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BREAK-OUT 
SESSION 

• Background: understanding the aging 
population that we serve

• Unique Consequences 

• Functional Decline

• Cognitive Decline

• Discuss what we learned from you

• Utilization of Palliative Care Services 

• Schema for Surgical Decision Making 

• Emotional Impacts on the Surgeon 

We want to hear your 
thoughts.



OUR POPULATION IS AGING 

• By 2030, more than 20% of population will be above age 65 

• Natural increase in the number of older surgical patients 

• Currently comprise 

• 40% of all inpatient operations 

• 60% post-operative deaths 

• Disproportionate share of post-op complications 



SURGERY AFFECTS 
OLDER ADULTS 

UNIQUELY 

Moving beyond dispo plans 



CHARACTERIZING DECLINE

• Older adults undergoing high risk surgery 

• High risk = inpatient mortality greater than 1% 

• Functional Decline:  increased need for assistance with ADL or IADLs

• ADL: dressing, bathing, toileting 

• IADL: meal prep, money management, taking medicine

• Cognitive Decline: worse response to tasks of memory and processing 

• 10-Word recall test (Immediate and Delayed)

• Serial 7 subtraction 



OLDER ADULTS GOT WORSE

• Higher risk of functional and cognitive decline after high risk surgery 

• Declines associated with poorer long-term survival 

• Associated with increased healthcare utilization 



OLDER 
ADULTS 

GOT 
WORSE



HOW DOES THIS ALIGN WITH YOUR 
EXPERIENCE?



WE INTERVIEWED 
FELLOW 

SURGEONS 

• Surgical Decision Making in High-Risk 
Patients

• Utilization of Palliative Care Services 

• Residents and Attending Physicians

• Emotional Impacts on the Surgeon 



HOW TO MAKE A TOUGH DECISION 

ELICIT UNDERSTANDING 
AND BASELINE KNOWLEDGE

ASSESS BASELINE FUNCTION DISCUSS RISK AND BENEFITS 
OF SURGERY 



1. ELICIT UNDERSTANDING 

“I mean, I think there's obviously a whole range of 
baseline knowledge for patients, in terms of what 
causes, you know, I deal a lot with valve function, but 
there's a lot of misconceptions about the expected 
function and expected outcome after removal of, you 
know, the organs that we know are critical to normal 
function.”



2. ASSESS BASELINE FUNCTION 

“So mostly you would do first the usual history and physical 
examination to find out just . . . their disease, any physical findings 
that would be concerning in terms of medical problems.  And 
then more attention to the social history, trying to figure out 
what their care network is what sort of health support they 
have at home, back-up options, also mobility.  And if there’s any 
of those areas that are concerning and try to have the patient 
get an opportunity to address those.”



3. DISCUSS RISKS & BENEFITS 

“We have [our] own risk calculators, so we 
use some of those things. But to give you, 
not a precise idea but a ballpark idea, both 
for us and for the patient, what risks we’re 
dealing with, and then have a clear 
understanding of what potential benefits we 
may derive from the operation."



FACILITATORS & BARRIERS TO 
PALLIATIVE CARE SERVICES



FACILITATORS: 
READY, WILLING, AND ABLE 

“They’re readily available at my hospital. Very attentive, enthusiastic, and, you 
know, well-respected.” 

“I think, really, the fact that they’re present is the key thing, because they’re they 
focus on a different aspect of care, which really, no one else does… which I think 
is tremendously important.” 

“For our cancer patients that are suffering from the side effects of the disease, 
we have cancer-specific palliative care teams and mental health providers that we 
work with very closely.”



BARRIERS: 
COMPLEX INTERPLAY OF FACTORS 

COMMUNICATION PERCEPTION TRAINING AVAILABILITY 



BARRIERS: COMMUNICATION 

“I think it’s probably complex stuff with innumerable kind of 
well-intentioned parties, family, nurses, physicians, others, you 
know, staff, friends who all kind of are incapable of really 
being able to predict the future.  And so I guess maybe I’ll 
edit my first answer… it’s probably essentially 
communication.”



BARRIERS: CULTURAL PERCEPTION

“I think in general, just culturally in this country, everyone thinks that they’re 
going to live forever.”

