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Surgeons are an important part of the multidisciplinary
approach to the care of terminally ill and dying
patients. Some surgical residencies have recognized
the need to incorporate palliative care—related topics
into graduate surgical education. One core compe-
tency of utmost importance to palliative care is the
effective use of interpersonal and communication
skills. Four areas of surgical practice are identified
where these communication skills are important:
during preoperative counseling, when presenting a

devastating diagnosis or poor prognosis, when dis-
cussing error, and when discussing death. Case exam-
ples and recommendations for the appropriate words
and actions to use in these scenarios are offered. It is
important for both surgeons in practice and those in
training to achieve proficiency with these communica-
tion skills.
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ffective use of communication skills is a corner-

stone of medical care. Responding to a shift in

public expectation from passive recipient of
medical care to active participant, the medical estab-
lishment has now embraced open disclosure as a
bedrock principle of clinical practice.' Governing bod-
ies, such as the National Cancer Institute, American
Society of Clinical Oncology, and Accreditation
Council for Graduate Medical Education, recognize
the importance of communication skills for practicing
physicians and residents alike.*?

Specific to palliative care, well-developed com-
munication and interpersonal skills are of paramount
importance. It is a specialty built on honesty and open
disclosure. At the particularly vulnerable time of the
end of life, patients and their families seek realistic
hopes and earnest commitment from their caregivers
and are ultimately harmed by ambiguous, evasive, or

From the Department of Surgery, Medical College of Wisconsin,
Milwaukee, Wisconsin.

Address correspondence to: Ciaran T. Bradley, MD, Department
of Surgery, Medical College of Wisconsin, 9200 W Wisconsin
Ave, Milwaukee, WI 53226; e-mail: cbradley@mcw.edu.

dishonest interactions. Physician paternalism and
misguided attempts to protect a patient from bad
news with the thinking, “What he doesn’t know won't
harm him,” are now considered antiquated.*

The importance of good communication skills in
surgical practice is equally undeniable. Patients have
cited poor communication as a reason for not recom-
mending a surgeon to their family or friends, and there
is a long established perception that improved doctor-
patient communication can help prevent malpractice
litigation.”® Additionally, because surgical practice in
almost every setting deals at some point with gravely ill
and dying patients, surveyed surgeons have identified
breaking bad news and bereavement counseling as
areas worthy of instruction for surgical trainees.”

Consequently, surgeons have called for the
inclusion of more information related to palliative
care in surgical textbooks.® Others have begun
developing palliative care curricula designed specif-
ically for surgeons, including modules on communi-
cation skills and standardized testing for surgical
residents conducting family meetings in the surgical
intensive care unit (ICU).”'® But unfortunately, as
Gross et al'' acknowledged 7 years ago, it is still true
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that, “ . . little is written on the practical decisions
that surgeons make when discussing end-of-life
issues with patients and their families.”

We identify 4 areas of surgical practice relating
to end-of-life issues where effective communication
skills are important:

The preoperative visit.

Discussing a poor prognosis.

Discussing an adverse outcome due to error.
Discussing death.

BN =

These scenarios are common to all types of surgi-
cal practice, and all will likely be encountered in some
fashion over the course of a surgeon’s career. Unless
otherwise stated, we consider communication with a
patient and his or her family to be synonymous skill
sets. Likewise, the skills outlined below can be adapted
to an interaction with the parents of a pediatric
surgical patient.

Effective communication ability, similar to oper-
ative technique, is not an innate process. Bloom’s
taxonomy of learning establishes that education
depends on achieving understanding at the cogni-
tive, affective, and psychomotor levels.'* This can be
said of interpersonal skills as well, which rely on
knowledge, appropriate emotional responses, and
acquisition of a particular skill set for implementa-
tion. Through a review of the relevant literature, we
provide guidelines and practical suggestions that
can be tailored to specific scenarios when dealing
with the end-of-life issues in surgical practice.

Preoperative Counseling

“What If Something Happens, and My
Aneurysm Repair Isn’t a Success?”

