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Abstract

Introduction Breaking bad news (BBN) is inevitable in medicine and is one of the most important and difficult
professional tasks of physicians. The main aims of this study are to evaluate residents’ practice of BBN and identify
perceived barriers to its implementation.

Methods In this cross-sectional study in 2021, 240 residents from medical, surgical, and emergency medicine
departments completed the demographic questionnaire, the Persian SPIKES questionnaire (P-SPIKES), and the
researchers-made questionnaire of Barriers to Breaking Bad News (BBBN). In addition, they were asked about their
previous experience, previous training, and their perceived level of competence in BBN.

Results 46.5% and 36.84% of residents rated their perceived competence in BBN and managing the patient’s
emotions during BBN as good or very good, respectively. The most difficult aspects of BBN for residents were
expressing upsetting information (78.1%) and not disappointing the patient while being honest (58.3%). The

mean and standard deviation of the score of the P- SPIKES was 55.92 +6.84. The most common SPIKES item was

not giving bad news by phone (98.9%). The SPIKES total score was only related to age (positive relationship). The

most commonly reported barriers to BBN were concerns about controlling the patient’s emotions (61%) and the
aggressiveness of the patient or companions (52.6%). A significant proportion of participants identified lack of training
(28%) and insufficient skills (21.9%) as significant barriers to BBN.

Conclusions The skill of residents in BBN is insufficient in some aspects and points to the need for BBN training
courses during residency. BBN is difficult for residents in some aspects and residents may perceive barriers. To
overcome the existing barriers and increase residents’ confidence in BBN, strategies such as incorporating BBN
training into residency educational curricula and communication skills are recommended.
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Introduction

Bad news is defined as any information that has a nega-
tive and significant effect on an individual’s outlook on
her or his future [1]. Bad news can include information
related to a chronic disease, a life-altering illness, or an
injury leading to significant change [2]. Patients dis-
like the way doctors indicate and label negative news as
“unfortunate or bad” [3]. They prefer to view the news as
something to process and deal with under the direction
of their doctor [3]. Therefore, using “serious news” is rec-
ommended instead of bad news (4). Many patients seek
out trustworthy information before making important
decisions. However, those who find it too serious may
exhibit behaviors like denial, shunning, or downplaying
the significance of the knowledge, while still receiving
treatment (5). It is unproven that getting serious medical
information will invariably result in psychological harm
(5). Therefore, even if doctors suspect it could harm the
patient, they are not permitted to conceal medical infor-
mation (6). Most patients prefer to know their diagno-
sis, but the amount of information they seek out varies
depending on culture, level of education, age, and gender
(2, 7-9). Younger patients, females, and those with high
education levels prefer more comprehensive and detailed
information (2). Cultural norms and ethnicity also have
an impact on the amount of desired information. Accord-
ing to one study, Korean Americans and Mexican Ameri-
cans prefer a family-centered medical decision model,
whereas African Americans and European Americans
prefer a model with greater individual patient autonomy
(2). Given these notifications, physicians must notice and
inquire about patients’ preferences before giving serious
news [2].

There have been some recommendations for the giv-
ing bad news over the years that are primarily based
on expert opinion rather than empirical evidence [10].
These universal models have been proposed and uti-
lized effectively to guide and enhance the delivery of bad
news among physicians. One of the most popular guide-
lines for breaking bad news (BBN), especially for cancer
patients, is the SPIKES protocol [1].

