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ABSTRACT
Background: Breaking bad news encompasses conveying information that significantly impacts an individu-
al’s view of their present and future. In emergency departments (EDs), medical professionals often face the 
challenge of delivering distressing news. This study explored patient and family preferences for receiving bad 
news in the ED, considering sociodemographic factors such as education and gender.

Methods: This cross-sectional study involved 304 patients from the ED of King Abdulaziz University Hospital 
(KAUH) in Jeddah, Saudi Arabia. The participants were divided into four groups based on their gender and 
educational level. A p-value of <0.05 was considered statistically significant.

Results: Patients with a high education level strongly preferred receiving full details regarding their medi-
cal condition and desired to be told privately. Considering gender differences, female patients preferred to 
communicate with their physicians through a formal and gentle approach. Whereas, male patients preferred 
receiving bad news through one of their family members. In addition, 51.3% of the participants (n = 156) indi-
cated that they preferred their family members to be in a nearby waiting room while they were undergoing 
cardiopulmonary resuscitation (CPR).

Conclusion: When emergency physicians deliver bad news to their patients or the patients’ families, it is 
advisable to consider factors such as the patient’s gender and educational level. Sitting face-to-face in a sep-
arate room was reported as the best way to deliver bad news to family members. Most importantly, patients 
wanted to learn more about their medical condition and have their family members waiting nearby while CPR 
was performed.
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Introduction
In the emergency medicine field, medical professionals 
frequently encounter challenges in determining 
the optimal method for communicating distressing 
information to patients [1]. The concept of breaking 
bad news (BBN) was articulated by Robert Buckman, 
who defined it as any information that significantly and 
adversely affects a person’s perception of their present 
and future [2]. In the emergency department (ED), 
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medical practitioners routinely engage in delivering 
distressing news. This facet of medical care is universally 
acknowledged as an intricate and formidable challenge 
[1,3,4].

Patients’ preferences for receiving distressing news 
differ from those of doctors. Simultaneously, articulating 
information regarding disease prognosis, progression, 
and anticipated life expectancy in plain language is 
challenging. Consequently, many practitioners have 
reported difficulties in accurately delivering this 
information, highlighting the need for training in 
this area [5,6]. Effectively conveying difficult news 
to patients appears closely linked to their feelings of 
anxiety and stress, their ability to cope and be satisfied 
with the care they receive, and overall health outcomes. 
In this era of evidence-based medicine, healthcare 
must be restructured with a patient-centric approach. 
Physicians should be equipped to deliver distressing 
news while accommodating patients’ preferences [3,4,7]. 
In some instances, doctors encounter challenges such 
as time constraints, disruptions in circadian rhythms, 
and unforeseen circumstances, which can make them 
susceptible to distraction and emotional strain. These 
occurrences underscore the vital role of efficient 
patient and family communication as an essential 
skill in emergency medicine. In essence, effective 
communication is imperative within the healthcare 
industry. The cornerstone to addressing intricate 
challenges in clinical practice lies in adept communication 
skills, enabling the delivery of a clear message even 
in unfortunate circumstances. BBN is more than just 
giving information; it involves managing the patient’s 
emotions and their loved ones’ reactions [8-10]. There 
is no universally prescribed approach for how patients 
and their family members should receive distressing 
news. This can differ depending on factors such as 
the patient’s level of education, gender, occupation, 
and cultural background, leading to variations in the 
preferred communication style [11,12]. For instance, 
patients in South and East Europe and China preferred to 
receive comprehensive information about their medical 
condition [11,13], whereas, in Turkey, patients’ relatives 
attempted to conceal the illness from the patient [4].

A Turkish study involving 760 patients revealed a 
preference for waiting in a nearby room rather than 
witnessing cardiopulmonary resuscitation (CPR) 
procedures [4]. A study in Bangalore, India, surveyed 
127 patients from a tertiary referral hospital’s medical 
oncology clinic. Most participants expressed a strong 
preference for involving their family in discussions about 
their cancer diagnosis and underscored their desire for 
detailed information about their medical condition [14]. 
A study in Iran assessed 130 patients’ perspectives. The 
general consensus among the participants was that the 
most experienced physician should provide a thorough 
explanation of their medical condition. They also 
stressed the importance of receiving upsetting news in 
a timely and calm manner, as opposed to the chaotic 
settings usually found in hospital corridors or emergency 
rooms [3].

