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ABSTRACT
Introduction The delivery of bad news can be one
of the most challenging tasks in surgery. There are
numerous barriers specific to trauma and acute care
surgery (TRACS) that make these conversations more
difficult. Prior protocols have all been designed for
oncology and primary care with poorer application
to TRACS. The lack of guidance for leading these
conversations in TRACS led us to develop the SUNBURN
protocol. It draws elements from prior protocols and
discards the irrelevant aspects and pays particular
attention to the TRACS-specific concerns.
SUNBURN protocol Step 1: S–Set Up; Step 2: U–
Understand Perceptions; Step 3: N–Notify (’Warning
Shot’); Step 4: B–Brief Narrative and Break Bad News;
Step 5: U–Understand Emotions; Step 6: R–Respond;
Step 7: N–Next Steps.
Conclusion This protocol can provide a framework to
help guide and ease the delivery of bad news in TRACS.
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The delivery of bad news can be one of the most
challenging tasks in surgery. In medicine, bad news
has previously been defined as ‘any information
which adversely and seriously affects an individual’s view of his or her future’.1 Through trauma
and acute care surgery (TRACS), this definition
requires expansion to include not just the patient,
but all those impacted by the sudden and unexpected injury or death of a loved one. Bad news
from a TRACS perspective can therefore be broadly
defined as information that negatively impacts
one’s view of the future.
There are many reasons these conversations are
difficult for physicians. Despite years of advanced
medical training, 60%–90% of physicians have had no
prior formal training in the delivery of bad news.1 2 The
process of delivering bad news can induce significant
anxiety and sadness in the deliverer themselves.3 Fear
of impending negative reactions as well as the physician’s own feelings of inadequacy and guilt contribute
to this discomfort.1 4 Additionally, in TRACS, the bad
news will often extinguish both the patient and family’s hope for meaningful recovery creating additional
anxiety.1 5 However, as difficult as these conversations
can be, the good delivery of bad news is essential.
Previous protocols in breaking bad news have
explained how appropriate delivery is important for
maintaining the patient–physician relationship and
promoting future patient collaboration in the treatment plan.1 4–6 These are generally less of a factor
in TRACS where there has been minimal-
to-
no
opportunity to build rapport and the therapeutic

relationship is often short lived. The delivery of bad
news in TRACS, however, can still make a lasting
impact and should be used as an opportunity to
provide comfort and care.2 Empathetic patient-
centered communication can decrease anxiety and
increase physician trust.7
The most frequently referenced protocol for
breaking bad news in surgery is the SPIKES
protocol.1 This protocol details Setting up the
interview, assessing the patient’s Perception of their
disease, obtaining the patient’s Invitation to discuss
their diagnosis, imparting Knowledge and medical
information, addressing and responding to the
patient’s Emotions, and providing a Summary and
strategy moving forward. This protocol, however,
was developed at the MD Anderson and Toronto-
Sunnybrook Cancer Centers for use in medical
oncology patients, a clinical setting very different
from the field of TRACS.1 Similarly, the BREAKS
protocol was developed for oncology and palliative
care in India.4 The ABCDE mnemonic was later
developed for primary care.5 There are no identified
protocols for the delivery of bad news in TRACS.
Studies exploring patient and family perspectives
on the delivery of bad news have found that privacy
and adequate uninterrupted time were crucial for
patients and their loved ones.2 6 Also of high importance were clarity of the physician’s language, a
succinct summary of the conversation and clearly
laid out next steps.2 6 Essentially, patients and their
loved ones are seeking a private and coherent conversation with an empathetic physician who highlights
pertinent medical facts and places them in a context
for how to move forward. The behavior perceived
as most comforting and helpful is summarized as
‘a caring attitude of a well-informed, sympathetic
caregiver who gives families a clear message and is
able to answer their questions’.2
There are numerous barriers specific to TRACS
that make these conversations particularly difficult. Prior protocols have all been designed for
oncology and primary care in which a patient–
physician relationship has already been established.
These other protocols have poorer application in
TRACS, where conversations are often happening
at the first interaction with no prior therapeutic
relationship. Certain steps from other protocols,
such as the SPIKES I-Step (obtaining the Invitation
to understand how much information a patient
wants to know), are less applicable. The concept
they describe of ‘shunning information [as] a valid
psychological coping mechanism’ may play a larger
role with chronic disease in the outpatient setting
than is permitted through acute care. Another key
element not fully emphasized in other protocols is
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the ‘warning shot’. Although it has previously been described, it
has never been given its own step and is generally only included
as a side-
note in the further discussion. The ‘warning shot’
deserves a greater emphasis in TRACS, where the sudden nature
creates a greater shock and can make information that much
more overwhelming.
These patients are often younger and healthier.8 Circumstances are sudden, unexpected and often shrouded in misconception.8 For family, next steps are often unclear with significant
emotional distress and patient wishes not definitively known.9
As well, these patients often present on nights and weekends in
which there is less hospital staff coverage and fewer resources for
grief support.10–12
The lack of guidance for leading these conversations in TRACS
led us to develop the SUNBURN protocol. It draws elements
from prior protocols and discards the irrelevant aspects. Particular attention is paid to the TRACS-specific concerns.