The SPIKES protocol is an acronym that refers to six
steps recommended for BBN: (S) setting up the inter-
view; (P) assessing the patient’s perception; (I) obtain-
ing the patient’s invitation; (K) giving knowledge to
the patient; (E) addressing the patient’s emotions with
empathic responses; and (S) strategy and summary (1).
The first step “S’, or setting up, refers to the preparation
of the environment, preferably in a private, reserved,
and welcoming place. The second phase, “P;* or percep-
tion, relates to determining whether the individual who
received the news is aware of their own condition or
disease by asking open-ended questions to assess the
patient’s knowledge, expectations, and readiness to take

Page 2 of 9

the information. The third phase “T’ invitation, entails
determining to whom and to what extent the patient
wishes to disclose the news. The fourth stage “K” is
knowledge, in which information is presented with a
caring and honest demeanor, according to the patient’s
needs and desires. Step “E’, Emotions, entails observ-
ing and listening to the patient, identifying the patient’s
concerns, emotions, and reactions, and managing the
patient’s emotions by employing identifying, acknowl-
edging, and validating statements. The last step “S’, sum-
mary and strategy, is an important step for summarizing
everything that has been delivered and checking whether
the patient has understood it. It also provides an oppor-
tunity to develop a strategy in cooperation with the
patient and identify the patient’s support resources [1, 5].

Aside from these steps, mental preparation is essential
for those who are tasked with delivering serious news.
They must review the patient’s condition, previous treat-
ments, results, and scripts, anticipate the patient’s ques-
tions about the prognosis and treatment failure, and
prepare to manage the patient’s emotions (11). It is also
beneficial to note any previous discussions with other
healthcare workers to gain an understanding of the
patient’s prior knowledge and expectations [11]. As a
result, the SPIKES was modified in 2005 to the PSPIKES.
Users of this model reported more confidence in their
ability to discuss unfavorable medical information with
their patients [11].

Physicians must be able to deliver bad news [12]. BBN
is one of the most important duties of physicians and
medical staff, despite its importance, barriers to BBN
have been identified. According to research, time con-
straints, language differences, personal fears, the illiter-
acy of the patients, crowded wards with no privacy, and
a lack of training are all significant barriers to BBN [13].

Most undergraduate and graduate medical programs
do not typically provide specialized training in BBN [14].
There is relatively little information on how residents
deliver bad news in recent years. Previous studies had
limitations such as small sample sizes, different study
samples, and being limited to only a few specialties. Some
of these limitations are addressed in this study.

The aims of the current study were to survey the skill of
residents in medical, surgical, and emergency medicine
departments regarding BBN based on the SPIKES proto-
col and to identify perceived obstacles to implementing
it. We also looked at doctors’ demographic character-
istics, their training in communication skills, and their
experience with serious news, all of which can influence
how physicians deliver bad news. Furthermore, we asked
general questions about BBN, such as how often they
deliver bad news and the extent of their need to receive
additional academic training. The findings of the study
can provide information about the current practice of



Mansoursamaei et al. BMC Medical Education (2023) 23:740

residents in delivering bad news and increase their profi-
ciency by assisting policymakers in developing the neces-
sary strategies to overcome perceived obstacles.

Methods

This cross-sectional study was conducted in 2021 at two
general medical hospitals affiliated with Iran University
of Medical Science. Participants included residents from
medical, surgical, and emergency medicine departments
who agreed to fill out the questionnaires and participa-
tion was voluntary and anonymous. All residents who
agreed to complete the questionnaires were included in
this study, but the residents who did not have a strong
clinical performance in their career (radiologists and
pathologists) and those whose responses to question-
naires were incomplete were excluded. At first, demo-
graphic data and some questions related to residents’
opinions about delivering bad news, their previous expe-
riences of receiving or delivering bad news, and their
prior training in BBN were assessed. Then, the partici-
pants were asked to complete the SPIKES and the barri-
ers to BBN questionnaire.

Material

The Persian questionnaire of SPIKES (P-SPIKES)

P-SPIKES showed good reliability and validity [15]. This
questionnaire includes 16 questions and two psychologi-
cal and environmental domains. The items are scored on
a 5-point Likert scale (always, often, sometimes, rarely,
and never) with minimum and maximum total scores
of 16 and 80, respectively; higher scores show the profi-
ciency of the physician. Each of the domains has 8 items
with a minimum score of 8 and a maximum score of
40. In the majority of questions, always and often were
considered the favored option; in a few questions, rarely
and never were preferred [15, 16]. Also, some ques-
tions regarding the preparation step were added to the
questionnaire.

