current study has demonstrated the patients’ preferences and the requirements, 
which should be incorporated into BBN protocols.
Keywords: breaking bad news, cancer, patients’ preferences, patients’ satisfaction

Introduction
Breaking bad news (BBN) is one of the most challenging tasks for any physician. Nevertheless, physicians need to 
communicate bad news to patients or their families in every medical specialty. Dr. Buckman defined bad news in 1984 as 
“any information which adversely and seriously affects an individual’s view of his or her future”.1 It has also been 
defined as news with a feeling of no hope, news affecting a person’s mental or physical well-being, upsetting to their 
lifestyle, or news that conveys fewer choices in his or her life.2 Delivering bad news in inappropriate ways increases the 
distress and anger of receivers. Furthermore, it may affect their ability to adapt and adjust to the new situation.3

Literature is rich in studies regarding BBN from physicians’ points of view. However, studies from patients’ 
perspectives are highly needed.4 In Poland, study showed that doctors’ behaviors impact patients’ decisions to continue 
medical treatment. This study revealed that less than half (47%) of the patients were satisfied by the way bad news was 
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delivered. Furthermore, it concluded that doctors are more efficient in delivering medical information but have trouble in 
expressive communication with patients’ emotions.5 Various studies have been carried out to evaluate patients’ prefer-
ences and satisfaction regarding BBN utilizing different protocols. One of the most widely used is known as the SPIKES 
protocol created by Baile et al in 2000. The abbreviation SPIKES represents six steps of BBN: Setting up, Perception, 
Invitation, Knowledge, Emotions, Strategy, and Summary.6 For example, a study conducted in Germany showed that 
only 46.2% of cancer patients were completely satisfied with how the bad news was delivered to them.7 Moreover, the 
satisfaction rate in Ethiopia is lower, where the total satisfaction rate among patients with serious illnesses was only 
30.6%.8 In addition, a Canadian study found that patients receiving bad news have additional preferences not included in 
the SPIKES protocol. These included a referral to a support group, an informational sheet or list of resources, a referral to 
a counselor, expected timely follow-up, and their physician to bear more determination in assisting them with their 
condition.9

In Saudi Arabia, many studies have been carried out to assess different aspects of BBN. A study in 2009 showed that 
all participants rejected the concealment of any information regarding their illness and almost all patients wanted to know 
the benefits and adverse effects of therapy (98% and 99%, respectively). Similarly, all of them wanted to know about the 
prognosis of their disease.10 In 2010 Dr. Aljubran published a study on Saudi perspectives about BBN which showed that 
the supportive attitude of patients’ relatives might progress into a dominating one that takes over the patient’s funda-
mental right to knowledge and decision-making.11 In 2016 another study revealed that patients desire disclosure of most 
cancer-related bad news, which contrasts with the views and requests of relatives.12 However, data regarding the 
preference of cancer patients and satisfaction with the protocol of BBN are limited in Saudi Arabia. Therefore, this 
study aims to assess the patients’ preferences and satisfaction utilizing the SPIKES protocol.

Materials and Methods
Study Design and Participants
This mixed methods study consists of two phases. The first was an in-depth interview, and the second was a cross- 
sectional survey. The study was aimed at Saudi cancer patients both males and females above 18 years old. Participants 
were enrolled from the oncology outpatients’ clinics at the university hospital and the oncology specialist hospital of two 
of the main cities in the Eastern Province of Saudi Arabia, during the period of July 2020 to November 2021.

Sample Size and Sampling Techniques
The in-depth interview included 19 patients. It was performed until theoretical saturation was achieved. The cross- 
sectional survey comprised 222 patients. This exceeded the minimum required sample size, which was calculated by 
STATA 11.0 to be 197, at 95% CL, assuming average satisfaction/ reality percent of 44 ± 25 (Sefart et al, 2014) with 
a margin of error =of 5%.

Data Collection Tools and Processes
Initially, the study team conducted an in-depth interview using a convenient sampling technique to explore the patient 
preferences regarding breaking bad news based on the SPIKES protocol. Participants were invited to take part in the 
study before or after completing their consultations. Data were transcribed and/or recorded (with patients consent to 
do so).

