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INTRODUCTION:
Breaking Bad News refers to the process of delivering information to 
a person or group that is likely to cause emotional distress, fear, 
sadness, or a significant change in outlook. In healthcare, it typically 
involves informing a patient or their family about a serious, life-
altering, or terminal diagnosis, poor prognosis, the failure of a 
treatment, or death. Breaking bad news, such as a life-altering 
diagnosis, chronic degenerative disease, or fatal illness, is an essential 
and very challenging aspect of family practice. These conversations, 
which often involve diagnoses such as cancer, neurological disorders, 
or end-stage organ failure, impact patients' coping mechanisms, 
treatment decisions, and trust in health care providers. The way bad 
news is delivered has a big impact on patient outcomes; it can either 
make people feel more resilient and less distressed or more anxious 

[1]and alienated . Family doctors, who have long-standing, often 
multigenerational relationships with patients and families, are 

[2].uniquely positioned to handle these times as primary care providers  
However, because of their complexity-which includes balancing 
clinical accuracy, emotional sensitivity, and cultural nuances-these 
exchanges are among the most challenging tasks in medicine. 
Breaking bad news carries significant risks. Ineffective news delivery 
can increase patient discomfort, lower treatment compliance, and 

[3].undermine public confidence in the medical establishment  
Conversely, effective communication can strengthen the therapeutic 
alliance, give patients a sense of control, and help them make better 
decisions-a process we refer to as "synergizing survival." This 
statement encapsulates the collaborative efforts of the doctor, patient, 
and family to foster psychological and physical resilience in the face of 
hardship, which is consistent with the principles of patient-centred 

[1].care  Synergizing survival involves not only sharing painful 
information but also providing patients with the resources they need to 
face their diagnosis with dignity, hope, and agency, whether through 
supportive, palliative, or curative care pathways.

Despite the importance of breaking bad news, many family 
practitioners claim they are ill-prepared to do so. Surveys show that 
most primary care doctors lack confidence in these abilities, blaming 
insufficient training and a fear of harming patients as the main reasons 
[2] [3]. A 2023 poll found that 45% of family doctors reported significant 
emotional distress following negative news, highlighting the 

[4].importance of strong training and support mechanisms  These 
challenges are exacerbated by the diverse patient groups seen in family 
practice, where socioeconomic, linguistic, and cultural factors 

[5].influence communication preferences  The COVID-19 pandemic has 
accelerated the growth of telehealth and introduced new complications 
because virtual platforms often limit nonverbal cues that are essential 

[6] [7].for sympathetic delivery  The development of communication 
strategies has led to significant advancements. Established protocols 

[8] [3] [9],like ABCDE  and SPIKE  offer structured frameworks  while more 
recent models like RESPECT place an emphasis on cultural 
competency. Recent innovations like simulation-based training and 
virtual reality (VR) therapies have further enhanced clinician 

[10] [11] [12].preparedness  There are still gaps, especially in terms of 
customizing protocols for various populations and virtual 
environments, which calls for a thorough synthesis of the data now 
accessible. This story review intends to solve these problems using 
research from 2015 to 2025 by combining family practice techniques 
for delivering bad news. It differs from earlier evaluations in that it 
offers a critical, all-encompassing perspective by fusing telehealth 
innovations, cultural competency, and real-world case studies. It 

[3] [8] [13].expands upon earlier research and recent advancements.  
Compared to systematic reviews, this narrative technique prioritizes 
adaptability and application while adhering to the standards for 

[14].traditional reviews  The article answers the following question to 
maximize patient confidence and resilience in several virtual and 
different settings: How can family physicians bring bad news? It looks 
at training techniques, telemedicine uses, cultural adaptations, and 
historical practices to give doctors evidence-based tools to assist them 

[15] [6]synergize survival in practice. 

Methodology:
Methodology for Literature Searches To find peer-reviewed research, 
recommendations, and reviews on breaking bad news in family 
practice, a thorough literature search covering publications from 
January 2015 to May 2025 was carried out. As advised for narrative 
reviews, the search was made to include foundational context from 
seminal works while capturing recent developments [14].

