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Abstract

Introduction: Breaking bad news is a critical aspect of healthcare that significantly impacts
patients, especially those with chronic diseases like diabetes, heart disease, and cancer. Existing
research mainly examines the actions of healthcare providers, neglecting the experiences and
needs of patients. This study aims to bridge that gap by exploring both healthcare providers' and
patients' perspectives. By doing so, it seeks to improve the quality of doctor-patient
communication and help healthcare professionals understand the emotional, social, and physical

aspects of breaking bad news.

Objective: To explore the experiences first-time diagnosis of patients’ with chronic illness and

health care providers’ on breaking bad news.

Method: This qualitative study adopted descriptive qualitative study design. We employed
purposive criterion qualitative sampling method. A total of 28 participants were included: 15
health care providers and 13 patients. Data was collected in an in-depth interview in Tikur
Anbassa Specialized Hospital, Addis Ababa. Data was transcribed in Amharic and then
translated into English. Thematic analysis of the translated data was done using the Atals.ti

software version 20.4.

Results: From a total of 43 patients and health care providers approached 13 patients and 15
health care providers participated. Based on the experiences of the participants using the quotes
that best addresses the objectives of the study a total of 9 categories emerged: 1. Under
recognized action in routine healthcare practices 2. Independent skill development due to
training gap 3. Importance of empathetic communication in delivering bad news 4. Complex
impact of family presence on patient communication 5. Need for culturally sensitive
communication 6. Emotional complexity in delivering and receiving bad news 7. Critical role of
coping mechanism for providers and patients 8. Communication gaps in patient understanding of

diagnosis and 9. Discrepancy between patient information needs and provider perception

Vi



Conclusions: The study reveals that breaking bad news is a routine but often overlooked task in
healthcare, lacking formal training and requiring emotional resilience. Effective communication,
both empathetic and culturally sensitive, is crucial yet often inadequate. Family presence can
help or hinder the process. Delivering bad news impacts both providers and patients emotionally,
highlighting the need for strong coping mechanisms. Significant gaps in patient understanding

and patient needs and provider perceptions call for improved communication strategies.

Keywords: Breaking bad news, chronic illnesses, health care professionals, patients
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1. Introduction

1.1. Background

Bad news is any information that is likely to change a patient's view of his or her future in a big
way, whether it's a diagnosis or the failure of a cure (1). Breaking bad news is the act of telling
the patient this bad news (2). There are several ways to tell a patient bad news using patient-

centered communication techniques and methods (3).

Chronic diseases, also called non-communicable diseases (NCDs), are long-lasting conditions or
illnesses that are usually caused by a number of different risk factors (genetic, physiological,
behavioral, etc.). (4). Chronic diseases are also conditions that need ongoing medical care or
make it hard to do things you normally do (5). When it comes to people with long-term illnesses,

bad news plays a big role (6).

Diabetes, heart disease, and cancer are some of the chronic diseases that are causing the number
of deaths to rise (7). The 2019 World Health Organization report on World Health Statistics says
that NCDs have a big effect on countries with low and middle incomes like Ethiopia. In these

countries, it is the cause of 78% of all deaths, 85% of early deaths, and 50% of disabilities (8).

Primary care consultation where the doctor and patient agree is one of the most important things
that lead to better medication adherence (6). Regarding the mechanisms on how to tell bad news
there are only few protocols even in well developed countries like the United States, Germany,
and the United Kingdom that have been around for a long time. These protocols are mostly based

on the opinions of experts and less on real-world evidence (2).

The SPIKES protocol, which was written by Walter F. Baile and published in 2000, is one of the
best and most widely used ways to spread bad news around the world. It has become very well-
known and is used in all kinds of communication. Rabow and McPhee also came up with a plan

called ABCDE for giving bad news. And so far, Ethiopia doesn't have a clear plan for how to
share bad news (9).



The name SPIKES refers to the sequence of actions required for effective communication. The
process of preparing for a talk begins with S (Setting up), followed by P (Perception) and I
(Invitation), where the physician assesses the patient's perception of the situation and their
readiness to receive news. This is followed by K (Knowledge). The next step is to respond
appropriately to the patient's emotions (E). The S (Strategy & Summary) endpoint assesses the
patient's understanding of the issue and treatment options. Otherwise, the communication falls

short of its intended purpose (10).

The acronym ABCDE refers to the sequence of acts necessary for successful communication of
bad news. The process of preparing for the talk begins with A (Advance Preparation), in which
the practitioner collects all essential medical information and creates a supportive environment.
This is followed by B (Create a Therapeutic Environment/Relationship), which focuses on
creating a private, distraction-free environment to foster trust and reassurance. The following
phase is C (Communicate Well), which entails delivering the news in a plain manner, avoiding
jargon, and giving time for patient inquiries and processing. D (Dealing with Patient and Family
Reactions) necessitates active listening and sympathetic interaction to resolve emotional
reactions. The last phase, E (Encourage and Validate Emotions), evaluates the patient's

comprehension of the problem and makes sure they feel supported (11).



1.2. Statement of the problem

Even though the doctor-patient communication is important, there aren't many formal training
courses for practitioners, and there aren't any programs that teach residents and fellows how to
communicate this information well (12). Some books have about bad news from the point of
view of doctors. Some studies that emphasize on the need to understand the patient’s point of

view (13).

There is a big problem with doctors and students not knowing how to tell bad news in a standard
way. Improvements are needed in knowledge, attitude, skills, and practice of using the protocols.
There is a lack of research in Ethiopia and among developing nations in general on the
knowledge and application of such protocols, patient preferences for its elements, and patient
satisfaction (9). There isn't much research on how people with chronic illnesses and their

families want to hear bad news in Ethiopia (14).

Most of the studies we identified regarding breaking bad news are quantitative. Most measure
the steps taken by doctors and the durations of the encounters. These researches also investigate
the actions of the health professionals from the patient’s perspective. This is in addition to the

small amount of researches that have been done in Ethiopia (9).



1.3. Significance of the study

Any effort to improve physician-patient communication is viewed as essential to the task of
caring for the sick. This includes breaking unpleasant news as part of such communication (1).
Any effort to comprehend and encourage agreement between a doctor and a patient may improve

primary care outcomes (6).

There aren't many new papers on this topic that we came across, and the majority of studies done
on it date back more than 15 years. Therefore, completing this study will help the viewers to
acquire the most recent information on the subject. This is specifically true in the context of

Ethiopia.

By carrying out this study, we can better understand the many strategies used by healthcare
professionals to deliver bad news and the various aspects (emotional, social, or physical) that

may influence the process.

Understanding the patients' process for receiving bad news and the variables at play is also
significantly impactful. Its concurrent nature, which involves both doctors and patients, will

provide a clearer image of the area and the need for additional research.

Without this study, we may be unable to understand the reasoning behind doctors' practices for
delivering bad news and may overlook critical patient perspectives that could have made future

processes for communicating bad news go more easily.