The interview started with a number of open-ended questions about: How do you perceive a good and a bad way of 
breaking bad news? Tell us about your experience on first receiving your diagnosis and how did you react to receiving 
this diagnosis? Interview questions have been obtained from Mirza et al’s study.9 The interviews were carried out by two 
researchers. Each patient was interviewed individually in a private clinic, each interview lasted around 30 minutes. 
Interviews were audio recorded with participants’ permission and transcribed verbatim. Translation from Arabic to 
English and reverse translation into Arabic were done by certified translators.

For the second phase of the study, the investigator constructed a 23-item questionnaire combining the 10 existing SPIKES 
items obtained from the literature with 13 additional items/requirements for breaking bad news from the in-depth interview. 

https://doi.org/10.2147/PPA.S394170                                                                                                                                                                                                                                  

DovePress                                                                                                                                               

Patient Preference and Adherence 2022:16 3358

Al-Johani et al                                                                                                                                                        Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


The constructed questionnaire was validated by three experts (face validity) and distributed to 20 patients to calculate 
reliability of the questionnaire using Cronbach’s Alpha which showed an alpha > 0.9. The questionnaire was distributed to 
measure the patient preference of each item on a scale of 1–5 (1: least preferred and 5 highest preferred). Moreover, the 
questionnaire investigated patients’ satisfaction/reality with each item studied (on a scale of 1–5).9

Furthermore, questions on sociodemographic characteristics and medical history including the type of cancer and the 
place of the original diagnosis were also collected.

Data collectors approached the participants personally at the oncology clinics and admission wards or through phone 
calls. The purpose of the study was fully explained, and participants were informed that the study results are going to be 
published anonymously. The consent forms were voluntarily signed, and an electronic version of the survey was shared 
with them. The survey was customized to accept a single response from each number to avoid duplication of responses.

Statistical Analysis
For the qualitative data, thematic analysis was used to explore patients’ satisfaction and preferences about breaking bad 
news. Each interview was transcribed by listening to the recordings several times to be familiar with the data. Transcripts 
were then reviewed and double checked by the other researcher. Subsequently, codes were generated and color-coded 
using Microsoft Word. Subsequently, all relevant codes were condensed into two themes with categories and subcate-
gories. Themes were considered important if they appeared frequently in the data or if a theme captured an important 
aspect of the research question.

For quantitative analyses, the overall satisfaction was calculated as satisfaction percent (average scores *100/highest 
possible score). Using IBM Statistical Package for the Social Sciences (SPSS) Statistics for Windows, version 26.0 
program, the different factors related to preferences and satisfaction were tested using independent samples t-test and 
ANOVA. Statistical significance was considered in p < 0.05.

Quality function deployment (QFD) was used to effectively define patient requirements of highest priority. This was 
done through calculating the gap of satisfaction of each item (5 – mean satisfaction score of the item) and multiplying it 
by the mean preference score obtained for this item. Since there was no statistically significant difference between 
satisfaction at the places of the original diagnosis, we used the total score of each item in the QFD.

Ethical Consideration
The study was conducted according to the Helsinki declaration. Ethical approval was granted by the Institutional Review 
Board (IRB-2020-01-212) of IAU and Dammam’s King Fahad Specialist Hospital (KFSH) to gain the acceptance for 
data collection. Informed consent was obtained from all voluntary participants after explanation of the study nature. The 
participants were reassured that all data will be kept confidential, and they have the right to stop at any time while 
interviewing them to insure the participants’ rights and welfare.

Results
Qualitative Thematic Analysis
The open-ended responses revealed two main themes (Table 1). Theme 1, patients’ requirements for BBN and its 
categories, which were preferred doctor characteristics, BBN setting, and preferred method of news delivery. Theme 2, 
patient’s reaction at the time of diagnosis and its categories which were: shock, acceptance of the diagnosis and that the 
mode of delivery will not change the reaction.