To the best of the authors’ knowledge, research on 
emergency patients’ preferences for receiving bad news 
is lacking in Saudi Arabia. This study aimed to examine 
how patients and their families prefer to receive bad news 
in the ED. It also assessed the effect of sociodemographic 
variables on these preferences. 

Method

Study design

This was an interview-based cross-sectional study, 
conducted at King Abdulaziz University Hospital 
(KAUH) in Jeddah, Saudi Arabia, from June to August 
2023. The study included 304 participants who met 
specific eligibility criteria. The research objectives were 
explained to the participants, and data were collected 
through in-person interviews in the ED. The inclusion 
criteria were any patient aged ≥18 years or any family 
member of a patient admitted to the ED at KAUH. Patients 
or relatives who declined to participate were unable 
to speak or communicate, had cognitive impairments, 
abused drugs or alcohol, or required immediate medical 
assistance were excluded. Participants were divided into 
four groups based on level of education and gender: 
Group 1 included those with a university education 
and above, Group 2 included participants with a high 
school education and below, Group 3 comprised male 
participants, and Group 4 consisted of female participants.

Data collection instruments

After obtaining permission from the original authors 
(Guven et al.), we translated a pre-existing questionnaire 
into Arabic [4]. Our institution’s translation committee 
carefully supervised the translation process in 
collaboration with an epidemiology and emergency 
medicine expert. Subsequently, researchers conducted 
structured interviews with participants at the ED, 
offering the option of Arabic or English based on their 
language preference. The questionnaire contained three 
distinct sections: the first section was intended for 
securing informed consent; the second section included 
demographic information (gender, age, educational 
level, occupation, marital status, and nationality); the 
third section included six multiple-choice questions to 
assess the preferences of both patients and their family 
members regarding the reception of distressing news 
in the ED (Table 2). On average, the interview sessions 
lasted approximately 20 minutes.

Statistical analysis

Data were entered using Microsoft Excel 2019, and 
subsequent analysis were performed using SPSS version 
22 (Statistical Package for Social Sciences, IBM Corp., 
Armonk, New York, USA). Descriptive data were 
expressed as mean+/- standard deviation (SD) (min-max), 
whereas categorical data were expressed as frequencies 
(n) and percentages (%). The Pearson chi-square test was 
employed to evaluate significant differences between 
various groups. Additionally, the Mann–Whitney test was 
applied for data that did not exhibit a normal distribution, 



177

such as age. Statistical significance was defined as a 
p-value less than 0.05.

Results
Table 1 displays the participants’ demographic 
characteristics. The overall average age was 37.23 
years, ranging from 18 to 77 years. Most of the patients 
were: aged 31–50 years (n = 132, 43.2%), male (n = 
184, 60.5%), Saudi (n = 218, 71.7%), married (n = 178, 
58.6%), from the non-medical field (n = 270, 88.8%), and 
had high education level (n = 168, 55.3%).

Table 2 presents the responses of all participants to the 
interview-based questionnaire. Regarding preferences 
for doctor-patient communication, most participants 
(166 individuals; 54.6%) favored a formal and gentle 
approach. Regarding how a doctor should convey 
potentially negative news to a patient, most respondents 
(167; 54.9%) expressed a preference for “explaining 
the condition of the disease and how it developed.” 
Regarding informing the patient’s relatives about their 
death, most participants (154; 50.7%) believed this 
should be done “by keeping the values of faith in the 
foreground.” Regarding who should be informed about 
the patient’s death, a significant portion of the participants 
(205; 67.4%) believed that this information should be 
conveyed to “one of the family members.” Regarding the 
location for delivering the news of a patient’s death, most 
respondents (193; 63.5%) indicated a preference for “in a 
separate room where no other patients are present, sitting 

down face to face with the patient’s relatives.” Last, 
regarding where the patient’s relatives should be during 
resuscitation efforts in the CPR room, most participants 
(156; 51.3%) suggested that they should “wait in a seat 
close to the room where CPR is performed.”

Table 3 provides a comprehensive overview of 
questionnaire responses, including frequency rates, 
and highlights the level of significance of participants’ 
responses based on their gender and education level. 
Statistically significant differences were observed 
between individuals with low and high education levels 
concerning their responses to the second (p = 0.021) 
and fourth (p = 0.040) items. Similarly, there were 
statistically significant variations between male and 
female participants regarding their responses to the first 
(p = 0.010) and fourth (p = 0.001) items. 

