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Abstract: 
 

Title: Assessment of A Novel Curriculum to Teach Bad News Delivery in the Emergency 

Department 

Purpose:  

Breaking bad news (BBN) is difficult in the ED given time constraints and lack 

of prior relationships. Current research on BBN teaching is primarily outside of the ED. EM 

residents are often tasked with this responsibility. We hypothesized that a brief structured 

curriculum of the novel IDEALS method of bad news delivery would increase bad news delivery 

comfort and skill. 

 

Methods:  

This was a blinded single-site prospective randomized trial conducted at an urban tertiary care 

hospital with a three-year EM residency. All 39 EM residents were eligible for the study and 

randomized to either the BBN curriculum group or control group. The BBN curriculum group 

was taught the IDEALS method for BBN through a didactic presentation and small group role 

playing exercise. Residents from both groups volunteered for pre-intervention and post-

intervention assessments consisting of a survey and a two-part simulation where they inform a 

standardized patient of a new critical illness and subsequently disclose the patient’s death in a 

second interaction. Videos were evaluated by three independent graders trained by the study 

team using a modification of a validated tool for teaching death disclosures. 

 

Results:  

Eighteen of 39 residents (46%) completed the survey component of the project. Of these, 17 

completed both the survey and video components, with two excluded due to video malfunction. 

Self-reported comfort (p < 0.01) and self-reported skill (p = 0.02) were increased significantly in 

participating residents who received the intervention. There was no significant difference in 

video scores between the intervention and the control arms. 

 

Conclusions: 

The novel IDEALS method of bad news delivery increases self-reported comfort and skill. There 

was no statistical difference in video scores between the intervention and control arms. The study 
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was limited by size and power. A larger sample population is needed for further assessment of 

the IDEALS curriculum. 
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Glossary of Abbreviations 
 

BBN…………………………………………... Breaking Bad News 

BIDMC……………………………………….. Beth Israel Deaconess Medical Center 

ED…………………………………………...... Emergency Department 

EM…………………………………………..... Emergency Medicine 

ER…………………………………………...... Emergency Room 

ICC…………………………………………… Intraclass Correlation Coefficient 

PGY…………………………………………... Postgraduate Year 
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Description of Scholarly Work 
 

Specific aims, significance, and innovation 
 

A difficult task for any doctor is breaking bad news to a patient or their family. This is 

particularly difficult in the emergency department as time is often at a premium and there is 

rarely any prior doctor-patient relationship. Several articles have been written providing 

recommendations in strategy to deliver bad news 1–3, methods of teaching how to do so 4,5, and 

ways of evaluating clinicians’ skills 6. Some publications have provided recommendations on 

strategy adaptation to the emergency department 7. Within the realm of breaking bad news, death 

notification to family members has been extensively written about 8–10. Although each individual 

component of BBN has been explored as mentioned, there have been few trials actually 

assessing the efficacy of a specific curriculum designed to teach the skills needed to break bad 

news in a clinical setting.  

 

There have been randomized trials assessing communications skills training around end-of-life 

care 11 and there has been one prospective trial, performed in Belgium, assessing the 

effectiveness of a 40-hour long longitudinal communications skills curriculum for BBN 

delivered over the course of 8 months 12.  

 

The proposed research project assesses the utility of a brief, 90 minute-long BBN curriculum 

given to emergency medicine residents. The primary hypothesis is that a brief curriculum can 

improve 1) self-reported comfort 2) self-reported skill and 3) independently observed skill in 

delivering bad news in the context of emergency medicine.  

 

Physicians in many fields of medicine must regularly break bad news to patients and families. 

This is particularly true in emergency medicine, where physicians frequently deliver news of 

poor prognoses, new diagnoses, and death without any prior established physician-patient 

relationship. Additionally, many physicians have not had formalized training in breaking bad 

news and feel uncomfortable doing so despite this being a routine part of their practice. Although 

there are many publications offering advice on this topic in the context of emergency medicine, 
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there has not been a trial evaluating the efficacy of a short curriculum that can be delivered in a 

single one-hour session to help train residents in breaking bad news.  

 

As outlined above, a previous trial has been carried out evaluating an extensive, longitudinal 

curriculum on breaking bad news delivered over 8 months to residents in Belgium. 