Most of the participants mentioned good verbal communication skills under the preferred doctor characteristic, followed 
by giving hope and eliminating worries. Regarding the BBN setting, patients commented on the privacy of the setting as the 
setting was crowded by several trainees. On the other hand, some patients mentioned their preference of the presence of 
a family member during the breaking of bad news. Gradual delivery of the news was the preferred method of news delivery 
followed by simplifying the diagnosis and providing a clear plan. With regards to the second theme, many patients were 
shocked by the news, others mentioned they were not surprised as they expected the diagnosis. In addition, some patients 
mentioned that they believed their reaction would not have been affected by the way they received the news.
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Table 1 Thematic Analysis for Open Ended Survey

Themes and Categories Number of 
Mention

Quote

Theme:
1. Patients’ requirement for 

breaking bad news:

1.1- Preferred doctor 
characteristics:

Doctor with good verbal 

communications skills

12 “Doctor provided detailed explanations in simple words, was attentive and a good listener”

Doctor gave hope and 

eliminated worries

10 “She gave a detailed explanation of the disease in simple words. She was joyful, gave me hope and 

reassured me”

Empathetic manner of the 

doctor

6 “When she told me I had breast cancer, I cried too much, the doctor understood my emotions and 

tried to reassure me”

Good Non-verbal 

communication

5 “The morals, voice tone and smile, as all of these will comfort that patient”

The doctor has a spiritual 

attitude

4 “The doctor was smiling, she reminded me of god, she said there is a treatment for this disease, you 

have to trust god”

Expert in the specialty provide 

accurate management

4 “Initially, I was following up in another hospital, the doctor gave me a wrong diagnosis. He told me, 

lymph node enlargement was due to inflammation, the number of lymph nodes increased then I came 

here” 

“To be an expert and know how to manage my disease”

Good morals, honest and 

encouraging

4 “To be honest in telling the diagnosis”

Smiling and joyful doctor 3 “She was smiling and laughing”

Focused doctor 1 “I want the doctor to be focused not distracted”

1.2 BBN* Setting

Private environment 6 “Initially, the clinic was crowded by too many doctors, then in the current appointments, only me and 

the doctor are present in the clinic, which is much better”

Presence of family members 5 “They told me about the diagnosis and my husband was there”

1.3 Preferred Method of news delivery

Gradual delivery of news 11 “I was referred to the hospital after finding a suspicious lump. I was afraid, but they gave me the 

diagnosis gradually and I accepted it”

To provide a clear plan 4 “Detailed explanation about the management plan”

Simplifying the diagnosis 4 “To explain the disease in a simplified way so I can understand”.

Collaboration with psychology 1 “To provide a psychologist at the time of BBN”

To Provide the diagnosis by 

a familiar doctor

1 “It would be better if the diagnosis was given by a doctor I know”

Direct, truth telling of the news 1 “For serious diseases, the true diagnosis should be given directly”

Using alternative words for 

cancer

1 “It would be better if the doctor used another word instead of saying cancer”

(Continued)
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Quantitative Analysis
Regarding the close-ended survey, of the 222 patients who had responded to the survey, females made up 70% of the 
sample. The highest percent were breast cancer patients (47%), followed by colon cancer (10.4%). Six patients (2.7%) 
had more than one type of cancer. Details of socio-demographics and diagnosis-related data are shown in (Table 2).

The Cronbach’s Alpha reliability coefficient for scores of preferences was 0.792 and for scores of satisfactions was 
0.898 indicating good reliability. Satisfaction score percent ranged from 25.5 to 100%, with a mean of 82.7±11.9%.

The satisfaction scores showed no statistically significant difference by place of original diagnosis, gender, marital 
status, educational level, monthly income, duration since diagnosis, type of cancer or family history of cancer (Table 3).

Table 1 (Continued). 

Themes and Categories Number of 
Mention

Quote

2. Patients’ reaction at time of diagnosis:

2.1 Shocked 9 “I broke down and cried, I started thinking about my kids and what will happen to them when I die”

2.2 Accepted the diagnosis 6 “The diagnosis was expected, I was not surprised”

2.3 Mode of delivery will not 

change my reaction

4 “Doctor’s attitude won’t change the response to the news as a serious illness is a fate”

Abbreviation: *BBN, Breaking Bad News.

