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Rationale

This document serves to provide guidance regarding the delivery of a suspected or 

confirmed lung cancer diagnosis and to assist in discussing the therapeutic options 

available.  The document is not a substitute for a discussion with a specialist in respiratory 

medicine, surgery, palliative care or oncology.  The intention of the guidance is to 

standardise and complement the information that is delivered in so far as this is possible by 

providing:

§ Basic and additional information about different therapies for lung cancer provided in 

tabulated format in Appendix 1.

§ More detailed information (e.g. statistics on prognosis and risks) principally for the 

benefit of medical staff. This information may be appropriate to discuss with certain

patients, depending on their needs and concerns but should be done with due care and 

perspicacity.

§ Resources available during and after the consultation.

It is imperative that doctors appreciate that the nature of their consultation will often be the 

delivery of bad news.  It is vital that doctors who regularly break bad news to any cancer 

patient have appropriate training in communication skills.  This document must be read in 

conjunction with the fundamental frameworks that exist in relation to the breaking of bad 

news1,2.  A recommended framework is attached in Appendix 2.  

When to provide information

The current model of the patient pathway divides what is a continuous process for the 

patient into several discrete steps (e.g. referral → diagnosis → treatment).  In reality, the 

patient journey may not follow this traditional path and some patients may have had 

information about the diagnosis and treatment of lung cancer discussed with them before 

they reach the hospital / lung cancer multi-disciplinary team; they might even have personal 

experience which will colour their response to the medical information that the doctor 

discusses during the consultation.  Patients may thus have varying levels of knowledge, 

concerns and psychological needs regarding their diagnosis and various therapeutic options 

that the doctor needs to discuss with them in the consultation.  The patient may require this 

information even before the diagnosis is confirmed.  In these circumstances, it is essential to 

establish what the patient already “knows” prior to discussing the diagnosis and therapeutic 

options.  Where possible the information given should be limited to that which allows the 
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patient to negotiate the care pathway. Whilst treatment options are important, they only form 

part of what the patient may need to understand.

Discussion after MDT review

The definitive management strategy to be discussed with the patient is decided by the lung 

multidisciplinary team following a review of the patient’s radiological, histopathological and 

clinical parameters.  Following this case review, different members of the multidisciplinary 

team can conduct the consultation with the patient but it is often a physician who first 

explains the diagnosis and various therapeutic options.  To avoid confusion, it is preferable 

to keep the discussion to a minimum if the patient is to see the specialist providing 

treatment. Some patients will demand or require some information and in these 

circumstances it is important to keep to simple clear messages, emphasizing that more 

information will be given by the doctor / team coordinating the treatment. It is important to 

indicate that the treating specialist may alter the treatment plan as this may happen following 

further clinical assessment. Where certain therapies are not an option (e.g. surgery for 

unresectable lung cancer), it is usually sufficient to say that this is not an option and why. 

Where the decision making process requires more detailed information (such as statistics) 

the information must be as accurate as possible and it is best if the specialist coordinating 

treatment provides this. All members of the multidisciplinary team should agree on the local 

basic statistics as given in appendix 1. In some circumstances, there may be a need for the 

patient to see more than one specialist in order for them to make their decision.

Whilst this document provides the information in the context of a single consultation, in 

reality the dissemination of this information may occur over a number of attendances.

Being Positive

A positive consultation (firm diagnosis and good prognosis) has been shown to produce 

better outcomes3 although, in the context of lung cancer, this may seem inappropriate.  

However, it is important to endeavour to maintain hope by the provision of the diagnosis and 

a solid management strategy so that the patient feels supported in their cancer journey. It is 

important not to say “there is nothing more that we can do”. It is more fitting to say that 

further surgery, radiotherapy or chemotherapy is not an option but supportive and palliative 

care are always available “we can help you although we can’t cure the condition”.
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Prognosis

When patients are given a lung cancer diagnosis, they often ask “How long?” without 

thinking whether they truly are ready for this level of information – particularly when this is 

the first time they have been informed of the diagnosis.  They usually retain little of this 

information. For these, amongst other reasons, information relating to prognosis is often a 

source of distress particularly when mixed messages are given.  It is therefore important to 

determine exactly what the patient wants to know and why.  Clearly document what 

information has been delivered to the patient in relation to this aspect.  Acknowledge the 

patients’ need to ask the question about their prognosis but make it clear that we do not 

have accurate answers to this question on an individual basis. Phrases that reflect this such 

as “…months, hopefully many months but not years” may be used. If a more accurate 

prognosis is requested then it is important to emphasise that these are average (median) 

values and that some patients will do worse and others better.  

