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ABSTRACT

Background. In a previous randomized crossover study, patients
perceived a physician delivering a more optimistic message
(MO) as more compassionate and professional. However, the
impact of the clinical outcome of the patient on patient’s per-
ception of physician’s level of compassion and professionalism
has not been previously studied. Our aim was to determine if
the reported clinical outcomemodified the patient’s perception
of physician compassion, professionalism, impression, and pref-
erence for physician.
Materials and Methods. One hundred twenty-eight advanced
cancer patients in an outpatient Supportive Care Center were
randomized to complete validated questionnaires about
patients’ perception of physician’s level of compassion, profes-
sionalism, impression, and preference of physician for them-
selves and their family after watching scripted videos depicting

a physician delivering an MO versus a less optimistic (LO) mes-
sage followed by a clinical vignette depicting a worse outcome.
Results. Median age was 61 years and 55% were female. There
was no difference in compassion score after the vignette in the
MO and LO groups. However, there were significantly worse
overall impression and professionalism scores in both the MO
and LO groups after the vignette. In the MO group, preference
for the physician for themselves and their family significantly
decreased after the vignette.
Conclusion. Seeing a worse clinical outcome did not change the
patients’ appraisal of an inappropriately optimistic physician.
However, it reduced the overall impression of both physicians
that conveyed an MO or an LO message and it also resulted in
less likelihood of choosing the MO physician for themselves
and their family.The Oncologist 2018;23:375–382

Implications for Practice: The study found that a patient’s perception of a physician’s compassion did not change after reading a
vignette describing a negative clinical outcome, regardless of whether the physician had given a more or a less optimistic message
to the patient. However, the results suggested that patients perceived worse professionalism and overall physician impression
scores for both more and less optimistic physicians and lower likelihood to choose the more optimistic physician for themselves and
their family.

INTRODUCTION

Delivering news about worsening disease can be challenging for
clinicians [1–4]. However, information about treatment options
and prognosis are important for informed consent and
decision-making at end of life. Weeks et al. found in 917
advanced lung or colon cancer patients that patients who
believed they had more than 6 months to live favored life-
extending treatments and had more readmissions, attempted
resuscitations, and death on ventilators [5]. A multi-institutional

cohort study of 325 advanced cancer patients found that
patients who recognized their illness was terminal were more
likely to prefer symptom-based care and they also received
end-of-life care consistent with their preference [6]. A concept
of “good death” was described as a product of psychosocial
preparation including being able to say goodbye to important
people in one’s life, resolving unfinished business matters, and
having a general sense of completion. Aggressive treatment in
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the last days and weeks of life may reduce the patient’s
opportunity to prepare for this [7]. Preparedness for death
may also decrease long-term anxiety rates and allow for grief
resolution for caregivers [8, 9].

Factors that may explain physicians’ reluctance to deliver
bad news include fear of destroying hope, fear of provoking
emotional distress, including the physician’s own, and overesti-
mating the patient’s understanding of their disease [4, 10, 11].
In a randomized crossover study conducted by our group on
100 advanced cancer patients watching a physician deliver a
less optimistic (LO) versus a more optimistic (MO) message,
patients perceived the physician who delivered an LO message
as less compassionate [12]. Furthermore, in the Cancer Care
Outcomes Research and Surveillance study by Weeks et al., the
results suggested patients perceived physicians as better com-
municators when they conveyed an MO view of chemotherapy
[13]. These results appear to make it more difficult for physi-
cians to deliver LO news to patients and this brings up a ques-
tion of how a negative clinical outcome can alter a patient’s
previous viewpoint of a physician. There have been studies that
suggest that patients’ perception of quality of care and
satisfaction of health care may be affected by clinical outcomes.
Paulsen et al., in a study on lumbar spinal stenosis patients
undergoing posterior decompression surgery, and Prakash,
in an article related to factors of patient satisfaction in a
dermatological practice, suggested that decreased patient
satisfaction may result when outcomes do not occur as
patients expect [14, 15].

