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A Phenomenon That Challenges Physicians and Nurses: Breaking Bad 
News in Oncology 

Abstract

Breaking bad news is one of the most common and challenging communication processes healthcare professionals 
encounter in oncology practice. Conveying negative information to patients regarding diagnosis, prognosis, or treatment 
is not merely a medical briefing but a complex process involving ethical, legal, and psychosocial dimensions. This review 
discusses the meaning of breaking bad news, the factors affecting this process in oncology, the ethical and legal di-
mensions involved, and approaches to delivering such news. It concludes that the process of breaking bad news should 
be treated as a professional skill, that healthcare workers should be supported in this regard, and that they should be 
empowered through systematic training programs.
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Introduction
Cancer is recognized as one of the most serious health issues worldwide today, profoundly affecting individ-
uals' lives not only biologically but also psychologically, socially, and economically.1 A cancer diagnosis is a 
process that fundamentally changes not only the individual's life but also that of their family and close circle, 
carrying a heavy emotional burden. One of the most challenging tasks for physicians and healthcare teams 
during this process is breaking bad news to patients and their loved ones. Breaking bad news is not merely a 
matter of conveying medical information; it is a complex process involving communication, empathy, ethical 
responsibility, and legal obligations. In oncology practice especially, any negative news regarding diagnosis, 
treatment, or prognosis can have profound psychological effects on patients and their loved ones. For health-
care professionals, this situation creates significant emotional pressure and ethical dilemmas.

Breaking bad news to a patient is a critical stage that directly affects the individual's adaptation to the dis-
ease process, participation in treatment, and quality of life.2 The literature indicates that breaking bad news 
appropriately ensures patients’ right to access information, helps them assess the disease process more re-
alistically, and increases satisfaction with healthcare services.3 However, inappropriate delivery of bad news 
can lead to negative outcomes for patients, such as anxiety, depression, helplessness, and non-compliance 
with treatment.4 

From the perspective of healthcare professionals, the process of breaking bad news is not only a patient-
centered responsibility but also a professional and ethical obligation. However, many studies emphasize that 
healthcare workers often do not receive adequate training in this area, experience difficulties with communi-
cation skills, and struggle to manage the process effectively.5 Particularly in oncology practice, the frequent 
need to convey negative information regarding diagnosis, treatment, and prognosis is a significant factor in-
creasing burnout and emotional distress among healthcare professionals.2 

This review provides a comprehensive perspective on the subject by addressing the meaning of breaking bad 
news, the challenges encountered in oncology practice, the factors influencing the process, the ethical and 
legal implications, and the approaches recommended in the literature.

The Meaning of Bad News
Although breaking bad news is conceptually one of the fundamental problems of medical practice, attention 
was only drawn to the issue and defined in the 20th century. According to Buckman (1992), the first researcher 
to explain the concept, bad news is a phenomenon that significantly and negatively affects a person’s attitude 
toward the future.6 Bad news has also been defined as information that dramatically alters a person’s view of 
the future, causing cognitive, sensory, and behavioral disturbances after receiving it.7  

Many situations can be considered bad news, such as a cancer diagnosis, chronic disease diagnosis, failure of 
treatment to result in healing, treatment failure, amputation, conditions causing loss of function, side effects of 
chemotherapy, a pregnant woman losing her baby, and news of death.8,9 As can be understood from its defini-
tions, breaking bad news is a process that evokes negativity in the relationship between the physician, nurse, 
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patient, and the patient’s relatives, regardless of the circumstances or the disease. 
It is typically news that no one wants to receive or deliver.

The Factors Affecting the Process of Breaking Bad News 
in Oncology 
Cancer is a disease that often evokes death and is perceived as equivalent to death 
by many people.10 The diagnosis and treatment of cancer are emotionally, econom-
ically, and socially exhausting for patients and their relatives. Because the patient’s 
body is affected by a disease whose treatment will be long and uncertain,11 it is 
natural for physicians and nurses to accompany the patient at every stage of this 
lengthy treatment process. The most challenging issue for healthcare professionals 
in the diagnosis, treatment, and care of cancer patients is, of course, the process of 
breaking bad news.8 

In oncology, patients and their relatives are frequently confronted with bad news. 
Breaking bad news in medical practice presents various challenges for both the 
recipient and the person delivering it. The anxiety and fear of not being able to cope 
with the intense emotions and behaviors that patients and their relatives experi-
ence after receiving bad news are among the most fundamental difficulties.7 On the 
other hand, the person delivering bad news also confronts their own emotions and 
death anxiety in this process, which can be counted among the difficulties faced 
by professionals. In the process of accepting bad news, patients and their relatives 
interpret the situation according to their traditions, values, and sociocultural struc-
tures, and reflect their reactions accordingly.6 Undoubtedly, physicians and nurses 
encounter other difficulties in breaking bad news.