Documentation

A summary of the information given to a patient should be made in the hospital notes.  Since 

April 2004 the Department of Health have recommended that all letters concerning patients 

should be copied to the patients unless there is an important reason not to.  This can 

facilitate the delivery of information to patients by including a summary of what was said in 

the letter. This can help where a detailed hand written record would be more time-

consuming.  It also serves the purpose of communicating what has been said to primary 

care. When writing letters that are to be copied to patients it is important to use language 

that has been used with the patient, especially for those crucial items of information. E.g. if 

the terms “shadow on the Chest X-ray” and “…there could be a serious cause” have been 

used in the initial consultation without specific mention of possible lung cancer, then the 

letter might read “..I explained to Mr X about the shadow on his Chest X-ray and that there 

might be a serious cause for this.” The general practitioner will have no difficulty

understanding what has been said and if asked by the patient will be able to begin the 

conversation with more accurate knowledge of what the patient might understand. It is 

important that this information reaches the GP promptly.  Many lung cancer units transmit a 

summary of the MDT management plan to the GP the same or next day.  This is welcomed 

by GPs and it is recommended that the information given to patients is included in this 

summary.  The technical details in most MDT summaries make it difficult to recommend that 

they too are copied to patients.
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Note about survival figures and Appendix 1

The information given about survival figures (below) and about specific therapies in 

Appendix 1 will require careful checking by each lung cancer unit to ensure that the local 

experience reflects the information being given.  There may be specific facilities that should 

be mentioned by name, or local survival figures may vary from those derived from the 

literature. Individual specialist may make a specific recommendation about words used or 

areas that there would always wish to cover themselves. It is important therefore that these 

sections are discussed at the local lung cancer Centre or Network and regularly updated.

Non small cell lung cancer

Surgery Stage 1A (T1 N0 M0) 70% 5 year survival

Stage 1B (T2 N0 M0) 40% 5 year survival

Stage 2 (T1-2  N1 M0) 25% 5 year survival

Surgery with adjuvant 
chemotherapy (i.e. 
post surgery)

Absolute benefit of additional 4% at 5years and disease-free survival of 5% 
at 5 years.

CHART
Performance Status 0 – 1
FEV1 of 1.5 l 
(there are exceptions where the 
predicted values are low or damage to 
useful lung is thought to be low)

75% 1 year survival
55% 2 year survival
18% 5 year survival
Survival is better for N0/1

High dose Palliative 
Radiotherapy

Improves median survival by 
2 months
and by 6% at 1 year
and by 3% at 2 years

Chemotherapy
Stage 4

Performance Status 0 Median survival 10 months

Performance Status 1 Median survival 7 months

Performance Status 2 Median survival 4 months

Overall without chemotherapy 5% 1 year survival

Overall with chemotherapy
25% 1 year survival (NB in those 
who are fit enough)

On average, extends life expectancy by 
2 months

Small cell lung cancer

Limited stage disease Extensive stage disease

No treatment 12 weeks 6 weeks

Chemotherapy 12 months 8 months

5 year survival 5 – 10% 0%



What to say to patients

Page 8

Summary

In summary therefore, there is good evidence for the following:

§ The quality of communication, both in history taking and discussing a management plan.  

This will influence patient outcome

§ Patients should be encouraged to take an active role in maintaining or improving their 

own health, and doctors should ensure they are given the necessary information and 

opportunities for self-management

§ Reassurance involves eliciting and acknowledging patients’ expectations, concerns, 

illness beliefs and expectations 4,5

Further Information / Resources

Patients often welcome the chance of further information and support, as they cannot take in 

all the information that is discussed with them at once.  Resources that might be useful 

include:

§ Contact with the lung cancer nurse specialist if the patient is pre-diagnosis or being 

worked up for potentially curative / active treatment with surgery, radiotherapy or 

chemotherapy.

