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Introduction

The American College of Surgeons (ACS) has increasingly 
supported initiatives to better incorporate palliative care 
principles into surgery (1). In 2005, the ACS expanded their 

“Statements of Principles of Palliative Care” to broaden 
palliative care’s reach to surgical patients beyond end-
of-life care (2,3). Initially focused on cancer patients and 
those with terminal or life-threatening chronic illnesses, 
palliative care has proven beneficial for a wider range of 
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seriously-ill patients (4,5). Surgical patients, specifically, are 
distinct from patients with chronic and/or terminal illnesses 
in that they often experience rapid changes in health 
status. Providers with expertise in managing prognostic 
uncertainty and eliciting patient and family values help by 
facilitating goal-concordant care at the same time providing 
relief from the physical and emotional symptoms related to 
their underlying illnesses and burdensome treatments.

However, despite the benefits of palliative care, surgical 
patients are less likely to receive palliative care consultations 
when compared to their medical counterparts (6-8). 
When palliative care referrals do occur, they are often 
performed within 24–48 hours of death (7,9,10), which 
is associated with poorer symptom control and more 
aggressive interventions at the end of life (11,12). Recent 
studies attempt to explain this underuse as a consequence 
of surgeons’ misconceptions of the role of palliative care 
and the discomfort in introducing these services to patients 
and families. This is largely attributed to a lack of exposure 
to palliative care during training (13-16). Although 
these data provide some insight into how surgeons make 
decisions about the management of seriously-ill and dying 
patients, much of this work is limited by survey methods 
and sampling from single institutions or a single surgical 
subspecialty (17). The factors influencing how surgeons 
employ palliative care approaches (i.e., primary palliative 
care skills performed by the surgical team), as well as 
refer to palliative care services (i.e., specialty palliative 
care support obtained through consultation) is poorly 
characterized.

In this context, we conducted semi-structured interviews 
with a diverse range of practicing surgeons across the 
state of Michigan to gain an in-depth understanding of 
surgeon attitudes and experiences with both palliative 
care approaches and services. We describe participants’ 
perceptions of how, when, and why palliative approaches 
and services have been and should be utilized with the 
overall goal of informing strategies to improve the delivery 
of palliative care to surgical patients.

We present the following article in accordance with 
the MDAR reporting checklist (available at http://dx.doi.
org/10.21037/apm-20-948).

Methods 

Study design

This report represents a part of a larger exploratory study 

designed to gain a comprehensive understanding of how 
surgeons make decisions about high-risk surgery. High-risk 
was defined as an increased likelihood of either postsurgical 
death (i.e., inpatient mortality of at least 1%) or poor 
outcomes (e.g., unexpected intensive care unit admission, 
prolonged hospital stay, unanticipated non-home discharge 
disposition) (18-20). The findings in this manuscript focus 
only on part of the interview—use of palliative care.

Interview participants

Purposive sampling (21) was used to recruit participants by 
email through the Michigan Surgical Quality Collaborative 
(MSQC), the Michigan Chapter of the American College 
of Surgeons (MCACS), and the Michigan Society of 
Colon and Rectal Surgeons (MSCRS). Forty-six surgeons 
from community, tertiary-care, and academic institutions 
agreed to participate in this study. Participants were 
selected to represent a diverse cohort with respect to age, 
gender, race, year in practice, type of practice, and surgical 
subspecialty (Table 1). Participants were eligible if they were 
a practicing surgeon in the state of Michigan. Participants 
were monetarily compensated for their participation in the 
interviews. 

Interview procedures

All participants were provided with a written or oral 
informed consent statement and verbally consented before 
their interview. Individual interviews were conducted in-
person or over the phone between October 2018 and 
April 2019 by two research analysts (CAV and MEB), who 
have expertise in qualitative interviewing, and the senior 
author (PAS), a surgeon and health services researcher. Two 
members of the research team (CAV and PAS) designed an 
exploratory interview guide to explore high risk decision-
making for older adult (>65 years) patients (Supplement 1). 
Participants were asked to walk the interviewer through the 
steps they would take in making decisions about high-risk 
surgery. Participants were further prompted to consider the 
following as they relate to how decisions are made about 
high-risk surgery: the role of preoperative cognitive and 
functional status; the role of post-operative complications 
including cognitive and functional outcomes; barriers and 
facilitators to use of palliative care services; and surgeon 
responses after an unexpected post-operative outcome 
or complication. Three iterations of the interview guide 

http://dx.doi.org/10.21037/apm-20-948
http://dx.doi.org/10.21037/apm-20-948
https://cdn.amegroups.cn/static/public/APM-20-948-supplementary.pdf
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were generated and piloted based on content validity, and 
presentation and clarity of information. All data, including 
those collected during pilot interviews, were included in 
the final data analysis. All interviews were digitally recorded 
and lasted between 30 and 60 minutes. Audiotapes were 
transcribed verbatim and de-identified for names and places. 
Transcripts were not returned to participants for review. 