2. Literature review

2.1. Breaking bad news

Breaking bad news to patients is one of a practicing clinician's most practiced and important
tasks. In hospitals, it's common procedure to deliver bad news, especially to patients with
chronic, life-limiting conditions (2). Training was found to be a key component of competency in
following SPIKES protocol and successfully delivering bad news (2, 15). It is recognized that
very few healthcare professionals receive adequate training in "breaking bad news" techniques
(16). In a research conducted in Sudan to examine doctors' understanding of and opinions on the
practice of telling patients and loved ones terrible news, only 56.3% of the participating doctors
had formal education and training (2). And in some other institutes assessed for training module

preparation, there was absolutely no formal training (12).

According to a comparable study conducted in a hospital in Ethiopia, 83.8% of participants
lacked training and 82% were unaware of the process. A little more than half of the doctors

claimed to have experienced depression following disclosure (9).

The clinician, patients, and relatives are all affected when bad news is delivered (2).
Communication abilities are crucial in this regard because the way the messenger presents the

news may have a significant impact on how that news is received (15).

Unmet communication demands of patients are linked to unfavorable emotional reactions and
have an impact on the decision to continue medical treatment (13, 17). One study found an
important association between doctor-patient concordance and medication adherence. It
specifically addresses how primary care visits in which patients experienced more concordance

with their clinicians were related with a 33% improvement in drug compliance (15).

2.2. Physician’s perspective

Delivery bad news can be difficult, both for the recipient and for the one doing the delivering.
According to one study, there are a variety of factors, such as the patient's needs and working
circumstances, that might affect how difficult it is to break bad news to HCPs (18). According to

another essay, the act of "Breaking terrible news" is undervalued. It should be acknowledged as a
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challenging, unavoidable, and frequent task in clinical treatment that causes stress and anxiety
for many doctors. This article asserts that the process entails much more than merely information
dissemination, and it goes on to suggest a total redesign of communication tactics, including the

removal of the obligation for health practitioners to give unfavorable news (19).

Various studies have documented the emotional reactions that doctors have while delivering
terrible news. According to a study conducted to discover how healthcare professionals view
end-of-life communication, everyone is psychologically and generally impacted by the
procedure. One expert quoted in the article explains how unexpected deaths, in particular, shock
people and cause them to have sleep deprivation as a result (20). Another study found that using

experimental approaches to announce death causes great stress for medical personnel (13).

The bad feelings connected to the practice are categorized by a meta-analysis done to assess
healthcare professionals' experiences of breaking bad news. It states that medical staff members
feel stressed before, during, or after the procedure, become emotionally attached to patients after
disclosing the bad news or become equally affected by it, feel unqualified to carry out the

procedure, and feel as though they aren't given enough time to process as people (21).

A quantitative study done in the united states to investigate the attitudes of hemato-oncology
fellows directors’ towards current curriculum used to train fellows in breaking bad news found
that 24% found it inadequate and the majority of them mentioned that they would like to see

improvement on how their fellows are trained (22).



2.3. Patient’s perspective

Effective patient-physician communication has meeting patients' needs at its core. Meeting
patient’s needs is not only the skills regarding the communication of bad news but also

addressing the specific needs of their condition (17).

One study, on understanding perspectives of BBN in intracranial tumor patients, states at least
55% of the patient’s preferred face-to-face communication, having their doctor pay close
attention to them, and maintaining eye contact. Direct physical contact (15%), another healthcare
professional being present while getting the news (54%), and the doctor's assistance in alerting

family members (54%) were the three preferences that patients identified as least favoring (17).

Tang and Lee conducted a mixed-method study in Taiwan and found that patients preferred their
doctors to inform them more than their family members. These results supported the concept that

most patients preferred disclosure in the absence of a caregiver. (23, 24)

Most patients felt that the resident doctors' explanations of the situation and prognosis were
brief, incomplete, and straightforward. Even some of the parents claimed that challenges with
medical terminology, linguistic differences, and conflicting perspectives are to blame for the

failure to communicate (20).

In northern Florida, a study investigating coping mechanisms among patients with chronic
illnesses mentions the critical role of effective coping strategies in managing the stress associated
with these conditions. The study highlighted that coping strategies could be categorized into
problem-focused approaches, which aim to solve or alter the source of stress, and emotion-
focused approaches, which seek to manage the emotional response to stress, particularly when

the illness's course and outcomes remain uncertain (25).

Research conducted in China revealed that a longer duration with a chronic illness correlates
with a better understanding of the condition. This finding emphasizes the importance of time in
developing comprehensive disease knowledge. Furthermore, another study in China indicated a
pressing need for health information immediately following a diagnosis, suggesting that timely

education is crucial for newly diagnosed patients to manage their conditions effectively (26).



A Canadian study exploring the information needs and comprehension of health information
among culturally and linguistically diverse populations identified significant challenges these
groups face. The study found that language and cultural barriers impede the understanding and
management of chronic illnesses. It emphasized that effective strategies must extend beyond
mere translation to include culturally sensitive approaches that address these unique barriers

comprehensively (27).

In Ethiopia and other developing countries, there is a dearth of information on patient
preferences, patient satisfaction, and patient knowledge of and adherence to standards for
delivering bad news (9). There are few studies available on communication in healthcare, and

chronic illnesses are poorly understood (21, 24).

Additionally, there is a scarcity of research specifically addressing patient preferences,
satisfaction, and adherence to standards for delivering bad news in Ethiopia and similar contexts,
highlighting a critical gap that needs to be addressed. Therefore, conducting a study in Ethiopia
on breaking bad news is essential to bridge these gaps, improve patient-physician
communication, and enhance the overall quality of care for patients facing life-limiting

conditions.



3. Objective

3.1. General objective

The objective of this study was to look at the experiences of health care providers and patients

with chronic illnesses during the health communication part of the diagnosis process.

3.2. Specific objective

To explore patients' experiences when they are first diagnosed with a chronic illness

To investigate practitioners' practices and the factors that influence patient — clinician

communication

To explore the impacts of breaking bad news on both health care professionals and patients



4. Methods

4.1. Study setting

The study was conducted in Black lion teaching hospital, Addis Ababa. The Black Lion Hospital
is Ethiopia's largest specialized and referral public hospital. It also serves as a teaching center for
health professionals, such as undergraduate and postgraduate medical students. It provides
comprehensive services to NCDs for diverse populations that come from all over the nation. The

study was conducted from April 2023 to June 2023.

4.2. Study approach

The study employed a descriptive qualitative study design to describe current practices and
experiences among health professionals who treat patients with chronic illnesses and patients

who have follow up for chronic illnesses.

4.3. Study participants

The study included two sets of study groups. The first set of our samples consisted of health
professionals in Tikur Anbassa Teaching Hospital. The participants in this set were chosen based
on having the responsibility of informing patients on their health status. The second set of out
samples comprised of chronic illness patients who had follow up in TASH. The patients were
chronic illness patients particularly those who were diagnosed with DM, cardiac illness, or
cancer and who have been having follow up in the hospital. Patient participants were identified

in the OPDs of the hospital and health care professionals from the wards and OPDs.

