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AbstrAct
Background: There are no clear guidelines for breaking bad 
news in psychiatry. This study aims to investigate whether 
the SPIKES protocol (Setting, Perception, Invitation, 
Knowledge, Empathy and Summary), which is used in 
general medicine, is applied in psychiatry, and to evaluate 
the respondents’ subjective opinions about the encounter. 

Methods: Semi-structured interviews were conducted 
according to the SPIKES protocol, and a questionnaire 
designed for the purposes of this study (delivering 
difficult news satisfaction and acceptance questionnaire, 
DDNSAQ) was filled in by the study participants.

Results: Sixteen people who recently received a 
schizophrenia spectrum diagnosis and 15 of their first-
degree relatives completed the SPIKES interview and the 
DDNSAQ. The SPIKES protocol for delivering bad news was 
generally not followed. The way relatives learned about 
the diagnosis (i.e., in a planned vs an unplanned manner) 
correlated positively with several DDNSAQ items, including 
receiving the expected information, agreement with the 
diagnosis, quality of the communication with the clinician 
(p<0.001 for each), and general satisfaction (p=0.04). 

Conclusions: The SPIKES protocol of delivering bad 
news in medicine was not applied in this sample with 
most psychiatric patients and their relatives. A SPIKES 
protocol adapted to delivering difficult news in psychiatry 
is needed in order to improve the way of communicating 
the diagnosis to patients and relatives.
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IntroductIon
Historically, clinicians have been reluctant to share infor-
mation with their patients about their treatment and diag-
nosis (1). Over the last 20 years, however, there has been a 
gradual shift in general medicine and mental health, with 
an emphasis on self-management in which the patient 
takes an active role and is informed and involved in mak-
ing decisions about his or her treatment (2, 3). Pivotal to 
this trend is the clinician’s sharing of information about 
the diagnosis, which can be one of the most challenging 
duties in medical practice (4). Without proper training, 
the discomfort and uncertainty associated with sharing 
such information can lead physicians to avoid doing so (5).

Several protocols have been developed in order to help 
guide this complex process in general medicine, with 
SPIKES being the one which has received the most atten-
tion (6). The acronym SPIKES refers to six steps: Setting up 
the interview, assessing the patient’s Perception of his medi-
cal condition, obtaining the patient’s Invitation to receive 
the information, providing the required Knowledge to the 
patient, addressing the patient’s Emotions with empathic 
responses, and a Summary of treatment options and follow-
up steps. SPIKES was originally used in oncology (6), but 
it is gradually being applied in other fields of medicine, 
including infectious diseases (7), pregnant women with a 
fetal abnormality (8), neurology (9), and ophthalmology 
(10). To the best of our knowledge, the utility of the SPIKES 
model in psychiatry has not been tested.

In psychiatry, and particularly in the case of people 
with schizophrenia, delivering information regarding the 
diagnosis bears some unique complexities. A review of the 
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literature shows that psychiatrists withhold information 
(11) because they assume that patients have cognitive 
impairment and lack insight, which restrict their ability to 
understand the diagnosis (12). They also consider that the 
patients’ psychiatric symptoms can interfere with cognitive 
and emotional functions, including reality testing, infor-
mation processing, and emotional regulation (13), all of 
which are essential to perceiving knowledge related to the 
diagnosis. In addition, mental health clinicians reported 
that fears about making an incorrect diagnosis, the patient’s 
distress, and the devastating impact of stigma prevented 
them from using the word “schizophrenia” (14). 

Although the SPIKES protocol recommends involving 
relatives during the delivery of the difficult news, the main 
focus is on the patient. In psychiatry, and particularly in 
schizophrenia, it is possible that patients need consider-
able assistance from their relatives due to the symptoms 
that often characterize the specific stage during which the 
diagnosis is made (e.g., poor acknowledgment of a disorder, 
problem with emotional regulation). Relatives are a major 
source of support for patients with schizophrenia in coping 
with the illness (15), but there are no data on how clini-
cians share important information with patients’ families.

Given the growing recognition of the importance of 
sharing the diagnosis with patients and relatives in the 
absence of specific guidelines (16), our earlier study (17) 
examined how patients and relatives received the diagno-
sis. We found that the majority of both groups reported 
receiving the diagnosis while reading the discharge letter 
or during an unplanned meeting with physicians, while 
only a minority of them reported receiving the diagnosis 
during a  planned meeting (17). The purpose of the cur-
rent work is to extend our earlier study and investigate 
whether the principles of SPIKES had been implemented 
during the process of delivering diagnoses to patients with 
schizophrenia spectrum disorder, and to their relatives. 
We also examined whether there were any associations 
between the way the patients and their relatives received 
the diagnosis (i.e., in a planned vs an unplanned manner) 
and: 1. the extent to which they agreed with the diagnosis; 
2. whether they had received all the information they were 
expecting to receive; 3. whether they were satisfied with the 
process; and 4. the extent of their adherence to treatment.

