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Abstract
Aim: When breaking bad news (BBN) is not managed correctly, the negative impact on patients and patient’s relatives is much greater. The aim of the present 
study was to investigate the thoughts of the patient/patient’s relatives about how BBN should be given in four hospitals located in the eastern region of 
Turkey.

Materials and Methods: In this cross-sectional, multicenter study, a total of 760 patients were included using a six-item questionnaire. Participants were 
divided into two groups according to educational status as high school and below (Group 1) and university and above (Group 2). The difference between the 
groups was determined according to p<0.05 level of significance.

Results: There was a statistically significant difference between the two groups in terms of the answers to items about how, where, and to whom should 
a doctor tell the death and also possible negative situation of a patient to his/her relatives. All participants were asked where they preferred to stay in the 
emergency department when cardiopulmonary resuscitation (CPR) was needed in one of the family members. Of the participants, 47.4% (n=360) reported 
that they preferred waiting in a seat close to the room where CPR was performed.

Conclusion: The emergency physician should break the bad news considering the educational status of the patient/patient’s relatives. BBN should be 
carried out by sitting down face-to-face with the patients or family members in a room where no other patients are present. In contrast to some literature 
data, patient’s relatives are more likely to wait near the CPR room instead of watching CPR.
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Introduction

Bad news is defined by Robert Buckman as “any news that adversely 
and seriously affects an individual’s view of his or her present and 
future” (1-3). Breaking bad news (BBN) in the emergency department 

(ED) is a common and routine practice performed practically every 
day by physicians (4). BBN to patients or their family members is one 
of the most challenging aspects of medical practice (5). In our coun-
try, BBN to a patient is not in a standardized approach and also the 
relatives of the patients try to hide the disease from the patient. In 
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the study conducted by Atesci et al. (6), they concluded that more 
than half of the patients are not aware that they have cancer. This 
puts emergency physicians in a difficult situation in emergency man-
agement and in communication with these patients who are often 
admitted to the ED.

Breaking bad news is an important and difficult task for any physician. 
A physician should be able to communicate effectively and should 
take a patient-family-centered approach (4). Bad news includes a 
serious illness or clinical condition and the possibility of death. This 
news may lead to feelings of abandonment, loneliness, and loss of 
control on the patient or their family members (2).

Informing family members or patients about the bad news is a 
highly stressful experience for emergency physicians (7). In this ev-
idence-based era, it is imperative that all healthcare be redesigned 
from the perspective of the patient (5). A physician is expected to 
be able to disclose bad news and evaluate patients’ request for it 
(1). There is a need for effective communication in health care (8). 
Effective communication skills hold the key to solve such complex 
issues of clinical practice as a well-communicated message though 
tragic (5).

There is no standard answer about how this should be when the pa-
tient and their family members have to receive bad news. This can 
vary according to the educational status, occupation, and culture of 
the patient and their family members (9-11). People with different 
cultural backgrounds may show different attitudes toward disclosing 
bad news (1, 3). The purpose of the present study was to explore the 
patients’ preferences toward being informed about the bad news in 
the ED.

Materials and Methods

This cross-sectional study was conducted on patients admitted to 
the ED of four hospitals in eastern Turkey from March 2017 to June 
2017. A total of 760 patients >18 years old who were referred to the 
ED of four hospitals were enrolled in the study. All subjects consent-
ed to participate in the study. Exclusion criteria were refusing par-
ticipation, disability to talk and communicate, presence of cognitive 
disorders, alcohol or drug abuse, and patients who need urgent in-
tervention.

The questionnaire was established based on the literature review 
and after examining its content validity by a number of psychia-
trists. Patients’ view and variables affecting how to break the bad 
news were discussed in the questionnaire. A questionnaire that 
contains the study form and consists of two parts was used. The 
first part includes items for sociodemographic data, whereas the 
second part includes items for the preferences of patients about 
bad news (Table 1).

The study was approved by the Bitlis Eren University Ethics Commit-
tee (no. 2017/02-V) and conducted in accordance with the principles 
of the Declaration of Helsinki. All participants were informed about 
the nature of the study. Written informed consent was obtained from 
the participants. Then, they were interviewed, and a questionnaire 
was completed for each of them by the interviewers.

