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Abstract: Background: Delivering bad news is a sensitive and challenging aspect of nursing health-
care, requiring a holistic approach that respects patients’ preferences, cultural values, and religious
beliefs to promote adaptation to the person’s state of health. Aim: We aim to map the evidence of
the dimensions present in the communication and management of bad news by nurses to a person
in a palliative situation, their caregivers, and their family members. Methods: Based on the Joanna
Briggs Institute methodology, the search was conducted through MEDLINE Complete (EBSCOhost),
CINAHL Complete (EBSCOhost), SciELO, and the Open Access Scientific Repository in Portugal.
From a total of 756 articles, 14 were included, published between 2018 and 2023. Results: Structure
components in bad news are influenced by the characteristics of the palliative patients, their care-
givers, their family members, the nurses, and the organizational environment. Promoting the quality
of the communication process is desirable through continuous and advanced training in end-of-life
care, training in bad news, religiously and culturally sensitive nursing interventions centered on
hope and maintaining faith, emotional management, and the utilization of a checklist protocol. Con-
clusions: Honest communication allows people to actively participate in the decision-making process
and in the trajectory of the care plan that is focused on themselves and their preferences, which has
outcomes in functional capacities and readaptation.

Keywords: communication; breaking bad news; palliative nursing care

1. Introduction

Chronic diseases are responsible for the highest morbidity burden worldwide, with
an increase from 61% of global deaths in 2000 to 74% in 2019, and from 47% of global
disability-adjusted life years (DALYs) in 2000 to 63% in 2019. The main chronic diseases are
cardiovascular, respiratory, and diabetes. The increase in the absolute number of deaths
and DALYs due to chronic disease contributes to a growing need for palliative care among
the population [1]. The global need for palliative care has been growing annually, a trend
that is expected to continue for decades to come, due to the aging of the population and
the increase in non-communicable diseases. Globally, it is estimated that approximately
56.8 million people have palliative needs; however, less than 15% have access to this type
of care [2]. In Europe, a similar trend exists, with the disparity in access also evident:
the amount of people living in poorer countries (whose minimum income is lower) and
the distance to large cities determine a lower probability of access to palliative care [2].
Despite the current difficulties, the number of palliative care teams has grown exponentially
in recent years. Currently, palliative care is explicitly recognized as a human right and
the need for it to be provided from a person-centered perspective and integrated into
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the national health system is clear [3]. In the international comparison of palliative care,
significant disparities in the quality and accessibility of end-of-life care across different
countries can be identified. Research shows that high-income countries, such as the United
Kingdom, Ireland, Australia, and South Korea, are recognized for providing some of the
best palliative care services, ranking highly on international assessments. These nations
possess well-funded healthcare systems that prioritize the physical and mental well-being
of patients in their final stages of life [1]. Portugal has also made significant progress in
recent years in the field of palliative care, although it still faces challenges. The country has
integrated palliative care into its national healthcare system and has established dedicated
palliative care units and services across various healthcare settings. Nevertheless, broader
coverage and accessibility are still required, especially in rural areas. Many low- and middle-
income countries struggle to provide adequate palliative care due to limited resources and
infrastructure [1].

Palliative care is an approach to medicine that aims to provide active, organized, and
global care, provided by specific multidisciplinary units and teams with specific training,
in hospital or at home, to people suffering from an incurable or serious illness, in an
advanced and progressive phase, as well as their families/caregivers [4]. This approach
to care allows for improving the quality of life of people in palliative situations and their
families/caregivers, faced with a life-threatening illness, whatever its stage, concomitantly
with active curative treatment or not, offering a support system that allows the person to
live as actively as possible until the moment of death [2].

Palliative care can be seamlessly integrated at any stage of a disease, serving a reha-
bilitative purpose by enabling and supporting patients in adapting to the successive losses
stemming from illnesses. In this way, the rehabilitation of the palliative patient is an essential
component of palliative care, aiming to improve the quality of life of the person, focusing not
only on controlling symptoms, relieving pain, and providing psychological, social and cultural
care, but also on supporting the readaptation or recovery from the disease’s sequelae, allowing
the maintenance of functional status, reducing the impact of disability on the quality of life of
the person, their family and caregivers, and preventing the emergence of new disabilities [5].
To this end, palliative care bases its philosophy of care on four fundamental pillars: adequate
and rigorous symptomatic control, support for family members/caregivers, teamwork, and
effective communication between all parties involved [6].

Communication is a process that allows people to exchange information about them-
selves and their surroundings, being an essential intervention in interactions between
nurses and patients and an essential component of the nursing profession [7]. Modern
palliative care emphasizes a holistic approach, addressing not only the disease, but also
the emotional, social, and psychological needs of patients and their families. This includes
providing comprehensive information, supporting caregivers, and ensuring that the com-
munication is tailored to the individual needs and preferences of patients [8]. Efficient
communication facilitates the interaction between nurses and patients, family/caregivers,
and contributes to their trust in the team and in the care itself, allowing greater symptom
control, strengthening coping strategies, facilitating treatment adherence, and guiding
treatment processes and decision-making while also increasing the satisfaction with the
care provided and the quality of life [9–11], which is why the nurse’s competence in
communication is fundamental to the care process.

