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ABSTRACT 

Background: Breaking bad news (BBN) is an emotionally charged and ethically significant task that healthcare providers 

frequently encounter. The quality of this communication can profoundly influence the therapeutic alliance, patient satisfaction, 

and coping mechanisms. Nurses often play a central role in this process, yet in many healthcare settings, their training in 

structured communication models remains limited. Given the emotional weight of such conversations, it is essential to assess 

nurses’ readiness and identify educational gaps to improve patient-centered care. 

Objective: To evaluate the knowledge, experience, and preparedness of postgraduate nurses regarding breaking bad news in a 

tertiary care setting. 

Methods: A descriptive cross-sectional study was conducted from October to December 2021 at College of Nursing, Allama 

Iqbal Medical College, Lahore, targeting registered postgraduate nurses at Jinnah Hospital. A total of 179 nurses were recruited 

using purposive sampling. Data were collected using a pre-validated, structured questionnaire incorporating elements of the 

SPIKES model (Setting, Perception, Invitation, Knowledge, Empathy, Summarizing). Responses were analyzed using SPSS 

version 22. Descriptive statistics, chi-square tests, and percentage scores were used to quantify knowledge, attitude, and training 

needs. 

Results: Among 179 respondents, 97.8% were female and the mean age was 23 ± 2.55 years. While 54 nurses (29.3%) reported 

feeling comfortable in breaking bad news, 130 (65%) expressed a strong desire for formal training. Only 41 (22.3%) followed 

any recognized guideline, and 110 (59.8%) had not received prior training. Knowledge of structured protocols like SPIKES and 

BREAKS was limited, with only 82 (45.1%) and 69 (37.0%) respondents respectively identifying them correctly. Overall 

awareness levels were statistically insignificant across demographic variables (p>0.05). 

Conclusion: Most nurses demonstrated limited confidence and insufficient knowledge regarding structured BBN 

communication. Targeted educational interventions are necessary to enhance their competence in this critical skill. 

Keywords: Communication, Cross-Sectional Studies, Empathy, Nurse-Patient Relations, Nursing Education, Patient-Centered 

Care, SPIKES Protocol. 
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INTRODUCTION 

Breaking bad news (BBN) to patients and their families remains one of the most emotionally demanding and ethically sensitive 

responsibilities within the healthcare profession. Defined as any information that significantly alters an individual’s view of their future 

in a negative direction (1), the delivery of such news can either strengthen or strain the patient-provider relationship. Physicians and 

nurses alike frequently encounter this task, yet the ability to communicate distressing information with clarity, compassion, and empathy 

often lacks formal emphasis in training, particularly in many developing healthcare systems. Nurses, especially those working in tertiary 

care settings, are often directly or indirectly involved in these conversations and play a pivotal role in preparing patients to receive life-

altering news (2,3). The method and manner in which bad news is delivered carry profound implications. Avoiding disclosure or 

delivering it inappropriately may result in eroded trust, increased anxiety, and disrupted communication between healthcare 

professionals and patients (4). Studies suggest that patients often vividly recall the moment bad news was shared and the demeanor of 

the individual conveying it, underscoring the emotional and psychological weight such moments hold (4,5). Despite its recognized 

importance, structured training in communication for breaking bad news remains sparse across many medical curricula. While literature 

from high-income countries such as the United Kingdom and the United States emphasizes the need for formalized instruction in this 

domain (6), in low-resource settings, healthcare providers frequently learn this skill through observation and experience rather than 

systematic education (7). This gap results in considerable variation in approach, quality, and emotional handling of such conversations. 

Moreover, a shift in the physician-patient dynamic over recent decades has further accentuated the need for patient-centered care and 

shared decision-making, moving away from paternalistic models toward collaborative dialogue (8). 

Numerous physical and psychological diagnoses necessitate the breaking of bad news, including malignancies, advanced organ failure, 

amputations, or irreversible neurological conditions. Ethically, patients have a right to be informed about their condition to make 

autonomous decisions regarding their care. Yet, healthcare professionals may experience personal discomfort, feelings of inadequacy, 

or moral distress when navigating these conversations (9). Literature increasingly recommends that BBN be approached as a 

multidisciplinary responsibility, ensuring consistency, emotional support, and coordinated messaging (10). Several communication 

frameworks have been developed to guide healthcare providers in delivering bad news with sensitivity and structure. These include the 