While this curriculum was shown to be efficacious, it is important to note that in addition to 

being a single study, the curriculum tested is long and has many barriers to being implemented 

by residency programs here in the U.S. The novelty of the proposed study is in testing a brief 

curriculum that can be implemented easily by residency programs and in assessing the residents 

in several domains, including self-reported skill, comfort, and independently observed skill as 

assessed through standardized patient interactions.  

 

Student and Collaborator Contributions 
 

This study consisted of several stages as outlined in Figure 1. A detailed overview is provided 

below.  

 

Stage 1: Emergency medicine residents at BIDMC were recruited to participate in the study. 

These residents spanned PGY1-PGY3 in terms of years of training. There was an initial pre-

intervention survey which assessed several demographic characteristics of the participants, level 

of training, history of formalized training in breaking bad news, opinions regarding strategies of 

BBN, and self-reported skill and comfort in doing so.  

 

Stage 2: Participating residents underwent a two-part, filmed standardized patient interaction. 

Learners participated in a high-fidelity medical simulation session where they had to stabilize a 

critically ill patient after a life-threatening overdose. After the initial stabilization, the learners 

are told that there is a family member waiting to hear what is going on with their loved one and 

the resident must deliver news that the patient is intubated and sedated following a seizure. The 

resident then returns to the medical simulation where the patient arrests and is pronounced dead. 

The residents must then deliver the news that the patient has died to the family member.  

 

Stage 3: Those residents randomized to the intervention arm received the intervention, consisting 

of a 90-minute training in breaking bad news using the novel IDEALS curriculum. All study 
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participants, regardless of whether or not they participated in this intervention, took a second 

survey assessing opinions regarding strategies of BBN, and self-reported skill and comfort in 

doing so. Residents who did not have the training at this time were offered a make-up session at 

the conclusion of the project to ensure all had access to the educational material.   

 

Stage 4: In the final stage of the project, all study participants underwent a second two-part, 

filmed standardized patient interaction. In the first part of this simulated case, the resident 

stabilizes a motorcycle crash victim in a medical simulation and meets the family member and 

informs them that the patient has been critically injured. During the second phase the trauma 

patient arrests and the resident must deliver the news that the patient has died to the family. 

 

Study conception, design, and acquisition of data was performed by Dr. Matthew Hall, Dr. 

Nicole Dubosh, and Dr. Edward Ullman. I performed the initial analysis and interpretation of the 

data, including determining statistical methods and rationale. I created all figures, tables, and 

drafted the initial manuscript. This was subsequently critically edited by Dr. Matthew Hall, Dr. 

Nicole Dubosh, and Dr. Edward Ullman.  

 

Implications 
 

There are several important implications to this study given the known limitations as outlined in 

the main text below. 

1) This study demonstrates the possibility of designing and delivering a successful 

curriculum in breaking bad news in a single, brief session. As described in the 

introduction, most curricula that have been developed and evaluated in the literature are 

delivered to learners over several sessions. Due to the round-the-clock nature of 

emergency medicine, it is logistically difficult to ensure that any individual resident is 

present for a multipart curriculum. This study illustrates that a brief curriculum can be 

efficacious and paves the way for further evaluation of the IDEALS curriculum on a 

larger scale. 

2) This study uses a novel method for curriculum evaluation by combining surveys and a 

high-fidelity medical simulation with incorporated standardized patient interactions. 
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Although the sample size was small, the feasibility of such a method was demonstrated 

and can be replicated on a larger scale.  

3) For the video component of the study, we needed to develop a grading rubric. The rubrics 

used were slight modifications of those previously developed and validated for teaching 

death disclosures. Modification was necessary as all available and previously validated 

rubrics solely focused on death disclosure while this project also targeted discussion of 

new critical illness. This initial study demonstrates the use of the new modified rubric 

which can now be used and further validated in future studies.  

4) We showed a significant increase in self-reported comfort and self-reported skill among 

residents who received this single, 90-minute intervention. Although this is not a direct 

proxy for actual performance in breaking bad news, it can be postulated that residents 

who are more comfortable and feel more skillful will ultimately do a better job in the ED. 

