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Executive Summary 
 
Ashford and St Peters are committed to providing excellent care for patients. Effective and 
compassionate communication is essential to the provision of care with a direct correlation 
between positive patient outcomes and good communication. Ineffective communication 
among health care professionals is one of the leading causes of error and patient harm, over 
70 % of RCAs mention communication as a contributing factor.  
https://www.mariecurie.org.uk/media/press-releases/poor-communication-in-the-nhs-wastes-
public-funds-and-damages-patient-care/103176 
Recent guidance and national agendas support the delivery of compassionate 
communication and encourage the local delivery of guidance as a means of improving 
patient safety.  
 
This Policy aims to support the delivery of the ASPH vision through excellent evidence 
based consistent communication standards.  It outlines the expectation to deliver excellent 
communication to optimise care acknowledging staff will need to have appropriate resources 
and communication skills depending on the level of communication skills required. 
 

 
 
NICE guidance https://www.nice.org.uk/guidance/cg138/chapter/1-guidance provides the 
requirements to improve the experience of patients in the NHS, 

  Know the patient as an individual  
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 Enable patients to actively understand, participate and decision make in their care 

  Establish essential requirements of care 

 Tailor healthcare services for each patient  

 Provide continuity of care  

 
All staff will deliver compassionate communication regularly according to their role and 
training. The Communication Standard describes when to communicate and by who and 
The Matters Communication Tool and communication pyramid demonstrate the 
requirement of this in line with professional standards (for example NMC, RCOT, GMC 
HCPC). The latter also supports the How to communicate.  
 
These requirements form the basis of the standard essential communication required at 
ASPH for all staff caring for patients in our hospitals to deliver effective and efficient 
treatment and care. 
 



 

Volume 8 
Patient Care 

Current Version 
is held on the 

Intranet 

First Ratified 
March 2010 

Next Review 
May 2023 

Issue 3 Page 6 of 33 

 

1. INTRODUCTION 
 

Communication is fundamental to the delivery of relationship between health care 
professionals and patients/ relatives. Good communication with patients and relatives is 
not an optional skill. It is an essential part of professional practice. 
Good communication on the part of the professional:  

 Facilitates psychological adjustment to difficult news 
 Enables patient participation in decision making about their treatment and care 
 Improves patient quality of life and well being 
 Improves patient satisfaction 
 Increases concordance with prescribed medication and adherence to medical 

advice 
 Decreases complaints 
 Enhances professional’s job-satisfaction and decreases burn out 

 
The aim of this Policy is to support the delivery of essential communication for all staff at 
ASPH ensuring accurate, compassionate and consistent information for patients 
/relatives within the context of their care situation. Relevant Tools are provided to in the 
form of a standard- when to communicate, and the Matters Tool which supports how to 
communicate. A Communication Standard (appendix 6) describes daily/routine 
communication to next of kin/one relative to provide regular consistent updates about the 
patients care journey to reduce anxiety and support a partnership approach between 
staff, patients and their next of kin/relatives, in some cases enabling discharge. The 
Matters Tool and SBAR Tool support how to communicate.  
 
In summary 
 Four main categories influence the content of this standard 
 

 Effective and timely communication  
 Compassionate communication 
 Communication with relevant individuals 
 Appropriate and accurate information / content communicated 

 
The tool highlights the importance of first impressions, #hello my name is, 
communication skills and what matters to our patients to inform care. 

 
The appendices include the Tools for professionals communicating with patients and 
their relatives at ASPH. Guidelines are not rigid constraints upon decision making and 
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leave room for health care professionals to use clinical judgment on an individual case 
basis. 
 

2. SCOPE 
 

The scope of this document is for all staff at ASPH to consistently engage in 
compassionate communication for all patients meeting all needs. All staff 
communication is an essential and fundamental part of their role in caring for patients at 
ASPH. All communication needs should be met including translation/sight/hearing needs 
all of which are available on Trust Intranet. 
 
The document includes the matters tool as a standard and the communication pyramid 
as an expectation for role / skills and training.  
 
The scope includes the original guidance for ‘Breaking Bad News or Significant News’ 
This may be considered as :- 
 
 “Any news that drastically and negatively alters the patient’s view of his or her future” 
(Buckman 1996) 
 
The term “bad news” should be taken to mean any significant information about the 
patient’s condition/diagnosis, prognosis or treatment (including resuscitation 
status/withholding or withdrawing life prolonging treatment) which is assumed to be 
previously unknown to them and/or to their relatives or carers, and which is likely to 
cause anxiety or distress. It may also include information previously given which has not 
been fully understood. This also applies to information given to relatives or carers that 
may cause them anxiety or distress. This requires advanced communication training. 