The decision to deliver bad news and the manner in which it is communicated are 
influenced by many factors in oncology. Sociocultural structure plays a significant 
role in shaping the communication preferences of patients and their relatives re-
garding cancer. People living in traditional, more protective family structures tend 
to have different attitudes toward receiving bad news compared to those living in 
more individualistic societies.7,8 While there are differences between countries in 
terms of telling patients the truth about their diagnosis, prognosis, treatment op-
tions, and side effects, there is no global consensus on this issue.12 In North America 
and Europe, most physicians clearly state the diagnosis to patients. However, in 
Southern and Eastern Europe, Middle Eastern countries, Japan, and China, patients 
are more reluctant to receive information about their illnesses than their relatives 
due to patriarchal views and cultural norms, or the diagnosis is not disclosed to 
patients because of family intervention.13 Although this situation has changed over 
the past 50 years, in our country relatives still have a say in matters concerning the 
patient. Unfortunately, the practice of telling patients the truth about their cancer 
diagnosis is not widespread, and this is largely attributed to the influence of cultural 
norms in Eastern societies.14 This concealment effort puts relatives, patients, and 
healthcare professionals in a difficult situation and creates an obstacle to commu-
nication with the patient.10 

There are factors other than culture that affect whether patients and their relatives 
want to receive bad news. These include past experiences, age, socioeconomic 
level, personality traits of the patient, the location, stage, and metastasis status of 
the cancer, the manner in which the bad news is delivered, the role of the physician, 
and the approach of healthcare professionals.11 Physicians’ insufficient training in 
breaking bad news, their tendency to overestimate patients’ life expectancy, and 
their personal attitudes towards death directly shape the way they communicate 
unfavorable information to patients.10 Sociocultural factors such as physicians’ sta-
tus in society, religious beliefs, philosophy of life, and attitudes toward death may 
also influence the way they deliver bad news.15 Healthcare professionals, especially 
those who work with terminally ill patients at risk of dying, are faced with the reality 
that they are also mortal. This realization can deeply shake their beliefs, ideologies, 
and assumptions about the world, and as a result, negatively affect their communi-
cation with patients.16 

In addition to the approaches of physicians and nurses in breaking bad news, the 
meaning that patients attribute to the disease is also essential. Some patient char-
acteristics may influence their response to bad news: being busy, not making the 
disease the focus of life, having self-love and a love of life, being tolerant, being 
able to direct their own life, knowing how to laugh, accepting the past, and being 
observant, all of which affect the patient’s reactions after receiving the diagnosis 
and their approach to the treatment process.11 

One reason is that biomedical training is often emphasized during physician and 
nurse education, whereas training in ethical knowledge and effective communica-
tion methods usually falls short of expectations. In addition, not knowing how to ad-
dress and manage the emotional reactions of patients and their relatives (depend-
ing on their cultural background) and believing that they cannot answer questions 
about the future can also be counted among the reasons. The fear of destroying the 
patient’s hope, the fear of being blamed, and even the concern that patients may 
commit suicide cause healthcare professionals to experience difficulties. These 
factors make physicians feel extremely tense, especially when breaking bad news, 
and lead them to avoid this challenging task.6 Table 1 illustrates the factors that 
influence the delivery of bad news in oncology.17—20

The Ethical and Legal Dimension of Breaking Bad News

Ethical Dimension

The fundamental philosophy of medicine is to prioritize the well-being of the patient. 
Nursing, as a care-oriented profession, likewise focuses on the well-being of the 
patient. Both professions strive to preserve life. Yet, while trying to save the patient 
from death, telling or making the patient feel that “you will die” through bad news 
contradicts the basic philosophy of medicine and nursing.