Method
desIgn And pArtIcIpAnts 
This work is part of a larger scale study that examined 
different aspects of communication in psychiatry (17). It 

used a retrospective case series design of patients treated 
at a large general hospital in central Israel. Inclusion 
criteria were people who were diagnosed by a psychiatrist 
as having schizophrenia or a schizoaffective disorder 
based on criteria in the Diagnostic and Statistical Manual 
of Mental Disorders, fifth edition (DSM-5) between 
March, 2014, and January, 2017. The mean interval ±SD 
between the time the participants reported learning about 
the diagnosis and the time of the interview was 16±10 
months (range, 3 weeks to 3 years). 

We contacted 30 consecutive people with schizophre-
nia spectrum disorders treated at the outpatient clinic of 
our tertiary care hospital, and 16 (53%) of them agreed to 
participate in the study. We then asked the participants 
to provide the name of their most significant first-degree 
relative, and with their consent, we contacted him/her, and 
all but one agreed to participate. The patients included 12 
males and four females, with a mean age of 26.5±5.1 years 
(range, 19 to 38 years). Medical and socio-demographic 
information was retrieved from the patients’ medical files.

AssessMent tools 
Qualitative interview to assess adherence with the SPIKES 
protocol
The qualitative interview was developed by the authors, 
and it was composed of six questions that assessed the 
degree to which each of the SPIKES steps was applied. 
Rating anchors and a scoring system were developed, so 
that each of the responses could be rated on the presence 
or absence of each of the themes and, for some, the degree 
to which it was applied. 

Quantitative questionnaire to assess satisfaction and 
acceptance
The delivering difficult news satisfaction and acceptance 
questionnaire (DDNSAQ) was developed for this study 
by the first (DA) and last (DG) authors, based on a lit-
erature review and clinical experience (18). DDNSAQ 
is a self-report questionnaire composed of five items, 
each rated on a Likert scale of 1 to 7. All the patients 
and their relatives completed the questionnaire. The 
items assessed various aspects of the way the delivery 
of the diagnosis was perceived (e.g., “to what extent did 
you receive the information you expected?”). The alpha 
Cronbach score for the scale was 0.57 for the patients 
and 0.93 for their family members. The alpha coefficients 
increased to 0.70 and 0.95, respectively, when excluding 
the item “to what extent was the provided information 
useful to you?” so we removed it before calculating the 
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final scores. The reasoning behind its removal was that it 
appeared to refer to a relatively independent phenomenon 
of perceived efficacy of information, which is related to, 
but different from the other items that are more directly 
related to satisfaction and less towards the utility of the 
imparted information.

procedure
The administrations of the interview and the question-
naire were conducted by the first author (DA) after receiv-
ing the approval of the hospital’s institutional review 
board (Ethics Committee approval no. 3644-16-SMC). 
All participants provided written informed consent after 
receiving a detailed explanation of the study. All of the 
interviews were recorded and transcribed verbatim.

QuAntItAtIve stAtIstIcAl AnAlysIs
Statistical analyses were conducted using SPSS version 
20.0. A paired sample t-test was applied to test the differ-
ences between patients and family members in each of the 
DDNSAQ items. Spearman correlations were conducted 
to check for correlations between the way of receiving 
diagnosis and DDNSAQ scores and the adherence to 
treatment. A two-tailed p-value of .05 was taken as the 
threshold of significance.

results
level of spIKes IMpleMentAtIon
The SPIKES protocol for delivering difficult news was not 
followed in its entirety in any of the 31 cases. Both patients 
and family members reported that the principles regarding 
the Setting of the meeting were not applied (12.5% and 
14.3%, respectively), as were those regarding Perception 
(6.3% and 0%, respectively), Invitation (6.3% and 0%, 
respectively), Knowledge (18.8% and 14.3%, respectively), 

Emotions (37.5% and 21.4%, respectively) and Summary 
(6.3% and 0%, respectively). There were no significant dif-
ferences between the proportion of patients and relatives 
in any of the SPIKES steps (p ≥.19 for all, Table 1).

