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Abstract

Communicating bad news is one of the most frequent activities in hospitals, for which some recommendations have been
adapted to the needs within the coronavirus-2 disease (COVID-19) context. This document presents nine steps to deliver bad
news (face to face or remotely) adapted to the COVID-19 context from two international protocols (SPIKES and GRIEV_ING).
The importance of promoting physical and emotional self-care skills in health personnel is also described, as well as psy-
chological first aid strategies to address the emotional response of the family member who receives the news. Finally, the
limitations and advantages of the proposal should be considered.
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Comunicacion de malas noticias en el contexto de la COVID-19

Resumen

La comunicacion de malas noticias es una de las actividades mas frecuentes en los hospitales dentro del contexto de la
COVID-19. A pesar de su alta frecuencia, existen pocas recomendaciones adaptadas a las necesidades que el contexto de
la COVID-19 demanda. Debido a lo anterior, en el presente escrito se presentan nueve pasos para dar malas noticias (cara
a cara o por via remota) de dos protocolos internacionales (SPIKES y GRIEV_ING) adaptados a las necesidades de trans-
misién de informacion de la COVID-19. Se describe también la importancia de promover habilidades de autocuidado fisico
y emocional en el personal de salud, asi como estrategias de primeros auxilios psicolégicos para el abordaje de la respues-
ta emocional del familiar que recibe la noticia. Finalmente, se deben considerar las limitaciones y ventajas de la propuesta.

Palabras clave: Comunicacion de malas noticias. SPIKES. GRIEV_ING. Pandemias. COVID-19.

Introduction estimated that COVID-19 (coronavirus-2 disease) has

The emergence of a new type of coronavirus disease infected nearly 9.5 million people worldwide and that

at the end of 2019 (SARS-CoV-2) has produced multi- almost 500,000 people have died, where Europe and
ple clinical care challenges for the medical sector. It is the Americas have been the most affected regions'.
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Over 250,000 cases have been confirmed to the
present date, and more than 25,000 deaths have been
recorded in Mexico?. It is projected that the number
of infected people and deaths will continue to rise
significantly. In the context of the COVID-19 scenario,
bad news communication is and will remain highly
frequent.

The concept of bad news refers to any information
that is likely to radically and negatively alter a person’s
view of their future: plans change and expectations are
limited, and anything that was not accomplished now
seems impossible to achieve®. The grade of bad news
depends on several internal and external factors to the
individual who receives it, such as the stage of life, the
physical and emotional state, beliefs, personality, cul-
ture, and specific characteristics of the news itself,
including sudden and unexpected events*®. However,
within the hospital context, there is some news that,
given their nature, are more likely to be considered “bad
news”: a new diagnosis, a bad prognosis, the applica-
tion of certain invasive procedures, or the death of a
beloved one®.

Although communicating bad news is a common task
for medical personnel, they receive very little formal
training to execute it, which results in behaviors cata-
loged by patients and families as impersonal, unsym-
pathetic, hurried, and the transmission of technical or
ambiguous information. Consequently, these behaviors
are associated with adverse psychological effects in
the short and medium-term on patients and relatives
who receive the bad news and the health personnel
who transmit the information®.

International research suggest that solutions to these
problems have been sought by creating training pro-
grams that aim to improve medical information trans-
mission. Two training protocols have been proposed.
First, the SPIKES protocol’, which is based on six steps
proposed by Buckman and Kason at the Johns Hopkins
University? and was later developed in the field of oncol-
ogy to improve the communication of new diagnoses
and poor prognoses. Second, the GRIEV_ING?® proto-
col, which was created for sudden-breaking death noti-
fications within the medical emergencies field. A
systematic review has reported that health-care person-
nel’s training programs in communicating bad news,
primarily those based on the SPIKES protocol, enhance
bad news communication skills, and medical staff con-
fidence'®. Another recent systematic review on pro-
grams of death notifications in medical emergencies
suggests improved bad news communication when the
GRIEV_ING program is applied to transmit this type of

information'". Furthermore, other studies have reported
a higher level of empathy in physicians when commu-
nicating the news'?. One study reported that this type
of training might decrease negative responses (e.g.,
shock or anger) from family members when receiving
the news'.