Communication is a basic nursing skill [12], essential in person-centered nursing care
as recommended in the Theory of Person-Centered Care by McCormack and McCance [9],
especially in a scenario of particular fragility such as the progression of a serious and life-
limiting illness as in the palliative care plan [13]. In this context, nurses must master specific
communication techniques and strategies that enable them to effectively communicate
with palliative care patients as well as their families and caregivers. It is also important
for nurses to communicate well with the multidisciplinary team when dealing with such
complex situations [11].
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Breaking bad news is often referred to in the literature as one of the most difficult
and worrying actions in nursing clinical practice. It is one of the situations in which
the professional’s competence in using appropriate strategies to communicate acquires
particular relevance and impact on the readaptation process to the successive losses [14,15].

Breaking bad news is often associated with the transmission of information regarding
disease diagnoses, prognoses, or disease progression; however, bad news is more com-
prehensive [16,17]. When discussing bad news in the context of health, it can be defined
as any news that negatively affects an individual’s outlook on their future. This type of
news has the power to impact hope, emotional and mental well-being, and disrupt one’s
lifestyle. It is not limited to the communication of medical diagnoses, results of analyses,
complementary diagnostic exams, or treatments [16,18]. In everyday clinical practice, there
are many situations in which nurses are responsible for breaking bad news and more
often find themselves in the position of managing bad news, whether it is delivered by
themselves or another health professional [19]. Therefore, delivering bad news should
be seen as a process, not just as the moment of transmitting negative information to the
palliative patient. The process of communicating and managing bad news involves the
moments before and after the information is conveyed and is not limited to the moment it
is verbalized [20]. This highlights the significance of not only communicating bad news
but also managing it effectively.

In most cases this issue is obvious, such as a diagnosis of a life-threatening disease
(and a consequential probability of reduced longevity, functional decline, and/or quality of
life); however, in other cases, it may not be so obvious. A referral to a palliative care team,
a need for hospitalization, an impossibility of staying at home without assistance, a decline
in analytical parameters, a need for chemotherapy treatments or their suspension, among
many other pieces of information, are often bad news, transmitted by nurses in this area
during their daily practice [14,21].

Communicating and managing bad news is a complex skill that informs the person in
a palliative situation and empowers them to make decisions and plan their care trajectory,
which has evolved significantly in recent years as care has advanced. The focus is more
and more on the person, their needs, and their desires [9]. However, despite the existence
of several studies on the intervention of other health professionals in the breaking of
bad news, few are found focused on nursing [19,22], which is why it is important to
explore the available evidence on communication and bad news management in the field
of nursing care.

This scoping review aims to (i) map existing knowledge regarding the dimensions
present in the communication and management of bad news carried out by nurses, focus-
ing on the readaptation process for palliative patients, family members/caregivers; and
(ii) identify gaps in scientific knowledge where more research will be needed in the future.

2. Materials and Methods

This scoping review was conducted under the Joanna Briggs Institute methodol-
ogy [23,24], and the research strategy and analysis of articles were carried out based on
the guidelines for systematic reviews and goal extension -analysis: PRISMA-ScR [25].
This review consists of three steps: identifying the relevant literature, applying inclu-
sion/exclusion criteria, and reviewing the included evidence [26]. The scoping review
protocol was registered on the Open Science Framework (OSF) at URL (accessed on 18 July
2024): https://archive.org/details/osf-registrations-jaqd2-v to prevent the duplication of
scientific evidence.

2.1. Selection Criteria

Eligibility criteria were determined based on population, context, and concept (PCC)
elements, according to the Joanna Briggs Institute guiding principles [23,27]. The research
question was as follows: What are the key aspects involved in the communication and
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management of difficult news by nurses (C) to patients in palliative care and their family
members/caregivers (P) in the settings of inpatient, outpatient, and home care units (C)?

- Population: Persons in a palliative care situation and their family members/caregivers.
- Concept: The dimensions of communication and the management of bad news in

nursing.
- Context: Inpatient, outpatient, and home units.

People under the age of 19 were excluded from the analysis (in the CINHAL and
MEDLINE databases, people aged 19 or over are defined as “all adults”) as were pregnant
women. Opinion articles or editorials were also excluded, as well as all those without
correlation with the communication and management of bad news carried out by nurses,
to a person in a palliative care situation, their family members/caregivers, and the defined
objective(s).

This scoping review included the incorporation of qualitative, quantitative, mixed
methods studies, and other systematic reviews conducted within the last five years, with a
time limit from 1 January 2018 to 12 October 2023.

2.2. Search Strategy

To validate the novelty of the topic under study, a comprehensive search was con-
ducted across multiple databases, including PubMed, JBI Evidence Synthesis, and PROS-
PERO. No similar scoping reviews were found, either completed or with a registered
protocol, emphasizing the originality of the research topic.