QuAntItAtIve QuestIonnAIre for AssessIng the 
experIence of receIvIng A dIAgnosIs 
The mean DDNSAQ scores for patients and family 
members are presented in Table 2. Both groups found 
the information they received very useful. There were 
no significant differences between patients and family 
members on any of the DDNSAQ items except for the 
one on communication with the clinician, for which the 
patients were significantly more satisfied compared to 
the family members. 

Table 3 shows the correlation between the way the 
diagnosis was received by patients and family members 
and their DDNSAQ scores. Correlations between the 
way the diagnosis was received and several DDNSAQ 

Table 1. Application of the SPIKES protocol steps among 
patients given a diagnosis of schizophrenia, and their relatives

SPIKES  
Steps

Patients (n=16) Relatives (n=14)

Sig.
Applied
n (%)

Not applied 
n (%)

Applied
n (%)

Not applied 
n (%)

Setting 2 (12.5) 14 (87.5) 2 (14.3) 12 (85.7) ns

Perception 1 (6.3) 15 (93.8) 0 (0.0) 14 (100.0) ns

Invitation 1 (6.3) 15 (93.8) 0 (0.0) 14 (100.0) ns

Knowledge 3 (18.8) 13 (81.3) 2 (14.3) 12 (85.7) ns

Emotions 6 (37.5) 10 (62.5) 3 (21.4) 11 (78.6) ns

Summary 1 (6.3) 15 (93.8) 0 (0.0) 14 (100.0) ns

Note: ns, not significant through chi square test (df =1)

Table 2. Comparison of the scores of patients and relatives 
on the Delivering Difficult News Satisfaction and Acceptance 
Questionnaire (DDNSAQ) scalea

Item
Patients
Mean (SD)

Relatives
Mean (SD) Sig.

To what extent did you receive the 
information you expected? 

4.6  (1.7) 4.6 (2.2) ns

To what extent did you agree with the 
diagnosis?

4.07  (2.3) 5.3 (2.1) ns

How good was the communication with 
the caregiver?

6.2 (1.6) 4.6 (2.6) 0.03

To what extent was the information 
provided useful to you?

6.4 (1.2) 6.4 (1.7) ns

What was your general experience of 
the process of receiving the diagnosis? 

5.1 (2.1) 4.2 (2.5) ns

Total score 25.8 (5.5) 23.9  (10.6) ns
aScale range: 1 = not at all to 7 = very much 
Note: ns, not significant through paired t test (n=14; df =1)

Table 3. Correlation between the way the diagnosis was 
received* and the Delivering Difficult News Satisfaction 
Questionnaire (DDNSAQ) scores 

Patients
r (p)

Relatives
r (p)

Received the information they expected 0.36 (0.17) 0.68 (<0.01)

Agreement with the diagnosis 0.31 (0.92) 0.76 (<0.01)

Communication 0.29 (0.29) 0.64 (0.01)

Usefulness of information -0.37 (0.16) 0.06 (0.84)

General satisfaction 0.67 (0.04) 0.57 (0.04)

Adherence to treatment 0.10 (0.71) 0.77 (<0.01)

*Comparing diagnosis delivered in person (1) vs through a discharge 
document (0).
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items in the family members’ group, including receiving 
the expected information, agreement with the diagnosis, 
the quality of the communication with the clinician, 
and general satisfaction, reached a level of significance. 
Among patients, only the item on general satisfaction cor-
related significantly with the way diagnosis was received 
in the patients’ group. 

dIscussIon 
The current study explored self-reports of patients with 
schizophrenia and their relatives regarding the degree 
to which the items of the SPIKES protocol were imple-
mented when the clinician imparted difficult news. It 
also sought possible associations between the way they 
learned about the diagnosis and other factors, such as 
extent of agreement with the diagnosis, receiving the 
expected information, satisfaction with the process, and 
adherence to treatment. Most of the patients and their 
relatives reported that the SPIKES protocol steps were 
not followed in their entirety. Importantly, we found 
positive correlations between the way the diagnosis was 
received by relatives and their acceptance of the diagno-
sis and treatment recommendations: the relatives who 
reported receiving the diagnosis in an informal and 
unplanned manner were more likely to disagree with 
both the diagnosis and treatment recommendations. No 
similar correlations were found in the patients’ group. 

There are several guidelines in general medicine for 
delivering a diagnosis, and the most accepted approach 
worldwide is the SPIKES protocol. While various studies 
recommended the adoption of the SPIKES protocol in 
medicine, only a few have investigated the actual rate 
of its implementation. The first study to examine the 
implantation and satisfaction of the SPIKES protocol 
was conducted in Germany, and it included 350 patients 
with cancer. The results showed that more than one half 
of them were not completely satisfied with the way the 
diagnosis was delivered to them (18). Another study 
comprising 226 Polish patients with cancer reported that 
the majority of them received the diagnosis in accordance 
with the steps of the SPIKES protocol (19). Although 
only a few studies investigated the implementation of 
SPIKES protocol, it would appear that it is generally 
being implemented worldwide.

