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Introduction

The communication of bad news is one of the most
stressful events to deal with during the course of treat-
ment. During this communication, a deep crisis opens up
that involves, not only the patient, but also every member
of the family. The person is exposed to a reality that
threatens his balance, his sources of certainty and his fu-
ture plans and this causes a feeling of loss, so much so that
it is often experienced as a judgment, with no possibility
of a way out (1). Bad news is information that determines,
in the person who receives it, such suffering as to drasti-
cally and negatively alter the vision of the future. Fallow
field and Jenkins (2) define it as “any information that pro-
duces a negative consequence in a person’s expectations
regarding his or her present and future (2). Although it is
clear that only the recipient can define how “bad” a piece
of news is, in general, bad news can be conceptualized as
news that has as its subject matter that of death, injury, or
other threats to mental and physical integrity for oneself or
a significant other (3). The communication of bad news, is
an aspect that brings together two fundamental and inter-
dependent elements: communication and patient interac-
tion. According to the recent increasingly widespread con-
cept of teamwork, nurses have the task of supporting the
patient in receiving and reacting to bad news, as well as
discussing with the patient where there are doubts, con-
sidering the same, not only as a single event, but an entire
process in which nursing care alongside the patient allows
healthcare professionals to become a point of reference for
the patients themselves, spending the most time with the
patient. Therefore, nurses could not be excluded from the
responsibility of communicating bad news, also favoring
the continuity and overall care of the patient. Exemplar is
the case concerning palliative care and the path that pa-
tients take, where the progress of the disease, the adapta-
tion of therapies, as well as the information and prepara-
tion of what will be faced in the final stages of life, lead
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nurses to have to deal constantly with the patient and
sometimes even more frequently with their family mem-
bers. On the other hand, physicians are involved in the en-
tire process of communication in treatment and prognosis
of the patient and also communication involves patient’s
family, too. Specifically, among healthcare workers, both
for physicians and nurses, communication is an important
tool for maintaining a therapeutic relationship over time
and requires ongoing training of health care professionals.
In the last thirty years there has been a revolution in the re-
lationship between health worker and patient, which has
led to the transition from a paternalistic conception, of
psychological subjection of the patient, to a recognition of
the status of citizen as a person, holder of rights and du-
ties, which he intends to exercise even when he is in the
condition of disease and suffering. Adequate communica-
tion allows the patient to contribute to the choice of pro-
posed therapies, increases compliance and adherence to
therapeutic prescriptions, facilitates the sharing of opin-
ions and the possibility for the patient to ask for clarifica-
tion on any doubts. Undoubtedly, today the scales, due to
the increased value placed on patient autonomy and pa-
tient requests, have shifted towards the suggestion/obliga-
tion to tell the truth and inform the patient about his or her
state of health, even if this means giving bad news. The es-
sential elements of good communication are welcoming,
understanding the patient’s pain, allowing the patient and
family members to express themselves, empathy and lis-
tening. In the oncology setting, several studies in the liter-
ature highlight the importance of communication tech-
nique when delivering bad news to patients and their fam-
ilies (4,5). Several studies show how, in the absence of
specific training or the support of a psychologist, proto-
cols specifically created to facilitate the health care
provider in the role of delivering bad news can be used.
Among the contributions related to ‘how’ to deliver bad
news, the indications formulated by Buckman and Baile in
the communication of bad news in oncology are the most
internationally accepted. According to their protocol,
termed SPIKES (6), six steps should be considered when
giving bad news: initiate the interview, explore what the
patient knows, understand how much the patient wants to
know, share the information with the patient, take into ac-
count the patient’s emotions, and plan and accompany the
patient (6). The goal of this model is to enable the physi-
cian to adequately prepare for communication, convey the
news appropriately, provide support to the patient, and
gain the patient’s cooperation. In the oncology setting,

