
 

 
 
For over ten years, I have made contributions to the AHRMNY 
Risk Management Journal in my role as a medical malpractice 
defense litigator.  Today, I am writing from a different 
perspective – that of a patient. Having recently had a lot of 
experience as a patient has changed the way I approach my job.  
And despite the fact that the “lawyer” part of me understood the 
reasoning behind certain events as I was experiencing them, they 
were nonetheless difficult for me as the “patient.”  Therefore, 
having gained the benefit of this new perspective, I want to be 
sure to keep it in mind in my work going forward.  I can only 
imagine how relevant this perspective is for those actually on the 
front lines with patients, rather than those who, like me, deal 
with issues forensically.  I am therefore grateful to have the 
privilege of being joined in this column by both a Risk Manager 
and a Physician, to give the benefit of their perspectives as well.  
In each AHRMNY Risk Management Journal, we will discuss a new 
topic, addressed from these various points of view, and in doing 
so, we hope to highlight the importance of always keeping the 
patient’s perspective. 
 

 
 

Discussing Difficult Diagnosis: 
How Much is Too Much? 

 
From the Patient’s Perspective 

 
As a lawyer, I've done countless depositions where I asked a 
plaintiff to describe conversations with his/her doctor and 
details of a visit.  I was often struck by how much the patient's 
recollection differed from the chart.  As a patient, however, I 
have recently taken note of how difficult it actually is to recall 
details of visits and conversations, particularly when the 
information imparted during the visit is unexpected or 
traumatic.  I have tried to recall the discussions the day of my 
own difficult diagnosis and my recollection is spotty at best.   

 
 
 
What I do recall is that, despite the importance of the 
conversation and my role in being adequately informed to make 
treatment decisions, there was only so much I was able to 
process at that time.  From the patient’s perspective, I wanted 
to know that there was a plan, but also wanted to be told the 
details on a “need to know” basis.  Additionally, and this may 
seem contradictory, I wanted to know the whole story.  In other 
words, I wanted to know everything, but only in so much detail 
as I needed and could handle. 
 
Thankfully, my doctor knew what was enough but not too much 
information to share.  Despite my questions about all the details of 
the expected treatment and my prognosis, she did not overwhelm 
me with information at that first visit.  In retrospect, I absolutely 
would have been overwhelmed to know then what I know now.  
She was, however, very frank with me about prognosis in our 
subsequent conversations.  I recall a conversation early on where I 
had just gotten reassuring test results and we were discussing the 
next step for treatment.  I asked what would have differed had the 
test gone the other way.  I was shocked when she told me that the 
treatment would have been less aggressive since the goal wouldn’t 
have been a cure.  But I knew from that conversation that I could 
trust when she did tell me something was going to be OK, which is 
really important for a patient to know. 
 
The most important takeaway that I have from my own 
experience is that I probably only absorbed a small percentage of 
the conversation that first day.  Therefore, a physician delivering 
a difficult diagnosis has to be very cognizant of the fact that not 
everything they are saying is going to be heard and understood.  
A few possible strategies for countering this are to provide 
written materials when possible, to provide a detailed visit 
summary in your own notes which can be shared with the 
patient, to assume the patient has little or no medical 
background when making your explanations, and to encourage 
questions and / or note taking.  Having another person present at 
the visit, which may not always be feasible, can be helpful, but 
may not be depending upon that person’s medical savvy and his 
or her own emotional constraints.    
 
I really benefitted from the printed materials which I was given 
and went back and reviewed those at home when I was unclear 
in my recollection of events, and when emotions had subsided.  I 
also learned for future visits to go with a list of questions and 
write things down. Ultimately, though, it is a part of the art of 
practicing medicine to know when enough, but not too much 
information, has been conveyed to the patient.  The issue of 
prognosis, treatment options, second opinions, realistic outlook, 
and emphasizing the importance of hope without making 
unrealistic promises are all part of this delicate balance.  One 
should also avoid “defensive doctoring” (more on this in a future 
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column) – i.e. – discussing every conceivable risk, regardless of 
how remote, with the mindset that everything should be 
included in case of a future lawsuit.  Because of my profession, I 
see “defensive doctoring” all too often, and it creates needless 
anxiety.   So, it is great to be thorough and consider everything, 
but there has to be a balance, and good communication is 
paramount.  And of course, careful documentation of your 
conversation is essential, both so that the patient can refer back 
to it, and also in case there is a future litigation. 
 
