
Innovations in Surgical Communication—
Provide Your Opinion, Don’t Hide It

How should surgeons talk to patients and families when
we feel strongly about what should be done? A recent
study from our laboratory1 found that surgeons are more
likely to perform well on measures of shared decision-
making when they are reluctant to operate. When pa-
tients had prohibitive comorbidities, when there were
clearly safer alternatives, or when the diagnosis was not
amenable to surgery, surgeons presented surgery as 1 of
2 treatment options and discussed the pros and cons of
each. Much of the remaining consultation was used to
delicately talk the patient out of surgery. For example,
we observed an 87-year-old patient with bladder can-
cer considering cystectomy with a complication rate
of 40% to 60%. The surgeon noted this operation
had been done successfully on an 85-year-old patient,
but the patient was exceptional, “[He] was, like, hiking
Everest.”

In some settings, we are direct. We simply do not
offer hospice as an alternative to colectomy for a healthy
patient with early-stage colon cancer. In other settings,
we act neutral despite our strong opinion surgery is
beneficial2 or propose surgery as if it were a reason-
able option when it is not. Supporting patient self-
determination seems to require presenting choices and
acting as if we are impartial about how to help. But does
presentinguntenableoptionsorhidingourjudgmentreally
support autonomy?

When there is more than 1 reasonable option, of-
fering patients choices is necessary to support au-
tonomy and select the right treatment. Offering unten-
able options or withholding our judgment supports
neither of these objectives when surgery is clearly ben-
eficial and when we firmly believe it will produce more
harm than good. Yet we frequently find ourselves in a
difficult conversation because we have concealed our
opinion or offered treatment that does not make sense.

Withholding judgment and offering choices likely
stems from surgeons’ good intentions: to support a range
of values in a pluralistic society. But holding our cards
close to the chest does not promote autonomy. In es-
sence, we give the patient a nonchoice choice3 and adopt
a position of neutrality as a stand-in for targeted delib-
eration or delivery of bad news. It is hard enough for pa-
tients to manage a major treatment decision without
having to guess what is usually done or what their sur-
geon considers their best interest. It is misleading to set
them up and, without transparency, push patients and
families to “make the right choice.” Furthermore, it is bur-
densome for families to shoulder responsibility for a “de-
cision,” especially for a dying patient, because clinicians
have concealed their thinking. When patients or family
choose to pursue nonbeneficial surgery, we hold them
responsible for being unreasonable, noting in conver-

sations with other clinicians that we are operating be-
cause “they want everything.”4

A better model would show our cards upfront to pro-
vide context; to disclose this is where I, your surgeon,
am starting from. We might say, “Typically, we do sur-
gery for this” or “I’m worried surgery is not a good idea”
(Figure). By setting the stage, we can orient patients
and families to our professional thinking before consid-
ering the trade-offs between what surgery might ac-
complish and its downsides. This strategy is helpful
because it provides a reference for patients and fami-
lies as to “what is usually done.” People in an unfamiliar
situation often value and want to know what others
would do when faced with similar difficulties.5 This ini-
tial point of reference can also alert patients and fami-
lies to conditions of equipoise or when we are truly un-
sure about how to help so they can recognize the need
to engage. Saying, “I’m on the fence; there are 2 things
we might consider” can position the moment as a deci-
sion about 1 of 2 reasonable treatments or the need to
select the least-worst option.

Normalizing one treatment does not bar an alter-
native path. Once we have shown our cards, we can pre-
sent our reasoning about whether the goals of surgery
are worth its downsides. As we describe what surgery
might accomplish and what it might be like to go through
it, we can check in and confirm that our initial assess-
ment—where we placed our cards—is correct from the
patient’s view. For those who go on to have surgery,
these considerations are required for their authoriza-
tion to proceed and will help them anticipate and pre-
pare for an often-painful experience. When we think
surgery is unlikely to meet the patient’s goals, we need
to confirm they agree with our reluctance to operate or
discover they find our reasoning unsatisfactory.