4.4. Sample size determination

Sampling was determined by purposive criterion sampling method until no further information
could be acquired. The criterion for patients was age more than 18 years old, medically stable,
Amharic speaker, and those who are already diagnosed with diabetes, cardiac conditions, and
cancer and are on follow up. The criteria for sample selection were strategically defined to align

with the available financial resources, time allocations, and accessible resources, optimizing the
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study's execution within the existing opportunities. The criterion for HCPs was medical doctors

who directly work with patients with chronic illnesses at the time of the study period.

4.5. Data collection Method

The interview took place with participants that were willing to participate. Data was collected
using semi structured guiding questions prepared for in depth interviews. Two sets of interview
questions were developed specific to the study objectives through review of various literatures.
The sets were different in which it was developed for patients and health care professionals
independently. The questions were first developed in English and translated into Ambharic. Data
was collected by the principal investigator using the interview guide. The interviews took place
in empty nursing stations, doctors’ offices, and OPDs. The interviews took up to 38 minutes. The
interviews were applied for both the health professionals and patients with the respective

questions. Data was collected until no further new information was obtained.

4.6. Trustworthiness

Trustworthiness will be assured in all the steps and processes involved in the data collection
process. The investigator participated in all the processes of guide development, data collection,

transcription, translation, and analysis.
Credibility

To insure credibility prolonged engagement and peer debriefing was done. The data collector and
investigators familiarized oneself with the setup by and the process by observing and
understanding the procedures of the hospital. These procedures were mainly regarding the
responsibilities of health care professionals, steps taken at the time of diagnosis, and
understanding the timing for follow ups of patients with the diagnosis of interest. Peer debriefing
was used throughout the process by the research advisors; question development to make it
easier to understand by the participant, development of codebook and once analysis was

completed.

11



Transferability

The study contains full description of the patients and their illnesses, healthcare providers,
places, and study environment, recordings were taken and the recordings were transcribed
verbatim. The study included the top three most common cases from the growing chronic
illnesses, and different professional in a way it allows the reader to familiarize oneself.

Transcription was done by an independent agent and reviewed by the principal investigator.
Dependability

To insure dependability the study enabled all partaking individuals to be familiar with the
concept of the subject matter (breaking bad news and chronic illnesses), and to go over the steps
to collect quality data and make a reliable analysis. The researcher reviewed and refined all
transcripts by assigning codes to the participants and repeatedly examining the transcripts to
identify and understand any inconsistent data. The assigned codes were repeatedly verified by

qualitative experts (advisors) until an agreement was reached on the codebook.
Conformability

It was assured by the audit trial that includes all the steps done, the processed passed, materials

used and notes taken. This was used to check intentional or unintentional bias.

4.7 Data analysis procedure

Recorded interviews were transcribed verbatim to Amharic with respective notes. The
transcribed interviews were translated to English. Taking 5 translated interviews from each of the
participant groups a codebook was developed. Using the codebook and Atlas.ti version 24 all the
translated interviews were coded. The data analyzer familiarized oneself by repetitive reading
before the start of analysis and categories were identified from the codes using thematic analysis.

Quotes that addressed the objective of the study were identified.

12



4.8.Ethical consideration

Ethical clearance and approval was obtained from Institutional Review Board (IRB) of Addis
Ababa University (AAU), college of health sciences and school of public health. There was an
official letter correspondence. Informed consent was taken from the participants. Respondents'
information is kept private and confidential. The data collector communicated with the
participants in a friendly, sympathetic, and nonjudgmental manner. Participants were informed

that they could decline or abandon the study at any time; they were not forced to do so.
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5. Result

5.1. Sample characteristics

Out of the 43 participants approached 28 of them did partake in the study. Out of these

participants 15 were health care providers and 13 were patients. There were a total of 10 female

participants; 7 were patients and 3 of them were health care providers. The overall participants’

age ranges from 21 — 80. Health care providers included are interns, resident physicians,

specialty physician, fellow subspecialty student, and subspecialty consultants. Patients included

are diabetic patients, cardiac patients, and cancer patients.

Table 6.1.1. Health care providers’ characteristics

Characteristics

Frequency

Sex

M

12

F

Profession

Intern

Resident physician

Specialty doctor

Fellow
subspecialty
student

3
3
5
1
3

Subspecialty
consultant

25-30

31-34

35-40

41-44

N |W &

14



Table 6.1.2. Patient’s characteristics

Characteristics Frequency
Sex M 8

F 5
Condition Cancer 5

Cardiac illness 3

Diabetes 5
Age 21-35 4

36 -50 5

51-65 3

66 — 80 1

5.2. Identified categories

From the study, we generated 9 categories: 1. Under recognized action in routine healthcare
practices 2. Independent skill development due to training gap 3. Importance of empathetic
communication in delivering bad news 4. Complex impact of family presence on patient
communication 5. Need for culturally sensitive communication 6. Emotional complexity in
delivering and receiving bad news 7. Critical role of coping mechanism for providers and
patients 8. Communication gaps in patient understanding of diagnosis and 9. Discrepancy

between patient information needs and provider perception

1. Under recognized action in routine healthcare practices

Most of the participant professionals in the study explained breaking bad news as a practice that
is integrated in the clinical practice that is encountered frequently. One expert noted the
experience of not just first-time diagnosis as part of breaking bad news, but also its integration

into medical practice as follows:

““I actually think it is part of our carrier .... If it is a first encounter, we encounter it almost

daily. .. It has been part of our carrier. That is how I see it.” BLR3

15



This emphasized the nature of the task as a routine procedure that requires emotional resilience
of the health care providers. The study also identified most of the professionals that see the
process as an overlooked yet very critical and important part of the health care system

acknowledging the gap in medical training and practice.

“So it is very important but I also feel that it is very unaddressed....So I think it is somehow

overlooked but it is very important integral part.” BLS

There were also healthcare providers who identified the process as infrequent. This highlights
that some practitioners may only encounter these situations rarely, potentially impacting their

familiarity. As one health care provider shared:
“Personally I have experienced it once when I was in St. Peter's, one in internship” BLR4

2. Independent skill development due to training gap

Most of the participant professionals explained the absence of training in the subject matter.
They explain having no type of training included in the curriculum as a student or as a supportive
training after starting professional carrier. This explains how the importance of training has been

overlooked or neglected. One participant specifically stated the absence of training as follows.

“.No. I have never seen on anything. Based on my medical school, one year GP, and now

residency three years, not even one time.” BLR1

Some explained they developed the skill to break bad news after encountering it in the clinical
practice or when they faced difficulty practicing it. This still explains the absence of training and
rather the efforts made by the participants to equip themselves with the appropriate skills
independently.

