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Adverse Events Affect Patients and Providers

Patients and Family

• Scared

• Sad, shocked

• Anxious

• Angry 

• Looking for answers

Healthcare Providers

• Sad, shocked 

• Anxious when they cannot 
speak with their patient

• Reduced job satisfaction & 
burnout

6 Wu et al, 2013; Wu et al, 2017; Bynum and Goodie, 2014. 



Elements of Communication After an Adverse Event

7 Wu et al, 2013; Wu et al, 2017.

Explanation

Information on 
what 

happened, 
how, and why

Recognition of 
Responsibility

Acceptance 
that something 

went wrong

Expression of 
Sincere Regret

Appreciation of 
impact on 

patient and 
family

Commitment 
to Preventing 
Recurrences

Evidence of 
learning from 

the event



Connecticut Law Protects Apology and Disclosure

• It is ok to express sympathy, regret, or error to patient/family

• Your apology, or admission of error, or expression of sympathy is 
inadmissible as evidence in a civil lawsuit or arbitration
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Actions After an Adverse Event

Step 1: Report and Get Help

• Within 24–48 hours

• Report the event to Patient Safety and Risk Management

• Get support for yourself, other providers involved, and the patient

Step 2: Communicate with Patient/Family in a timely manner

• Be empathetic, actively listen, use statements of regret

• Discuss only facts known at that time

• Do not speculate or blame yourself or others

• Apology of fault—only if warranted after all facts are known

9 MACRMI, 2017



Actions After an Adverse Event

Step 3: Document in the medical record

• The facts as they are known

• Details of conversation with patient/family including facts disclosed to 
patient/family, who was present, results of conversation

• Do not document conversations with Risk Management or Patient Safety 
or completion of an incident report in the medical record

Step 4: Check back with patient/family

• As often as needed for the next weeks and months until resolved

• Ensure patient’s medical, emotional, and logistical needs are being met

• Once facts are known, discuss them with family

• Inform of any system improvements being made

10 MACRMI, 2017



Best Practices When Communicating With Patient/Family

BEFORE meeting with the patient/family
• Prepare yourself emotionally

• Review what you will say with the team

• Obtain information about resources you can 
offer to the patient

• Do not have this conversation alone—include a 
colleague

• Do not bring more people into the meeting than 
family members present

• Choose a quiet place without distractions that 
allows privacy

11 MACRMI, 2017



Best Practices When Communicating With Patient/Family

WHEN you speak with the patient

• Acknowledge the loss/harm

• Express sympathy

• Allow patient/family to express themselves

• Listen actively; allow for silence

• Avoid medical jargon

• State the facts; avoid speculation

• Stress your commitment to continued support and care

• Explain next steps

• Do not blame the system or colleagues

12 MACRMI, 2017
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Medical Chronology

• 55-year-old female

• Presented to ED with complaints of nausea and abdominal 
pain radiating to the sternal area

• Evaluated patient

• Ordered cardiac workup and abdominal ultrasound

• Cardiac workup was negative 

• Abdominal US noted stones in the gallbladder as well as, “…
a 7 x 4 cm cystic lesion adjacent to the left kidney, 
incompletely evaluated in this study. If there is clinical 
concern further evaluation with a contrast-enhanced CT 
scan could be performed.”

15

Patient

ED PA



Radiologist’s Report
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US OF THE ABDOMINAL COMPLETE
CLINICAL HISTORY: RUQ pain radiating to sternal area

TECHNIQUE: Realtime sonographic images in multiple projections

COMMENTS: The visualized liver is of uniform echo texture…

IMPRESSION:

1. Multiple gallstones with a thickened gallbladder wall and positive Murphy’s 
sign. These findings are concerning for acute or chronic cholecystitis.  Please 
correlate clinically.

2. A 7 x 4 cm cystic lesion adjacent to the left kidney.  Incompletely evaluated in 
this study.  If there is clinical concern, further evaluation with a contrast-
enhanced CT scan could be performed.