Table 2 Distribution of Cancer Patients According to the Sociodemographic 
Characteristics and Medical History

No. 
(n=222)

%

Gender Male 65 29.3
Female 157 70.7

Age (years) (Min-max) 18–80
(Mean ± SD) 52±12

MS Single 18 8.1
Married 147 66.2
Divorced 30 13.5

Widowed 27 12.2

Education level Elementary or less 36 16.2
Intermediate 30 13.5
High school 58 26.1

Bachelor 85 38.3

Postgraduate 13 5.9

Monthly income Less than 5000 SR 75 33.8
5000–15,000 SR 109 49.1

More than 15,000 SR 38 17.1

Duration since diagnosis Less than 6 months 45 20.3
6 months-12 months 46 20.7

1 year- 5 years 93 41.9

More than 5 years 38 17.1

(Continued)
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Table 3 Association Between Satisfaction Score Percent, Sociodemographic and Cancer 
Related Data

Satisfaction Score 
Percent

Test of 
Significance F, p

Mean Standard 
Deviation

Place of original 

diagnosis

University hospital 82.7 12.7 0.065,
Oncology specialized 

hospital

82.2 11.2 0.937

Other hospitals 83.0 11.3

Gender Male 82.9 10.0 t=0.135
Female 82.7 12.7 P=0.898

(Continued)

Table 2 (Continued). 

No. 
(n=222)

%

Place where the diagnosis was first 

received

University hospital 107 48.2

Oncology specialized 
hospital

39 17.6

Other hospitals 76 34.2

Type of cancer Breast 104 47.1
Colon 23 10.4

Leukemia 15 6.8

Unclassified 12 5.4
Lymphoma 11 5

Lung 10 4.5

Thyroid 6 2.7
Liver 6 2.7

Bladder 6 2.7

Cervical 3 1.4
Prostate 3 1.4

Stomach 3 1.4
Endometrial 1 0.5

Bone 1 0.5

Pancreatic 1 0.5
Esophageal 1 0.5

Nasopharyngeal 1 0.5

Kidney 1 0.5

More than 1 type of Ca 6 2.7

Family history of cancer Yes 87 39.2

No 73 32.9
Do not know 62 27.9
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Also, there was no correlation between satisfaction score percent and age (r=0.025, p=0.714) nor was there one with 
the number of children (r=−0.012, p=0.86).

The mean satisfaction score percent of different types of cancers are shown in Figure 1, yet the differences were not 
statistically significant (F=0.95, p=0.525).

Upon examination of cancer patients’ diagnoses and their preferences, the results found that receiving the diagnosis in 
a calm environment was more preferred in those with any type of cancer (preference score = 4.5 to 5) compared to those 
who had more than one type of cancer (3) and the one patient who had pancreatic cancer (2) (p=0.0001). Additionally, 
bringing a family member or a friend was more preferred among patients with breast cancer (4.1) than bladder cancer 
(1.8) and more than those patients with more than one type of cancer (3.7) (p=0.009).

Checking the patient’s understanding was more preferred in breast cancer and colon cancer patients (4.8 and 4.9, 
respectively) than in prostate cancer patients (3.3) (p=0.026).

Sociodemographic characteristics and family history were also assessed for any potential correlations with patients’ 
preference. The results showed that doctor’s empathy had a higher score in those who had a family history (4.9) than 
those who did not (4.5), p=0.011 and giving hope to the patient was of a higher preference in those with a high school 
education (4.9) when compared with those with a bachelor’s degree (4.6), p=0.0001. Also, checking patients’ under-
standing had the lowest preference score among patients diagnosed over 5 years or more (4.2) than those with a more 
recent diagnoses (4.8) p<0.0001.

Studying the different requirements for BBN, the most preferred items were mainly concerned with the doctor being 
honest and encouraging, good listener and interacting, gives simple smooth explanation without using medical terms and 
empathetic (average score 4.8/5). Also, providing the diagnosis in a calm and a private environment (4.7/5).

While the requirements that had a lower preference score were receiving the diagnosis in a direct way not gradually 
(2.7), using alternative words of cancer by the doctor (3.2), being alone with the doctor (3.3), doctor consoling the patient 

Table 3 (Continued). 

Satisfaction Score 
Percent

Test of 
Significance F, p

Mean Standard 
Deviation

Marital status Single 84.4 12.5
Married 82.5 12.0 0.171
Divorced 82.5 6.6 0.916

Widowed 83.4 15.7

Education level Elementary or less 85.6 12.1
Intermediate 85.4 9.3 1.962
High school 83.2 11.5 0.101

Bachelor 81.0 13.0

Postgraduate 77.9 9.2

Monthly income Less than 5000 SR 85.3 11.3 2.592,
5000–15,000 SR 81.4 12.5 0.077

More than 15,000 SR 81.5 11.0

Duration since 

diagnosis

Less than 6 months 84.6 11.6
6 months-12 months 82.7 13.0 0.537
1 year- 5 years 81.8 9.7 0.658

More than 5 years 82.8 15.7

Family history of 

cancer

Yes 82.6 12.3 0.950,

No 83.1 12.7 0.525

Do not know 82.4 10.6
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by patting his/her shoulder, holding hand or hugging the patient during the delivery of the diagnosis (3.3) and providing 
a psychologist at the time of diagnosis (3.6) (Table 4).