communication has the following goals: to create a rela-
tionship based on trust; to bring out the patient’s concerns,
needs, and emotions; to lead the patient and family as
close to clinical reality as possible; to give complex infor-
mation, “bad news,” and discuss difficult topics, such as
transition to palliative care and death (7). A review of
studies shows that nurses working in oncology settings
can communicate bad news and maintain communication
with their patients and families effectively. However,
nurses may not be aware that they lack adequate knowl-
edge and skills when communicating bad news (8). In-
stead, feeling prepared, educated, and well rehearsed can
increase confidence and self-efficacy when delivering bad
news. Many nurses and physicians perceive a lack of ade-
quate training in communicating bad news in their prac-
tice settings (9-13). One of the main functions of commu-
nication is to convey some information as “something
neutral, quantitatively measurable, relative to a subject
who perceives it and ascribes meaning to it” (14,15). In-
formation must always be anchored to highly scientific
parameters, eschewing the dissemination of messages
promising therapeutic results not endorsed by the scien-
tific community. In health care, the complexity of com-
munication increases in relation to the fears and anxieties
of the patient who lives the experience of the disease and
often to the lack of training/preparation of health workers
towards communication, as a therapeutic tool, which inte-
grates skills of verbal, nonverbal and para-verbal commu-
nication, where para-verbal means the tone, volume and
rhythm of the voice. Nonverbal and para-verbal commu-
nication allow one to strengthen bonds, experience sen-
sory and depth, and understand the character of the person
with whom one is relating (16). While for a long time,
more importance was given to verbal communication,
considering it “noble” than nonverbal communication,
several researches have shown how the former alone is not
sufficient to express the complex domain of interaction,
which instead is complemented and integrated by non-
verbal language (17,18). The voice, through tone, rhythm,
frequency, pauses, allow to convey emotions (19), while
posture, facial expressions, gestures and eye contact,
through a kinesic system, assume a predominant role in
giving greater importance to what is enunciated. Commu-
nicating bad news is also a stressful moment for the
healthcare professional, especially when they are inexpe-
rienced in how to communicate or the prognosis is partic-
ularly grave. The stress of breaking the bad news is re-
duced when it is certain that the patient wants full disclo-
sure of his or her health condition (20). One study found
that involving patients in the care process contributed to
greater job satisfaction and engagement of health care
providers, especially nurses, as well as greater patient sat-
isfaction, with positive outcomes on clinical outcomes,
psychological impact, and patient safety (21). The most
successful interventions, therefore, are those that recog-
nize patients not as passive recipients of care but as active
decision makers who can use their own social support re-
sources (21,22). Since few studies have been conducted
on this topic, we wanted to analyze any differences in bad
news communication attitudes associated to the compe-

studio circa la metà, pari al 46.7% ha dichiarato di non avere
alcuna formazione specifica, mentre la restante parte sostiene
di aver frequentato master o corsi di alta formazione
nell’8.5% dei casi, il 23% ha partecipato a dei convegni,
mentre il 21.8 % ha acquisito le proprie abilità attraverso
l’esperienza lavorativa.
Conclusioni. La comunicazione delle cattive notizie, necessita
di essere riconosciuta alla stregua di quelle procedure che
caratterizzano l’assistenza stessa, e per le quali si cerca di
garantire la massima qualità possibile.
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tence level acquired by each health professional recruited,
such as physicians and nurses. Additionally, we also in-
vestigated any differences in attitudes in bad news com-
munications existed between nurses and physicians inter-
viewed, too.

Materials and Methods

Study approach
An observational, cross sectional, multicenter study

was conducted from March to August 2021. An ad-hoc
questionnaire was created and then, on-line administered,
to all Italian physicians and nurses, through social-profes-
sionals’ pages in Facebook and Instagram, in order to
reach the different realities on the national territory. 

The questionnaire was addressed to all physicians and
nurses employed in Italy, both in public or private health
sector. 

The questionnaire
The survey instrument was created ad hoc and was

structured into two main sections. In the first part of the
questionnaire, socio-demographic data were collected in
order to better understand if sampling characteristics
could influence attitudes in bad news communication,
specifically:
• gender, as female or male;
• marital status, as: single or unmarried, married, sepa-

rate, widower;
• age, divided into groups of age, as: 20-30 years, 31-40

years, 41-50 years, 51-60 years and 61-70 years;
• years of work experience, as until 5 years and over 6

years;

• job role, as interviewer was a physician or a registered
nurse;

• religious beliefs, as: Christian, Islamic, Hindu, Bud-
dhist, Atheist, and other not mentioned before;

• work setting, as: critical area, medical area, surgical
area, maternal and child area, prevention and safety
territorial area or Covid-19 area;