In chronic medical disease, patients may undergo a
slow decline during which their physician may have
the opportunity to introduce palliative care planning
after a relationship is established over several visits.
In contrast, the surgeon’s involvement in end-of-life
care is often more abrupt. There is a watershed
moment (the elective operation) before which a
patient is likely in a steady state of relative health,
but after which, owing to unforeseen complications
or the cumulative effect of comorbidities, the transi-
tion toward end-of-life care can accelerate. It is pre-
cisely because of this potential for abrupt
postoperative change that preoperative counseling is

the most appropriate time for exploring patient
preferences, goals, and expectations about end-of-life
care. There may not be an opportunity for a similar
discussion later, when a life-threatening complica-
tion has occurred and death may be imminent."

Since the implementation of the Patient Self-
Determination Act in 1990, the use of advance direc-
tives has become more prevalent.'* In the Act, the
federal government mandates that all health care insti-
tutions receiving Medicare or Medicaid reimburse-
ment inquire whether their patients have an advance
directive and inform the patient about their rights to
refuse treatment. Some assert that the presence of
advance directives does not have any significant effect
on a patient’s disease course, the decision making of
their caregivers, or resource utilization."” Others have
shown a greater proportion of patients with advance
directives dying outside the hospital.'?

From this debate, a call has emerged for an
emphasis to be placed on the nature in which the
patient is counseled, and the specific communica-
tion skills used rather than the end result of an
advance directive.'® This redirects the conversation
from a simple preoperative checklist of relevant doc-
uments to a broader understanding of the patient’s
goals of care and their knowledge of their own dis-
ease severity and trajectory.'’

In surgical practice, there may be a misconcep-
tion that discussing end-of-life issues might make
the patient apprehensive about proceeding with an
operation. Consequently, preoperative counseling is
often reduced to a cursory review of the major risks
and benefits, fulfilling only the basic requirements to
obtain informed consent. In an observational study of
trainee physicians faced with counseling a hypotheti-
cal patient with a surgical emergency (leaking abdomi-
nal aortic aneurysm) who had significant comorbidities
(end-stage cardiac, respiratory, and renal disease),
the trainees scored highly on the technical or med-
ical aspects of the case but discussed the patient’s
functional status, values, wishes, and fears much
less consistently.'®

In fact, patients crave a more frank discussion of
all possible outcomes. In a randomized controlled
trial of patients undergoing cardiac surgery, Song
et al'" demonstrated that the majority of patient-
surrogate pairs who engaged in advance care plan-
ning were interested in having such a discussion and
wanted to, “Prepare for the worst while hoping for
a cure.” Patient-centered advance care planning, as
described by Briggs et al,*” involves an all-encompassing
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approach and a lengthy discussion of the patient’s
expectations with a designated surrogate present.

Several steps are integral to the patient-centered
approach:

1. Help the patient select a surrogate decision maker.
2. Clarify the patient’s values and preferences with
the surrogate present:

“What activities are important for you to give
your life meaning?”

“What have you discussed with your family about
what you might choose for your future medical
care, including at the end of life?”

“Do you think that the discussion has been
specific enough?”!®

3. Define with the patient and their surrogate what
decision-making authority the surrogate will have.*!

4. Provide information about the benefits and bur-
dens of medical treatments, (in this case, the
operation and the possible adverse outcomes that
could lead to palliation: long-term ventilator
dependence, sepsis with pressor demand, acute
renal failure with dialysis dependence, etc).?

Describing specific outcomes likely to result from
a particular treatment is an important part of end-of-
life communication. In a cohort of patients older
than 60 years, who had limited life expectancy due to
cancer, congestive heart failure, or chronic obstruc-
tive pulmonary disease, more patients chose a treat-
ment when quoted a 50% chance of death than a
treatment with a 50% chance of severe cognitive or
functional impairment. This demonstrates that
patients’ decisions are based at least partially on per-
ceived outcomes, particularly with respect to func-
tional and cognitive ability.**

In the patient-centered model, a 1-hour inter-
view was conducted with an experienced facilitator.
They observed better concordance in the end-of-life
preferences between patient and surrogate in those
interviewed compared with those offered standard
counseling.?® Although this model is lengthy and
time consuming, it can serve as a template for fram-
ing a discussion of advance care planning in the
clinic. Even a shorter discussion of 5 to 10 minutes
addressing advance care planning conducted by
anesthesiologists in a preoperative clearance clinic
has been shown to enhance patient-surrogate com-
munication about end-of-life preferences.*?