SUNBURN PROTOCOL

The SUNBURN protocol provides a framework for the delivery
of bad news in TRACS. This model can be used in guiding discussions with both family or the patients themselves depending on
the circumstances. It is divided into seven steps:
Step 1: S–Set Up
Step 2: U–Understand Perceptions
Step 3: N–Notify (‘Warning Shot’)
Step 4: B–Brief Narrative and Break Bad News
Step 5: U–Understand Emotions
Step 6: R–Respond
Step 7: N–Next Steps

Step 1: S–Set Up

The first step in delivery of bad news is the set-up. Proper preparation can significantly influence the proceeding interactions.
TRACS will frequently involve emotionally charged events that
can be difficult for all those involved, including the providers
giving care. A physician should take time to compose themselves
prior to initiating the patient/family interaction. The details
surrounding the precipitating event and clinical course should
be reviewed and understood. Surgeons should then mentally
prepare what they want to communicate prior to initiating the
conversation. Being able to clearly and concisely convey information is necessary for proper communication.
Setting should also be considered in preparation. This includes
a surgeon’s appearance. Blood-stained clothing can elicit needless distress and should be changed prior to the patient/family
interaction. A quiet room should be selected to avoid distraction and allow total attention given to the discussions at hand. A
safety strategy should also be considered. Although rare, all team
members should have easy access to exit the physical space in the
case of a violent reaction.
Consideration should also be given to the people present.
Depending on circumstances, the presence of a consultant, such
as a neurosurgeon in the case of severe traumatic brain injury,
may be beneficial. Similarly, an experienced nurse can also
provide excellent support and continue to provide care after
the physician has left. Palliative care nurses and spiritual service
personnel, if available, are particularly adept at facilitating such
conversations.13
Family and friends have the ability to provide additional
support as well. Through TRACS, there is often minimal-to-no
opportunity to build any sense of rapport prior to delivering
bad news at a first meeting. Family and friends can provide an
2

intimate bond that no stranger can duplicate.14 15 At the same
time, after an acute event, crowds have potential to grow in
large numbers. Although family and friends can be supportive,
excessively large groups should be avoided. Excessive crowds
can prove a distraction and detract from the attention and care
provided to those most directly involved. This is particularly
true for pediatric traumas in which larger groups can prohibit
the ability to provide direct support to parents. The ideal group
size will vary based on the clinical scenario and cultural context.
Optimal size should be estimated by physician discretion.
► Take a moment to compose yourself.
► Appreciate the event and clinical course.
► Mentally prepare what you will say.
► Remove any blood-stained clothing.
► Use a quiet room.
► Have a safety strategy.
► Bring an experienced nurse.
► Family/friends can be supportive but avoid excessively large
groups.