§ Contact with the hospital Macmillan nurse if the patient has a confirmed diagnosis and is 

being offered active / best supportive care / palliative radiotherapy.

§ Cancerbackup – freephone 0808 800 1234

§ Roy Castle Lung Cancer Information – freephone 0800 358 7200

§ Mesothelioma UK – freephone 0800 169 2409
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APPENDIX 1 : Palliative Radiotherapy (Chest)

Basic information to be discussed with patient
Information in italics is provided for the healthcare professional 

Palliative 

Radiotherapy

(Chest)

Emphasise that the 
Clinical Oncologist is 
the best person to 
fully assess the type 
of radiotherapy and 
the likely toxicities 
and benefits that an 
individual patient will 
experience

Emphasise that the 
patient’s case 
§ Has been
§ Will be
reviewed by a panel of 
experts to ensure the 
most beneficial 
treatment is offered to 
them

It is a very useful treatment to help improve symptoms (e.g. pain, cough, 
haemoptysis) 

§ Palliative radiotherapy benefits two thirds of patients who are symptomatic of their 
cancer

There is no benefit to being given radiotherapy before the onset of 
symptoms
§ The patient won’t live any longer; 
§ They might feel worse in the short term due to side effects of treatment; 
§ It is better to keep this type of radiotherapy in reserve 
§ EXCEPTION: High dose palliative radiotherapy may be given even if 

no or minimal symptoms

Refer the patient to the Lung Cancer Nurse Specialist / hospital Macmillan 
Nurse who will provide them with additional support and patient information 
leaflets to back up information given at the consultation

Additional information that may be discussed with patient
Information in italics is provided for the healthcare professional 

A small number of patients can feel worse initially ( <1:10 cases).

These problems are usually temporary and related to side effects of the 
treatment.

These symptoms almost always settle

Palliative Radiotherapy can be given in a number of different ways and the 
Clinical Oncologist will discuss the most appropriate form of radiotherapy 
with the patient.  
It is given in the Radiotherapy Department.  Patients usually visit the 
Radiotherapy Department as an outpatient, during the week (not at week-
ends) 

Palliative Radiotherapy can be given in the following schedules

§ A single visit, 

§ One visit daily for up to 13 visits on a Monday – Friday basis (high dose palliative 
where patient judged to have adequate fitness)

§ Internal radiotherapy (brachytherapy)

The Clinical Oncologist will discuss this in detail with the patient

Side effects depend on which type of radiotherapy treatment schedule the 
patient has, but they may include

§ fatigue, 
§ difficulty swallowing
§ flu-like symptoms, 
§ increased breathlessness / cough.
In almost all cases, the symptoms will settle
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APPENDIX 1 : Radical Radiotherapy (CHART)-where available

Basic information to be discussed with patient
Information in italics is provided for the healthcare professional

Radical 

Radiotherapy /

(CHART)

Continuous 

Hyperfractionated

Accelerated 

Radio-

Therapy
(Be sure whether or 
not CHART is given 
at your centre)

Emphasise that the 
Clinical Oncologist is 
the best person to 
fully assess whether 
radical radiotherapy 
is likely to be 
appropriate and 
what toxicities and 
benefits an 
individual patient will 
experience

Emphasise that the 
patient’s case 
§ Has been
§ Will be
reviewed by a panel of 
experts to ensure the 
most beneficial 
treatment is offered to 
them

Radical radiotherapy using CHART aims to shrink down the tumour / 
cancer.  It can cure some people.
The cancer team think this is the best option / an option for you
The patient has to attend the radiotherapy department for this treatment.
There are some side effects to consider
There will be an opportunity to discuss the therapy with the specialist who 
will coordinate it.

