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communication skills or communica-
tion training after medical school”
 • 68% to 78% of respondents ex-
pressed interest in “improving their 
communication.”2

Breaking what you might perceive 
as “bad” news is never easy; even ex-
perienced practitioners may fi nd the 
task stressful, as the results of these 
two surveys reveal. Physicians having 
been trained to do no harm, few fi nd 
themselves at ease revealing informa-
tion that has the potential to disap-
point or upset, even devastate.

In this article, I off er an approach 
to breaking bad news in a manner 
that lessens the trauma to the patient 
and buff ers you from the stress, and 
distress, of delivering it. Th e box that 
begins on page 22 gathers pearls for 
giving bad news based on my work 
and the experiences of others.

We are not unaffected 
by this task
Most of us fi nd the act of breaking bad 
news a professional burden that we 
could just as soon do without. When 
we perceive an element of personal 
responsibility, our burden becomes 

It was tiring to try and think 
logically as the guy threw more 
and more facts at me.

—An adolescent with cancer1

Consider the fi ndings of two surveys 
of radiology residents and attending 
mammographers on breaking bad or 
troubling news to patients:

 • 16% of residents and 4% of mam-
mographers “didn’t feel confident 
communicating with patients who dis-
played strong emotional responses”
 • 86% of residents and 81% of staff  
experienced “some or moderate stress 
communicating the need for biopsy”
 • Th e majority of all respondents 
“hadn’t received feedback about their 

Strategies for breaking Strategies for breaking 
bad news to patientsbad news to patients
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 Communication is healing to all involved 

when you bring your personal strengths to this 

diffi cult task. The author offers a set of skills.
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greater: We may experience fear, guilt, 
or shame—and, for some, that leads 
to psychological stress disorders and 
burnout.   

How do we cope, being occasional 
messengers of bad news? 

We avoid. An obvious strategy. Con-
sider Dr. D., a radiologist who heads 
a breast imaging center. He confi des 
that many physicians ask him to in-
form their patients when he notes an 
abnormality on their mammogram. 
Still other physicians, Dr. D. points 
out, simply have their nurses call pa-
tients with troubling results.

Or we run. Another widely used strat-
egy is to break the news and bolt. 
One cancer survivor lamented: “As 
soon as I started to cry, he ran off to 
fetch his nurse. Don’t you know doc-
tors flee from suffering?” 

Keeping matters in balance
—that is the challenge
How do we maintain our sensitivity, 
humanity, and connection while, 
simultaneously, limiting our own 
vulnerability and pain? Many of us 
have wrestled with this issue from 
the earliest days of training:

In the hospital’s predawn still-
ness, she confi ded fears about 
surgery to me, the medical 
student. I tried to reassure her. 
Th ey operated. Finding exten-

sive metastases, they closed im-
mediately. Th at evening, aching 
for her, I cried.

“Don’t worry,” another student 
reassured me. “It gets easier.”

I hope not. If it does, I’ll have 
lost my humanity.3

Th ere are more questions to chal-
lenge us: How do we break bad news 
in a way that is least traumatic to the 
recipient? How can we be honest and 
open yet, when pressed, off er some 
hope when—objectively—there is 
little cause for optimism? How do we 
communicate important information 
regarding treatment options, progno-
sis, and so forth, at a time when the 
patient is least able to absorb it?

Simultaneously, how do we han-
dle our feelings of impotence, failure, 
and, perhaps, guilt—when every ex-
pression, gesture, word, and silence 
are potentially fi lled with meaning to 
those who are receiving the news? 

David Lenz, an artist, in a com-
mentary on his award-winning paint-
ing, “Sam and the Perfect World,” 
wrote:

My wife Rosemarie had just 
given birth to our son Sam, and 
although he appeared perfectly 
healthy, something, neverthe-
less, didn’t seem right. Th ere 
was an awkward silence in the 

Pearls for breaking 
bad news—beginning 
with the fi rst telephone 
call or meeting

}  Don’t have your assistant call with 
bad news unless she or he is trained 
to do this, humanely, and to handle 
the response. Don’t leave a message 
asking the patient to call back unless 
you are reasonably certain you will be 
able to take the call.

}  Before you enter the room or place a 
call, pause, take a deep breath, ac-
knowledge your feelings so you can 
set them aside, and be fully present. 
Remember: Empathy begins at home.

}  Effective communication always be-
gins and ends with listening. On enter-
ing a room, notice the people present, 
the atmosphere, and the interactions. 
Over the telephone, notice breath and 
tone of voice in addition to words 
spoken. Create space for the recipi-
ent to speak, even if silence is un-
comfortably long.