It is additionally a goal of residency programs to improve the confidence of residents in 

core skills of a physician, and our curriculum accomplishes this in one 90-minute session.  
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Main Text 
 

Introduction 
 

One of the most difficult tasks for a doctor is breaking bad news (BBN) to a patient, loved one or 

their family. This is particularly challenging in the emergency department (ED) as time is often 

at a premium and there is a limited doctor-patient relationship. Several articles provide 

recommendations about the delivery of bad news,1–3 methods of teaching how to do so,4,5 and 

ways of evaluating clinicians’ skills.6 Some publications have provided recommendations on 

strategy adaptation to the emergency department.7 Within the realm of BBN, death notification 

to family members has been extensively written about.8–10 

 

There have been numerous randomized trials assessing communications skills training around 

end-of-life care, primarily in the fields of palliative care, critical care, oncology, and general 

internal medicine.11–17 However, most of these investigations have assessed multi-day curricula. 

One study included a brief two hour intervention but it was designed to specifically teach the 

skill of inpatient code status discussions.14 Most previous modules were taught in a single block 

of 2-4 days,12,13,15,16 while others were delivered in a longitudinal format over the course of 

weeks or months.11,17 The specific skill of death notification in the ED has been previously 

investigated.10,18,19 While learning how to appropriately deliver news of a patient death is clearly 

an important skill for any EP, it is arguably more difficult and nuanced to discuss new 

devastating diagnoses where the patient outcome is still unclear such as major trauma, 

intracranial bleeds, and acute respiratory failure. There is scant research on brief curricula 

developed specifically for the ED setting that includes both death notification and discussion of 

new devastating illnesses. 

 

We developed the novel IDEALs method for ED bad news delivery to target the inherent 

challenges to breaking bad news in the ED setting. We hypothesized that a brief breaking bad 

news curriculum delivered to PGY 1-3 residents would increase their self-perceived skill and 

comfort in delivering bad news as well as their ability to do so as assessed by third-party 

reviewers. 
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Methods 
 

We performed a single-site prospective randomized trial evaluating a brief BBN curriculum 

delivered to EM residents. All subjects were ED residents (PGY 1-3) in an ACGME-accredited 

program at an urban Level 1 trauma center with an annual volume of approximately 55,000 

annual visits. This study was submitted to our local Intuitional Review Board. It was determined 

that the study met criteria for exemption under federal guidelines.  

 

Study Design 

An overview pipeline of the study design is provided in Figure 1. All 39 EM residents were 

recruited and randomized to either receive or not receive the intervention. The intervention is 

defined as the 90-minute BBN curriculum. Of these 39 residents, 21 participated in all or part of 

the study and were included in analyses. The residents span PGY1-PGY3 in training level and 

are trainees in the ACGME-accredited emergency medicine residency program.  

 

Participating residents took an initial pre-intervention survey. Participating residents 

subsequently underwent a two-part, filmed standardized high-fidelity simulation session where 

they care for a critically ill patient. During the scenario, participants stabilize the patient and 

must give a family member an update on his sudden critical illness (interaction one). Participants 

then return to the patient where he dies despite their best efforts and residents must then deliver a 

death notification (interaction two). This resulted in two separate doctor-patient interactions with 

one for the discloser of the critical illness and a second for the death notification. Actors playing 

the role of the family member were trained by the study team and none were personally familiar 

with the participating residents.  

 

Residents were subsequently randomized to either receive or not receive the intervention 

consisting of a 90-minute BBN curriculum. All study participants, regardless of whether or not 

an intervention was performed, took a second survey assessing opinions regarding strategies of 

BBN, and self-reported skill and comfort in doing so. Residents who did not have the training at 

this time were offered a make-up session at the conclusion of the study to ensure all had access 

to the educational material.   
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In the final stage of the project, study participants underwent a second two-part, filmed 

standardized simulation session. Again, they stabilized a critically ill patient, disclosed the 

information to an actor playing the role of a family member (interaction one), and then 

unsuccessfully attempted to save the patient before delivering the death notification to the family 

member (interaction two). As in the first medical simulation, actors playing the role of the family 

member were trained by the study team and were not personally familiar with the participating 

residents. 