Refer the patient to the Lung Cancer Nurse Specialist Nurse who will 
provide them with additional support and patient information leaflets to 
back up information given at the consultation

Additional information that may be discussed with patient
Information in italics is provided for the healthcare professional

CHART will commence on a Monday and continue for 12 days, finishing 
the following Friday – the patient has to attend the department three times 
a day during this two week period (at 08.00, 14.00 and 20.00 hours).  

§ Patients have to be fit in order to be considered for CHART 
§ In general, their FEV1 must be at least 1.5l, at the discretion of the clinical oncologist 
§ Survival benefits are listed in table on page 6

Some patients may need down-staging chemotherapy prior to commencing 
CHART – this will be discussed in detail by the oncologist

This endeavours to reduce the tumour to a more acceptable size for the radiation fields

Side effects of CHART include 
§ Persisting breathlessness due to loss of lung function
§ Radiation pneumonitis
§ Inflammation of the gullet that usually resolves within a few weeks of 

treatment

§ Other complications may occur but are less common and the 
Oncologist will discuss the risk of these occurring (For example rarely spinal 

cord damage which may cause neurological problems, when the tumour is close to the 
spinal column)
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APPENDIX 1 : Palliative Radiotherapy for sites other than the Chest
Basic information to be discussed with patient
Information in italics is provided for the healthcare professional 

Palliative 

Radiotherapy

(Sites other than 

the chest)

Emphasise that the 
Clinical Oncologist is 
the best person to 
fully assess the type 
of radiotherapy and 
the likely toxicities 
and benefits that an 
individual patient will 
experience

Emphasise that the 
patient’s case
§ Has been
§ Will be
reviewed by a panel of 
experts to ensure the 
most beneficial 
treatment is offered to 
them

It is a useful treatment to help improve symptoms such as pain and those 
resulting from the tumour or metastases pressing on nerves or other 
structures.
Palliative radiotherapy
§ benefits two thirds of patients with bone pain
§ can reduce the risk of spinal cord compression
§ can benefit some patients with brain metastases
§ can be used to treat superior vena caval obstruction

Radiotherapy is given to treat symptoms or to prevent or delay the onset of 
symptoms
§ There is a minimal or no effect on survival. 
§ There are significant side effects that should be discussed with the 

patient.  The clinical oncologist should do this in detail, although 
occasionally the patient may wish to receive basic information from the 
nurse or physician (see below).

Refer the patient to the Lung Cancer Nurse Specialist / hospital Macmillan Nurse 
who will provide them with additional support and patient information leaflets to 
back up information given at the consultation.

Additional information that may be discussed with patient
Information in italics is provided for the healthcare professional 

Brain metastases: Some patients can feel worse initially (<1:10 cases). 
There is likely to be hair loss in most people, which is often thinning but 
can be complete.
Spinal cord compression: This helps spinal pain in 70%. A quarter to a third 
of patients have improvement in neurology. Benefit is likely to be less, the 
worse the initial deficit. Side effects are usually mild with some skin 
reddening and occasionally those related to organs in the radiotherapy field
Bone metastases: radiotherapy may be given to more than one site.

The details of the radiotherapy schedule will depend on the site treated and 
will be explained by the clinical oncologist. It is given in the Radiotherapy 
Department.  Patients usually visit the Radiotherapy Department as an 
outpatient, during the week (not at week-ends) 

Generic side effects depend on which type of radiotherapy treatment 
schedule the patient has, but they may include

§ fatigue, 
§ difficulty swallowing
§ flu-like symptoms, 
§ trophic skin changes
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APPENDIX 1 : Palliative  Chemotherapy – Non Small Cell Lung Cancer

Basic information to be discussed with patient
Information in italics is provided for the healthcare professional

Palliative 

Chemotherapy

Non Small Cell 

Lung Cancer

Emphasise that the 
Oncologist is the 
best person to fully 
assess the likely 
benefits and 
toxicities that an 
individual patient will 
experience from 
chemotherapy

Emphasise that the 
patient’s case 
§ Has been
§ Will be
reviewed by a panel of 
experts to ensure the 
most beneficial 
treatment is offered to 
them

NOTE: The patient must have a performance status (PS) of 0, 1 or 2 (see 
Appendix 3).  If it is obvious that their clinical condition has deteriorated 
since they were last seen, the MDT recommendation is to endeavour to 
optimize the patients PS prior to referring on for chemotherapy

Chemotherapy might be helpful in relation to the patient’s quality of life and 
helps symptoms in two thirds of patients.

