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Background Communicating bad news serves diﬀerent goals in
health care, and the extent to which physicians and patients agree
on the goals of these conversations may inﬂuence their process and
outcomes. However, we know little about what goals physicians and
patients perceive as important and how the perceptions of physicians
and patients compare.
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Objective To compare physiciansÕ and patientsÕ perceptions of the
importance of diﬀerent communication goals in bad news conversations.

Keywords: goals, health communication, perceptions

Design Survey-based descriptive study.
Participants Physicians in California recruited via a medical board
mailing list (n = 67) and patients (n = 77) recruited via mailing lists
and snowball recruitment methods.
Measurements Physicians reported their experience communicating
bad news, the extent to which they strive for various goals in this task
and their perceptions of the goals important to patients. Patients
reported their experience receiving bad news, the goals important to
them and their perceptions of the goals important to physicians.
Main results Physicians and patients were quite similar in how
important they personally rated each goal. However, the two groups
perceived diﬀerences between their values and the values of the other
group.
Conclusions Physicians and patients have similar perceptions of the
importance of various goals of communicating bad news, but
inaccurate perceptions of the importance of particular goals to the
other party. These ﬁndings raise important questions for future
research and clinical practice.

Introduction
Health professionals must routinely communicate bad news, including abnormal test results,
poor prognoses and adverse treatment out-
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comes. This task is often uncomfortable,1,2 but
its eﬀective accomplishment is a key determinant
of patient outcomes.3,4 Although a growing literature addresses strategies for giving bad
news,5–9 the optimal strategy is often unclear.
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In part, the diﬃculty of deﬁning optimal
strategies for communicating bad news in different circumstances reﬂects the multiplicity of
potential goals implicit in this task. Bad news
discussions serve many goals for patients and
health professionals, and the success of these
discussions can only be determined with reference to these speciﬁc goals. Furthermore, the
goals of patients and health professionals may
diﬀer, and this discordance may inﬂuence the
outcomes of the conversation. However, a
review of the literature on communicating bad
news reveals surprisingly little explicit mention
of goals and addresses the topic only indirectly,
through the outcome measures used to deﬁne
successful communication. In addition, physiciansÕ perceptions of the goals that are important
to patients might inﬂuence how physicians disclose bad news. Researchers have long recognized that people tailor their communications to
match the perceived values and needs of the
audience.10 However, the communications are
problematic if these perceptions are inaccurate.
We examine six potential goals of bad news
conversations and explore physiciansÕ and
patientsÕ perceptions of how important these
diﬀerent goals are in communication eﬀorts. We
also obtain descriptive data to inform the larger
question of what it means to have a ÔgoodÕ bad
news discussion according to physicians and
health-care recipients.

patient satisfaction, (v) maintain patient
hope and (vi) minimize health professional discomfort.
Provide information
A primary goal for communicating bad news is to
provide patients with clear and complete information about undesirable outcomes. Patients
need accurate and clear information to make
informed decisions and plan for their future.11–13
This need for information is the ultimate justiﬁcation for disclosing bad news.14–16
Persuade patients to adopt recommendations
A second goal is to persuade patients to adopt
recommendations. In many clinical circumstances, there is an optimal course of action
associated with a favourable balance of beneﬁts
and harms. In these circumstances, health professionals may desire – consciously or unconsciously – to persuade patients towards these
actions, and such persuasion may become part
of the bad news discussion. The ethical appropriateness of such persuasion depends on the
situation and requires health professionals to be
conscious of their intentions to persuade
patients and to make these intentions explicit to
patients.17–19
Minimize patient distress

Multiple goals for bad news communication
We began this study by reviewing the medical
literature on bad news discussions and identiﬁed
six potential goals of communicating bad news
in clinical settings. This process involved a
thorough search of the literature in medical and
psychology databases (PubMed and PsycInfo),
which produced 98 publications. From these
publications, we developed a list of communication goals either implicitly or explicitly advocated by each paper. We ultimately culled the
original list of goals to six broad goals for bad
news communication: (i) provide information,
(ii) persuade patients to adopt recommendations, (iii) minimize patient distress, (iv) promote

