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Objectives

• Know why communication of “bad” news is 
important

• Apply the 6-step protocol for delivering bad 
news

• Understand elements of effective family 
conference
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Video Bad Example

https://vimeo.com/169474975/54fe73b341
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Video Discussion Questions

• Describe your personal feelings about the 
situation

• What did the physician do to make the 
discussion go well?

• What could he have done better?
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Importance of Giving Bad News
• Most people want to know
• Strengthens physician-patient relationship
• Fosters collaboration
• Permits patients, families to plan, and 

better cope with illness
• May be remembered as significant event in 

patient’s narrative and future legacy

(Vandekieft, G. (2001). Breaking Bad News. American Family Physician. 64, 12, 1975-1978. )
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6 - Step Protocol . . . 

1. Getting started
2. What does the patient know?
3. How much does the patient want to know?

Adapted from Robert Buckman
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. . . 6 - Step Protocol

4. Sharing the information
5. Responding to patient, family feelings
6. Planning and follow-up

Adapted from Robert Buckman
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Step 1: Getting Started . . . 

• Plan what you will say
o don’t delegate 
o confirm medical facts
o confirm what other physicians have discussed with 

patient

• Create a conducive environment



10

. . . Step 1: Getting Started

• Allot adequate time
o prevent interruptions

• Determine who else the patient would like 
present
o if child, patient’s parents
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Step 2: What Does the Patient 
Know?

• Establish what the patient knows
o child’s parents

• Assess ability to comprehend new bad 
news

• Reschedule if unprepared
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Step 3: How Much Does the 
Patient Want to Know? . . .

• Recognize, support various patient 
preferences
o decline voluntarily to receive information
o designate someone to communicate on his or her 

behalf
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. . . Step 3: How Much Does the Patient 
Want to Know? 

• People handle information differently
o race, ethnicity, culture, religion, socioeconomic 

status
o age and developmental level

• You might ask “People are different in 
what kind of information they want. Some 
want every detail. Others want the big 
picture.  What kind of information would 
you like to know?”
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“Ask, Tell, Ask”

• Ask: What the patient wants to know and 
on what level – e.g. detailed vs. big picture

• Tell: The relevant information
o allow silence and time to process
o respond to emotion

• Ask: For the patient’s understanding of 
what you have discussed

(Meier, D. The Human Connection of Palliative Care: Ten Steps for What to Say and Do. Retrieved from 
https://www.capc.org/providers/palliative-care-videos-podcasts/palliative-care-and-the-human-connection-
ten-steps-for-what-to-say-and-do/) 
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When Family Says “don’t tell” . . . 

• Legal obligation to obtain informed consent 
from the patient

• Promote congenial family alliance
• Honesty with a child promotes trust
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. . . When Family Says “don’t tell”

• Ask the family:
o Why not tell?
o What are you afraid I will say?
o What are your previous experiences?
o Is there a personal, cultural, or religious context?

• Talk to the patient together
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Step 4: Sharing the Information . . . 

• Say it, then stop
o body language
o avoid monologue, promote dialogue
o avoid jargon, euphemisms, technical language
o pause frequently
o check for understanding
o Allow silence



18

. . . Step 4: Sharing the Information

• Don’t minimize severity
o avoid vagueness, confusion

• Implications of “I’m sorry”
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Step 5: Responding to Feelings . . .

• Be prepared for
o outburst of strong emotion
o broad range of reactions

• Give time to react
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Step 5: Responding to Feelings . . .

• Affective response
o anger, sadness, love, anxiety, relief, guilt, 

helplessness, fear, hopelessness, shame 

• Cognitive response
o denial, blame, disbelief, intellectualization, 

acceptance

• Basic psychophysiologic response
o fight-flight
o Conservation-withdrawal

(Quill, T. (2001) Caring for Patients at the End of Life: Facing an Uncertain Future Together. New York, NY 
Oxford University Press.)
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. . . Step 5: Responding to Feelings

• Listen quietly, attentively
• Encourage descriptions of feelings
o Name the emotions you observe
o “I can see this is upsetting for you. This news is not what you were 

hoping to hear.”

• Use nonverbal communication
o Use of touch, if appropriate
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Step 6: Planning, Follow-Up . . .

• Ask patient to repeat information back to 
you

• Plan for the next steps
o additional information, tests
o treat symptoms, referrals as needed

• Discuss potential sources of support
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. . . Step 6: Planning, Follow-Up

• Reassure patient of nonabandonment
• Give contact information, set next 

appointment
• Before leaving, assess:

o safety of the patient
o supports at home

• Repeat news at future visits
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Video Good Example

https://vimeo.com/169474993/8f86225230
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Video Discussion #2

• How did this encounter differ from the 
first?

• What did the physician do to make the 
discussion go well?