Chemotherapy will not provide a cure for the patient.

The fitter the patient the better they will respond to chemotherapy

The fitter the patient the better they will tolerate chemotherapy

Additional information that may be discussed with patient
Information in italics is provided for the healthcare professional

Survival benefits are small but some patients do very well.  Chemotherapy 
in NSCLC is therefore a treatment that should be tried with the knowledge 
that it may not help or even cause harm.  Some patients do not wish to 
take this option, others do and the Oncologist is happy to accept either 
decision. There is always the option to stop after the first cycle “suck it and 
see” approach.
See information regarding prognosis on page 6 for statistics

Chemotherapy has a range of side effects but these depend on exactly 
which drugs are given.  
§ Fatigue / malaise is common, 
§ hair loss (not with all drugs), 
§ nausea and vomiting.
Dependent on the regimen, there is a significant risk of developing life 
threatening neutropenia 

There might be a chemotherapy trial available but the Oncologist will 
discuss this in detail with the patient if they would like to participate

Refer the patient to the Lung Cancer Nurse Specialist who will provide 
them with additional support and patient information leaflets to back up 
information given at the consultation
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APPENDIX 1 : Surgery

Basic information to be discussed with patient
Information in italics is provided for the healthcare professional 

Surgery

Emphasise that the
Surgeon is the best 
person to fully assess 
the likely benefits and 
post-operative risks 
that an individual 
patient will experience 
from surgery

Emphasise that the 
patient’s case 
§ Has been
§ Will be
reviewed by a panel of 
experts to ensure the 
most beneficial 
treatment is offered to 
them

Surgery usually offers the best chance of cure (for earlier stage disease)

Five year survival statistics are available (see prognosis) and could be discussed with the 
patient, although it is recommended that discussion be limited to avoid mixed messages

Patients are normally in hospital for approximately 10 – 14 days

Additional information that may be discussed with patient
Information in italics Is provided for the healthcare professional 

After the operation, a small number of patients experience pain which 
persists beyond three months (5 – 10%).  

Some patients, despite careful work-up, are very breathless following lung resection –
probably best to only mention this if very borderline for surgery
A milder increase in dyspnoea is more common.

Adjuvant chemotherapy may be discussed with the patient – they would 
need to be fit enough to start treatment within 6 – 8 weeks of surgery.

Neo-adjuvant chemotherapy might be offered – this is usually in the context 
of a clinical trial

Refer the patient to the Lung Cancer Nurse Specialist / Cardiothoracic 
Nurse Specialists who will provide them with additional support and patient 
information leaflets to back up information given at the consultation
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APPENDIX 1 : Palliative Chemotherapy – Small Cell Lung Cancer

Basic information to be discussed with patient
Information in italics is provided for the healthcare professional 

Palliative 

Chemotherapy

Small Cell Lung 

Cancer

Emphasise that the 
Oncologist is the 
best person to fully 
assess the likely 
toxicities and 
benefits that an 
individual patient will 
experience from 
chemotherapy

Emphasise that the 
patient’s case 
§ Has been
§ Will be
reviewed by a panel of 
experts to ensure the 
most beneficial 
treatment is offered to 
them

This is the treatment of choice for this type of lung cancer

Two thirds of patients will achieve improvement in their symptoms with 
chemotherapy

It is likely to be beneficial to their quality of life

The majority of patients will experience an improvement in survival.

A few patients will achieve long term survival (>5 years)

The disease often does recur despite good initial responses – this is one occasion where 
smoking cessation is positively beneficial.  Survival benefits are listed in the table on page 6

Small Cell lung Cancer is categorised into two stages – extensive stage and limited stage.   
The disease is termed limited when it is confined to an area of the chest that can be 
encompassed by a single irradiation port; supraclavicular nodes may be included.  These 
patients may be offered concurrent chemo/radiotherapy.  
Prophylactic cranial radiotherapy (PCI) may also be offered to some patients – dependent 
on local control following chemotherapy. 

