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ABSTRACT

Background: Physicians are regularly confronted with a wide range of settings requiring good communication skills. Deficient
communication is the main reason for patient complaints.
Methods: A literature review and personal experiences of communication techniques used by physicians in intensive care units
and cardiac wards.
Results: Good communication can increase medical adherence and motivate patients to life-style changes and therefore improve
outcomes, resolve or prevent conflicts, increase patients’ satisfaction with offered health care, decrease anxiety and depressive
symptoms, instill hope and also make hospital staff feel better.
Conclusions: In this article, different models aiming at achieving optimal results in diverse communication situations are
described. Healthcare leaders and medical educators should encourage physicians to use the communication techniques presented
in this review to optimize the interaction with patients, relatives and colleagues.
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1. INTRODUCTION
Good communication can increase medical adherence,[1] and
therefore improve outcomes, resolve or prevent conflicts,[2]

increase patients satisfaction with offered health care,[3–5]

decrease anxiety and depressive symptoms, instill hope and
also make hospital staff feel better.[6] Deficient communica-
tion is the main reason for patient complaints.[7]

In Table 1 we present a case-scenario with a patient with a
severe pulmonary infection where we decided on “Do not
attempt cardiopulmonary resuscitation” (DNACPR) and to
abstain from intensive care.

The main objective with this review is to present concise
and directly applicable advice regarding communication in
intensive care units and cardiac wards. However, the ideas
may also be applicable to other types of wards.

2. METHODS
First, the authors identified, from their work as hospital physi-
cians, relevant and often challenging, communication situa-
tions (see Table 2) involving colleagues, critically ill and/or
cardiac patients.

A literature review, using PubMed and Google, was then
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conducted to find concrete advice regarding how to handle
the above communication situations. Search words included,
but were not limited to, patient-centered communication, re-
suscitation, end-of-life care, DNACPR-decisions, feedback

and master suppression techniques. Suggested wordings, to
be used in each specific setting (see paragraph headings),
that we have found useful in our clinical work are shown in
quotations marks (“”) throughout the manuscript.

Table 1. Case-scenario regarding a critically ill patient on the emergency ward
 

 

Case-scenario   

Background 89 years old male with chronic obstructive pulmonary disease and disseminated malignant melanoma. 

Assessment 
Oxygen saturation 69%. Temperature 40.1°C. Cold extremities. Blood pressure 85/45. Pulmonary 

auscultation: Bilateral rales. 

Recommendation Standard care. DNACPR. Abstain from intensive care. 

The patient was told 

“You have a severe infection in the lungs. We will transfer you to the infection ward for further care. Due 

to your past medical history and current condition we think that you would not survive a cardiorespiratory 

standstill. We will, therefore, not attempt resuscitation in the event of cardiorespiratory standstill.” 

Relatives were told 

“Your father has a severe infection in the lungs. We will transfer him to our infection ward for further care. 

Due to his past medical history and current condition we think that he would not benefit from intensive 

care and would not survive a cardiorespiratory standstill. Therefore, we have decided not to attempt 

resuscitation in the event of cardiorespiratory standstill and will not transfer him to our intensive care unit 

in case of deterioration.”  

 

Table 2. Relevant communication situations identified in
every-day hospital care

 

 

Relevant communication situations 

Exchange of information during rounding on the ward 

Information about newly diagnosed cancer 

Informing a patient about end-of-life care 

Information about resuscitation decisions 

Motivation for life-style changes 

Telling patients that they will not get what they want 

Informing a relative of the death of a loved one 

Information about discontinuation of life sustaining treatments 

Dialogues about organ donation 

Communication by the emergency team in an emergency situation 

Giving report about a patient to a colleague 

Constructive feedback 

Master suppression techniques 

 

3. COMMUNICATION SITUATIONS

3.1 General principles

Generally, use clear and simple language and avoid medical
terminology when speaking with patients and their next of
kin. Pictures (for instance x-ray images), illustrations or
movies (ultrasound images etc.) may explain complicated
phenomena. Metaphors sometimes clarify points. Consider
the use of humor.[8] Patient-centered communication (see
Table 3) may help understand the patient’s perspective of
his/her illness and contribute to shared decision making.[9]

Table 3. Components of patient-centered communication[9]
 

 