 

Grading: 

Each standardized patient interaction was graded by three graders who were trained by the study 

team. Graders did not know the resident participants. The rubrics used were slight modifications 

of those previously developed and validated for teaching death disclosures.18,19 The 

modifications were made solely to allow for grading of the severe critical illness portion of the 

exercise as the previously validated rubrics were created for death notification only. In brief, 

each interaction was graded with a checklist component and a rating scale component. The 

checklist component is a set of up to 13 points that are graded in binary fashion – either 

acceptably completed or not completed. The rating scale is a set of 6 components that are graded 

subjectively on a scale ranging from unsatisfactory to superior. The combined score, which was 

not included in the studies mentioned previously,18,19 is tallied through a weighted combination 

of the checklist and rating scale. A 25% weight was placed on the checklist and a 75% weight on 

the rating scale. As each medical simulation case consisted of two graded interactions, a final 

score was calculated by summing the two interactions. Graders were blinded to the names, 

intervention arm, and order of the two simulation sessions. They were each assigned simulation 

sessions in random order.  

 

Curriculum 

A brief, 90-minute BBN curriculum designed for emergency medicine physicians was developed 

and delivered by author MMH. It was composed of a short introductory power point lecture 

reviewing current literature and difficulties inherent to BBN in the ED.  It also introduced the 

novel IDEALS method for breaking bad news in the ED environment. The IDEALS 

(Introduction, Discover, Educate, Acknowledge emotion, Listen to questions, Summarize) 
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method for bad news delivery was developed with the assistance of ICU physician experts in 

communication, and ED social workers, and practicing ED physicians. Residents then worked in 

small groups of two to three residents to practice these techniques while being coached by 

instructors. Residents would alternate playing the role of family members and doctors discussing 

a case where bad news was delivered. Following each interaction, the cases were discussed in 

small groups and in the class as a whole before residents alternated roles. 

 

Statistical Analyses 

All statistical analyses were performed in R. Specific tests of significance are indicated in the 

results section. The Mann-Whitney U-test was used for non-parametric significance testing of 

continuous data. Given small sample sizes, Fisher’s exact test was used for frequency 

distribution comparisons.  

 

Results 
 

 

 
Figure 1: Study Design Pipeline 

 

 

Brief BBN curriculum impacts on self-reported comfort and skill 

 

Demographic information for residents included in the final survey analysis is provided in Table 

1. There was no difference in frequency distribution among the two trial arms in terms of sex 

(Table 1). The two trial arms did differ by distribution of years of training and race (Table 1) 

with the intervention arm consisting of more PGY-1 level residents and with less racial 

heterogeneity. Residents were surveyed regarding their prior education in breaking bad news and 

experiences doing so. There was no difference among the intervention arms in terms of the 

frequency of having been formally trained in BBN in the past, the setting of this training, or the 

format in which the content was delivered (Table 2). Despite the difference in years of training 
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among the arms, there was no difference in experience delivering death notifications, BBN to 

family, or BBN to patients (Table 2).   

 

 

 

 

 

 

 

  All 

No 

intervention Intervention P-Value 

Sex 
Male 13 (72%) 5 (71%) 8 (73%) 1 

Female 5 (28%) 2 (29%) 3 (27%)   

Year 

PGY-1 7 (39%) 0 (0%) 7 (64%) 0.02 

PGY-2 7 (39%) 4 (57%) 3 (27%)   

PGY-3 4 (22%) 3 (43%) 1 (9%)   

Race 

Asian 2 (11%) 2 (29%) 0 (0%) 0.03 

Black 1 (6%) 0 (0%) 1 (9%)   

White 15 (83%) 5 (71%) 10 (91%)   

Formal Training 
Yes 17 (94%) 7 (100%) 10 (91%) 1 

No 1 (6%) 0 (0%) 1 (9%)   

Table 1: Demographics for participants who completed both a first and second survey and were 

included in the final survey analysis. Bold indicates p-value < 0.05. Fisher-exact test used for 

comparison. 