Considering the gaps between the highest attainable satisfaction scores weighted by patients ‘preferences, the 
requirements that should have the priority in improvement were providing a written summary after receiving the 
diagnosis, patient perception assessed by the doctor before telling the diagnosis (Perception), doctor’s explanation of 
the diagnosis (knowledge), asking the patient what information they expect to know before informing them of the 
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Figure 1 Mean satisfaction score percent by type of cancer.

Table 4 Priority for Improvement Based on the Gap Between Satisfaction and Preferences of Cancer Patients Based 
on the SPIKES Model

SPIKES Requirement Preference 
i

Satisfaction 
S

Gap 
5-S

Priority for 
Improvement iX 
Gap

(Setting) Calm and private environment 4.7 4.2 0.83 3.88

(Setting) Bring a family member or friend 3.9 4.1 0.85 3.31

(Perception) Patient perception assessed by the 

doctor prior to diagnosis delivery

4.0 3.6 1.35 5.45*

(Invitation) Ask the patient what information they 

want to know before telling diagnosis

4.4 3.8 1.21 5.26*

(Knowledge) Doctor’s explanation of the diagnosis 4.5 3.8 1.18 5.29*

(KNWOLEDGE) Check patient’s understanding 4.7 4.3 0.70 3.31

(Empathy) Doctor consoles the patient by patting 
his/her shoulder, holding hand or hugging 

the patient during BBN

3.3 3.7 1.30 4.27

(Continued)
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diagnosis (Invitation), providing a psychologist at the time of diagnosis and receiving the diagnosis by a doctor the 
patient already knew (Table 4).

Discussion
BBN is a challenge to any physician, and requires proper communication skills.13,14 Various recommendations were 
designed for consultations that involve the delivery of bad news. However, the utilization of the SPIKES protocol was 
mostly studied worldwide, especially among cancer patients.7 Understanding the patient’s preferences and satisfaction, 
from different cultures and backgrounds, on every item in the protocol is crucial to guide the discussion in delivering the 
bad news. In Saudi Arabia, studies from patients’ perspectives are few, and it is still not known whether and how the 
SPIKES protocol items meet the patients’ expectations. The qualitative part of the current study suggested the addition of 

Table 4 (Continued). 

SPIKES Requirement Preference 
i

Satisfaction 
S

Gap 
5-S

Priority for 
Improvement iX 
Gap

(Empathy) Doctor’s empathy 4.8 4.4 0.63 3.00

(Empathy) Spends time during the delivery of the 
diagnosis

4.7 4.4 0.62 2.91

(summary) Providing a written summary after 
receiving the diagnosis

4.1 3.2 1.81 7.39*

Emerging 
themes

Doctor gives hope 4.7 4.3 0.68 3.22

Being alone with the doctor 3.3 3.9 1.14 3.69

Good listener and interacting doctor 4.8 4.3 0.65 3.15

Providing a psychologist at the time of 
diagnosis

3.6 3.6 1.40 5.01*

Receiving the diagnosis by a doctor the 

patient knew already

4.0 3.8 1.20 4.76

Spirituality, and reminding the patient of 

god

4.3 4.3 0.66 2.85

Receive the diagnosis in a direct way not 

gradually

2.7 3.9 1.05 2.84

Focused doctor and not talking about 

unrelated topics

4.4 4.4 0.63 2.78

Doctor has good body language and 

suitable tone

4.7 4.5 0.49 2.29

Simple, smooth explanation by the 

doctor without using medical terms

4.8 4.5 0.47 2.25

Smiling, joyful and magnanimous doctor 4.7 4.5 0.47 2.21

Using alternative words of cancer by the 
doctor

3.2 4.3 0.66 2.12

Honest and encouraging doctor 4.8 4.6 0.42 2.05

Note: *Items with highest priority for improvement.
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13 new items to the original SPIKES protocol. Using these new items with the original ones, the overall mean 
satisfaction score of BBN to patients in this study was 82.7%.9 This was higher than studies from Ethiopia (30.6%), 
Germany (46.2%), and the United Kingdom (60%).7,8,15 The higher satisfaction score in the current study could reflect 
the undergraduate and postgraduate training of students and physicians in Saudi Arabia in the doctor-patient relationship, 
communication skills, and BBN. These skills were administered in the undergraduate and postgraduate curricula in Saudi 
Arabia.16,17