• training achieved in patient communication; as: confer-
ences or courses, master’s degree or higher education
course, field experience or non-specific training course.
The second part of the questionnaire contained a total

of 22 ad hoc items created to investigate both the attitude
and perceptions of the professionals during the communi-
cation of bad news, gathering information about the modes
of communication and places. The guiding principle in the
ideation of this second part in the questionnaire is inspired
by the importance given to effective communication for
greater patient satisfaction as well as a positive influence
on the patient’s condition of health does not always go
hand in hand with an adequate capacity and preparation of
the healthcare personnel who often complain of the lack of
adequate training, as well as the absence of adequate places
to address issues that can be particularly upsetting for the
patient (23). Additionally, for each item, a 4-point Likert
scale was associated with each item, where 1 indicates,
“Never,” 2: “Sometimes,” 3: “Often,” and 4: “Always.”
Table I included all the 22 items proposed.

Data Analysis
Data were collected in an Excel spreadsheet and ana-

lyzed using the SPSS version 20 program, IBM.
All data, being categorical variables, were presented in

numbers and percentages according to job role declared, such
as: physician or nurse and then, any differences were 

Table I. Items proposed to explore attitudes and perceptions in bad news communication among physicians and nurses

Item no.1: Do you choose a quiet, private place in advance to communicate bad news?
Item no.2: Do you make sure there is no interruption?
Item no.3: Do you schedule time to spend on communication?
Item no.4: First, do you present to the patient? 
Item no.5: Do you call patients by name?
Item no.6: Are you looking at the patient’s face or eyes while you talk or listen?
Item no.7: Before starting the conversation, look for a relative or loved one of the patient who already knows the news you are about to

communicate?
Item no.8: Before starting the conversation, try to figure out if the patient knows or has already guessed something?
Item no.9: Before communicating the bad news to the patient, try to understand in which personal, social, and work life areas it may affect?
Item no.10: At the point when the patient says they do not want to be informed, do you give them time to think about it?
Item no.11: Do you tend to facilitate dialogue with the patient or let them vent?
Item no.12: Does it take into account the patient’s opinion? 
Item no.13: Do you use appropriate language to allow the patient to process the news they just received?
Item no.14: Communicate information in a sequential and organized manner, not giving more information until you are sure that the

information given, has been well assimilated?
Item no.15: Do you ask the patient what their feelings are? 
Item no.16: When the patient’s response is anxiety, fear, sadness, aggression, do you maintain an active listening attitude?
Item no.17: Do you show nonverbal support and understanding? 
Item no.18: When communicating bad news, do you stand assertively, expressing your thoughts with confidence?
Item no.19: If the patient disagrees, does he/she wait for your proposal to find the solution to the problem?
Item no.20: Do you observe the emotions that emerge in the patient following the bad news?
Item no.21: Do you ensure that at the end of the conversation the patient has no doubts or questions?
Item no.22: Do you establish a plan of care with the patient, if necessary, in order to address the new situation?
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assessed thanks to the Chi square test. By taking into account
the level of personal preparation with respect to the issue of
communication with the patient and the job role, linear re-
gressions were performed to each item of the questionnaire
proposed in order. All p<.05 values were considered signifi-
cant. Finally, for any significant association frequencies and
percentages were assessed in order to better understand the
trend of the significant associations evaluated.

Ethical Considerations
Before answering the questionnaire, each participant

had to give his or her free consent to the processing of per-
sonal data according to the Declaration of Helsinki and in
full compliance with privacy regulations. Complete
anonymity of the data collected with the mere purpose of
investigating the objective of the study was ensured.

All participants who did not provide consent were not
included among the subjects participating in the study. In
addition, to ensure that the questionnaires were anony-
mous and to allow for participant identification, a sequen-

tial identification (ID) number was assigned to each regis-
tered participant. Each questionnaire, therefore, had an ID
number that corresponded to the database ID.

Results

Demographic characteristics of the sample
A total of 317 health care providers, including 265

nurses and 52 physicians participated in the survey (Table
I). Most of physicians were male (12.90%), while most of
nurses were female (63.40%). Both among physicians and
nurses, most of them were married (p=.061), work in sev-
eral areas without any particular trend (p=.229) and also
improved their competences in bad news communication
in several training contexts, without any particular rele-
vant frequency (p=.356). Additionally, most of the partic-
ipants were Christians (p<.001), were employed over 6
years in their roles (p=.002) and also aged between 41-50
years and 51-60 years (p=.006). 

