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Abstract 
For healthcare professionals, breaking bad news is considered to be difficult and complex. 
Trial and error, as well as observing seniors, are popular approaches used by healthcare 
practitioners to improve their skills. These channels of practice are not optimal, and they can 
have negative consequences for the quality of bad news delivery and overall healthcare. 
Communication training and the inclusion of breaking bad news models in the curriculum are 
among the efforts made by the healthcare business to provide skills to healthcare personnel, 
yet these efforts are found to be insufficient or non-existent. A client-centred approach, which 
originates from a patient-centred approach, is seen to be effective in assisting healthcare 
professionals in tailoring their bad news delivery to the needs and preferences of the clients 
who are the recipients of the news. This study conducted a survey of 100 current practising 
practitioners to determine their preferences around the delivery of bad news. The data from 
the survey was analysed using descriptive synthesis analysis. The findings of the study were 
presented in two main categories: (i) Demographic details and health profiles, and (ii) 
Breaking bad news preferences. According to the findings, the respondents’ preferences for 
conveying bad news are similar to one breaking bad news model, the SPIKES model. This 
research is believed to add to the existing literature on practises of healthcare providers when 
it comes to delivering bad news.  
Keywords: Breaking Bad News, Survey, Descriptive Analysis, Breaking Bad News Preferences, 
Patient-Centred Communication 
 
Introduction  
Breaking bad news has been a clinical task that many healthcare professionals could not 
escape despite how challenging it is especially to those who have direct contact with patients. 
Bad news is news that can or will change a patient’s outlook of his or her future in a very 
negative way (Buckman, 1984). Bad news includes a declaration of brain death, a withdrawal 
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of treatment, a prospect of death, or an increase in limitations and many more. Most 
healthcare professionals that have been entrusted to break bad news are treating physicians, 
specialists, house officers and sometimes nurses. It is vital to convey bad news in a skilful 
manner because this is a critical moment in the patient’s illness’s history that will have 
immediate or long-term effects in their lives (Mengin et al., 2021). Breaking terrible news has 
the capacity to either increase or undermine the patient’s or recipients’ trust in the doctors 
or bearers of the bad news (Paramasivan & Khoo, 2020). Many have expressed dissatisfaction 
with doctors’ communication abilities rather than their clinical competence. A report from 
the Royal College of Physicians indicates that poor communication was the major complaint 
about doctors (Royal College of Physicians, 1997). Clayton et al (2008) later in their study 
mentioned that patients and caregivers emphasized that the way information is delivered is 
often as important as, or more important than, the content (pg. 657). They want doctors who 
can not only diagnose and treat their illnesses, but ones who can also communicate 
successfully with them. Due to this, the researchers find significance in looking at the 
preferences of healthcare professionals when communicating bad news to patients or family 
of patients within the context of Malaysia. This is to reveal patterns in their preferences that 
will later be a useful input for healthcare stakeholders to be informed with the current 
practices of healthcare professionals when it comes to breaking bad news. This information 
will assist the stakeholders to better plan the syllabus of courses or training related to 
breaking bad news. Therefore, this study aims to investigate the preferences of healthcare 
professionals when breaking bad news. 
 
Literature Review 
Healthcare professionals giving bad news must adopt a flexible approach based on each 
individual’s wishes and needs. This necessitates a patient-centred communication approach. 
It is a client-specific approach that emphasises the necessity of offering clear “knowledge, 
realistic goals, advice, and encouragement” (Oikonomidou et al., 2017, pg. 8) while also 
paying close attention to the clients’ needs, the clients’ understanding of the situation, and 
expressing empathy where necessary. This is why this approach in the healthcare industry is 
becoming increasingly popular. This is because, when bad news is inadequately 
communicated, the negative impacts on the clients (the recipients of the news) are difficult 
to undo (Ptacek & Eberhardt, 1996). As a result, it is critical for healthcare professionals to 
grasp what constitutes successful bad news delivery from the perspective of patients. 
Traditionally, the doctor has dominated decision-making, with little respect for the feelings of 
the recipients of the news but now, the recipients are expected to participate meaningfully in 
the decision-making process. This study however will use the term “client-centred” approach 
rather than patient-centred approach as those receiving the news, do not necessarily be the 
patient themselves, families and caregivers are also included.  
  