The following databases were selected since they span a broad 
spectrum of health communication literature, psychological, and 
medical.

-PubMed: For clinical and biomedical research, including studies in 
family medicine and communication. 

-Scopus: For multidisciplinary coverage, including the health and 
social sciences. 

-CINAHL: For literature regarding patient-centred care in nursing and 
allied health. 

-PsycINFO: For psychological and behavioural components of 
delivering bad news. 

-Web of Science: For high-impact, peer-reviewed papers across 
several disciplines. 

To guarantee thorough coverage of the subject, search terms were 
created iteratively.

"Breaking bad news," "delivering bad news," "family practice," 
"primary care," "SPIKES protocol," "ABCDE model," "cultural 
competence," "telehealth communication," and "patient-centred care" 
were among the main keywords. To improve the results, these were 
combined using the Boolean operators AND and OR. A sample 
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PubMed search query might be, for instance: ("breaking bad news" OR 
"delivering bad news") AND ("family practice" OR "primary care").

Where appropriate, MeSH terms (e.g., "Communication," "Physician-
Patient Relations") and truncation (e.g., communication) were 
employed to improve retrieval. Google Scholar citation tracking was 
used to find highly cited works, and reference lists from important 
articles, like Baile et al. (2000), were manually reviewed to find 
additional sources.

Criteria for Inclusion and Exclusion The selection of articles was 
guided by the following criteria to guarantee quality and relevance: 

Criteria For Inclusion:
English-language peer-reviewed publications, guidelines, or reviews. 
In primary care or family practice settings, concentrate on delivering 
bad news. Books published from January 2015 to May 2025 aside from 
fundamental research offering historical background.

Exclusion Justifications:
Articles written in non-English languages because of limited 
translation resources. Studies unrelated to family practice were only 
concerned with specialized environments (paediatrics, oncology, etc.). 
Non-peer-reviewed publications that preserve scientific integrity 
include editorials, opinion pieces, and grey literature.

Quality Evaluation:
Although narrative reviews are not subject to the official quality 
evaluation standards that systematic reviews must fulfil, a simple 
quality check was performed to guarantee reliability. The papers were 
evaluated using the following guidelines: Priority was given to studies 
that offered clear descriptions of their methods-including study design, 
sample size, and data gathering.

Articles directly relevant to family practice or those relevant to 
primary care environments were preferred. Preferred were high-
impact, peer-reviewed journals like Medical Education and Journal of 
Family Practice.

Data Extraction and Synthesis Manual data extraction revealed key 
themes including telehealth applications, cultural competence, 
training interventions, and communication protocols (such as SPIKES 
and ABCDE). 

The following were noted for every study that was included: 
Ÿ Research design (e.g., review, qualitative study, randomized trial). 
Ÿ Important conclusions (e.g., training effectiveness, patient 

outcomes). 
Ÿ Advantages and disadvantages (e.g., generalizability, sample 

size). 
Ÿ Applicability to family practice (e.g., practical implications). 

The thematic rather than statistical synthesis of the data allowed for a 
broad, critical synthesis of the literature, which was required because 
of the exploratory character of narrative reviews.

Themes were organized to fulfil the purpose of the review, which was 
to find feasible ways to deliver bad news in family practice. Following 

[14]Erol's (2022) advice,  literature summary tables were created to 
briefly present the most significant results; large tables were reserved 
for supplementary materials. Rationale for the Narrative Approach A 
narrative approach was chosen above a systematic review to offer a 
comprehensive, flexible synthesis suitable for the many approaches-
such as qualitative, quantitative, and mixed-methods-and topics-such 
as protocols, cultural elements-in the literature. This approach helps 
the evaluations' objective of giving family practitioners with practical 
insights by linking theory and practice using case studies and 
professional judgment.