Special consideration needs to be given to race and
ethnicity in the context of end-of-life discussions, as

there are certain ethnic and racial groups that are less
likely to discuss end-of-life issues with clinicians.'® It
is unclear whether this is a result of the cultural
preferences of the patients or the perceptions of the
clinicians who may be hesitant to discuss end-of-life
issues with these groups. Regardless, the opportunity for
advance care planning with these populations should
not be missed.

Finally, it is important to remember that advance
care planning does not always occur in the outpa-
tient setting. The preoperative visit can take place at
the bedside, in the emergency room, or in the ICU.
When surgeons are consulted to intervene in diffi-
cult situations, there still can be a place for mean-
ingful discourse about end-of-life planning. In the
emergency setting, whether the diagnosis is a rup-
tured abdominal aortic aneurysm or a septic patient
with free intraperitoneal air, there is time to inquire
about the patient’s wishes. Identify whether there
is an appropriate surrogate or whether previous
advance care planning and end-of-life discussions
have occurred, and inform the patient and surrogate
of the likely outcomes. In a compressed time frame,
the answers to all these questions might not be avail-
able, but they should be asked. Ensuring a collabo-
rative approach among surgeon, patient, and family
at the outset will make difficult decisions easier to
handle when they arise later.

Presenting a Devastating Diagnosis
or Poor Prognosis

“Do You Think She’ll Ever Get
Off the Ventilator?”

Although there are some specialties where breaking
bad news is considered a common occurrence, no
specialty, particularly surgery, should be considered
immune from this responsibility.>* Further adding to
the challenge is the variety of locations and situa-
tions where a surgeon might be called upon to give
bad news: the clinic, ICU, operating room waiting
area, or patient’s bedside. There are several reasons
why delivering bad news appropriately is a useful
tool. Primarily, patients expect it from their doctors,
and the public now considers it an essential skill for
any physician.” In addition, delivering bad news
poorly, with little regard for the patient’s concerns,
can place the patient at high risk of developing
depression, anxiety, and even suicidal ideation.?*?’
From the physician’s point of view, doctors who are
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comfortable delivering bad news may suffer from
less stress and burnout.”** Finally, physicians who
have difficulty delivering bad news are more likely to
recommend therapies with limited foreseeable ben-
efit, such as third-line or fourth-line chemotherapy
regimens.*

The most commonly cited protocol for breaking
bad news is Buckman’s 6-point SPIKES method.*>?!
Although often applied to literature in medical sub-
specialties, his general principles are useful to sur-
geons as well.

1. The SET-UP: Choose an appropriate setting that
is private and sufficiently quiet. Limit distrac-
tions by turning off a pager or having a colleague
carry it. Set aside enough time, or warn the
patient and his or her family if there will be time
constraints. Sit at the same level as the patient,
so that eye contact is natural.

2. Assess the patient or his or her family’s PER-
CEPTIONS: Find out how much they know
about what is happening. Use open-ended ques-
tions such as, “What do you understand about
the situation thus far,” or “Summarize what has
been happening in your opinion.”

When specifically applied to the end-of-life dis-
cussion in the ICU, Barton et al*? refer to this stage
of the conversation as phase II: the description of sta-
tus. By asking questions like, “How do you think she
is doing?” physicians can allow her family to come
to their own conclusions about grave prognosis.
Sometimes, families will then move to the decision-
making stages of the conversation independently.

3. Obtain the patient’s INVITATION: Find out
how much the patient or his or her family wants
to know about the details of the condition at
hand. This sets the basic rules for any further
discussion. If the patient declines an offer to dis-
cuss matters in detail, then remind him that he
can always change his mind later. Likewise, take
this opportunity to establish a surrogate: “Is
there someone else to whom you would like me
to give the details?”

Ensuring that this step is complete also helps
avoid the ethical dilemma that ensues when a family
asks that their loved one not be burdened with bad
news: “She’s not the type to take bad news lightly.
Let’s not crush her spirits.” This clearly violates the
ethical principles of patient autonomy and the right to
their health information.*® After establishing how

much the patient herself wishes to know, the
physician can then try to honor both the patient’s and
family’s preferences.