Table I. Sampling characteristics between physicians and nurses (n=317)

Characteristics Physicians Nurses p-value
n=52 (16.40%) n=265 (83.60%)

Gender
Female 11(3.50%) 201(63.40%) >.001*
Male 41(12.90%) 64(20.20%)

Marital status
Single 12(3.80) 107(33.80) .061
Married 36(11.40) 131(41.30)
Separate 4(1.30) 24(7.60)
Widower 0(0) 3(0.90)

Age
20-30 years 1(0.30) 56(17.70) .006*
31-40 years 13(4.10) 59(18.60)
41-50 years 14(4.40) 75(23.70)
51-60 years 22(6.90) 64(20.20)
61-70 years 2(0.60) 11(3.50)

Work experience
Until 5 years 3(0.90) 64(20.20) .002*
Over 6 years 49(15.50) 201(63.40)

Religion beliefs
Christian 37(11.70) 234(73.80) >.001*
Islamic 3(0.90) 1(0.30)
Hindu 3(0.90) 0(0)
Buddhist 2(0.60) 1(0.30)
Atheist 7(2.20) 20(6.30)
Others not mentioned 0(0) 9(2.80)

Work area
Critical area 14(4.40) 62(19.60) .229
Medical area 20(6.30) 82(25.90)
Surgical area 16(5.00) 73(23.00)
Maternal and child area 2(0.60) 13(4.10)
Prevention and safety 0(0) 7(2.20)
Territorial area 0(0) 20(6.30)
Covid-19 area 0(0) 8(2.50)

Training in patient communication
Conferences/courses 9(2.80) 64(20.20) .356
Master’s degree 6(1.90) 21(6.60)
Experience 15(4.70) 54(17.00)
Non-specific training course 22(6.90) 126(39.70)

*p<.05 is statistical significant
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Attitudes and modes of communicating bad news
By considering attitudes and perceptions in bad news

communication associated to the competence levels ac-
quired and their job roles, as physician or nurse (Table II),
the job role seemed to be implicated in the matters dealt
with the item no.5 (p=.004), item no.6 (p<.001), item
no.12 (p<.001), item no.16 (p<.001), item no.17 (p=.007),
item no.20 (p=.038). By considering the competence ac-
quired in the bad news communication, significant associ-
ations were assessed for the item no.1 (p=.012), item no.3
(p=.002), item no.9 (p=.038), item no.10 (p=.012), item
no.11 (p=.042), item no.14 (p=.016), item no.15 (p=.001),
item no.19 (.001), item no.20 (p=.003), item no.21
(p=.018) and item no.22 (p=.001).

By considering significant associations between job
role and attitudes and perceptions in bad news communi-
cation, Table III showed all frequencies and percentages
obtained: both physicians and nurses interviewed always
called their patients with their names (item no.5), de-
clared to look at the patient’s face or eyes when they talk
or listen to them (item no.6), took into account their pa-
tients’ opinions (item no.12), always or often they main-
tained an active listening attitude (item no.16), they also
payed attention to their non-verbal support (item no.17)

and also observed their patients after the communication
in bad news (item no.20). Therefore, the job role did not
seem to be a discriminant role in the attitude abovemen-
tioned, as both physicians and nurses answered with the
same trend.

By considering significant associations between atti-
tudes and perceptions in bad news communication ac-
cording to training courses performed, frequencies and
percentages assessed for each significant associations
(Table IV), showed that most of the interviewers without
any training courses on this topic always:
• chose quiet and private place to communicate bad

news (item no.1);
• scheduled also their time to spend on this typology of

communication (item no.3);
• before communicating a bad news, they tried to under-

stand in which life areas it could be affected (item
no.9);

• when the patient said they did not want to be informed,
they give them time to think about it (item no.10);

• tended to facilitate dialogue with the patient (item
no.11);

• communicated information in a sequential and orga-
nized manner (item no.14);

Table II. Attitudes and perceptions in bad news communication associated to job role competence acquired variables