 
3. THE MATTERS TOOL TO SUPPORT COMMUNICATION DELIVERY 
 

The Matters Communication Tool was developed from a Living Well to the End, Point of 
Care Foundation (Kings Fund) service improvement project at ASPH NHS Foundation 
Trust in 2017. Patient and family communication requirements were identified through 
the project methodology and the matters tool was developed to address communication 
between staff and patients / families. 
 
The Matters Tool illustrates the principles of communication and expectations of delivery 
relating to the role and confidence of all staff working in our hospital to deliver 
compassionate care. 
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MATTERS Communication Tool 
“I hear, I forget, I see, I remember, I do and I understand” 

 
Acknowledge your communication skills and escalate to colleagues to support 

 

M Meet and Greet 
First impressions 
count 
10/ 5 Rule 

10 feet – eye contact and head nod  

Use nonverbal communication skills,  

Wearing of ID badges by all staff 

Tier 1 

All Staff 

A Acknowledge  

10/ 5 Rule 
 
‘hello my name is’ 
#hellomynameis  

5 feet  (e.g. on the ward / by the patient) 
Use nonverbal communication skills,  

 Positive nod of the head 

 Positive/interested/encouraging facial 
expression  

 Positive gestures 

 Eye contact 

Respect the personal space of the patient 

Tier 1 

All Staff 

T Talk and involve 
Use communication skills 
to introduce care and 
gain consent   

Use non-verbal and verbal communication 
skills 

 Introduction to the patient, 
#hellomynameis what your name is, who 
you are 

Use communication skills to involve the 
patient in the intended care/ intervention.  

Tier 1 

All Staff 
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T 

Taking time to 
 Listen  

 Understand 

Tailor care to the 
individual patient  

 

 

 
Use  Communication 
skills to 
involve the patient and 
personalise care 
 

Communication skills to including active 
listening 

 Assess patient communication needs  

 Ensure reasonable adjustments are met 
with all the available services on Trust 
Intranet. 

 Assess how and to whom patient care will 
be communicated 

 Establish a single point of contact 
(significant other) with whom care will be 
communicated 

Consider strategies and care to address 
individual patient communication needs 
(language needs / communication aids) 

Tier 2 

All clinical staff and  

All staff with patient 

facing roles  

E 
Explore what 
matters 

Use communication skills 

to enable  

‘What matters to you?’ 

conversation happens 

reliably for every person, 

every time. 
 
 

 “What are the things that are important to 
you at the moment?” 

 Assess how and to whom patient care will 
be communicated -Establish a single point 
of contact (significant other)  

 Use communication skills to assess plan 
and evaluate the daily delivery of care. 

Communicate plan of care and updates to 
patient and with consent to significant other – 
Daily 

Tier 3  

All Registered staff 

All Medical Staff 

Staff who had 

completed ASPH 

communication 

training day and 

competencies  
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R 

Respect Use communication skills 
to enable personalised / 
individualised care 

 Listening not telling 

 Confident to deliver 
communication 
virtually 

Demonstrate 
understanding of wishes  

 

Effective Communication skills that will  

 Deliver professional / Patient relationships  

 Recognising patient values and Choices.  

 Prompt High quality care and positive 
patient outcomes  

 Maintaining  privacy and dignity 

 

Tier 3 
Registered health 
care professionals 
Medical Staff 
(registrar and above) 

S 

 
Summarise and  
sharing  
Significant news 

Sharing significant news 
 
Summarising and gaining 
feedback / evaluation 
 
Action and communicate 
wishes with team 
Involving the patient and  
 
Significant other in 
communication. 
 
Documented 
summarising of 
communication available 
to all involved with care 

Use of advanced non-verbal and verbal 
communication skills 

Significant news needs to be communicated 
by the most senior health care professional in 
charge of the patient care. 

The giving of Significant news (all clinical 
areas) must be supported by a second HCP 
with appropriate training at the time of 
communication or a second conversation  / 
follow up conversation is established. 

Summarising  / Follow on conversations may 
be carried out by Health care professionals 
with appropriate training and skills 

 
Tier 4 /  
Ward Manager/CNS 
/Registrar and above. 
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4. ARCHIVING ARRANGEMENTS 
 
This is a Trust wide policy. Archiving arrangements are therefore managed by the quality 
department who can be contacted to request master or archived copies. 
 
 

5. LINK WITH ACCESS TO MEDICAL RECORDS 
 
This policy is not intended to retrospectively apply to conversations and documentation 
prior to April 2010  
The Trust Policy and Procedure in respect of patient access to medical records remains 
unchanged and should be drawn to the attention of any patient seeking retrospective 
access to correspondence, or wider access to their medical records. 
 