One of the most fundamental principles of medical ethics is autonomy, which en-
compasses a patient’s ability to make decisions about their own body and act in 
accordance with their own will. To respect patient autonomy, physicians are respon-
sible for clearly conveying all necessary information, including potential side effects, 
benefits, and risks, in a way patients can understand, thereby enabling informed de-
cision-making about their diseases, diagnoses, and treatment options. This practice 
is called “informed consent.” In addition, telling the truth to the patient and building 
trust afterward are critical ethical concepts.

Table 1. Factors affecting the delivery of bad news in oncology17—20 

Factors affecting the delivery of bad news in oncology
	 Patient-related factors
		  •	 Age
		  •	 Patient's health status (metastasis, terminal stage, prognosis, treatment)
		  •	 Cultural background 
		  •	 Socioeconomic status
		  •	 Level of knowledge
		  •	 Desire to know/not know the truth
		  •	 Process of accepting the illness
		  •	 Marital status
		  •	 Parental status
		  •	 Life values (expectations, attitude, perception of death, denial)
		  •	 Expected life span
	 Factors related to the patient's relatives	
		  •	 Sociocultural level
		  •	 Level of knowledge 
		  •	 Intervention by the patient's relatives
	 Factors related to healthcare professionals
		  •	 Cultural background
		  •	 Fear of harming the patient
		  •	 Training in delivering bad news
		  •	 Attitude toward cancer
		  •	 Professional experience
		  •	 Trust relationship
	 Organization-related factors
		  •	 Institutional resources (suitable environment, etc.)
		  •	 Time constraints (physician/patient ratio)
		  •	 Negative aspects of the healthcare system
		  •	 Barriers to interdisciplinary practice
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Respect for Patient Autonomy and Informed Consent 
Autonomy, in the ethical sense, means making decisions about oneself based on 
one’s values.21 One of the aims of healthcare is to protect the autonomy of individuals 
by eliminating disease or reducing its impact. For this reason, respecting autonomy 
has become a central ideal in today’s health services and is considered one of the 
key bioethical principles. Healthcare professionals regard respect for autonomy as a 
fundamental ethical responsibility and integrate it into their professional practice.22

Patients have a fundamental right to reliable and necessary information about their 
disease. However, this approach may differ across cultures. For example, while 
Western societies strongly advocate for patient autonomy and the right to be in-
formed about their medical condition, regardless of the disease’s severity or progno-
sis, Eastern societies emphasize the vital role of the family’s perspective in patient 
management and decision-making, which creates a cultural and ethical dilemma.23 

Another factor affecting patient autonomy is the physician’s approach to the patient. 
Paternalism is the belief that a physician has the right and duty to decide on a 
patient’s treatment. This approach has declined as human rights and patient rights 
have evolved, shifting the relationship toward mutual participation and two-way 
communication.24 Today, patients often view the physician as a counsellor or guide 
and adopt the perspective that they have the right to choose and determine their 
own destiny.25

There are debates about patient autonomy and its feasibility in oncology. One is-
sue is that patients lack the necessary level of medical knowledge and cannot be 
expected to fully comprehend the expertise required to make informed clinical de-
cisions. Another concern is that patients may struggle to receive and retain infor-
mation about their health status.26 Autonomy may also conflict with the principle 
of beneficence and at times overshadow patient benefit. Therefore, the principles 
of autonomy and beneficence should be considered within their specific context.

Respecting the patient’s autonomy in oncology is only possible by informing them 
about the relevant diagnosis, treatment, and care. In medical ethics, this process 
is referred to as informed consent. During informed consent, all information that a 
patient may want or need to know should be provided. The key aspect of informed 
consent is explaining the procedure in language the patient understands and ensur-
ing they comprehend it.27 It is only possible for the patient to make the most appro-
priate decision for their benefit if they know the nature of the cancer treatment, the 
causes of their disease, and the limits and scope of the treatment.28 Autonomy may 
be temporarily limited by the disease itself, as well as by non-transient factors such 
as the societal context in which the person lives or their cognitive capacity. Cancer 
being a fatal disease, limits patient autonomy particularly in the context of whether 
the diagnosis is disclosed. 