In general, bad news delivery protocols share the
following procedures: encourage the privacy of notifica-
tion, identify the level of knowledge of the patient or
family member before receiving the news, provide infor-
mation about the news in a comprehensive manner,
promote respect for the emotional response of the fam-
ily member receiving the news, and specify the proce-
dure to be followed once the news is completed”®.
Despite their usefulness, it does not seem viable to
apply these protocols to the COVID-19 context because
they were initially intended to be used in situations trig-
gered by chronic diseases or sudden events. Therefore,
both protocols mentioned earlier encourage actions
such as sharing physical spaces with one or more family
members where the news will be transmitted, physical
closeness for empathy, and entering the hospital to
farewell the deceased patient’s body. Furthermore, they
assume the investment of much time to transmit the
information, which is not viable due to health-care per-
sonnel’s high workload during the current situation.

Recent international literature has pointed out the
importance of generating recommendations adapted to
bad news communication in the current circumstances
considering the usual protocols’ limitations. The recom-
mendations developed so far range from general prin-
ciples based on evidence (such as preparing oneself
and the environment, promoting that the person is
accompanied, transmitting clear information, respect-
ing emotional responses of the family, and ending the
meeting'¥) to the communication using telemedicine
and the challenges involved in remote communica-
tion'™. Furthermore, there has been a compilation of
opinions from experts regarding giving news remotely
(video call or telephone) that highlights privacy, speak-
ing clearly, and providing the news in a simple, honest,
and empathetic way'®.

These recommendations constitute a step forward in
communicating bad news. However, we need to con-
sider this pandemic’s characteristic elements. To more
accurately cover the characteristics of bad news com-
munication in the context of COVID-19, the authors
reviewed scientific articles in Medline/PubMed that
describe these characteristics and examined interna-
tional and national journalistic reports on the subject.
Similarly, an interview was conducted with health-care
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personnel in Italy (during the peak of its pandemic) and
medical personnel in charge of coordinating the
COVID-19 area at the Hospital General Dr. Manuel Gea
Gonzdlez in Mexico City.

Based on the information obtained, it became essential
to identify each region’s context, needs, conditions, and
statutes in which the news is transmitted. For example,
should the communication of bad news be carried out in
person or remotely? This answer would imply taking dif-
ferent measures in each case, such as using personal
protection equipment or cleaning remote technological
devices. Furthermore, the documents previously outlined
do not adequately consider the emotional stress that
doctors are experiencing, which is coupled with commu-
nicating bad news and dealing with the emotional
response of the family member who receives it. Therefore,
recommendations are needed to encourage doctors’
self-care before and after facing this difficult task,
described as a frequent and strenuous activity™”-°.

In the current situation under COVID-19, it is essen-
tial to consider cultural nuances since each region
establishes the official management of dead bodies.
On the one hand, family members often have no pos-
sibility of performing the usual funeral rituals, which will
add a significant emotional burden. On the other hand,
the emotional responses that family members may dis-
play to bad news will always be influenced by their
particular context and are therefore unpredictable.
Moreover, none of the writings mentioned above pro-
vide specific suggestions about how to be empathetic
or what health-care staff can do if the emotional
response of the person receiving the news is exacer-
bated. It is also worth mentioning that the documents
resume or provide general suggestions without a spe-
cific structure of the steps or behaviors to be per-
formed, generating ambiguity.

Therefore, it is essential to propose a protocol that
considers useful recommendations that have been
proven and a description of the conduct that entails this
protocol. In addition, it considers the particularities of
the COVID-19 context. Consequently, we present a
protocol for the empathic communication of bad news
in the context of COVID-19, adapting the SPIKES’ and
GRIEV_ING? protocols recommendations to the current
situation needs.

Protocol for the communication of bad
news in the context of COVID-19

This protocol consists of four categories: preparation,
notification, closure, and self-care, in nine steps

(Table 1), which can be adapted to communicate the
news in person (within the hospital) or remotely (tele-
phone or video call). This protocol seeks empathic
communication of bad news together with physical and
emotional self-care in the health-care personnel trans-
mitting the information.