Because patients’ information preferences change over the
course of a disease [10, 16, 17], it would be important to deter-
mine if knowing the clinical outcome would affect their percep-
tion of the physicians delivering the MO versus the LO
messages. The primary objective of this study was to determine
the change in perception of physician compassion after expos-
ing the patient randomly to a vignette depicting that the
patient had continued to decline and is enrolled in hospice.We
hypothesized that the physician giving the MO message would
be perceived as less compassionate once the negative outcome
becomes evident and the physician giving the LO message
would be perceived as more compassionate. Secondary objec-
tives included determining demographic and clinical predictors
of physician compassion, determining patients’ perception of
physician professionalism, impression of physician, physician’s
level of hopefulness, and preference of the physician for them-
selves or their family after the vignette.

MATERIALS AND METHODS

The Institutional Review Board at The University of Texas MD
Anderson Cancer Center approved this study and all patients
gave written informed consent.

Patient Population
Eligible patients who attended the outpatient Supportive Care
Clinic at MD Anderson Cancer Center were screened and sub-
sequently asked to participate. Patients were included if they
were 18 years or older, English-speaking, and had a diagnosis of
advanced cancer, defined as locally advanced, recurrent, or
metastatic. Patients with impaired cognition as determined by
the research coordinator based on the ability to understand
the nature of the study and consent process and those

suffering from severe psychiatric disorder or condition capable
of significantly interfering with study participation as deter-
mined by the principal investigator or the attending supportive
care physician were excluded. The potential participants were
informed that the messages they would view were not in any
way a reflection of their current disease process.

Intervention
Scripted videos were utilized to deliver the intervention follow-
ing the five phases recommended by Hillet and Van Vliet:
appropriateness of video-vignette, development of valid script
and manipulations, conversion to video, and administering the
videos [18, 19]. The videos were created with the assistance of
the University of Texas Television, including provision of the
actors. These were the same videos used in the previous per-
ception of compassion study [12].

After randomization, all patients watched one video depict-
ing a physician actor providing either the MO or the LO mes-
sage to the same patient actor. Accompanying caregivers were
asked to step out or keep silent throughout the study. Each
video lasted approximately 4 minutes and showed a professio-
nal physician actor discussing treatment and prognostic infor-
mation with a professional patient actor with advanced cancer,
who had received several lines of chemotherapy, had poor per-
formance status, and who was not a good candidate for further
therapy. In one video, the physician provided explicit informa-
tion about the lack of further treatment options (Less Optimis-
tic). In the other video, the physician added vague information
about possible future treatments, including a statement consid-
ering the possibility of further treatments if the patient
improved in functional status (More Optimistic).

In each video, the physician role was played by the same
professional actor, with physical characteristics as male,
middle-aged, and white, which the investigators felt depicted a
typical physician in our institution. In both videos, the actor
acted with the same body language and delivery of both mes-
sages, including the same number of empathic statements
(five) and nonverbal communication. An independent review
of the videos was previously done without sound by three of
the authors to ensure that the physician’s expression and body
posture when delivering the different messages was similar.
Reviewers also compared the performance of the actor in both
videos by listening only to the audio to assess for any possible
voice bias. In all the videos, the patient was portrayed by the
same actress: a white woman around 50–60 years of age. The
actress acted the same way in both videos, with the same tone
of voice and facial expressions, minimal head nodding, and a
similar script, and the only difference was her response to the
physician’s MO versus LO message in the end of the video. In
both videos, the camera angle alternated between a wide shot
and medium close-up, focusing more on the physician but
alternating to the patient at times when she spoke.

After watching the video, all patients read the same
vignette stating that the patient’s condition continued to wor-
sen; she was now dependent on friends and family for her care
and was enrolled in hospice care at home. Study design is
depicted through consort diagram in Figure 1.

Randomization and Blinding
Using the Clinical Trial Conduct website, patients were random-
ized equally (1:1) into the two video/doctor sequence arms.
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The research coordinator was blinded to the allocation
sequence throughout the study. Actors and patients were
blinded to the specific hypothesis of the study. In the con-
sent process, patients were told that they will be asked to
“watch one video, read a post-video vignette, and complete
three sets of surveys: one before the video, one after the
video, and one after reading the post-video vignette.”
Although we used survey questionnaires, this study was an
experimental design.