In sum, if you haven’t actually sat on the other side of the desk, it 
is important to try to put yourself there before having the 
difficult diagnosis discussion.  The patient’s anxiety and perhaps 
limited capability for processing information in the wake of a 
difficult diagnosis is not to be underestimated. It is essential to be 
truthful, but difficult news must be delivered at the appropriate 
time and with compassion. I say this as a patient, and not a 
lawyer, but in the end, treating patients with humanity and 
concern is likely the best defense against a future lawsuit there is. 
 

From the Patient Safety/Risk Manager Perspective: 

 
Sam’s story and experience is very powerful.  Despite being 
educated, intelligent and well-versed in medicine, she struggled 
when presented with a serious and unexpected diagnosis and 
admits to having absorbed this information fractionally.  Sam 
highlights the importance of having the support of a friend or 
family member for key office visits.  The conflicting position of 
simultaneously wanting to know everything about a diagnosis 
versus wanting information on a “need-to-know” basis, overlayed 
by one’s inability to absorb what is being imparted, is a challenge 
for all physicians.  What can physicians do to ensure that patients 
have a full understanding of their diagnosis and treatment 
options? 
 

1. If the patient is unaccompanied, encourage the patient to 
call a significant other/family member/friend to be present 
(even virtually) for this discussion if possible.  Alternatively, 
offer to schedule time to speak to the patient and their 
support person in the immediate near future. 

2. Speak in simple, laymen’s terms, even when addressing 
the well-educated, medically savvy patient.  Regardless of 
a patient’s health literacy and English language skills (e.g., 
patients with limited English-proficiency, those who speak 
other languages, those who may be uneducated or 
unsophisticated), the physician’s job is to communicate 
clearly and succinctly and to ensure that the message is 
heard and understood.  Consider the patient’s emotional 
and mental status when conveying a life altering 
diagnosis—be empathetic, this is critical for the patient’s 
psyche.  Be realistic and honest regarding the patient’s 
prognosis but, again, consider a patient’s psyche in cases 
that appear hopeless—remember that while a patient 
needs to understand the reality and gravity of a diagnosis, 

they also need to hold onto some shred of hope as mental 
well-being is definitely related to physical health.  Nothing 
is more powerful than hope! 

3. As Sam mentioned, it is helpful to provide written 
material (after visit summary, next steps e.g., consults, 
literature related to the diagnosis and prognosis, etc.) 

4. Sam also touched briefly on defensive medicine and 
the importance of documentation in the medical 
record.  She highlighted balancing information shared 
with the patient, and that this should be tailored to the 
individual patient and their circumstances.  Again, 
when possible, the provider should consider social 
detriments of health, health literacy, etc. when 
speaking with patients about their diagnosis and 
treatment options.  Documenting in this way also 
imparts that the provider is knowledgeable about his or 
her patient, is engaged and empathetic to the patient. 

 
From the Physician’s Perspective: 

 
In considering how much is too much when it comes to 
information, my goal is to do my best to avoid any surprises for my 
patients and their families without overwhelming them.  
 
Sam’s experience of remembering only a fraction of the 
information presented to her during consultations with her 
physicians is not an unusual one.  In fact, studies have shown that 
most patients only properly recall one-third of the information 
relayed to them during doctors’ appointments.  For this reason, I 
always encourage patients to bring family members or friends 
with them to their consultations and if they cannot be present in 
person, have them on the telephone or, more often now, on the 
telehealth platform.  It’s usually best if one person other than the 
patient takes notes during the visit.  At the end of each visit, I try 
to summarize our plan and next steps so it is clear to all.   
 