Open-ended questions 

Active listening 

Explore the patient’s feelings, concerns, expectations and experiences 

Support, name feelings and show understanding and respect 

Explore patient’s prior knowledge and preferences for depth of information 

Shared decision-making 

Avoid interruptions 

 

An important requisite to be able to communicate well is also
the awareness of different psychological phases of a crisis
(see Table 4).[10, 11]

Physicians should also be aware of cultural aspects of com-
munication, as different approaches may be appropriate in
different regions of the world. However, do not assume that
a certain behavior is appropriate solely based on skin color,
physical appearance, dress or participation in a specific eth-
nic group.[12] In cross-cultural communication, it may be
even more important to explore the patient’s view of the
disease, by asking questions like: “What do you think your
sickness does to you? How does it work?” and “What have
you done about your illness?” or “What type of treatment do
you think you need?”[13]

3.2 Non-verbal communication
High patient satisfaction is related to less time spent by the
physician reading medical charts with the patient present, and
more forward lean, use of nodding, gestures, gazing, smiling,
eye contact, expressive tone of voice and closer interpersonal
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distance.[14–16] Touch may also be used to emphasize pieces
of information.

3.3 Communication with patients
3.3.1 How to inform during ward rounds?
Ideally, wait to speak with the patient until all pertinent test
results have arrived, so that you can present a carefully pre-
pared and balanced care plan. Start by introducing yourself
and other colleagues present, like nurses and medical stu-
dents, and ask what the patient has been told so far. Students
should preferably be presented as “future colleagues”. Fol-
lowed by: “I have read your medical record, but could you
please tell me with your own words why you were admit-
ted?” Before revealing a new diagnosis, the patient’s prior
knowledge and preferences for the depth of information de-
sired should ideally be assessed.[9] Present important test
results and tell the patient if a final diagnosis is made or if

additional tests are necessary for clarification. To understand
the patient’s perspective, the physician should explore the
patient’s feelings, ideas, concerns, and experiences regarding
the impact of the illness, as well as the patient’s expectations
from the physician.[9] Do not forget to discuss preliminary
care plans and discharge plans.[17] After disclosing the di-
agnosis, physicians should invite patients to consider the
pros and cons of different treatment options, including no
treatment,[9] thus respecting the patient’s autonomy. Always
give adequate advice. For instance, do not recommend a
poor person to take up an activity he or she may not have the
funds for. In case of suspicion of malignancy, tell the patient
for instance: “We have seen changes on your x-ray that need
further clarification. Do you want us to continue with further
work-up, like a computed tomography, to be able to exclude
a serious condition?”

Table 4. Psychological phases of a crisis[10, 11]
 

 

Phase  

Shock phase May include denial, emotional shutdown or shouting. 

Reaction phase May include anxiety, self-accusations and the need to blame someone else. 

Processing phase 
May cause problems with memory and concentration, irritability and withdrawal from social relationships. 

One tries to understand what has happened and what it means. 

Reorientation phase What has occurred now becomes part of everyday life. 

 

3.3.2 How to inform a patient about a cancer diagnosis?

Before talking to the patient, memorize important informa-
tion leading up to the diagnosis.[18] If possible, switch off
your phone or give it to a colleague. Beforehand arrange for
a nurse to take over after 20-30 minutes, when the time of
the consultation has run out.[18] Summon the patient to an
environment of privacy such as physician’s office where the
patient can express his/her feelings freely.[19, 20] Preferably,
the patient should bring a relative.[18] We therefore recom-
mend that the conversation be postponed until that can be
arranged. Initiate the discussion with a short introduction:
“You have gone through a thorough work-up with x-rays
and blood-sampling, and we now know what disease you
have.”[18] From the initial interview, physicians should try
to tell the truth and give as much information as they have
available.[20] Therefore, initially use suspicion or possibility
of cancer and later, after a definite diagnosis is made, give
accurate information.[20] Do not use paraphrasing, thus use
the word cancer, not cell changes,[18] and do not explain all
details on one occasion. It is usually better to have several
interviews with patients to discuss the diagnosis.[20] Avoid
overloading the patient with too much information and tech-

nical explanations.[20] Avoid detailed prognostic information
based on study data. Be less specific: “Honestly, I don’t know
when you will die. Predictions about survival often prove
wrong.” Or, if the patient asks if he/she will die, you may
say, if applicable: “I think it can be within weeks to months
rather than years” or “I do not believe that you have years
left to live”.[18] Strong emotions are common, so consider
holding the patient’s hand, putting a hand on the patients
shoulder, or moving the chair closer.[18] Always offer hope
and reassurance.[20] The physician should, after the diagno-
sis has been explained, tell the patient that he/she is always
ready to support the patient psychologically: “You are not
alone, we will help you.”[18]