Many models or recommendations are found to be introduced to healthcare practitioners 
while performing the task of breaking bad news. As asserted by Mostafavian and Shaye 
(2018), it is imperative for physicians to find an appropriate way for breaking bad news 
because it can help recipients understand and influence their outlook and attitudes on the 
news. Among breaking bad news models available are SPIKES, COMFORT, Kaye’s 10 steps, 
BREAKS, ABCDE, PEWTER and many more. One of the most often utilised models on the 
market is the SPIKES model (Igier et al., 2015; Oikonomidou et al., 2017; Seifart et al., 2014). 
Even though there are different models for imparting bad news, Abdul Hafidz and Zainudin 
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(2016) claimed that observing sessions conducted by experienced physicians is the best way 
to learn. The researchers disagree, believing that physicians should be equipped with the 
necessary knowledge and skills by not only observing senior colleagues, but also completing 
communication training and being aware of various models that can help them function 
better in situations where bad news is delivered. 
 
Buckman’s (1984) SPIKES, a six-step method introduced in 1982, was extended by Baile et al 
(2000, pg. 305-308), as shown in Appendix A. The abbreviation SPIKES stands for six steps that 
should be followed while delivering unpleasant news: (1) Setting, (2) Perception, (3) 
Invitation, (4) Knowledge, (5) Empathy, and (6) Summary. A recent study made by Sharif and 
Ibrahim (2021) who studied four sequential models of breaking bad news: SPIKES, Kaye’s 10-
step, ABCDE, and BREAKS, that are commonly utilised by healthcare professionals found that 
breaking bad news comes in five major themes. The themes are “(1) Prepare for the breaking 
bad news session, (2) Explore the recipients’ state of knowledge, (3) Communicate the bad 
news, (4) Attend to the recipients’ reactions to the news, and (5) Summarise the session” (pg. 
32). These five themes are believed essential for healthcare professionals to be aware of as 
they can be components that they need to make sure to try their best to incorporate in their 
breaking bad news sessions rather than not have any clue of how to go about breaking the 
news to the recipients. The researchers however argue that these themes may not come in a 
standard sequential manner and every breaking bad news session may not have all themes 
or new themes might emerge from the session.  
 
Based on these five main themes, the researchers then decided to detail out each theme into 
a few sub themes. The researchers identified most recurring sub-themes mentioned in the 
four breaking bad news models (as laid out in Sharif and Ibrahim, 2021, pg. 29-31) and 
resulted in 10 sub-themes which are known as breaking bad news items in the survey. 
Appendix B reveals the recurring subthemes for each theme by marking them as present (+), 
absent (-), or barely addressed (+/-). The identification of subthemes is thought to be critical 
for physicians to better comprehend the function of each theme. In this study, professionals 
were approached online to participate in this study, and after receiving their consent, a survey 
was emailed to them. The survey requires them to reflect upon their opinions and practices 
of breaking bad news. This study aims to investigate the healthcare professionals’ preferences 
of breaking bad news and use of breaking bad news models. 
 
Method and Analysis  
A cross-sectional study was undertaken from October 2019 to December 2022. A self-
administered questionnaire (can be referred in Appendix C) was used to gather data on 
healthcare professionals’ knowledge and practices when it came to conveying bad news to 
patients and their families. SPSS (Statistical Package for Social Sciences) version 23 and 
Microsoft Excel were used to analyse the data. SurveyMonkey was used to conduct the online 
surveys. The information gathered was kept secure and confidential, and it was solely utilised 
for research reasons. To characterise the data pattern, descriptive statistics were used. As 
stated by (Mazalan et al., 2021), descriptive analysis has the ability to evaluate qualities of 
respondents and also reveal potential contributing elements. This is why apart from 
inferential analysis, it is one of the primary methods to statistical technique utilised in the 
health-care industry, as well as in other areas (Kaur et al., 2018). The raw data from a sample 
or population is summarised using descriptive analysis, revealing means and frequencies. 
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Sample 
This study’s respondents were chosen using a random purposive sampling method. Only 
individuals who have direct contact with patients were asked to complete the survey, 
regardless of which departments they serve, for example, medicine, paediatrics, oncology, 
surgery, or emergency). Over the course of three months, the researchers collected a hundred 
questionnaire responses. The researchers contacted 150 healthcare professionals, and after 
receiving 100 responses, she ceased distributing invites and closed the survey link responses. 
On October 1, 2021, the questionnaires were emailed to the respondents. One reminder 
email was sent to respondents after three weeks. On December 13, 2021, the data collection 
was completed. The findings of the survey were saved in the online survey database. All the 
questions were answered by the respondents, with no missing information in any of the 
survey responses. 
 
Results 
Demographic Details and Health Profiles  
The majority of respondents were female (74%) and only 26% of them were male. Most of 
them had 0 to 5 years of work experience (58%), followed by 5 to 10 years of work experience 
with 23 % and more than 10 years of work experience with 19%. As for work discipline, 39% 
of them are medical officers, followed by others (33%) who are mostly designated by the 
respondents as assistant medical officers and house officers. Specialists made up 15% of the 
respondents, postgraduates made up 13%, and nurses made up none of the respondents. 
Table 1 summarises the demographics of survey respondents. 
 