Barriers to Breaking Bad News Questionnaire (BBBN)

We used the BBBN to identify the barriers to delivering
bad news. To provide the BBBN, an initial set of items
was prepared by reviewing the literature and consulting a
multidisciplinary panel of experts affiliated with ***(com-
prising one cardiologist, one neurologist, one psychia-
trist, one emergency medicine specialist, one oncologist,
one internal medicine specialist, and four surgeons in
different specialties). In the quantitative assessment of
the content, the experts rated the items of the question-
naire on a 5-point ordinal scale to determine the poten-
tial significance of the various barriers using the formula
“Impact Score=Frequency (%) xImportance’, which fre-
quency (%) represents how often they perceived the item
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as a barrier to BBN and importance shows a subjective
measure of how the significance of the item is on a scale
of 1 to 5 (importance=>5). Based on the minimum accept-
able score of 1.5, 14 items were selected and included in
the initial draft of the questionnaire [17].

To determine the face and content validity of the ques-
tionnaire, the same experts from various specialties were
asked to provide corrective opinions on the 14 items. In
the qualitative assessment, the experts were asked to offer
their opinions about each item in terms of proper words,
grammar, understandability of the items, and appropri-
ate time for completion of the questionnaires to modify
the items according to their feedback. The content valid-
ity index (CVI) was used to determine to the extent each
item was in terms of clarity, simplicity, and relevancy on a
4-point ordinal scale (from 1=the lowest to 4=the high-
est). A CVI>0.79 was considered acceptable [18]. The
content validity rate (CVR) used to determine whether
an item was necessary in the questionnaire on a 3-point
ordinal scale. According to the Lawshe method given a
panel size of ten experts, a CVR>0.62 was considered
acceptable [19].

Finally, 25 residents completed the questionnaire twice
with an interval of 10-14 days to determine the temporal
reliability of the BBBN using the test-retest method. The
CVI, CVR, and temporal reliability of the questionnaire
were calculated to be 0.94, 0.85, and 0.81, respectively.
The final questionnaire consisted of 11 items focusing
on 10 barriers and an open-ended item that inquired
about additional items. Based on the acceptable results,
this questionnaire was used to collect the information
required for this research.

Sample size
The ratio estimation formula was used and an initial sam-
ple size of 216 people was calculated. Considering 10% of
the non-response rate, 240 eligible residents participated
in the study by convenience sampling method as the final
sample size.

Ethics
The study protocol was approved by the Research Ethics
Committee of ***.

Data analysis

The data were analyzed using SPSS version 22. First,
descriptive statistics analyses including frequencies, per-
centages, means, and standard deviations, were used to
measure characteristics of the participants and their
experiences with bad news. The distribution of the nor-
mality of the P-Spikes total score was examined using
the Kolmogorov—Smirnov test. The means of P-Spikes
domains were compared using independent t-test. The
association between the mean of P-Spikes total score
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and categorical variables determined using independent
sample t-test and one-way ANOVA (respectively for
two groups and more than two groups of the variable).
Pearson’s correlation test was used for association of
P-Spikes total score and age. P-value<0.05 was consid-
ered significant.

Results

After excluding the uncompleted questionnaires of the
240 participants, the data of 228 first- to fourth-year
residents in medical, surgical, and emergency medicine
departments were included in this study. Table 1 shows
the participants’ demographic data and attitudes toward
delivering bad news.

31.6% of residents reported delivering bad news to their
patients more than five times in the previous month and
reported an average of 10.9316.8 min for each patient.
On a 5-point scale, 46.5% and 36.84% of residents rated
their perceived competence in BBN and managing the
patient’s emotions during BBN as good or very good,
respectively. The most difficult aspects of giving bad news
were expressing upsetting information (i.e., new serious
medical information, relapse of disease, death, or perma-
nent loss of an organ or organ function) (78.1%), and not
disappointing the patient while being honest (58.3%).