Step 2: U–Understand Perceptions
Through this protocol, both step 2 and step 5 are represented by
‘U’ with the opportunity to understand and receive information
from the patient/family. The first opportunity should be used
at the very beginning of the conversation, after introducing all
members of the care team present. The physician should use
this time to appreciate what information is already known so
that everyone is starting from the same place. Occasionally,
rumors and misconceptions may have taken hold and should be
dismissed before starting.
During these conversations, non-verbal behaviors should be
appreciated as well. The team should sit down and avoid standing
by the door as if they are in a rush to leave. They should make
eye contact and look at who they are addressing. Speech with
reduced rate and pitch are generally perceived as more caring
and sympathetic.16 These non-verbal measures can be critical in
establishing a sense of rapport with what little time there is.17 It
is approximated that communication is 55% non-verbal, 38%
vocal and only 7% from the actual words used.18
► Introduce all of the care team present.
► Appreciate what information they already know.
► Sit down.
► Look at who you are addressing.

Step 3: N–Notify (‘Warning Shot’)
A ‘warning shot’ describes a phrase or statement that notifies the
patient/family that they are about to receive bad news. Examples
include phrases such as: ‘I’m afraid I have some bad news’ or
‘I’m sorry, but the news is not good’. This should be followed by
a brief pause before further delivering the bad news to allow the
idea to sink in. The use of a ‘warning shot’ allows patients and
family to brace for the impact of potentially devastating information. This forewarning is of particular importance in TRACS
where the sudden nature of the event can make information that
much more overwhelming.
► Give a ‘warning shot’ and brief pause.

Step 4: B–Brief Narrative and Break Bad News
After the ‘warning shot’, a simple brief narrative of what
happened, only a few sentences, should be given to provide
context. Excessively long narratives should be avoided and only
serve to delay the final delivery. Although it may seem blunt,
an overabundance of context will not soften the blow. Long
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narratives may even worsen the impact by diminishing the effect
of the ‘warning shot’ and giving the false sense of hope.
The final breaking of the bad news should then be honest
and direct. If the patient died, use the words ‘dead’ and ‘death’,
avoiding euphemisms such as ‘passed away’. An appropriate
example would be: ‘Your husband was involved in a car crash.
He suffered severe injuries to his brain and heart. We did everything we could, but he died a few minutes ago.’
For patients who are alive, concentrate on the ‘big picture’
and avoid the inclination to catalog every injury during this
initial encounter. The primary concern in these settings often
consists of survival, brain damage, paralyzation and other major
morbidities. Again, an overabundance of information can be
overwhelming. Patients and family need time to process the key
facts. An appropriate example would be: ‘Your mother came in
very sick. She had a large tumor in her colon that caused it to
perforate. She required emergent surgery where we removed the
diseased part of colon. She is now intubated in the ICU [intensive care unit]. Your mother is still in critical condition and we
do not know if she will survive.’
During these conversations, it is important to avoid excessive
technical information. Medical jargon can be jarring and cause
confusion with misunderstanding of the clinical situation. At
the same time, avoid unnecessarily gruesome detail. Although
nothing should ever be hidden, if a teenage child died after
resuscitative thoracotomy in the trauma bay, the parents should
not be immediately subjected to those grisly details.
► Give a brief narrative for context and then deliver the news.
► Be honest and direct.
► For patients who are dead, use the word ‘death’ or ‘dead’
and avoid euphemisms.
► For patients who are alive, concentrate on the ‘big picture’.
► Avoid excessive technical information.
► Avoid unnecessarily gruesome details.

Step 5: U–Understand Emotions
The second ‘U’ provides another opportunity to understand and
receive information from the patient/family. After delivering
the bad news, silence should be allowed for the facts to sink in.
Emotional responses can be varied and complex. Some will fall
silent whereas others will have dramatic displays of emotion such
as collapsing to the ground, screaming or uncontrollably crying.
Some may continue with a single emotional response whereas
others will experience several phases of reaction. Provided that
these reactions are non-violent and do not represent a danger to
the family or staff, they should be allowed the necessary time and
space to process.
► Allow for silence.
► Appreciate the emotional responses.