To the best of our knowledge, there have been no 
studies on the implantation of the SPIKES protocol in 
psychiatry. In our current study, the Perception and 
Invitation parts of the SPIKES protocol were applied in 

only 6.3% of the patients. The low rates of implementation 
are in spite of the fact that several studies have reported 
that psychiatric patients want (20) and should be informed 
about their diagnosis (21). Other studies have also dis-
cussed the need for using protocols such as the SPIKES 
in delivering diagnosis to psychiatric patients (15, 16). 
Furthermore, one study that examined the preference 
of 101 patients with serious mental illness regarding the 
way of receiving diagnosis found that patients rated the 
SPIKES steps as “highly acceptable” (22). Our current 
study examined the SPIKES implementation rate in 
relatively small group, but showed both the patients’ and 
relatives’ perspectives. 

We found several strong correlations between the 
way the patients’ relatives learned about the diagnosis 
and the scores of several items of the DDNSAQ. Not 
surprisingly, relatives who learned about the diagnosis 
during a planned meeting tended to be more satisfied 
with the information they received, as well as with the 
type of communication they had with the psychiatrist. 
They also tended to agree more with the diagnosis, and 
reported being more adherent with the patient’s medi-
cation treatment (Table 3). While relatives are a major 
source of support for patients in coping with the ill-
ness (15), it would appear that withholding information 
reduces their ability to be facilitators of the treatment. 

Unexpectedly, we did not find any significant cor-
relations between the way patients learned about their 
diagnosis and their degree of agreement or adherence 
to treatment. To the best of our knowledge, there have 
been no studies that investigated such correlation. The 
lack of such correlation points to the need for a better 
understanding of the patients’ needs and a possible change 
in the process of disclosing the psychiatric diagnosis 
by professionals. We propose that an adaptation of the 
SPIKES protocol for psychiatric patients is required to 
improve their satisfaction with the way diagnosis is com-
municated. For example, one possible adaptation can be 
changing the paradigm that sharing difficult information 
is necessarily only a single meeting process. Our find-
ing that delivering a diagnosis to relatives in a planned 
meeting improves their acceptance of that diagnosis, and 
adherence to patients’ treatment indicates that special 
emphasis should be given to include relatives in the 
process of delivering the diagnosis. 

Our view is that it is very important to implement 
the SPIKES steps, such as asking the patients and rela-
tives what they already know and what they want to 
know about the diagnosis. Furthermore, we believe that 
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modern approaches of shared decision making that are 
based on the principles that patients and clinicians make 
treatment decisions together (5) would enhance patients’ 
and relatives’ satisfaction with the disclosure process, 
their agreement with the diagnosis, and adherence to 
treatment in the setting of psychiatric disorders. As such, 
we also propose that shared decision making should be 
added to the SPIKES protocol.

There are several limitations of this study that should 
be mentioned. First, despite the fact that the patients 
were 16±10 months post-diagnosis, our results rely on 
the participants’ self-reports obtained by semi-structured 
interviews that varied in the interval of time since diag-
nosis. Therefore, such reports may be affected by recall 
bias, i.e., they may reflect the patients’ and relatives’ 
subjective memories of the disclosure process or lack of 
such a process where, in fact, such a process may have 
been different in reality. However, Moran et al. (12) found 
that most psychiatrists admit that they do not deliver 
the diagnosis directly to patients with schizophrenia, 
thus supporting our contention that a change is needed. 
Second, the number of participants is relatively small and 
a larger sample size is needed. Third, the response rate 
is also relatively low (53%), although the patients who 
refused to participate claimed that their experience of 
receiving diagnosis was “too traumatic” for them, leading 
to the possible conclusion that they would demonstrate 
similar results.  

conclusIons
The findings of this study emphasize the importance 
of developing and investigating the effectiveness and 
implementation of guidelines to facilitate the process 
of revealing a psychiatric diagnosis to the patient (23). 
We recommend that future studies evaluate whether 
implementation of an adapted version of the SPIKES 
protocol and a shared decision-making model (5) would 
enhance patients’ and relatives’ satisfaction with the 
disclosure process, in the complex and important process 
of diagnosis disclosure of major psychiatric disorders, 
such as schizophrenia.
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