Table 1 
Demographic details and health profiles (n = 100). 

No Item Percentage (%) 

1 Gender  
 

Male   26 

Female   74 

2 Years of working with 
the hospital / healthcare 
industry  

0 to 5 years  58 

5 to 10 years  23 

More than 10 years  19 

3 Medical discipline.  
 

Specialist  15 

Medical Officer  39 

Postgraduate Student   13 

Nurse 0 

Others  33 
- House Officer (15) 
- Assistant Medical 

Officer (1)  
- Not mentioned (27) 

 
Breaking Bad News Preferences  
These sections are developed by the researchers to see the respondents’ adherence to the 
steps or items suggested by the breaking bad news models. The adherence discloses their 
preferences when breaking bad news. The preference to deliver bad news had 76 responses 
out of a total of 100 as 76 respondents were led to this section since they had experience 
delivering bad news. In general, the results show that respondents seemed to attend to all 
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the breaking bad news items as the ‘Yes’ scores were all higher (mean score= 87.6%) than 
‘No’ (mean score= 4.3%) and ‘Sometimes' (mean score= 7.8%).  
 
Looking at the ten items, there are four items that scored 94% and above as respondents 
saying ‘Yes’ to them. The biggest number of respondents preferred to use appropriate 
language or layman’ language when breaking bad news (Item 6) with 98.7%, followed by Item 
1, which they make sure to get themselves informed of the patient’s medical conditions 
before breaking bad news (97.4%). Item 3, in which they assess the recipients’ knowledge and 
perception of the patient’s medical condition and Item 8, in which they show support and 
understanding to the recipients, shared a similar score which is 94.7%. Another 5 items (Item 
2, 4, 7, 9 and 10) also showed a great number of respondents put such items into their 
breaking bad news which signal their preferences. These items ranged from 80.3% (Item 2 & 
9) to 88.2% (Item 7). Item 5, which is providing hints before disclosing the bad news on the 
other hand showed the lowest score with 71.1%. Even with the lowest score, it still 
demonstrates that the majority of respondents prefer to have it in their practises when they 
answered 'Yes' compared to 10.5% for 'No' and 18.4% for 'Sometimes'. This result also reveals 
that the respondents answered, ‘Sometimes’ more than ‘No’, which could indicate that they 
still use it in their routines but not on a regular basis, implying that it is not necessarily 
something they do not prefer. Table 2 summarises the results of the preference to deliver bad 
news among healthcare professionals.  
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Table 2 
Preferences when delivering bad news (n=76) 

N
o  

Item  Yes  No  Sometime
s  

n % n % n % 

1 Prepare for the 
breaking bad 
news session 

Get informed of the patient’s 
medical conditions before 
breaking bad news 

74 97.
4 

2 2.6 0 0.0 

2 Prepare a private/comfortable 
place to break bad news 

61 80.
3 

3 4.0 
 

12 15.8 
 

3 Explore the 
recipients’ state 
of knowledge 

Assess the recipients’ 
knowledge and perception of 
the patient’s medical condition 

72 94.
7 

2 2.6 
 

2 2.6 
 

4 Find out what and how much 
the recipients want to know 

64 84.
2 

4 5.3 
 

8 10.5 
 

5 Communicate the 
bad news 

Provide hints before disclosing 
the bad news 

54 71.
1 

8 10.
5 
 

14 18.4 
 

6 Using appropriate 
language/’layman’ language to 
break bad news 

75 98.
7 

1 1.3 0 0.0 

7 Attend to the 
recipients’ 
reactions to the 
news 

Allow recipients to express 
their feelings and emotions 
after receiving the news 

67 88.
2 
 

2 2.6 
 

5 6.6 
 

8 Show support and 
understanding to the recipients 
(e.g.: empathetic remarks) 

72 94.
7 

4 5.3 0 0.0 

9 Summarise the 
session 

Summarise the session 61 80.
3 

4 5.3 
 

11 14.5 
 

1
0 

Explain future plans regarding 
the patient’s conditions 

66 86.
8 

3 4.0 
 

7 9.2 
 

Mean score (%) 87.6% 4.3% 7.8 

 
Discussion 
The Preferences of Healthcare Professionals when Breaking Bad News  
According to Mohd Sharif and Ibrahim (2021), there are five essential elements to conveying 
bad news, and the findings of this study support these themes, as all respondents include 
these topics when breaking bad news. The researchers then divided each theme into two sub-
themes to aid respondents in finding connections between the themes and their bad news 
breaking practises. This is because the sub themes present the themes in a step-by-step or 
process-oriented manner. The establishment of the sub themes begin with the five core 
themes, after which they investigate common sub themes based on the previous breaking 
bad news models.  
 