Analysis

The data were analyzed through iterative steps informed 
by thematic analysis (22). Five members of the research 
team independently identified an initial set of codes. The 
team then met to discuss the codes and map them to a 
coding schema, creating a codebook based on overarching 
domains. Due to the exploratory nature of the interview 
instrument, the initial coding process was kept intentionally 
broad, and focused on organizing data into overarching 
domains. Two members of the research team (CAV and 
ACD) independently coded transcripts, meeting regularly 
to discuss discrepancies and modify the codebook when 
necessary. From there, each domain was assigned to a 
research member based on research interest. A codebook 
for the palliative care domain was created iteratively with 
involvement from the entire research team. Transcribed 
interviews were coded in MAXQDA (version 18.2.3, 
VERBI Software, Berlin, Germany), a computer-assisted, 
qualitative data analysis software. Microsoft Excel (version 
16.16.20, Microsoft Corporation, Redmond, WA) was used 
to assist with synthesizing and categorizing results.

This study was deemed exempt by the University of 
Michigan Medicine Institutional Review Board (IRBMED 
HUM00157651).

Results

Six major themes emerged describing surgeon-reported 
barriers to palliative care approaches and use of palliative 
care services, which were observed at the surgeon-level, 
patient and family-level, and system-level. 

At the surgeon-level, the following three major themes 
emerged: 

(I) Surgeon knowledge and attitudes: comprehension 
and confidence in utilizing palliative care approaches 
with patients as well as attitudes around engaging 
palliative care services, which were influenced by 

Table 1 Participant characteristics

Category N %

Age

25–34 1 2

35–44 18 39

45–54 16 35

55–64 9 20

65–74 1 2

No response 1 2

Gender

Male 38 83

Female 8 17

Race/Ethnicity

Non-Hispanic White 36 75

Asian 10 25

Years in practice

0–5 8 17

6–10 13 29

11–15 8 17

16–20 6 13

20+ 11 24

Type of hospital

Academic 27 59

Community 15 33

Other 4 8

Specialty 

General 19 41

Colorectal 14 30

Kidney and liver 1 2

Vascular 5 10

Endocrine 2 4

Surgical critical care/acute care 8 17

Trauma 4 8

Child thoracic 1 2

Oncology 4 8

Plastic 1 2
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training and experiences. Subthemes of education 
and training and culture shift were also identified.

(II) Prognostication challenges: approach to ambiguity 
or uncertainty with regard to outcomes and 
prognoses.

(III) Surgeon identity: perceptions regarding the identity 
of the surgeon relative to both other medical 
disciplines as well as the relationship with patients 
and families. Subthemes of role as “fixers” and 
personal responsibility were also identified.

At the patient and family-level, two major themes were 
identified: 

(IV) Expectations: perceptions among patients/families 
about the outcome of surgery, influenced by beliefs 
about the role of surgery in treating serious illness, 
understanding of palliative care, and acceptance of 
a diagnosis of serious illness. 

(V) Discordance: statements regarding conflicting 
wishes for patients between the surgeons and 

patients and/or family.
At the system-level, two major themes emerged: 
(VI) Culture: attitudes and beliefs shared by particular 

groups of individuals about palliative care and 
serious illness. Subthemes of fear of dying and 
stigma of palliative care were also identified.

(VII) Resources: assets available to surgeons within an 
organization or institution to address the needs 
of patients with serious illness and their families. 
Subthemes of time constraints, access, and 
fragmented care were also identified.

Themes are summarized with illustrative quotes in  
Tables 2-4.

Surgeon-level barriers

Surgeon knowledge and attitudes
When reflecting on knowledge and attitudes towards 
palliative care, surgeons reported limited knowledge of 

Table 2 Surgeon-level themes contributing to surgeons’ use of palliative care 

Theme Subtheme Reflective quotes

Surgeon 
knowledge and 
attitudes

Education and 
training

When my mom was dying, she was dying at [hospital name], and they had a palliative care team come 
in. And, you know, I had never heard of somebody being in palliative medicine. I just didn’t, you know, I 
mean, I understood what the phrase was, and I understand, but I didn’t realize that it was a specialty. It 
was called palliative care. (ID 19)

I think there needs to be more education to the practicing physicians as to what those services are. (ID 2)

Culture shift So, you know, I think in the beginning of your surgical career, certainly in residency, everything can 
be fixed. And then as you advance, you realize many things can’t be fixed. And then with even more 
experience maybe some things shouldn’t be fixed. (ID 17)

Prognostication 
challenges

I’ll also say, on the flip side, I’ve had some patients that I was sure I was going to kill them, or 
something bad was going to happen. I felt the same way, and they did just fine. So, this uncertainty 
goes both ways. (ID 38)

I think probably it’s just complex stuff with innumerable kind of well-intentioned parties, family, nurses, 
physicians, other’s, you know, staff, friends who all kind of are incapable of really being able to predict 
the future (ID 5)

