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ABSTRACT
Background: Communication is the cornerstone of good
multidisciplinary medical care, and the impact of conversations
about diagnosis, treatment, and prognosis is indisputable.
Healthcare providers must be able to have difficult conversa-
tions that accurately describe diagnostic procedures, treatment
goals, and the benefits and/or risks involved.
Methods: This paper reviews the literature about the
importance of communication in delivering bad news, the
status of communication training, communication strategies,
and psychosocial interventions.
Results: Although many published guidelines address difficult
communication, communication training is lacking. Conse-
quently, many clinicians may have difficulties with, or in the
worst-case scenario, avoid delivering bad news and discussing
end-of-life treatment. Clinicians also struggle with how to have
the last conversation with a patient and how to support patient
autonomy when they disagree with a patient’s choices.
Conclusion: There is a clinical imperative to educate
physicians and other healthcare workers on how to effectively
deliver information about a patient’s health status, diagnostic
avenues to be explored, and decisions to be made at critical
health junctions. Knowing how to implement the most
rudimentary techniques of motivational interviewing, solution-
focused brief therapy, and cognitive behavioral therapy can
help physicians facilitate conversations of the most difficult
type to generate positive change in patients and families and to
help them make decisions that minimize end-of-life distress.

INTRODUCTION
Coping with a life-limiting disease is never simple

or easy. Helping patients and families make decisions
about what constitutes good quality of life and when
to discontinue aggressive treatment is one of a
physician’s most difficult tasks.1 To be effective,
clinicians must use a multitude of communication
strategies and techniques to deliver information about
the disease process, treatments, and prognosis, but
practitioners currently receive little to no formal
training in communication. Complicating the situation,
many patients have difficulty accepting the gravity and
importance of a life-limiting diagnosis. This resistance
can result in a lack of focus and, more critically, the
inability to achieve appropriate goals. With such
patients, using traditional communication strategies
and methods is often insufficient.

This paper reviews literature about the importance
of communication in delivering bad news, the status
of communication training, communication strategies,
and psychosocial interventions that can be effectively
used with patients at the end of life and with their
families.

COMMUNICATION: THE CORNERSTONE OF
CARE

Communication is the cornerstone of good mul-
tidisciplinary medical care. The impact of conversa-
tions about diagnosis, treatment, and prognosis is
indisputable. The manner in which this information is
delivered creates the framework for patients and
families to approach what will eventually become
their final journey.2-5 Miscommunications among staff,
family, and patients are common during the course of
an illness and adversely affect patient care and quality
of life. Without clear, goal-directed communication,
care loses its purpose. When the purpose of care
(aggressive treatment or quality of life preservation)
becomes muddied or even lost in an unfortunate
battle of wills, distress is certain to occur in patients,
families, and caregivers.

Whether a clinician is a general practitioner,
oncologist, or palliative consultant, many communi-
cation challenges arise, including demands from
patients’ relatives, intense emotions, troublesome
doctor-patient relationships, insufficient clarification
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of patients’ problems, promises that cannot be kept,
feelings of helplessness, too close involvement, and
insufficient anticipation of various scenarios.6 Several
other factors also have an impact on communication:
the lack of large comfortable consultation rooms to
foster group discussions, busy clinic schedules that
seldom leave time for in-depth conversations, and the
hard-to-negotiate balance between personal attention
and billable hours.7

A wealth of information exists on how to deliver
bad news to patients and families, how to discuss
end-of-life treatment and care, and how to talk to
patients who are dying.8-46 Saying goodbye from a
patient’s perspective is also well described. As an
example, The Last Lecture by Randy Pausch47,48

artfully lays out life lessons intended for his young
children to revisit as growing adults. Chochinov’s
dignity therapy 49-52 is a novel therapeutic approach
to assist patients and their families in dealing with
end-of-life issues. However, no article or chapter of
text instructs physicians and other healthcare workers
on how to approach the last encounter with a patient
who is actively dying.

A life-limiting illness is not a single event. The
critical phases of an illness can be thought of as a
linear process: diagnosis of an ultimately fatal
disease, initiation of aggressive life-prolonging treat-
ment, recurrence of the disease, and the end-of-life
stage. However, coming to grips with a life-limiting
diagnosis is rarely a linear process for patients. Within
each of these phases exists the significant possibility
of distress for patients and their families. However,
just as the possibility of distress exists, so too does
the opportunity to change a patient’s perception of
the illness through the appropriate use of communi-
cation strategies and techniques.