 

6. DISSEMINATION, TRAINING and SUPPORT 
 
This policy will be disseminated via the intranet and the Cancer website. An article in 
’Aspire’ will raise awareness of the updated policy. The Cancer and Palliative Care Team 
will be able to support the Trust in promoting and teaching communication skills. 
Communication skills are also part of the mandatory training for registered nurses. All 
core members of the Cancer MDT should have advanced communication skills training 
as mandatory by peer review. 
  
 

7. MONITORING 
 
This policy will be monitored by the Clinical Nurse Leads together with the End Of life 
care Steering Group. 
The Trust Team will gain feedback through their annual patient experience surveys. 
All nurses, doctors and other professionals present or communicating significant news to 
patients, to adhere to the policy, gain patient feedback and discuss non compliance with 
relevant individual and End of Life Care Steering group as appropriate   

 
 
8.  REFERENCES 
 
 

1.  Baile W, Buckman R et al (2000) SPIKES – A six step protocol for delivering 
bad news: application to the patient with cancer. The Oncologist 5:302-311 
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Appendix 1: Communicate Standard Tool  
 
 
A standardised communication tool,  
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Appendix 2: How to Communicate-NICE Standard 

1. Ensure that the environment is conducive to discussion and that the patient's privacy is 
respected, particularly when discussing sensitive, personal issues. 

2.  Maximise patient participation in communication by, for example: 

 maintaining eye contact with the patient (if culturally appropriate) 

 positioning yourself at the same level as the patient 

 ensuring that the patient is appropriately covered (if applicable). 

3. Ask the patient how they wish to be addressed and ensure that their choice is respected 
and used. 

4. Establish the most effective way of communicating with each patient and explore ways to 
improve communication. Examples include using pictures, symbols, large print, Braille, 
different languages, sign language or communications aids, or involving an interpreter, a 
patient advocate or family members. 

5. Ensure that the accent, use of idiom and dialect of both the patient and the healthcare 
professionals are taken into account when considering communication needs.  

6. Avoid using jargon. Use words the patient will understand, define unfamiliar words and 
confirm understanding by asking questions.  

7. Use open-ended questions to encourage discussion.  

8. Summarise information at the end of a consultation and check that the patient has 
understood the most important information.  

9. Offer the patient copies of letters between healthcare professionals. These should be in 
a form that is accessible to the patient and if possible use language that they will 
understand. Answer any questions the patient may have about these. 

10. All staff involved in providing NHS services should have demonstrated competency in 
relevant communication skills. 
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Appendix 3 :Telephone Conversation Standard 
 
 
1. Telephone calls should be answered promptly and courteously. 
 
2. Callers must be informed of:  

 the name of the ward/department answering the call 
 the name and job title of the person to whom they are speaking. 

  
3. Caller identity must be established (and verified if necessary). 

  
4. If the ward/department is unable to help: 

 the call should be correctly redirected 
 or the caller should be given accurate details of the person and number to call 
 or the ward/department should undertake to find out the information and to call back 

within a stated time. 
 or the caller should be invited to call again if any difficulty is encountered. 

  
5. Any caller needing to be put “on hold” should be given the option of calling back, or be 
kept informed that their call is still being dealt with. 
 
If the patient has requested that no information be given to relatives/carers, this wish must 
be respected at all times. 
 
6. Significant news on the telephone: (follow the matters tool and SPIKES model) 
 

 The call should if possible be made in private so that background noise is kept to 
a minimum and interruptions avoided. 

 The identity and role of the member of staff making the call must be clearly 
established. 

 The identity of the person receiving the news must be clearly established. 
 The person responsible for breaking the news should ask whether the recipient 

has access to immediate support. 
 Significant news should be followed up with a summarising / follow up call 
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Appendix 4 :Communicating ‘Breaking Bad News or Significant News’ standard 
 
 “Any news that drastically and negatively alters the patient’s view of his or her future” 
(Buckman 1996) 
 
The term “bad news” should be taken to mean any significant information about the patient’s 
condition/diagnosis, prognosis or treatment (including resuscitation status/withholding or 
withdrawing life prolonging treatment) which is assumed to be previously unknown to them 
and/or to their relatives or carers, and which is likely to cause anxiety or distress. It may also 
include information previously given which has not been fully understood. This also applies 
to information given to relatives or carers that may cause them anxiety or distress.  
 
There is clear ethical and legal guidelines regarding confidentiality and data protection, there 
is some evidence that doctors are still failing to inform patients when they are diagnosed with 
a life-threatening illness such as cancer, especially if the patient is older. There is evidence 
that on occasion confidential information has been given to relatives without the expressed 
permission of the patient, and often before the patient has been given that information for 
themselves. This practice is not generally acceptable but there may be circumstances where 
it is the wish of the patient that a relative/next of kin should be present when such news is 
given, or even that they should be informed in advance. If such a wish has been expressed 
then it is equally essential that this should be respected.   
 
