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Communicating bad news to patients and their families is a difficult but routine

responsibility for hospitalists. Most practitioners have little or no formal training

for this task. Preparation for, delivery of, and follow-up to these conversations

should be deliberately planned in order to meet patients’ needs. In this article, we

review the literature that guides this process and, with a case example, describe

steps practitioners can take to effectively deliver bad news and pitfalls that should

be avoided. As competency in this skill set is necessary for effective patient care,

hands-on training should be part of the core curriculum for all health care prac-

titioners. Hospitalists should be proficient in this area and may serve as role

models and instructors for colleagues and trainees. Journal of Hospital Medicine

2007;2:415– 421. © 2007 Society of Hospital Medicine.
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Broadly defined, bad news is any information that negatively
alters a person’s expectation about the present and the fu-

ture.1 Importantly, news is defined as “bad” based on the patient’s
perspective about the information. Providers must remember that
it will not always be obvious what patients will interpret as bad
news. Although all would agree that the diagnosis of a new cancer
would qualify as “bad news,” to some patients discovering hyper-
tension would be deeply disturbing. Delivering bad news is diffi-
cult and stressful to all involved. Substantial data are now avail-
able describing patient preferences in these interactions, the
impact on physicians who participate in these conversations, and
specific recommendations for the delivery of bad news.

Hospitalists face additional challenges: lacking long-standing
relationships with patients and dealing with discontinuity in pa-
tient care and patient handoffs on a regular basis. Using an actual
case as an example, this article examines the patient/family per-
spective and the provider perspective and reviews practical ad-
vice, actual phrases, useful mnemonics, and communication tech-
niques to make these conversations more successful and less
stressful. Opportunities to increase training in this area of pallia-
tive care are discussed. Adequate preparation, effective commu-
nication skills, empathy, and planned follow-up are essential steps
to assure that the goals for these difficult interactions are met.2,3

CASE
The following scenario is based on an actual patient. The details
and initials have been changed to maintain anonymity.

A 52-year-old Latino man, JR, was admitted with new-onset
ascites. He had a known diagnosis of end-stage liver disease from
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prior alcohol use. Paracentesis revealed spontaneous
bacterial peritonitis, and appropriate antibiotics
were started. The fluid was sent for cytological anal-
ysis; the final diagnosis reported adenocarcinoma. A
subsequent workup including PSA and CT of the
abdomen/pelvis did not reveal the primary site of
this malignancy.

JR had a supportive family and an established
primary care physician. His spouse was no longer
involved in his life, but his 2 daughters provided
strong social support. His primary language was
Spanish.

During the first 3 days of JR’s hospital stay, he
developed increasing abdominal pain, requiring es-
calating doses of narcotics. On the fourth day, the
team received the cytology results, and the medical
resident discussed the new diagnosis of cancer with
JR. This conversation was not supervised by an at-
tending, no interpreter was present, and no family
members were in the room.

On entering the room, the resident said to the
patient, “I have bad news for you, JR.”

The patient turned and said, “Yes….”
The resident continued, “JR, you have cancer,

and we don’t know where it originated from.”
The patient was silent and without expression.

Unclear about how to proceed, the resident went on
to say, “The oncologist will be coming by later to
discuss options with you.” As there was no response,
verbal or otherwise, the resident exited the room. The
resident reported that the patient was unexpectedly
calm after the news.

Provider Perspective
The responsibility of breaking bad news to patients
weighs heavily on clinicians. As in this case, most
providers’ first experience with breaking bad news
occurs with patients they have known for only a few
hours or days. Even for the more experienced, this
part of the job is rated as at least moderately stress-
ful. Notably, most also feel that this stress lasts
beyond the encounter, despite their perceived abil-
ity to manage their own stress during these situa-
tions.4 Additional training on clinicians’ own cop-
ing skills may alleviate some of the emotional
burden.