TRAINING STATUS AND NEEDS
Implicit in the training of physicians and other

healthcare workers is a need to effectively and
accurately communicate the reality of diagnostic
procedures, treatment goals, and what benefits
and/or risks are involved. However, communication
during the course of an illness is often impeded
because clinicians have not been taught the neces-
sary skills. Practitioners currently receive little to no
formal training on how the information they provide to
patients must change at different times in the
treatment trajectory. Very little has been written about
the impact miscommunication has on the decision-
making process or the patient-healthcare provider
relationship.

An emergent body of data suggests that the death
of a patient can have powerful effects on physicians in
training.53-58 However, residents and palliative care
fellows receive very little instruction in the practice of

empirically validated methods of therapy and com-
munication.59-61 There is a paucity of data on how to
direct difficult conversations to specific goals and to
deal with patients who are unwilling to acknowledge
their ultimate prognosis.

The Accreditation Council for Graduate Medical
Education (ACGME) defines training requirements for
all medical areas, and interpersonal and communica-
tion skills is one of the six ACGME competencies.
Hematologists-oncologists are expected to gain ex-
perience in palliative care, including symptom man-
agement and appropriateness of hospice referral, yet
the specific details of such experience are not well
defined.

Programs at 2 medical education providers in
Louisiana demonstrate the minimal formal training
practitioners receive on saying goodbye to a patient
for the last time. Louisiana State University Health
Sciences Center in New Orleans offers a 3-month
nonacademic end-of-life elective to second-year
medical students. Students who apply for this elective
meet during their personal time to learn about end-of-
life care issues and effective ways to deliver bad
news. The curriculum discusses medical and emo-
tional management of the dying patient but does not
address the physician’s approach to the last encoun-
ter. A palliative care elective at Louisiana’s largest
nonprofit health system uses the 2005 Back et al62

article, ‘‘On saying goodbye: acknowledging the end
of the patient-physician relationship with patients who
are near death,’’ as its sole point of reference.

Falcone, Claxton, and Marshall note that skills-
based training is needed across all levels of medical
residency,63 and patient communication skills need to
be taught as part of residency training. Such graduate
medical education programs should be based on the
adult learning model.64-66

COMMUNICATION STRATEGIES AND
TECHNIQUES

Dealing with end-of-life issues can be stressful for
physicians and other healthcare providers and dev-
astating for the family and friends of a dying patient.
Several models of communication strategies, cross-
ing many disciplines in medicine and psychology,
suggest how to effectively deliver this information. The
communication program, Oncotalk, developed for
oncology physicians, provides a structure and tem-
plate to help improve communication with patients
and families.67 The SPIKES model18 (setting up the
interview, assessing patient perception, obtaining a
patient’s invitation, giving knowledge and information
to a patient, addressing a patient’s emotions with
empathetic responses, and providing a strategy and
summary) can be implemented by any healthcare
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professional. This 6-step protocol provides the frame-
work for the health professional to deliver bad news
about the diagnosis or prognosis in a manner that a
patient and/or family can find as palatable as
possible.

Other models to assist the clinician in delivering
information about diagnosis, treatment, and progno-
sis share the basic components of the SPIKES model:
(1) be prepared by knowing the disease, its natural
course, and treatments that have been given; (2) find
out what the patient and family know; (3) secure an
invitation to discuss these matters and fire a warning
shot to prepare the patient for the discussion that is to
follow; (4) provide the important facts the patient and
family need to know with an appropriate manner and
language; (5) deal with the emotions that this
information occasions; and (6) have a plan.

PSYCHOSOCIAL INTERVENTIONS
Comprehensive care of a patient with a life-limiting

condition necessitates the integration of psychologi-
cal and social (psychosocial) aspects of care into the
overall assessment and management plan.

A growing body of scientific evidence demonstrates
that the psychosocial problems created or exacerbated
by cancer (eg, depression and other emotional
problems or a lack of information/skills needed to
manage illness) can be effectively addressed by a
number of services and interventions.68-72 Data are
unequivocal in showing that psychosocial interventions
can improve cancer patients’ quality of life.72-83 The
intensity of intervention mimics the paradigm presented
in the World Health Organization’s pain ladder.35,84-86

The most basic level of intervention is the provision of
psychoeducation about the disease, treatment, and
prognosis. The next level includes interventions pro-
vided by specialists such as psychologists, social
workers, psychiatrists, and psychosocial oncologists.
The highest level of intervention is the provision of
services by psychosocial oncologists in combination
with pharmacologic intervention.