In the last 40 years there has been a paradigm shift in western medical practice from 
paternalism to partnership. Respecting the patient’s autonomy is now considered paramount 
in terms of the provision of truthful information, thus enabling patients to make informed 
choices about their treatment and future care. Even in countries where the cultural tradition 
has been to withhold the truth from patients, studies have consistently shown that the vast 
majority of people want to be told the truth, however bad the news is. Therefore, avoiding all 
assumptions and stereotypes, it is the professional’s duty to ask the competent patient. 
 
1.  How much the patient wants to be told about their condition?  
 
2.  With whom it is permissible to share information about the patient’s condition. 
 

Both answers should be documented in the notes. If the patient is not competent to be 
involved in decisions about their care, the medical team must act in their best interests 
and inform relatives as appropriate. 
 
Whose responsibility is it to give this information? 
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NICE recommend that “communicating significant news should normally be undertaken 
by a senior clinician who has expertise in the disease or treatment area, has received 
advanced training and is an effective communicator”. 
In practice, this is not always possible and any member of the health care team may find 
themselves being asked searching questions by either the patient or their relatives, or 
having to give news in the absence of anyone more senior. Best practice recommends 
that a doctor and nurse should be present when breaking bad news, this allows for the 
person to be supported following a difficult conversation. In any situation, the member of 
staff must, before proceeding, consider the following: 
 
Do I have the information necessary to have this conversation? 
Am I the best person in the health care team to do this or should I defer to someone 
else? 

 
1. At ASPH, the responsibility for breaking bad news always lies with the most 

appropriate senior health care professional available on the team who is usually a 
doctor and/or nurse. In order to avoid confusion and misinformation it is 
recommended that, ensuring that the communication of any information is in 
accordance with the wishes of both the patient and relatives. 

  
2.   When that person is not available and there is information which the patient/relatives 

need to be told immediately, it is the responsibility of the nurse in charge of the shift 
to ensure that an appropriate person (usually the most senior doctor on duty) is found 
to talk with the patient/relatives with the nurse present. 

 
Ultimately it is the responsibility of the Medical Team caring for the patient to ensure 
that a Doctor is available to speak with the patient and to ensure that the nursing 
team receives the appropriate medical input and support. If the senior nurse on the 
Ward at the time is unable to contact a Doctor or, if, for whatever reason the Doctor 
cannot, or is unwilling to attend, the nurse should contact the Unit Clinical Nurse 
Lead and/or the patient’s key worker (Clinical Nurse Specialist) , or outside normal 
working hours, the Clinical Site Nurse Practitioner. He/she should ensure that a 
Doctor attends or should take responsibility as the most senior person available on 
duty.  
 

3. It is essential that any health care professional who is closely involved in the patient’s 
care (including the key worker) should be included, wherever possible, when such a 
discussion takes place. It is those who are most closely involved to whom the patient 
is likely to turn for further information and support 
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4.  If a relative/carer specifically requests to see a doctor, it is the responsibility of the 
senior nurse on duty to make the necessary arrangements.  Consent for disclosure of 
information must always be obtained from the patient. However, if a timely face to 
face meeting is impossible to arrange, the doctor should consider a telephone 
discussion.   

 
5.  It is the responsibility of the doctor/nurse to ensure that any information which has 

been given has been understood.  This may mean repeating, clarifying or simplifying 
information.. Written information and contact numbers for further information should 
be offered as appropriate. 

 
6.  Time and opportunity must be given to the patient and/or relatives to ask questions 

and to express any concerns. They must always be offered a further opportunity to 
speak with the doctor. The nurse responsible for the care of the patient must ensure 
that he/she follows up the discussion with the patient/relatives after an appropriate 
interval so that unresolved anxieties and questions can be addressed, bearing in 
mind that the patient may feel the need to discuss concerns at any given time point. 

 
7.  The patient/relatives should, if appropriate, be offered the use of the telephone and 

the nurse is responsible for ensuring that they are given any other immediate support 
that they might need. 

 
8.  With the patient’s knowledge and permission, details of the discussions and the 

patient’s understanding of those discussions must be fully documented in the medical 
notes and the documentation signed and dated.  If discussion took place with a 
relative/carer, his/her name should be recorded in the patient’s medical and nursing 
records.  