Discussion
This study examined the preferences of patients and their 
families regarding the delivery of bad news in the ED and 
assessed the impact of sociodemographic factors on these 
preferences. Recognizing the crucial role of effectively 
delivering bad news, emergency physicians are prompted 
to refine communication skills, prioritizing the needs of 
patients and their families to ensure the compassionate 
delivery of distressing information [4,15,16]. By 
aligning with patient preferences, physicians can 
enhance sensitivity and support during challenging 
times, emphasizing the importance of a tailored approach 
[17]. For example, many protocols such as the SPIKES, 
GRIEV_ING model, and BREAKS model, as well as 
newer approaches such as the ABCDE model, were 
established to systematize and improve communication 
skills for delivering bad news [12,18-20]. However, these 
models, primarily rooted in internal medicine, oncology, 
and anesthesiology, may not fully account for the 
unique challenges faced by emergency physicians, who 
often encounter families without extensive background 
information [1,21]. Furthermore, these protocols might 
not consider gender and educational and cultural 
backgrounds, which may influence communication 
effectiveness [4].

Regarding the first item, most participants preferred a 
formal and gentle communication style when receiving 
bad news. These results align with a Turkish study, in 
which most participants also favored this approach [4]. 
Interestingly, educational status did not significantly 
influence the participants’ preferences. However, 
regarding gender, female participants preferred to 
communicate with doctors more formally and gently 
than male participants. It can be assumed that gender 
differences in preferred communication styles may be 
owing to the fact that female patients often seek more 
emotional support and rapport-building, leading to the 
preference for a formal and gentle approach from doctors 
in the ED; however, male patients may have different 
preferences. Regarding the second item, most patients 
preferred receiving distressing news with comprehensive 
medical details, including an explanation of the nature 
and development of the disease. This finding coincides 
with results from a Turkish study [4]. Furthermore, a 

Table 1. Demographic characteristics of participants (n = 304). 

Characteristics All participants
 (n = 304)

Age (years) 37.23 ± 13.25 
(18.00–77.00)

Age groups

18–30 years 120 (39.5%)

31–50 years 132 (43.2%)

51–65 years 43 (14.1%)

>65 years 9 (3.0%)

Gender

Male 184 (60.5%)

Female 120 (39.5%)

Nationality

Saudi 218 (71.7%)

Non-Saudi 86 (28.3%)

Social status

Single 115 (37.8%)

Married 78 (58.6%)

Divorced 7 (2.3%)

Widow 4 (1.3%)

Occupations

Non-medical field 270 (88.8%)

Medical field 34 (11.2%)

Education levels

Low (higher school and below) 136 (44.7%)

High (University and above) 168 (55.3%)
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statistically significant distinction emerged between 
patients with varying education levels in their responses 
to the second item. This outcome aligns with previous 
studies, indicating that individuals with higher educational 
backgrounds possess the ability to comprehend and seek 
disease-related information [4,14,22]. However, on 
examining gender differences, there were no statistical 
differences regarding responses to this item. Concerning 
the third item, there was a notable preference among 
patients and family members for doctors to emphasize 
faith-based values when delivering news of a patient’s 
death. This inclination mirrors findings from a prior study 
[4]. Remarkably, there were no significant differences 
between participants with high and low educational 
backgrounds or gender distinctions in responses to 
the third item. Our outcomes are consistent with the 
aforementioned Turkish study, suggesting cultural and 
religious similarity as the likely reason for the congruence 
of results across the first three items [4]. 

Furthermore, regarding the fourth item, a striking 
majority strongly preferred involving only one of their 
family members in the BBN process during their final 

moments. In the Turkish study as well, most patients 
preferred expressing bad news to one family member 
only [4]. However, patients’ viewpoints varied in other 
studies conducted in India, Japan, and Australia, which 
revealed a predominant preference for delivering 
difficult news to all family members [14,23,24]. This 
divergence may be attributed to the impact of different 
cultural backgrounds. Interestingly, our results revealed 
a statistically significant disparity as male participants 
favored BBN exclusively for a single family member, 
unlike their female counterparts. This suggests that 
female patients find solace in the presence of multiple 
family members when receiving distressing news. 
However, no statistically significant difference was 
identified regarding the fourth item based on participants’ 
education level.