The respondents do prepare themselves for the breaking bad news session. This is done by 
majority of them having both Item 1 (Get informed of the patient’s medical conditions before 
breaking bad news) and Item 2 (Prepare a private/comfortable place to break bad news) in 
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their practices. Before imparting bad news to a patient, 97.4 percent of responders made sure 
to educate themselves on the patient's medical condition. It is because they are the authority 
figures of the news (VanKeer et al., 2019) who are in-charge of not just bearing the news but 
also managing the whole session. It is very important for them to have all of the necessary 
information and understanding about what is going on. This demonstrates that they are 
concerned and care for the patients as well as the recipients of the news. Being informed of 
the necessary details about the patients not just showing that the bearers hold responsibility 
towards the patient’s case as a healthcare practitioner (Vaidya et al., 1999), it also will 
potentially affect the quality of delivery of bad news (Paramasivan & Khoo, 2020). If they lack 
information of the case, they might fail at filling in the recipients with the information needed 
about the patients, distorting the whole function of the breaking bad news session.   
 
The preferences of healthcare providers for breaking bad news may similarly reflect the 
preferences of recipients when receiving bad news. Because the bearers of the news are 
considerate of the preferences of the recipients, they adjust their delivery manner to meet 
those preferences. Almaiman et al (2021) found that the majority of caretakers of children 
with chronic kidney illness preferred to receive bad news when they were alone with the 
bearers of the news (58.2 percent). This demonstrates that people value a private setting in 
which to receive bad news. Another study, Seifart et al (2014), also mentioned that 
undisturbed surroundings was one of the most important requests made by the majority of 
the respondents (86.9%), which later determined their satisfaction with overall bad news 
delivery. With this in mind, the respondents (80.3 percent, or the vast majority) have 
expressed a desire to meet with the recipients in private.  
 
Item 3 (Assess the recipients’ knowledge and perception of the patient’s medical condition) 
and Item 4 (Find out what and how much the recipients want to know) deal with respondents 
exploring the recipients’ state of knowledge before delivering the news. The plurality of them 
includes these two items in their breaking bad news routines. Physicians must gather 
necessary information from recipients to determine the patient’s level of understanding and 
expectations of the patient’s medical conditions. This helps them know where and how to 
start this. This explains why about 95% of the respondents prefer to have this item when 
delivering bad news. According to Hashim (2017), it is critical to inquire about the patient's 
prior knowledge of the illness. This is true not only for patients, but also for those who receive 
the news, such as caregivers or families. Exploring their knowledge and comprehension of the 
circumstance allows them to be more informed about what to expect.  
 
84.2 percent of responders go to the effort of determining what the recipients want to know 
and how much they want to know. This aids them in deciphering the boundaries that the 
recipients wish to establish. This is because some recipients prefer not to know too much 
information, while others prefer to know more than is required. It is the responsibility of the 
news bearers to find this out so that they can predict what the recipients would like to know 
and to what extent they want to know it. Clayton et al (2008, pg. 657) highlighted that in order 
“to offer information to patients, ascertain how much information they want, respect that 
preference and re-negotiate this at multiple time-points, rather than considering this a one-
off communication episode”. Some people choose to take an active position in the bad news 
session, while others prefer to take a quiet role. According to Elkin et al (2007), more than 
half of the patients in their study (52%) preferred a passive involvement in the decision-
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making process. They will just allow physicians to recommend what they believe is best for 
the patients. Seifart et al (2014) found that a large proportion of patients preferred a passive 
role as well. This emphasises the importance of tailoring information and decision-making to 
the requirements of the recipients of the news. The question is how doctors would go about 
doing so. Hashim (2017); Back et al (2005) then suggest using the “ask-tell-ask” strategy, 
which can be beneficial to healthcare professionals. This method involves asking, telling, and 
asking again in a loop, with little bits of information to avoid overwhelming the recipients and 
simultaneously, assisting the bearers of the news in appropriately strategizing their plans. This 
also offers the recipients of the news the autonomy to choose whether to be actively involved 
in the process or not. Newall et al (1987) also emphasised that the danger of providing lack 
of information of the news may cause the recipients to be depressed and uncertain and cause 
them anxiety. This demonstrates the need of providing clear and sufficient information to 
recipients, but, once again, it also depends on what the recipients consider sufficient. Seifart 
et al (2014, pg. 710) also suggested an extended version of “ask-tell-ask” strategy in which it 
makes more sense with the patient-centred approach. They proposed “ask–tell–invite” and 
later changed it to “ask–reassure-understanding”. This strategy cares not just about the 
telling of the news, but also the before and after it is told. The researchers however argue 
that all three strategies are useful for breaking bad news depending on the stage of breaking 
bad news. For example, physicians at the announcement of the news stage and physicians at 
the management of the news stage may utilise different strategies or might have their own 
strategies. These strategies however are critical in providing practitioners with ideas for how 
to approach the task. The researchers believe that both items 3 and 4 are often combined. 
Once the recipients are asked about what they already know and their understanding of the 
situation, they then will be given power over the rate and amount of information they get, as 
underlined by (Miller et al., 1999). 
 