Step 6: R–Respond
Physicians must recognize and respond appropriately to these
varied emotional reactions. These interactions should not be
rushed. You should take time to validate emotions with expressions of empathy, both verbally and non-verbally. Facial tissues
should be provided and available in the room. Physical contact
such as holding a hand or touching a shoulder/upper back is
often a warm sign of support and generally provides a natural
comfort that is appreciated.19 Touching of the face, knee or thigh
however should be avoided as they will most often violate the
level at which a person is comfortable of comforted.19 It should
also be noted that every person is different and the individual
comfort level is personal. A physician should use discretion and

appropriate judgment in the use of physical touch to comfort,
especially in various social, religious and cultural environments.
Appropriate expressions of empathy are vital in forming
rapport and giving comfort. Platitudes and expressions of
false sympathy, however, often belittle emotions and should be
avoided. These include statements such as ‘You have another
son’ or ‘I know what it is like’. Similarly, physicians should
avoid concentrating on themselves with statements like ‘I have
a child too’ or ‘You know, this isn’t easy for me’. Focus should
be given solely and entirely to the patient and family. Statements
of support such as ‘My entire staff is here for you’ or ‘I’m here
for you’ have been shown to be the most highly rated individual
statements in the delivery of bad news.20
Another large part of response is answering questions. As
when the news was first given, responses should be honest and
direct. Again, avoid excessive technical information and concentrate on the ‘big picture’. Although many people may be left near
speechless with no questions, others will react differently with a
seemingly endless number of questions. The answers may not all
be immediately known, but take the time to thoroughly answer
every question to the best of your ability.
It is important also to focus and continue refocusing family
members to the primary healthcare problems. With complex
medical presentations or when numerous injuries are present,
family can often become lost in the minutia; such as centering on
the exact number of rib fractures in someone with a catastrophic
traumatic brain injury. Concentrating on the big picture will help
patients and family better comprehend a complicated medical
status. It can help to avoid prolonged conversations about minor
tangential medical issues that may actually confuse the family
perspective more than help.
► Do not rush.
► Provide tissues.
► Appropriate physical contact can provide a natural comfort.
► Avoid platitudes or false sympathy.
► Do not concentrate on yourself.
► Provide support.
► Answer questions.
► Continue to focus on the big picture.

Step 7: N–Next Steps
Before concluding the conversation, the next steps in care should
be discussed. A clear direction and strategy should be provided.
In the end, patients and family should not be left in the dark,
unsure of what to expect. For surviving patients, a clear plan can
lessen anxiety and uncertainty.
For patients who have died, provide an opportunity for family
to see the patient. Rooms should be prepared with removal
of bloody linens, body preparation and covering of wounds.
However, even if injuries are mutilating, family should be
allowed this opportunity. This contact is an often difficult but
emotionally necessary part of the grieving process.21 Families
will often wonder what their responsibilities are after death.
In general, there are only two potential responsibilities: calling
clergy (if applicable) and contacting a funeral home which will
work with the hospital to move and prepare the body. Most
hospitals have social workers available to help families navigate
the process, although during the weekend and nighttime hours
of TRACS, they may not be available.
Finally, the ‘next steps’ should be considered for the medical
staff. Traumatic events can cause distress not only to patients/
family, but also to the medical team providing care, known as the
‘second victims’.22 After such cases, the physician should strongly
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consider a debrief with the medical team. These debriefs can
improve both personal and team functioning through constructive discussions of the interventions given, things done well and
possible ways to improve.23 They will enhance the professional
sense of team members and add to the unity of the team.23 Traumatic events can cause considerable distress and dysfunction.22 24
Early discussions close to the event can aid in preventing the
development of this stress.23
► Discuss the next steps or strategy.
► Provide an opportunity for family to see the patient.
► Responsibilities for family after death: call funeral home and
call clergy.
► Debrief with the medical staff.

CONCLUSION

The delivery of bad news can be one of the most challenging tasks
based delivery can provide
for practicing surgeons. Protocol-
support to help guide these difficult conversations. Prior protocols, however, have all been designed for oncology and primary
care. There are many specialty-specific concerns in TRACS and
these prior protocols have poorer application. The SUNBURN
protocol includes seven steps: S–Set Up, U–Understand Perceptions, N–Notify (‘Warning Shot’), B–Brief Narrative and Break
Bad News, U–Understand Emotions, R–Respond and N–Next
Steps. This protocol can provide a framework to help guide and
ease the delivery of bad news in TRACS.
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