“The American culture, right, we’re all about keeping somebody alive, and the 
technology, and we can do it.  We can put them on vents.  You can do these things 
to keep them around. But at what cost, and is it really right to do that? So, you 
know, that’s, I’ll call it the American culture, because I don’t think other cultures 
necessarily do that, so.”

“ And sometimes we have to be careful because why, as soon as they get palliative 
care, patients sometimes take this view as, okay, this is palliation.  That means 
nothing can be done.  So we have to educate them about palliative care.” 



BARRIERS: PROVIDER PERCEPTION

“I think sometimes family members and doctors and nurses view palliative care as 
giving up or as withdrawal of care, and according to the definition, it’s not 
withdrawal of care, so I think there’s a misperception of the sources that 
palliative care offers.”

“I don’t think it was a thing when I was in medical school.  I don’t know when the 
first time I heard it was.  But I know as a resident, you just be like, oh, yeah, 
hospice/ palliative care seeing them.  I think they used to be the same thing. You 
know, the definitions of palliative care are still, I think, perceived as this person is 
going to die.”



BARRIERS: EXPERTISE & TRAINING

“I don’t even know a lot of evidence around palliative care medicine.”

“I think barriers are more in terms of… the lack of education of the physicians in 
the hospital as to what those services are. You know, what is palliative care? What 
are they going to do?”

“I don’t think I know enough about palliative care in general to, I think, 
understanding when to have the palliative care type conversation with people is 
kind of a difficult thing with family, you know, I guess when to bring in those 
interventions…” 



BARRIERS: AVAILABILITY

“I work at a smaller hospital that is a sister hospital to a larger 
hospital, and the palliative care team is not on site at my hospital.  
And so we probably don’t utilize them as much as we could, in 
part because of the commute and the logistics involved.”

“Yeah, I would say at our hospital, it’s limited. It’s very limited.  You 
know, we’re part of a bigger, you know, corporation, I guess.  And 
so being the smaller hospital, we kind of get very limited 
resources there.” 



MULTIPLE 
PERCEIVED 
BENEFITS

Pain management 

Communicating unified 
decision making 

Assessing medical 
complexity 



TIMING OF INVOLVEMENT

“I try to do it as early as possible. It’s not always on the forefront of my mind, but 
I think the earlier that they’re involved, typically, the better, just because for those 
reasons that, you know, I think establishing a relationship so that the patient is 
comfortable with them…”

“And if there is poor outcome that is expected or suspected even, I would then 
probably try to get them to at least have a discussion with, and meet with, 
palliative care, hospice, or both, so it really depends on how poor the patient is.” 



EMOTIONAL IMPACTS 
ON THE SURGEON 

How we feel about 
our complications 



WIDE RANGE OF 
SOURCES OF 
EMOTIONS

Self-doubt Personal 
Responsibility

Reputation 
and 

Retaliation 

Failing the 
Patient



SELF-DOUBT 

“Well, I mean, it bugs you.  I mean, you know, it’s 
one of the worst parts of surgery because you’ve, 
you like to think you’re good.  You’re doing, you 
know, you’re doing everything right.  And when 
complications happen, you know, so the, so first is, 
the first thing I do is don’t think about anything 
else.  Just treat the complication.  Then in the 
aftermath of treating the complications, is there 
something I could have done differently that 
could’ve prevented this?  I mean, that’s the big 
thing that bothers me, and so, you know, and then 
dealing with some self-doubt…”



PERSONAL 
RESPONSIBILITY 

“Sorry, I expect everything to go perfectly, and, no, wow, 
how do I feel?  I think that I tend to feel like I should've 
done better, so I examine myself, my behaviors, my 
choices because I think I'm the one who probably had 
the most impact on the development of the unexpected 
or unplanned complications.”

“She had, you know, critical heart disease, and it was an 
emergency surgery, and I felt forced into a corner to 
offer her an operation. And following the surgery, she 
passed away from a heart attack that was somewhat 
unavoidable, but, yet, I was the one that did her surgery.  
So speaking to the family afterwards, I did feel somewhat 
that I had a hand in her mortality, even though she 
would have probably had that same outcome in other 
hospitals.”



FAILING 
THE PATIENT 

“I certainly feel like, you know, families trusted you to 
do this, and even though it may not be your fault, it may 
not be a technical issue, but they certainly have 
entrusted you, and I do feel a certain sort of failure in 
that regard, like I totally blew it for you.”