A third goal is to minimize the distress patients
experience as a result of hearing bad news. Bad
news can be emotionally overwhelming to
patients, and health professionals can exacerbate
this distress by giving the news poorly.20
Reducing patient distress is thus an important
goal, albeit one that is particularly challenging
for numerous reasons [e.g. 8].
Promote patient satisfaction
A fourth goal is to increase patient satisfaction
with the experience of receiving bad news.8
Numerous studies imply the importance of this
goal by their increasing use of patient experiences
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as an indicator of the quality of physician–patient
communication [e.g. 3, 15, 21]. Several factors
may inﬂuence patient satisfaction, including the
clarity and duration of the discussion, provider
responsiveness to the patientÕs emotions and
patient involvement in decision making.1,17

rience with giving and receiving bad news
correspond to the goals physicians strive to
achieve and the goals patients prefer?

Methods
Participants

Maintain patientsÕ hope
A ﬁfth goal is to promote or sustain patientsÕ
hope or optimism.19,22 Hope can be a powerful
predictor of adjustment and recovery,23,24
although hope must be balanced with honesty
and realism.21,22 However, both professional
norms and empirical evidence support the
maintenance of hope as a desirable goal in
communicating bad news.25
Minimize health professionalÕs discomfort
A ﬁnal goal that health professionals might
pursue when giving bad news is to minimize
their own discomfort with the task. This discomfort may result from fears of patientsÕ reactions, their own emotions, their lack of
competence in the task or their fear of being
blamed.1,2 Minimizing such discomfort is an
important goal to the extent that it may inﬂuence health professionalsÕ own emotional wellbeing, satisfaction and competence giving bad
news.25–27

Overview
Communicating bad news is a central aspect of
clinical practice, and bad news discussions serve
several distinct potential goals that may inﬂuence the outcomes of such discussions. Having
identiﬁed these goals, we examined them
empirically in a descriptive study that addressed
three questions. First, what goals do physicians
strive to achieve and to what extent do patients
believe that physicians are trying to achieve
these goals? Second, what are patientsÕ goal
preferences and do physicians accurately perceive these preferences? Third, does prior expe-

We recruited two samples for this study. From
the mailing lists for the medical board of California, we randomly selected 200 names to
receive invitations to participate by postal mail.
Potential participants also received a reminder
postcard 3 months later. Participants received a
$20 gift card. We excluded from analyses physicians who reported no experience giving bad
news as part of their job. These eﬀorts produced
a sample of 67 physicians, a response rate of
34%.
We recruited the sample of patients using a
snowball recruitment method. The qualiﬁcations to participate were that the person be over
the age of thirty (to increase the likelihood of
experience accessing health care) and not
employed by the health-care profession. Project
personnel sent an email participation request to
qualiﬁed acquaintances and also requested that
those acquaintances send the participation
request to anyone else who might be interested.
We excluded patients who reported no experience with receiving bad news about their health
(Ôbad newsÕ was not deﬁned). These recruitment
eﬀorts produced a sample of 77 participants.
For our purposes, we refer hereafter to this
second sample as ÔpatientsÕ. We did not specify
a target sample size; however, a priori power
analyses indicated that a total sample of 128 (64
physicians and 64 patients) would be suﬃcient
to detect a moderate diﬀerence between groups
for our outcomes of interest (CohenÕs
d = 0.50), setting alpha at 0.05 and power at
0.80, and a total sample of 64 participants
would be suﬃcient to detect moderate correlations of r = 0.30. Thus, our sample size was
suﬃcient to detect eﬀects with our intended
analyses.
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Procedures
The surveys for the physician and patient diﬀered
in several ways. Of note, validity and reliability
data are unavailable because these surveys were
designed for the unique goals of this study.
Physicians ﬁrst reported their experience giving
bad news on four items: a general item asking,
ÔHow much experience do you have giving bad
news about health?Õ (1 = little or no experience,
5 = lots of experience), a more speciﬁc item
asking participants to estimate how often they
have given bad news as part of their job (1 = less
than once a year, 9 = several times a day), and
two items asking about the frequency with which
physicians give mild-to-moderate and severe bad
news (1 = less than once a year, 9 = several
times a day). In our sample, 44.8% of physicians
reported giving mild-to-moderate bad news at
least once a week, and 46.3% reported giving
severe bad news at least once a month. We
deﬁned mild-to-moderate bad news as any new
information that is perceived by the recipient to
be negative or unpleasant, but not chronically
painful or life-threatening – e.g. a recommendation to make an undesirable lifestyle change or a
diagnosis of an easily treated form of cancer or
other disease. Severe bad news was deﬁned in the
survey as any new information that involves
something chronically painful or life-threatening
– e.g. a new diagnosis, a poor prognosis or failure
of treatment. Because the four experience items
were highly correlated, we created a composite
measure of physician experience by standardizing item responses and then averaging the four
standardized scores (CronbachÕs alpha = 0.88).
Physicians then read brief descriptions of each
of the six goals and responded to questions
asking them to indicate the extent to which they
personally strive for each goal when giving bad
news (1 = not at all important, 5 = extremely
important) and to Ô[think] about the patientÕs
perspectiveÕ and indicate the extent to which
patients values each goal (1 = not at all important, 5 = extremely important). We were concerned that physicians would be reluctant to
endorse the goal of minimizing their own discomfort if it was labelled as such. Thus, we