BREAKS, ABCDE, and the widely adopted SPIKES model, which incorporates essential components such as setting the environment, 

assessing patient perception, inviting information disclosure, sharing knowledge, empathizing with emotional responses, and 

strategizing for follow-up (11). Among these, the SPIKES protocol is most commonly integrated into clinical practice owing to its 

comprehensive nature. Nurses, as frontline healthcare providers, contribute not only to the delivery of information but also to the 

emotional processing and support of patients following disclosure. Their involvement ensures continuity of care and strengthens the 

therapeutic alliance (12). A study highlighted that communication skills training significantly enhances nurses’ confidence and 

participation in BBN scenarios, reinforcing the value of educational interventions in this domain (13). Furthermore, focused training 

programs have been shown to improve both patient satisfaction and healthcare providers’ emotional resilience and effectiveness in 

delivering distressing information (11,12). 

Effective BBN also requires an understanding of patients’ psychological states and readiness. Contrary to common fears, several studies 

suggest that disclosure does not necessarily worsen emotional outcomes such as anxiety or depression, and in many cases, leads to 

improved trust, decision-making, and coping mechanisms (13,14). Nevertheless, in practice, many clinicians remain hesitant due to 

anticipated emotional reactions and their own communication insecurities (15). Hence, capacity-building efforts through structured 

communication training are essential. Local data from Pakistan reveal a concerning lack of preparedness among healthcare professionals. 

A study found that 40% of physicians in palliative care settings struggled with proper BBN delivery (16), while another reported that 

85% of participants expressed discomfort in performing this task (17). This reveals a critical need for targeted interventions within the 

local healthcare system to bridge this gap. In view of these considerations, the present study was conducted to assess the knowledge, 

attitude, and practices related to breaking bad news among postgraduate nurses working in a tertiary care setting, with the aim of 

identifying educational gaps and proposing informed strategies for improvement. 
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METHODS 

A descriptive cross-sectional study was carried out to assess the knowledge, attitude, and practices of registered nurses regarding the 

communication of bad news in a tertiary care setting. The research was conducted at Jinnah Hospital, a large public-sector tertiary 

hospital in Pakistan. The study population included registered nurses with a minimum of one year of professional experience who 

provided informed written consent to participate. Nurses on rotation, those not on permanent duty, student nurses, and those in 

managerial positions were excluded to ensure that the sample consisted only of actively practicing bedside nurses. The sample size was 

calculated from a finite population using the Yamane formula with a total nursing population of 500, a confidence interval of 95%, and 

a 6% margin of error. The resulting sample size was 179 nurses. A structured questionnaire was developed to gather data, incorporating 

a scoring system that assigned values to responses using a three-point Likert-type scale: "Yes" (3 points), "No" (2 points), and "I don’t 

know/Not applicable" (1 point). The scoring system enabled the quantification of awareness and attitudes, with each participant's total 

score converted into a percentage. Awareness was then categorized as low (0–50%), average (51–75%), or high (76–100%). Data 

collection was conducted through in-person surveys between December 1, 2021, and February 28, 2022. All educational levels and both 

genders were represented in the sample. To ensure anonymity, a numeric coding system identifiable only to the researcher was used. 

The questionnaires were personally administered by the researcher, allowing real-time clarification of any ambiguities, thus enhancing 

the accuracy and reliability of responses. Participants were assured that the information gathered would remain confidential and be used 

solely for research purposes. The objectives, importance, and benefits of the study were clearly communicated, and voluntary 

participation was emphasized. 

Data were verified prior to entry and analyzed using IBM SPSS Statistics version 25. Descriptive statistics, including means, standard 

deviations, frequencies, and percentages, were used to interpret the responses. Hypothesis testing was performed using the chi-square 

test, with a significance level set at p < 0.05. Analysis was carried out in two stages: the first stage computed overall awareness scores 

and classified them into predefined categories; the second stage evaluated individual questionnaire items to identify specific areas of 

knowledge deficiency. Independent variables included demographic characteristics such as age, sex, marital status, number of children, 

prior educational qualifications, and years of clinical experience. The primary dependent variable was defined as the use and perception 

of electronic-based learning (e-learning) in communication training. The validity and reliability of the questionnaire were pre-assessed 

prior to administration to ensure the instrument accurately measured the intended constructs and produced consistent results. Ethical 

approval for the study was obtained from the institutional review board (IRB) of Jinnah Hospital. Informed written consent was obtained 

from all participants prior to data collection, and participants were made aware of their right to withdraw at any stage. 