Items

Job role Competence acquired
Physician/Nurse

β t p-value β t p-value

Item no.1 -.025 -.443 .658 -.141 -2.521 .012*

Item no.2 .028 .503 .615 -.106 -1.894 .059

Item no.3 .010 .174 1862 -.171 -3.706 .002*

Item no.4 .099 1.765 .078 -.072 -1.277 .203

Item no.5 .163 2.931 .004* .037 .659 .510

Item no.6 .202 3.660 >.001* -.066 -1.188 .236

Item no.7 -.004 -.066 .947 -.074 -1.309 -.191

Item no.8 .064 1.137 .257 -.080 -1.433 .153

Item no.9 .098 1.755 .080 -.116 -2.086 .038*

Item no.10 .106 1.913 .057 -.140 -2.522 .012*

Item no.11 .081 1.452 .147 -.114 -2.038 .042*

Item no.12 .195 3.549 >.001* -.093 -1.696 .091

Item no.13 .025 .449 .654 -.044 -.774 .439

Item no.14 .036 .643 .521 -.135 -2.418 .016*

Item no.15 .082 1.479 .140 -.182 -3.290 .001*

Item no.16 .191 3.451 .001* -.071 -1.293 .197

Item no.17 .151 2.719 .007* -.077 -1.381 .168

Item no.18 .050 .883 .378 -.070 -1.237 .217

Item no.19 .049 .883 .378 -.184 -3.317 .001*

Item no.20 .115 2.086 .038* -.166 -3.011 .003*

Item no.21 -.085 -1.524 .129 -.132 -2.375 .018*

Item no.22 -.096 -1.750 .081 -.193 -3.508 .001*

*p<.05 is statistical significant
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• asked the patient what their feelings were (item no.15);
• observed the emotions that emerge in the patient fol-

lowing the bad news (item no.20);
• ensured that at the end of the conversation the patient

had no doubts or questions (item no.21).
On the other hand, interviewers answered that most

often they:
• waited to find the solution to the problem, if the pa-

tients disagreed the first solution (item no.19);
• established a plan of care with the patient in order to

address the new situation (item no.22).

Discussion

The purpose of our study is to analyze any differences
in bad news communication attitudes associated to the
competence level acquired by each health professional re-
cruited, such as physicians and nurses. Additionally, we
also investigated any differences in attitudes in bad news
communications existed between nurses and physicians
interviewed, too.

The results of the study indicate a greater participation
of nurse practitioners compared to physicians, a fact that
may indicate how necessary it is to overcome the belief
that the communication of bad news is of exclusive med-
ical relevance (24). Among study participants, approxi-
mately half, or 46.7% (n=148), stated that they had no spe-
cific training, while the remainder claimed to have at-
tended master’s or advanced training courses in 8.5%
(n=27) of cases. 23% (n=73) attended conferences, while
21.8% (n=69) acquired their skills through work experi-
ence. Our data were in agreement to the current literature,
which highlighted the constant need for physicians and
nurses to communicate bad news to patients, despite very
few emphases on formal training in effective communica-

tion was given in the training curriculum. There is also ev-
idence-based literature on how to have difficult conversa-
tions in the work place or how to give bad news to a pa-
tient. In this regard, several literature addressed to an ef-
fective approach in communication, with proposes
helpful, practical strategies to effective communication in
the workplace during patient care, by requiring adequate
preparation, true self-knowledge and responsibility, con-
sideration and good listening skills from both patient and
healthcare professional, in order to maintain a positive,
hopeful message during the communication, by individu-
alizing information to the specific situation and person,
appropriate control of emotions, and efficient plans for
support and follow-up after the conversation, too (25).
However, from our data emerged a considering significant
associations between job role and attitudes and percep-
tions in bad news communication, as: both physicians and
nurses interviewed always called their patients with their
names (item no.5), declared to look at the patient’s face or
eyes when they talk or listen to them (item no.6), took into
account their patients’ opinions (item no.12), always or
often they maintained an active listening attitude (item
no.16), they also payed attention to their non-verbal sup-
port (item no.17) and also observed their patients after the
communication in bad news (item no.20). Therefore, the
job role did not seem to be a discriminant role in the atti-
tude abovementioned, as both physicians and nurses an-
swered with the same trend, as literature convey to a
unique statement: poor communication may lead to life-
threatening difficulties, as better communication practice
depend on proper communication training to health care
professionals (26-28). In this regard, literature also high-
lights the need for healthcare professionals to look beyond
the traditional focus on communication skills in education
and include topics such as working with families, man-
aging ethical dilemmas, conflict resolution, team working