“So, you don’t actually like until you see the patients. I got like, for me, I got, I made most of my
strides in this facet as a GP. So I saw other GPS how they were doing it and how my senior

physicians dealt with it, you know.” BLR2

It was also found in the study that even though they took the training as a student they found it

hard to bring it to reality when they practice. Some physicians explain that the conditions they

16



practice and the inadequacy of the trainings that prevent them to fully practice the process in an
appropriate and efficient manner. They supported this by explaining that it takes more than a few

days of training to master the skill and excel at breaking bad news. As one professional noted:

“I don’t believe the training you take for 10 days when you start internship or residency can fix

it. ...Idon’t think this is something you learn like a medical practice. ’BLR3
3. Importance of empathetic communication in delivering bad news

Most of the health care professionals explained that their go to approach in breaking bad news is
to stick to the fact and to make the patient understand the clinical condition that they have. This
straightforward approach, while clear, may lack the necessary empathy and support that patients

need during difficult times. As one professional stated:

“Most of the time, I try to tell them the existing thing. I don’t sugar coat it. I try to tell as is. But |

somewhat try to make them see it in a positive way, meaning for them to accept it.” BLRS

This is also explained by the patients side as most of the participant patients recall the experience
they had when they were told about the illness for the first time as direct. One of these patients
was a diabetic patient who came to the hospital for an illness that needed a surgical intervention.
She explains that she was only told the diagnosis and where to go other than any explanation or

related support from the physician.

“Yes this is what he said. He didn’t say anything else. Nothing more. ... ‘it shows you have

diabetes, it has to be cured for you to have the operation’” BLD1

Most professionals acknowledge the part where a professional should approach breaking bad
news to patients with possible chronic illnesses with compassion and should take time to explain
it. One resident physician explained how a professional’s approach to take time explaining a

chronic illness affects how the patient understands their illness as the following.

“ You need to bring the craft. Humanity should be established. We need to understand the thing
that physicians are compassionate...1 feel like we have to take at least, like the least we can do is

take the time to explain things to patients.” BLR2
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Some patients explain how important it is for the physician to tell you in a compassionate matter
and not just insensitively dumping the information. One cardiac patient in particular explains
how important it is for the professionals to consider the condition of the patient in which a
sudden bad news can result in dire medical complications. She explains how a physician who

told her that her mild heart condition has progressed got her sick.

“That’s because everything should be told smoothly. Shock is bad for heart. Heart and shock ...
He could have talked calmly at that time. Imagine when you were being told that you could get
cured and suddenly some doctor comes and dumps it on you ... After that I just got sicker, the

prolapse, started to get sicker.” BLC1

4. Complex impact of family presence on patient communication

Most physicians explained in the study how it is common to have attendants/carers present with
the patients. They explained that their presence can interfere with breaking bad news practice
because they demand critical health information to be held from the patients. This oversight how
dynamic between patients and family can hinder transparent communication between healthcare

providers and patients. One physician noted:

“In our country the attendants wouldn’t be comfortable with talking with the patients. They
wouldn’t want to tell them.” BLR2

Some patients explained that information related to their condition is often withheld from them,
usually due to interference from their family/carers. These interferences can impact patients’
ability to make informed decision. A patient with blood cancer who was receiving follow-up
described how his brother interfered in the procedure in an attempt to keep him from learning the

diagnosis as the following:

“A But after I came here, when they come to me, my brother told the doctor not to tell me and

that he would tell me himself slowly.” BLCCI

On the contrary it was found in the study that family support during diagnosis provided
emotional stability and aid in comprehending and coping with the diagnosis. Some patients
explained how the presence of a family member at the time of diagnosis helped them make a

better decision and made the process better.
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“if I didn’t have my mother by my side then. I would have just gotten up and left just as [
decided. I wouldn’t have heard the doctor” BLCC3

5. Need for culturally sensitive communication

Most professionals explained how important it is to understand the patient’s background
information in breaking bad news. They explained how the approach should be individualized
according to the patient’s educational level, cultural background, education level, or other factors
that can play a factor in patient’s understanding of the condition. This approach can ensure

effective communication that is respectful of patient’s unique context

“The correct wording should be said in local language as the patient may not understand
English. .... For example, when I disclose information for patients, I use translator for languages
I couldn’t speak. Mixing English while disclosing or counseling is not right way. People may not
understand it .... Some says ‘regularly’ in the middle of local language. Sometimes I get angry at

nurses and residents who mix English?” BLSS1

The study found supporting reports from the patients regarding how clear communication that is
culturally appropriate is crucial for effective patient care. Some patients explained how a
patients’ background like education level or language can impact understanding one’s illness.

One patient noted:

“On speech. Not all can speak the same language now ... They don’t know the language. But it
was supposed to ... Translated to every language. The concept is different in one’s language. If it

can be told translated.” BLCC4

6. Emotional complexity in delivering and receiving bad news

Most professionals in the study explained that breaking a bad news has a significant emotional
toll on them. The responses include feeling sad, crying, felling disturbed, or the feeling of a dim
future. One of the health care providers explained that there is a repetitive and cumulative

negative emotional impact on him as follows:

“emmmm truly speaking sometimes it is kind of depressing. It is just like this. Comes recurrently;

bad news, telling bad news, seeing people having something bad. Like it is not actually
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something you just tell and go away. Somehow there is some residual thing that is left with

you..” BLR3

The study found somewhat similar response from patients as most patient participants in the
study explained that the impact on their emotional health is significant. One participant
highlighted the profound and multifaceted impact of their diagnosis, describing a deep sense of
shock, hopelessness, and loss of hope. This emotional impact can have effect on patient’s mental
and physical health. One patient specifically explain the emotional impact the news had on her at

the time of diagnosis as follows:

“I was actually shocked at that time, I even lost hope. Just like I told you my father died because
of this. It’s really difficult to explain what I felt then.” BLD2

Some physicians explained that it has no impact on them and move on with their day as this is
just part of their carrier. One physician explained how he takes it as part of his carrier and moves
on with his day raising concern on his emotional well-being and his ability to empathize with

patients.

“So what I usually do is take it as just another day. Right. So there are new patients if I can

make a difference in someone’s life. It’s very little.” BLR2

Some of the patients expressed how they didn’t feel any negative emotion. They explained that
their diagnosis gave them relief compared to their health condition prior to that. An older male
cancer patient specifically explained how the diagnosis was a light to a better life compared to

the condition he was in prior to diagnosis.

“ Yes I was not shocked. I didn’t get into shock ... I didn’t feel anything. First I was just weak
and I used to say that I wouldn’t regret dying if my disease was identified. In the end my disease
was diagnosed and I was told clearly.” BLCC4

7. Critical role of coping mechanisms for providers and patients

In the study, almost all professionals mentioned that they need some form of coping mechanism
to deal with the aftermath of breaking bad news. They emphasized the emotional burden of

delivering such news and the necessity of having a support system to manage this stress. One
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professional highlighted this by sharing her personal experience by explaining the importance of

effective coping mechanisms that are necessary to maintain resilience as a health care provider.