Statistical analysis
Statistical analysis was performed using the Statistical Package for the 
Social Science 22.0 software (IBM SPSS Corp.; Armonk, NY, USA). De-
scriptive data were expressed as median (min-max) values, whereas 
categorical data were expressed as number (n) and frequency (%). The 
significant differences in frequency between the groups were com-
pared using the chi-square test. For testing reliability, the Cronbach’s 
alpha coefficient was used to identify the internal consistency of the 
scales. A p value of <0.05 was considered statistically significant.

Results

Of a total of 760 patients included in the study, 42.6% (n=324) were 
females, and 57.4% (n=436) were males. The median age of the pa-
tients was 29 (range 23-38) years. Participants were divided into two 
groups according to their educational status. The first group con-
sisted of illiterate and primary and high school graduates (67.9%, 
n=516), whereas the second group consisted of university graduates 
and doctorate degrees (32.1%, n=244).

The Cronbach’s alpha value was 0.613 in the reliability analysis for the 
second part of the questionnaire that includes items questioning the 
preferences of the patient about BBN.

Table 2 shows the answers to the questionnaires and the frequency 
rates. In response to the question "How do you want your doctor to 
communicate with you?", which was the first item of the part related 
to BBN in the questionnaire, 56.8% (n=432) of the participants an-
swered as "formally and gently".

In response to the second item "How should a doctor tell a possible 
negative situation to his/her patient?", 51.2% (n=389) of the partic-
ipants answered as ‘by explaining the cause of death with medical 
details.’

In response to the third item "How should a doctor tell the death of 
the patient to his/her relatives?", 42.5% (n=323) of the participants 
answered as "by keeping the values of faith in the foreground."

In response to the fourth item "To whom should a doctor tell the 
death of the patient?", 44.6% (n=339) of the participants answered as 
‘to one of the family members.’

In response to the fifth item "Where should a doctor tell the death 
of the patient?", 56.3% (n=428) of the participants answered as "in a 
separate room where no other patients are present by sitting down 
face to face with the patient’s relatives."

In response to the sixth item "Where should the patient’s relative(s) 
be while the doctor is performing resuscitation (bring back to life ef-
forts, heart massage etc.) to the patient in the cardiopulmonary re-
suscitation (CPR-bring back to life efforts) room?", 47.4% (n=360) of 
the participants answered as "by waiting in a seat close to the room 
where CPR is performed".

Table 2 shows the presence of difference in terms of answers to the 
questionnaire of the participants who were evaluated into two (first 
and second) groups according to educational status and its level of 
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significance. Accordingly, there was a statistically significant differ-
ence between the two groups in terms of the answers to items about 
how, where, and to whom should a doctor tell the death of a case 
and also possible negative situation of a patient to his/her relatives 
(p<0.001, p<0.001, p<0.001, and p<0.001, respectively).

Discussion

When BBN is not managed correctly, the negative impact on patients 
and patient’s relatives is much greater. BBN is an important and diffi-
cult task for any physician. A physician should be able to communi-

cate effectively and should take a patient-family-centered approach.
In the last few decades, the traditional paternalistic model of patient 
care has been replaced by one that emphasizes patient autonomy, 
empowerment, and full disclosure (12, 13). Today, telling the truth is 
considered as a doctors’ ethical duty and a patients’ legal right, and 
patients play a major role in making decisions about their health and 
therapeutic procedures (1, 12). Thus, doctors have a legal duty to 
break the bad news to patients and their families. It is truly neces-
sary and requires skill on the part of health care professionals. Thus, 
BBN is difficult, unpleasant, and uncomfortable. To improve such 
skills, guidance on how to systematize BBN and make it less traumat-
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1. How do you want your doctor to communicate with you?

a. Sincerely as my relative

b. Formally and gently

c. It does not matter

2. How should a doctor tell a possible negative situation to his/her patient?

a. Directly

b. By keeping the values of faith in the foreground

c. By explaining the condition of the disease and how this was developed 

d. It does not matter

3. How should a doctor tell the death of the patient to his/her family members?

a. Directly. (We could not save your patient. We are sorry, our sincere condolences.)

b. By keeping the values of faith in the foreground (Hello. My name is Dr __, Mr/Mrs __. My specialty is __. We have done all necessary 
interventions for him/her. But it is destiny, so it is written in destiny, it is necessary to submit to fate. We could not save your patient. We 
are sorry, our sincere condolences.)

