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Learning Objectives

• Identify strategies to activate patients in the decision-making 
conversation.

• Critique current patterns of communication that do little to assist 
decision making or prepare patients for surgery.

• Articulate novel strategies to engage patients in decision making. 



1. Patient Activation

ØQuestion prompt lists
ØDecision aids
ØPatient Navigators

Patients want to 
participate, they often 

don’t know how



Doctor: This is an area for vision, smell, for function of 
legs and bladder. You could even have a stroke...or 
damage to the vision. You could have an infection or 
trouble with the healing…What questions do you 
have for me? 

Patient: Washing my hair was one. 

Doctor: I want you to wash your hair with baby 
shampoo on the third day...Don’t scrub the stitches. 

Family: Stitches or staples?
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https://www.hipxchange.org/SurgicalQPL

https://www.hipxchange.org/SurgicalQPL


The Wall Street Journal, August 4, 2009



2. Talk about Goals and Tradeoffs

Surgery can help people:
ØLive longer
ØFeel better
ØMake a diagnosis
ØPrevent disability

When everything goes 
well, Is it worth it? 



Goals of surgery articulated in preoperative 
conversations about major surgery
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SURGEON:  That, that’s right. So it’s in the head of the gland, and it looks like, and this is why I’m thinking it might be an IPMN that’s degenerated into a cancer. So some of these 
tumors can be very problematic. They can grow into blood vessels. They can cause more trouble. Uh, so yes, that’s absolutely true. It can be a little bit more problematic. In your 
situation, it looks like it’s removable right now. And because it looks like the tumor is small, in some cases we start with chemotherapy first, and I know that you’ve already had a 
tissue diagnosis. I think for your situation, especially knowing that it’s most likely an IPMN, I would recommend going straight to surgery, removing the tumor. Doing these biopsies 
during the operation, just as I mentioned, and making sure that, that we don’t leave you with any cancer. Now, what operation do I do? I do what’s called a Whipple procedure. I 
would probably leave, uh, and it’s called a pyloric sparing, so I’d leave your entire stomach and, and uh, I don’t think that should be a problem. Your liver sits up here. So I’m glad your 
daughter is here and I’m glad you’re recording it because you’ll be able to uh, play this back. It’s a complicated procedure, but it’s basically plumbing. We have to disconnect parts of 
the GI tract and then reconnect them. If we remove certain things, we have to put things back together. So one of the things, the gallbladder needs to be removed, because it’s 
connected to the bile duct system. Okay, the bile duct system comes down and it goes into the intestine like I just showed you. Okay? The pancreas as I just drew it for you, has your, 
the duct here. That has to be divided and, and removed. Okay, and I’ll just draw where, where that happens. The other thing that needs to be cut is the intestine, and I cut the 
intestine in this area, the stomach-I’m just going to draw the stomach, um, in this area here. Okay? Stomach is here. And this is the duodenum. So I’m going to say A, B, and then on 
this side, is the intestine as it continues, C and D. So now I’ll tell you where I cut. So there’s three areas that I cut. I cut here, and that’s one, actually that’s more than that. This is the 
second area, that’s two. There’s three coming through the pancreas, and then um, the fourth part, the fourth cut is here. In this part of the intestine. So what gets removed? I’m going 
to shade it in. All of the duodenum, half of the pancreas…because I’m cutting that, and then the gallbladder, and the bile duct. All of that gets removed. So then what do we end up 
with? And I’m going to give you these so you can have them, okay? We have the liver, now it has a tube because I just cut the gallbladder off and that goes off into the, into the, I’ve 
cut the pancreas. And in your situation, you’re going to have a very large duct that’ll be like this. Not a lot of pancreatic [inaudible 21:09] and then your pancreatic gland will look like 
this. I’m just going to draw that, okay? I’ve divided the pancreas. The other thing that I’ve done is I’ve divided the intestine, and I’ve divided that part of the, the first part of the 
duodenum. So now, I’m going to bring up this piece of intestine which I’ve labeled D. This is the jejunum. That letter D is going to come up here. I bring it up here, like this. And that’s 
the letter D. That’s that part of the intestine. This is now the, the replumbing part that I talk about. And I’m going to draw the stomach off to the side over here just because, just to 
make the illustration. So the first connection I make is this one. It’s called the pancreaticojejunostomy. That’s the connection between the pancreas and the jejunum. That’s all the 
juices from the pancreas will go back into the intestine, just like they were naturally. Just like this. Okay? The second connection I make is the bile duct to the intestine. And that gets 
connected, so now all the juices from the bile duct that are made in the liver flow in here, so the only other thing that-so the pancreatic juices, the liver juices all get mixed in, and 
then in this area we reconnect the stomach, and it’s actually not the stomach but the pylorus, um, part, cause the rest of your stomach remains intact. So we keep all of the stomach. 
So now we connect the stomach to the jejunum. This is called a duodenal jejunal, um, anastomosis. So I’m connecting the duodenum, cause the pylorus of the stomach, so remember 
I left a little piece of the duodenum? That piece, that way the valve stays and the rest of your, of your stomach still functions normally. And then that, so when you eat, the food will 
come in here, mixes together with the juices from the pancreas, and then, then all of the anatomy is re-re-reorganized or re-plumbed in the same way, okay? One of the problems 
with this operation. Worst thing that can happen is you can die. And the chances of you dying is probably in the order of less than one percent.



3. Attend to emotion
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- naming

- understanding

- respecting

- supporting

- exploring I wish….



"The single biggest problem with 
communication is the illusion that it has 
taken place." 

-George Bernard Shaw



- Jill Lepore, The New Yorker, July 8, 2019



Best case:
ICU post op

Nursing 
home 

Most likely:
Closer to 

worst case

Surgery

Worst case:
Long surgery

Complications 
Die in ICU

Palliative 
Care

Best case:
Time to say 

goodbye
Pain controlled

Go home

Most likely:
Pain controlled

Groggy
Die in hospital

Worst case:
Time is short

Death is 
imminent

Schwarze ML et al,  “Navigating High Risk Procedures with More than Just a Street Map”, JPM, 2013.

4. Consider using best case/worst case



Harvard Business Review, September-October 1985



SHARED DECISION MAKING 
 

Are there serious trade-offs involved in surgical treatment 

(for example, high risk of morbidity, mortality, or change in functional status)? � Yes  � No 

If Yes: 
� Consider use of the Best Case/Worst Case Communication Tool 

to aid in informed consent 
 

PATIENT	DIRECTIVES	
Screening Checklist 

PATIENT	DIRECTIVES	
Screening Checklist 



BEST CASE/WORST CASE

Context Choice Describe 
Options

Elicit
preferences Recommend

USING BEST CASE/WORST CASE



1. Break Bad News

https://tinyurl.com/hfej6hv



https://tinyurl.com/hfej6hv

2. Use the graphic aid to present options



https://tinyurl.com/hfej6hv

3. Scenario planning







4. Elicit preferences

https://tinyurl.com/hfej6hv



5. Make a recommendation

https://tinyurl.com/hfej6hv





Tool Kit:
• Video
• Instructor Manual
• Learner Manual
• Practice Cases
• Pocket Card
• Checklist 

https://www.hipxchange.org/BCWC

https://tinyurl.com/hfej6hv

schwarze@surgery.wisc.edu

https://www.hipxchange.org/BCWC