 
9.  For patients whose first language is not English: If the patient speaks little English or 

is non-English speaking, an independent translator must be booked.  Wherever 
possible it is best not to use family members as translators.  Where there is no 
alternative then sensitive caution should be exercised and appropriate support given 
to the family member who may inevitably struggle to process the information they 
must impart.  Information should always be made available to the patient in their first 
language (see Guidelines to using interpreting services for people whose first 
language is not English and those with communication impairment(s) 

 
10. Careful consideration must always be given to any special needs that the patient may 

have.  This must include taking into account specific communication needs and 
providing additional aids to communication where appropriate.  
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11. Spirituality:  Sometimes the content of “bad news” can have particular implications 

for a patient or family who represent a particular culture, faith community or none.  A 
particular example might be when the family has to be informed that the death of a 
patient will need to be referred to the Coroner for a post mortem. In some cultures the 
concept of post mortem is particularly distressing since it can appear to be a 
mutilation of the body of the deceased. Whilst it is accepted that this is a legal 
requirement with which the family must comply staff should still be sensitive to the 
particular pain that this will cause them.   Such a referral is also likely to cause a 
delay in the release of the body of the deceased   for a funeral.  In some cultures this 
delay is very difficult for families since they would wish the deceased to be released 
for burial as soon as possible and ideally within 24 hours of death.  Families who find 
themselves in this situation need to be fully informed of the reason for the referral to 
the Coroner. They should also be offered the support of an appropriate 
faith representative or of one the Hospital Chaplains  

  
The Palliative Care Team and the Trust Chaplaincy can act as a means of additional 
support.  The Palliative Care Team can be contacted via the switchboard during 
normal working hours. There is an “on call” Chaplain available via the Switchboard at 
all times and the Chaplaincy can also help staff to make contact with the patient’s 
own religious representative, if appropriate, or with a faith leader within the 
community. 
 

12. Children:  In the case of a child the initial discussion will normally be with the 
parent(s)/carers. This conversation will include a decision as to whether it is 
appropriate to include the child in further discussions.  The usual guidelines 
pertaining to competency must be applied. This decision must be documented in the 
child’s health care records. 
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Appendix 5: Communicating ‘Breaking Bad News or Significant News’ standard 
over the telephone. 
 
Having considered all the above points, the following guide for communicating significant 
news should be followed (adapted from Peter Kaye’s Ten Steps for Breaking Bad News). 
Please note patients will vary and these steps are intended as guidance only. Suggested 
phrases are given in italics in the boxes for each step. 
 
1. Preparation 
 

Significant news should always be communicated to the patient with the minimum delay. 
The issue is one of ensuring that the patient has adequate support after the news is 
given. 

 
Prepare the place: 
 A private room should be used if possible; each ward area or unit should therefore 

identify a room which can be used for this purpose. When the patient is unable to be 
moved from his/her bed, it is essential that curtains are drawn around the bed, and 
that the discussion takes place in a manner that is most conducive to privacy. 

 Do not stand over the patient but ensure there is somewhere to sit down at their level 
in order to maintain eye contact 

 Avoid physical barriers such as desks. 
 Avoid interruptions “Do not disturb” sign might be placed on the door, telephone 

unplugged, mobile telephones turned off and bleeps left at the nurses’ station.  
 Protect the patient’s dignity by ensuring they are dressed if just examined etc 
 Ensure the environment is clean and tidy.  The presence of any unnecessary clutter, 

or items such as unwashed coffee cups, can too easily convey the message that little 
thought has been given to the discussion or that it is considered unimportant.   

 
Prepare the people: 
Who should be at this meeting? Most patients would prefer to have a family member or 
friend with them if they are having significant conversations with medical staff. Some 
patients do not want this. The only way to know is to ask the patient. Please consider 
this before the ward round or clinic starts and it is too late to call the spouse to come up. 
 
Useful phrase: When we/ the doctors have got important things to discuss with you about 
your condition, would you like someone else to be with you or do you prefer to deal with it 
on your own? 
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While the senior clinician available should break the news (see above), best practice 
recommends the presence of a clinical nurse specialist, ward nurse or other member of 
the team to support the patient and relatives and to ensure better continuity of care. In the 
cancer setting, this should be the patient’s named key worker (usually a site specific 
clinical nurse specialist). 
 
Make sure everyone present is introduced to the patient and the patient agrees to 
the attendance of other professionals. 
 
Teams of doctors should try to avoid having such conversations on ward rounds where 
the doctors vastly outnumber the patient and none of the above standards can be met. 
 
Prepare yourself: 
Make sure you know all the facts before the meeting.  Think about your agenda for the 
meeting and what you want to achieve in the consultation.  Consider when the best time 
is to have the conversation in terms of your emotional energy for the task (perhaps 
morning better than at the end of a long day). 

 
2. Find out what the patient already knows 
 

Do not start giving any information until you have found out what the patient 
already knows.  
Clarify their understanding if it is not clear or they avoid the question. What they tell you is 
your starting point for giving them new information at the later stage. 
 