Medical Chronology

• Diagnosis: Atypical chest pain and cholelithiasis

• Patient admitted to hospitalist service

• Hospitalist examined patient and ordered surgery consult

• Documented her H+P and addressed the finding of the cystic 
lesion near the kidney but made no plan to address this 
finding

• Made no attempt to contact the patient’s PCP and did not cc 
him on this H+P

• Evaluated patient and recommended cholecystectomy; 
entered a surgical consult report in the EHR

17

ED PA

Later That Day

Consultant 
Surgeon



Medical Chronology

• Performed Laparoscopic cholecystectomy

• Documentation issues: No record that surgeon reviewed or 
discussed US findings with patient or other providers; no 
consultation or preoperative notes

• Patient discharged

• Scheduled for 2-week post-op follow-up visit with general 
surgeon

• Patient was no-show for post-op visit

• No record of attempts to contact patient
18

Next Day

General Surgeon

POD#1

Two Weeks Later



Medical Chronology

• Routine annual physical with PCP

• Firm abdominal mass was palpated

• US revealed a large left kidney mass (18.6 x 8.6 x 10.9 cm)

• Subsequent workup revealed a perinephric leiomyosarcoma 
with extensive metastasis

• At this time, the US from two years ago was discovered by 
the radiologist

• Patient died from complications of metastatic disease

19

Two Years Later

Five Years Later
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Defendant(s)

• ED PA 

• Hospitalist 

• Consultant surgeon

• General surgeon who performed laparoscopic cholecystectomy 

• Radiologist who prepared initial ultrasound report

• PCP

• Hospital 

21



Allegations

• Failure to inform patient of the abnormal abdominal US results

• Failure to follow-up on the abnormal US results

• Failure to communicate abnormal US results to the ED, to the PCP, to the 
consulting surgeon, and to the general surgeon

• Failure to diagnose perinephric leiomyosarcoma resulting in progression 
of cancer

22



Claimed Injuries

• Metastasis of cancer reducing chance of survival

• Pain and suffering

• Lost chance of survival

• Anxiety, depression, and mental distress due to lost chance of survival

• Wrongful death

• Loss of consortium (by surviving spouse)

• Loss of care, companionship, guidance, and income to spouse and 
children

• Funeral, burial, memorial expenses

23
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Decedent’s Husband’s Deposition Testimony

• His wife was never advised by the PA or anyone else at the hospital 
about the cystic lesion on her kidney

• His wife did not go back for the 2-week follow-up visit because she was 
feeling fine and neither the surgeon nor anyone else at the hospital told 
them that they had to keep the appointment

• He and his wife thought that she only had to keep the appointment if 
she was not feeling well or if she had any concerns

• His wife was careful of her health and conscientious about following 
doctors’ instructions so she would have sought care if she had been told 
about the kidney cyst

• They have two young children and his wife would have done everything 
to have more time with them

26



Physician Assistant Deposition Testimony

• He did order the abdominal ultrasound but his concern was the 
cholecystitis that was the cause of the presenting complaints and 
needed immediate attention

• He handed off care of the patient to the hospitalist who was then 
responsible for any follow-up care

• He expected that the hospitalist would have included follow-up care for 
the cystic lesion in the discharge instructions

• He did not inform the patient or the PCP; that would have been the 
responsibility of the hospitalist and the radiologist

• The ED is responsible only for issues that need immediate attention, 
anything else is the responsibility of the PCP 

27



Hospitalist’s Deposition Testimony

• She admitted the patient upon the request of the ED PA with a diagnosis 
of cholelithiasis

• She did reference the cystic lesion near the kidney in the H+P but made 
no plan to address this finding because it is the responsibility of the 
ordering provider, in this case the ED PA, to follow-up on incidental 
findings

• She asked for a surgical consult and after the surgical consultant 
recommended a cholecystectomy, she appropriately handed over care 
and treatment of the patient to the surgical service

• She expected the surgeon to complete a comprehensive review of the 
patient’s file, including any available imaging studies

28



Surgeon’s Deposition Testimony

• He has very little memory of treating this patient; she was an add-on to 
the surgical schedule

• He most likely relied on the consult report drafted by his colleague who 
recommended the laparoscopic cholecystectomy

• He was primarily responsible for the surgical issue related to the gall 
bladder and it was not his role to determine whether further assessment 
of the kidney finding was necessary, especially since he did not order the 
initial ultrasound

• He made no attempt to contact the patient when she failed to keep the 
two-week follow-up appointment because this is a common occurrence 
and he had no concerns about this surgery/patient 

• The responsibility for following up on the incidental finding falls squarely 
on the ordering provider and the patient’s PCP