c. By explaining the cause of death with medical details (Hello. My name is Dr __, Mr/Mrs __. My specialty is __. He/she was brought to 
the emergency service in the condition of __. He/she had __ illnesses. In his/her tests (laboratory)/imaging results, __ was/were detected. 
We have done __ interventions for __ hour/minute. But we could not save Mr/Mrs __. We could not save your patient. We are sorry, our 
sincere condolences.)

d. It does not matter

4. To whom should a doctor tell the death of the patient?

a. To one of the family members 

b. To one of the relatives

c. To all family members to be present

d. It does not matter

5. Where should a doctor tell the death of the patient?

a. In front of the reanimation room, by standing

b. In any part (room) of the emergency department

c. In a separate room where no other patients are present, by sitting down face-to-face with family members

d. It does not matter

6. Where should the family members be while the doctor is performing resuscitation (bring back to life efforts, heart massage 
etc.) to the patient in the cardiopulmonary resuscitation (CPR-bring back to life efforts) room?

a. In the resuscitation room (by seeing the condition of the patient and the medical interventions performed)

b. By waiting in front of the CPR room

c. By waiting in a seat close to the room where CPR is performed

d. It does not matter

Table 1. The form of the study entitled ‘the preferences of patients about breaking bad news who admitted to the emergency department.’



ic has been provided. One example of such technique is the SPIKES 
(Set the stage, Perception, Inform, Knowledge, Empathy, Summary 
and Strategy) protocol, which describes six steps of communication 
(13). The SPIKES protocol was developed in 2000 by an oncologist to 
train providers in delivering bad news (14). In 2005, the GRIEV_ING 
(Gather, Resources, Identify, Educate, Verify, Space, Inquire, Nuts and 
Bolts, Give) educational intervention was developed and tested by 
emergency physicians (15). Another study by Park et al. (4) described 
physicians’ experience and designed an educational program for 

physician’s confidence and competence in bad news and death no-
tification.

Recent studies have focused on training doctors to improve their 
communication skills.

In the literature, a number of methods have been described how to 
break the bad news to a patient or his/her relatives. One of these is 
the ABCDE model, which consists of five steps based on the initials 
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	 First group*	 Second group* 
	 (n=516)	 (n=244)	 p

	 n (%)	 n (%)	

1st item			   0.077

Sincerely as my relative	 165 (32.0)	 79 (32.4)	

Formally and gently	 285 (55.2)	 147 (60.2)	

It does not matter	 66 (12.8)	 18 (7.4)	

2nd item			   0.001

Directly	 86 (16.7)	 30 (12.3)	

By keeping the values of faith in the foreground	 155 (30.0)	 41 (16.8)	

By explaining the condition of the disease and how this was developed	 230 (44.6)	 159 (65.2)	

It does not matter	 45 (8.7)	 14 (5.7)	

3rd item			   0.001

Directly	 81 (15.7)	 28 (11.5)	

By keeping the values of faith in the foreground	 240 (46.5)	 83 (34.0)	

By explaining the cause of death with medical details	 160 (31.0)	 121 (49.6)	

It does not matter	 35 (6.8)	 12 (4.9)	

4th item			   0.001

To one of the family members	 196 (38.0)	 143 (58.6)	

To one of the relatives	 101 (19.6)	 30 (12.3)	

To all family members and relatives present	 163 (31.6)	 53 (21.7)	

It does not matter	 56 (10.9)	 18 (7.4)	

5th item			   0.027

In front of the reanimation room, by standing	 64 (12.4)	 15 (6.1)	

In any part (room) of the emergency department	 73 (14.1)	 35 (14.3)	

In a separate room where no other patients are present, by sitting down  
face-to-face with family members	 276 (53.5)	 152 (62.3)	

It does not matter	 103 (20.0)	 42 (17.2)	

6th item			   0.001

In the resuscitation room	 76 (14.7)	 23 (9.4)	

By waiting in front of the resuscitation room	 153 (29.7)	 40 (16.4)	

By waiting in a seat close to the room where CPR is performed	 207 (40.1)	 153 (62.7)	

It does not matter	 80 (15.5)	 28 (11.5)	