3.3.3 How to inform a patient about end-of-life care?
Disease is not always curable. The main objective of care
may be changed from life prolongation to palliation. Infor-
mation about the transition to palliative care leads to em-
powerment, participation and a more adequate care.[21] A
conversation led by the physician responsible for treatment,
should include[22] a discussion with the patient regarding
what he/she wants to discuss, followed by what the physician
wants to talk about: “I want to discuss your stage of disease
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and how we should plan your further care.” Inform that the
patient has reached an end-of-life phase: “Your disease is no
longer curable, but we will offer you best possible symptom
relief and other support measures.” Inform the patient that
he/she will now not benefit from life-prolonging therapies
and that further care is aimed at improving quality of life
and obtaining symptom relief. Also inquire into what the
patient thinks about his/her disease and wishes, regarding
home/hospital care and other assistance, in case of deteriora-
tion.

3.3.4 How to inform about resuscitation-decisions?

DNACPR-decisions involve both ethical concerns and le-
gal challenges.[23] Appropriate reasons for DNACPR-
decisions[24] are that the patient does not want CPR or that
the responsible physician’s medical judgment is that CPR
will not lead to restoration of spontaneous circulation or
that CPR may restore spontaneous circulation but would not
benefit the patient. Swedish physicians are not obliged to
routinely discuss CPR in case of a low probability of car-
diopulmonary standstill.[25] When successful CPR is deemed
highly unlikely, physicians are not obliged to follow wishes
to perform CPR from patients or their next of kin.[25] It is
worth mentioning that it may be extremely difficult to assess
prognosis, quality of life and stage of disease. For instance,
certain cancer patients and persons with mild dementia may
live long with a good quality of life.

Initiate the CPR-discussion by talking about the patient’s
current life situation, diagnosis and prognosis, followed by
asking the patient about his/her attitude towards CPR.[26]

Only 5% with a chronic illness knowing that their life ex-
pectancy is less than one year want CPR.[27]

Also inform about the usually poor outcomes of CPR in
order to allow for more informed decision-making.[28] For
instance, the overall rate of survival to discharge is only
17% after in-hospital cardiac arrest and, among survivors,
clinically significant neurologic disability occurs in 28%.[29]

When informing of a DNACPR decision state clearly that
“resuscitation will not be attempted in the event of cardiores-
piratory standstill”.[30] In Sweden, acquiring DNR agreement
does not require signing of a specific form; the physician just
writes the decision in the medical chart and informs the pa-
tient. We are used to explain intubation as a procedure where
a machine takes over the breathing for the patient through
a special tube that is placed in the windpipe, until the lungs
have regained their function. Life support is a wider term
used for measures aiming at supporting life after the failure
of one or more vital organs, like the heart, lungs or kidneys.
We use to tell the patient that a machine or certain drugs will
be used temporary to support the failing organ, until it has
recovered.

3.3.5 How to motivate a patient to quit smoking or reduce
alcohol intake?

Motivation is crucial for life-style changes. The five stages
of change are precontemplation (not thinking about change),
contemplation (willing to consider the possibility that there
is a problem), preparation, action, and maintenance.[31] Mo-
tivation may increase through the use of a special technique
called motivational interviewing (see Table 5).[18, 32]

It may be efficient to ask admitted emergency patients if they
see a connection between their current health status and their
tobacco or alcohol use. Patients in the precontemplation
stage must increase their awareness, and in the preparation
stage an appropriate change strategy must be identified.[31]

Table 5. Components of motivational interviewing[18, 32, 33]
 

 

Components 

Encouragers, including non-verbal minimal responses, such as nods and comments like: “Tell me more.”[33]  

Open-ended questions to explore ambivalence. 