1. Preparation

The aim is to generate the ideal conditions to transmit
the information in a context of privacy, tranquility, and
respect. Actions are also generated to promote the
exchange of information about the patient, identifying
the knowledge that the family member possesses.
Finally, the objective of healthcare personnel is to
develop physical and emotional care skills. The steps
suggested are the following:

a) Find a private or quiet space to give the news. In
the case of remote communication, make sure
there is a good internet connection or phone signal.
It is important to review the most relevant informa-
tion of the case in the medical record. Before initi-
ating contact, staff must follow the World Health
Organization (WHO)* and Centers for Disease
Control and Prevention (CDC)?' guidelines for san-
itation and physical safety actions (e.g., keeping a
safe distance, using protective equipment, and
cleaning the work area, especially telephones or
computer equipment)?%2'.  Similarly, relaxation
techniques such as diaphragmatic breathing can
be followed for stress management?2,

b) When initiating contact with the family member
and if conditions are appropriate, it is recommend-
ed that the family member receiving the informa-
tion be given the option of being accompanied by
a close relative (following WHO and CDC biose-
curity recommendations). When beginning,
healthcare personnel must introduce themselves
and indicate their role in the care of the patient.

¢) To identify the most relevant information of the family
member, the physician should ask about general
data (age, occupation, educational level, and rela-
tionship with the patient), along with risk factors such
as chronic health problems, mental health problems
(especially depression, substance use, and suicide
risk), and also the information that the family mem-
ber has regarding the health status of the patient. It
is important that the physician hears the relative’s
discourse. Even if the family member provides incor-
rect data, he or she should not be corrected.

2. Notification
The chronology of events should be taken from the
family member. Then, clearly transmit the bad news,
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Table 1. Protocol for empathic communication of bad news in the context of COVID-19
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Before making contact, gather
case information, find a private
place, and perform physical and
emotional care actions

. Offer the family member or

patient to be accompanied and
be sure to introduce yourself

. Ask what information the family

member has regarding the
patient’s health status

. Resume the chronology of events

and information that led to the
patient’s death from where the
relative’s story ended

. Use preparatory phrases such as

“l am sorry to inform you that”
and then clearly state that the
person died

. Give a moment to express the

family member’s emotional
response. Use empathic phrases
and provide psychological first
aid if necessary

. Instructs the family member

what procedure to follow, when
they will receive more
information, funeral
arrangements, or local
postmortem requirements, and
the importance of monitoring
possible COVID-19 symptoms
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Look for a private and quiet place

If the meeting is remote, make sure to have a good telephone or internet connection

Clean the electronic devices used for the meeting, such as cell phone, telephone, computer,
or tablet

Review the case and contact details in the medical record

Use relaxation techniques (e.g., diaphragmatic breathing) to regulate your stress

If possible, offer the family member to be accompanied by a close relative

Speak slowly, clearly, and calmly

Introduce yourself: “Hi, | am Dr. — say your name. | am part of the — say the name of your
institution — report notification team. | am speaking to you to provide information about —
say the name of the patient. Can | speak to — say the name of the contact family member?
Ask the family member if they would like to be accompanied

. If possible, obtain socio-demographic information on the family member: age, educational

level, family relationship, physical iliness, or mental health problems such as depression,
substance use, suicide risk, and treatment adherence. This information will help you identify
possible risks when faced with the news

Use open-ended questions about what they think about their patient’s health status: what do
they know? what have they been told? what does that mean?

Even if the family member provides incorrect data, do not correct it; listen and write it down

. Go back to the chronology of events: “As you said, Mr/Mrs — say the name of the family

member — we received Mr/Mrs — say the name of the patient — under these conditions
— describe the conditions without using technical terms. We did these procedures —
describe the procedures (do not use technical terms)

Do not give the news of death yet!

. Give the news in an empathic way. Try to understand the relatives’ thoughts and emotions

from their point of reference

Offer a preparatory phrase: Mr/Mrs — say the name of the family member — “| am sorry to
inform you that” (or “l would like to give you better news”); then clearly express that the
person’s health condition — say the name of the patient —"deteriorated seriously,” or that
“the patient died”

Do not use euphemisms, such as “is no longer with us”. Be clear and use the words “dead”
or “died.”

If any, highlight procedures that helped to relieve pain or suffering in the patient

. For empathic phrases, be genuine in the answers you express, generate trust, partner with

the family member, and do not make value judgments

Name and validate the emotions presented by the family member:

Relative: “You are incompetent; | will sue you!”

Healthcare personnel: “I hear that you are very angry about the way things are going; it is
understandable to feel this way; | will be supporting you with your doubts.”

