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Chicago’s O’Hare airport is 
often the site of impromptu 
medical conferences. As I 

was returning from a Spine Sum-
mit hosted by the North American 
Spine Society, I met several ortho-
paedic surgeons—including AAOS 
President Gerald R. Williams Jr, 
MD, and Larry Halperin, MD—
who had attended a patient safety 
meeting in Rosemont. Edward 
Dohring, MD, who had attended 
the Spine Summit, was also pres-
ent. While waiting for our fl ights, 
we discussed issues surrounding 
patient safety, particularly those 
relating to breaking “bad news.” 
I was interested to hear that these 
experienced colleagues had similar 
experiences and lessons learned as 
I had with these conversations we 
hate to have.

My own communication skills 
are still far from perfect, and I 
continue to work on them. Adverse 
patient outcomes keep me up at 
night. I often take a deep breath 
before relaying devastating news of 
a spinal cord injury to patients or 
their families.

Transparency and disclosure
The slow, steady trend toward 
greater transparency is to be ap-
plauded. Certainly this is what 
we would demand for ourselves 
and our families. However, recent 
studies suggest we are not there 
yet. Despite knowing that the phy-
sician-patient relationship is built 
on trust, and that we owe it to our 
patients to explain unexpected 
outcomes, we don’t always live up 
to this aspiration, especially from 
the patient’s point of view. When I 
see patients who have sustained an 
adverse outcome—whether from 
physician error or as a known risk 
of a procedure—they often report 
that the treating doctor buried the 
explanation of what happened in 
15 minutes of medical jargon.

For example, I was not aware 
of the accepted elements for “full 
disclosure” (Table 1), as outlined 
in a recent article by Elwy et al, 
“Surgeons’ Disclosures of Clini-
cal Adverse Events.” In assessing 
the responses from surgeons in 12 
specialties who practiced at three 
Veterans Affairs medical centers, 
the authors found that surgeon dis-
closures varied in terms of the ele-
ments covered. More importantly, 
26 percent of the surgeons reported 
“very or somewhat diffi cult ex-
periences discussing the event.” 

These surgeons were four times 
more likely to have been “nega-
tively affected” by these events and 
to experience signifi cant anxiety 
when anticipating the disclosure 
discussion.

The authors concluded, “Sur-
geons who reported they were less 
likely to discuss preventability of 
the adverse event, or who reported 
diffi cult communication experi-
ences, were more negatively af-
fected by disclosure than others.” 
They noted that adverse outcomes, 
whether preventable or not, have 
been shown to have a serious 
impact on surgeons, including 
“burnout, shame, guilt, and even 
depression.” They also cited “bar-
riers to seeking support for these 
events, including a perceived nega-
tive effect on their careers, stigma, 
and lack of confi dentiality in the 
process.” 

Some readers of Dr. Elwy’s study 
might criticize its limited pool of 
participants, and say that their  at-
titudes and experiences cannot be 
generalized to the rest of us. But 
according to a Kaiser Health News
article, the surgeons who partici-
pated probably felt very comfort-
able talking to patients, compared 
to those who didn’t participate. 
And even among those surgeons, 
noted Dr. Elwy, “there was a lot of 
anxiety.”

Marjorie Stiegler, MD, an an-
esthesiologist at the University of 
North Carolina at Chapel Hill, has 
found that physicians are twice as 
likely to commit suicide compared 
to the general population, and that 
anesthesiologists involved in surgi-
cal deaths experience symptoms of 
posttraumatic stress disorder. She 
has argued for more awareness of 

physicians’ well-being when faced 
with clinical adverse events. 

What can be done?
Sometimes, just knowing what to 
say and planning it out in advance 
decrease the anxiety associated 
with a diffi cult conversation. The 
resulting discussion offers greater 
value to the patient and might ac-
tually take less time. 

In a more immediate sense, open 
communication in the operating 
room (OR) may obviate some of 
these diffi cult conversations. When 
I work with new OR staff, I share 
Homeland Security’s mantra—
“When you see something, say 
something.” I don’t want a hierar-
chical OR culture with strict com-
munication constraints to let me 
crash because someone was afraid 
to speak up.

I make sure everyone I work 
with is empowered to ask ques-
tions. If nothing else, it keeps them 
engaged in the case at hand. Often 
an ongoing dialogue enhances staff 
preparedness for the next steps 
and thereby speeds the procedure 
along. None of us is perfect, and I 
am more than happy to acknowl-
edge the positive impact that staff 
reminders have had on the care my 
team provides. 

Lessons learned
Despite my best efforts, I seem to 
fall into some familiar traps, in-
cluding the following:

Reeling off the usual speech—
I notice myself drifting into this 
mode in the offi ce, on rounds, and 
in postoperative discussions with 
the patient’s family. But giving 
more information doesn’t necessar-
ily equate with giving better care. 
When their eyes glaze over, I have 
to stop, ask questions, and make 
sure they are engaged.

Using different words than my 
team members—I try to avoid 

jargon, to defi ne key terms, and 
to repeat those defi nitions. But ev-
eryone on the care team needs to 
use the same terms. My attempts 
at transparency will not add up to 
much if the patient thinks that the 
nurse’s use of “dural tear”— when 
I called it a “durotomy” or “spinal 
fl uid leak”—means I am hiding 
something. I ask my care team to 
avoid using emotionally charged 
words when appropriate.

Addressing only the patient—
For preoperative and diffi cult post-
operative discussions, family mem-
bers should be present. Family can 
not only offer needed emotional 
support, but because they will hear 
things differently, they may ask 
more questions and help to clarify 
issues.

Doing it all at once—In an 
emotionally charged situation, 
retention may be limited. I try to 
sketch out the conversation I want 
to have, including the number of 
installments it might take. This is 
especially true if a complication oc-
curs that requires further investiga-
tion. Coming back around is very 
reassuring to the patient and the 
family. Having a series of shorter 
conversations enables me to direct 
the discussion back to the critical 
issues that have to be covered. Ul-
timately, the total discussion time 
is shorter and the conversations 
are more satisfying and direct. Save 
marginal concerns for a later date.

When I use this approach, my in-
terviews are clearer and less taxing 
(to both parties). More often, I get 
“the real reason” for the patient 
visit or the unspoken concern that 
the patient or family really had. 
Less often do I get lost in the weeds 
of biomedical explanation, though 
I remember long talks about L4 
versus L5 nerve root symptoms, 
after which the patient or family 
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TABLE 1: ELEMENTS OF DISCLOSURE OF AN ADVERSE OUTCOME 

1. Provide facts about the adverse outcome within 24 hours.

2.  Why did this occur? Was this an error or system failure?  Was an event analysis performed? 
If so, what were the � ndings? 

3. Express regret for the outcome. 

4. If an error or system failure occurred, give a formal apology. 

5. Express concern for the patient’s welfare. 

6. Describe steps to address the adverse outcome or minimize its e� ects. 

7. Describe steps the surgeon or hospital will take to prevent recurrences. 

[Adapted from Elwy et al and the National Quality Forum, https://psnet.ahrq.gov/primers/primer/2/
error-disclosure]
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The year is 2018. Due to healthcare reform,

patient care is more than

ever. The quality of care has

dramatically and cost variation has 

  year by year. 
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