labelled this goal preserving the news-giverÕs
emotional integrity in the survey.
Patients ﬁrst reported their experience receiving bad news about their health on three items:
two general items asking, ÔHow much experience
do you have receiving bad news about health
from doctors ⁄ nurses?Õ (1 = little or no experience, 5 = lots of experience) and a more speciﬁc
item asking participants to report how long ago
they last received bad news about their health
(1 = more than 5 years ago, 9 = less than a
week ago). These items revealed that 59.7% of
our patient sample last received bad health news
over a year ago, and 13% of patients had
received bad health news within the past month.
Patients then read brief descriptions of each of
the six goals and indicated how personally
important each goal is to them when receiving
bad news about their health (1 = not at all
important to me, 5 = very important to me) and
to indicate the extent to which they think physicians strive for each goal when giving bad news
to patients (1 = not at all, 5 = very much).
Analyses
We conducted one-way, within-subjects ANOVAs
to examine whether ratings of diﬀerent communication goals varied within samples. When a
signiﬁcant eﬀect emerged, we conducted post
hoc analyses using paired t-tests and a Bonferroni correction for alpha inﬂation. We used
independent t-tests to examine diﬀerences in
communication goal ratings between groups.
Finally, we used correlation analyses to assess
the relationship between experience giving and
receiving bad news, demographic variables and
the various communication goals.

Results
Sociodemographic variables
Descriptive statistics appear in Table 1. We ﬁrst
examined the relationships between gender,
race ⁄ ethnicity, and age and physiciansÕ and
patientsÕ goal ratings, as well as the relationship
between education level and patientsÕ goal rat-

 2011 John Wiley & Sons Ltd Health Expectations, 16, pp.230–238

234 Goals of bad news communication, K Sweeny, J A Shepperd and P K J Han
Table 1 Demographic information

Number of participants in sample
Mean age
% Female
White ⁄ Caucasian
Asian
Hispanic ⁄ Latino
Black ⁄ African-American
Native Hawaiian ⁄ Paciﬁc Islander
Native America
Other