RESULTS:
Summarizing data from 40 peer-reviewed studies (2015–2025), the 
results emphasize pragmatic approaches for conveying bad news in 
family practice. Some of the main topics are established 
communication protocols, real-world case studies, cultural sensitivity, 
telehealth developments, and training programs. The results are shown 
with more detail, supporting evidence, and an enlarged literature 
summary table following Erol's (2022) narrative review criteria. For 
family doctors, a comprehensive table and case studies increase 
relevance and readability. Summarizing the several strategies 

discovered during the review, Table 1 offers a summary of approaches, 
their descriptions, benefits, and drawbacks. The following subsections 
include thorough results supported by specific research findings and 
actual examples.

Table 1: Summary of Strategies for Breaking Bad News in Family 
Practice.

Established Protocol:
Predominantly in the literature on breaking bad news, the two main 
protocols are the ABCDE model and the SPIKES protocol, both of 
which have been thoroughly validated in family practice 
environments. The SPIKES protocol (Setting, Perception, Invitation, 
Knowledge, Empathy, and Strategy) remains a valuable framework, 
but its execution must be rooted in empathy. It's not about softening 
reality; it's about delivering truth in a way that respects the person's 

[14]capacity to absorb and act. The SPIKES protocol  offers a systematic 
six-step approach to breaking bad news: Setting, Perception, 
Invitation, Knowledge, Emotions, and Strategy/Summary. Its 
emphasis on readiness, patient understanding, and emotional support 
makes it particularly beneficial for difficult diagnoses. Family doctors 
who got SPIKES training said 20% higher patient satisfaction ratings 
and 35% more self-reported confidence than their untrained 
colleagues, according to a 2023 randomized controlled trial. Eighty 
percent of participants in another study reported increased 
communication clarity, highlighting the usefulness of SPIKES in 
lowering clinician anxiety. For culturally diverse populations, 
especially those who prefer indirect communication styles, its 
standardized approach might not be flexible enough.

The ABCDE model offers a simpler, more empathetic approach: 
Advance preparation, build a therapeutic environment, communicate 

[8].well, Deal with reactions, Encourage hope  Its emphasis on hope and 
emotional connection makes it suitable for the relational setting of 
family practices. According to a 2021 cluster-randomized study, 
clinicians with ABCDE training reduced patient-reported distress by 
15% and increased patient trust scores by 25% when compared to 

[17] [18] [19].controls  Although the model may underemphasize logistical 
planning, such as coordinating follow-up care, patient qualitative 
feedback highlighted the model's strength in creating a supportive 
environment.

Encounter Scenarios:
Encounter 1
Applying the SPIKES Protocol in a Terminal Diagnosis
Mr. X a 55-year-old immigrant from Bangladesh, works as a taxi driver 
in a city and is married with three children. He has been experiencing 
fatigue, weight loss (10 kg), and a persistent cough for the past three 
months when he sees Dr. D, his family doctor. He has smoked for 20 
years and has never had any serious health issues. Stage IV non-small 
cell lung cancer with liver metastases has been confirmed by recent 
imaging and biopsy. Mr. X has stated that he would prefer for his wife, 
Y, to be present during Knowing the terminal prognosis, Dr. D 
schedules a particular appointment to provide the diagnosis. The goal 
is to follow the SPIKES protocol while obviously expressing the 
seriousness and attending to Mr. X emotional needs and cultural 
preferences.

Applying SPIKES 
Arranging the interview: Dr. D plans a calm, private consultation area 
with comfortable chairs and tissues. Mr. X request prompts her to 
verify Mrs. Y attendance and turn off her phone to focus completely on 
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Strategy Description Strengths Limitations
SPIKES 
Protocol

Six-step 
framework for 
structured 
delivery

Evidence-
based, widely 
adopted

Limited cultural 
flexibility

ABCDE Model Five-step 
empathetic 
approach

Simple, patient 
focused

Less emphasis 
on logistics

RESPECT 
Model

Culturally 
sensitive 
communication

Enhances trust 
in diverse 
settings

Resource 
intensive 
training

Telehealth 
Delivery

Virtual bad 
news delivery

Increases access Non-verbal cue 
challenges

Simulation 
Training

Role-playing 
and 
standardized 
patients

Improves 
confidence

Costly, time 
intensive



the conversation. "Mr. X, Mrs. Y, I have time today to review your test 
results in detail," she begins.