• Were different goals achieved?
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Reasons for Family Conference
• Often involves non-decisional patient
• Transitional points in care
• Decision making
• Goals of care
• Breaking bad news
• Conflict resolution
• Ethical dilemmas

(Glajchen, M. & Altilio, T. Caregiver Distress in Palliative Care: Is the Family Meeting Helpful for Caregivers. 
Retrieved from https://www.youtube.com/watch?v=Im7sxX-F8DI)
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Important Concerns

Research shows common family concerns 
include:
• Assurance that best possible care is being 

provided to patient
• Feeling that health professionals care about 

patient
• Knowing probable outcomes of illness
• Being informed of changes to patient condition
• Having questions answered honestly

(Hudson, P., & Quinn, K. (2009). Family Meetings in Palliative Care: Are they Effective? Palliative Medicine, 
23, 150-157)
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The Importance of Listening
• Study of ICU family conferences: average 

conference time was 32 minutes.
• Physicians spoke of 70% of time and 

families 30%
• Increased family satisfaction associated 

with reduced clinician speech and increased 
family speech

• Total duration of meeting did not correlate 
with satisfaction

(McDonagh, J. R., et al. (2004). Family Satisfaction with Family Conferences About End-of-Life Care in 
the Intensive Care Unit: Increased Proportion of Family Speech is Associated with Increased Satisfaction. 
Critical Care Medicine, 32, 7, 1484-1488.)
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Opportunities to Respond
• Out of 51 family conferences in ICU, 15 

(29%) contained instances when clinicians 
missed opportunities for enhanced 
communication

• Opportunities were categorized as follows:
o Listen and respond to family members
o Acknowledge and address emotions
o Explain key tenets of medical ethics and palliative 

care:
- Exploration of patient treatment preferences
- Explanation of surrogate decision making
- Affirmation of nonabandonment
(Curtis, J., et al. (2005). Missed Opportunities During Family Conferences About End-of-Life Care in the 
Intensive Care Unit.  American Journal of Respiratory Critical Care Medicine, 171, 844-849)
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Effectiveness of Family 
Conferences

• Hudson and Quinn (2009), in using 
structured guidelines for family 
conferences, found that:
o Family caregivers reported reduced care needs
o Family caregivers were less worried about their 

specific concerns
o These concerns interfered less with their lives
o Clinicians saw benefits of identifying and addressing 

problems early and communicating with more 
family at one time

(Hudson & Quinn, 2009)
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Fundamental Steps
•Pre-meeting planning
•Establish environment
•Introductions, relationships, and roles
•Elicit patient/family understanding of condition
•Medical update
•Recognize and respond to emotions
•Outline options for continued care
•Manage conflict
•Translate goals into plan of care
•Summarize and document

(Edwards, K., Personal communication, November 15, 2013)
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Manage Conflict
• Determine possible cause of conflict

o Information gap; treatment goal confusion; 
emotions

• Acceptance of circumstances is a process
o Different family members may be in different 

places

• Long-standing family conflict and dynamics 
will not be resolved in this setting

• Review goals of care
o Explore thought process with each family member

• If needed, allow time
(Weissman, D., Quill, T., Arnold, R. (2015). Fast Facts and Concepts #225 The Family Meeting: Causes 
of Conflict. Retrieved from http://www.mypcnow.org/#!blank/uf1mk)
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Role Play Activities



34

When Language is a Barrier . . .

• Use a skilled interpreter
o familiar with medical terminology
o comfortable translating bad news

• Consider telephone translation services
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. . . When Language is a Barrier

• Avoid family as primary translators
o confuses family members
o how to translate medical concepts
o modify news to protect patient
o supplement the translation

• Speak directly to the patient
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Words Matter

• Word choice is part of clinical practice
• Be aware of potential for implied meanings

o e.g. “withdraw care” or “there is nothing more we 
can do”

• Use “wish” and “hope” statements
o “We wish there was more we could do to make your 

heart better”
o “We hope your father won’t require dialysis”
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Communicating Prognosis . . .
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Communicating Prognosis . . .

• Some patients want to plan
• Others are seeking reassurance
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Communicating Prognosis . . .

• Inquire about reasons for asking
o “What are you expecting to happen?”
o “How specific do you want me to be?”
o “Tell me why that information is important?”
o “What experiences have you had with:
- others with same illness?
- others who have died?”
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Communicating Prognosis . . .

• Patients vary
o “planners” want more details
o those seeking reassurance want less

• Avoid precise answers
o hours to days … months to years
o average
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. . . Communicating Prognosis

• Limits of prediction
o hope for the best, plan for the worst
o better sense over time
o can’t predict surprises, get affairs in order

• Reassure availability, whatever happens
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Keep in Mind

• Communication with patient/family is an 
ongoing dialogue – not just one 
conversation

• Be mindful of creating uncertainty for the 
sake of sustaining “hope”

• Hope and a realistic understanding are not 
mutually exclusive

• Do not promise what you cannot be certain 
of
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Summary

• Six step protocol assists in effective, 
compassionate communication

• Allow silence and respond to 
patient/family’s feelings and needs

• Strengthens clinician-patient relationship
• Facilitate family decision making process 

when patient is unable or unwilling
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