 

 

Self-reported comfort (p < 0.01) and self-reported skill (p = 0.02) were increased significantly in 

participating residents who received the intervention (Figure 2a and 2b). There was no 

significant difference in comfort (p = 0.55) or skill (p = 0.24) for residents who did not receive 

the intervention (Figure 2a and 2b). 
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All  No intervention Intervention 

P-

Value 

Education 

Formal Training 
Yes 17 (94%) 7 (100%) 10 (91%) 1 

No 1 (6%) 0 (0%) 1 (9%)   

Setting 

Preclinical 7 (41%) 2 (29%) 4 (40%) 0.67 

Clinical 7 (41%) 3 (43%) 5 (50%)   

Residency 3 (18%) 2 (29%) 1 (10%)   

Format 

Didactic 10 (59%) 4 (57%) 6 (60%) 1 

Simulation 12 (71%) 5 (71%) 7 (70%)   

Role Play 13 (76%) 6 (86%) 7 (70%)   

Experience 

Death Notifications 

0 times 7 (39%) 2 (29%) 5 (45%) 0.59 

1-2 times 6 (33%) 2 (29%) 4 (36%)   

3-5 times 5 (28%) 3 (43%) 2 (18%)   

6-9 times 0 (0%) 0 (0%) 0 (0%)   

10+ times 0 (0%) 0 (0%) 0 (0%)   

BBN to family 

0 times 4 (22%) 0 (0%) 4 (36%) 0.61 

1-2 times 2 (11%) 1 (14%) 1 (9%)   

3-5 times 4 (22%) 2 (29%) 2 (18%)   

6-9 times 4 (22%) 2 (29%) 2 (18%)   

10+ times 4 (22%) 2 (29%) 2 (18%)   

BBN to patient 

0 times 1 (6%) 1 (14%) 0 (0%) 0.49 

1-2 times 6 (33%) 1 (14%) 5 (45%)   

3-5 times 5 (28%) 2 (29%) 3 (27%)   

6-9 times 3 (17%) 1 (14%) 2 (18%)   

10+ times 3 (17%) 2 (29%) 1 (9%)   

Table 2: Prior education in and experience with breaking bad news for participants who 

completed both a first and second survey and were included in the final survey analysis. Bold 

indicates p-value < 0.05. Fisher-exact test used for comparison.  
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(a) 

 

(b) 

 

Figure 2: a. Self-reported comfort (p < 0.01) was increased significantly in participating residents 

who received the intervention. There was no significant difference in comfort (p = 0.55) for 

residents who did not receive the intervention. b. Self-reported skill (p = 0.02) was increased 

significantly in participating residents who received the intervention. There was no significant 

difference in skill (p = 0.24) for residents who did not receive the intervention. Mann-Whitney 

U-test used for significance testing.  
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Standardized patient interactions following a brief BBN curriculum 

  All No intervention Intervention P-Value 

Sex 
Male 12 (71%) 7 (70%) 5 (71%) 1 

Female 5 (29%) 3 (30%) 2 (29%)   

Year 

PGY-1 8 (47%) 3 (30%) 5 (71%) 0.20 

PGY-2 6 (35%) 4 (40%) 2 (29%)   

PGY-3 3 (18%) 3 (30%) 0 (0%)   

Race 

Asian 2 (12%) 2 (20%) 0 (0%) 0.31 

Black 1 (6%) 0 (0%) 1 (14%)   

White 14 (82%) 8 (80%) 6 (86%)   

Formal 

Training 

Yes 14 (88%) 8 (89%) 6 (86%) 1 

No 2 (12%) 1 (11%) 1 (14%)   

Table 3: Demographics for participants who completed both medical simulation cases. Bold 

indicates p-value < 0.05. Fisher-exact test used for comparison. Of note, one participant in the no 

intervention arm did not indicate the presence or absence of formal training in BBN.  
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 ICC (95% Confidence Interval) 

First interaction 0.307 (0.093 - 0.535) 

 Second interaction 0.695 (0.524 - 0.825) 

Overall 0.552 (0.352 - 0.726) 

Table 4: Inter-rater reliability testing using the intraclass correlation (ICC) among the three 

graders is shown. As outlined in the methods, each medical simulation case consisted of a first 

interaction and a second interaction. The ICC is provided for each of these interactions, as well 

as for the overall score. The pre-intervention cases and post-intervention cases are grouped 

together. 