Figure 1 demonstrates the percentage of different skills
used by residents for delivering bad news.

The cumulative percentage of always and often
responses to each P-SPIKES item is shown.

According to the findings, among the SPIKES skills, not
giving the bad news over the phone (98.9%) and wearing
a medical gown while delivering the bad news (92.1%)
were most common, while informing the patient of the
approximate survival time if she/he is interested (23.7%),
making physical contact with the patient (34.6%), and sit-
ting next to the patient (35.1%) were the least frequent
when delivering the bad news. Regarding resident char-
acteristics, only gender showed an association with the
items of P-SPIKES; male residents were more likely to
arrange for privacy (p=0.007) and to inform the patient
of the approximate survival time (p=0.012), whereas
female residents were more likely to wear a medical
gown (p=0.001) and to break the bad news in person
(p=0.006). There was no significant difference between
the residents from different departments (P>0.05).

In response to the two questions from the preparation
stage, which were not included in the SPIKES question-
naire, but we inquire of residents, the majority of partici-
pants (73%) stated that they review the medical history
and mentally rehearse giving bad news. Also, 83% stated
that they prepare themselves to face and address the
patient’s emotions before BBN.

The P-SPIKES total score had a mean and stan-
dard deviation of 55.92+6.84 (Table 2). No statistically
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significant distinction was observed between the two
domains of delivering bad news (P=0.072).

Table 3 shows the association between the variables
and the SPIKES total score. The skill of residents to BBN
was only related to age (p=0.014). Older residents were
significantly more likely to arrange for privacy (p=0.041),
ensure adequate time (p=0.004), sit next to the patient
(p=0.027), assess the patient’s perception of her/his
medical condition before BBN (p=0.023), try to deter-
mine how much the patient wants to know (p=0.036),
and introduce the patient to a supportive team after BBN
(p=0.031).

Regarding the barriers to BBN that residents intro-
duced, the results of BBBN showed that concerns about
controlling the patient’s emotions (61%), the aggressive-
ness of the patient or the companions (52.6%), and the
reluctance of the patient’s companions to give bad news
to the patient (39.9%) were among the most prevalent
barriers to giving bad news among medical residents
(Table 4).

Discussion

The current research aimed to evaluate residents’ skills
in BBN and to identify perceived barriers to BBN. In the
present study, about one-third of respondents reported
frequently breaking bad news (more than five times in
the last month). The study found that residents don’t per-
form well in some steps of BBN, particularly empathy and
nonverbal delivery (allocating time, sitting down, making
physical contact), but they perform better in preparation
step and verbal aspects of delivering bad news, such as
correctly applying the steps of invitation and knowledge.
The vast majority of residents (87.3%) agreed that bad
news should be delivered to the patient and identified the
physician as the best person to deliver bad news (95.2%).
Despite this, more than half rated their perceived ability
to deliver bad news as not good, and approximately two-
thirds rated their ability to manage patients’ emotions
as moderate or low. The principles of informed consent,
patient autonomy, and case law have established clear
ethical and legal obligations to provide patients with as
much information about their illness and treatment as
they desire [20].

The lack of formal training in BBN as a basic clinical
task may be one of the factors contributing to low self-
confidence and feeling difficulty to do BBN (21). It is
worth noting that education will not facilitate communi-
cation in BBN unless it is combined with training. Train-
ing will allow clinicians to overcome the stress of BBN
and develop confidence(22-24). In the current study, a
significant proportion of residents reported having no
theoretical or clinical training in either BBN (35.5%) or
dealing with the patient’s emotions (57%). These find-
ings are consistent with previous studies in our country,
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Table 1 Sociodemographic characteristic of the residents and their experiences of bad news

Quantitative variables (Mean+SD)
Age (years) 30+33
Average time for delivering bad news (minutes) 10.93+6.8
Qualitative variables No. (%)
Gender