Table III. Attitudes and perceptions in bad news communication between physicians and nurses

Items /Job role Never Sometimes Often Always
n(%) n(%) n(%) n(%)

Item no.5
Physician 8(2.50) 14(4.40) 17(5.40) 13(4.40)
Nurse 18(5.70) 50(15.80) 86(27.10) 11(35.00)

Item no.6
Physician 2(0.60) 8(2.50) 10(3.20) 68(21.50)
Nurse 1(0.30) 3(0.90) 32(10.10) 193(60.90)

Item no.12
Physician 1(0.30) 6(1.90) 20(6.30) 25(7.90)
Nurse 3(0.90) 5(1.60) 72(22.70) 185(58.40)

Item no.16
Physician 3(0.90) 8(2.50) 19(6.009) 22(6.90)
Nurse 1(0.30) 11(3.50) 108(34.10) 145(45.70)

Item no.17
Physician 1(0.30) 11(3.50) 19(6.00) 21(6.60)
Nurse 2(0.60) 14(4.40) 117(36.90) 132(41.60)

Item no.20
Physician 0(0) 7(2.20) 23(7.30) 22(6.90)
Nurse 5(1.60) 10(3.20) 97(30.60) 153(48.30)

*p<.05 is statistical significant
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and supporting coping and adaptation to support bad news
such as interpreters and private spaces and the provision of
opportunities for structured learning and reflection (29).

From this study, it was found that with regard to the at-
titudes that are assumed in the communication of bad
news, professionals often choose a quiet and confidential

Table IV. Attitudes and perceptions in bad news communication according to training performed

Items / Training in patient Never Sometimes Often Always
communication n(%) n(%) n(%) n(%)

Item no.1
Conferences/courses 2(0.60) 11(3.50) 24(7.60) 36(11.40)
Master’s degree 1(0.30) 4(1.30) 14(4.40) 8(2.50)
Experience 5(1.60) 10(3.20) 22(6.90) 32(10.10)
Non-specific training course 13(4.10) 29(9.10) 58(18.30) 48(15.10)

Item no.3
Conferences/courses 9(2.80) 13(4.10) 34(10.70) 17(5.40)
Master’s degree 3(0.90) 10(3.20) 11(3.50) 3(0.90)
Experience 9(2.80) 17(5.40) 32(10.10) 11(3.50)
Non-specific training course 36(11.40) 41(12.90) 51(16.10) 51(16.10)

Item no.9
Conferences/courses 1(0.30) 12(3.80) 33(10.40) 27(8.50)
Master’s degree 3(0.90) 6(1.90) 14(4.40) 4(1.30)
Experience 5(1.60) 11(3.50) 24(7.60) 29(9.10)
Non-specific training course 14(4.40) 35(11.00) 58(18.30) 41(12.90)

Item no.10
Conferences/courses 1(0.30) 6(1.90) 14(4.40) 52(16.40)
Master’s degree 0(0) 5(1.60) 10(3.20) 12(3.80)
Experience 1(0.30) 8(2.50) 18(5.70) 42(13.20)
Non-specific training course 9(2.80) 15(4.70) 50(15.80) 74(23.30)

Item no.11
Conferences/courses 1(0.30) 4(1.30) 32(10.10) 36(11.40)
Master’s degree 0(0) 1(0.30) 18(5.70) 8(2.50)
Experience 0(0) 8(2.50) 31(9.80) 30(9.50)
Non-specific training course 4(1.30) 13(4.10) 80(25.20) 51(16.10)

Item no.14
Conferences/courses 1(0.30) 3(0.90) 30(9.50) 39(12.30)
Master’s degree 0(0) 3(0.90) 13(4.10) 11(3.50)
Experience 2(0.60) 2(0.60) 26(8.20) 39(12.30)
Non-specific training course 7(2.20) 10(3.20) 77(24.30) 54(17.00)