*First group: high school and lower degrees. Second group: university and higher degrees

CPR: cardiopulmonary resuscitation

Table 2. The responses of patient/patient’s relatives to questionnaire items according to educational status



of advanced preparation, build a therapeutic relationship and envi-
ronment, communicate well, deal with patient and family reactions, 
and encourage and validate emotions (16). Another method is the 
SPIKES protocol that was developed by an oncologist in 2000 (14). 
BREAKS (Background, Rapport, Exploring, Announce, Kindling, Sum-
marize), which was developed by oncologists and anesthesiologists 
in 2010, is another method used for BBN (17). Based on all three mod-
els, they were formed and developed by either internal medicine or 
oncologists and anesthesiologists. However, emergency physicians, 
in contrast to oncologists and anesthesiologists, often encounter the 
patient’s family for the first time or do not have enough background 
information about the family (4, 18). In addition, the emergency phy-
sician does not have enough time for both preparing the family and 
preparing himself/herself for BBN (4).

GRIEV_ING is a protocol that is developed by emergency physicians 
(15). Both GRIEV_ING and other protocols have been developed to 
establish good communication strategies with patients and their 
family members in case of BBN. In our study, we asked ED patients 
as emergency physicians about what might be the facilitating fac-
tors for BBN in addition to how good communication should be. 
Participants in our study reported that they preferred good com-
munication to be formal and gentle. GRIEV_ING and other proto-
cols did not take into account whether the educational status of 
the individual or the family influenced the preferred language of 
communication. Participants in our study were divided into two 
groups according to their educational status, and we found that 
the language of communication they preferred varied according to 
educational status. Most of the participants in the second group 
(university or higher degrees) indicated that they would like to have 
BBN with medical details. In the G (Gather) of GRIEV_ING, it is rec-
ommended that the physician should gather the whole family to-
gether to inform them at once. In our study, in response to the item 
"To whom should a doctor tell the death of the patient to?", partic-
ipants most frequently answered as ‘to one of the family members’ 
and less frequently as "to all family members and relatives present". 
Even participants in the second group (university and higher de-
grees) according to educational status answered as ‘to one of the 
family members’ more frequently.

In the S (Setting up the interview) of SPIKES, it is indicated that BBN 
should be conducted by sitting down in a room. Similar to SPIKES, 
participants answered the item ‘Where should a doctor tell the death 
of the patient?’ as "by sitting down face to face with family members, 
in a separate room where no other patients are present".

A similar study to our work, but with fewer participants and single 
center, conducted by Aminiahidasti et al. (3) in 2016 found that 
83.7% of the participants said that a hospital corridor is not appro-
priate for BBN, and 52.30% of the participants pointed out that bad 
news should be delivered in a private room. These results are com-
patible with our study results. In a study investigating the effect of 
the patient’s educational level on BBN conducted by Rao et al. (19), 
participants divided into two groups as high and low educational 
status and participants with high educational status preferred that 
BBN must be disclosed, and this difference is statistically significant. 
In our study, similar to the results by Rao et al. (19), participants with 
high educational status preferred to know all bad news in medical 

details. Similar results were concluded by Parker et al. (20) with 351 
patients with cancer, and participants with high educational status 
wanted to know the bad news in more medical details.

Another issue that we questioned in our study was watching CPR 
or whether the family members prefer to be present during CPR. Al-
though there are studies with different conclusions about this topic 
in the literature, it is thought that the mourning process may be more 
easily overcome by the presence of family members during CPR (21-
23). In contrast, in our study, participants reported that they pre-
ferred not to stay in the room where CPR was performed, but rather 
wait in a seat close to the room where CPR was performed. This result 
was the same for both groups.

Study limitations
Our study is limited by the number of patients.

Conclusion

Breaking bad news is a difficult task that needs to be overcome 
with less damage, for both patients and emergency physicians who 
deliver the news. Emergency physicians who often encounter this 
condition should learn good communication strategies and should 
consider the educational status of patients. Ideally, bad news should 
be delivered to one of the family members by sitting down face-to-
face in a room. It should also be taken into account that the patients 
may want to know the medical reasons of the condition they are in. 
Another finding of our study is that during CPR to one of the family 
members of the participants, they often prefer to wait in a room 
close to the CPR room rather than watch the CPR procedure.
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