4. Impart KNOWLEDGE: This is the part of the
dialogue where the physician relates the facts at
hand. Avoid medical jargon such as “intubated”
or “metastasized.” Assume that the patient or his
or her family knows very little at the start, and
then tailor the conversation to their reactions:
“Let me start at the beginning, but tell me if T
am covering what you have already heard.” Give
a warning shot: “Unfortunately, I have some bad
news.” Don'’t be a defeatist. There is never a sit-
uation in surgery where, “There is nothing we
can do.” Therapy can always be offered in the
form of palliative measures.

5. Respond to the patient’s or his or her family’s
EMOTIONS: Patients will have a variety of
emotional responses to bad news. Whether they
respond with anger, disbelief, sadness, or denial,
it is important to acknowledge their emotions.
An empathetic response involves understanding
the patient’s feelings and communicating that
understanding back to the patient. Allow the
patient time for their emotions. Remain silent.
Coulehan et al** recommend, “Don’t just do
something, stand there!” Then, after this brief
pause, connect their emotion back to the cause:
“I know this is not what you were hoping for, as
we had hoped to remove all the cancer. 1 wish 1
had better news.” In this instance, the use of an
“I wish . . .” statement allows the clinician to
express their simultaneous dissatisfaction with
the outcome. This is the essence of empathy.*

Although it may be appropriate sometimes to share
the emotional response of the patient, as will be
described later, one does not need to be sympathetic
(experience the same emotion as another) to be
empathetic. In fact, empathy can enable the physi-
cian to understand and acknowledge a patient’s emo-
tions without an obligation to feel the same way.

6. SUMMARIZE and develop a STRATEGY: Although
in some cases, physicians are legally required to
present their patient with all the treatment
options, this does not prevent us from making
recommendations.* In the case of a critically ill
patient at the end of life, the decision to with-
draw care is often burdensome for a family. They
will be reassured by the objective opinion of
their physician.'®*” Consider this equivalent to
the patient with gallstones and abdominal pain.
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At the end of a visit, you make a recommenda-
tion as to whether cholecystectomy is appropri-
ate. After discussion about a grave prognosis, a
recommendation about further care and next
steps is appropriate.

This is an important opportunity to develop a
contract with the patient and his or her family thus
preventing them from feeling abandoned. Use this
time to formulate a plan and time line for follow-up
visits. Make sure the patient and his or her family
know how to contact their physician. Even in a situ-
ation where there is little curative therapy to offer,
no cure does not mean no care. If palliative meas-
ures are to be used, reaffirm that the patient will still
receive aggressive, timely, and appropriate treatment
for their symptoms as best as possible.*®

At the end of life, this stage corresponds to
Barton’s phase III, holistic decision making and
phase 1V, an explanation of the logistics of dying. In
phase III, we call upon the family to use substituted
judgment on the best course of action: “What would
she want.” The goal of this stage is to achieve align-
ment among the family and then between the family
and the medical team. This may not be possible in 1
sitting, but even if consensus is not established, the
medical team can still advance the discussion to
phase IV using hypothetical statements: “If we were
to decide to withdraw care, this is what the process
would entail . . ..”

Some mention of the role of spirituality in the
bad news discussion is warranted. Although tradi-
tional thinking advocates that physicians should
avoid discussions of religious beliefs with their
patients, there may be a role for exploring questions
of faith in a flexible and nonjudgmental fashion to
better understand the patients’ end-of-life choices.*
Indeed, many patients want their physicians to
explore their religious beliefs in the setting of grave
illness.* Often, their spiritual lives are revitalized
when nearing the end of life. Particularly in situa-
tions when the medical team and family are in dis-
agreement over continuing extraordinary therapeutic
measures, the simple question, “How do you feel
your faith plays a role in your feelings about your
loved one?” may engender mutual appreciation and
understanding. This might place the family at more
ease to talk frankly about prognosis.

It should be noted that although physicians
ought to respect their patients’ religious beliefs
without bias, they are at no obligation to discuss

their own faith with the family. Also, the purpose of
mentioning religion in this setting is not to attempt
to answer theological questions that may be beyond
the scope of the physician’s expertise but rather to
gain understanding of the many different factors
that drive patients’ decision making at the end of
life.*' A hospital chaplain or the family’s own minis-
ter can take over the conversation as it ventures into
specific questions about faith and coping.

Discussing Error

“Do You Mean That My Wife
Died Because an Instrument Went

Through an Important Artery, and
She Lost Too Much Blood?”