Our study revealed a compelling trend among family 
members regarding the fifth item, with a significant 
majority expressing a clear preference for receiving 
news of their loved one’s passing in a private setting, 
away from the presence of other patients. Our findings 
resonate with two studies conducted in Iran and Turkey, 

Table 2. Form study entitled “The preferences of patients about BBN Who admitted to the ED.” 

Items All participants
(n = 304)

Q1. How do you want your doctor to communicate with you?

Sincerely as my relative 99 (32.6%)

Formally and gently 166 (54.6%)

It does not matter 39 (12.9%)

Q2. How should a doctor tell a possible negative situation to his/her patient?

Directly 45 (14.8%)

By keeping the values of faith in the foreground 83 (27.3%)

By explaining the condition of the disease and how this was developed 167 (54.9%)

It does not matter 9 (3.0%)

Q3. How should a doctor tell the death of the patient to his/her family members?

Directly 43 (14.1%)

By keeping the values of faith in the foreground 154 (50.7%)

By explaining the cause of death with medical details 93 (30.6%)

It does not matter 14 (4.6%)

Q4. To whom should a doctor tell the death of the patient?

To one of the family members 205 (67.4%)

To one of the relatives 29 (9.5%)

To all family members to be present 61 (20.1%)

It does not matter 9 (3.0%)

Q5. Where should a doctor tell the death of the patient?

In front of the reanimation room, by standing 37 (12.2%)

In any part (room) of the ED 46 (15.1%)

In a separate room where no other patients are present, by sitting down face-to-face with family members 193 (63.5%)

It does not matter 28 (9.2%)

Q6. Where should the family members be while the doctor is performing resuscitation to the patient in the 
CPR room?

In the resuscitation room 73 (24.0%)

By waiting in front of the CPR room 58 (19.1%)

By waiting in a seat close to the room where CPR is performed 156 (51.3%)

It does not matter 17 (5.6%)
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which reported a similar inclination among patients. 
This further emphasizes the importance of providing 
transparent and comprehensive information to support 
families during emotionally challenging times. The 
convergence of results from multiple sources reinforces 
the significance of these preferences, emphasizing the 
ethical obligation to respect and address the emotional 
needs of families during these trying times. In the 
previous studies, most patients expressed disinterest in 
receiving bad news in public spaces such as hospital and 
ED corridors, where the presence of other patients could 
compromise privacy and sensitivity [3,4]. An intimate 
approach, involving sitting down for an in-person 
conversation, facilitates more personal and empathetic 
interaction during such sensitive moments. Furthermore, 
family members with a high educational level strongly 

preferred to receive the news in a private setting. This 
result is consistent with s study from India [14]. There 
were no significant differences between male and female 
participants regarding this item. We assume that the 
difference in preferences for receiving bad news between 
patients with low and high education levels may stem 
from varying levels of health literacy, empowerment, 
and desire for privacy. Highly educated patients, possibly 
equipped with greater health literacy and autonomy, may 
prioritize receiving sensitive information in a private 
setting to facilitate deeper understanding and decision-
making, whereas patients with a low education level may 
be more accustomed to relying on healthcare providers 
for guidance and thus feel more comfortable receiving 
such information in a less private setting.

Table 3. Form study entitled “The Preferences of patients about BBN who admitted to the ED based upon education levels and 
gender.” 

Items
Education levels

Significance
Gender

Significance
Low  (n = 136) High (n = 168) Male

(n = 184)
Female

(n = 120)

1st item

  Sincerely as my relative 47 (34.6%) 52 (31.0%) 0.757 72 (39.1%) 27 (22.5%) 0.010

  Formally and gently 73 (53.7%) 93 (55.4%) 90 (48.9%) 76 (63.3%)

  It does not matter 16 (11.8%) 23 (13.7%) 22 (12.0%) 17 (14.2%)

2nd item

  Directly 27 (19.9%) 18 (10.7%) 0.021 33 (17.9%) 12 (10.0%) 0.148

 � By keeping the values of faith in the 
foreground

43 (31.6%) 40 (23.8%) 46 (25.0%) 37 (30.8%)

 �� By explaining the condition of the 
disease and how this was developed

63 (46.3%) 104 (61.9%) 98 (53.3%) 69 (57.5%)