Study Outcome Measures
The patients completed three sets of surveys (Fig. 1). In the first
set, we assessed patients’ demographic, current physical and
psychological factors that could influence patients’ preferences,
including symptom distress scores (Edmonton Symptom
Assessment System), general trust in the medical profession,
level of optimism-pessimism, and spirituality/religiosity.We did
not repeat other psychosocial factors (anxiety, depression,
hopefulness, information preference, current health status, and
disease acceptance) that showed no significant effect on
patient perception of physician compassion in the previously

completed randomized controlled trial [12]. After the video and
then after the vignette, the patient evaluated the physician’s
compassion, professionalism, and preference of physician to
provide care for themselves and for their family/friends.

Primary Outcome Measure

Physician Compassion Questionnaire [20–24]

Five-item tool consisting of five 0–10 numerical rating scales
assessing five dimensions: warm-cold, pleasant-unpleasant,
compassionate-distant, sensitive-insensitive, and caring-uncaring.
The sum of the five scales gives a final score of 0 (best) to 50
(worst). Internal consistency is a 5 0.92. The scale also includes
two items on impression of the physician and physician’s level of
hopefulness (0 worst, 10 best, respectively), which are part of
the secondary outcomes.

Secondary Outcome Measures

Edmonton Symptom Assessment System (ESAS) [25–30]

Ten-item self-administered measure assessing symptoms on a
0 (best) to 10 (worst) visual analogue scale. Symptoms
measured include pain, fatigue, nausea, anxiety, depression,

Figure 1. Consort diagram.
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drowsiness, anorexia, shortness of breath, insomnia, and well-
being.

Trust in Medical Profession [31]

Five-item scale developed as an abbreviated instrument to
measure trust as a key element in a therapeutic relationship. It
has an internal consistency of a 5 0.87 and total sum of
responses scored on a 5 (worst) to 25 (best) scale. Degree of
trust was captured as a 10-point scale, with a higher score signi-
fying less trust (0 best, 10 worst). This scale was used as a base-
line measure of trust in the medical profession prior to
watching the videos.

Life Orientation Test-Revised (LOT-R) [32]

Originally, an eight-item self-report measure (plus four filler
items) that assessed generalized expectancies for positive ver-
sus negative outcomes and had a Cronbach’s a of 0.82. It was
revised to a 10-item scale by eliminating 2 items from the origi-
nal scale, which dealt more with coping style than with positive
expectations for future outcomes. The correlation between the
original and the revised scale is 0.95.

Santa Clara Strength of Religious Faith Questionnaire

[33, 34]

Ten-item measure of strength of religious faith. It has demon-
strated convergent validity and internal consistency of 0.95–
0.97 and test-retest reliability of 0.82–0.93. Scores range from
10 (low faith) to 40 (high faith).

Physician Professionalism Questionnaire [35]

Six-item questionnaire adapted from the General Medical
Council Patient Questionnaire to assess professional perform-
ance including patients’ perception of the physician’s trustwor-
thiness and ability to provide care. The four items that
comprised total professionalism include being polite, listening,
explaining the condition and treatment to the patient, and
involving the patient in treatment decisions. The physician was
considered trustworthy and able if the rating was �4. Reliabil-
ity of the original nine-item questionnaire was a 5 0.962.

Global Evaluation of Physician

Two-item questionnaire completed after the video and vignette
assessing patients’ evaluation if they prefer the video physician
for themselves and their family. Each item was scored on a 1
(worst) to 5 (best) scale. This has not been validated and was
formulated for the purpose of this study.