}  Begin the session by greeting every-
one present by name and by shaking 
hands.

}  Offer a general inquiry and listen. A 
simple “How are you?” allows the 
patient to express a feeling—“I’m OK 
but anxious,” for example. Respond 
with empathy early in the encounter: 
“Yes, it’s scary waiting for results.”

}  Use simple, nontechnical language 
to describe the situation. Be brief, 
because a person in a high state of 
arousal has limited capacity to ab-
sorb details. Avoid harsh language 
(“aggressive,” “failure”) and use a 
calm, modulated tone.

}  Listen and validate the responses 
you get, recognizing that you may be 
the recipient of an entire spectrum of 
emotional expression—from silence 
to an outburst of anger, from rage to 
grief. Keep in mind: Anything said in 
grief is acceptable.

SIDEBAR CONTINUED

WHAT’S YOUR SECRET FOR BREAKING BAD NEWS?

There are no simple solutions to this challenge. How do you approach 

breaking bad news humanely and professionally, while supporting your 

well-being in the process? 

Submit an anecdote or a pearl from your practice about breaking bad news
—by E-mail to obg@dowdenhealth.com or by Fax to (201) 391-2778; we’ll publish 

a selection of responses in an upcoming issue, and three outstanding submissions 

(in the editors’ judgment) will receive a copy of the author’s book, Communication 

Skills that Heal.   

CONTINUED ON PAGE 25
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room, no words of congratula-
tion or comments about how 
cute he was—even though he 
was cute. Five minutes later the 
diagnosis was given: Sam has 
Down syndrome. “Are you go-
ing to keep him?” a nurse asked. 
Later that evening someone 
else came by to “console” us.

“It’s every mother’s worst night-
mare,” she said.

Welcome to the world, Sam.4

Many in our profession advocate 
a disingenuous connection/separa-
tion approach to giving bad news—a 
so-called detached concern. Our pro-
fessional journals recommend that 
we examine and control our emo-
tions in the interest of “objectivity”5

and invest in deep and surface acting 
(of empathy).6 I disagree with this ad-
vice7; instead, I advocate that we no-
tice, validate, and park our emotions. 
Later, we take time to integrate our 
emotions through self-care. Rather 
than relying on “the art of medicine” 
to communicate bad news, we should 
approach this task as a serious pro-
fessional challenge and incorporate 
principles of trauma counseling, psy-
chotherapy, and chaplaincy into the 
practice of medicine. Instead of dis-
tancing from our emotions and our 
patients, we draw closer.

Here is how one physician han-
dles breaking bad news.

Dr. Bob, we’ll call him, typifi es the 
overworked primary care physician. 
Yet, when a lab or imaging report that 
reveals an abnormal result lands on 
his desk, he, not a nurse, calls the 
patient. He waits a few days if the 
test or study was ordered by another 
physician; in that situation, he often 
reaches a frightened, confused per-

son who had already been called by 
the specialist’s nurse.
 When that happens, Dr. Bob 
invites the patient, and a close rela-
tive, to schedule an offi ce visit with 
him. In the interim, he forms a liaison 
with the specialist so that they can 
function as a team.
 At the offi ce visit, Dr. Bob refuses 
to prognosticate. Instead, he recom-
mends that they take matters “one 
step at a time.” His approach is posi-
tive and reassuring but not overly 
optimistic. His message is clear: “You 
are not alone. I will be a supportive 
presence throughout your journey.”
  Two notable things about Dr. Bob: 
First, he does not suffer burnout or 
what some have called “compassion 
fatigue”; to the contrary, the relation-
ship he forges with his patients and 
their loved ones, and the gratitude 
and loyalty he receives from them, 
sustain and reward him.
 Second, Dr. Bob has never been 
sued.

Th e key to Dr. Bob’s success is 
that he does not shy from breaking 
bad news. Instead, he views the oc-
casion as an opportunity for healing. 
His approach is to detach from the 
outcome but not from the patient. 
He relieves fear and isolation, and 
off ers, as one patient said it, “candor 
with hope.”

Summon your personal 
strengths to succeed
But taking this approach requires a 
shift from the standard biomedical 
philosophy—a three-pronged culti-
vation of personal resources. Here is 
how you can make that shift. 