  It does not matter 3 (2.2%) 6 (3.6%) 7 (3.8%) 2 (1.7%)

3rd item

  Directly 25 (18.4%) 18 (10.7%) 0.089 31 (16.8%) 12 (10.0%) 0.384

 � By keeping the values of faith in the 
foreground

69 (50.7%) 85 (50.6%) 89 (48.4%) 65 (54.2%)

 � By explaining the cause of death 
with medical details

34 (25.0%) 59 (35.1%) 55 (29.9%) 38 (31.7%)

  It does not matter 8 (5.9%) 6 (3.6%) 9 (4.9%) 5 (4.2%)

4th item

  To one of the family members 82 (60.3%) 123 (73.2%) 0.095 140 (76.1%) 65 (54.2%) 0.001

  To one of the relatives 14 (10.3%) 15 (8.9%) 10 (5.4%) 19 (15.8%)

  To all family members to be present 35 (25.7%) 26 (15.5%) 30 (16.3%) 31 (25.8%)

  It does not matter 5 (3.7%) 4 (2.4%) 4 (2.2%) 5 (4.2%)

5th item

 � In front of the reanimation room, by 
standing

18 (13.2%) 19 (11.3%) 0.040 23 (12.5%) 14 (11.7%) 0.373

  In any part (room) of the ED 27 (19.9%) 19 (11.3%) 31 (16.8%) 15 (12.5%)

 � In a separate room where no other 
patients are present, by sitting down 
face-to-face with family members

75 (55.1%) 118 (70.2%) 113 (61.4%) 80 (66.7%)

  It does not matter 16 (11.8%) 12 (7.1%) 17 (9.2%) 11 (9.2%)

6th item

  In the resuscitation room 28 (20.6%) 45 (26.8%) 0.259 46 (25.0%) 27 (22.5%) 0.877

  By waiting in front of the CPR room 27 (19.9%) 31 (18.5%) 36 (19.6%) 22 (18.3%)

 � By waiting in a seat close to the 
room where CPR is performed

70 (51.5%) 86 (51.2%) 91 (49.5%) 65 (54.2%)

  It does not matter 11 (8.1%) 6 (3.6%) 11 (6.0%) 6 (5.0%)

(*): a significance p-value.
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Last, for the sixth item, participants preferred not to 
remain in the room while CPR was performed, opting to 
wait in a seat near the patient’s room. This is consistent 
with findings from the Turkish study [4]. Interestingly, 
the literature presents varying conclusions regarding this 
issue; some studies suggested that the presence of family 
members during CPR may aid in the grieving process 
[25-27]. Remarkably, when considering educational 
disparities and gender distinctions, the results yielded no 
statistically significant differences.

The present findings have significant practical 
implications in the ED. Healthcare professionals should 
recognize and respect the individual preferences of 
patients and their families when delivering bad news. 
Tailoring communication strategies based on factors 
such as gender and educational level is important to 
promote patient-centered care and ensure effective 
communication. Creating a supportive environment, 
including opportunities for private discussions and 
emotional support, is essential for optimizing the 
delivery of bad news in the ED setting. By integrating 
these recommendations into clinical practice, emergency 
physicians can improve patient outcomes and enhance 
the overall quality of care.

Limitations
This study has some limitations. First, patient selection 
was restricted to a single medical center. This may 
limit the scope and applicability of the findings to 
diverse healthcare settings. Additionally, this study 
did not address ethnic differences between patients, 
warranting additional research including diverse cultural 
backgrounds and preferences for receiving bad news 
from emergency physicians.

Conclusion
This study sought to analyze patients’ and their families’ 
preferences for the delivery of bad news in the ED, 
and to assess how socioeconomic variables influence 
these decisions. The most preferred approach for BBN 
to family members was sitting down face-to-face in a 
private room. Furthermore, patients typically wanted to 
obtain comprehensive details of their medical situation, 
and family members generally decided to remain nearby 
during the CPR procedure. Based on these results, it is 
advisable that EDs improve the understanding among ED 
physicians regarding patient preferences for receiving 
bad news by incorporating supplementary training 
sessions and workshops. These educational efforts should 
highlight the significance of adjusting communication 
approaches to accommodate patients’ needs, considering 
factors such as their gender and education level.
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