The following electronic databases were used in the search: MEDLINE Complete
(EBSCOhost) and CINAHL Complete (EBSCOhost). The descriptors were validated in
the Medical Subject Headings (MeSH) accepting the term “Breaking bad news” in natural
language, due to its high frequency in multiple articles/documents found in a first floating
reading on the topic. Only documents written in English, Portuguese, and Spanish were
analyzed to ensure high-quality data selection and extraction. The research strategy is
detailed in Table 1.

Table 1. MEDLINE Complete (EBSCOhost) AND CINAHL Complete (EBSCOhost) search strategy
conducted on 10 December 2023.

Search Descriptors

#1 “Terminally ill” [MeSH Terms] OR “End-Of-Life” [MeSH Terms]

#2 “Truth Disclosure” [MeSH Terms] OR “Communication” [MeSH Terms] OR
Breaking Bad News [All fields]

#3 “Nurs*” [MeSH Terms]

# 4 [(“Terminally ill” OR “End-Of-Life”) AND (“Truth Disclosure” OR
“Communication” OR Breaking Bad News) AND (“Nurs *1”)]

1 The truncation (*) was used for the search of descriptors beginning with ’Nurs’ to expand the search to related
nursing terms.

SciELO and Open Access Scientific Repository databases in Portugal were also used,
and the search was guided by the same temporal delimitation and descriptors previously
validated in Health Sciences (DeSC).

2.3. Selection Process and Article Eligibility Criteria

The documents were selected based on their title and abstract aligning with the de-
fined objectives for the scoping review. Initially, the search results were exported to the
Mendeley® 19.4 reference manager (Mendeley Ltd., Elsevier, Amsterdam, The Netherlands),
thereby streamlining the identification and removal of duplicate articles. The full texts of
the selected documents/publications were meticulously evaluated against the predefined
inclusion criteria by either two (T.M. and A.R) or three (E.S.) independent reviewers. Data
extraction and organization were conducted encompassing details such as the author(s),
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year and country of study, research objectives, methodology, population/sample size, care
context, as well as the dimensions of the communication and management of difficult news
by nurses in palliative care settings with patients and their family members/caregivers.
The data extraction tool used in this process was developed by the reviewers. All disagree-
ments regarding report inclusion were resolved through discussion or with three or more
reviewers (E.S.; L.P. and C.F.).

3. Results
3.1. Characteristics of Included Studies, Contexts, and Populations

A total of 756 articles were considered after eliminating those that were repeated. Upon
closer observation of the abstracts, 672 were excluded and 84 were considered eligible. Of
the 84 publications identified, 14 were selected for reading and were assessed in detail.
These last articles and documents that were included will be discussed and systematized in
this article, as illustrated in Figure 1.
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Figure 1. PRISMA flowchart of the article selection process.

The included articles regarded studies that were carried out in 17 different countries:
Saudi Arabia (n = 1); the United States of America (n = 5); China (n = 1); Italy (n = 3);
Singapore (n = 1); Spain (n = 3); Sweden (n = 2); Australia (n = 3); Japan (n = 1); Iran (n = 4);
the United Kingdom (n = 7); New Zealand (n = 1); Jordan (n = 1); Canada (n = 2); South
Africa (n = 1); Israel (n = 1); and Brazil (n = 1). We had more than 10 countries included due
to the inclusion of a systematic review design.

Considering the different study designs included, it is possible to verify that there
are an equal number of qualitative (n = 5) and quantitative (n = 5) studies, followed by
mixed methods (n = 2) and systematic literature reviews (n = 2). Concerning the care
contexts observed, hospital inpatient units (n = 6), long-term inpatient units (n = 5), and,
less frequently, palliative care teams (n = 1) were included. The sample consists of health
professionals in general (n = 4), nurses (n = 8), and, less frequently, caregivers and family
members of people in palliative care situations (n = 2).

3.2. Data Presentation

To facilitate the comprehension of the primary information within the included studies,
Table 2 has been devised to consolidate data encompassing the authors/year of publication,
primary objectives, methodology, sample/population under investigation, care context,
and dimensions of the communication and management of bad news in nursing with
individuals in palliative situations and their respective caregivers/family members.
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Table 2. Systematization of articles and publications included in the scoping review.

Author(s)/
Publication Year/

Country
Objective/Aim Methods

Population under Study
Sample Composition

Context of Care

Dimensions of the Communication and
Management of Bad News Delivered by Nurses

Affecting Readaptation in Palliative Care

Alshammari et al. (2023)
[28]
Saudi Arabia

To examine nurses’ attitudes
towards end-of-life care and explore
barriers and facilitating factors that
influence the provision of quality
end-of-life care.

Mixed methods.
(Data collection instruments:
questionnaire and
semi-structured interviews)

1293 nurses in a hospital context of
Inpatient services: internal
medicine, surgery, cardiology,
oncology and palliative care in five
major hospitals.