The current study did not demonstrate an association between patients’ characteristics and their satisfaction with the 
way they received bad news. A similar insignificant association was found between the satisfaction score and the 
patient’s type of cancer. However, the one patient with pancreatic cancer had the lowest satisfaction score. This finding 
could be attributed to the poor prognosis that is usually associated with this type of cancer at the time of diagnosis.18 

Nevertheless, this study has reported pancreatic cancer in one patient only, thus further evaluation of such finding is 
needed.

In the current study some of the new added items to the existing SPIKES protocol had the highest satisfaction and 
preference scores. Such as an honest and encouraging doctor, a good listener, good body language joyful with a suitable 
tone. These findings indicate that physicians’ attitude while delivering bad news is essential, parallel to the content of the 
message, as the patients appreciate these values.7–9,19,20 Moreover, doctors’ empathy and delivering bad news in a calm 
and private environment also had higher preference scores in the current study. Arrangement of the setting is essential to 
prepare for the consultation. A cross-sectional study from Germany revealed that having adequate consultation time and 
avoiding interruptions were important requests by cancer patients while BBN.7 Similarly, Mirza et al revealed that most 
patients (85%) thought it is necessary to sit in a quiet and private room when receiving bad news.9 Arrangement of the 
setting is not only a reflection of the physician’s behavior but can also be affected by organizational factors, such as 
workload and room capacity. Thus, the policymakers in healthcare facilities must be conscious of these patients’ 
demands.7,21,22

An interesting finding of low patients’ preference for touching, holding hands, or hugging the patient while BBN was 
consistent with the results reported in a Canadian study.9 This could be attributed to the cultural system in society which 
usually draws the boundaries of any relationship, including doctor-patient relationship, especially among opposing 
genders. Additionally, directly receiving the diagnosis, using alternative words of cancer by the physician, being alone 
with the doctor, and providing a psychologist at the time of diagnosis were also the lowest preferred items by the patients 
in the present study.

In this regard, several factors influence the patient’s communication preferences regarding BBN. These factors 
include but are not limited to the patient’s demographics, medical and psychological history, and cultural and spiritual 
background—besides factors related to the facilitator, content, and environmental settings.21,23 The literature on the 
association between patients’ preferences in BBN and their cancer type is scarce; hence, we attempted to explore this 
aspect in our study.

A family member’s role in disclosing a cancer diagnosis varies between cultures and practices. For instance, the 
eastern “community-oriented” cultures tend to refrain from discussing the cancer diagnosis directly with the patient; 
instead, they involve the patient’s family in the process. On the other hand, the western “individual-oriented” cultures 
value patients’ autonomy and honor patients’ preference on whether or not to involve their families in the cancer 
diagnosis disclosure.24,25 Our study shows an apparent preference for bringing a family member or a friend into the BBN 
discussion, especially in patients diagnosed with breast cancer compared to other types of cancers. This may be attributed 
to the sensitivity of the cancer type, especially among women, which emphasizes the importance of patients’ support 
systems.

Ensuring the patients’ understanding of their cancer diagnosis is an integral part of the SPIKES protocol. We found 
that patients with breast and colorectal cancer diagnoses prefer that their doctor check their understanding of the 
diagnosis. This is especially important considering the tendency of physicians to use medical jargon during such 
conversations. Several studies have described patients’ preference for an understandable conversation devoid of medical 
terminology.26,27 Furthermore, patients with recent cancer diagnoses reported a higher preference for doctors checking 
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their understanding of their diagnosis than those with earlier diagnoses (more than five years). This comes as no surprise 
as patients tend to have a better understanding as they go through the diagnosis and treatment process.