Useful phrases: 
Before we start, can you tell me what you have already been told about your condition? 
It would really help me if you could start by talking about how things are at the moment 
What is your understanding of things so far? 
When you say you know you have a growth, can you tell me what you understand that 
growth to be? 
 
In most cases of bad news, you are most likely to be confirming a patient’s existing fears 
and suspicions. Only occasionally will you be giving someone news that comes as a 
complete surprise. It is worth exploring what someone suspects is wrong with them to see 
how close his/her ideas are to the reality. 
 
Useful phrase: 
When you had the first symptoms, what did you think it might be? 
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3. Is more information wanted? 
 

Patients have the right not to be told everything. People are different in their information 
needs. In all situations patients should be offered the opportunity to have relevant 
information pertaining to their case even if this involves bad news.   

 
Useful phrases: 
Are you the kind of person that likes to be told everything or do you prefer to leave the 
details to your family? Would you like me to explain a bit more about your condition? 
Is it ok with you if I go on to explain the results of the tests? 
 
Occasionally patients will say they do not want to be given bad news. This can be difficult 
when treatment plans necessitate informed consent. In this situation, the need to give the 
basic information should be gently explained and care taken not to overload with 
unwanted detail. Pay special attention to finding out what the patient already knows about 
their illness. 

 
4. Give a warning shot 
 

Be aware that your unconscious body language may well have already conveyed that the 
news is not good and the information is much more likely to be heard and taken in if you 
prepare the person for what is coming. This is not cruel but rather a key step in taking the 
patient from where they are in their current understanding to where they need to be. 

 
Useful phrase: 
I’m afraid the news isn’t very good. 
I’m afraid I have some difficult news for you. 

 
5. Check to continue/ allow the refusal of further information 
 

Pause and listen before you go on. Allow the patient to respond to what you have already 
said. The patient may refuse further information at this time and this should be respected 
as a coping strategy that is protective to them. If so, make another time to meet with them 
and remind them they can always ask for more information in the future. 
 
Useful phrase: 
Is it ok if I continue? 
It must be very hard to accept all this coming out of the blue 

. 
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6. Give the information 
 

 Start with what the patient already knows. 
 Narrow the information gap step-by-step. 
 Detail will not be remembered so keep the information simple. 
 Use non-medical jargon. 
 Avoid euphemisms: e.g. use the word ‘cancer’, not ‘growth’ or ‘tumour’. 
 Avoid information overload. 
 Avoid long monologues where you do all the talking. 
 Do not be afraid of silence (it gives the patient time, control and allows them to 

assimilate the information you have told them) 
 Premature reassurance does not reassure. 
 If you can’t answer a question, be honest, say you don’t know but will try and find 

out. 
 Repeat the important points. 

 
Useful phrases: 
Am I making sense? 
Would you like me to explain anything further? 
Shall I go on or do you want me to stop there? 

 
Never say “There is nothing more we can do for you”.  
There is always something else that can be done, even if it is maintaining comfort and 
planning place of care. The question ‘How long have I got?’ Some people ask this 
question without being fully prepared for the discussion. Start by exploring their reasons 
for the question and their own ideas about prognosis. Avoid giving an exact answer to 
questions of prognosis, using instead phrases like “days to weeks”, “weeks to months”, 
emphasising the inaccuracy of any time estimates.  If patients are extremely distressed 
after receiving significant news they can appear to enter a trance like state. In this state 
they will not hear any further information given to them. The patient may wish to stop the 
conversation at this point and return to it at a later time or date. 
 

7. Listen to concerns 
 

Once you have given the news, you MUST take time to find out what the patient’s main 
concerns are, before you start giving reassurance. This way you will be able to address 
the issues most worrying the patient, rather than assume that you know what their main 
worries will be. 
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Useful phrases: 
What is worrying you the most about all of this? 
What are your main concerns at the moment? 
 
Let them talk and, if necessary, you should form a list of issues that you will need to 
address either then or at later meetings. This process in itself is therapeutic for the 
patient. 

 
8. Encourage ventilation of feelings 
 

This is the key phase in terms of patient satisfaction with the interview because it conveys 
empathy. Take time to find out how the person is doing. Bad news will remain bad news, 
however well it is broken but ventilation of feelings will help the person adapt and 
process. A reaction of anger towards the giver of the news is fairly common. You will not 
be able to make it better but just listening has a therapeutic effect. 
 
Useful phrases: 
How does this leave you feeling at the moment? 
How are you feeling now that I’ve given you this news? 
 
Short empathic comments followed by silence encourage the patient to disclose their 
concerns and express feelings. Never say you know how they must feel because you 
cannot, even if you have personally experienced something similar. 
 