Drawing from other disciplines and using tech-
niques and strategies that create change in patients
and their families, physicians can navigate this difficult
process. Motivational interviewing (MI), solution-
focused brief therapy (SFBT), and cognitive behav-
ioral therapy (CBT) are empirically validated methods
of therapy that can be taught to residents during their
training. Incorporating MI aspects of existential
therapy, metaphors, and storytelling in the processes
of delivering bad news and medical decisionmaking
can diminish distress for all parties. Some basic
tenets of therapeutic communication can help to
facilitate patient narratives. Examples include avoiding
close-ended questions and asking for ‘‘the story’’ in a
patient’s own words.

MI and CBT are validated methods of therapy that
can help patients with diseases such as diabetes and
asthma overcome their resistance to acknowledging
difficult truths about their diagnoses and inimical
health behaviors.87-94 A Cochrane review indicates
that MI may be beneficial in changing behaviors.95 A
common aspect of MI and CBT is the fundamental
acceptance and utilization of distress, including
resistance and denial, that promote the acceptance
of the offered therapeutic intervention.75 Rather than
confronting the resistance generally inherent in an
individual’s will to live, these therapies use it to
alleviate the patient’s discomfort. The patient’s dis-
tress can be used to improve his or her status or at
least to change perceptions, attitudes, and behav-
iors.96

The combination of SFBT and MI techniques is
uniquely suited to address the struggle clinicians may
have in supporting patient autonomy when they
disagree with a patient’s choices. Specifically, MI
techniques such as reflective statements and sum-
marizing can help reduce a patient’s resistance,
resolve patient ambivalence, and support patient
autonomy. Not all MI techniques are applicable,
however, in part because palliative care clinicians do
not guide patients to make particular choices but
instead help patients make choices consistent with
patient values. Some elements from MI and SFBT can
be used to improve the quality and efficacy of
palliative care conversations.97

Using the miracle question,98-100 an SFBT tech-
nique, can prompt a moment of clarity when a patient
realizes that the only way that the disease would
reverse direction would entail a miracle. The essence
of the miracle question removes the onus of the
clinical direction from the health practitioner and
allows a patient and family to set treatment goals.
The miracle question can be framed in many ways. It
is often as simple as asking a patient to speculate
about these questions: ‘‘If a miracle happened during
the night and XYZ (freedom from discomfort/open
communications/conflict resolution) were to be re-
solved, what would that look like? What would be
different?’’ The miracle question can provide clearly
defined objective treatment goals and a vehicle to
align treatment goals of all concerned.

CONCLUSION
Palliative care relies heavily on communication.

There is a clinical imperative to educate physicians
and other healthcare workers on how to effectively
deliver information about a patient’s health status,
diagnostic avenues to be explored, and decisions to
be made at critical health junctions. These difficult
conversations are crucial throughout the treatment
trajectory. Knowing how to implement the most

Difficult Conversations

714 The Ochsner Journal



rudimentary techniques of MI, SFBT, and CBT can
help physicians facilitate conversations of the most
difficult type to generate positive change in patients
and families and to help them make decisions that
minimize end-of-life distress.

REFERENCES
1. Lo B, Quill T, Tulsky J. Discussing palliative care with patients.

ACP-ASIM End-of-Life Care Consensus Panel. American College
of Physicians-American Society of Internal Medicine. Ann Intern

Med. 1999 May 4;130(9):744-749.
2. Singer PA, Martin DK, Kelner M. Quality end-of-life care:

patients’ perspectives. JAMA. 1999 Jan 13;281(2):163-168.
3. Roberts CS, Cox CE, Reintgen DS, Baile WF, Gibertini M.

Influence of physician communication on newly diagnosed
breast patients’ psychologic adjustment and decision-making.
Cancer. 1994 Jul 1;74(1 Suppl):336-341.

4. Lienard A, Merchaert I, Libert Y, et al. Factors that influence cancer
patients’ and relatives’ anxiety following a three-person medical
consultation: impact of a communication skills training program
for physicians. Psychooncology. 2008 May;17(5):488-496.

5. Srensen JB, Rossel P, Holm S. Patient-physician
communication concerning participation in cancer
chemotherapy trials. Br J Cancer. 2004 Jan 26;90(2):328-332.

6. Slort W, Blankenstein AH, Deliens L, van der Horst HE. Facilitators
and barriers for GP-patient communication in palliative care: a
qualitative study among GPs, patients, and end-of-life
consultants. Br J Gen Pract. 2011 Apr;61(585):167-172.

7. Lustbader DR, Nelson JE, Weissman DE, et al. Physician
reimbursement for critical care services integrating palliative
care for patients who are critically ill. Chest. 2012 Mar;141(3):
787-792.