Male 130 (57%)
Female 98 (43%)
Marital status

Married 89 (%39)
Divorced 8 (%3.5)
Single 131 (57.5%)
Years of medical experience

<5 199 (87.3%)
5-10 20 (8.8%)
>10 9 (3.9%)
Training department

Emergency Medicine 28(12.3%)
Surgical 90 (39.5%)
Medical 110 (48.2%)
The necessity for giving bad news

Shouldn't be given 25(11%)
Isn't necessary 4 (1.8%)
Should be given 199 (87.3%)
Experience of receiving bad news

Yes 189 (82.9%)
No 39 (17.1%)
Experience of giving bad news during residency

Yes 218 (95.6%)
No 10 (4.4%)
Frequency of giving bad news in the past month

0to 5times 156 (68.4%)
5to 9 times, 50 (21.9%)
10to 14 times 13 (5.7%)
15 times or more 9 (3.9%)
Training to give bad news

Formal training 103 (45.2%)
Clinical training 18 (7.9%)
Both 26 (11.4%)
Neither 81 (35.5%)
Training in dealing with the patient’s emotions

Formal training 69 (30.3%)
clinical training 14 (6.1%)
Both 15 (6.6%)
Neither 130 (57%)
The most difficult part of giving bad news

Expressing upsetting information 178 (78.1%)
Not disappointing the patient while being honest 133 (58.3%)
Addressing the patient’s emotions 102 (44.7%)
Involving the patient’s family and relatives 35 (15.4%)
Participating the patient/family in decision-making 27 (11.8%)
Perceived ability to deliver bad news

Very good 12 (5.3%)
Good 94 (41.2%)

Average 98 (43.0%)
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Table 1 (continued)

Quantitative variables (Mean +SD)
Weak 23 (10.1%)
Very weak 1 (0.4%)
Perceived ability to face the patient’s emotions

Very good 13 (5.7%)
Good 71 (31.1%)
Average 111 (48.7%)
Weak 28 (12.3%)
Very weak 5(2.2%)

The most suitable candidate for giving bad news

Doctor 217 (95.2%)
Patient’s accompaniments 5(2.2%)
Nurses 2 (0.9%)
Department Secretary 2 (0.9%)

| don't know 2 (0.9%)

SD: standard deviation; No. (%): number (percentage)

400 92.1
88.2
o0 842 816 Chart 1 825
80 728
66.7

70 62.7 623

0 55.3 s
x 50 43.4

20 35.1 346

30 237

20

10 13

o =

gl 92 93 g4 g5 g6 q7 g8 99 ql0 qll ql2 q13 ql4 ql5 ql6

ql: Preparing a private and confidential environment

q2: Specifying a certain time for delivering bad news

g3: Sitting next to the patient

q4: Wearing a medical gown

q5: Introducing the patient to a supportive team after delivering bad news

q6: Telling the secretary to disconnect all calls while delivering bad news

q7: Turning cell phone or pager off

q8: Delivering the bad news to the patient over the phone

q9: Making physical contact with the patient while delivering bad news

q10: Giving relative and logical hope to the patient

q11: Informing the patient about the seriousness of the disease before discussing its details
q12: Delivering the bad news after evaluating the patient's information about the disease
q13: Giving the patient specific statistics on the survival chance

q14: Informing the patient the approximate survival time if the patient is interested

q15: Determining what the patient knows about the medical condition before delivering the news
q16: Encouraging the patient to express her/his inner feelings after receiving the bad news

Fig. 1 Skills of residents for giving bad news

Table 2 P-Spikes: Total score and the score of its domains

N Minimum Maximum Mean SD
Environmental 228  16.00 38.00 2647 4.04
Psychological 228 14.00 34.00 25.99 332

P-SPIKES total score 228  33.00 73.00 55.92 6.84
P-Spikes: The Persian questionnaire of SPIKES; SD: standard deviation

though it seems formal training for BBN has improved in
recent years [25—27]. The findings were also in line with
research from other countries. A cross-sectional survey
that targeted all healthcare providers of the intensive
care units of 40 countries revealed that only one-third
had received formal training [28]. This survey found that
younger healthcare workers and those with fewer years of
work experience had been trained less [28]. The current
study showed that the ability to BBN (as measured by the