“Saying that your kid died, it has a toll on you ... But it is important you have a support system,
mine was at home support system. I have it. So I had a chance you know to address that mental
... I'll talk about it address it and then come here and then have the courage to deal with it”

BLS1

From our findings, most patients strive to understand their illness and cooperate based on both
the information provided by healthcare professionals and their own research. This approach
forms the basis of their coping strategy. This proactive approach to coping highlights the
importance of accessible information and patient education. One patient described their method

in detail:

“ That I was going to take four rounds of maintainance and I would take it for two years. That |

would stop followup after that. I read everything. ... I ask a lot of questions when the seniors
come ” BLCC3

The study found some patients denying the existence of the condition or the diagnosis. These
patients mentioned that they didn’t take the appropriate measures because they couldn’t accept

the diagnosis. They mentioned they denied the existence of their illness and living like normal.

“I was not controlling if, atleast for 20 years, I didn’t care I used to take sugar, sweets. .... My

nature is that I don’’t like telling that I have diabetes, still.” BLD4

8. Communication gaps in patient understanding of diagnosis

It was found in the study that most of the physician participants responded that the patients
already know their diagnosis when they encounter them because they work in a tertiary hospital.
They supported this by explaining that most patients come through referral after the initial
diagnosis has been made somewhere else. This explains the gaps in communication that plays a

significant role in patients’ understanding of the illness.

“So, in Black lion, what we deal with is who come through a lot of referral hospitals, general

hospitals, they have been told about their illness many times. "BLR3
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Some of the participant in the study explained that they ask the patients to understand the
patients’ understanding of the clinical condition. These physicians explained that they encounter
patient who have no idea about their clinical condition or treatments. One of the physicians
explained his surprise the time he encountered a cancer patient did not know was taking

chemotherapy.

“I just ask them what do they expect or how are they going to deal if it comes positive. ... They
don’t know what they have. A patient who has an advanced malignancy, stage four CA, does not
know he is taking chemo. They don’t even know they are on palliative care. They don’t know.

They think they are going to be cured. It means you see a lot like this.”

The study found that an existing delay in patients understanding of the illness that resulted from
absence of a clear communication from the health care provider. Most of the participant patients
in the study explained that they did not have any knowledge about the illnesses at the time of
diagnosis. They further explained it that they didn’t come to learn about the illness far after the

time of diagnosis because most of the physicians don’t like to explain.

“I don’t know anything ... What they told me is that it is just red blood cell thing ... How they
told me, some of them just don’t explain it to you ... The illness gets written timely, me, I read ...

mostly I have doctor friends, I copy it and take it to them “ BLCC5

At the same time the study found some patients that explained that they do understand their
illness. The patients explained this by mentioning that they listen to their physicians, actively ask
others, read about it, and follow the recommendations to increase their chances of survival. One
patient illustrated this by describing how he sought information and understood the gravity of his

condition through active engagement.

“A Just at first I googled it immediately after he told me. About this cancer and chemo ... About
the illness, I understand the medication is difficult, its cure rate, and that it can precipitate it. |
understood that chance for live or death is 50 50 ... And cancer when it stays long it is difficult
and its chance to kill is high” BLCC
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9. Discrepancy between patient information needs and provider perceptions

We found in the study that most of the participant physicians explained the existence of the need
for information from the patients. They mentioned that most of the time patients ask about the
illness and majority of their concern is regarding cure and survival even in dire critical
conditions. This brings to light patients need for reassurance and clear information from health

care providers. One physician noted:

“Usually they will ask something. What they ask you most of the time is if he will survive. It is a
difficult question .... Even if he is like in critical care setting, they want you to tell them he is

going to make it. Like he is going to live” BLR2

Most of the participant patients explained they constantly have the need to find more information
about their illness but it is not provided to them. One cancer patient explained how his
threatening to leave the hospital resulted in him finding out about his illness. This implies the

need for a more proactive communication strategy.

“I told them if they don’t tell me my illness [ won’t stay on the bed because there was no

reason.” BLCC3

Some of the health care providers explained that patients do not have any need for information
and they don’t ask. This perception may indicate a disconnect between patient needs and
provider awareness, emphasizing the importance of having open communication channels. One

provider stated:

“You know most of our people, they do not inquire .... Meaning how I understand it. Unless we
push them to ask, I haven’t seen them ask me a question, most of the time. They just accept

everything” BLI3

The study found that something that goes with the physicians’ perspective where some patient
participants mentioned that they did not ask any information about the illness at the time of the
diagnosis. This can be due to many factors with one as most mentioned that they just went their

way to find an answer but one of them said he was too emotional to ask any question.

“Nothing, I was shocked. It didn’t come to me to talk.” BLCCI
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6. Discussion

Breaking bad news to patients is a challenging task for healthcare professionals, requiring not
only the delivery of difficult information but also emotional sensitivity and adherence to
established protocols. This and previous studies underscore the complexity of this practice,

revealing overlapping concepts and challenges that healthcare professionals and patients face.

This study corroborates findings from previous research, highlighting a critical gap in the
training of doctors for breaking bad news (BBN) and adherence to the SPIKES protocol.
Participants reveal that only 56.3% of doctors report receiving formal education in these areas,
and many lack awareness of effective communication practices (2). The necessity of self-
directed learning through clinical practice emerges due to inadequate formal training during their
medical education. For example, one participant noted that training is often limited to theoretical
knowledge and difficult to apply in practice. This issue is not isolated, aligning with other studies
that have identified a similar inadequacy of training in developing countries like Sudan and
Ethiopia (9). Addressing these gaps could significantly improve adherence to communication

protocols.

Communication barriers that hinder effective delivery of bad news are common findings from
this current study and the studies we investigated prior. Some of the studies explain how unmet
communication needs and linguistic barriers can lead to unfavorable emotional reactions (14,
17). This qualitative study expands on this by revealing that many professionals rely on
delivering facts but lack the sensitivity required to support patients emotionally. Additionally, it
supports this finding further by explaining how patients often find communication inadequate,
citing insufficient explanation and medical jargon. One of the studies done on communication
preference in patients with brain tumor, face-to-face communication and active listening were
found crucial, with a preference for individualized approaches (17). However, in practice, in this
study, some patients explained that they feel the delivery of bad news remains rushed and
impersonal. Therefore, comprehensive communication training that prioritizes empathy, and

language simplicity is needed to overcome these barriers.

One study identifies emotional challenges for clinicians when delivering bad news, with doctors

experiencing depression or anxiety following disclosure (9). This study echoes this with
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participants expressing emotions ranging from sadness to feeling depressed and disturbed after
multiple instances of BBN. Conversely, the study also identified some clinicians viewing BBN
as a routine part of their job that does not significantly affect them. Regarding patients the study
mentioned also shows that patients experience significant emotional distress when receiving bad
news, leading to shock or denial (9). This resonates with patient experiences in this qualitative
study, where emotions like anger, disbelief, and sadness were reported. Providing emotional

support for both healthcare professionals and patients could alleviate some of these challenges.