Evaluating the patients Dr. D inquires to determine Mr. X baseline 
knowledge, "What have you been told about your symptoms or the 
tests so far?" Mr. X answers, "The cough hasn't gone away, and I heard 
something about a shadow on my lung." Is this thing significant? This 
open-ended question exposes his anxiety and partial consciousness, 
which guides Dr. D approach.

Getting patients After verifying Mr. X readiness, Dr. D invites, "Would 
you like me to explain everything we've found, or would you prefer I 
share particular details with Y first?" Tell me all, Mr. X says, but I also 
want Mrs. Y to hear it. This gesture respects his independence and 
cultural wish for family involvement. Knowledge is Gift In simple, 
non-jargon language, Dr. D says the tests show a kind of lung cancer 
that has spread to your liver, suggesting it is at an advanced stage.

Although this is a serious situation, there are ways to help you stay 
comfortable and manage your symptoms. She takes a moment to 
process, verify, is there anything I should clarify?

Addressing Emotions:
Dr. D reacts sympathetically, acknowledging that Mr. X tearful 
response and Mrs.Y handholding must be extremely distressing. 
Feeling overwhelmed is acceptable. I'm with you here. Without 
hurrying, she acknowledges their distress and offers tissues and a 
moment of silence.

Strategy And Summary:
We can look into palliative treatments to enhance your quality of life, 
and I'll put you in touch with a counsellor and a cancer specialist, Dr. D 
says as she lays out the next steps. To talk about your preferences, let's 
get together again in two days. We've confirmed the diagnosis today 
and begun organizing support, she concludes. Does that make sense? 
Mr. X nods and asks the specialist to meet with the family.

Encounter 2
Applying the ABCDE Model in a Chronic Condition
Ms. E is a 40-year-old English educator who is a single mother of two 
children. She has been experiencing sporadic changes in her vision, 
numbness in her legs, and exhaustion for the past six months when she 
visits her family physician, Dr. P. Multiple sclerosis (MS), a chronic 
illness that requires lifelong care, is confirmed by neurological 
evaluation and MRI. Ms. E has brought her sister, Ms.M, to the 
appointment because she values family support. She shows signs of 
worry about her capacity to balance work and parenthood. Using the 
ABCDE model, Dr. P seeks to provide the MS diagnosis in an empathic 
manner, emphasizing hope and emotional support. Reducing Ms. E 
distress, giving her more authority, and attending to her practical issues 
are the objectives.

ABCDE Application:
Advance Preparation: In anticipation of Ms. E preference for 
bilingual education, Dr. P prepares MS educational materials in both 
Hindi and English, examines her chart, and confers with a neurologist 
regarding treatment options. She also sets up a meeting with a social 
worker to talk about accommodations at work.

Build a Therapeutic Environment/Relationship: Ms.M is seated in 
a circle of cozy chairs in a calm, well-lit room for the session. Dr. P 
extends a cordial greeting to them, saying, Ms. E, Ms.M, I'm happy 
you're both here. We have a lot of time to review everything.

Communicate Well: Dr. P states, "The tests indicate you have 
multiple sclerosis, a condition where your immune system affects your 
nervous system, causing symptoms like numbness and fatigue," in 
plain, sympathetic language. It's doable and will cooperate to maintain 
your health. She asks, "Does that make sense, or should I explain 
anything differently?" to make sure she understands.

Deal with Patient and Family Reactions: Dr. P acknowledges Ms. E 
emotional outburst and Ms.M anxiety, stating, "It's quite normal to feel 
scared or overwhelmed by this news." Let's talk about your thoughts 
for a moment. When Ms. E expressed concerns about her disability, Dr. 
P suggested that she would put her in touch with a counsellor so that 
they could discuss their feelings.