Table 3 Association of residents’ characteristics and their
experience of bad news with their skills in BBN

Variable (Mean+SD) p-value
Gender* p>0.05
Male 563+7.1

Female 554+64

Marital status** p>0.05
Single 559472

Married 559+64

Divorced 546+3.7

Training department** p>0.05
Emergency Medicine 56.7+5.7

Medical 559+64

Surgical 556+76

Years of work experience** p>0.05
<5 55.8+6.9

5-10 56.8+5.9

>10 56.5+5.7

Experience with receiving bad news* p>0.05
No experience 56.5+75

Prior experience 557+6.9

Training in delivering bad news** p>0.05
No prior training 55.1+6.2

Theoretical training 56.5+73

Clinical training 556+58

Both 562+72

Training in dealing with the patient’s p>0.05
emotions**

No prior training 549+6.3

Theoretical training 571174

Clinical training 56.0+£3.8

Both 582+87

Age*** (R:0.17) p=0014

*Independent t test, **one way ANOVA test, and ***Pearson’s correlation
analysis was used for association of variables and P-Spikes total score. p<0.05
was considered significant. BBN: breaking bad news; Mean+SD:Mean +standard
deviation; R=Pearson’s correlation coefficient
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Table 4 Barriers to breaking bad news perceived by residents
(BBBN Responses)

Barriers N %

B1 Concern about controlling own emotion 23 10

B2 Concern about controlling patient’emotion 139 61

B3 Concern about the aggressiveness of patients or 120 526
companions

B4 Insufficient skill and experience in giving bad news 50 219

B5  Lackof prior training in giving bad news 64 28

B6  Insistence of the companions not to implementthe 91 399
bad news

B7  Concern about breaking the therapeutic relation- 43 189
ship or abandoning treatment

B8  Not having enough time 43 189

B9 Lackof suitable place 81 355

B10  Difficulty communicating verbally due to the 37 162

patient’s condition (such as patient illiteracy, hearing
loss, speech problem) or having a different language
oraccent

BBBN: Barriers to Breaking Bad News Questionnaire; No: number; (%):
percentage

SPIKES score) was only associated with age and has not
shown a significant relationship with years of professional
experience and training specialty (medical, surgical, and
emergency medicine). Differences in the SPIKES scores
may be related to factors such as the age, gender, and cul-
tural background of the residents [29]. Since awareness of
the need for training in BBN has increased in health care
over time, more residency programs have incorporated
BBN training into their curriculum. However, the ratio of
formally trained healthcare providers is not proportional
to the anticipated need, highlighting the global need to
develop BBN educational courses [28].

Another important finding of this study was that there
was no significant difference in performance between
residents with and without prior training, suggesting that
the current training programs are ineffective and should
be modified. Implementing a strategy in which residents
adhere to a predetermined protocol is also critical. Lec-
tures, small-group discussions, role-playing with peers
and standardized patients (SPs), and learning in the con-
text of patient care are all potential strategies for provid-
ing education in the delivery of bad news [21].