Provider’s awareness and management of dis-
tress may enhance ability to provide comfort to
patients or to specifically address their needs. Med-
ical providers may try to suppress personal
thoughts and feelings in these situations, but they
bring emotional attachments to almost all encoun-

ters with patients.5 Emotional preparation by the
provider is an important step prior to delivering
bad news. Self-reflection helps to identify personal
emotions of sadness, anger, fear, or guilt and will
help the provider not to disengage from the delivery
of bad news.6 It is normal to have strong feelings,
especially in difficult situations. Encouraging and
validating these emotions personally will lead to a
more therapeutic presence during a patient’s time
of need.7

Clinicians’ perceptions of their interactions
with patients when discussing bad news are prob-
ably more strongly influenced by the content of the
discussion rather than the process itself. When
asked to analyze their own videotaped consulta-
tions, doctors thought performance was worse
when discussing palliative therapy than when dis-
cussing curative therapy.8

Traditionally, greatest emphasis has been
placed on the acquisition and assessment of med-
ical knowledge in medical training, and thus the
focus on content is understandable. But more re-
cently, efforts have been made at all levels of med-
ical education to shift this focus toward encom-
passing many other competencies including
professionalism and communication skills, which
should translate into equal emphasis on the quality
of these interactions.

As many hospitalists work closely with trainees,
they are in the ideal position to serve as mentors
and role models for communication. The case dis-
cussed in this article provides an example of a
missed teaching opportunity. Ideally, the attending
would have gone through the steps of preparation
with the resident prior to the meeting, reviewed one
or several of the suggested approaches discussed
below, and observed the conversation and provided
immediate feedback and a forum for processing
afterward. It is especially helpful when first devel-
oping this skill to be familiar with helpful phrases to
open the conversation, clarify patient preferences
for communication, and convey empathy. It is also
helpful to be aware of phrases that should be
avoided (Table 1).

CASE
The following morning the attending physician,
medical resident, and oncology fellow met with the
patient and his daughter for a more extensive dis-
cussion. The goals of this discussion were to review
the diagnosis and discuss the prognosis and future
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approaches to care. The entire discussion was con-
ducted via a professional Spanish interpreter.

The attending physician began the conversation
by asking, “What do you remember about what the
resident doctor told you, JR?” pointing to the resi-
dent.

JR replied, “I don’t remember,” and then went on
to say, “Please talk to my daughter,” who was sitting
across the room.

Family/Patient Perspective
As patient preferences for receiving bad news vary
widely, it is these preferences that should deter-
mine the approach to the delivery, content, and
context in which the news will be received. Some
patients want information, and some do not; this
needs to be clarified before beginning the discus-
sion. The amount of detail should be negotiated in
advance as well. As suggested by Back et al., solic-
iting patient preference prior to a discussion is im-
portant.9 These authors recommended using an
approach called “ask–tell–ask.” This approach em-
phasizes the importance of asking questions to as-
sess a patient’s needs, telling the patient the infor-
mation that meets those needs, and asking again to
assess the patient’s understanding.

Patients will rarely raise the issue of bad news
with providers. In general, the provider must initi-
ate the discussion.10 Surveys of patient preferences

for delivery of bad news lend insight into this pro-
cess and help guide providers during this challeng-
ing time. Patients report poor delivery is often char-
acterized by bluntness, a lack of hope, and
initiation of this serious conversation at an inap-
propriate time or place.11 Patients prefer providers
to speak in clear, simple terms, being careful not to
use technical jargon.12 Clinicians often use euphe-
misms to soften the blow of bad news, but this can
lead to ambiguity. In addition to the clarity of the
message, privacy, the attitude of the doctor, and the
ability to answer questions are most important to
patients and families receiving bad news.13 Al-
though most would encourage touching in these
difficult situations, it has been reported that up to a
third of patients surveyed do not want physical
contact.

Contrary to what providers may believe, diag-
nostic disclosure is not the most important part of
a bad-news discussion. Many patients believe it is
most important to receive information on progno-
sis and treatment options. Often, patients want to
discuss life expectancy. However, physicians are
hesitant to address this issue. One study revealed
that despite these requests, 22% of physicians
would not provide any estimates at all, and when
they did, 36% offered an overestimate.14 The au-
thors hypothesized that how confident physicians
are in this prognostic estimate and how much and
what type of practice experience they have may
influence their willingness to communicate a frank
survival estimate.

The traditional dilemma of balancing hope with
realism is reframed by Hagerty et al., who found
that 98% of the patients they surveyed preferred a
realistic and individualized approach.15 Use of eu-
phemism and apparent unease of the provider ac-
tually decreases hope. Clayton et al. added that
nurturing hope can also be facilitated by emphasiz-
ing what can be done, such as symptomatic man-
agement, emotional support, and practical support,
particularly in terms of day-to-day living.16

In the case discussed in this article, preparation
should have included asking the patient (1) whom
he wanted present during the meeting, (2) how
much information he and his family wanted to
know, and (3) how involved he wanted his family to
be. The informational needs of patients and their
families will evolve over time as they process and
accept the news. Thus, the ask–tell–ask approach
remains a key concept to keep in mind as the dia-
logue continues beyond the initial encounter.