Engaging patients and families is crucial in BBN practices. In one study it was put that many
patients prefer direct communication, although with limited caregiver involvement (24).
However, this qualitative study indicates that family members often interfere in the process by
requesting professionals to withhold information from patients. A study that emphasizes on the
importance of patient autonomy in these situations stated that face-to-face communication with
minimal caregiver presence is often preferred (17). On the contrary in our study both clinicians
and patients still acknowledged the value of family involvement for providing emotional support.
Addressing these conflicting preferences requires sensitive negotiation that respects cultural

norms while prioritizing patient needs.

The need for coping mechanisms among health professionals in delivering bad news is very well
recognized. A study done to investigate the emotional toll of breaking bad news on physicians it
was found that it provokes a significant emotional distress on them (21). In this study we found
that there is a significant importance of support systems for health professionals that help them

build resilience through the years of practice.

Studies show that unmet informational needs can lead to emotional distress and treatment
discontinuation (14, 17). This was supported by a finding in this study when many patients
described their struggles to obtain information, feeling compelled to demand answers from their
physicians, or even proactively seeking information through reading and consultation with

friends because they didn’t feel compelled to ask.
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7. Conclusion

This study reveals the complexities and emotional challenges associated with breaking bad news
(BBN) to patients with chronic illnesses. It underscores significant gaps in the formal training of
healthcare professionals, leading to difficulties in adhering to established protocols and
effectively communicating sensitive information. Clinicians tend to deliver facts directly but
often lack the empathetic sensitivity required, resulting in cultural and linguistic barriers that
leave patients confused and distressed. Both patients and professionals experience significant
emotional impacts, with patients feeling shock, disbelief, or anger and clinicians experiencing
sadness and stress. Despite these challenges, some clinicians view BBN as routine. Navigating
patient autonomy alongside family involvement requires sensitive negotiation to respect cultural

norms while prioritizing patient needs.

The study emphasizes that improving BBN practices necessitates comprehensive training
programs that focus on empathy, cultural sensitivity, and coping strategies. Support systems for
clinicians and patients should be enhanced to mitigate the emotional toll of delivering and
receiving distressing news. These steps are crucial to ensure the delivery of bad news is handled
with greater care, compassion, and adherence to protocols, ultimately enhancing the overall

experience for everyone involved.
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8.

Recommendation

+» Researchers

» To conduct research on various training and support models, especially involving a wider

range of institutes, analyze its impact further, and inform policy makers and stakeholders.

% Ministry of Health, Ministry of Education, and Medical Schools

» Develop comprehensive training programs that emphasize communication strategies for

>

delivering bad news. This includes teaching empathy, adherence to the SPIKES protocol,
and addressing linguistic and cultural barriers.
Develop clear guidelines that facilitate patient-centered communication while balancing

family involvement and patient autonomy.

«» Healthcare Facilities

>

Establish support systems for healthcare providers, such as peer support groups or
counseling services, to help manage the emotional toll and improve coping mechanisms.
Provide easy-to-understand educational materials to patients to ensure information

accessibility about their conditions and treatment options.
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10. Appendixes

Codebook

s.no | Category

Code

Definition of code

1 Under
recognized
action in routine
healthcare
practices

Importance of breaking bad
news

The acknowledgement of the significance
of communicating difficult or life-
changing information to patients or their
families.

Role expectations and
responsibilities

The expectations and responsibilities
assigned to healthcare providers based on
their level of training and position within
the medical hierarchy.

First/ bad experiences

Initial encounter with delivering difficult
news to a patient or their family,
highlighting the circumstances and
emotions involved.

Frequency of experiences

How often the health professional
encounters situations requiring the
communication of bad news in their
professional role.

Good experiences

Instances where the process of delivering
difficult news results in positive outcome,
such as understanding, acceptance, or
gratitude from recipients.

2 Independent skill
development due
to training gap

Training and education on
breaking bad news

Individual’s exposure to formal or
informal training regarding the delivery of
difficult news to patients or their families.

Professional development
and support

Describes the need for support to better
equip healthcare providers in delivering
bad news by the senior physicians.

3 Importance of
empathetic
communication
in delivering
bad news

Individualized approaches

The need for tailoring the process of
delivering bad news to the unique
circumstances, preferences, and cultural
backgrounds of patients, and families.

Emphasis on compassion
and communication

The importance of empathy, sensitivity,
and effective communication skills in the
delivery of difficult news in health care
settings.

Providing hope and positive
framing

Communication approach where
healthcare providers focus on delivering
news in a manner that emphasizes
optimism and possibility, regardless of the
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clinical situation.

Perceived insensitivity of
communication

Unpleasant encounters or situations
during medical care

Approach to delivering news

How healthcare providers approach the
task of delivering bad news including the
preparation and the communication
process

Disclosure practices

Interaction between patients and
healthcare providers during discussion
about diagnosis and treatment. Instances
where the information about a diagnosis
was disclosed (or not disclosed) in ways
that impact patient understanding and
emotional response.

Moment of diagnosis

The specific time or situation when
patient receives the diagnosis.

Setting and environment

The physical location and the emotional
mood ideal for delivering serious, often
distressing news to patients or their
families in a healthcare setting.

Communication barrier

Obstacles that hinder effective
communication between the doctor and

patient.
Complex Patient and family dynamics | The presence of family members or loved
impact of ones at the time of diagnosis
family presence | Family dynamic during The interaction and relationship between
on patient health communication patients, their families, and healthcare
communication professionals during the communication
of bad news.

Patient autonomy and rights | Reflections or experiences related to the
patient’s right to information and their
autonomy in the health care process.

Need for Cultural and contextual Influence of cultural beliefs in health care
culturally factors settings on the approach to breaking bad
sensitive news.

communication Cultural and educational Tailoring healthcare communication to

in healthcare sensitivity align with the patient's cultural
background and educational level.
Emotional Impacts How the act of delivering bad news

complexity in

delivering and
receiving bad

news

affects emotional well-being or mental
state of the individual responsible for
communication

Emotional reaction

The emotional response of patients to
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medical news or situations.

Patient and family reaction

All references to how patients and their
family members respond to the
communication of bad news.

Critical role of
coping
mechanisms for
providers and

Coping mechanism and
adaptation

How the patient copes with or adapts to
their diagnosis and treatment, including
emotional coping strategies.

Support systems for health

Resources available to healthcare

patients care professionals professionals to cope with stress
associated with breaking bad news.
Communication | Perceived patient’s Healthcare provider’s assessment of the
gaps in patient understanding of the illness | patient’s level of comprehension
understanding regarding their medical condition.
of diagnosis Understanding of the illness | Patients’ comprehension of their medical
condition and treatment options.
Discrepancy Patient information needs Patient statements regarding their needs
between patient or desires for more information or
information understanding of their condition.
needs and Perceived patient desires Health care provider’s understanding and
provider interpretation of a patient’s desires and
perceptions expectations regarding a serious medical

information.