First, cultivate equanimity—that 
evenness of mind

Consider that destruction is an in-
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CASE

Pearls for breaking 
bad news ...CONTINUED

}   Remember: You are not responsible 
for your patients’ happiness. When 
a patient cries, it does not mean that 
you failed. An outpouring of grief is 
healing; your silent, supportive pres-
ence is invaluable.

}   Don’t attempt to prematurely comfort; 
don’t try to “make it better,” because 
this stifl es grief. Offering a box of tis-
sues, on the other hand, is simply con-
siderate.

}  Don’t present the bleakest scenario. 
Later, as the patient adapts to her new 
reality, she will usually be able to toler-
ate more.

}   Be forearmed with some basic treat-
ment and referral options so that the 
patient isn’t left facing the dark un-
known. 

}   Now, invite the patient’s perspective. 
Appreciate that she may be experi-
encing a sea of emotions, especially if 
the news is totally unexpected. It’s not 
suffi cient to lay out options, then leave 
the fi nal decision to her. Part of deci-
sion-making involves the processing 
of emotions. Gendlin’s technique of 
focusing is very useful at this point in 
the conversation.1

}  If you are at the hospital, 1) consider 
having a chaplain present when the 
news is potentially devastating and 
2) attend to privacy concerns when 
breaking bad news. 

}   Treat the person, not the pathology. 
Ask about her work, activities, and 
circle of support—all of which are rel-
evant to her situation.

}  Be clear that you will remain actively 
involved in her care even after you re-
fer the patient to the best consultants 
available.

SIDEBAR CONTINUED
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herent component of creation. Th ere 
can’t be light without darkness, birth 
without death, joy without suff ering, 
perfection without imperfection. Th e 
Sufi  mystic, Rumi, said it succinctly: 
“A butterfly needs two wings to fly.”

Recognize that not all news is equally 
bad. Th e spectrum runs from merely 
inconvenient to utterly devastating; 
how the news is perceived and re-
ceived is highly subjective. Avoid 

projecting your personal perspec-
tive onto the recipient:

I was totally perplexed. I had 
just broken the news that Mrs. 
Smith had an incurable colon 
cancer, and they responded 
by nodding, then asking me 
whether I preferred a chocolate 
cake or an apple pie for their 
next visit because it was their 
custom to bring home-baked 
goodies for the staff .

After her death, Mr. Smith faith-
fully continued this tradition. 
Th en one day he arrived for his 
regular appointment unshaven, 
distressed and sans cake. He 
had lost weight and looked ev-
ery bit of his 78 years. Some-
thing was very wrong.

“She’s gone, she’s gone,” he la-
mented.

At last he’s grieving fl ashed 
through my mind, so I re-
sponded: “Yes, it’s been about 9 
months now, hasn’t it?”

“No, just two weeks…she said she 
was my girlfriend...just 29 years 
old…moved in last month then 
left taking my money,” he cried.

What seems an obvious tragedy 
may not be unwelcome:

She assumed the mantle of 
a grieving widow. Only years 
later did she write that she had 
been secretly relieved that her 
husband was killed in an auto-
mobile accident. He had been 
abusive and she was planning 
to leave him anyway.

Seemingly innocuous news can 
be most unwelcome:

Pearls for breaking 
bad news ...CONTINUED

}   Don’t limit yourself to the negative. 
Look for what is healthy about your 
patient’s situation, too, and support it.

}   Give as much information as possible 
in writing at this time; amnesia is com-
mon. Offer to share the information 
with at least one family member over 
the telephone, or schedule a second 
visit at which a relative will be present.

}   When you’re questioned directly, give 
yourself the benefi t of a few moments 
to ground yourself before you respond.

}   Ensure a safe exit for your patient. 
Does she have someone to drive her, 
keep her company, etc.?

}    Consider calling her that evening to 
see how she is and to answer any ad-
ditional questions.

}   Invest in self-care. This might include 
debriefi ng, taking a break between 
patients for integration, and grounding 
and rituals that enable you to detoxify 
after a diffi cult day. Cultivate whatever 
spiritual and meditative practices are 
part of your life, even if it is simply a 
walk in the park.

}   Empower yourself with relationship 
skills that enhance your ability to com-
municate and counsel.

}    Have faith! The time that you invest 
in healthy practice and communica-
tion will save you much more over the 
course of your career. 

It was my birthday, and we 
were about to celebrate with a 
dinner of leg of lamb and roast 
potatoes. My cell phone rang. 
It was my internist calling; my 
LDL cholesterol was mildly el-
evated and my dexa scan dem-
onstrated slight osteopenia. 
Th e tone of his voice was mat-
ter-of-fact but I felt awful: I am 
getting old.