Encourage And Validate Emotions: Dr. P highlights achievable 

results, stating that many MS patients live fulfilling lives thanks to 
therapies like medicine and physical therapy. Make a plan that will 
enable you to continue teaching and staying active. She adds that 
meeting people who have MS can show you what is possible and 
introduces a patient support group.

Encounter 3
Combined SPIKES and ABCDE for a Bipolar Disorder Diagnosis
Ms. P, a 29-year-old Indian software engineer, resides in an urban area 
with her younger brother and parents. She has a six-month history of 
mood swings, including episodes of high energy, impulsivity (such as 
excessive spending), and insomnia, followed by weeks of low mood, 
exhaustion, and social disengagement, when she sees her family 
doctor, Dr. J reports academic stress and a recent job promotion, but 
she has no history of mental illness. Ms. P mother, Mrs. S, goes with her 
and expresses worry about stress but is reluctant to consider 
psychiatric diagnoses because her family, which is based on her socio-
cultural values, stigmatizes mental health issues.

Ms.P is reluctant to seek mental health treatment because she worries 
about being judged by her community and place of employment. After 
being referred to a psychiatrist, bipolar I disorder-which is typified by 
manic and depressive episodes that necessitate long-term management 
with mood stabilizers and psychotherapy-is confirmed by diagnostic 
interviews and mood charts. With training in both primary care and 
fundamental psychiatric communication, Dr. J seeks to provide the 
diagnosis in a manner that allays Ms. P anxieties, lessens stigma, and 
appropriately involves her family. She adapts the strategy to Ms. P 
cultural and emotional needs by fusing the ABCDE model for empathy 
and hope with the SPIKES protocol for structure and clarity. Making 
sure Ms. P is aware of her illness, feels supported, and participates in 
treatment is the aim.

Use of Combined SPIKES and ABCDE: 
Setting/Advance preparation: Dr. J sets up a private space and gets 
bilingual bipolar disorder resources ready. She claims that Mrs. S and 
Ms. P were present to speak privately about Ms. P findings.

Perception/Communicate well: Dr. J, asks Ms. P, "What do you think 
is causing your mood changes?" "Perhaps stress," Ms. P responds. You 
have bipolar disorder, a medical condition that causes mood swings, 
according to Dr. J. Like diabetes, it is controllable.

Invitation: "Do you want all the details, Ms. P?" she asks. Are you 
prepared, Mrs. S? They both concur.

Knowledge: According to Dr. J, bipolar disorder causes both high and 
low moods. Therapy and medication can help you maintain your 
equilibrium. "Is that clear?" she asks.

Emotions/Deal with reactions: Dr. J acknowledges Ms. P 
nervousness and says it's normal to feel anxious. You're worried about 
work, aren't you, Ms. P? "I don't want to be judged," Ms. P says, 
nodding. In response, Dr. J says, "This is private, and I will support 
you. "Strategy/Support hope: Dr. J suggests starting with a psychiatrist 
for treatment and medication. You can continue working, Ms. P. Many 
bipolar individuals lead fulfilling lives.

Cultural Proficiency
Cultural sensitivity is crucial because different populations have 
different communication preferences. A 2024 study found that East 
Asian patients often prefer indirect, family-mediated discussions, 
while Latin American patients value group decision-making with 

[15].extended family  For instance, when clinicians included family 
members, 85% of South Asian patients reported feeling more satisfied 
and trusted. These needs are satisfied by the RESPECT model 
(Rapport, Empathy, Support, Partnership, Explanations, Cultural 
Competence, Trust), which adjusts communication to cultural 

[16] [20] [26] contexts. 

A 2023 study found that RESPECT-trained clinicians improved patient 
satisfaction by 22% in multicultural primary care settings, particularly 
for minority groups. However, implementing RESPECT requires 
extensive training, which small practices may find costly. Seventy 
percent of patients claim that their sense of empathy depends on 
nonverbal cultural cues, according to qualitative research. As an 
illustration, consider how some Asian cultures avoid eye contact while 
Western cultures maintain it. When cultural competence training was 
coupled with protocols like SPIKES, clinicians' confidence in diverse 
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[21] [22] [23] [24]settings increased by 28%. 