The patient’s right to information is one of the most frequently emphasized ethical 
issues within the scope of patient rights. This right underscore personal freedom 
and dignity. According to the Patient Rights Regulation (2019) on informing patients, 
they have the right to determine their destiny, to make decisions freely, to request 
the protection of medical confidentiality, and to prevent their information from being 
shared without their consent. When patient information is evaluated in the con-
text of breaking bad news, it may be considered permissible as “the patient may 
not be informed” if informing the patient would harm their health, according to the 
statement in the Patient Rights Regulation: “It is permissible to withhold the diag-
nosis in cases where there is a possibility that the disease may worsen by adversely 
affecting the patient’s moral state, and where the course and outcome of the dis-
ease are considered grave.”29 However, withholding information from the patient is 
acceptable only in exceptional cases. Whether or not the patient is informed about 
their health status depends on the physician’s discretion within the framework of 
the prevailing conditions. Otherwise, applying the same approach to every patient 
diagnosed with cancer is considered a violation of the patient’s human rights. In 
some cases, ethical principles and legal practices worldwide can create dilemmas 
for healthcare professionals regarding disclosure. The appropriate approach in on-
cology is to communicate bad news in the best interests of the patient.

Truth-telling and Trust
Telling the truth or “not lying” is one of the principles that healthcare profession-
als must follow to establish and maintain a healthy relationship with patients.30 In 
ethics, truth-telling refers to the process of providing accurate information to pa-

tients. Disclosing the truth about a patient’s diagnosis is not only an ethical issue 
but also a moral responsibility for healthcare professionals. 

Truth-telling in oncology can be evaluated from two perspectives. First, patients 
expect the physician to be truthful about their condition. Second, it is both the pa-
tient’s legal right and the physician’s duty. A better approach, however, is to inform 
the patient of the truth while managing the process by asking questions such as 
what, how much, how, and under what circumstances the patient wishes to know. 

Informing patients is often not difficult, but situations may arise that legally and 
ethically challenge healthcare professionals. In oncology, information may be with-
held if disclosure of the diagnosis is believed to cause harm or suffering. The Patient 
Rights Regulation (2019) states that information can be withheld in cases where 
healthcare professionals believe it will cause severe damage to the patient;29 how-
ever, the limits of this provision are not clearly defined. What constitutes likely harm 
is ambiguous and may vary from person to person. Some studies have examined 
why physicians do not always tell the truth to patients; researchers have attributed 
this to altruism,31 and it has also been noted that there is uncertainty about what 
exactly and how much should be disclosed,32 and that it may even be considered 
morally acceptable to withhold the truth in order to benefit patients.33 

The underlying rationale for not telling the truth to cancer patients is the belief that 
they may not be able to cope with the information, may develop psychological prob-
lems, and that the prognosis of the disease could worsen as a result. However, in-
forming the patient at every stage of the disease is crucial for maintaining harmony 
between the patient and the physician or nurse. Once a physician is found to be 
lying, their ability to treat the patient effectively may be significantly reduced.

Practices regarding the disclosure of a cancer diagnosis to patients have varied 
throughout history. Research studies conducted in the 1950s and 1960s revealed 
that physicians were reluctant to tell patients the truth about their diagnosis and 
prognosis, and often withheld cancer diagnoses from patients.34 At that time, one 
of the reasons for not disclosing a cancer diagnosis was the emotional reaction of 
patients and their relatives, as well as the widespread association of cancer with 
death.35 However, over the last 40—50 years, researchers have emphasized the 
importance of breaking bad news to patients, regardless of the reason.36 One sup-
porting view is that effectively communicating information to patients can reduce, 
rather than increase, their anxiety and distress.37 In other words, because lack of 
information and uncertainty are associated with higher levels of anxiety, it is em-
phasized that patients should be told the truth under all circumstances.38

Withholding the diagnosis from terminally ill patients has traditionally been consid-
ered a way to benefit the patient. In such cases, traditional medical practice and 
patients’ relatives often disagree on this issue. Physicians may prefer to share a 
poor diagnosis with the patient’s relatives rather than the patient. This practice, 
believed to protect the patient, stems from fears that the patient may deteriorate, 
become depressed, harm themself, or refuse treatment upon learning the diagnosis. 
However, these concerns belong to the physician and the patient’s relatives, not 
the patient. Withholding the truth not only negatively affects treatment but also 
undermines respect for the patient’s values. The medical information held by the 
physician is ultimately the patient’s information. In particular, cancer patients have 
both the right to know their diagnosis and the right to prevent disclosure of their 
diagnosis to relatives.9,10

