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Delivering bad news in obstetric practice
From setting up and starting the conversation to strategizing a medical plan 
of action, SPIKES offers a structured approach to delivering bad news 

O bstetrics is a field filled with 
joyful experiences high-
lighted by pregnancy, child-

birth, and the growth of healthy 
families. The field is also filled with 
many experiences that are sorrow-
ful, including failure to conceive after 
infertility treatment, miscarriage, 
ultrasound-detected fetal anoma-
lies, fetuses with genetic problems, 
fetal and neonatal demise, extremely 
premature birth, and birth injury. For 
decades oncologists have evolved 
their approach to discussing bad 
news with cancer patients. In the 
distant past, oncologists often kept 
a cancer diagnosis from the patient, 
preferring to spare them the stress 
of the news. In the modern era of 
transparency, however, oncologists 

now uniformly strive to keep patients 
informed of their situation and have 
adopted structured approaches to 
delivering bad news. An adverse 
pregnancy outcome such as a mis-
carriage or fetal loss may trigger 
emotional responses as intense as 
those experienced by a person hear-
ing about a cancer diagnosis. Women 
who have recently experienced a mis-
carriage report emotional responses 
ranging from “a little disappointed” 
to “in shock” and “for it to be taken 
away was crushing.”1 As obstetri-
cians, we can advance our practice 
by adopting a structured approach 
to delivering bad news, building on 
the lessons from cancer medicine. 
Improving the quality of our commu-
nication about adverse pregnancy 

events will reduce emotional distress 
and enable patients and families to 
more effectively cope with challeng-
ing situations.

Communicating bad news: The 
facts, the emotional response, 
and the impact on identity
Clinicians need to be cognizant that 
a conversation about bad news is 
3 interwoven conversations that 
involve facts, emotional responses, 
and an altered self-identity. In addi-
tion to communicating the facts of 
the event in clear language, clinicians 
need to simultaneously monitor and 
manage the emotional responses to 
the adverse event and the impact on 
the participants’ sense of self.2 Clini-
cians are steeped in scientific tradi-
tion and method, and as experts we 
are naturally drawn to a discussion of 
the facts. 

However, a discussion about 
bad news is highly likely to trigger 
an emotional response in the patient 
and the clinician. For example, when 
a clinician tells the patient about 
delivery events that resulted in an 
unexpected newborn injury, the 
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patient may become angry and the 
clinician may be fearful, anxious, 
and defensive. Managing the emo-
tions of all participants in the con-
versation is important for an optimal 
outcome. 

An adverse event also may 
cause those involved to think about 
their self-identity. A key feature of 
bad news is that it alters patients’ 
expectations about their future, jux-
taposing the reality of their outcome 
with the preferable outcome that 
may have been. Following a still-
birth during her first pregnancy the 
patient may be wondering, “Will 
I ever be a mother?”, “Did I cause 
the loss?”, and “Does all life end in 
death?” A traumatic event also may 
impact the self-identity of the clini-
cian. Following a delivery where the 
newborn was injured, the clinician 
may be wondering, “Am I a good or 
bad clinician?”, “Did I do something 
wrong?”, “Is it time for me to retire 
from obstetrical practice?”

Following an adverse pregnancy 
outcome some patients are con-
sumed with intense grief. This may 
require the patient and her family 
to move through a series of emo-
tions (similar to those who receive a 

new diagnosis of cancer), including 
denial, anger, bargaining, depres-
sion, and acceptance.  

Responses to grief
Kubler-Ross identified these 5 psy-
chological coping mechanisms that 
are often used by people experienc-
ing grief: denial, anger, bargaining, 
depression, and acceptance.3 The 
goal of the clinician is to help griev-
ing patients move through these 
stages in an appropriate fashion and 
not get stuck in the stages of denial, 
anger, and/or depression. Fol-
lowing a difficult pregnancy some 
patients and their family members 
become stuck in a state dominated 
by anger, rage, and resentment. This 
is fertile ground for the growth of a 
professional liability case. Denial 
and anger are adaptive short-term 
defenses to protecting self-iden-
tity. In time, most people engage in 
more constructive responses, accept 
the adverse event, and plan for the 
future. Kubler-Ross observed that 
hope helps people survive through 
a time of great suffering and is pres-
ent throughout the response to grief. 
Clinicians can play an important role 
in ensuring that a flame of hope is 

kept burning throughout the process 
of responding to and grieving bad  
outcomes.

A structured approach to 
delivering bad news: SPIKES
Dr. Robert Buckman, an oncologist, 
has proposed using a structured 
approach, SPIKES, to guide conver-
sations focused on delivering bad 
news.4–6 SPIKES is focused on trying 
to deeply understand the patient’s 
level of knowledge, emotions, and 
perspective before providing medi-
cal information and support. SPIKES 
consists of 6 key steps. 
1. Setting up and starting. Men-
tally rehearse and arrange for pri-
vacy. Make sure the patient’s support 
people are present. Sit down, use 
open body language, eye contact, 
and/or touch to make a connection 
with the patient. Create room for a 
dialogue by using open-ended ques-
tions, silent pauses, listening first, 
and encouraging the patient to pro-
vide their perspective. 
2. Perception. Elicit the patient’s 
perspective. Assess what the patient 
believes and feels. Assess vocabulary 
and comprehension. 
3. Invitation. Ask the patient what 
they would like to know. Obtain per-
mission to share knowledge.  
4. Knowledge. Provide informa-
tion in small pieces, always checking 
back on the patient’s understanding. 
Use plain language that aligns with 
the patient’s vocabulary and under-
standing. 
5. Emotions. Explore, explicitly 
recognize, and empathize with the 
patient’s emotions. 
6. Strategy and summary. Set out 
a medical plan of action. Express 
a commitment to be available for 
the patient as she embarks on the 
care plan. Arrange for a follow-up  
conversation.

Some studies have indicated that 
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having a protocol such as SPIKES for 
delivering bad news helps clinicians 
to navigate this challenging process, 
which in turn improves patient satis-
faction with disclosure.7 Simulation 
training focused on communicating 
bad news could be better utilized 
to help clinicians practice this skill, 
similar to the simulation exercises 
used to practice common clini-
cal problems like hemorrhage and 
shoulder dystocia.8,9 

Physician responses  
to bad outcomes 
Over a career in clinical practice, 
physicians experience many bad 
outcomes that expose them to the 
contagion of sadness and grief. 
Despite this vicarious trauma, they 
must always present a professional 
persona, placing the patient’s needs 
above their own pain. Due to these 
experiences, clinicians may become 
isolated, depressed, and burned 

out. Drs. Michael and Enid Balint 
recognized the adverse effect of a 
lifetime of exposure to suffering and 
pain. They proposed that physicians 
could mitigate the trauma of these 
experiences by participating in 
small group meetings with a trained 
leader to discuss their most difficult 
clinical experiences in a confiden-
tial and supportive environment.10,11 
By sharing clinical experiences, 
feelings, and stories with trusted 
colleagues, physicians can channel 
painful experiences into a greater 
understanding of the empathy and 
compassion needed to care for 
themselves, their colleagues, and 
patients. Clinical practice is invari-
ably punctuated by occasional 
adverse outcomes necessitating 
that we effectively manage the pro-
cess of delivering bad news, simul-
taneously caring for ourselves and 
our patients. 
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