TABLE 1
Phrases to Consider and Phrases to Avoid

Phrases to consider

To start a conversation
“I am sorry to have to tell you this.”
“I know this is not good news.”
“I wish I had better news.”

To elicit patient preferences
“Would you like your family here when we talk about this?”
“Would you rather I speak with you about this or your daughter?”
“Some people want to be very involved in making decisions about their medical

care, and some people want their doctor to just give them a
recommendation—how do you feel about that?“

To facilitate empathy
“I can see how upsetting this is.”
“Is it okay if I hold your hand?”

Phrases to avoid

“There is nothing more we can do for you.”
“I know what this must be like.”
“I understand what you are going through.”
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CASE
The attending physician attempted to continue the
discussion by addressing both patient and daughter.
He restated, “JR, you have cancer in the fluid in your
belly, and it is likely widespread throughout your
body.”

At that moment, the daughter became very tear-
ful and emotional. There were several minutes of
silence. The patient began to sob as well. The oncol-
ogy fellow broke the silence by adding, “Unfortu-
nately, there is nothing that can be done when can-
cer is so widespread.” The daughter broke into
audible sobs; the patient looked away from the team
and gazed through the window into the distance.
The team fell silent and quietly left the room.

Importance of Empathy
The team failed in its inability to respond to emo-
tion in this case. The emotional turmoil was appar-
ent, but the team members made no attempt to
acknowledge this emotion or to arrange additional
emotional support. This could, at least in part, be a
result of the providers’ inability to process and
manage their own emotions. A preparatory meeting
beforehand and a debriefing session afterward for
all the team members may have helped. Awareness
of patients’ coping strategies and various effective
responses to these coping strategies may have bet-
ter prepared the team to react and validate this
patient’s emotions. The role that psychology and
emotion play cannot be overemphasized and
clearly are important considerations. A useful mne-
monic highlighting the components of the empa-
thetic response is NURSE: naming, understanding,
respect, supporting, and exploring.9 Using this
technique, the provider starts by naming the emo-
tion (anger, fear, disbelief); confirms a clear under-
standing of the patient’s feelings; expresses respect
verbally or nonverbally, letting the patient know the
emotion is important; uses supporting statements
that may express concern, reiterate understanding,
or indicate a willingness to help; and closes by
exploring additional concerns.

Certain phrases such as the one uttered by the
fellow—“…There is nothing that can be done”—
should be avoided.

Cultural Issues
Cultural diversity is increasingly common in con-
temporary medical practice in the United States.
Some have suggested the Western value of auton-

omy is not embraced by all cultures. It has been
suggested that non-English-speaking patients may
receive less optimal end-of-life care than their En-
glish-speaking counterparts.17 Beyond the language
barrier, this observation may be a reflection of as-
sociated cultural barriers as well. Effective strate-
gies for key issues of truth telling, language, family
involvement, and decision making may help effec-
tive cross-cultural communication and under-
standing and thus be effective patient-centered
care.18

A study of Korean patients and family members
revealed a marked discordance between family and
patients in the desire for disclosure.19 Almost all
patients wanted to be informed that they had ter-
minal illness, whereas a quarter of family members
did not want physicians to relay this bad news to
the patient. Interestingly, this study found patients
would prefer to be told by the physician, whereas
their family members would prefer to be the ones to
deliver the news.

In some cultures it is believed that disclosure
of bad news may cause patients to lose hope and
hasten death. Physicians in these cultures may be
more likely to honor family wishes. Language bar-
riers may make a difficult situation even more
complex. It is important to ascertain early on in
what language patients and their families want to
hold discussions. A medical interpreter should
always be utilized for discussions with patients
and their families. Dependence on a family mem-
ber to interpret is not advised because the objec-
tive point of view may be lost in the interpreta-
tion. In addition, this places an enormous burden
on the family member to be the “bearer of bad
news,” which could have a lasting emotional im-
pact. Although in the case discussed in this arti-
cle, the patient’s daughter was bilingual and
could have translated, an interpreter should have
been present for all discussions with this patient.
Again, the importance of soliciting the patient’s
preference is critical.