Additional information that may be discussed with patient
Information in italics is provided for the healthcare professional

The potential benefits of chemotherapy depend on whether the patient has 
limited stage or extensive stage disease but the Oncologist will be able to 
inform the patient more fully 

The fitter the patient (i.e. the better their performance status – See 
Appendix 3) the better their survival with chemotherapy.

Most patients tolerate chemotherapy fairly well, or have fairly minor side 
effects

Chemotherapy has a range of side effects but these depend on exactly 
which drugs are given.  
§ Fatigue / malaise is common, 
§ Hair loss (not with all drugs), 
§ Nausea and vomiting.
Dependent on the regime, there is a significant risk of developing life 
threatening neutropenia

Refer the patient to the Lung Cancer Nurse Specialist who will provide 
them with additional support and patient information leaflets to back up 
information given at the consultation
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APPENDIX 1 : Active Supportive Care / Best Supportive Care 

Basic information to be discussed with patient
Information in italics is provided for the healthcare professional

Active Supportive Care / 

Best Supportive Care

(“Watch and Wait”)

This approach is used in the 
following situations:
§ MDT recommendation that 

treatment is not going to offer 
benefit at this stage

§ Patient has declined anti-
cancer treatment

§ Patient has received palliative 
treatment and is “well”

Emphasise that the patient’s case 
§ Has been
§ Will be
reviewed by a panel of experts to 
ensure the most beneficial 
treatment is offered to them

The team suggest that the patient will be helped most by not 
receiving specific treatment at this stage.

Treatment is only likely to be of benefit if it is aimed at a specific 
symptom

Treatment may be given for breathlessness, coughing up blood, 
pain and some other symptoms

Symptoms may arise locally or from metastases, which might benefit from 
palliative treatment e.g. chemotherapy, radiotherapy, analgesia, pleural 
aspiration etc

Patients will be followed up at intervals decided appropriate by 
the team and the patient in a way that is acceptable to the 
patient for example:
§ Open appointment
§ Regular follow-up
Consider referral to community Macmillan Nurses or Specialist 
Palliative Care Services

Appointments can be brought forward if the patient develops 
symptoms related to the disease

Maintain contact with the Lung Cancer Team via the GP or the 
Lung / Macmillan Nurse Specialists

Refer the patient to the Lung Cancer Nurse Specialist who will 
provide them with additional support and patient information 
leaflets to back up information given at the consultation



What to say to patients

Page 16

APPENDIX 1 : Treatment for Mesothelioma

Core information to be discussed with patient
Information in italics is provided for the healthcare professional 

Mesothelioma

Emphasise that the 
relevant specialist in 
respiratory medicine / 
surgery / oncology / 
palliative medicine is 
the best person to fully
assess the likely 
benefits and toxicities 
that an individual 
patient will experience 
from the treatment 
approach that is 
recommended

Emphasise that the 
patient’s case 
§ Has been
§ Will be
reviewed by a panel of 
experts to ensure the 
most beneficial 
treatment is offered to 
them 

This is listed as an occupational disease and is strongly associated with 
exposure to asbestos

It is common in building trade, painters, shipyard builders.  For people who 
do not appear to have an occupational exposure, they might have social 
exposure (i.e. washing clothes of someone exposed to asbestos)

If they wish to pursue a civil claim they will need to make a detailed work 
history over a minimum of 20 years + (this will be required by the solicitors)

Radiotherapy to biopsy sites may be recommended to prevent tracking in 
some cases
Usually three treatment visits (e.g. Mon – Wed – Fri) (may also be a 
planning visit) 

Radical treatment for mesothelioma is surgery but the benefits are not clear 
and patients are often not fit enough for this - the benefit is not yet proven.