Research indicates that nurses exhibit confidence
and readiness in administering end-of-life care, yet
they express a lack of preparedness in effectively
communicating about end-of-life matters and
managing associated emotions. Their deficient
communication skills present a notable barrier to
delivering high-quality end-of-life care.
Furthermore, there is a demonstrable absence of
experience and assurance in initiating nuanced
conversations that navigate the delicate balance
between fostering optimism and conveying
challenging realities.

Fuoto & Turner (2019) [29]
United Satates of America)

Implement the COMFORT
communication model to increase
nurses’ confidence and satisfaction
in end-of-life communication and
improve patient–family satisfaction
with the care provided after
implementing the
COMFORT model.

Mixed methods.
(Data collection instrument:
questionnaire)

19 nurses working in a long-term
palliative care inpatient unit.
50 family members of people living
in an inpatient unit who had died,
within a certain time limit.

Training nurses in communication using the
COMFORT model has been shown to increase their
confidence and satisfaction when interacting with
clients at the end of their lives. The potential of the
COMFORT model extends beyond end-of-life care
and could be utilized in other areas of nursing to
develop skills necessary for facilitating
care approaches.

Tang (2018) [30]
China

Describe the attitudes of family
caregivers towards death and
revealing the truth.

Quantitative study
(Data collection instrument:
questionnaire survey)

140 caregivers/family members of
elderly people with terminal cancer
admitted to long-term care units.

Ineffective communication of content related to the
end of life results from the lack of discussion with
family caregivers about this topic as well as their
difficulty in managing bad news related to the end
of life of their family members.
Family caregivers perceive the training of health
professionals in communicating and managing bad
news as being fundamental; they also understand
that training in this area influences how each
health professional approaches bad news
situations in their daily practice.
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Table 2. Cont.

Author(s)/
Publication Year/

Country
Objective/Aim Methods

Population under Study
Sample Composition

Context of Care

Dimensions of the Communication and
Management of Bad News Delivered by Nurses

Affecting Readaptation in Palliative Care

Gonella et al. (2020) [31]
Italy

Explore nurses’ perspectives on how
communication influences
end-of-life care planning in
long-term care.

Qualitative descriptive study
(Data collection instrument:
semi-structured interviews)

14 nurses working in different
long-term care institutions and
involved in caring for residents
during their last week of life.

Factors that influence the quality of
communication at the end of life: life
crises/transitions (physical deterioration; social
problems, multiple hospitalizations and warning
shots); person-centered environments; occasions of
addressing the possibility of death, the quality of
relationships, and the culture of care.

Gonella et al. (2022) [32]
Italy

Explore and understand experiences
about end-of-life communication
among professionals in long-term
care institutions.

Qualitative study
(Data collection instrument:
semi-structured interviews)

21 multidisciplinary team members
involved in end-of-life
communication in long-term care
institutions.

Factors that hinder communication at the end of
life: difficulty in managing feelings and emotions
(of oneself and of family members/caregivers);
high workload and inadequate
professional/institutionalized individual ratio.
Teamwork as a facilitator of the quality of
communication at the end of life: promotes
reflection on the quality of communication;
facilitates the management of feelings, emotions,
and complex situations; facilitates time
management for communication and allows
families/caregivers to prepare for death.

Toh et al. (2020) [33]
Singapore

Examine communication difficulties
experienced by nurses when
providing end-of-life care; establish
a correlation between
communication difficulties and the
participants and determine the
impact of sociodemographic factors
on the communication difficulties
experienced.

Quantitative study
(Data collection instrument:
cross-sectional questionnaire
survey)

124 nurses working in four oncology
inpatient units of a hospital.

Nurses experience greater difficulties in
communicating with the person in a palliative
situation/with family/with a caregiver than with
the multidisciplinary team; however, when
difficulties are experienced in communicating with
the multidisciplinary team, these are even more
evident in communicating with the person in a
palliative situation/the family/the caregiver.
Nurses who experience greater difficulty in
communication are younger, more inexperienced,
have less academic training, have no training in
end-of-life care, and have religious practices.
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Table 2. Cont.

Author(s)/
Publication Year/

Country
Objective/Aim Methods

Population under Study
Sample Composition

Context of Care

Dimensions of the Communication and
Management of Bad News Delivered by Nurses

Affecting Readaptation in Palliative Care

Ibañez-Masero et al. (2019)
[34]
Spain

Understand the experiences of
caregivers in relation to health
information and communication
through the course of illness and the
death of family members.

Phenomenological qualitative
study
(Data collection instruments:
unstructured interviews)

123 caregivers accompanying
people at their end of life for more
than 2 months and less than 2 years

Inadequate communication of bad news causes
distress for the person and their family/caregivers.
Training in communicating bad news is recognized
by caregivers as important and has positive
repercussions on the process of illness and death.
Conspiracy/Pact of silence: greater suffering,
isolation and complicated grief.
Society’s secrecy attitude towards death makes it
difficult to normalize it and prepare each person
for death.