The next theme is where the announcement of the bad news happens. In this theme, the 
respondents make sure to provide hints before disclosing the bad news (Item 5) and use 
appropriate language or ’layman’ language to break bad news (Item 6). More than 70% of 
respondents believe that giving recipients cues is necessary before delivering the news. 
According to Lind et al (1989), a prominent source of complaint is the absence of warnings 
given before exposing the information. The recipients are taken aback and unprepared, which 
contributes to their hurt and denial. According to Shaw et al (2012), this practice has resulted 
in certain types of disorientation on the side of the recipients, as well as animosity toward the 
physician. Giving cues or hints before delivering the news assists recipients in being better 
prepared to receive it. If they are prepared, they will be more accepting of the news, which 
will aid in their understanding and call for the right reaction to the news.  
 
A recent study by Almaiman et al (2021) shows 86.3 percent of those who received bad news 
preferred it to be delivered in a simplified scientific manner, which corresponds to almost all 
respondents' (98.7%) preference for using appropriate language or 'layman' language when 
breaking bad news. This is parallel to a previous study done by Randall and Wearn (2005) that 
the respondents insist for the bad news communication to be done clearly. According to the 
respondents, bad news transmission is only effective when the recipients of the news 
understand the content of the news being sent to them. Simple and appropriate language is 
very helpful in aiding comprehension. As asserted by Fallowfield and Jenkins (2004), poorly 
conveyed unpleasant news can lead to confusion, long-term grief, and resentment; while, 
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skilfully communicated bad news can aid understanding, acceptance, and adjustment.  Future 
actions or decisions relating to the news can be taken quickly and effectively after they 
comprehend the content of the news. 
 
The management of bad news takes place in the following theme, attending to the recipients' 
reactions to the news. This is the stage in which the respondents allow the recipients to 
express their feelings and emotions after receiving the news (Item 7) while also offering 
support and understanding (Item 8). As asserted by Ptacek and Eberhardt, (1996), recognising 
and exploring the recipients’ emotional states and dealing with their emotions are skills that 
all clinicians should possess. Giving the recipients of the news the opportunity to express their 
thoughts of the news is found to aid in the formation of a good relationship and later help the 
healthcare professionals to manage the situation better. This may be what 88.2 percent of 
respondents feel since they prefer to include this item in their bad news breaking course. As 
suggested by Bain et al (2014), the recipients should be provided ample time to vent their 
feelings after receiving the bad news. This is because, “unexpressed emotions may impede 
the patient’s trust and confidence in medical care” (Hashim, 2017, pg. 31). Breaking bad news 
goes beyond the telling of bad news, it includes the management of the situation after the 
news is delivered (Miller et al., 1999). Breaking bad news needs cooperation from the 
recipients for it to be successful in which it helps the healthcare professionals to express 
necessary feelings of empathy, share making decisions together, and sometimes, find 
alternative options.  
 
Many respondents believe that showing support and understanding to recipients after they 
have gotten bad news is vital, with almost all of them preferring to do so in their practises. 
Ptacek and Ptacek (2001) demonstrate this by stating that special care should be paid to 
creating a comfortable setting, spending ample time with the patient, and seeking to 
empathise with the patient’s experiences. Buckman (1992) believes that to achieve the goal 
of communicating bad news, demonstrating empathy is essential as a way of showing support 
and understanding to those who have received bad news. Patients in a study done Randall 
and Wearn (2005) also mentioned their preference of having physicians to display empathy 
when breaking bad news. Buckman later adds that the doctor must be open to the client’s 
possible emotional reactions and respond empathetically to them immediately after giving 
the bad news. These two items are proven to be interconnected, with the presence of one 
item necessitating the presence of the other. Another study also shows that their respondents 
want two major things out of breaking bad news sessions: (1) “the information” and (2) 
“emotional supportiveness from their physicians” (Sastre et al., 2011, pg 653) 
 