Developments in diagnostic and therapeutic methods, changes in social and cul-
tural attitudes toward cancer, shifting perspectives on death, and, most importantly, 
the informed consent process within the framework of patient rights and respect 
for autonomy have all contributed to changes in how diagnoses are disclosed. 
Although informing the patient of a medical diagnosis may initially cause sadness 
and distress, the patient should be told and allowed to decide on their treatment. 
Undoubtedly, the patient’s acceptance of and participation in treatment, following 
their understanding of their medical condition, will have a positive impact on the 
process. When a patient is unaware of the truth or misled, they may evaluate the 
situation differently, which can negatively impact their recovery. By contrast, after 
some time patients tend to focus on their treatment once they learn their diagnosis. 
For example, it becomes more challenging to explain surgery, chemotherapy, or ra-
diotherapy to a patient whose cancer diagnosis has been concealed. Even when the 
diagnosis is initially withheld, patients may sometimes learn it from a clinic nurse or 
laboratory staff, in which case they may feel betrayed and develop mistrust.
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Providing accurate information to the patient helps prevent anxiety, hopelessness, 
fear, depression, and insomnia, while also establishing a relationship of trust with 
healthcare professionals.39 Telling the truth is also essential for patients to make 
informed plans.22 When healthcare providers do not provide accurate information, 
it can lead to reluctance to participate in medical treatment in oncology.40 A review 
of the legal situation shows that patients have the right to be informed about their 
medical diagnosis under various declarations.

In their ethical codes, the American Nurses Association41 and the American Med-
ical Association42 emphasize that healthcare providers must tell the truth and 
avoid deceiving or misleading patients. At this point, it should not be forgotten 
that even if the news is bad, it is the patient’s most fundamental right to receive 
information about their condition and future treatment options. The right to in-
formation is also defined in Article 7 of the World Medical Assembly Declaration 
of Patients’ Rights.43

When examining national regulations, the patient’s right to information is supported 
by law through biopolitical documents such as the Medical Deontology Regulation 
(1960)44 and the Code of Professional Ethics of the Turkish Medical Association.45 In 
addition, Article 15 of the Regulation on Patient Rights, which entered into force 
in 1998 and was amended in 2019, clearly defines the right to receive information 
about one’s health status.29 In this context, all the above-mentioned declarations 
and legal regulations emphasize the patient’s right to know; thus, it is concluded 
that physicians should share the diagnosis. Furthermore, it has been reported that 
patients who are informed correctly, whose treatment options are clearly explained, 
whose choices are respected, who can easily access their physician, and who are 
cared for after the diagnosis adapt better to the process.11

Legal Responsibility 
The legal aspect of breaking bad news is of particular concern to physicians and 
nurses in the context of professional responsibility. The most senior physician who 
knows the patient best, has a good working relationship with them, and has es-
tablished a trust-based rapport should be the one to deliver bad news. It is also 
essential that physicians are equipped with the knowledge to answer questions 
from patients and their relatives.2

In addition to the physician, other healthcare professionals involved in the patient’s 
care should also be informed about the patient’s process. In particular, nurses need 
to provide consistent responses to questions asked by patients and their relatives, 
thereby maintaining trust and supporting a positive progression of the process. 
However, since the importance of teamwork is not fully internalized, this principle is 
often not adequately reflected in practice.

Although there is no statement in the Nursing Law46 or Nursing Regulation47 regard-
ing nurses disclosing a diagnosis to patients, nurses, who are active members of 
the healthcare team, provide information to patients and their relatives about dis-
eases and must communicate with patients who want to learn the facts about their 
condition. In Türkiye, nurses do not have a formal duty or responsibility to disclose 
diagnoses within the framework of their job descriptions, yet they frequently receive 
requests from patients and their relatives in this regard.

Studies in the literature indicate that, among healthcare disciplines, nurses carry the 
highest workload in providing direct care to patients and their families.48 This means 
that regardless of the setting—whether in an inpatient unit, intensive care unit, out-
patient clinic, or primary care unit—nurses are present for patients and their relatives 
as part of an interdisciplinary team during and after the delivery of bad news. Espe-
cially in Europe and America, nurses working as specialized nurses can undertake 
the task of breaking bad news to patients and their families. However, although the 
concept of expert nurses exists in Türkiye under the Nursing Regulation,47 the type 
of information that they may provide to patients, particularly regarding authorization 
to disclose bad news, is not specified.