Make an effort to “read between the lines” to respond to the family member about what
they are experiencing:

Relative: “My God, why is this happening to us!”

Healthcare personnel: “Without a doubt, these types of sudden events take us by surprise.
Take your time. | will be here with you.”

To provide psychological first aid: evaluate possible risks in the family member (observe),
ask about concerns and needs (listen), and help the family member resolve those needs
— or connect with people who can resolve (connect)

If the patient goes into crisis or shock, use a directive tone of voice and give instructions
that will help restore functionality, such as clenching and stretching fists or placing feet
firmly on the floor. Connect the family member to a specialized mental health support group
If the call is missed, make every attempt to return the call

. In the event of a poor prognosis, tell the family member when they will receive reports

again

In case of death, tell the family member what steps to take and empathetically inform the
local regulations for the management of the deceased patient

If it is not feasible to carry out funeral rituals, be empathetic when transmitting this
information

Encourage the family member to remain in quarantine and monitor COVID-19 associated
symptoms in themselves and other family members who were in contact with the patient

(Continues)
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Table 1. Protocol for empathic communication of bad news in the context of COVID-19 (Continued)

8. Answer questions and offer the
referral for physical, social, or
mental health support in your

local health system

9). At the end of the call, seek

basic biosafety measures, and
check your emotional state

showing respect for their dignity. According to the
WHO recommendations, it is encouraged to give the
family members space to respond and to provide
emotional support or psychological first aid (observe,

sten, and connect)?® if necessary. The recommend-

ed steps are as follows:
d) From where the relative’s story ended, the doctor

must resume the chronology of events that led to
the decline of the patient’s health or death without
communicating the news yet.

Preparatory phrases are suggested, such as “l am
sorry to inform you that” or “I would like to give
you better news,” and then clearly state that “the
person’s health condition worsened” or “seriously
deteriorated.” If it is the case, indicate that the
person “died.” It is recommended to avoid or to
clarify technicalities if necessary. It is also import-
ant not to use euphemisms such as “is no longer
with us” or “has left.” It is also suggested to high-
light any procedures that helped relieve the pa-
tient’s pain or suffering.

It is vital to give the family members a moment to
express their emotional response, allowing silences,
validating their emotions, and expressing brief em-
pathic and genuine phrases (Table 1). Besides giv-
ing the WHO recommendations on psychological
first aid, the principles recommended by the Inter-
national Federation of Red Cross and Red Crescent
Societies?* can be followed in the case of a tele-
phone call: assess possible risks, inquire, and help
to resolve the family member’s concerns, or connect
family members with their support network or care
services that can help to resolve the concerns. If the
family member experiences an emotional crisis, it is
necessary to use a directive tone of voice and give
instructions to redirect the family member’s attention
and help them recover functionality. For example, a
relaxation technique—such as diaphragmatic
breathing—or directions for clenching and

8.1. Verify that there are no questions; if so, answer them
8.2. If possible, provide a number for future inquiries
8.3. Have local numbers available for physical, social, and mental health support

9.1. Wash your hands and clean the devices used
9.2. Use relaxation techniques (e.g., diaphragmatic breathing) to regulate your stress
9.3. Seek support from a specialized mental health group if needed

stretching fists or placing feet firmly on the ground®*
can be promoted. In these cases, it is advisable to
link the family member to a specialized mental
health support group before ending the meeting.
During the phone calls, it is important to consider
that the voice will be the only tool to transmit warmth
and empathy or be directive.

Sometimes individuals who receive bad news can
react hostilely or aggressively against healthcare per-
sonnel and, considering the attacks against these pro-
fessionals during the health emergency by COVID-19,
it is crucial to take immediate and effective action.
While scientific evidence requires more solid research
to provide more reliable responses, the multisectoral
participation of government entities, health institutions,
and the population is suggested as preventive actions
to support violence-free environments. Moreover, pro-
viding training to professionals on how to manage con-
flict and be aware of potential danger.

Some recommendations outlined are the following?%2:
(1) be aware of signs of threat expressed physically or
verbally, as well as the use of addictive substances or
the carrying of weapons; (2) remain calm and display
behaviors that help reduce or eliminate anger; (3) be
alert during the interaction with patients or visitors if
there are signs of a possible act of aggression, consid-
ering the support of other colleagues and always plan-
ning to have an evacuation route if necessary; and (4) if
the personnel is unable to resolve the conflict quickly, it
is best to walk away from the situation, ask for assis-
tance from security personnel, and report any incidents
to the appropriate hospital or clinic management.