Let the patient tell you how they feel. 
 
Useful phrases: 
I’m really sorry to have to give you such bad news. 
I can’t imagine how awful this must be for you. 

 
9. Summarise and plan, provide a permanent record 
 

Summarise the news you have given and, perhaps more importantly, the concerns the 
patient has told you about. This reinforces to the patient that you have heard what they 
have said and understand the issues. Make a plan about what you are going to do next, 
distinguishing between the fixable and the unfixable. 

 
Useful phrases: 
Your main concerns at the moment seem to be…… 
Have I left anything out? 
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Is there anything else you want to ask me? 
 
The patient should be offered a permanent written copy of their consultation. 
 

10. Offer availability and support 
 

Most patients will need further information at a later meeting, as they will not have 
remembered the details. 
Show them that you are willing to talk again about the issues and give them contact 
numbers for yourself, or another member of the team as appropriate. In a cancer setting, 
the patient should be given contact details for their allocated key worker. 
If appropriate, the key worker or other member of the team should remain with the patient 
after the clinician has left. Consider involvement of other colleagues according to the 
patient’s assessed needs (chaplains, psychologist, palliative care team etc) 
Consider giving information about other sources of support (leaflets about local or 
national support groups) 

 
11. Communicate with the rest of the team 
 

It is vital that the rest of the team are updated about significant conversations with 
patients and relatives. Document the conversation in the notes, including: 
Date and time of the meeting 
Who was present for the meeting 
Where the meeting took place (if not obvious) 
What was actually said (highlight the main words used, ‘cancer’, ‘dying’ etc) 
The patient’s understanding/ main concerns 
The plan that was agreed at the end 
Don’t forget the GP and send a letter with this information if appropriate 

 
12. What is the impact on the professionals? 
 

These conversations are stressful for the deliverer of the news and may leave 
professionals feeling drained and sad even when handled in an expert manner. This 
stress, un-dealt with, can result in a reluctance to give bad news. If professionals are 
uncomfortable breaking bad news, they are more likely to avoid discussing distressing 
information and be more optimistic than the clinical situation warrants. This can lead to 
serious misunderstanding on the part of the patient and later distrust of the health care 
team.  If possible take a few minutes afterwards to reflect on how you are left feeling and 
how the conversation went. Ideally take a short break. Staff should be encouraged to 
avail themselves of training opportunities wherever possible but can also be supported by 
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 Clinical Supervision  
 Reflective session  
 Post traumatic debrief session 
 Professional supervision (contact your manager or the lead nurse for practice 

development).  
 The Trust Employee Assistance Programme, (Telephone 0800-282-193) available 

24/7 for advice and support.  
 The Occupational Health Departmentcan provide support for staff during normal 

working hours.  
 The Palliative Care Team 
 The Trust Chaplains. 
 

 
 
Summary of what NOT TO DO when communicating significant news: 
• ensure that if  bad news is given over the telephone a communication model and the above 
delivery is followed  
• Lie 
• Collude with the family in lying 
• Give any information until you have found out what is already known 
• Say “Nothing more can be done” 
• Give definite time-spans for prognosis 
• Say “I know how you must feel” 
• Forget to document the conversation 
 



 

 
 
 

 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 



 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

April 2021 V3 

Next of Kin Communication standard 

Patient Admitted  

Admin to:  
· Establish Patient’s (if able) preferred next of kin (NOK)  
· Confirm contact details 

Allocated RN Nurse to:  
· Update Patient’s NOK regarding condition, investigations and 

medical plan, admission and property  
Within 2 Hours Of being in A&E 

Patient Dies  Medical Team call NOK and inform of patients death  
Use Communication key phrases  
Ensure NOK has Bereavement office number  

Discharge  

Deteriorating Patient  

Ward Care  
ED Admin inform NOK of patient (and property) transfer to Ward  
All transfers-current and receiving NIC contact NOK to update 
  
·   

Allocated  
· RN- Daily Update NOK on 

Condition/Medical Plan/EDD   
· Medical Team– Update  2 x 

weekly/condition change 
· Therapy– assessment  /condition 

change 
Medical Team  to:  
· Update NOK on changing condition on going medical plan  
· Manage expectations surrounding treatment available /Ceiling 

of Care / Limitations    
· Give time frame of next update and diarise this.  
  

Allocated RN Nurse  (or NIC) / Flow Coordinator to:  
· Inform NOK regarding being medically ready for discharge and 

discharge plans and arrange time for collection from 
Discharge Lounge. 