 

Standardized patient interactions following a brief BBN curriculum 

 

Demographic information for residents included in the final video analysis is provided in Table 

3. There was no difference in frequency distribution among the two trial arms in terms of sex, 

years of training, race, or presence of prior formal training in BBN (Table 3). Quality control for 

inter-rater reliability as measured by two-way intraclass correlation is provided in Table 4u. As 

outlined in the methods, each medical simulation case consisted of a first interaction and a 

second interaction. The intraclass correlation coefficient (ICC) is provided for the first and 

second interaction separately, as well as for the overall score. As graders were blinded to the case 

order and provided with videos in random order. The pre-intervention cases and post-

intervention cases are grouped together. There was moderate inter-rater reliability for the overall 

score with an ICC of 0.552 (95% confidence interval 0.352-0.726). Consistency was better for 

the second interaction, which had an ICC of 0.695 (95% confidence interval 0.524-0.825) as 

opposed to the first interaction, which had an ICC of 0.307 (0.092-0.935).  

 

Although there were 10 residents in the control arm and 7 residents in the intervention arm, 2 of 

the residents in the intervention arm had at least one ungradable interaction, and as such, were 

excluded from the overall score analysis leading to a sample size of 5 for the overall score in the 

intervention arm. There were no significant differences in video scores for the first interaction, 

second interaction, or overall score of standardized patient interactions for either the control arm 

or intervention arm of the study between the first and the second simulation sessions (Table 5).  

However, there was a trend toward improved scores in the intervention arm that was not 

observed in the control group. The data was additionally fractionated by checklist only and rating 
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scale only for the first interaction, second interaction, and overall score. Doing so did not show 

any significant differences for either the intervention arm or no intervention arm.  

 

 

  Case 1 Case 2 P-Value 

No 

intervention 

First Interaction 69.61 69.3 0.97 

Second Interaction 68.32 65.1 0.97 

Overall 68.97 67.2 0.85 

Intervention 

First Interaction 71.57 70.88 0.88 

Second Interaction 66.96 69.19 0.76 

Overall 69.27 70.03 1 

Table 5: There were no significant differences in video scores for the first interaction, second 

interaction, or overall score of standardized patient interactions for either the no intervention arm 

or intervention arm of the study. Mann-Whitney U-test used for significance testing.  

 

 

However, there was a trend toward improved scores in the intervention arm that was not 

observed in the control group. The data was additionally fractionated by checklist only and rating 

scale only for the first interaction, second interaction, and overall score. Doing so did not show 

any significant differences for either the intervention arm or no intervention arm. 

 

Discussion 
 

In this study we aim to assess the utility of the IDEALS method for breaking bad news in a 

single-site prospective randomized trial. Through survey data, our results illustrate a clear benefit 

in both self-reported comfort and self-reported skill in BBN by resident learners who have 

received this brief, targeted curriculum. This is particularly impressive given the low sample size 

of our study, suggesting a relatively large effect size of this curriculum on improving resident 

comfort and skill in BBN. Although this is not a proxy for actual performance in breaking bad 

news, it can be postulated that residents who are more comfortable and feel more skillful will 

ultimately do a better job in clinical practice. At the very least, it is undoubtedly a goal of 

residency programs to improve the confidence of residents in the core skills of a physician, and 

our curriculum accomplishes this in one 90-minute session.  
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This project sought to demonstrate improved skill at bad news delivery through the use of 

independently graded simulation scenarios utilizing standardized patients as family members. As 

demonstrated in Table 5, there was no statistical improvement in bad news delivery, either in the 

first interaction where critical illness was disclosed, in the second interaction where the patient’s 

death was discussed, or as a whole. However, there was a trend toward improvement in the 

intervention group (69.27 to 70.03) that was not observed in the control arm (68.97 to 67.2). 

 

This small difference speaks to two difficulties surrounding communication research in 

emergency medicine. Residents time during training is at a premium and fewer than half of 

residents volunteered to participate in the full study. The overall score was ultimately compared 

between 10 residents in the control group and 5 residents in the intervention arm. A rough power 

analysis varying Cohen’s d between 0.2, 0.5, and 0.8, indicating small, medium, and large effect 

sizes, respectively, shows required sample sizes in each arm of 198, 33, and 14, respectively, for 

a power of 80%. This study is underpowered to detect even large effect sizes, and so it is 

unsurprising that although there is a trend to improvement there is not a statistically significant 

benefit captured in the standardized patient interaction data. 