Support post- news delivery

Instances where healthcare providers
discuss the measures they take to support
patients after breaking bad news.
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English information sheet

Title: Breaking bad news: experience of health professionals and newly diagnosed patients with

chronic illnesses in teaching hospitals of Addis Ababa

I would like to thank you for considering participation in this research. Before you decide you
need to understand the purpose of the study and why your participation is important. Feel free to

ask any question and please read thoroughly.
Purpose of the study and who am |

I am a researcher who has an aim of understanding the practices around

breaking bad news. This research aims to understand the practice and experience of health care
providers towards breaking bad news and experience of patients of first time diagnosis of a

chronic illness.
What does taking part mean?

For physicians taking part means participating in an interview with the researcher to give
information on personal approach, practice, and experience regarding breaking bad news. The
interview includes questions that are related to the practice and healthcare professional’s

personal experience related to the subject.

For patients taking part means participating in an interview to share personal experience during

the first time of diagnosis
Why are you selected?

You have been selected as you are a health care professional in a referral hospital in Addis

Ababa working with patient with chronic illness.

You have been selected because we identified you have been diagnosed with (the

diagnosis) in the past one month.
Is participation mandatory?

Participation in this study is completely voluntary and you can withdraw at any moment.
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Risks and benefits of the study

Conducting this study will identify the situation on the ground regarding breaking bad news. In

the future it will help formulate a strategy that aids the process in a positive way.

The study may induce the participant to visit unpleasant past memories that may be painful to

remember.
Confidentiality

All steps in this study will ensure confidentiality by collecting and retaining non anonymized

data in the form of consent forms and audio recordings as part of the research process.
How is information processed and protected

All information including signed consent forms and audio recordings will be kept until
graduation. Then the data, transcripts of interviews which have no participant identifying

information will be kept for two years after. You are entitled to access to this information.
What happens to the result?

The result will be disseminated to important stakeholders and will be made available online for

users.
For further information contact
Dr Frehiwot Tekie,

fbraer@gmail.com,

+251912040582

THANK YOU
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English consent form

Consent to take part in research

I willingly consent to taking part in this research study. I am aware that even if I agree to
participate right away, I can do so at any time and will not face any repercussions for doing so.
I've got written explanations of the study's nature and goal given to me. I am aware that
participating entails speaking with the researcher in an interview. | am aware that taking part in
this study won't directly help me. I consent to having my interview recorded on audio. I am
aware that any information I give will be kept private and confidential for this study. I am aware
that any report on the findings of this study will not reveal who I am. I am aware that cloaked
excerpts from my interview may be quoted in dissertation, conference presentation, published
papers etc. I am aware that if [ tell the researcher that I or another person is in danger, they might
have to report this to the appropriate authorities. They will talk to me about it first, but they
might have to report with or without my approval. I am aware that my interview will be recorded
and kept on file for two years following the thesis defense, with all identifiable information
redacted. I am aware that, as a result of the freedom of information laws, I have the right to
access the information I have given at any time while it is being stored as described above. I am
aware that I have the right to get in touch with any of the research participants to get more

information and clarification.
Names, degrees, affiliations and contact details of researchers

Signature of research participant date

I believe the participant is giving informed consent to participate in this study

Signature of researcher Date
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English interview guide and questions for HCPs

Interview guide for health care professionals

¢ Introduction to the informant

e Explain that the purpose of the study is to identify and analyze the experience of health
care professionals and patients in breaking bad news

e Explain that for this project we will ask them about their profession, their responsibility
and their experience associated with breaking bad news.

e Mention all information collected will be kept safe and secret. It won’t use names or any

other identifying information and it will only be used for research purpose.
List of English questions for health care professionals

Can you please introduce yourself, your profession and your current responsibility?
What do you think breaking bad news is?

What was your first experience you remember?

What kind of preparation technique do you do before you meet patients or relatives?
How do you describe your approach do you have during the process and after?

What kind of impact does it have on you as a person and as a health care professional?
How about on how you practice immediately after?

What kind of responses or demands have you encountered from the patient or relatives?

A e S R T e e

Can you explain the bad experience you encountered so far? How about good ones?
10. What kind of measures do you think should be taken to make this process easy in the future?

11. What kind of recommendations do you have for future doctors?
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English interview guide and questions for patients

e Interview guide for patients

Introduction to the informant

Explain that the purpose of the study is to identify and analyze the experience of health
care professionals and patients in breaking bad news

Explain that for this project we will ask them about their condition, their first time
diagnosis and their experience associated with the disclosure.

Mention all information collected will be kept safe and secret. It won’t use names or any

other identifying information and it will only be used for research purpose.

List of English questions for patients

1. Can you please introduce yourself and what you understand about the purpose of this

meeting?

© N kWD

What kind of condition do you have?

What was the presentation you had which led to the current diagnosis?

How did you find out?

Do you remember your emotions in that moment?

What was your opinion about the condition and the specific needs you had in that moment?
Can you describe the process of how you were told and how satisfied you were with it?

What is your opinion on what could be done to improve the experience for both patients and

health care professionals?
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Ambharic information sheet

NA MG+ ao/ B
NA MG+ ao/8

PG+ CON - ML HT ANEC NALN ANN PTIN+TC PATHAF PMT NAT™PPFT RGN
Pranzang L ALE AORGRAFT AGO L

N@Ea/p AHU TF AL AMA+E AA+NTHA> KARANTAL: AMG+ +AFTE haegan/ Pt
N&F NAMG+H d-f do/Z8 KG PACAP +NTER AIRY AL PNL AT ATLMN+TAD AA+PIDM
NN £28:: NTIFD-I° ART D PE NAPT AOMPP LFAA:

PG+ AATY AT PMPRM Y1t

Al +a04ms NPT AATIR NMT ATAIRT @A PAD-Y PO HT ANNNCG

ao/8% - PHU MTH+ AATY PMGT NATT-PPTF A7L.F M@ HE ATLMANSG AT NHU L8+
AL PAFMTY AJRE AT PNC NLE AODIR+EF AMEM/P 7H PANTFM-7 Ydoge (A AM>
PYNLTF@MT AR L ADZ 8+ M-

MG+ AL MA+E AT.F £IARA

AMS NATRPPTF MG+ AL PA+E AT A OOMPE AL NAPA+E NA MR HE AANNC
PATF@DTY AHINNCE HOIEFT AT AIRL a9 94.F J-::

A hODIR+BT +ATE AT $A OOMPE AL NADA+E AGEMLP 1H, PANFO-T YaDge A Aao-
PINGF@OT ATRL 994F 10

AT8F AHU et +aRZMm-

AMS NAT™PI RN ANN NTR,7% PA9N+a9C PATFHA G-Nm PAC ALE UdRgn Ph+T+A h&d
M- NATNG::

A AODIRHTT NALD 7L OC -\ PFdP ___(hC NLE UYamgD) NAAPT
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NA+ATE 185
LU AR a-h AT N4 P L PR NYL AT NTRITMI® (AT AT BFAAA::
PG+ mPIe AT 8%