Paraphrasing, thus the most important details of what the patient has said is reflected back. [33]   

Explain to the patient that currently there is a discrepancy between the patient’s actual behavior and the patient’s own objectives and 

values. 

Praise of positive behaviors and support the person as he/she describes difficult situations, using affirmations, like “I see that you are 

determined to improve your health”. 

Respect of the patient’s autonomy, thus accept that the patient does not want to change.[18] 

Periodically summarize what has been discussed. 

The physician shows that he/she trusts the patient’s own capacity to change.[18] 
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3.3.6 How to tell patients that they will not get what they
want?

In Sweden, patients cannot decide themselves what treat-
ments they will have, in case the physician disagrees. How-
ever, physicians are obliged to involve patients in treatment
decisions. Patients are also not allowed to insist on being
treated by a particular physician. To not accept the physician
offered, corresponds to denying the treatment offered. How-
ever, in case of a life-threatening or serious disease, patients
are allowed to get a second opinion from one other physi-
cian.[34] If the patient does not consent to offered treatment,
tell the patient what it implies.

3.4 Communication with relatives
In case of critical illness which relatives are not aware of, or
if a patient’s condition has deteriorated suddenly, call rela-
tives and inform them that the patient has become seriously
ill and that they should come to the hospital immediately.[35]

It is important to inform relatives about the efforts being
taken to save the life of their relative.[35] Also try to explain
the possible reasons for the patient’s deterioration.[35] Un-
fortunately, when a patient’s condition is critical relatives
may disregard their own needs.[36] Therefore they should be
encouraged to accommodate their need for sleep and food
and be told that they can do so without needing to have a bad
conscience.[36] In case of patients with severe diseases (often
patient on ventilators in intensive care units) relatives are
often discouraged to stay bedside 24 hours a day. They can
instead rest close by maintaining contact with the staff. This
often takes place in a dedicated room for relatives, located
in the hospital. Their need to be close to the patient may
increase when the patient recovers and is weaned off the
ventilator treatment and can then communicate better.

3.4.1 How to inform a relative of the death of a loved one?
Care should be taken not to break the news of a death on
the telephone unless the family members are far away.[35]

A nurse may be asked to summon the relatives to the hospi-
tal, telling them that “the patient has become seriously ill”.
Preferably arrange for a sit-down with the patient’s relatives
in a room and bring a nurse with you. Introduce yourself and
say: “Unfortunately, I have very bad news”.[18] Followed by:
“X had a heart attack (or something else leading up to the
death). Despite everything the team did, we could not save
his/her life.”

3.4.2 How to inform a relative of discontinuation of life
sustaining treatment?

Initially introduce yourself. Ask what information the rel-
atives has received so far? What do they know about the
current situation? Continue with: “You may have seen the
deterioration of your relative?”, “We have seen that your

relative has not improved, despite several days of intensive
care, including antibiotics and ventilator treatment”, and:
“The possibility for your relative to survive or return to a
worthy life is now minimal”, “We have therefore decided to
take your relative off the ventilator”, “Of course, we will do
everything to prevent pain and anxiety but all indicates that
your relative will stop breathing and will not survive the dis-
continuation of the ventilator treatment”, “Further ventilator
treatment would only prolong the suffering and is deemed
unethical”.

3.4.3 How to discuss about organ donation?
In Sweden, organ donation, not including living donation,
can only be considered in patients with cerebral catastrophes
that are ventilator treated, with total brain infarction,[37, 38]

due to medical intracranial catastrophes (stroke with severe
brain injury), surgical intracranial catastrophes (head trauma
with severe brain injury) and other reasons (intoxication,
hypoxic brain injury, meningitis etc.).

Try to divide the discussion with relatives in two parts:[37]

(1) Tell the relatives about the patient’s condition (that the
patient has a serious brain injury and probably has a total
brain infarction with a swollen brain with no blood flow).
If already confirmed, inform the relatives that the patient is
dead due to a total brain infarction and that the treatment
now focuses to preserve organ function until the question
of organ donation is clarified. (2) Discussion about organ
donation. In case of ambiguity regarding the patient’s wishes
regarding organ donation the question has to be clarified
through a discussion with the patient’s relatives. It is impor-
tant to focus on the patient’s wishes and statements about
organ donation before dying and not just ask and discuss
the relatives own opinions regarding this issue. If it is still
unclear what the deceased wanted, after the discussion with
relatives, they should be informed that they have the right to
refuse donation. In circumstances when the patient’s wishes
before death are uncertain, relatives should be informed that
they are allowed to transfer the decision of donation to the
medical staff.