RESULTS 

A total of 180 nurses participated in the study. The majority of respondents (28.8%) were aged 30–35 years, followed by 25–30 years 

(22.8%), and 20–25 years (13.0%), while 12.5% were above 40 years. Nearly all participants were female (97.8%). Most were married 

(67.9%), with 33.7% having two children and 25.5% having three. A significant portion (77.7%) resided in urban areas. Regarding 

academic background, 39.1% had a bachelor's degree, 19.6% had a diploma, and only 4.9% had completed intermediate education. The 

most common professional experience bracket was 10–20 years (59.2%), with 20.1% having 5–10 years of experience. In terms of 

knowledge and training on breaking bad news (BBN), only 29.3% of nurses reported feeling comfortable performing this task, while 

68.5% felt uncomfortable. Merely 22.3% followed any formal guidelines, and 59.8% had not received prior training. Nevertheless, 

58.2% expressed interest in receiving future training. Awareness of structured communication protocols was limited, with only 45.1% 

recognizing the SPIKES model and 37.0% familiar with the BREAKS framework. The assessment of practice-related behaviors revealed 

that BBN was most commonly delivered at the bedside, with 36.4% stating it "usually" occurred there and 28.8% reporting it happened 

"always." Only 9.2% noted that BBN was "always" delivered in a doctor’s office maintaining privacy, whereas 45.1% said it was 

"usually" done so. Nearly half of the participants (48.4%) indicated they always maintained eye contact with patients during BBN, and 

51.1% reported always having in-depth knowledge of the patient’s condition before initiating the conversation. Half of the nurses 

(50.5%) consistently considered the patient's cultural and ethnic background. 

With regard to professional conduct, 53.8% of respondents reported always switching off their mobile phones during BBN, and 49.5% 

stated they usually avoided interruptions. Establishing rapport was practiced "usually" by 33.2% and "always" by 23.9%. Exploring the 

patient’s prior understanding of their disease was a common behavior, with 42.4% doing so consistently. However, only 3.3% reported 

always breaking bad news directly to the patient, while 38.0% said they rarely did so. Conversely, 47.3% stated they mostly 
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communicated BBN to attendants only, and 51.1% admitted they rarely involved both the patient and attendant together. Regarding 

ethical considerations, 40.2% of nurses reported usually seeking permission before initiating BBN, while 23.9% always did. Alarmingly, 

46.7% admitted they always withheld complete prognostic information, and 17.9% reported that family pressure frequently influenced 

their communication. Emotional support was less frequently provided, with only 15.2% always allowing time for patients to express 

feelings. Nonetheless, 72.8% of participants stated they consistently empathized with the patient, and 73.9% always ensured that the 

patient understood the information conveyed. 

 

Table 1: Demographic Characteristics of Postgraduate Nurses Participating in the Study 

Demographic Factor Category Frequency Percentage 

Age (years) 20 – 25 24 13.0 % 

25 – 30 42 22.8 % 

30 – 35 53 28.8 % 

35 – 40 38 20.7 % 

> 40 / Others 23 12.5 % 

Sex Female 180 97.8 % 

Marital status Single 33 17.9 % 

Married 125 67.9 % 

Divorced 15 8.2 % 

Widow 7 3.8 % 

Number of children 0 42 22.8 % 

2 62 33.7 % 

3 47 25.5 % 

> 3 29 15.8 % 

Area of residence Rural 36 19.6 % 

Urban 143 77.7 % 

Previous qualification Matric 23 12.5 % 

Intermediate 9 4.9 % 

Diploma 36 19.6 % 

Bachelor’s 72 39.1 % 

Other 40 21.7 % 

Years of experience < 5 21 11.4 % 

5 – 10 37 20.1 % 

10 – 20 109 59.2 % 

> 20 11 6.0 % 

 

Table 2: Respondents’ Knowledge and Training Needs Regarding Breaking Bad News 

Respondent’s Knowledge Frequency Percentage 

1. Do you feel comfortable in breaking bad news? 

Yes 54 29.3% 

No 125 68.5% 

2. Do you follow any guidelines for breaking bad news? 

Yes 41 22.3% 

No 138 75.5% 

3. Have you received any training of breaking bad news? 

Yes 69 37.0% 

No 110 59.8% 

4. Do you want to have any training regarding breaking bad news skills? 

Yes 106 58.2% 
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Respondent’s Knowledge Frequency Percentage 

No 73 39.7% 

5. Do you know what SPIKES means? 

Yes 82 45.1% 

No 97 52.7% 

6. Do you know what BREAKS means? 

Yes 69 37.0% 

No 110 59.8% 

 

Table 3: Practices and Attitudes of Nurses Regarding Breaking Bad News in Clinical Settings 

Question Response Frequency Percentage (%) 

Bad news was broken at bedside? Always 53 28.8 

Usually 67 36.4 

Rarely 40 21.7 

Mostly 8 4.3 

Never 11 6.0 

Bad news was broken in doctor’s office keeping 

patient privacy? 