The final theme is summarising the session, which requires respondents to have both Item 9 
(Summarize the session) and Item 10 (Explain future intentions about the patient's 
circumstances) in their practises. It is the duty of healthcare practitioners to summarise the 
session before calling it off, as 80.3 percent of the respondents do. This step is necessary since 
it allows you to assess the recipients’ understanding of the news and situation. 
Simultaneously, this session may be used to check for any gaps in the dialogue that the news 
bearer or the news recipient may notice (Abdul Hafidz & Zainudin, 2016). The session should 
be summarised in a courteous manner. The recipients’ concerns raised throughout the 
session should be emphasised and summarised as it is the most important aspect of bad news 
transaction for the recipients (Narayanan et al., 2010). It is also critical to note that recipients 
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who are shocked or irritated will retain less information, so healthcare providers should be 
prepared to repeat any key points. Therefore, written documents should be given wherever 
feasible (Narayanan et al., 2010). This step also encourages the bearers of the bad news to 
continue to assist the recipients if they have any further questions, such as offering to assist 
in informing others (e.g., other family members) about the bad news and directing them to 
places where they can get more information or seek assistance (e.g., support groups). 
According to Baile et al (2000), these offers might create the impression that the physician 
values the recipients’ wants, which will assist feed their happiness to the overall breaking bad 
news session. 
 
The findings suggest that the respondents prefer to discuss future plans for the patient’s 
condition (86.8% of them) because they feel obligated to inform the recipients of what will 
happen after the news has been dropped. They are aware that bad news has altered the 
future of those who have received bad news in a negative way, and that future plans, although 
not solving the problem or improving the situation, will help to alleviate the situation. 
Although the patient's state is unlikely to be positive, future plans offered by caregivers who 
received terrible news in Almaiman et al (2021, pg 89) should exhibit a hopeful perspective. 
Hope is critical to a person's well-being and quality of life (Rustoen, 1995). To help the 
recipients accept the news and move on from the circumstance, a positive light is appreciated 
during the session. As much as wanting to give hopes to the recipients, as argued by Clayton 
et al (2008), it is important for healthcare professionals to have balance between that and 
being honest. Being realistic with the situation is needed and the healthcare professionals 
need to make sure recipients are aware of it.  
 
In general, it can be said that the different backgrounds of the news recipients place additional 
expectations on healthcare practitioners to change the manner they convey bad news 
accordingly, which may have an impact on their ability to deliver bad news effectively. 
Specifically, tailor their delivery towards the needs of the recipients of the news necessitates 
a more engaged, shared, and negotiated breaking news transaction, in which the patient can 
exchange information with news bearers and actively participates in decision-making. All 
health systems strive to achieve maximum patient satisfaction, as Al-Mohaimeed and Sharaf 
(2013); Alrashdi (2012) pointed out, and evidence has demonstrated that a patient-centred 
approach has resulted in increased patient satisfaction. It is an approach that prioritises 
clients’ needs while also taking clinical evidence into account. As Clayton et al (2008) said in 
their studies, the recipients of the news stressed that the manner in which bad news is 
conveyed to them is frequently as significant as, if not more important than, the bad news 
itself. A patient-centered communication of breaking bad news gave the best satisfaction 
score (M= 2.96) compared to disease-centred (M= 1.74) or emotion-centred (M= 1.73) 
communication style. This proves how recipients prefer "the physician was perceived as most 
emotional, least dominant, most appropriate in his ability to convey information, most 
available and most expressive of hope" (Mast et al., 2005, pg. 249) when breaking bad news. 
The physician should frequently inquire about the patient's comprehension and welcome 
questions from the recipients. Making decisions after receiving bad news is never easy, 
especially if the recipients are too shocked by the news and have a hard time to process or 
register the received information. 
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Conclusion  
This study concludes that the respondents’ preferences for imparting bad news are similar to 
the SPIKES model, which is the most well-known and widely employed by healthcare 
practitioners. This is because they unconsciously put the model’s suggested steps into 
practice because they already have preconceived notions about how bad news should be 
delivered. This study proposes five themes of breaking bad news, each of which has ten sub-
themes that are comparable to the SPIKES model in that all of the items agree with those 
presented in SPIKES. Based on prior studies, these preferences also mirror the demands of 
clients who are the recipients of the news. This study indicates a client-centred approach to 
delivering bad news, in which those who deliver bad news must be adaptive in their delivery, 
taking into account the clients’ preferences and needs. Taking all of this into account, the 
study urges healthcare stakeholders to take serious steps to implement a guided 
communication process that is more tailored to the preferences of clients, as breaking bad 
news is a complex process that will have a significant and long-term impact on the recipients' 
perceptions of overall healthcare quality. 
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Appendices 
Appendix A 
 