One of the hardest communication tasks con-
fronting a surgeon is to discuss an adverse outcome
resulting from medical error. This is made especially
difficult when that error has led to a catastrophic
outcome and conversion to palliative care. Medical
errors leading to an adverse event in patient out-
come are not uncommon. The Institute of Medicine
declared in 1999 that up to 98000 patients die in
the United States every year as a result of a medical
error.*? Although not all errors are fatal, they have
been estimated to occur in up to 46% of surgical
patients.*” Considering the variety of errors (delay in
diagnosis, improper diagnosis and treatment, tech-
nical mistakes, medication administration errors)
and their reported frequency, it is likely that sur-
geons will be called upon at some point in their
careers to discuss with a patient or his or her family
a poor outcome as a result of error.

The proper manner to discuss catastrophic error
with patients and their families is a matter of much
controversy among the medical, legal, and risk-
management communities. Both the bioethics liter-
ature and published guidelines from professional
bodies have started to advocate a policy of open dis-
closure."***> This movement is in part due to calls
from the public who have repeatedly favored full dis-
closure.***” More importantly, the concept of openly
discussing errors with patients and their families
speaks directly to the bioethical principles of justice
and autonomy, as well as of honesty, which are
pillars of sound palliative care.*

Nevertheless, there seems to be a lag in clinical
practice, where reticence to discuss errors with
patients persists. In a survey of physicians and
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patients who had experienced a medical error, only
one-third of the respondents reported that the health
care professionals involved disclosed the error.*
Likewise, 30 academic surgeons counseling standard-
ized actor-patients who experienced 1 of the 3 surgi-
cally related errors (wrong site lumpectomy, retained
sponge, hyperkalemia-induced arrhythmia) were
inconsistent in explicitly stating that the adverse event
was in fact the result of an error (only 57% used the
words “error” or “mistake”) and scored poorly in
expressing any empathy. Predictably, they scored well
explaining the medical facts surrounding the error.

The perception is that this reluctance is a result
of doctors’ fear of litigation.***" However, there is
strong evidence to suggest the converse that com-
plete disclosure does not increase the likelihood of
patients seeking legal advice.’® Rather, patients are
more likely to either report or sue their physician if
that person failed to acknowledge the mistake.*®
Institutions that have adopted open disclosure poli-
cies have also seen a drop in claims, annual litiga-
tion costs, and average payout per case.’">?

There is a paucity of empiric data outlining the
exact components of an open-disclosure discussion.’?
Breaking down the specific steps, Hebert et al** rec-
ommend taking the lead in disclosure. Do not wait for
patients to ask. Being forthright and prompt will allay
the inevitable suspicion that often results when
families are left to draw their own conclusions.
Straumanis’* reminds us to know the facts of the case,
even if this entails contacting a referring physician to
find the significant events in care that occurred before
transfer. This will help avoid the temptation to specu-
late where there may be gaps in the story.

Do not send subordinates or trainees to discuss
an error. The attending surgeon should lead the dis-
cussion. In a time when medical care is increasingly
spread among members of a team (residents, nurses,
physician extenders, consultants, etc), we all are often
called to bear some element of accountability in
errors. Indeed, a single responsible person can be
identified when errors occur only approximately 40%
of the time.** Nevertheless, diffusion of accountabil-
ity does not reduce the responsibility of the team
leader who “. . .still bears the burden of the patient’s
trust.””” Trainees should still be invited to attend the
meeting, as this is a good learning opportunity.

Additionally, make sure that all members of the
team who might have exposure to the patient or his or
her family understand what is being communi-
cated. This is no time for the family to hear conflicting

accounts, thus creating confusion among the family
and division within the medical team.

Finally, the issue of apology is a contentious one.
It is suggested that saying sorry implies guilt and may
damage a doctor’s or hospital’s reputation if litigation
ensues.’® However, questionnaires and focus groups
repeatedly identify patients’ desire for a sincere apology
after an error. Perhaps what is more important than the
apology itself is the conveying of empathy. Patients seek
reassurance that the error is regretted and that steps will
be taken to avoid the error in the future.*”*° Patients are
not reassured by melodrama or excessive self-flagella-
tion: “We screwed up . . .,” “I feel so guilty . . .”** To
that end, a simple “I am sorry that this happened,”
should suffice.