Rylander et al. (2018) [35]
Sweden

Describe important nursing aspects
in the end-of-life communication
process in the context of oncological
palliative care.

Qualitative, descriptive and
exploratory study
(Data collection instrument:
semi-structured interviews)

10 nurses working in an oncology
inpatient service (acute and chronic
both in active and palliative
treatment) at a university hospital.

Nurses have a crucial role in all phases of the
process of revealing the truth/communicating and
managing bad news, having the ability to reduce
anxiety and the suffering resulting from it for the
person in a palliative situation, and their family
and/or caregivers.
Members of the multidisciplinary team must bring
clarity to care, being interconnected in a
unidirectional flow of care aimed at the person’s
well-being.
Barriers to communicating and managing bad
news: a lack of information about the person’s
prior knowledge; a single-minded focus on
medical issues despite a poor prognosis; the
revelation of the truth is controlled by the medical
team and a lack of cooperation; non-existent or
weak therapeutic relationships.
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Table 2. Cont.

Author(s)/
Publication Year/

Country
Objective/Aim Methods

Population under Study
Sample Composition

Context of Care

Dimensions of the Communication and
Management of Bad News Delivered by Nurses

Affecting Readaptation in Palliative Care

Kerr et al. (2019) [36]
Australia

List the communication problems
that nurses consider challenging
when caring for people with
life-limiting illnesses

Qualitative study
(Data collection instrument:
focus group)

39 nurses working in three hospital
inpatient units.

Communication problems identified: deficit in
skills for communicating bad news/complex
conversations; complexity in the interaction
between the professional and the families and
caregivers of the person in a palliative situation;
Organizational factors impede nurses’ ability to
have meaningful conversations with the person in
a palliative situation and their
caregivers/family members.

Kimura et al. (2020) [37]
Japan

Identify barriers to discussing the
end of life with people with
advanced cancer/family members
perceived by oncologists, oncology
nurses and social workers;
Clarify views on effective strategies
to facilitate end-of-life discussion.

Quantitative study
(Data collection instrument:
questionnaires)

4354 healthcare professionals in the
field of medical oncology working
in 402 hospitals
(494 oncologists, 993 nurses and
387 social workers)

Barriers related to the person/family/caregivers:
the acceptance of a bad prognosis; understanding
the limitations and complications of supportive
treatments; conflicting care goals; difficulty
accepting bad news as it affects previous
expectations.
Organizational barriers: lack of treatment
protocols; lack of informative documents; lack of
time for clinical discussion; lack of home support
and back-up facilities; lack of a private place for
communication.
Barriers related to healthcare professionals: lack of
training in carrying out difficult
conversations/communicating bad news; lack of
agreement between team members regarding the
objectives of care/treatment; diagnostic
uncertainty; poor communication between
team members.



Appl. Sci. 2024, 14, 6806 10 of 17

Table 2. Cont.

Author(s)/
Publication Year/

Country
Objective/Aim Methods

Population under Study
Sample Composition

Context of Care

Dimensions of the Communication and
Management of Bad News Delivered by Nurses

Affecting Readaptation in Palliative Care

Sánchez et al. (2023) [15]
Spain

Identify the aspects associated with
communicating bad news in the
context of palliative care.

Descriptive cross-sectional
quantitative study
(Data collection instrument:
online questionnaire)

206 health professionals (102 nurses,
88 doctors, and 16 psychologists)
working in palliative care teams.

Referrals to palliative care teams are often initiated
without adequately informing individuals in
palliative situations about their diagnoses or
prognoses. Barriers to health professionals
effectively communicating bad news include a lack
of specific training in this area, inadequate training
in the use and management of a bad news
reporting protocol, challenges in maintaining a
delicate balance between honesty and promoting
hope, and the implications for individuals in
palliative situations, as well as their caregivers and
young family members.

Wahyuni et al. (2023) [19]
Iran (n = 3)
USA (n = 3)
United Kingdom (n = 4)
New Zealand (n = 1)
Jordan (n = 1)

Understanding the role, methods,
obstacles, and challenges nurses
face when communicating bad news
in healthcare settings.

Systematic literature review 12 articles were included, out of a
total of 1075 articles.

Nursing intervention in the process of delivering
bad news includes essential steps such as
preparing the individual to receive distressing
information, effectively communicating the news,
managing the subsequent reactions, fostering
interpersonal relationships, engaging in
therapeutic communication, and providing
emotional support.
The barriers and challenges faced by nurses in this
context are primarily attributed to a lack of skills
and preparedness in handling the emotional
reactions of others, as well as difficulties in
managing their own emotional responses and
those of others.
The acquisition of skills through education and
training is imperative for overcoming these
existing barriers and elevating the overall quality
of care provided in such situations.
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Table 2. Cont.