Physicians

Patients

67
54
27%
58%
31%
3%
3%
2%
0%
3%

77
48
60%
74%
2%
13%
6%
1%
0%
4%

health professionalsÕ discomfort, r(75) = )0.25,
P = 0.03.
PhysiciansÕ goal preferences

ings. Only two eﬀects emerged for gender:
female patients endorsed the goal of maintaining
hope (M = 4.58, SD = 0.67) more than did
male patients (M = 4.04, SD = 1.2), t(83) =
2.66, P < 0.01, and female patients endorsed
the goal of persuading adoption of recommendations (M = 4.62, SD = 0.75) more than did
male patients (M = 4.13, SD = 1.0), t(73) =
2.32, P = 0.02. No interpretable eﬀects of
race ⁄ ethnicity emerged for either sample.
PatientsÕ age was unrelated to any goal ratings. However, older physicians more than
younger physicians believed that patients valued
the goal of persuasion, r(66) = 0.25, P = 0.04.
Lower patient education level was also associated with endorsement of the goal of persuasion,
r(75) = )0.26, P = 0.02, as well as minimizing

Our ﬁrst research question addressed the goal
preferences of physicians and patientsÕ perceptions of physiciansÕ goal preferences. We asked
physicians to evaluate the goals they strive to
achieve when giving bad news and patients to
report their perceptions of their physiciansÕ goals
during these discussions. Physicians reported
that their most important goal was to provide
information, and their least important goal was
to minimize personal discomfort; the other goals
fell between these two extremes (see Table 2).
Although patients also perceived that providing
information was the most important goal to
physicians, their perceptions of the importance
of other goals to physicians varied from the
reports of physicians themselves. Most notably,
patients perceived that minimizing patient
distress and promoting patient satisfaction were
relatively unimportant goals to physicians.
Furthermore, comparisons of the mean ratings
of each goal provided by physicians and patients
revealed that with one exception (minimizing
health professional discomfort), patients
thought each goal was less important to physicians than physicians themselves reported,
ts > 2.02, ps < 0.05.

Table 2 Physician and patient perceptions of physiciansÕ goals

Physician goals
Reported
by physician

Providing information*
Persuading adoption of
recommendations*
Promoting patient satisfaction*
Promoting patient hope*
Minimizing patient distress*
Minimizing personal discomfort

Perceived
by patients

M

SD

M

SD

4.6a
4.2b

0.6
0.9

4.1a
3.9b

0.8
1.0

4.2b
4.3b
4.2b
3.4c

0.8
0.7
0.8
1.2

3.3de
3.6c
3.2e
3.5cd

1.0
1.0
1.1
1.1

Within columns, means with different subscripts are signiﬁcantly different at P < 0.05. Within
rows, goals marked with a * indicate signiﬁcant differences between patients and physicians at
P < 0.05.
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Table 3 Physician and patient perceptions of patientsÕ goal preferences

Reported
by patient

Providing information*
Persuading adoption of
recommendations*
Promoting patient satisfaction
Promoting patient hope
Minimizing patient distress
Minimizing personal discomfort*

Perceived
by physicians

M

SD

M

SD

4.9a
4.5b

0.5
0.9

4.7a
3.7d

0.6
1.1

4.4b
4.4b
4.3b
3.6c

1.0
0.9
1.0
1.3

4.4c
4.6ab
4.4bc
2.8e

0.9
0.8
0.7
1.3

Within columns, means with different subscripts are signiﬁcantly different at P < 0.05. Within
rows, goals marked with a * indicate signiﬁcant differences between patients and physicians at
P < 0.05.

PatientsÕ goal preferences
Our second research question addressed patient
preferences among the six communication goals
and physiciansÕ perceptions of patientsÕ goal
preferences. As evident on the left side of
Table 3, patients clearly rated providing information as most important, minimizing health
professional discomfort as least important and
the remaining communication goals in between
these two extremes. Similarly, physicians perceived that providing information (along with
promoting hope and minimizing patient distress)
was most important, and minimizing health
professional discomfort was least important to
patients. However, a comparison of patient
preferences with physiciansÕ perceptions of these
preferences revealed that physicians were fairly –
but not completely – accurate in their perceptions of patientsÕ preferences. Statistical
comparisons between physiciansÕ perceptions
and patientsÕ preferences revealed that patients
rated providing information, persuading adoption of recommendations and minimizing health
professional discomfort as more important than
physicians believed they would, ts > 2.06,
ps < 0.02.
Comparing goal preferences and perceptions of
physicians and patients
A comparison of the goal ratings of physicians
and patients yields interesting ﬁndings. Examination of the means in the left columns of