Revealing our thinking does not preclude identify-
ing patients who are outliers—those who might value a
different strategy or disagree that what is usually done
is right for them. After deliberation, some might con-
clude surgery is too hard, or the goal is not valuable to
them. For example, older adults often prefer to forgo
life-prolonging treatments because of serious trade-
offs in functional status.6 Although surgeons might
worry that the patient will be worse off without sur-
gery, we can agree to disagree and support an alterna-
tive as a reflection of their priorities. Conversely, when
we are reluctant to operate because the likelihood of
achieving the patient’s goal is low, we can reconsider our
initial inclination relative to what they are hoping to
achieve. An agreement to disagree allows surgeons to
respect the patient’s desire for self-determination and
admit to uncertainty about whether surgery will make
the patient better off.
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Some may worry that the surgeon-patient power dynamic will
prevent patients from expressing an alternate view, leaving conse-
quential decisions overly susceptible to the surgeon’s judgment. No
doubt, surgical reasoning can be erroneous, vulnerable to incentives
and biases. This is a problem for the profession; it is not the respon-
sibility of patients and families to remediate surgeon bias by making

better choices when they are scared and sick. Withholding judgment
and presenting untenable options are not solutions to flawed clinical
reasoning, and they have the added hazard of hiding important knowl-
edge. A better strategy would start with transparency. We can reveal
our initial impressions and move forward in a space of deliberation to
consider whether our inclinations make sense for this patient.

ARTICLE INFORMATION

Published Online: August 2, 2023.
doi:10.1001/jamasurg.2023.2574

Conflict of Interest Disclosures: Dr Schwarze
reported receiving grants from the Greenwall
Foundation and the Patient-Centered Outcomes
Research Institute during the conduct of the study.
No other disclosures were reported.

Additional Contributions: We thank Bob Arnold,
MD (University of Pittsburgh), and Jacky Kruser,
MD (University of Wisconsin–Madison), for their
review of previous versions of this article. Dr Arnold
received a grant from the Greenwall Foundation
(coinvestigator). Dr Kruser did not receive financial
compensation.

REFERENCES

1. Baggett ND, Schulz K, Buffington A, et al.
Surgeon use of shared decision-making for older
adults considering major surgery: a secondary
analysis of a randomized clinical trial. JAMA Surg.
2022;157(5):406-413. doi:10.1001/jamasurg.2022.
0290

2. Clapp JT, Arriaga AF, Murthy S, et al. Surgical
consultation as social process: implications for
shared decision making. Ann Surg. 2019;269(3):
446-452. doi:10.1097/SLA.0000000000002610

3. Nabozny MJ, Steffens NM, Schwarze ML.
When do not resuscitate is a nonchoice choice:
a teachable moment. JAMA Intern Med. 2015;175
(9):1444-1445. doi:10.1001/jamainternmed.
2015.2326

4. Zaza SI, Zimmermann CJ, Taylor LJ, et al. Factors
associated with provision of nonbeneficial surgery:
a national survey of surgeons. Ann Surg. 2023;277
(3):405-411. doi:10.1097/SLA.0000000000005765

5. Lynn J, Arkes HR, Stevens M, et al; Study to
Understand Prognoses and Preferences and Risks
of Treatment. Rethinking fundamental
assumptions: SUPPORT’s implications for future
reform. J Am Geriatr Soc. 2000;48(S1):S214-S221.
doi:10.1111/j.1532-5415.2000.tb03135.x

6. Fried TR, Bradley EH, Towle VR, Allore H.
Understanding the treatment preferences of
seriously ill patients. N Engl J Med. 2002;346(14):
1061-1066. doi:10.1056/NEJMsa012528

Figure. The Range of Surgical Decisions
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The context of surgical treatment ranges from settings in which surgery is always done (ie, presumed consent) to where surgery is not offered. On the left are cases
for which surgery is clearly the accepted treatment and usually does more good than harm. On the right are cases where surgery is not often done, or is done with
reluctance, because it usually does more harm than good. At the center of the continuum is equipoise, where 2 reasonable treatments exist.
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