Prior knowledge of the language requirement
and of the patient’s need for his daughter’s in-
volvement would also aid in the planning pro-
cess. Because the patient’s primary care physi-
cian (PCP) shared JR’s Hispanic heritage,
consultation with this PCP might have provided
important insight, resulting in better preparation
and planning.
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How to Deliver Bad News
A number of guidelines are available to help phy-
sicians structure their conversations.20 –22 Baile
and Buckman outline a 6-step approach (Table
2). Rabow and Mcphee recommend the ABCDE
mnemonic to help providers remember tech-
niques for delivering bad news (Table 3). These
recommendations are largely based on the liter-
ature to date. Both these approaches first empha-
size preparations and planning. A private and
quiet space, the presence of significant others if
desired, arrangement to minimize interruptions,
and provider emotional preparations are all pre-
requisites for the success of this type of encoun-
ter before the actual dialogue begins. As the en-
counter begins, it is key to assess a patient’s
needs if not already done before conveying infor-
mation. Unidirectional transfer of information
most likely will fail to satisfy the patient. The
resident’s initial conversation suffered in this key
aspect.

Armed with knowledge of a patient’s individual
preferences, it is then possible to effectively convey
information in a clear manner without jargon, us-
ing a direct but not blunt style. Both the SPIKES and
ABCDE approaches similarly emphasize the ask–
tell–ask approach. The attending physician was
fairly effective in applying this communication ap-
proach in the subsequent encounter. However, the
team left the room without providing a summary
and follow-up plan. Even though the patient and
his daughter were quite emotional, acknowledging
their reactions and appropriately ending the meet-
ing with a summary and plans for the next steps
would have been helpful in this continuing dia-
logue.

Hospitalist-Specific Issues
Hospitalists may face special challenges when de-
livering bad news to patients. Without the benefit
of preexisting longitudinal relationships with
their patients, they lack prior understanding of a

patient’s values, family support system, and other
cultural, spiritual, and social issues. Thus, prep-
aration for these conversations is more difficult,
and establishing rapport is more time-consum-
ing. There are no data available to describe the
impact that not having a previous relationship
with a patient has on these encounters. It is pos-
sible that the newness of the hospitalist–patient
relationship may allow more candid, transparent
communication than would be possible with es-
tablished providers, who may themselves be
struggling with the news and how it reflects on
their care or the emotional impact of the impend-
ing loss.

Handoffs are a frequent part of the care the
hospitalist provides, but communicating bad news
is often a longitudinal process. One hospitalist may
have the initial conversation regarding the patient’s
disease and prognosis, but the follow-up often falls
to a different hospitalist. Continuity of communi-
cation and awareness about what has been said
previously are critical. It is important to explicitly
document these conversations and their content in
the medical record. In additional, summaries of
pivotal conversations should be included in sign-
out. At discharge, whether patients are transition-
ing to post–acute care or back to the outpatient
arena, the hospitalist should carefully and vigilantly
communicate critical conversations and predic-
tions about patients’ emotional needs.

Hospitalists do have some advantages when it
comes to communication with patients. Unlike in
outpatient practice, where clinicians are under
pressure to keep up with a heavily loaded patient
schedule, the hospitalist often has the flexibility and
ability to allot time to each patient according to that
patient’s need. In addition, by definition, a hospi-
talist is in a hospital; this availability allows for
more timely meetings, minimal delay in delivery of
news, and accommodating the schedules of other
people the patient may want included in any con-
versations.

TABLE 2
SPIKES 6-Step Approach to Delivering Bad News

Setting up interview Maintain privacy, involve significant others, sit down, make a connection, minimize interruptions.
Assessing patient perceptions “What have you been told about your illness?”
Obtaining patient’s invitation “How would you like me to give the information about your test results?”
Giving knowledge and information to patient Begin with warning statement, avoid jargon, avoid excessive bluntness.
Addressing patient’s emotions Listen, observe, acknowledge the emotion.
Providing strategy and summary Give prognosis and treatment options and address symptoms.
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CASE
A subsequent meeting occurred between the patient,
his daughter, and the team, this time including a
social worker and a hospice nurse.

The social worker began this discussion by stat-
ing, “I understand you were quite upset last time and
understandably so,” and then inquired, “What ques-
tions can we help you answer?”

The patient and his daughter appropriately
asked about alternatives to the usual aggressive
treatment, and he made clear his desire to eventually
spend his last days at home with family.

Through the translator, the hospice nurse suc-
cinctly explained the concept of palliative care with
emphasis on symptomatic management as an alter-
native to aggressive curative therapy. JR and his
daughter chose this palliative approach to care. This
decision to focus on palliation was conveyed to JR’s
PCP. JR was eventually discharged to a short-term
postacute facility for rehabilitation and palliative
care.