In Türkiye, the type of information provided to patients and their relatives about 
the patient’s condition is generally not shared with other team members, except 
physicians. As a result, nurses in particular, may find themselves in difficult situ-
ations when faced with questions from patients or relatives. Since they are often 
unsure what the patient or their relatives know about the diagnosis and disease 
process, they may worry that discrepancies in their responses could mislead the 
patient. For this reason, nurses responsible for patient care must be aware of the 

information communicated to patients to prevent distress. This is because they 
may not be able to answer patients’ questions or may risk inconsistencies with 
previously provided information.

Traditionally, breaking bad news has been the responsibility of physicians and is 
a stressful task. However, research has shown that it should be handled through 
interdisciplinary teamwork and that nurses are often involved in this process.49 
When they are not included and are unfamiliar with the patient’s process, they 
face many difficulties. Even though nurses have no legal responsibility to break 
bad news in our country, it is necessary for them—given that they ensure con-
tinuity of care, are familiar with all aspects of the patient’s condition, and are 
among the most trusted by patients and their families—to be present when bad 
news is delivered.

Approaches to Breaking Bad News
It is challenging to tell the truth without extinguishing the patient’s hope. Several 
factors contribute to maintaining a patient’s hope, including the stage and type 
of cancer, the patient’s age, their perspective on the disease, and the availabil-
ity of treatment options. Cultural factors are also decisive. In Africa, for example, 
cancer is associated with the black scourge, a hidden, damaging, and insidious 
disease. Italians perceive it as a condition that threatens both social and physical 
deterioration as well as death. In the United States, on the other hand, cancer 
is sometimes regarded as a personal failure or responsibility, rooted in deeply 
ingrained individuality and the value placed on self-determination.50 How such 
a heavily loaded diagnosis should be communicated is an important issue that 
requires emphasis in both theory and practice.

The difficulties faced by healthcare professionals, especially physicians, in commu-
nicating with cancer patients and their relatives stem from the severe losses asso-
ciated with cancer, the threat and fear of death, intense anxiety, and grief. Physi-
cians and nurses who are in constant interaction with patients and their families 
encounter difficulties and obstacles in communication. For example, identifying with 
terminally ill patients, becoming overly attached, and having to deliver bad news can 
be devastating for healthcare professionals. Overly optimistic or unrealistic expec-
tations of patients and their relatives also pose challenges.

Effective communication is essential in breaking bad news. Since healthcare pro-
fessionals often lack the necessary skills to deliver bad news to patients and their 
families, it is frequently not communicated effectively in clinical settings.51 Com-
munication in breaking bad news is not only the transfer of information but also an 
interaction with social and psychological dimensions. Information should therefore 
be provided consciously within the physician-patient-family triangle. 

Body language also plays a role in this process. The physician should provide 
a detailed description of the diagnosis, clearly explain the diagnostic process, 
and use realistic expressions about the future. It is also important not to speak 
negatively about the treatment and to provide accurate information. This helps 
prevent the patient from receiving misinformation from others and strengthens 
communication.11 

It is inevitable that communication-based problems will arise when breaking bad 
news. One such problem in approaching cancer patients is the physician’s anxi-
ety about death. To prevent avoidance behavior, physicians who break bad news 
should prepare themselves in advance. If the physician is unwell, unable to deliver 
the news due to their working environment, anticipates difficulty, or feels surprised 
and upset by the news, they should postpone the conversation until they are ready 
to communicate effectively. 

Physicians should not give bad news on the spot or in a rush. Healthcare providers 
should arrange a quiet, calm place and time where the conversation will not be 
interrupted. The environment should be silent, with minimal distractions such as 
ringing phones or people constantly coming and going.1,7 

Patients often remain silent when they receive the news. At such times, the physi-
cian should allow the patient to express themselves instead of consoling them. An 
empathic and sensitive approach, characterized by active listening, is the most ben-
eficial behavior for the patient. If the patient is crying and expressing their feelings, 
the physician should wait without interrupting. Physicians and nurses should reas-
sure the patient that their feelings and the difficulties of the process are understood. 
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The patient should be allowed to ask questions. After the diagnosis, they should also 
be informed that they have the right to terminate treatment at any time, along with 
the benefits and side effects of the available treatment options. Both the patient 
and their relatives should be encouraged to ask questions, and healthcare profes-
sionals should answer honestly.7 

Nurses play a crucial role in disclosing bad news and in the subsequent pro-
cess, as they are more frequently in contact with patients and their families.52 The 
physician must make the medical diagnosis, but nurses have great responsibility 
in maintaining a trusting relationship with the patient. They ensure continuity of 
care, follow all patient outcomes, remain in close contact after bad news is given, 
and communicate with the patient and their relatives about the realities of the 
disease. Therefore, most patients want their diagnosis to be confirmed by nurses 
and seek answers to many questions from them during the treatment process. 
The ethical responsibility of nurses in this regard is to act as patient advocates in 
the informed consent process.