Always 17 9.2 

Usually 83 45.1 

Rarely 60 32.6 

Mostly 19 10.3 

Never 1 0.5 

Is eye contact with patient necessary while breaking 

bad news? 

Always 89 48.4 

Usually 46 25.0 

Rarely 29 15.8 

Mostly 15 8.2 

Never 1 0.5 

Do you have in-depth knowledge of the patient’s 

problem before discussion? 

Always 94 51.1 

Usually 33 17.9 

Rarely 36 19.6 

Mostly 13 7.1 

Never 4 2.2 

Do you have knowledge of the patient’s cultural and 

ethnic background? 

Always 93 50.5 

Usually 37 20.1 

Rarely 28 15.2 

Mostly 18 9.8 

Never 4 2.2 

Do you switch off your phone during conversation? Always 99 53.8 

Usually 41 22.3 

Rarely 26 14.1 

Mostly 9 4.9 

Never 5 2.7 

Do you avoid interruptions while breaking bad news? Always 44 23.9 

Usually 91 49.5 

Rarely 23 12.5 

Mostly 12 6.5 

Never 10 5.4 

Do you establish rapport before conversation? Always 44 23.9 

Usually 61 33.2 
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Question Response Frequency Percentage (%) 

Rarely 46 25.0 

Mostly 26 14.1 

Never 3 1.6 

Do you explore what patient already knows? Always 78 42.4 

Usually 14 7.6 

Rarely 44 23.9 

Mostly 28 15.2 

Never 16 8.7 

Do you break bad news with the patient only? Always 6 3.3 

Usually 35 19.0 

Rarely 70 38.0 

Mostly 24 13.0 

Never 45 24.5 

Do you break bad news with the attendants only? Always 12 6.5 

Usually 10 5.4 

Rarely 33 17.9 

Mostly 87 47.3 

Never 38 20.7 

Do you break bad news with patient in presence of 

attendants? 

Always 8 4.3 

Usually 32 17.4 

Rarely 94 51.1 

Mostly 32 17.4 

Never 14 7.6 

Do you take permission before breaking bad news? Always 44 23.9 

Usually 74 40.2 

Rarely 31 16.8 

Mostly 20 10.9 

Never 11 6.0 

Do you avoid giving full prognosis details? Always 86 46.7 

Usually 25 13.6 

Rarely 42 22.8 

Mostly 13 7.1 

Never 14 7.6 

Do you withhold information due to family pressure? Always 17 9.2 

Usually 9 4.9 

Rarely 109 59.2 

Mostly 33 17.9 

Never 12 6.5 

Do you give time to patient to express emotions? Always 28 15.2 

Usually 32 17.4 

Rarely 94 51.1 

Mostly 12 6.5 

Never 14 7.6 

Do you empathize with the patient during 

conversation? 

Always 134 72.8 

Usually 12 6.5 

Rarely 21 11.4 

Mostly 11 6.0 
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Question Response Frequency Percentage (%) 

Never 2 1.1 

Do you make sure the patient has understood the 

message? 

Always 136 73.9 

Usually 14 7.6 

Rarely 16 8.7 

Mostly 10 5.4 

Never 4 2.2 

 