8. On telling dying patients the truth. J Med Ethics. 1982 Sep;8(3):
115-116.

9. ACOG Committee on Ethics. End-of-life decision making:
understanding the goals of care. Womens Health Issues. 1996
Sep-Oct;6(5):287-294.

10. Oncologists need to tell terminal patients the truth. Oncology

(Williston Park). 1998 Sep 1;12(9):1279.
11. Communicating with patients and their families about the end of

life. Mich Nurse. 1999 Oct;72(9):6-11; quiz 12-3.
12. Aldridge M, Barton E. Establishing terminal status in end-of-life

discussions. Qual Health Res. 2007 Sep;17(7):908-918.
13. Ambuel B, Mazzone MF. Breaking bad news and discussing

death. Prim Care. 2001 Jun;28(2):249-267.
14. Andrews L. Telling patients the truth. Nurs N Z. 1996 Aug;2(7):

22-24.
15. Arnold RL, Egan K. Breaking the ‘‘bad’’ news to patients and

families: preparing to have the conversation about end-of-life
and hospice care. Am J Geriatr Cardiol. 2004 Nov-Dec;13(6):
307-312.

16. Baer AN, Freer JP, Milling DA, Potter WR, Ruchlin H,
Zinnerstrom KH. Breaking bad news: use of cancer survivors in
role-playing exercises. J Palliat Med. 2008 Jul;11(6):885-892.

17. Baile WF, Kudelka AP, Beale EA, et al. Communication skills
training in oncology. Description and preliminary outcomes of
workshops on breaking bad news and managing patient
reactions to illness. Cancer. 1999 Sep 1;86(5):887-897.

18. Baile WF, Buckman R, Lenzi R, Glober G, Beale EA, Kudelka AP.
SPIKES-A six-step protocol for delivering bad news: application
to the patient with cancer. Oncologist. 2000 Aug;5(4):302-311.

19. Balaban RB. A physician’s guide to talking about end-of-life
care. J Gen Intern Med. 2000 Mar;15(3):195-200.

20. Belderrain Belderrain P, Garćıa Busto B, Castañón Quiñones EC.
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Supe S. Family physicians’ views on disclosure of a diagnosis
of cancer and care of terminally ill patients in Croatia. Psychiatr

Danub. 2006 Jun;18(1-2):19-29.
23. Callanan M. Breaking the silence. Am J Nurs. 1994 Jan;94(1):

22-23.
24. Carrion IV. Communicating terminal diagnoses to Hispanic

patients. Palliat Support Care. 2010 Jun;8(2):117-123.
25. Chesterfield P. Communicating with dying children. Nurs Stand.

1992 Feb 5-11;6(20):30-32.
26. Clayton MF. Communication: an important part of nursing care.

Am J Nurs. 2006 Nov;106(11):70-71.
27. Corli O, Apolone G, Pizzuto M, et al. Illness awareness in

terminal cancer patients: an Italian study. Palliat Med. 2009 Jun;
23(4):354-359.

28. Dahlin CM. Care and compassion in conveying bad news. Clin J

Oncol Nurs. 1999 Apr;3(2):73-74.
29. Fallowfield LJ, Jenkins VA, Beveridge HA. Truth may hurt but

deceit hurts more: communication in palliative care. Palliat Med.
2002 Jul;16(4):297-303.

30. Hancock K, Clayton JM, Parker SM, et al. Truth-telling in
discussing prognosis in advanced life-limiting illnesses: a
systematic review. Palliat Med. 2007 Sep;21(6):507-517.

31. Howard BE. ‘‘Tell me the truth.’’ Am J Hosp Palliat Care. 2002
May-Jun;19(3):211-212.

32. Hunt M. The truth about terminal cancer. Nursing (Lond). 1991
Aug 22-Sep 11;4(40):9-11.

33. Kai I, Ohi G, Yano E, et al. Communication between patients and
physicians about terminal care: a survey in Japan. Soc Sci Med.
1993 May;36(9):1151-1159.

34. Konishi E, Davis AJ. Japanese nurses’ perceptions about
disclosure of information at the patients’ end of life. Nurs Health

Sci. 1999 Sep;1(3):179-187.
35. Mack JW, Grier HE. The Day One Talk. J Clin Oncol. 2004 Feb;

22(3):563-566.
36. Neff P, Lyckholm L, Smith T. Truth or consequences: what to do

when the patient doesn’t want to know. J Clin Oncol. 2003 May
1;21(9 Suppl):17s-19s.