According to another finding of the study, the most dif-
ficult aspects of giving bad news were conveying upset-
ting information to the patient, not disappointing the
patient while being honest, and addressing the patient’s
emotions. These difficulties can be greatly facilitated by
using communication skills and several strategies, such
as exploring the patient’s knowledge, expectations, and
hopes (5). BBN is a complex communication task, of
which the verbal component is only one. So, it requires
other skills, such as responding to patients’ emotional
reactions, patient involvement in decision-making, cop-
ing with the stress arising from patient expectations, the
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participation of multiple family members, and the man-
ner of how to give hope in an unfavorable conditions [5].
BBN can be facilitated by understanding the process,
using a step-by-step approach, and applying well-estab-
lished communication and counseling principles [30].
BBN has been shown to be necessary and vital in
reducing the traumatic effects of bad news on patients’
illness perceptions, disease coping, and life expectancy,
and could encourage the patient to engage actively in dif-
ficult decisions.(31-33) However, the personal and insti-
tutional barriers make it difficult for residents to apply
guidelines. Barriers, such as the aggressiveness of the
patient or companions and the reluctance of the patient’s
companions to BBN to their patient, were defined as
more common in the current study than in other stud-
ies [34]. Bad news delivery can be influenced by culture-
bound attitudes, religious values, and medical traditions
[35]. In comparison to the United States [36], research
in Brazil [37], Sudan [38], Saudi Arabia [39], and Korea
[40] revealed a higher rate of bad news transmission to
the family rather than directly to the patients, and fami-
lies are heavily involved in the patient’s decisions. In this
study, the most common barrier to giving bad news was
concern about controlling the patient’s emotions. Fur-
thermore, a significant proportion of participants identi-
fied a lack of training or insufficient skills as barriers to
BBN. Empathy is one of the best methods to help patients
feel less alone and validate their thoughts and feelings
[5]. Communication skills training and the development
of a therapeutic relationship positively impact patients
and their relatives [30]. Although patients value knowl-
edge and professional guidance, focusing solely on facts
and ignoring the patient’s emotional requirements results
in less positive responses than prioritizing the patient’s
emotional needs [41]. Of importance, medical educa-
tion, particularly during internship and residency, has
the potential to suppress empathy and replace commu-
nication with techniques and procedures [42]. The prob-
lem is partly due to the tendency of medical students to
prioritize technical proficiency over the significance of
communication skills [26]. As a result, communication
proficiency among medical students tends to decline as
they progress through their academic programs [42].
This decline contrasts with the current model of patient-
centered communication, as patients desire better com-
munication with their physicians [42]. Patients prefer to
receive serious news in person and with the physician’s
undivided attention, but they also want to have faith in
the physician’s competence [2, 43]. A good physician-
patient relationship has the potential to help with emo-
tional adjustment and increase patient satisfaction and
compliance [42]. In recent years, universities and other
institutions have made significant efforts in the form of
courses, forums, and available printed materials to help
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physicians improve their abilities and knowledge in this
challenging area [44].

There are some limitations to this study. First, the data
were obtained through a self-reporting cross-sectional
study, which may not have accurately represented the
residents’ clinical performance. Second, the study was
limited to residents practicing in two general hospitals.
However, residents from different disciplines participated
in this study. Finally, this study did not assess whether the
specific guidelines affected patients’ satisfaction or out-
comes. Despite these limitations, this study had numer-
ous strengths; residents of different disciplines in three
general groups of medical, surgical, and emergency med-
icine participated in this study, so this study can provide
a better and broader description of the conditions of BBN
in different departments of the hospital. Also, the results
indicated that along with theoretical and practical train-
ing, it is better to review the current training programs
and monitor the implementation of protocols and guide-
lines more carefully. In addition, this study reported
barriers to BBN that were under-reported in previous
research that should be addressed. Additional research is
needed in the areas of objective assessments by patients
or doctors of how physicians deliver bad news, whether
published guidelines on delivering bad news accurately
reflect patients’ expressed needs and preferences, and
whether delivering bad news in accordance with cur-
rent guidelines affects patient satisfaction and clinical
outcomes.

Conclusions

Despite the importance of BBN in medicine, the obtained
results revealed that about one-third of residents treating
patients have never received any training on BBN and the
skill of residents in BBN is not enough in some aspects,
even among trained residents. Residents perceived the
difficulty of BBN in some aspects and their incompetence
in this field. They identified barriers to BBN that may be
alleviated using several strategies such as the incorpora-
tion of BBN training and communication skill training
courses in the educational curricula of residency. Also,
physical modification of hospital departments to provide
a suitable environment for BBN is important.
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