To summarize, the steps of open disclosure are:

1. Disclose the error to the patient or his or her
family. Be clear, concise, and timely.

2. Take the lead as the attending surgeon. Ensure

alignment among the entire team.

Apologize.

4. Reassure that it will not happen again and that
safeguards are being implemented.

w

Death

“l Have Some Bad News.”

It is clear from surviving family member interviews
that the manner in which families are notified of
their loved one’s death often leaves a lifelong
impression. This is true regardless of whether the
patient and his or her family have a long-term rela-
tionship with the physician or whether they have
known the physician for only minutes to hours.
Families repeatedly look for a caring attitude in the
newsgiver and crave an ample amount of time for
questions and synthesis of the news. Consequently,
the seniority or professional attire of the caregiver is
considered less important than spending time with
the family in an unhurried fashion.””>*

Some of the same communication skills already
mentioned apply to this scenario. To reiterate, find
the appropriate quiet setting, away from the com-
motion of regular hospital activities. Use a forecast-
ing statement: “I'm sorry, but I have some bad
news.” Avoid euphemisms for death or dying. It is
better to be clear and concise than create confusion
in such a difficult time.*® Do not leave too hastily.
Ensure that the family has time to ask questions. It
is the time spent allowing the questions to be asked,
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many of which do not have answers, that is more
important than the questions themselves. Provide
the family with a way to contact someone at a later
date should questions arise. Many will want 1 last
question answered several days or weeks after their
family member’s death. This does not mean that
they have suspicions or questions about the care
delivered.”®

Surgeons are known for their cool detachment
in moments of stress. In this situation, a family
might misconstrue such attempts at maintaining a
professional air as cold, unsympathetic, or evasive.*
Families may express grief and emotion in ways that
are foreign or uncomfortable, particularly if they are
from different cultures. Behavior ranges from stoic
silence to vocal and physical keening. Be prepared to
respond to emotion, and be comfortable with
silence. Be open to showing empathy and sometimes
sympathy as well—a natural display of one’s own
emotions.’® No patient or his or her family ever com-
plained of their doctor showing too much concern.

Finally, part of caring for a patient at the time of
their death involves repersonalizing them back to a
unique identity from that of just another patient. In
the hospital setting, particularly in the ICU, this
process can be very difficult. Families can be disori-
ented by the noise and machinery in a busy ICU. We
often treat patients with relative anonymity, refer-
ring to them as a bed number or underlying diagno-
sis. It is often helpful to ask the family members to
share stories about their loved one, particularly
when the patient is not one with whom we have a
long-term relationship. Additional measures that
respect the patient’s individuality include accommo-
dating family visits beyond normal hours, arranging
for transfers to a quieter room or hospice floor, food
for the family to share in the patient’s room, use of
handmade blankets or quilts rather than sterile hos-
pital linen, allowing favorite pets to visit, and facili-
tating any spiritual rituals that the family might
want. Although a hospital chaplain can help in
emergencies, if time permits, the family should be
encouraged to invite their own spiritual leader to the
bedside. Depending on one’s comfort, a physician
may even choose to participate in such a ritual, for
as one author states, it can help “. . .comprehend the
social and personal meanings of dying to families.”’
Much of the above points may be a part of a formal
bereavement program. These programs also provide
cards and further support in the days, weeks, and
anniversaries after a patient’s death.

Conclusion

Surgeons will encounter end-of-life issues many
times. During these interactions, patients and their
families want guidance and honest information.
Sound communication skills are integral to the suc-
cessful navigation of these encounters, and can be
taught with reference to the 3 domains of adult
learning. The cognitive domain includes the knowl-
edge required to understand the importance of pal-
liative care in surgery. The affective addresses
developing comfort in situations with heightened
emotion, and the psychomotor domain includes the
words and actions required for communicating with
patients and their families. These skills improve
patient and family satisfaction, strengthen the
doctor-patient relationship, and can reduce the
stress experienced by physicians when dealing with
end-of-life care.”*** Surgeons should feel comfort-
able and facile discussing end-of-life issues with
their patients, regardless of whether they routinely
utilize palliative care specialists. To develop this
comfort, surgical trainees should have the necessary
education in discussing palliative care topics with
patients. These guidelines serve as a framework to
integrate end-of-life communication skills into
surgical training and practice, to better serve our
patients.
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