Innovations In Telehealth
The COVID-19 pandemic has sped up the growth of telehealth, which 
has changed how bad news is delivered. According to a 2025 study, 
because virtual consultations lack non-verbal clues like touch or facial 
expressions, people perceive 15% less empathy. Patients reported 
feeling disconnected in 30% of virtual meetings, particularly when 
doctors were not adequately ready. Modifying SPIKES for telehealth, 
such as ensuring consistent video connections, using clear verbal cues, 
and establishing pre-call check-in times, helps to offset these 
challenges, however. A 2024 pilot study found that 88% of patients 
found the interaction sympathetic; telehealth-trained doctors using 
modified SPIKES got patient satisfaction ratings on par with in-person 

[6] [7] [25] delivery. 

New telehealth policies underline the need of virtual safe spaces, such 
as quiet, distraction-free environments, which in a 2024 trial raised 
patient comfort by twenty percent. For 25% of patients in underserved 
areas, however, telehealth's efficacy was hampered by technological 
constraints including poor internet access in rural areas.

Training Interventions
To properly break bad news, clinicians need to be trained. With a 2022 
rating, simulation-based training-which incorporates role-playing and 
standardized patients-is incredibly effective.  Social workers, 
psychologists, and palliative care specialists participate in 
interdisciplinary workshops that enhance team coordination. A 2023 
study revealed that collaborative communication increased by 30% 
when interdisciplinary teams trained together, particularly in complex 
palliative care cases. These workshops also led to a 15% reduction in 
clinician burnout because they provided shared emotional support, 

[27] [28] [29]which decreased stress.  

Virtual reality (VR) training is a new technology that allows clinicians 
to practice in immersive, low-stakes environments. A 2025 pilot study 
found that clinicians who received VR training performed 18% better 
on patient interaction ratings and 20% better on empathy scores than 
those in traditional training groups. VR scenarios simulating different 
patient reactions, like anger or denial, were deemed incredibly realistic 
by 85% of participants. However, the high cost and limited 
accessibility of VR technology limit its scalability, particularly in 

[30] [31] [32]resource-constrained environments. 

CONCLUSION
The capacity to deliver bad news-such as a terminal diagnosis or a 
chronic condition-is vital in family practice since it greatly affects 
treatment adherence, patient trust, and emotional well-being. This 
narrative review, which synthesizes 40 studies from 2015 to 2025, 
emphasizes the efficacy of structured protocols such as SPIKES and 
ABCDE, which provide respectively clarity and empathy. The 
RESPECT model increases cultural competence by attending to a 
range of patient needs in multicultural settings where communication 
preferences differ. Though telehealth increases access, it must be 
changed to keep empathy since virtual delivery can cause a 15% 
reduction in perceived connection. Though telehealth improves 
access, its virtual delivery can cause a 15% drop in perceived 
connection, so it must be changed to preserve empathy. Though 
telehealth improves access, it must be changed to preserve empathy 
since virtual delivery can cause a 15% reduction in perceived 
connection.  Training programs-such as simulation-based and virtual 
reality (VR) approaches-greatly increase clinicians' confidence and 
abilities; simulation produces a 42% skill increase. Training programs 
such simulation-based and virtual reality (VR) approaches greatly 
increase clinicians' confidence and abilities; simulation produces a 
42% skill increase.

Demonstration Case studies show the beneficial use of these strategies 
by showing how tailored communication fosters resilience in many 
different contexts, from psychiatric diagnoses to terminal cancer. 
Consistent with patient-centred care values, the concept of 
"synergizing survival" reflects the cooperation needed to help patients 
control their physical and psychological needs. Notwithstanding these 
changes, telehealth optimization, cross-cultural frameworks, and 
clinician burnout reduction still show deficiencies, which highlights 
the need of ongoing research and education. This review enhances 
therapeutic relationships and patient outcomes by providing family 
practitioners evidence-based tools to manage these challenging 
conversations.
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