If the patient is deemed to be fit enough, they would need to be referred on 
to a surgical centre participating in mesothelioma surgery trials

Additional information that may be discussed with patient
Information in italics is provided for the healthcare professional

The Clinical Oncologist will discuss the radiotherapy treatment option

Chemotherapy may be given in the context of a trial
§ MARS (must be fit enough for surgery to enter this)
The Oncologist will discuss this treatment option.
Chemotherapy may be an option for those who are really keen to try it. This 
option will have been discussed at the MDT.

Active Supportive Care / Best Supportive Care (page 12)

The legal & financial aspects of mesothelioma:
§ The patient may wish to pursue a civil claim – but might not benefit 

them; can be a distressing process (having to have medical 
examinations etc). There is a 3 year limitation rule which applies from 
when they SUSPECTED they had mesothelioma, not from date of 
diagnosis 

§ Need to ensure the solicitor is familiar with handling mesothelioma 
cases

§ Industrial Injuries Disablement Benefit (specialist nurses have claim 
forms)

§ DETR Workers Compensation Scheme (if not pursuing civil claim)
§ Post-mortem requirement (see information provided by the British Lung 

Foundation)

Refer the patient to the Macmillan Nurse / Lung Cancer Nurse Specialist 
who will provide them with additional support and patient information 
leaflets to back up information given at the consultation
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APPENDIX 2 : A Framework for Breaking Bad News – A Six Step Guide

Step 1: Getting Started

§ Ensure you provide a suitable environment – privacy,

§ Who does the patient want with them – this may not be the same as the people that are 

with them!

§ Do you think it would be helpful to have a nurse sitting in to support the patients after the 

consultation?

§ Allow time to do this.

Step 2 : Finding out how much the patient knows

§ Use open –ended questions (e.g. “It would help me to know what you understand about 

your illness so far”)

§ Depending on their answers, check out the reasons why they have thought things (e.g. 

“Why have you thought that?”)

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

§ The objective is to get a clear invitation to share knowledge (e.g. “would you like me to 

explain that in more detail? ”Would it help if you saw the X-rays?”)

§ If the patient expresses a preference not to discuss the information, leave the “door 

open” for later

Step 4 : Sharing the information

§ Plan a basic agenda – diagnosis, treatment plan, prognosis, support

NOTE – it may not be appropriate to cover all of these

§ Start from the patient’s level – what they already know – and build on this

§ Give the information in small chunks

§ Might be helpful to use the narrative of events “You coughed up some blood, then you 

had a CXR” 

§ Give the patient a WARNING SHOT – “ I’m afraid this is a serious condition.  Allow time 

to evaluate the verbal and non-verbal response then give more details as required. If the 

patient asks direct questions you should answer directly, provided you are clear what 

they are asking. The terms tumour, cancer, benign and malignant are often confused 

and may nee explaining

§ It is useful to help patients recall information afterwards to use drawings, diagrams

§ Listen to the patient’s agenda
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§ Allow frequent pauses 

§ Check that they understand what you are saying at regular intervals

Step 5 : Responding to the patients’ feelings

§ Pause to allow the news to sink in

§ Acknowledge any distress (empathy)

§ Explore the reasons for the distress by using probing questions – but move on if this is 

too difficult for the patient

§ Elicit feelings

§ Explore any other concerns and prioritise these

Step 6 : Planning and follow-through

§ Demonstrate understanding of the patients’ problem list

§ Make a plan / strategy and explain it (“prepare for the worst and hope for the best”)

§ Identify the patient’s coping strategies and reinforce

§ Establish if they have other sources of support

§ Summarise and allow time for questions

§ Encourage them to write down questions for the next consultation 
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APPENDIX 3 : ECOG* Performance Status

Performance Status Descriptors

0
Fully active, able to carry out all pre-diseases activity without 

restriction.

1

Restricted in strenuous physical activity but ambulatory and able to 

carry out work of a light or sedentary nature (e.g. light housework, 

office work).

2
Ambulatory and capable of self-care, but unable to carry out any 

work activities.  Up and about more than 50% of waking hours.

3
Capable of only limited self-care, confined to bed or chair more than 

50% of waking hours.

4
Completely disabled.  Cannot carry out any self-care. Totally 

confined to bed or chair.

5 Deceased

* Eastern Cooperative Oncology Group
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