29



Radiologist’s Deposition Testimony

• She had no role beyond reading the images and reporting the findings

• She had no authority to order or perform additional testing and could 
only make recommendations and expected the ordering provider to 
follow-up if indicated

• She qualified her recommendation for follow-up with the statement “if 
there is clinical concern” because she had not been provided any prior 
studies for comparison and the only relevant clinical information she had 
at the time was the patient’s complaint of “upper right quadrant pain” 

30



Radiologist’s Deposition Testimony

• Moreover, the hospital policy only provided that a radiologist was to 
telephone the ordering physician in the event that an image revealed a 
“critical result,” meaning a life-threatening condition

• According to hospital policy, the lesion didn’t qualify as critical or life-
threatening, and would not require a call even if it was known to be 
cancerous

31



PCP’s Deposition Testimony

• He had no direct involvement in the patient’s hospital admission

• Prior to the establishment of the hospitalist services, he would have 
rounded on his patients in the hospital and arranged for necessary 
follow-up but now he is largely dependent on the hospitalists to 
communicate with him regarding any follow-up

• Additionally, the practice EHR did not interface directly with the 
hospital’s EHR and he was depended on the hospital to send him hard 
copies of relevant records

• He had no memory or record of receiving the US report or being aware 
of the findings even though he is listed as being copied on that report

32



Plaintiff’s Surgical Expert Witness

• All defendants in this matter held a share of the liability

• Radiologists routinely couch their findings in conditional language such 
as “recommend follow-up if there is clinical concern” and the expert 
opined that this does not shield the radiologist from liability

• The radiologist should have taken further action by either notifying the 
ordering provider or by ordering further tests

• There is no specifically agreed upon SOC with regard to the action that a 
surgeon should take in response to an incidental finding such as the 
lesion noted on patient’s US report; however, barring extenuating 
circumstances, it would be a departure from SOC for a surgeon to 
neglect to review the US prior to gall bladder surgery

33



Defense Surgical Expert Witness

• In general for incidental findings, the likelihood of appropriate follow-up 
occurring drops dramatically if a necessary test is not ordered while the 
patient is still in the hospital

• Further opined that an abdominal CT scan should have been ordered 
either by the hospitalist service or the attending surgeon while the 
patient was still in the hospital

34



The Perfect Storm

Defense counsel described this case as a “perfect storm scenario” where 
neither the interpreting radiologist, the PA from the emergency room, the 
surgeon, nor the hospitalist followed up on the incidental finding from the 
ultrasound obtained in the emergency department.

35
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Case Disposition

• Settled on behalf of all defendants 

• Payments > $500,000 for each

37



Dos and Don’ts For Communication After an Adverse Event

• Do express compassion

• Do call Risk Management so they can help with the disclosure process

• Do gather all the facts before communicating with patients/family

• Do explain that the case will be reviewed, and results of review will be 
shared with patient/family

• Do speak plainly and be available for follow-up conversations

• Do access care for yourself

• Don’t use the words “error” or “mistake” or “wrong”—these words tend 
to confuse patients

• Don’t document any “error” in the medical record, stick to facts

38



Risk Management Takeaways

• Follow up on incidental findings or appropriately hand off to the provider 
who can manage it

• Inform patient of incidental findings and the follow up that is needed

• Document roles and responsibilities of each provider regarding 
incidental findings in the medical record

• Be proactive in managing incidental findings that may have serious 
consequences if left untreated

• In the event of an adverse event:
– Access care for yourself
– Be transparent and supportive with patients, provide resources
– Do not assign blame or speculate; report only facts

39
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Discussion
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Thank you!



CGS § 52-184d 
Inadmissibility of apology made by health care provider to alleged 
victim of unanticipated outcome of medical care

In any civil action brought by an alleged victim of an unanticipated 
outcome of medical care, or in any arbitration proceeding related to such 
civil action, any and all statements, affirmations, gestures or conduct 
expressing apology, fault, sympathy, commiseration, condolence, 
compassion or a general sense of benevolence that are made by a health 
care provider or an employee of a health care provider to the alleged 
victim, a relative of the alleged victim or a representative of the alleged 
victim and that relate to the discomfort, pain, suffering, injury or death of 
the alleged victim as a result of the unanticipated outcome of medical care 
shall be inadmissible as evidence of an admission of liability or as evidence 
of an admission against interest.
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