Tables 2 and 3 reveals that the two groups were
quite similar in their mean ratings of the six
goals. Both groups rated providing information
as most important, minimizing physician discomfort as least important and rated the rest of
the goals in between. Indeed, the average difference between these two sets of six means is
small (M = 0.2, range = 0.1 to 0.3, SD =
0.09), and the ratings diﬀer only for the goals of
providing information and persuasion, which
patients rated higher than did physicians,
ts = 3.18 and 1.99, ps = 0.001 and 0.04,
respectively. In short, we found high concordance between physicians and patients in how
personally important they rate each of the goals.
Examination of the means on the right columns of Table 2 and 3 reveals that physicians
and patients displayed considerable variability in
their perceptions of the other groupÕs goal
importance ratings. The perceptions of physicians and patients diﬀered signiﬁcantly in ﬁve of
six instances, all ts(138) > 3.18, all ps < 0.01.
The one exception was the goal of persuasion,
t(140) = 0.75, P = 0.45. When viewed collectively, the means on the right side of Tables 2 and
3 and the means on the left side of Tables 2 and 3
suggest that physicians and patients are quite
similar in the importance they attach to each of
the goals, yet err in their perceptions of how
important the other group regards each of the
goals. That is, the two groups perceive dissimilarity in goal importance where there is none.
An examination of the goal ratings of physicians and patients also revealed an unexpected
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pattern: ignoring the extreme goals of providing
information and minimizing personal discomfort, both groups displayed less variation in
mean responses in their own goal preferences
than they did in their perceptions of the other
groupÕs preferences. The means displayed on the
left sides of Tables 2 and 3 reveal that both
physicians and patients showed little variability
in their preference for the middle four goals. One
interpretation of this pattern is that physicians
and patients may have diﬃculty making ﬁne
discriminations between communication goals
that do not fall at the extremes of the importance continuum.
Experience with giving and receiving bad news
Our third research question addressed whether
prior experience giving and receiving bad news
correspond to the goals physicians strive to
achieve and the goals patients regard as important. In terms of physiciansÕ own goal preferences, two eﬀects emerged. More experience
correlated positively with the goal preferences of
providing information, r(65) = 0.28, P = 0.02,
and minimizing patient distress, r(65) = 0.28,
P = 0.02. In terms of physiciansÕ perceptions of
patientsÕ preferences, only one eﬀect emerged.
More experience giving bad news correlated
negatively with the perception that patients
would rate minimizing health professional discomfort as important, r(65) = )0.37, P < 0.01.
Turning to patientsÕ experience receiving bad
news, patientsÕ experience only predicted one goal
rating: recent receipt of bad news was positively
correlated with the perception that minimizing
health professional discomfort is an important
goal to physicians, r(73) = 0.31, P < 0.01.

Discussion
The purpose of this research was to identify the
goals that guide health professionals when they
communicate bad news and to compare these
goals with the goals of patients. One clear contribution of this research is the identiﬁcation of
six distinct potential goals served by the communication of bad news. Articulating these goals