Bad news must be delivered appropriately in oncology. Breaking bad news in on-
cology is a stressful task for physicians, but it is not a solitary responsibility; nurses 
are, and should be, frequently involved through interdisciplinary teamwork.53 Pa-
tients and their families often prefer to meet with nurses for clarification, additional 
information, or confirmation of bad news. It is also important to note that oncology 
nurses can provide support for any emotional trauma that may arise in patients after 
receiving bad news.54 Undoubtedly, effective communication is essential for main-
taining a trusting relationship between the nurse and the patient.55 The manner in 
which bad news is delivered can influence patient compliance with treatment, pro-
vide a clearer understanding of the recovery process and symptoms, reduce stress 
and anxiety, and ultimately increase overall patient satisfaction.56

Many factors related to physicians, nurses, patients, and their relatives can af-
fect the process of breaking bad news and its aftermath. However, there are 
protocols to guide physicians and nurses in this process by providing a basic 
framework. The main protocols for breaking bad news are listed in the table 

below.9 As shown in Table 2, all protocols follow a similar approach.57—60 The com-
mon features of these approaches can be summarized as preparing an appro-
priate environment, gathering information, establishing empathetic communi-
cation, sharing the bad news, allowing the patient to express their feelings, and 
discussing the treatment process.

Conclusion
Breaking bad news is an inevitable aspect of oncology. To empower physicians 
and nurses in this regard, it is essential to incorporate a dedicated course on 
breaking bad news into the undergraduate curriculum and to strengthen these 
skills through various educational methods. In light of Hippocrates’ princi-
ple, “there is no disease, there is a patient,” a culturally specific, realistic, and 
truth-telling approach should be integrated into medical and nursing education. 
Culturally appropriate guidelines should be developed to better understand on-
cologists’ perceptions of breaking bad news, reduce their stress and burnout, and 
enhance patient-physician and patient-nurse relationships during this process. 
Nurses, who often have to deliver bad news or respond to information requests 
from patients and their relatives, should be included in the process of reporting 
bad news, and their legal responsibilities should be reviewed, as they undertake 
invisible yet intense labor in this area. In addition, an interdisciplinary training 
model involving physicians, nurses, and psychologists/psychiatrists should be 
developed and adopted in practice.
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Table 2. Protocols for breaking bad news*

Protocol	 Process

Six-step protocol (Buckman, 1984)57	 1. Prepare for the news and initiate the conversation
	 2. Find out what the patient knows about their illness
	 3. Find out how much the patient wants to know
	 4. Share the bad news with the patient
	 5. Respond to the patient's emotions
	 6. Discuss treatment options/make a follow-up plan
SPIKES protocol (Baile et al., 2000)58	 Setting: Prepare the environment and listen
	 Perception: Assess the patient's perception of their condition
	 Invitation: Ask how much information the patient wishes to receive and begin providing it
	 Knowledge: Provide medical information clearly
	 Emotions and empathy: Recognize the patient's emotions and respond to their reactions with empathy
	 Strategy and summary: Develop a treatment plan and summary
ABCDE protocol (Vandekieft, 2001)59	 Advance preparation
	 Build a relationship
	 Communicate well
	 Deal with patient and family reactions
	 Encourage and validate emotions
BREAKS protocol (Narayanan et al., 2010)60	 Background: Gather detailed information about the patient and illness and prepare yourself
	 Rapport: Establish a relationship through effective communication
	 Explore: Identify what the patient knows, what they want to know about their illness, and who they want to have by their side
	 Announce: Start speaking with a short, clear, and understandable introductory statement
	 Kindling: Allow the patient to express their emotional reactions
	 Summarize: Summarize, provide treatment information, share contact details, and recommend accurate and scientific 
	 sources of information

*Used with permission from Yamaç.
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