SPIKES Model 

Step Descriptions 

Step 1 - Setting up 
for the breaking 
bad news 
 

● Do a mental rehearsal.  
o Review the case and brace for recipients’ emotional 

responses or tough questions 
● Choose a private setting.  
● Include family members of patients.  

o Should be of patient’s choice and not too many; one or 
two members is ideal  

● Sit down.  
o This informs recipients that the discussion will not be 

in a rush 
● Make connection with the recipients.  

o Consider appropriate body language.  
● Manage interruptions.  

o Inform the patient about any time restrictions you 
might have or any interruptions you may experience. 

Step 2 – Assessing 
the recipients’ 
Perception 

● Identify the recipients’ state of awareness of the medical 
status of the patient.  

o This can help to correct any misinformation.   
● Recognise any denial of disease by the recipients.  
● Adapt the bad news delivery to what recipients understand. 

Step 3 – Obtaining 
the recipients’ 
Invitation 

● Make sure the recipients invite providers into disclosing the 
news.   

o They should specifically demonstrate a desire for the 
information. 

o If they do not want to know the specifics, offer to 
address any concerns they might have in the future  

Step 4 – Giving 
Knowledge and 
Information to the 
recipients 

● Warning the recipients that bad news is coming  
● Break bad news, following the suggestions: 

1. start at the recipients’ level of understanding and 
vocabulary. 

2. try using nontechnical words  
3. avoid unreasonable bluntness  
4. give information in small chunks  

a. constantly check the recipients’ understanding.  
5. Do not say that there is nothing you can do for the patient 

anymore.   

Step 5 
– Addressing the 
recipients’ 
Emotions with 
empathic 
responses 

● Give support and solidarity to the recipients with empathic 
responses. 
o 4 steps to provide empathic responses: 

1. Note any emotion on the part of the recipients.  
2. Classify the emotion encountered by the recipients  
3. Recognize the cause behind the emotion.  
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4. Allow the recipients some time to share their feelings- 
let them realise that you have linked the emotion with 
the cause for the emotion. 

o The powerful way of providing support is by combining 
empathic, exploratory, and validating statements  

Step 6 – Strategy 
and Summary 

● Summarise the meeting  
● Discuss future plans. 

 
 
Appendix B 
The presence and absence of breaking bad news sub-themes 

Theme Sub-theme SPIKES 
Models 

Kaye’s 10 
Step 

ABCDE BREAKS 

Theme 1:  
Prepare for 
the 
breaking 
bad news 
session  

Sub-theme 
1: 
Get 
informed of 
the patient’s 
medical 
conditions 
before 
breaking bad 
news  

+ 
Review the 
case and 
brace for 
recipients’ 
emotional 
responses or 
tough 
questions 

+ 
Know all the 
facts 
 
 

+ 
Review 
relevant 
clinical 
information. 
 

+/- 
prepare 
answers for 
the 
anticipated 
questions 
from the 
recipients 
 

Sub-theme 
2: 
Prepare a 
private/com
fortable 
place to 
break bad 
news  

+ 
Choose a 
private 
setting 
 

+ 
Ensure 
privacy 

+ 
Arrange for 
adequate 
time, privacy 
and no 
interruptions 

+ 
have a 
proper 
physical set 
up 
 

Theme 2:  
Explore the 
recipients’ 
state of 
knowledge 

Sub-theme 
3: 
Assess the 
recipients’ 
knowledge 
and 
perception 
of the 
patient’s 
medical 
condition  

+ 
Identify the 
recipients’ 
state of 
awareness of 
the medical 
status of the 
patient 
 

+ 
Start with 
open-ended 
questions 
(e.g., “How 
did it all 
start?”) 
 

+ 
Ask what the 
patient or 
family 
already 
knows. 
 

+ 
explore the 
recipients’ 
state of 
knowledge 
 

Sub-theme 
4: 
Find out 
what and 
how much 

+ 
Adapt the 
bad news 
delivery to 
what 

+ 
Do not force 
information 
onto the 
patient (e.g., 

+ 
Determine 
what and 
how much 
the patient 

- 
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the 
recipients 
want to 
know  

recipients 
understand 
 

“Would you 
like me to 
explain a bit 
more?”) & 
Allow the 
patient to 
control the 
amount of 
information 
he (she) 
receives 

wants to 
know. 
 