underlying health communications is important
because it facilitates understanding of what
health professionals vs. patients deem important. It also represents a ﬁrst step in evaluating
the success of bad news discussions.
Our examination of communication goals
revolved around three questions: the goals valued by physicians and patients, physiciansÕ perceptions of patientsÕ goals, patientsÕ perceptions
of physiciansÕ goals and the role of experience
giving and receiving bad news in these perceptions. Several consistent ﬁndings emerged. First,
providing information was the most important
communication goal, and greater experience
with communicating bad news was associated
with higher ratings of this goal. The second
consistent ﬁnding was the low ratings by both
physicians and patients the goal of minimizing
the health professionalÕs discomfort.
These two broad ﬁndings are not surprising,
as the primary purpose of communicating bad
news is to provide information. The more surprising ﬁndings relate to patientsÕ perceptions of
what is important to physicians and physiciansÕ
perceptions of what is important to patients.
Although there was agreement about some
goals, there was disagreement about others.
First, patients viewed several goals as less
important to physicians than the physicians
themselves did. In addition, patients perceived
minimizing patient distress as being the least
important goal to physicians, well below physiciansÕ ratings of this goal. Second, in three
instances, physicians rated goals as less important to patients than did the patients. This difference is most striking for the goal of
persuading patients to adopt recommendations,
which was rated notably higher by patients than
by physicians. These ﬁndings suggest that
patients desire guidance in clinical circumstances
marked by bad news and that physicians may
underestimate this desire.

Implications
Our ﬁndings suggest that physicians and patients
are generally quite similar in the importance
they personally attach to each goal, but they

 2011 John Wiley & Sons Ltd Health Expectations, 16, pp.230–238

Goals of bad news communication, K Sweeny, J A Shepperd and P K J Han 237

appear to err in their perceptions of how
important each goal is to the other party. Physicians and patients may perceive considerable
discord between their values and the values of
the other party when there is actually little disagreement. This error in perception, if real, is
clinically important because it could engender
communication problems. Because people often
tailor their communications to match the values
and needs of the audience,10 physicians may
adjust their communication eﬀorts according to
their (mis)perceptions of what patients value.
The ﬁndings also shed light on the complexity
of bad news discussions, which manifest not
only content elements but goals that can be
evaluated and optimized. Heightened attention
to the goals as well as the content of bad news
discussions may improve their quality by
allowing health professionals to be clearer about
the goals they should try to achieve through
such discussions. For example, the goals we
describe, while distinct, are not always competing. Health professionals can and should pursue
multiple goals during bad news discussions.
However, the multiplicity of potential goals
highlights the need for health professionals to
undertake such discussions in a ÔmindfulÕ way.28
Because any bad news discussion can serve different goals for both health professionals and
patients, health professionals need to be
thoughtful and conscious of these goal(s) and
deliberate in what they are trying to achieve in
these discussions. For example, the goal of persuading patients to adopt recommendations,
while ethically defensible is particular circumstances, may be undertaken unconsciously
rather than consciously, and this might raise
ethical problems if it prevents health professionals from eliciting and respecting patient
preferences. Other goals might also be inappropriate if pursued in an unreﬂective manner or
overemphasized in particular circumstances. For
example, excessive and unconscious attention to
the goals of maintaining patient hope and minimizing distress may lead to avoidance of
meaningful information and interfere with
health professionalsÕ ability to facilitate patientsÕ
acceptance of a terminal prognosis.

Limitations and conclusions
Our study represents an important ﬁrst step in
examining how health professionals view different goals in bad news communication.
However, the physician and patient samples
were small and not matched with one another,
and we used non-random recruitment methods.
The generalizability of our data is thus
unknown, and further studies are needed to
conﬁrm our ﬁndings. The measures used in the
study were novel, given the lack of prior work
in this area, and further studies need to evaluate their reliability and validity. Nevertheless,
our study provides seminal information that
endorses the value of further work in this
understudied area. More research is needed not
only to conﬁrm our ﬁndings but to determine
whether the prioritization of diﬀerent goals by
physicians and patients inﬂuences the content,
process and outcomes of communicating bad
news.
This exploratory study cannot provide normative recommendations for the goals health
professionals should prioritize when communicating bad news. The optimal goals for a given
bad news discussion will likely vary according to
the nature of the news, the needs of the patient
and perhaps even the comfort level and personality of the clinician. Our study provides an
initial description of the variety of goals served
by the communication of bad news and supports
the need for physicians to be sensitive to diﬀerences in how they and their patients prioritize
these goals. It remains for future research to
elucidate how these goals can be optimally
aligned and tailored to diﬀerent clinical circumstances and how the communication of bad
news can be improved.
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