The health care team was finally able to acknowl-
edge and validate JR’s emotions with the help of the
additional expertise of a social worker and a hospice
nurse. This multidisciplinary approach allows team
members to complement each other’s strengths and
weaknesses. Further, the patient had time to process
his feelings and articulate his questions, values, and
desires. Time often is required for this type of news to
be more fully understood and eventually accepted.
Breaking bad news is not a single event but a con-
tinuing dialogue and ultimately a relationship. Thus,
proper delivery of bad news not only requires plan-
ning, effective communication, and empathy, but
also deliberate follow-up.

Training
What can be done to improve the effectiveness and
satisfaction of these interactions for patients, pro-
viders, and families? Awareness of guidelines and
effective strategies is a start but is unlikely to really
change behavior or improve skills. Communication
skills must be practiced, implemented, and ob-
served with opportunity for feedback.23 Graduate
and postgraduate training is probably the best time
to develop these skills, and formal training in this
area should be incorporated in a curriculum. Work-
shops on communicating bad news are offered fre-
quently to oncologists and oncology fellows at var-
ious regional and national meetings. Ideally, these
workshops would be offered at CME meetings spe-
cifically designed for hospitalists already in prac-
tice. Comprehensive palliative care training and
materials, including specific modules and live
workshops for delivering bad news, are available via
the Education in Palliative and End-of-Life Care
Project (EPEC) and the End-of-Life/Palliative Edu-
cation Resource Center (EPERC) at the University of
Wisconsin.

Hospitalists and trainees fortunate enough to

TABLE 3
Techniques for Delivering Bad News Well: ABCDE

Advance preparation

Ask what the patient already knows and understands.
Arrange for the presence of a support person and appropriate family.
Arrange a time and place that will be undisturbed (hand off beeper).
Prepare emotionally.
Decide which words and phrases to use (write down a script).
Practice delivering the news.

Build a therapeutic environment/relationship

Arrange a private, quiet place without interruptions.
Provide adequate seating for all.
Sit close enough to touch if appropriate.
Reassure about pain, suffering, abandonment.

Communicate well

Be direct (“I am sorry, I have bad news).
Do not use euphemisms, jargon, or acronyms.
Do say “cancer” or “death.”
Allow for silence.
Use touch appropriately.
Ask patient to repeat his or her understanding of the news.
Arrange additional meetings.
Use repetition and written explanations of reminders.

Deal with patient and family reactions

Assess patient reaction —
Physiologic responses: flight/fight, conservation/withdrawal;
Cognitive coping strategies: denial, blame, intellectualization, disbelief, acceptance;
Affective responses: anger/rage, fear/terror, anxiety, helplessness,

hopelessness, shame, relief, guilt, sadness, anticipatory grief;
Listen actively, explore feelings, express empathy.

Encourage and validate emotions

Correct distortions.
Offer to tell others on behalf of the patient.
Evaluate the effects of the news.
Explore what the news means to the patient.
Address further needs, determine the patient’s immediate and near-term plans,

assess suicidality.
Make appropriate referrals for more support, provide written materials,

and arrange follow up.
Process your own feelings.
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practice in an institution with a palliative care ser-
vice have the opportunity to learn from a multidis-
ciplinary team, often including social workers,
nursing staff, physicians and spiritual leaders. This
interdisciplinary model is likely a more effective
way to address the diverse physical, emotional, so-
cial, and spiritual needs of patients receiving diffi-
cult news and provides an ideal framework for this
training.

CONCLUSIONS
Hospitalists are frequently called on to deliver bad
news. A specific skills set is needed to be an effec-
tive communicator, especially in these stressful sit-
uations. Familiarity with an evidence-based ap-
proach to this process and incorporation of the key
steps into each of these encounters will likely im-
prove patient and provider satisfaction as well as
patient care during these critical times. Patient and
family preferences for communication vary; so
communication should be adjusted for each patient
using the ask–tell–ask approach. Providers must re-
member to respond empathetically to emotion ex-
pressed by the patient and family and should keep
the NURSE mnemonic in mind to guide the discus-
sion. Providers should seek hands-on training op-
portunities, which include supervision and feed-
back. Medical educators should incorporate
training on the communication of bad news into
curricula for students and trainees. Hospitalists
may take a leadership role in teaching these skills at
their institutions.
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