Theme 3:  
Communica
te the bad 
news 

Sub-theme 
5: 
Provide 
hints before 
disclosing 
the bad 
news  

+ 
Warning the 
recipients 
that bad 
news is 
coming 

+ 
Not straight 
out with it! 
(i.e., “I’m 
afraid it looks 
rather 
serious”) 

+ 
Warn the 
patient that 
bad news is 
coming. 
 

provide 
warning 
shots 
 

Sub-theme 
6: 
Using 
appropriate 
language/’la
yman’ 
language to 
break bad 
news  

+ 
start at the 
recipients’ 
level of 
understandin
g and 
vocabulary & 
try using 
nontechnical 
words 

+/- 
Details might 
not be 
remembered
, but the way 
you explain 
them will be 
 

+ 
Be frank but 
compassiona
te; avoid 
euphemisms 
and medical 
jargon. 
 

+ 
Announceme
nt must be 
straightforwa
rd, avoid 
medical 
jargon 
completely, 
short (three 
pieces of 
information 
at one time) 
and easy to 
understand. 

Theme 4:  
Attend to 
the 
recipients’ 
reactions to 
the news 

Sub-theme 
7: 
Allow 
recipients to 
express their 
feelings and 
emotions 
after 
receiving the 
news 

+ 
Allow the 
recipients 
some time to 
share their 
feelings- let 
them realise 
that you have 
linked the 
emotion with 
the cause for 
the emotion 

+ 
Ask “What 
are your 
concerns at 
the 
moment?” 
 

+ 
Allow for 
silence and 
tears; 
proceed at 
the patient’s 
pace. 
 

+ 
Provide 
sufficient 
space for 
emotions 
 

Sub-theme 
8: 

+ 
The powerful 
way of 

+ + 
Assess and 
respond to 

+ 
attend the 
recipients’ 
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Show 
support and 
understandi
ng to the 
recipients 
(e.g.: 
empathetic 
remarks)  

providing 
support is by 
combining 
empathic, 
exploratory, 
and 
validating 
statements 

Acknowledge 
the feelings 
 
 

the patient 
and the 
family’s 
emotional 
reaction; 
repeat at 
each visit. 
 

emotional 
breakdown 
 

Theme 5:  
Summarise 
the session 

Sub-theme 
9: 
Summarise 
the session  

+ 
Summarise 
the meeting 
 

+ 
Review 
concerns, 
plans for 
treatment 
 

+ 
Conclude 
each visit 
with a 
summary and 
follow-up 
plan. 
 

+ 
summarise 
the session 
and attend to 
the concerns 
expressed by 
recipients 
treatments/c
are plans 

Sub-theme 
9: 
Explain 
future plans 
regarding 
the patient’s 
conditions  

+ 
Discuss 
future plans 
 

+ 
Offer further 
information 
 

+ 
Offer realistic 
hope 
according to 
the patient’s 
goals. 

+ 
Highlights 
the focal 
points and 
future 
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Appendix C 
Survey on Communicating Bad News among Healthcare Professionals 
This survey aims to identify the breaking bad news experience and practices among 
healthcare professionals at the government Malaysian hospitals. Please answer the following 
questions as honestly as possible. All responses will be kept confidential and used for 
academic purposes only. 
 
Section A: Background Information 
(Tick your answer) 

1. Gender  

Male   

Female  

 
2. Years of working with the hospital/healthcare industry 

0 to 5 years  

5 to 10 years  

More than 10 years  

 
3. Medical discipline.  

You can tick more than one answer.  

Specialist  

Medical Officer  

Postgraduate Student   

Nurse  

Others  

If others, please specify. 

 
Section B: Preferences of Delivering Bad News to Patients or Families 

1. How do you deliver bad news?  

No Item Face-to-face 

Yes No Sometim
es 

Prepare for the breaking bad news session 

1 ● Study the patient’s medical conditions before 
breaking bad news 

   

2 ● Prepare a private/comfortable place to break bad 
news 

   

Explore the recipients’ state of knowledge 

3 ● Assess the recipients’ knowledge and perception 
of the patient’s medical condition 

   

4 ● Find out what and how much the recipients want 
to know 

   

Communicate the bad news 

5 ● Provide hints before disclosing the bad news    

6 ● Using appropriate language/’layman’ language to 
break bad news 
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Attend to the recipients’ reactions to the news 

7 ● Allow recipients to express their feelings and 
emotions after receiving the news  

   

8 ● Show support and understanding to the 
recipients (e.g.: empathetic remarks) 

   

Summarise the session 

9 ● Summarise the session    

10 ● Explain future plans regarding the patient’s 
conditions 

   

 
***Thank you for your full cooperation*** 

 
 
 
 
 