2UTY MTF MhL e MR HTPFT N+aRAN+ a24F AR PADT Ui BAPA: MBLT 18+7
NAPIFR dRAN- PRLS NAT ATRTLE &84

MGk +AFLD AN FDN PTRLLATIM P9 PAPRT BN PTILA AT PAL FO-NFPTT ATRING
ALIAND- BFAA:

MNAMCRI1F

T AMLPIT NHU DG @A PA AR Y2+F @™-ND LNNEA: B49° NIR-RAN AOLEPTY
NaANAN 2NL8A:

P+7Tm- aB/E ATLF EMNPA ATEFN £PINNLA

UFAGR P+7T Mg 28 N+H4/00Mm- PAGRIRYT $& IC ANN 9°CeTt £2ZN +aRs.am/im- IC
£8PA: NIPCPF NUPA A UAT A0DF P++Z900m AF 9ANe N9 PAAM- ao/F
+a0 a0 IC 28 LA +AFLM NIHU LHLT PLT A28 49 TF £FAA:

POMt OM &Y

oM+ ANEAT APF NALCA AT 2ACSRA AT AT+MPTLPTF N+ALR SULIRT AL LA PA:
AT+ AOLE

A/C &6ULMT +AkT fbraer@gmail.com, +251912040582

nhg=nJ95 oc
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Ambharic consent form

PEPE $6

NIRCIPC N ARA+E £ P&

NHU PIRCIPC MGF @-N AMRA+E ¢ PLT T3z IR ATNT MR PO+ AGRA+& NHTHIRIR
NIF@G® 1H ML ATRIRTFA AT BUT NALLD FPI9° ARYT Mét ATLMMLLCANT
AROPAL: DA MGk +4DC AT N P+AM BNELPPT NRUE +AM+OFA: MPA+E
N+aRLMmLMm IC NPA OMES a01IICT ATLMMIPC AD-SAL: NHU M5F CRA+E Nem
ATRMLL8T AD-PAU: PA PMLRT NLIPR ATLPLR +HNTIPFAL: AL PIPAMMD-
MIFD-9° aF ALY DFF MADER ATLMUPT AD-PAL: NHU mTF 95+ F AR PF+5@-g°
HIN A% 997 AT AT2ML17IA6 AD-PAL: NPA PMLRR M-N hN@7 PPH MPNT
NARan/g P B&T NNTLLIN APLLNE NF+a T OHT AMPA ATLMTFA AD-PAL:
A+RLamsm- AL MBI AA AD- ARJ AL ATBAT NFIC ATMAN+D- AhA MADS
ATRMPCNTF@ A@PAL: AOEMLP AA 18R PT94GAT 97 NAL L IC MLI® PA At
£PE L7CT MEL AANFD: $A TRAAN NIRCPT NBA AUAT AODFT AYLAQADHIN AG
UA9R @954 PAR AR OBZEPT +NHNAAD- A1LM &R AdrSAL: PNT LT PAMUTY aBLE
NMIFDI® 1H NAL ATR+IABM NTNTFNF 1H P9 TH ANt AT8AT A@-SAU: PNAM
/B RS TSP ATITTE NMIE@-I° PIPCIPC +AFLPF IC PARITTF ANt AT8AT
AOrPAL

P+aRL. ML PF NPT B4 PFE AT AL ¢-A HCHECF

P+AF4 &CTT 7

+AFELE NHU BGTF ATRA+E& NARZE AL P+aRAZ+ NIRIRTF AMtd
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Ambharic interview guide and questions for HCPs

$AMMLS AP AT M PRPT

PMS NAD>PPF PP\ ODME & anan/ P
« /8 MPM Al-M+7Y MA+PDP

« PGk AATY PMS AMNNP NATEPPFHT AT Ya-ayyy NARmE HEPTF AR PAT®-T ATRE
NARAPT AdR+G+Y AT NL 8+

« AHU TCENT DA a2 PF@T NAAT®: JALTT AT DAL HTPT IC N+PPH NAAT®- ATR L
ATRIPIME ST MNLE T

o AR PHANAN AoZ8PF LUYIFF@ P+HMNP AT TAMDELP LUPTA: NIPFT MLID AA
AP A/ 8 hEMPIPID AT AJRLIC GATH NF M IR AL ALY M-A TN 8T

RACE DPRPF A MT NAT> PPF
ANAPTY AGNPTTE A=PPFY AT AT NHU PNT A PAPTT UALTT NIARAT?
@A LT ANC PTAMT UNN ATEF £48.347

Pam PhF@(+TF AGRELP 1H PAPHT ATRE AT NI°T PUA £99PR ATLM A4+ ANt
LAAAT?

gy A27T £ P HOET LLCIN?
N+°INg LH 927 ALYF NAT EMeTAT Nebuir NUPAN?
ATL AL PAM AR AT AL PMGT NATE-P 927 PUA +XOF AAECNITA NAD- PIPTA?

ECLET ATEMRL NPT ALN?
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hham @L9° h NL+ANFFa- 9% ALTF M PR AT APAN tHEFC £ P47

MmAE MPIE M4 P At ATRLT N PNEAT?

9oy ALY ACIRE DAL LUT +9INC TAARA £FAA NAD PIOTA?

ADLLF ATR,A M. +a00 4 MG NATXPPF g RADALA?
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Ambharic interview guide and questions for patients

AFNTMPT PPA PMLP aoany p

¢ M/F MPEM AlM+7Y MA+PDP

e PMGHh AAT PMG AMNNS NAT™PPFY AG Yaayyy NARME HTPTF AR PATMDT ATRE
NAAPT AdR+3+7 ATLWLT TNLEF=

« AHU TCENT DA UiFFa-i AGREMLP IH JRCARLFE AT NAPIARD JC +PEBH
NAAFD- ATRE ATLIPIML ST PG

o AR PHANAM AOZBPF LUNIFFM P+HMNP AT TMADELP LUPTA: NIPFT @LID AA
@DAP AB/ B hEMPIPID AT AJRLCICC GATH NF MPID AL AL M-A TN 8T

AFNTPTF PATICET D PRPT HOHC

1. ANAP A-NPT AF NAHU NNAN AATY PIRFL 8T TIN+PDS BFAN?

2. 92 ALY Ui AAPH?

3. AAUF JPCaRe. PRLIFU Al 97 INC/PAREADL P gRANT?

4.9°7% hRYF Uange R8T A8 T hDd?

5. NH.P #&NF PINLPFT DR+ PAFD-AN?

6. DA Up3@ AT NH.L &NF NAINCPF AR &ATRT AT PINCPF AN+ PLPF 927 1NC?
7. P114NTTY L8F AG 9°F PUA ACNF ATLAMPT AB9IAS EFAN?

8. ALA®RI® FNaPF AT PMG ATANNN NATPPF ATRE ATIAAN J°7F AP/ AT8ANT
ANTPPFTP oYL a2
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