If a patient’s condition requires multiple treatment modalities 
such as surgery, chemotherapy and radiation therapy, I lay out 
a broad bird’s-eye view of the treatment plan but avoid going 
into too much detail of each step in the treatment process.  
Rather, I focus on the important information for the first 
modality of treatment knowing there is time in the future to 
discuss the other steps along the way.    
 
When discussing possible risks or side effects of treatments, it’s 
important not to overwhelm with a laundry list of possibilities, 
as is often done on pharmaceutical advertisements.  I make a 
point of describing the most common side effects with 
information on how likely it is to happen, when to expect it, 
how it will feel and what can be done if it does occur avoiding 
overly medical terminology.  I also try to mention any 
potentially serious side effects or complications but again, put it 
in perspective in terms of how likely or unlikely it is to occur.  
Once again, my objective is to do my best to make sure patients 
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are prepared and do not experience any surprises as they 
proceed with their treatment. 
 
During follow up visits, I try to repeat the important information 
discussed previously, erring on the side of repetition rather than 
having things forgotten or missed.  Even when the patient is only 
coming in for a short follow up visit during chemotherapy, as 
busy as I may be, I try to make a point of sitting down and asking 
the patient if they have any questions.  When physicians are 
standing, or even worse, standing with one foot towards the 
door, patients are less likely to feel comfortable asking questions 
assuming the doctor is too busy to answer them.  This can create 
a lot of anxiety around simple questions that go unanswered 
because they were not given the opportunity to ask. 
 
In terms of prognosis, I find the question of how much is too 
much really depends on each individual patient and where they 
are in their disease course.  As an oncologist, I often meet with 
patients for the first time knowing they have a terminal 
condition – one for which there is no cure and are likely to have 
a limited life expectancy.  Yet, that is not typically a discussion I 
have with them at that first visit.  It’s important to present 
them with hope while avoiding false promises or expectations.  
I focus on how we can treat the disease and the goals of 
treatment but make it clear that cure is not one of them.   
 
I view my responsibility in treating such patients and families, to 
gradually ease them into the reality of their condition, to allow 
them the time to come to terms with and eventually accept their 
fate.  The discussions become more and more frank as their 
disease progresses. The timeline for such gradual transition can 
be different for each patient and family.  Part of the art of 
medicine is knowing when each patient is ready to hear the news 
and have the discussions.  It’s important to take cues from the 
patient themselves.   
 
They often do not ask but when patients do inquire about 
prognosis, it’s important for physicians to answer truthfully and 
honestly.  I recall a case in which a young woman with terminal 
cancer was being treated by a colleague.  She had a very 
aggressive malignancy with limited life expectancy and was 
clearly not doing well.  At each visit she appeared weaker and 
weaker.  When she and her husband asked the treating physician 
on several occasions how much time she had left, the physician 
replied with a pat on the shoulder, “Oh don’t worry you’ll be 
fine.”   The physician himself was clearly uncomfortable having 
the discussion and perhaps felt like a failure for not being able to 
cure the patient.  However, this left the young couple confused.  
Her deteriorating condition suggested she was dying but the 
doctor said she would be “fine”.  When she passed a few weeks 
later it was no surprise to the medical team caring for her but it 
was a big shock to the family.  She had two young children who 
were completely unprepared to lose their mother and family 
overseas who would have flown in to be with her had they known 
the end was near.  The case itself was a tragedy but perhaps the 
even greater tragedy was how it left the mourning family.  The 
husband was so distressed he asked to come in to the office after 

his wife’s passing to question the physician on why he wasn’t 
honest with them.  Again, if communication is done properly 
there should never be any surprises for patients and families. 
 
Of course, there are times when surprises do happen and we’re 
not always allotted the benefit of time to have these 
discussions and allow patients and families to come to terms 
with adverse outcomes.  There are medical emergencies where 
frank discussions must take place immediately and it’s 
important for physicians to show compassion as they convey 
such information in a truthful yet empathetic way. 
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