3.5 Communication with colleagues
3.5.1 Communication by the emergency team in an emer-

gency situation
Effective communication is crucial in successfully assessing
and resuscitating critically ill patients.[39] In closed-loop
communication (CLC) the sender first transmits a message
(for instance request information or ask for a procedure to be
performed by a named person),[39] that the receiver repeats
back, followed by the sender confirming if the message was
correctly understood or not (“Correct” or “No, I want you
to. . . ”).[40]
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3.5.2 How to give report about a patient to a colleague?
When giving report about a patient to other colleagues, for
instance during shift reports, we suggest the use of the
communication-model SBAR (Situation, Background, As-
sessment, Recommendation).[41] This model can improve
the safety climate and decrease incident reports.[41]

3.5.3 How to give and receive feedback?
When giving feedback, be specific, and try to give the same
amount of positive and negative feedback.[42] Feedback
should be actionable, thus related to something the receiver
can change.[43] Generally, also suggest a solution or out-
come.[42] Feedback should also be related to transparent
performance criteria.[44] Create an environment of safety, by
giving negative feedback in privacy, and avoid making the
receiver feel foolish in front of colleagues.[42] Ideally, give
feedback at the time of an event or shortly afterwards.[44]

Feedback manuals can assist in giving constructive feed-
back.[45] Receivers’ barriers to seek, receive, and handle
feedback may stem from inaccurate self-assessments or feed-
back being considered as negative,[46] and negative reactions
may also prevent productive use.[46] Time constraints may
limit both the quality and the frequency of feedback.[43]

3.5.4 Destructive communication
Unfortunately, a survey found over 20% of physicians re-
ported being bullied, harassed or abused from other staff in
the preceding 12 months.[47] Bullying may compromise pa-
tient safety, result in higher turnover of employees, absence
due to sickness, lower productivity, costs of litigation and
reputational damage. Additionally it also causes demotiva-
tion, loss of confidence, anxiety and self-doubt, and increases
the risk of mental health problems.[47] Colleagues may use
master suppression techniques when perceiving someone as
a threat, usually because of lack of competence or feelings
of envy.[48] Common master suppression techniques, used to
control colleagues (that we discourage), are listed in Table
6.[49]

Table 6. Master suppression techniques[49]
 

 

Master suppression techniques 

Withholding information 

Conveying the idea that whatever choice a person makes, it is erroneous 

Ridiculing 

Making invisible 

Wrongfully making someone feel ashamed or guilty 

 

Apart from the above, false rumors may be spread and vic-
tims may be punished with an abnormally high work load,
limited support, and criticism for not having handled the
work optimally.

Factors that promote bullying and harassment,[47] often re-
lated to outlines decided by responsible health care politi-
cians, are autocratic management, negative work environ-
ment, stress, work intensification, organizational changes
and hierarchy, like what is seen in most hospitals.

The best ways to counteract bullying and harassment are to
document it, confront the victimizer, report (and consider
filing a lawsuit), build alliances, keep physically active and
trying to constantly improve.

4. DISCUSSION
Communication skills are crucial for physicians and comple-
ment good medical knowledge.[41, 50]

An important strength with this article is the wide coverage
of communication situations encountered on cardiac and in-
tensive care units. Unfortunately, the communication styles
presented in this article may sometimes be difficult to put into
action, when workload or patients’ needs surpass time-limits
decided by local hospital administrators. Because grief and
crisis reactions may take a lot of time, try to use assistance
from nurses and hospital chaplains when you have to take
on other tasks. Physicians with allocated administration time
may have an advantage in that they can use part of it for
discussions with relatives. Although, this article contains an
analysis of communication in intensive care units and cardiac
wards, many of the listed ideas are general, and therefore
applicable to other types of wards. We think that our paper
can be used in a variety of circumstances, among physicians,
students, hospital administrators and healthcare leaders and
be implemented in different communication courses. Health-
care leaders and medical educators should encourage physi-
cians to use the communication techniques presented in this
review to optimize the interaction with patients, relatives and
colleagues.
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