3. Closing
The purpose is to provide information regarding sub-
sequent procedures once the bad news has been
given. It also provides recommendations for moni-
toring possible COVID-19 symptoms to the family
member, clarifies any doubts, and offers referrals to
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physical, social, or mental health support if neces-
sary. The recommended steps are as follows:

g) Emphatically, the doctor should inform the family
member about the procedure to be followed. For
example, how long it will take for them to have more
information, or what they should do to begin the
corresponding funeral arrangements, and indica-
tions about the local process for handling the body
of the deceased. Since the family member has like-
ly been in contact with the COVID-19 patient, it is
vital to emphasize the importance of monitoring the
disease’s symptoms in the family member or other
relatives close to the patient the last few days.

h) It is recommended to verify that there are no
questions and, if necessary, resolve them. If pos-
sible, a telephone number can be provided for the
attention of future doubts. It is also suggested to
have local telephone numbers available for phys-
ical, social, and mental health support where the
family member can be referred to if required.

4. Self-care of healthcare personnel
Physical and emotional care is promoted in the
healthcare personnel once the meeting has ended.

i) Itis essential to provide basic biosafety measures
through hand washing and, if necessary, cleaning
and sanitizing the technological devices of remote
communication that has been used for telecom-
munication. Furthermore, the physician’s stress
levels should be regulated using some relaxation
techniques, such as diaphragmatic breathing. It is
vital to continually monitor self-emotional state so
that, if required, support with a specialized mental
health group can be sought (Table 1).

Final considerations

This paper is an effort to adapt international evi-
dence-based recommendations”® to communicate bad
news in the context of COVID-19. As authors, we con-
sider the protocol to be a useful tool because it pres-
ents concretely and systematically the steps and
phrases that can be clinically useful for health-care
personnel on the front line of communicating bad news.

Despite the authors’ initial enthusiasm, several lim-
itations should be taken into account when applying
this proposal. It should be considered that this protocol
does not have any research data to support or refute
its effectiveness, which is extremely important for evi-
dence-based decision making. However, this problem
is not exclusive; so far and due to the urgency that
COVID-19 has brought to health-care personnel, all

published recommendations on how to give bad news
have resorted to clinical experience to guide the
physician’s actions'®'6. As a next step, it is essential to
generate robust knowledge in the area.

Although the steps were adapted from two effective
international programs in bad news communication
(SPIKES and GRIEV_ING)"*'", a second limitation is a
heterogeneity in the number of steps that these proto-
cols recommend, as well as in the way by which the
effects should be evaluated (direct observations, self-re-
ports, and Likert-type scales)'®. Despite this heteroge-
neity (SPIKES requests 17 steps®3; and GRIEV_ING, 27
steps®), both protocols share principles (promoting pri-
vacy, investigating the patient’s or family member’s per-
ception before transmitting the news, empathic
communication without euphemisms, respect for the
emotional response, closing the notification process,
and time dedication to the task) that allow the identifica-
tion of a core process in the transmission of bad news.

As in others, health-care personnel must invest time
in training and master this protocol’s suggested compo-
nents. This preparation may be complicated due to the
heavy clinical or emotional workload of healthcare work-
ers during a pandemic'®'®, the amount of reading that
should be done to keep up with patient management,
or a lack of interest in recognizing the importance of the
topic. To lessen the above issues’ impact, we designed
this protocol to have the minimum response require-
ment regarding the time and steps health-care person-
nel need to follow. For this reason, a toll-free distance
learning course on this topic was created. In this course,
information is given to healthcare personnel through
videos on carrying out the steps. Furthermore, the
course offers the possibility of giving the bad news in a
fictitious clinical case. If requested, role-playing with
professional actresses can be carried out to develop
personal skills in communicating bad news?°.

Finally, the communication of bad news in the context
of COVID-19 is one of the activities carried out the most
and that, in contrast, has the fewest recommendations.
Future efforts will have to be directed towards generat-
ing data to develop guidelines on delivering bad news
using face-to-face or remote communication, always
respecting the person’s dignity.
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