Author(s)/
Publication Year/

Country
Objective/Aim Methods

Population under Study
Sample Composition

Context of Care

Dimensions of the Communication and
Management of Bad News Delivered by Nurses

Affecting Readaptation in Palliative Care

Francis & Robertson
(2023) [38]
USA (n = 1)
United Kingdom (n = 3)
Sweden (n = 1)
Canada (n = 2)
South Africa (n = 1)
Israel (n = 1)
Australia (n = 2)
Brazil (n = 1)
Spain (n = 1)
Italy (n = 1

Provide an overview of healthcare
professionals’ experiences in
communicating bad news.

Systematic literature review 14 articles were included, out of a
total of 1723.

Experiences in communicating and managing bad
news often involve discomfort, challenging
emotional regulation, and physiological responses
to the delivery of negative information. Healthcare
professionals may also experience emotional
distress due to their empathic connection with the
situations of the sick individuals and their
caregivers/family members. Furthermore,
inadequate communication, fear of committing
errors, and a prevailing culture of invulnerability
that undervalues professional self-care can
exacerbate these challenges.
Revealing the truth can precipitate a challenging
dialogue, potentially evoking feelings of
professional isolation. Failing to acknowledge this
difficulty, often associated with a culture of
invulnerability that discourages the open
expression of emotions, can elevate the risk of
burnout and exhaustion among healthcare
professionals.

Yazdanparast et al. (2021)
[39]
Iran

Evaluate the effect of
communication training on the level
of skills and the participation of
nurses in communicating bad news.

Semi-experimental
quantitative study
(Data collection instrument:
questionnaires)

60 nurses working in university
hospitals in a city.

Barriers to communication/participation in
communicating bad news: lack of skills and
knowledge.
To enhance nurses’ involvement in breaking bad
news, it is essential for them to acquire
communication skills through training.
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4. Discussion

The communication and management of bad news when dealing with a person in a
palliative care situation and their caregivers or family members exhibits dimensions that
are discernible before, during, and after the disclosure of the bad news [19,35,39]. It is not
possible to categorize the dimensions or separate them clearly by moments since they often
occur simultaneously and continuously in the therapeutic relationship, assume different
relevance throughout the process, and contribute, in all circumstances, to the provision of
nursing care centered on the person in palliative situations and their caregivers/family
members [19,38,39]. To facilitate the discussion of the obtained data and the translation
of synthesized knowledge into clinical practice, it was chosen to analyze the information
in three themes: (i) factors influencing the communication and management of bad news;
(ii) key aspects to increase the success of nursing intervention; and (iii) nursing-sensitive
outcomes related to effective communication and management of bad news.

4.1. Intervenient Factors in Communication and Management of Bad News

The identified dimensions related to the structure of communicating bad news in
nursing were the characteristics of the person in a palliative care situation and their
caregivers/family members, the characteristics of the nurse, and the institutional and
organizational culture.

The absence of prior information regarding diagnosis or prognosis significantly influ-
ences the reception of bad news and diminishes the individual’s inclination to engage in
meaningful discussions, respecting their preferences and end-of-life wishes [15,31]. Dif-
ficulties in acknowledging a poor prognosis and in comprehending the limitations and
complexities of supportive treatments, conflicting care objectives between family members
or the multidisciplinary team, and the reluctance to accept bad news due to the desire to
maintain hope for a cure pose barriers to the effective communication of bad news that are
directly linked to the patient, family, and caregivers [28,37].

Regarding the characteristics of nurses, it was found that those who are more ex-
perienced, with a greater number of years of professional experience in a given context,
generally experience fewer difficulties in communicating and managing bad news with
the person in a palliative care situation/family members/caregivers [15,33]. However, not
only does the number of years of clinical practice contribute to the acquisition of skills, as
training in the area of end-of-life communication significantly increases the confidence of
health professionals in their ability to have difficult conversations, it also increases their
ability to communicate with families in crises, manage emotional needs arising from bad
news, manage family and professional conflicts, and manage the communication of bad
news at the end of life in general [15,19,29,33].

Organizational and institutional factors also often impede nurses’ abilities to have
meaningful conversations with the person in palliative care situations and their care-
givers/family members. The high workload and inadequate professional/patient ratio
often cause a lack of time for nurses to get to know the participants in-depth, building
therapeutic relationships so that they can discuss clinical situations as a team, as well
as conveniently and adequately inform people [32,36,37]. The lack of materials such as
brochures or other informative documents and treatment protocols, the lack of home sup-
port structures, the insufficient amount of hospitalization spaces when there is a need for
symptomatic control or caregiver overload, and the lack of a private place for commu-
nication also negatively affect the quality of communication and the deliverance of bad
news [37].