Statistical Analysis
This study estimated the patients’ perception change of physi-
cian’s compassion after watching the video and after reading the
post-video vignette. There are two types of video (LO vs. MO)
that patients were randomly assigned to (1:1), and one post-
video vignette that all patients read after watching the video.
The primary outcome is physician’s compassion score and we
expected that two groups’ average compassion scores after
watching the video will change in opposite directions after the
post-video vignette. Assuming two group t tests with type I error
rate of 5%, a total of 128 patients will give 80% power to detect
the difference of 6 in the change of compassion scores between
two groups (increase of 3 in MO, decrease of 3 in LO), given a

common standard deviation (SD) of 12 in the change of compas-
sion scores. Secondary outcomes included demographic and
clinical measurements as predictors of physician compassion,
patients’ perception of physician’s professionalism, and patients’
preference of the physician watched.

Data were summarized using standard descriptive statistics
such as mean, SD, median and range for continuous variables;
and frequency and proportion for categorical variables. Associa-
tion between categorical variables was examined by chi-square
test or Fisher’s exact test when appropriate.Wilcoxon rank-sum
test was used to examine the difference in continuous variables
between groups. Wilcoxon signed-rank test was used to exam-
ine the change in continuous variables measured after watch-
ing the video and after reading the post-video vignette within
each group. McNemar’s test was applied on paired dichoto-
mous variables to evaluate the change on marginal homogene-
ity. Cohen’s Kappa coefficient was used to measure agreement
for categorical variables. All computations were carried out in
SAS 9.3 (SAS Institute Inc., Cary, NC).

RESULTS

One hundred twenty-eight patients were randomized between
October 2015 and October 2016 and all were evaluable. Patient
characteristics are summarized in Table 1. Median age was 61
years and 56% were female. Fourteen patients were unable to
be analyzed due to a software issue that prevented us from
identifying their randomization and these patients had to be
replaced, one patient failed to complete the physician compas-
sion questionnaire, and three patients dropped out of the study
(Fig. 1).

Primary Outcome
Table 2 shows the compassion scores after the video and
vignette. No significant difference was found in perception of
compassion after the vignette within the MO (p 5 .4684) and
LO (p 5 .1225) groups, between the MO and LO groups
(p 5 .4036), and when all patients were combined (p 5 .0994).

Secondary Outcomes
Table 3 summarizes the difference in other outcomes after the
vignette. Figure 2 summarizes the compassion, professionalism,
impression of physician, and physician preference mean scores
within the two groups. There was a significant decrease in the
impression of the physician within the MO (p< .0001) and LO
(p< .0001) groups. There was a decrease in total professional-
ism in the MO (p 5 .0022) and LO (p 5 .0094) groups (Table 3).
With all patients combined, there continued to be a significant
decrease for total professionalism (p 5 .0001). Certain items
comprising total professionalism also showed significant
decrease: listening (mean difference [SD]: MO 20.21 [0.66],
p 5 .0121; LO 20.22 [0.84], p 5 .0491) and explaining the con-
dition and treatment to the patient (mean difference [SD]: MO
20.35 [0.88], p 5 .0013). With all patients combined, items
that showed a significant decrease included the following:
being polite (mean difference [SD] 20.15 [0.69], p 5 .0163); lis-
tening (mean difference [SD] 20.22 [0.76], p 5 .0016); and
explaining the condition and treatment to the patient (mean
difference [SD] 20.26 [0.87], p 5 .0009).

Between the MO and LO groups, there was no significant
difference in change of scores of professionalism (p 5 .8146)
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and impression of the physician (p 5 .1596). There was also no
significant difference in scores of physician’s level of hopeful-
ness, trustworthiness, and ability to provide care.

Table 3 shows that the MOmessage group had worse patient
preference for the physician for themselves and their family,
whereas there was no significant decrease among the LOmessage
group. The observed deterioration in scores for the total group
was due to the deterioration in theMOmessage group.

Total trust in medical profession scores showed significant
association with perception of physician compassion (p 5 .0545).
There were no other demographic and clinical predictors that
were found to have a significant association with physician com-
passion, including ESAS, LOT-R, and Santa Clara Strength of Reli-
gious Faith Questionnaire.