DISCUSSION 

The present study explored the knowledge, preparedness, and practices of nurses in delivering bad news to patients and their families, 

highlighting both the strengths and gaps in communication approaches within a tertiary care setting. Findings revealed that a substantial 

number of nurses were uncomfortable with breaking bad news, lacked formal training, and were unfamiliar with structured 

communication models such as SPIKES and BREAKS. Despite these limitations, a notable proportion of participants expressed interest 

in receiving formal training, indicating a willingness to improve their skills in this essential aspect of clinical care. These results align 

with prior literature suggesting that while nurses frequently participate in delivering bad news, most have not received adequate training 

in effective communication frameworks. Much of the existing literature and educational curricula regarding BBN primarily target 

physicians and medical residents, with limited focus on nurses' roles (14,15). However, nurses often serve as crucial mediators between 

physicians and patients, translating complex medical information into more digestible language and providing ongoing emotional 

support. This reinforces the need for structured training programs tailored to the nursing profession that emphasize collaboration, 

empathy, and clarity in communication. The study also underscores the importance of nurse involvement in multidisciplinary teams 

during BBN scenarios (16,17). Poor coordination between nurses and physicians has been shown to lead to fragmented or contradictory 

messaging, which may cause confusion and emotional distress for patients and their families. The findings support a collaborative model 

in which nurses work alongside physicians to ensure that communication is consistent, culturally sensitive, and ethically grounded. 

Notably, cultural competence remains a vital component of BBN, as nurses often care for patients from diverse backgrounds, each with 

unique beliefs and expectations about receiving distressing health information (18,19). 

Technological advances have further complicated the communication landscape. With the rise of telemedicine and virtual consultations, 

the physical absence of the caregiver during BBN may alter the therapeutic dynamic and diminish emotional connection. Although 

virtual modalities offer accessibility, they require nurses to develop new competencies in digital empathy and non-verbal communication 

cues. In such contexts, visual aids and simplified educational materials can be instrumental in helping patients understand complex 

diagnoses (20,21). However, this study did not assess whether nurses had access to or were trained in using such tools. In palliative care, 

where discussions often revolve around terminal diagnoses, disease progression, or end-of-life care, nurses play an even more 

pronounced role. Trust and emotional connection become foundational to patient-centered care. Findings from this study suggest that 

Figure 2 Positive Practice Consistently Adopted by Nurses Figure 1 Nurses, s Knowledge and Awareness on Breaking Bad News 
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nurses not only assist patients in processing difficult news but also uphold the ethical principles of informed consent and autonomy, 

ensuring that patients have a full understanding of their prognosis and available options (22,23). The ethical challenges associated with 

BBN—such as whether to disclose directly to the patient or defer to family wishes—require a delicate balance of honesty, compassion, 

and respect for patient rights. The strength of this study lies in its regional relevance, as it is one of the first to assess the role of nurses 

in breaking bad news within a local tertiary care setting. It highlights the current attitudes and practices of nursing professionals regarding 

e-learning as a tool for skill enhancement during and after the COVID-19 pandemic. Many nurses reported moderate levels of 

preparedness and expressed a positive inclination toward digital platforms for learning communication techniques, which reflects a shift 

toward technologically supported training environments (24,25). 

Nonetheless, the study had several limitations. The sample size was modest and derived from a single-center, which limits the 

generalizability of findings. The exclusion of male nurses further narrows the scope of applicability. Additionally, the literature review 

component was limited in breadth, which may have restricted the depth of contextual interpretation. The reliance on self-reported data 

may have introduced bias, and the absence of a validated tool for awareness categorization further limits the interpretive power of the 

findings. Future research should consider a multicenter approach involving diverse healthcare institutions and include both male and 

female participants to enhance generalizability. Expanding the literature base and employing validated tools for evaluating 

communication competence would strengthen the reliability of subsequent studies. There is also a need for intervention-based research 

assessing the effectiveness of structured training modules—including e-learning formats—on improving nurses’ competence in BBN. 

Exploring patient perceptions of nurse-led communication in BBN scenarios would add valuable insight into the impact of nursing 

interventions on patient satisfaction and emotional outcomes. Overall, the study reinforces the critical but often overlooked role of nurses 

in the emotionally charged process of breaking bad news and advocates for integrated, well-structured, and continuous communication 

training to enhance their confidence and effectiveness in this domain. 

CONCLUSION 

In conclusion, this study highlighted that while nurses recognize the emotional and ethical significance of breaking bad news, many lack 

the structured communication training necessary to handle such situations confidently and effectively. The findings emphasize the urgent 

need for targeted educational interventions to build nurses’ competence in delivering difficult news with empathy and clarity. 

Additionally, the shift toward e-learning during the COVID-19 pandemic was met with a generally positive attitude among nursing 

students, who appreciated its role in sustaining education during crisis. However, the success of digital learning hinges on reliable 

technical infrastructure and adequate resource availability. Strengthening these areas can enhance both clinical communication skills 

and the overall quality of nursing education. 
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