Teamwork is mentioned as a factor that facilitates the quality of communicating
bad news, promoting reflection on positive and negative interactions and occurrences;
facilitating the management of feelings, emotions, and complex situations; facilitating
the management of time spent on communication; and allowing caregivers and family
members to prepare for the death of the patient [32,35]. To facilitate the communication of
bad news, it is important that the team shares relevant information, such as prognosis and
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treatment and care objectives. The possibility for the reference nurse to be present when bad
news is communicated, becoming aware of the information shared and the way in which it
was shared, facilitates the subsequent management of communication by the remaining
members of the multidisciplinary team. This sharing makes it possible to improve the
quality of care provided, contributes to improving communication skills within the team
itself, increases the satisfaction of the person/caregivers/family regarding the care received,
and allows for better management of the emotions of everyone involved [33,35,37,38].
However, there are documented situations in which the multidisciplinary team could
become a barrier to communicating bad news. Situations in which there is an inability of
the multidisciplinary team to reach a consensus regarding the treatment trajectory and
objectives of care, the inability to achieve diagnostic certainty, or poor communication
between team members are examples of this occurrence [37].

Nurses experience greater difficulties in communicating with members of the medical
team, especially concerning the assessment of the person in a palliative situation, attributing
these difficulties to the lack of collaboration between members of the multidisciplinary
team, when providing end-of-life care [33].

There are, in general, no conflicts regarding the scope of the intervention of each
group as each one has its theoretically well-defined role [37]. Nonetheless, some feelings of
devaluation or minimization of the scope of intervention of each group may arise [32,35],
which corroborates the fact that the multidisciplinary team can either be a barrier or a
facilitating factor in communication, depending on its functioning and dynamics.

4.2. Key Points for Improvement in the Communication and Management of Bad News

The dimensions related to the process of communicating bad news in nursing with
the person in a palliative care situation and their caregivers/family members identified
were continuous and advanced training in end-of-life care; training in communication
and breaking bad news; religiously and culturally sensitive nursing interventions; nursing
interventions to promote hope and maintain faith; emotional management; therapeutic
relationships; the use of a bad news communication protocol; and the respect for autonomy,
needs, and preferences.

Communicating bad news effectively requires that nurses acquire, through pre- and
postgraduate training, as well as reflective practice, a set of communication tools and
structures that allow them to reveal the truth, answer difficult questions, and gather
complex information with security, sensitivity, and empathy [30,33,36,37]. Although nurses
feel prepared to provide care to people at the end of their life, they often do not feel
comfortable communicating bad news with the person in the palliative care situation and
their caregivers/family members. This situation derives from the lack of communication
skills that give them the confidence necessary to address complex topics as well as to
manage the emotions that arise from these conversations [15,19,28].

Studies indicate that caregivers and family members supported by professionals
trained in the area of communicating bad news recognize the good work and the positive
repercussions that adequate communication and information have on themselves and
on the person in a palliative situation, thus reinforcing the relevance of training and
communication skills training [29,30].

Providing training in communicating bad news based on the application of a model
(COMFORT, SPIKES, ABCDE, or others) is effective in improving the quality of commu-
nication perceived not only by the person in a palliative care situation and their care-
givers/family members but also by the professionals themselves, increasing their confi-
dence to approach difficult topics, and to manage bad news and family crises and topics
related to the end of life in general [29]. The use of a protocol when communicating bad
news is associated with greater skills and experience in this area; however, studies indicate
that the majority of nurses do not anchor the communication of bad news in any specific
model [15]. It is also important that nurses’ training includes the acquisition of communica-
tion skills that are culturally sensitive, as communication needs and ways of approaching
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bad news and the end of a patient’s life are different between cultures and/or religions.
For this reason, it is particularly important to acquire communication skills that allow them
to effectively address the psychological and spiritual aspects of death so that they can
reveal bad news while maintaining the hope of the patient and their caregivers/family
members and avoiding cultural and religious conflicts [15,28]. Also, the felt need to reveal
the truth, as well as the way professionals’ approach bad news and the end of a patient’s
life are different between cultures and/or religions. Despite the widespread trend towards
greater and more detailed revelations of the truth at the end of life, cultural and religious
differences continue to exist, particularly those related to the diagnoses and prognoses
of illness. In various cultures/religions, family pressure is common so that the truth is
not revealed to the person in the palliative care situation (conspiracy of silence) since
knowledge could cause hopelessness or a lack of faith. In some cultures, such as Asian
cultures, there is a tendency for people in palliative care situations not to be informed, nor
to participate in the decision-making process regarding the end of their life. This situation
often occurs at the request of the person in palliative situations, not necessarily as the result
of the professional’s lack of communication skills or their reluctance to address difficult top-
ics. However, studies have demonstrated the existence of significant differences between
truth-telling practices on the part of health professionals, between cultures, namely Asian
and Eastern cultures, when compared to those of Western countries, especially concerning
diagnoses and prognoses [31,33]. Religious health professionals may experience greater
difficulties in communicating and managing bad news with the person in a palliative care
situation/their family/their caregivers [32].