DISCUSSION

In this randomized controlled trial, we found that a vignette
showing a clinical outcome did not significantly change the
compassion score. Our initial hypothesis was that there would
be an increase in compassion for the LO group and worsening
in perception of compassion in the MO group after the nega-
tive clinical outcome. However, the outcome did not change
the perception of compassion. This finding suggests that
patients’ perception of physician compassion is not affected
by the clinical outcome.

On the other hand, there was significant deterioration in
impression and perception of professionalism for both physi-
cians after patients read the vignette describing the negative
outcome. These findings suggest that it was the negative
patient outcome rather than the inaccurately optimistic mes-
sage that resulted in the deterioration in physician image.
More research is needed to better characterize the impact of
both excessively optimistic message and negative outcomes in
patient perception of compassion.

Our finding showing that patients were less likely to
choose for themselves and their family the physician
with the MO message suggests that there may be a higher
level of dissatisfaction, although at the same time, the
perception of compassion was not significantly different.
We believe this is an important finding because as society
becomes more results-driven and patient experience
becomes an important component of health care evalua-
tion, those patients who experience a negative outcome
may likely be dissatisfied with their physician.

Robinson et al., in audio-recorded encounters between 51
oncologists and 141 advanced cancer patients, described that
oncologists made more optimistic statements than pessimistic
ones. On the other hand, they also described that there was
better understanding by patients of the chance of cure when
the physician provided a statement of pessimism, such as not
having good chemotherapy options and the possibility that
those that are available could likely cause more harm than
benefits [36]. In a study on 590 patients with metastatic, pro-
gressive solid malignancies with median survival of 5.4 months,
Enzinger et al. also demonstrated the association between
realistic prognostic disclosures and more realistic patient esti-
mate of life expectancy [37]. Our current findings suggest that
a negative outcome does not significantly affect the perception
of compassion. However, it negatively impacted the perception
of the physician, professionalism, and likelihood of physician

Table 1. Patient demographic and clinical characteristics
(n 5 128)

Variables n (%)

Median age, years (Q1–Q3) 61 (51–68)

Gender

Female 71 (55)

Ethnicity

White 86 (67)

Black 24 (19)

Hispanic 12 (9)

Other 6 (5)

Marital status

Married 80 (63)

Education

< College 80 (63)

� Complete college 48 (37)

Religion

Christian/Protestant/Catholic 107 (84)

Other 21 (16)

Cancer type

Breast 30 (23)

Gastrointestinal 22 (17)

Genitourinary 13 (10)

Gynecological 7 (5)

Head and neck 20 (16)

Thoracic 20 (16)

Other 16 (13)

Previous cancer treatment

1–2 types of chemotherapy 86 (67)

>2 types of chemotherapy 34 (27)

Targeted therapy/phase 1 30 (23)

Radiation 62 (48)

Surgery 54 (42)

Other 14 (11)

Zubrod performance status

1–2 57 (45)

3–4 71 (55)

Median ESAS pain (Q1–Q3) 4 (2–6)

Median ESAS fatigue (Q1–Q3) 4 (2–6)

Median ESAS nausea (Q1–Q3) 0 (0–2)

Median ESAS depression (Q1–Q3) 0 (0–2)

Median ESAS anxiety (Q1–Q3) 1 (0–3)

Median ESAS drowsiness (Q1–Q3) 2 (0–4)

Median ESAS shortness of
breath (Q1–Q3)

1 (0–3)

Median ESAS appetite (Q1–Q3) 3 (1–5)

Median ESAS sleep (Q1–Q3) 3 (1–5)

Median ESAS well-being (Q1–Q3) 3 (1–5)

Median trust in medical profession
total (Q1–Q3)

12 (11–14)

Median trust in medical profession
degree (Q1–Q3)

2 (1–5)

Median LOT-R (Q1–Q3) 16.5 (13.5–20)

Median Santa Clara Strength of
Religious Faith (Q1–Q3)

37.5 (29–40)

Abbreviations: ESAS, Edmonton Symptom Assessment System; LOT-R,
Life Orientation Test-Revised; Q, Quartile.
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Table 2. Compassion scores in more optimistic, less optimistic, and all patients

Group

Score after
video,
mean (SD)

Score after
vignette,
mean (SD)

Difference of scores
from video to
vignette, mean (SD) p value

More optimistic
group, n 5 63

22.41 (12.16) 24.11 (11.95) 1.7 (8.74) .4684

Less optimistic
group, n 5 64

24.75 (11.36) 25.95 (11.10) 0.89 (10.24) .1225

All patients, n 5 127 23.60 (11.77) 25.04 (11.52) 1.29 (9.50) .0994

Abbreviation: SD, standard deviation.