“And that was just hard because, you know, she had 
come to clinic, and you’d see her.  And, you know, she 
had a lot of hope in you.  And then to see her kind of 
finally not have that and realize you can’t do anything, 
it’s just kind of demoralizing.”



REPUTATION 

“And then a little bit of it comes into also 
like anxiety of, okay, you know, are they going 
to potentially have some retaliation for this, 
and also on top of it is your reputation as a 
surgeon in the community, are people going 
to say, oh, he's kind a, reckless as a surgeon 
because he had a complication?” 



IMPACT OF 
SURGICAL 
CULTURE

“And, you know, I think as a resident and as a 
surgeon, we’re trained as sort of this, you 
know, you’re infallible, you can’t make 
mistakes. Whenever you make mistakes, we 
present them at [M&M], and you sort of have 
this mentality that mistakes can’t be made. 
And obviously, we try to avoid mistakes at all 
costs, but the reality is that we’re human.  
Mistakes happen.” 



HOW WE COPE 

• Formal resources infrequently used

• Counseling services, wellness programs, 
helplines 

• Informal resources more heavily relied on 

• Colleagues, family, personal practices 

• Some of us don’t cope

• Repressed and internalized emotional 
responses 



WHERE WE GO FROM HERE

BETTER TOOLS FOR 
DECISION MAKING 

INTEGRATION OF 
PALLIATIVE CARE SERVICES 

AND INTENSIVE CARE 

EFFECTIVE SUPPORT FOR 
COLLEAGUES AFTER A 

MAJOR COMPLICATION 



THANKS FOR 
CHATTING 

Special thank you to:
C. Ann Vitous, MA MPH CPH
Ana De Roo, MD 
P.  Amy Suwanabol, MD 



THE FRONTLINE: 
RESIDENT PERSPECTIVE

Semi-structured interviews with residents 
across Michigan (n = 18) 

Purposive sampling – range of PGY level, 
varied experience 



DOMINANT THEMES EMERGED 

Challenges with 
Prognostication 

Communication 
Barriers 

Respect for Surgical 
Hierarchy Surgeon Mentality 



CHALLENGES WITH PROGNOSTICATION

• “The more difficult part is when we are unable to give them a 
quantification.   We don’t know how they will recover, and that 
makes it hard on us.”

• “I mean, you can’t be certain about any of these things”

• “I wish there was objective criteria”



DISCORDANT PROVIDER 
OPINION

• “If we don’t agree upon a final 
plan, I definitely think that the 
patient-physician relationship 
suffers”

• “Families get confused about the 
information that’s getting relayed”

• ”There is this aversion from 
thinking that you don’t want to 
scare the patient”

• “You’re going to talk to people at 
their worst, at their most 
stressed, at their highest level of 
anxiety”

LACK OF COMMUNICATION 
SKILLS 

COMMUNICATION BARRIERS 



RESPECT FOR SURGICAL HIERARCHY

• “It’s hard from a resident perspective because we always have to 
run everything by our attending”

• “A lot of time with those conversations, the attending wouldn’t 
want us to breach any information, but they want to be the ones 
that lead that charge”

• “Being the hand that did [the surgery] certainly makes you want 
to be able to correct it by any means and not go down the 
palliative care route as quickly”



SURGEON MENTALITY: HOPE

• “We have this feeling of pushing, and giving them every chance 
to make the turn”

• “We knew it was a possibility going in, but we were always 
hopeful it wouldn’t happen to this patient”

• “They want to have hope… and then treatment tends to go on”



SURGEON MENTALITY: “FIX-IT”

• “Surgeons in general are very, ‘I can fix this,’ and when you bring 
palliative in, there’s a tone of, ’I’m not fixing this’… I think there’s 
an element of failure that can play a role in the thought that, we 
don’t need palliative yet, we can still get through this.”

• “There’s a personal element to this that calling palliative care is 
a failure.  So it’s a very internal thing that surgeons and residents 
feel. Probably more so for the attending because they’re all 
ultimately responsible” 



ASKING THE ATTENDING 
SURGEONS 

• No formal palliative care education –
76%

• Inadequate training in techniques to 
forgo life-sustaining measures – 38%

• Communication – 43%

• Unrealistic expectations among 
patients and families – 62%

Survey of colorectal surgeons 
assessing perceived barriers to 

palliative care services 