Because bad is so subjective, we 
cannot presume, without inquiry, 
what the impact of our words will be 
on another person. 

Realize that long-term well-being 
doesn’t depend on good vs. bad 
news:

What do Chuck Close and Dan 
Gottlieb have in common? 
Each was a healthy young adult 
when suddenly becoming para-
plegic—Chuck from a spinal 
artery thrombosis, Dan from a 
serious accident. Each adapted 
to his condition. Chuck devel-
oped a unique style of painting 
that established his fame as an 
artist. Dan, a psychotherapist, 
became an author, teacher, 
and highly regarded radio in-
terviewer. Each has recently 
stated that he has never been 
happier. 

Contrast this condition with that 
of some lottery winners. Many go on 
to fi nancial and social ruin and come 
to regret the day that they heard the 
“good” news. 

Remind yourself of hidden opportu-
nities. Bad news triggers a crisis—an 
unwelcome, unstable situation with 
obvious danger. Less apparent is the 
potential for positive personal trans-
formation and gain:

CONTINUED ON PAGE 30
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“It was the best thing that could 
have happened to me,” she said, 
lying with her right foot propped 
up, ankle heavily bandaged 
with pins and rods protruding. 
“Yes, it’s a horribly fractured 
ankle but I had been rushing, 
rushing, rushing, and when I 
fell down the steps, it was as if 
an angel was forcing me to slow 
down, be present to my family. I 
really think this fractured ankle 
was the best thing that could 
have happened—it may even 
have saved my marriage.”

In terms of our own equanim-
ity, news is just news; until the entire 
scenario is played out, we can’t know 
with certainty what is bad or good. 
Recipients of news are entitled to 
their own reactions even if they seem 
inappropriate to us. Our role is to 
support our patients empathetically, 
without judgment or prejudice. 

Second, cultivate yourself 
as a healer
You may not always be able to cure 
but you can always facilitate heal-
ing. In addition to a treatment plan, 
remind yourself to create a parallel 
healing plan, listing the interven-
tions that will help the recipient inte-
grate losses and become as function-
ally whole as possible.

Your ability to heal depends as 
much on who you are as what you do:
 • Work through your own trauma 
stories and you reduce the likelihood 
that you either attempt to rescue, or 
fl ee from engagement with, patients 
when their problems trigger painful 
memories for you
 • Accept your imperfections as an 
inseparable aspect of your humanity
 • Learn to accept life as a journey, 
with suff ering and death being inevi-
table, and bad news ceases to be so 
exceptional
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 • Deepen your own joy, mindful-
ness, and faith and you fi nd mean-
ing in your work even when you 
cannot cure 
 • Have realistic expectations of 
your abilities and try to cultivate a 
realistic attitude in your patients:

In Western culture there is a 
belief, conscious or not, that 
medicine can save us from the 
death that lies in wait for us...
In a study conducted in 2006 
among Israeli doctors, 68% of 
the participants reported that 
patients had unrealistic expec-
tations of them. Th e study re-
fl ects unrealistic expectations 
of medicine in general.8

Third, cultivate skills to break 
really bad news
Sometimes news is so bad, so over-
whelming, that it has the potential to 
trigger an acute stress reaction (ASR) 
and even posttraumatic stress dis-
order (PTSD) in the recipient. Typi-
cally, this is life-threatening news—a 
diagnosis of HIV infection or cancer; 
abortion or stillbirth; or the sudden, 
unexpected death of a loved one. Th e 
result is shock, horror, disorienta-
tion, and memory distortion. 

So how can you approach a situ-
ation in which you must off er very 
bad news? To begin, the box, “Pearls 
for breaking bad news...,” starting on 
page 22, provides a set of skills and 
tools for delivering bad news. 

In addition, as much as pos-
sible, break bad news in increments, 
so that the patient has time to cope 
and adjust. And there is more to keep 
in mind:
 • Provide a safe, supportive envi-
ronment 
 • Relieve the isolation that trauma 
infl icts by forging a relationship that 
is a partnership

 • Relieve helplessness by empow-
ering and assisting the patient to seek 
useful consultants, resources, and 
supports (One example: A patient 
who has breast or ovarian cancer can 
call the SHARE [Self-help for Women 
with Ovarian or Breast Cancer] hot-
line: [866] 891-2392)
 • Over time, although not initially, 
help provide meaning to the experi-
ence for your patient and for you. 
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