The importance of the provider’s emotional support and optimism in the process of BBN cannot be over-emphasized. 
Physicians’ pessimistic and unsympathetic manner were cited as a primary reason for patients’ dissatisfaction, according 
to a study at a cancer center in the United Kingdom.15 In our study, giving hope to patients diagnosed with cancer was 
strongly preferred in those with high school degrees compared to those with bachelors’ degrees. In a Malaysian study of 
two hundred cancer patients, the skill of offering hope has been rated as an “essential skill” in cancer communication.20 

A plausible explanation is that educated people have a rational understanding of their diagnosis and access to facts and 
information that may influence the expectations of their disease prognosis. While these findings are unique in correlating 
the patient’s preferences in communication and their cancer diagnosis, we must take these observations with caution 
given the variability in the prevalence of different cancer types and the small sample size of this study.

Our study revealed that the highest priority for improvement was providing a written summary after diagnosis. The 
disclosure and discussion of serious health issues can overwhelm patients and doctors alike. Thus, patients may forget or 
improperly understand the information they are given. Evidence has been established that patients desire more informa-
tion about their health conditions, treatment, and outcomes.28 Furthermore, providing written information improves 
patients’ knowledge, attitudes, and behaviors towards their medical condition.29 Patient factors such as age, health 
literacy, and reading ability must be considered when planning for and delivering such information.

The second top priority for improvement was having their perception assessed by the doctor before being told about 
the diagnosis. A Sudanese study of 192 participants explored the physicians’ adherence to SPIKES protocol and found 
that almost all (>90%) of them either “sometimes” or “usually” ask their patients about their perception before telling 
them the diagnosis.17 While these findings might not be fully generalizable, they show an apparent discrepancy between 
the reality of patients’ needs and the physicians’ perception of their practices.

The explanation of the diagnosis by the doctor was the third identified priority. While this may seem a prominent 
element of BBN, getting an explanation of the disease has been previously cited with significant disparity between 
patients’ preferences and their experiences.7 Moreover, asking the patient what information they wanted to know before 
telling them their diagnosis was identified as a priority in our study. In a study of 400 patients assessing their perspectives 
and expectations, participants suggested that the doctor should break the news, check if the information has been 
understood, and pause to allow for clarifying questions.30 Besides supporting our finding, this highlights the importance 
of exploring whether the patient needs to know more about their disease and providing additional information about the 
cancer diagnosis.

Interestingly, involving a psychologist when discussing the diagnosis has emerged as a new theme. A prior work by 
Alrukban et al in Riyadh, Saudi Arabia, explored this aspect in their cross-sectional study that involved more than 1000 
Saudi adults. In contrast to women, who preferred the physician to break the news, men strongly preferred psychologists 
or social workers.22 Given the scope of medical practice that sets the responsibility of medical diagnosis and treatment on 
the physician, these findings suggest a unique demand for support by a trained professional (eg, psychologist), besides 
the doctor, at the time of BBN.

As cancer incidence rises, understanding cancer patients’ needs and expectations will help dramatically in managing 
such cases. To the best of our knowledge, this study is the first Saudi study that addresses patients’ perspectives regarding 
BBN. Moreover, the study participants were obtained from different levels of care. In addition, the mixed methods design 
of the study provides an in-depth analysis and a comprehensive understanding of patients’ viewpoints. However, some 
limitations exist. The study design was cross-sectional; therefore, the temporality and causality cannot be inferred. 
Furthermore, due to the retrospective nature of the study, the possibility of recall bias could not be eliminated. 
Additionally, the sample size was small, most of the respondents were females with breast cancer, and the study 
population was only obtained from a single region, thus it did not represent the general population.

Conclusion
This study illustrated that the mean satisfaction score of cancer patients about the way they received the diagnosis was 
82.7. Furthermore, no significant association was found between patients’ sociodemographic factors, type of cancer, and 
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satisfaction scores. Additionally, the study has revealed new preferences which were not addressed by the SPIKES 
protocol. Most of them focused on doctors’ attitudes and communication skills. Moreover, issues such as providing 
a written summary after receiving the diagnosis and assessing patient perception prior to BBN needs improvement. Thus, 
further studies on large-scale populations are recommended to tackle patients’ needs and preferences. Moreover, 
continuous formal training for doctors should be maintained to meet patients’ needs. In addition, hospitals should ensure 
that BBN is done professionally.
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