Table 3. Change in scores of other outcomes from video to vignette

More optimistic group Less optimistic group All patients

Variable Mean (SD) p value Mean (SD) p value Mean (SD) p value

Impression of physician 20.79 (1.62) <.0001 21.17 (1.91) <.0001 20.98 (1.77) <.0001

Physician’s level
of hopefulness

20.11 (1.82) .6802 20.44 (2.22) .3636 20.28 (2.03) .3702

Professionalism, total 20.88 (2.25) .0022 20.76 (2.22) .0094 20.82 (2.22) .0001

Be my physician 20.29 (0.77) .0049 20.02 (0.76) .6931 20.15 (0.77) .0113

Recommend to
family/friends

20.29 (0.71) .0009 20.09 (0.82) .1753 20.19 (0.77) .0013

Abbreviation: SD, standard deviation.

Figure 2. Summary of compassion, professionalism, impression, and preference scores within each group.
Abbreviations: LO, less optimistic; MO, more optimistic.
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preference. Further research is necessary to understand the
complex association between the content of the message, clin-
ical outcome, and overall impression of compassion and
professionalism.

One possible explanation for the waning scores of both
groups after the clinical vignette might be the way in which
a poor patient outcome and bad news impacts the patient’s
expectations, which may be one of the more distressing
aspects in cancer care. Other authors have described
the impact of patient expectations on patient satisfaction
as well as their understanding of treatment goals and
prognosis [13, 38, 39].

One limitation of the study is that the video only demon-
strated one encounter between the patient and the physician.
It is possible that the impact of the clinical outcome on
patients’ perception of professionalism, overall impression,
and likelihood to choose the physician might be less when a
long-term relationship has been established and good rapport
is present between physician and patient. However, in clinical
practice, it is not uncommon that conversations between
prognosis and outcome take place after a limited number of
encounters. Our study addresses these situations and focuses
on relationship impact on that rapport when the clinical out-
come is not favorable. Similarly, although the clinical vignette/
outcome can be given in another visit, we were concerned
about potential bias of recall of the videos between clinic visits
by the patient. We were reassured by the observations that
the outcome did modify the opinion of the two physicians and
that the vignette had the ability to promote change in patients’
opinions. More research would be needed to continue to study
the appropriate timing of demonstrating the intervention in
video studies. Another limitation may be that the clinical out-
come may not have been grave enough to influence a com-
plete change of perception of physician compassion and other
attributes. It would be interesting to study if an outcome that
is considerably worse than hospice, such as death of the
patient, was presented and its effect on scoring of the different
physician attributes. In addition, the study was conducted on
patients with advanced cancer who have had multiple courses
of treatments and may have been personally exposed to the
delivery of bad news on multiple occasions. It is possible that

the results would be different for healthy patients or patients
at earlier stages in the disease trajectory. Finally, certain studies
conducted in different patient populations suggest that
patients preferred either a shared or an active decision-making
preference over a passive one [36, 40]. However, studies have
found that patients who preferred a certain decision-making
strategy were satisfied with the way decisions were made in
their care even when actual decision-making may be different
from their preferred role [41, 42]. Further studies investigating
the preferred and perceived decision-making role of patients
and their influence in perception of different physician
attributes would be worthwhile.

CONCLUSION
The perception of physician compassion did not change after a
worse clinical outcome. However, there was a worse perception
of professionalism and overall impression in both groups after a
worse clinical outcome. In the MO message group, the outcome
also decreased preference of physician for themselves or their
family.
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