 

Secondly, it proved difficult to grade the video interactions. Although a previously validated 

grading rubric was utilized, it still attempts to objectify an inherently subjective process of 

grading human interaction. The rubric seemed to lack the resolving power to amplify small but 

important differences in communication techniques into statistical difference in scores. Perhaps 

an improved grading system may have been able to detect differences between the groups that 

this rubric did not.  

 

There has been a considerable amount of literature published on either general strategies of 

delivering bad news or providing overviews of various specific topics within the umbrella of 

breaking bad news, such as strategy of delivering death notifications and carrying out code status 

discussions.1–6 While most of this literature has been published in the fields of palliative care or 

internal medicine, some of this descriptive literature has been specific to the ED setting. 7,8,10  

Previous randomized trials assessing communications skills with BBN have been largely 

centered around end-of-life care and similarly carried out in the setting of palliative care, critical 
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care, and oncology.11–17 By nature of the ED, patients and families are often already anxious, 

adding an additional level of complexity to effective communication in a field that at baseline 

differs from other medical specialties because of the absence of a prior doctor-patient 

relationship, the need to deliver bad news to patients and families within a matter of minutes or 

hours after meeting, and an often loud and chaotic environment.  

 

More so than teaching a specific skillset such as delivery of death notifications, teaching a 

generalizable approach to delivery of bad news in the ED setting is a nuanced and difficult task. 

Overlaid on this are pragmatic considerations of limitations to implementations of curricula in 

emergency medicine residencies. In particular, because of the hours and shift-structure of EM, it 

is difficult to deliver a longitudinal multi-part curriculum and ensure the presence of all 

residents. Most BBN curricula that have been evaluated were multicomponent, taught either in a 

single block of 2-4 days,12,13,15,16 or longitudinally over the course of weeks or months.11,17 Our 

novel IDEALS curriculum is tailored to the unique environment of the ED with a focus on 

strategies such as rapidly building patient rapport, responding to emotions, answering questions 

and coming to group consensus. It is structured to be delivered in a single 90-minute session, 

allowing it to be easily given as a residency program didactic session.   

 

 

Limitations 
 

This study sought to demonstrate an independently observed improvement in breaking bad news 

skill following the intervention, but as discussed above, was limited by sample size. In addition 

to small sample size, there are several other limitations to the study. The study was performed at 

a single site and consisted of a relatively homogenous population with an underrepresentation of 

female residents and residents identifying as Asian or Black. There was a self-selection bias for 

residents who willingly completed all portions of the study. Additionally, there was imperfect 

randomization resulting in study arms that differed in some demographic categories, although it 

is important to note that despite the intervention arm having significantly less years of residency 

experience there was no difference in experience breaking bad news. Finally, although the 

grading scale was based on a previously used and validated score, because it was developed for 

death notifications there were some modifications to score the critical illness disclosure portion 
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of the simulation and, as such, the grading scale in its current form has not been validated in 

previous studies. There was only moderate inter-rater reliability, suggesting the possibly that the 

scale itself is difficult to precisely apply or that the graders require additional training to 

minimize variance. Lastly, the second interaction of each case consistently showed an increased 

ICC. Although simulation cases were viewed in random order, the first interaction (severe illness 

notification) of each case was always viewed prior to the second interaction (death disclosure), 

and the increased ICC for the second interaction likely reflects an improved comfort with the 

resident being evaluated.   

 

Conclusions 
 

This is the first study to assess the utility of a brief breaking bad news curriculum designed 

specifically to teach the unique skillset required to do so in emergency medicine. We show a 

significant increase in self-reported comfort and self-reported skill among residents who received 

this single, 90-minute intervention and a trend but no statistically significant improvement in 

independently evaluated breaking bad news skill.  

 

Breaking bad news to patients and families is a fundamental skill required of every physician and 

is particularly important in the ED where physicians are tasked with doing this on a regular basis 

without the help of a prior doctor-patient relationship. The manner of delivery of bad news can 

have a major impact on patients and families during an already stressful time. Providing a single 

teaching session that improves resident comfort and self-perceived skill is incredibly valuable 

and will likely translate to improved communication with patients and families. Our study was 

primarily limited by size and power. A larger sample population is needed for further assessment 

of the IDEALS curriculum. 
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