Item no.15
Conferences/courses 2(0.60) 7(2.20) 24(7.60) 40(12.60)
Master’s degree 0(0) 7(2.20) 13(4.10) 7(2.20)
Experience 2(0.60) 8(2.50) 26(8.20) 33(10.40)
Non-specific training course 10(3.20) 30(9.50) 63(19.90) 45(14.20)

Item no.19
Conferences/courses 1(0.30) 12(3.80) 34(10.70) 26(8.209
Master’s degree 0(0) 2(0.60) 15(4.70) 10(3.20)
Experience 3(0.90) 8(2.50) 34(10.70) 24(7.60)
Non-specific training course 4(1.30) 36(11.40) 85(26.80) 23(7.30)

Item no.20
Conferences/courses 0(0) 2(0.60) 21(6.60) 50(15.80)
Master’s degree 0(0) 3(0.90) 10(3.20) 14(4.40)
Experience 0(0) 3(0.90) 26(8.20) 40(12.60)
Non-specific training course 5(1.60) 9(12.80) 63(19.90) 71(22.60)

Item no.21
Conferences/courses 0(0) 0(0) 24(7.60) 49(15.50)
Master’s degree 0(0) 2(0.60) 10(3.20) 15(4.70)
Experience 1(0.30) 3(0.90) 18(5.70) 47(14.80)
Non-specific training course 2(0.60) 9(2.80) 58(18.30) 79(24.90)

Item no.22
Conferences/courses 1(0.30) 8(2.50) 23(7.30) 41(12.90)
Master’s degree 1(0.30) 5(1.60) 15(4.70) 6(1.90)
Experience 1(0.30) 9(2.80) 26(8.20) 33(10.40)
Non-specific training course 9(2.80) 31(9.80) 63(19.90) 45(14.20)

*p<.05 is statistical significant
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place, try not to be interrupted while interacting with the
patient, planning the communication time. Professionals,
before starting the conversation, try to understand if the
patient has already guessed something, this in addition to
facilitating the introduction of the topic is necessary for
the professional to disprove erroneous information that the
patient has been able to acquire from unreliable sources
(30,31), 56.8% of respondents stated that they allow time
for the patient to reflect. In the following points it emerges
how professionals in most cases, take into account the
opinion of the patient, observe his emotions, involve him
in decisions and in the care plan, and more than half of the
respondents (59.9%) said they always make sure that the
patient has understood the information he received, thus
recognizing his uniqueness, as already expressed in the
study of (32), which emphasizes the importance of pa-
tient-centered care. A further aspect is related to the need
to use an appropriate language and the respect of the pro-
cessing time of the news, to allow the acquisition of infor-
mation that due to the strong emotional impact are often
forgotten (33), such as the reduced attention span mani-
fested by patients sometimes in 50.2% (n=159) of cases,
and often in 25.6% (n=81). In this regard literature is in
agreement to our findings, as providing information is the
most important communication goal, and greater experi-
ence with communicating bad news is connected with
higher ratings of this goal, by also reducing the health pro-
fessional’s discomfort (34).

LIMITATIONS
The results should be interpreted taking into account

some limitations. The use of online platforms to collect
responses could have led to possible bias selection; the
sample is not representative of all the Italian physicians
and nurses employed both in the public and private
healthcare sector. Additionally, the questionnaire admin-
istered was created ad hoc, without any validation study
before.

Conclusions and implications for clinical practice

Although today care is based on scientific evidence
and guidelines, on teamwork between the various profes-
sionals who take care of the patient in his uniqueness, the
communication of bad news in particular, needs to be rec-
ognized in the same way as those procedures that charac-
terize the care itself, and for which we try to ensure the
highest possible quality. Aspect still too often underesti-
mated and entrusted to character peculiarities or experi-
ence gained during his professional career, recognizes in
the protocol S.P.I.K.E.S. a tool that can guide the profes-
sional in the conduct of the conversation with the patient,
can promote a relationship of cooperation and trust be-
tween the parties, but whose knowledge is still not wide-
spread. It emerges from the study the need to train health
professionals, especially nurses. The presence of a profes-
sional psychologist in all work settings could be useful to
allow professionals to better address this moment that for
the patient represents a multidimensional process of deep

and intimate personal change. In addition, future studies
could analyze both the knowledge, attitudes and percep-
tions of other health professionals with respect to commu-
nication.
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