37. Oddie GJ, Perrett RW. Truth telling and fatal illness. N Z Med J.
1986 Oct 8;99(811):759-761.

38. Pearson A. Being honest. Nurs Stand. 2006 Sep 27-Oct 3;21(3):
22-23.

39. Ptacek JT, Eberhardt TL. Breaking bad news. A review of the
literature. JAMA. 1996 Aug 14;276(6):496-502.

40. Rosenbaum ME, Ferguson KJ, Lobas JG. Teaching medical
students and residents skills for delivering bad news: a review of
strategies. Acad Med. 2004 Feb;79(2):107-117.

41. Schapira L. Palliative information: doctor-patient
communication. Semin Oncol. 2005 Apr;32(2):139-144.

42. Schapira L. Hospice by another name... It’s still hard to talk
about dying. J Support Oncol. 2008 Sep-Oct;6(7):323.

43. Splett J. Ethics of delivering the message of impending death [in
German]. Zentralbl Chir. 1999;124(8):710-715.

Marcus, JD

Volume 14, Number 4, Winter 2014 715



44. VandeKieft GK. Breaking bad news. Am Fam Physician. 2001
Dec 15;64(12):1975-1978.

45. Whyte A. When the truth hurts. Nurs Times. 2002 Nov 26-Dec 2;
98(18):22-25.

46. Woolley H, Stein A, Forrest GC, Baum JD. Imparting the
diagnosis of life threatening illness in children. BMJ. 1989 Jun
17;298(6688):1623-1626.

47. Sawyer D. The Last Lecture: A Love Story for Your Life. Part 1/2
[online video]. Primetime. ABC News. April 11, 2008. http://
abcnews.go.com/Primetime/video?id¼4626595. Accessed
September 13, 2014. Sawyer D. The Last Lecture: A Love Story
for Your Life. Part 2/2 [online video]. Primetime. ABC News.
April 11, 2008. http://abcnews.go.com/Primetime/
video?id¼4626764. Accessed September 13, 2014.

48. Pausch R, Zaslow J. The Last Lecture. New York, NY: Hyperion;
2008.

49. Tait GR, Schryer C, McDougall A, Lindgard L. Exploring the
therapeutic power of narrative at the end of life: a qualitative
analysis of narratives emerging in dignity therapy. BMJ Support

Palliat Care. 2011 Dec;1(3):296-300.
50. Chochinov HM, Kristjanson LJ, Breitbart W, et al. Effect of

dignity therapy on distress and end-of-life experience in
terminally ill patients: a randomised controlled trial. Lancet

Oncol. 12 Aug;12(8):753-762.
51. Hall S, Chochinov H, Harding R, Murray S, Richardson A,

Higginson IJ. A Phase II randomised controlled trial assessing
the feasibility, acceptability and potential effectiveness of dignity
therapy for older people in care homes: study protocol. BMC

Geriatr. 2009 Mar 24;9:9.
52. Chochinov HM, Hack T, Hassard T, Kristjanson LJ, McClement

S, Harlos M. Dignity therapy: a novel psychotherapeutic
intervention for patients near the end of life. J Clin Oncol. 2005
Aug 20;23(24):5520-5525.

53. Jackson VA, Sullivan AM, Gadmer NM, et al. ‘‘It was
haunting...’’: physicians’ descriptions of emotionally powerful
patient deaths. Acad Med. 2005 Jul;80(7):648-656.

54. Khot S, Billings M, Owens D, Longstreth WT Jr. Coping with
death and dying on a neurology inpatient service: death rounds
as an educational initiative for residents. Arch Neurol. 2011 Nov;
68(11):1395-1397.

55. Kvale J, Berg L, Groff JY, Lange G. Factors associated with
residents’ attitudes toward dying patients. Fam Med. 1999
Nov-Dec;31(10):691-696.

56. Redinbaugh EM, Sullivan AM, Block SD, et al. Doctors’
emotional reactions to recent death of a patient: cross sectional
study of hospital doctors. BMJ. 2003 Jul 26;327(7408):185.

57. Rhodes-Kropf J, Carmody SS, Seltzer D, et al. ‘‘This is just too
awful; I just can’t believe I experienced that...’’: medical
students’ reactions to their ‘‘most memorable’’ patient death.
Acad Med. 2005 Jul;80(7):634-640.

58. Woolf K, Cave J, McManus IC, Dacre JE. ‘It gives you an
understanding you can’t get from any book.’ The relationship
between medical students’ and doctors’ personal illness
experiences and their performance: a qualitative and quantitative
study. BMC Med Educ. 2007 Dec 5;7:50.

59. Mularski RA, Bascom P, Osborne ML. Educational agendas for
interdisciplinary end-of-life curricula. Crit Care Med. 2001 Feb;
29(2 Suppl):N16-N23.
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