Communicating bad news brings about emotions and feelings that nurses often do not
feel prepared to deal with, often avoiding moments of revealing the truth to self-protect.
Managing bad news at an emotional level is reported to be as challenging or more chal-
lenging as revealing bad news, and it is common for ill-prepared nurses to withdraw from
contact with the person in the palliative care situation and their caregivers/family members
after the moment of revelation of the bad news due to not being able to deal with other
people’s emotions [19,28,32,36,38]. This emotional barrier in managing bad news becomes
even more complex in situations in which the person in the palliative care situation/their
family/their caregivers express negative reactions to the news received [33,38] or when the
people in a palliative care situation are younger [15]. Situations in which the professional
identifies with the experiences of the patient, caregivers, or family members are especially
likely to cause emotional suffering for nurses [38].

Nurses also experience difficulties in maintaining the balance between revealing the
truth and promoting hope, stating that, if on the one hand they must reveal the truth,
on the other hand, they feel that they should not do so in a way that causes feelings of
hopelessness and despair. This balance is fragile and causes difficulties in the emotional
management of all participants in the communication [15,28,33,38].

Open and honest communication allows a therapeutic relationship with health profes-
sionals and promotes a caring environment based on truth and respect for the autonomy
of the person being cared for [30], also contributing to reducing suffering, anxiety, and
feelings of a loss of control and insecurity related to the disease process [35].

4.3. Nursing-Sensitive Outcomes in the Communication and Management of Bad News

The dimensions found related to the outcome of the process of breaking bad news in
nursing with the person in a palliative care situation and their caregivers/family members
were the adaptation to the disease process and the decision-making capacity of the person
in the palliative situation and their caregivers/family members.

Communicating bad news effectively allows the person and their caregivers/family
members to have the information necessary to make informed decisions, thus promoting
active and appropriate participation in decisions about their care or treatment plan. As a
two-way channel, by communicating in a truly open way and promoting the establishment
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of therapeutic relationships, nurses better understand the needs, desires, and preferences
of the people they care for [31,40].

Insufficient communication or the failure to address bad news can cause distress for
the person in palliative care and their caregivers/family members. The fact of not being
informed about your diagnosis or prognosis makes it difficult to adapt to the disease
process and makes it impossible to satisfy your last wishes and desires [29,30,35,39].

The pact, or conspiracy, of silence, is a dynamic often established to spare the person in
the palliative situation from greater suffering. Evidence suggests that the failure to reveal,
or deny, the truth often leads to feelings of isolation and complicated grief [30]. In this way,
open communication, with family involvement in communicating bad news and revealing
the truth, often leads to the person in a palliative care situation maintaining a more positive
attitude towards death and being more willing to discuss preferences and care in the end
of their life [34], contributing to the provision of holistic care focused on the needs and
preferences of the person, as well as their caregivers and family members.

4.4. Limitations and Suggestions

As limitations present in the scoping review, the restriction of the included studies
to be within the time limit of the previous 5 years stands out, as well as the fact that
studies in other languages, in addition to English, Portuguese, and Spanish, were excluded,
which may have led to relevant studies not being subjected to analysis. The scoping
methodology only informs clinical practice about which dimensions interfere in the com-
munication and management of bad news, since it does not have the scope to provide
guidelines/recommendations. Future effectiveness studies are considered necessary to
clarify the results of nurses communicating and managing bad news on the well-being of in-
dividuals and their families, and to demonstrate whether interventions require adaptations
depending on the care environments.

5. Conclusions

The communication and management of bad news by nursing professionals to people
in palliative care situations and their caregivers/family members present dimensions that
become evident before the moment of revealing the truth, during, and after the revelation
of the truth, assuming different relevance throughout the communication process of bad
news, but crucially contributing to communication being centered on the person, their
preferences, desires, and needs.

This review identified the dimensions involved in the communication and man-
agement of bad news. Pre-communication involves various factors such as individual
characteristics (age, gender, culture), the organizational environment, as well as the skills
of the nurses and the multidisciplinary team. During the communication and management
of bad news, a set of key points were identified that can facilitate successful intervention,
including ongoing training, the use of guiding protocols, the consideration of the beliefs
and values of the person/their family, honesty, and the promotion of realistic hope. In the
phase following the communication and management of bad news, the outcome of this
intervention can be measured in terms of the person/family’s autonomy, successful process
adaptation, and the capacity to make health decisions.

Interacting with the family and caregivers of people in palliative care adds complexity
to the care and emotional weight to the relationship, especially when there are unrealistic
and inappropriate expectations, making the balance between the relational dynamics and
the values of the person in a palliative situation complex [30,32]. Given the impact that the
therapeutic relationship in palliative care seems to have on the multidisciplinary team, in
general, and on nurses in particular, as well as its potential for burnout, institutions should
recognize such ramifications and provide conditions for professionals to process situations
with complex experiences, promoting a culture of collective care open to joint reflection
and personal, professional, and team growth.
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Supporting patients and their family members as they approach the end of their life,
helping to rehabilitate sequelae and adapt to successive losses resulting from the disease
process, requires ongoing professional development and the recognition of communication
as a vital skill to ensure the provision of quality holistic care. We suggest future studies
of effectiveness to make clear the component of nursing intervention in communicating
and managing bad news in palliative care, as there are gaps in scientific knowledge where
more research will be needed in the future.
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