· Therapy–  day before discharge 
·   

Discharge team ( If required ) 
· Update NOK as required regarding 

the discharge planning and 
progress  

· Update Patients NOK regarding 
condition and on going medical 

Appendix 6 
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Appendix 7 
ASHFORD & ST. PETER’S HOSPITAL NHS TRUST 

 
                                           Equality Impact Assessment Summary                              
 
 
Name:     Lesley Spencer DoN Palliative care- Sue Dargan/Ellen Bull 
 
Policy/Service: Communicating Significant News 
 
Background 

 Description of the aims of the policy 
 Context in which the policy operates 
 Who was involved in the Equality Impact Assessment 
 

The aim of this document is to provide some practical guidance for professionals at all levels 
communicating with patients and their relatives within ASPH. Guidelines are not rigid 
constraints upon decision making and leave room for health care professionals to use 
clinical judgment on an individual case basis. Breaking Bad News (BBN) has perhaps the 
highest profile in terms of significant conversations with patients and relatives and there are 
many well described guidelines for this specific area. The NICE guidance published in 2004 
for improving supportive care for adults with cancer specifies that all staff should be trained 
to deal effectively with difficult and searching questions, and talks of significant and ‘key’ 
conversations in addition to breaking bad news or the giving of significant information. NICE 
suggest that trusts formalise guidance and policies in this area. 
 
The scope of this document includes conversations with all adults (patients and relatives - 
relative being used loosely throughout this document and intended to include all significant 
others for that patient, whether or not officially related) not just those with cancer. Many of 
the principles will also be applicable to those working in the child health setting although 
additional guidance within a developmentally appropriate framework may be required for this 
area. The guidelines as outlined below should be applied, as appropriate, for breaking bad 
news to patients in all clinical areas including Accident & Emergency and Outpatients 
 
 
Methodology 

 A brief account of how the likely effects of the policy was assessed (to include 
race and ethnic origin, disability, gender, culture, religion or belief, sexual 
orientation, age) 

 The data sources and any other information used 
 The consultation that was carried out (who, why and how?) 
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The original policy at ASPH was disseminated to the all clinical teams  for feedback. The 
End of Life Care Group was also asked for comments and feedback incorporated. The draft 
of this updated policy has been approved by the End of Life Care Steering group which 
includes a patient representative who has contributed to this revision.    
 
Key Findings 

 Describe the results of the assessment 
 Identify if there is adverse or a potentially adverse impacts for any equalities 

groups 
 

It is recognised that staff and patients whose first language is not English may have difficulty 
reading and interpreting this policy.  This policy may impact on those individuals who are 
hearing or sight impaired. 

All patients need to have difficult news broken to them in a sensitive manner providing them 
with enough time for questions and to assimilate the information. The policy guidelines 
provide staff with a framework as to how to accomplish that. 

Conclusion 
 Provide a summary of the overall conclusions 
 

 
All staff need to be aware that every patient will be affected by significant news. Race, 
culture, gender and age may mean that individuals respond and behave in different ways 
after receiving bad news. Staff should aim to treat and speak to patients according to their 
individual needs despite potential diversity. 
 
Recommendations 

 State recommended changes to the proposed policy as a result of the impact 
assessment 

 Where it has not been possible to amend the policy, provide the detail of any 
actions that have been identified 

 Describe the plans for reviewing the assessment 
 

 

For staff members or patients whose first language is not English, a relevant clinical member 
of staff may need to go through the policy with the individual or employ a translator as 
necessary. Relevant and related policies are also referenced 

Clinicians to show evidence of diversity awareness training in order to be aware of 8 
possible areas of discrimination 
 
The Trust will need to continue to provide information  other than in read format such as  
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Communicating significant news lectures on Trust communication days and Mandatory 
registered nurse days 
 
 
 
 
Guidance on Equalities Groups 
 
Race and Ethnic origin (includes gypsies and 
travellers) (consider communication, access 
to information on services and employment, 
and ease of access to services and 
employment) 
 

Religion or belief (include dress, individual 
care needs, family relationships, dietary 
requirements  and spiritual needs for 
consideration) 

Disability (consider communication issues, 
access to employment  and services, 
whether individual care needs are being met 
and whether the policy promotes the 
involvement of disabled people) 
 

Sexual orientation including lesbian, gay and 
bisexual people (consider whether the 
policy/service promotes a culture of 
openness and takes account of individual 
needs 

Gender (consider care needs and 
employment issues, identify and remove or 
justify terms which are gender specific) 
 

Age (consider any barriers to accessing 
services or employment, identify and remove 
or justify terms which could be ageist, for 
example, using titles of senior or junior) 

Culture (consider dietary requirements, 
family relationships and individual care 
needs) 
 

Social class (consider ability to access 
services and information, for example, is 
information provided in plain English?) 

 
 
 
 
 
 

 
 