Surgeon identity Role as “fixers” There’s lots of ways to take care of problems, and I don’t know how to word it any different.  I’m open 
to, you know, palliative care, but again, as a surgeon, I’m trying to fix everybody. (ID 3)

I mean, whenever I meet a patient, my goal is always to make them well, to take out the cancer, to get 
them back to their full state of health. And so it’s hard for me to not seem like I’m giving up or backing 
out on someone if things don’t go well. (ID 1)

Personal 
responsibility

It feels like if you start talking palliative care to family or patients, they think, I guess in my mind I 
feel like they’re going to say, oh, he’s kind of written me off, and he doesn’t want to take care of me 
anymore. He just wants to get rid of me. (ID 4)

Whom do they trust, you know? Whom do they, and so I would call this an underserved area.  Lots 
of these patients, they just trust their doctors. And they say, okay, doc, you decide what’s in the best 
interest. (ID 45)
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evidence regarding both palliative care approaches and 
specialty services; specifically, the benefits of palliative care 
and the distinction between palliative care and hospice. 
For many, this was due to limited education and training 
surrounding palliative care. Participants described how 
exposure to goals of care discussions were often limited to 
informal training experiences, modeled by senior residents 
or surgeons over the course of their training, which were 
inherently variable. Very few reported undergoing training 

with experts in the management of complex, seriously-ill, 
or dying patients. In addition to the lack of formal training, 
participants also asserted a lack of knowledge regarding 
the palliative care services available at their institution, 
including uncertainty in what exactly the palliative care 
team would provide, as well as more logistical concerns, 
such as how and when to call them. 

“I think barriers are more in terms of, I think I mentioned it 
a little before in terms of palliative care, is the lack of education 

Table 3 Patient- and family-level themes contributing to surgeons’ use of palliative care 

Theme Reflective quotes

Expectations The problem with that too is sometimes they, again, the expectations are kind of not realistic in that they don’t think they’ll 
need it, and so they don’t want to talk to palliative care or hospice. (ID 14)

Discordance I think that there are people whom I would have liked to not have operated on at all because they were, you know, 
desperately ill, and they were going to have a poor outcome. But in the end, if you have a patient and family who are hard 
indication for surgery and they’re demanding surgery and a delay is going to compromise their life and they might have a 
chance of making it out of there, then you do that. (ID 11)

He was in and out of the hospital every couple weeks because of exacerbation of this, of the infections related to this 
fistula. And it was, you know, and I just felt that, I just, I felt, and I talked to him about this, that this is a risky operation, and 
I don’t remember how much of a risk of death I quoted him. But, you know, and but his quality of life was really poor with 
this illness, and he was basically willing to accept any risk for a chance at being free from this problem. But, you know, he 
paid the ultimate price, right? I mean, he, you know, the operation led slowly to his demise. (ID 21)

Table 4 System-level themes contributing to surgeons’ use of palliative care 

Theme Subtheme Reflective quotes

Culture Fear of dying People don’t like being told they’re going to die. I don’t want to die, but you know, it’s all going to happen 
someday. (ID 3)

Stigma of 
palliative 
care

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. (ID 35)

I think sometimes family members and doctors and nurses view palliative care as giving up or as withdrawal of 
care. (ID 6)

Palliative care I think is complicated because families oftentimes think that they’re interchangeable with 
hospice and they can potentially get offended if you suggest that we get a palliative care team involved. (ID 29)

Resources Time 
constraints

What is the biggest challenge in providing palliative care? Probably one of, I guess my time, to be honest. I 
think it takes a lot of time. (ID 5)

Access The setting of having them a half an hour away and only coming occasionally means that I don’t really have that 
much of a rapport with any of the palliative-care or hospice people. I don’t really know them on a first-name 
basis (ID 1)

I would say the biggest issue there is that their resources are sometimes a little bit limited at the times you 
need them the most, like at midnight in the ICU. (ID 27)

Fragmented 
care

And I think a really screwy thing sometimes in these environments is there’s three teams taking care of this 
patient, and all of our sort of mid-level residents are the ones that are the communicators between services.  
(ID 38)
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of the physicians in the hospital as to what those services are. You 
know, what is palliative care? What are they going to do? Because 
obviously, patients and family members I think aren’t necessarily 
aware of what that is, but I think sometimes the physicians aren’t 
even sure what that is exactly. Do I call palliative care when 
they’re, you know, at what point do you call them? So, there’s lack 
of education.” (ID 2).

Participant beliefs were also influenced by personal 
experiences with palliative care teams, with some stating 
that their experiences interacting with specialty services for 
their own loved one influenced their perceptions about the 
benefits of palliative care.

Several participants alluded to cultural and generational 
shifts in improved knowledge and awareness of involving 
palliative care services. Younger generations of surgeons 
were described as being more agreeable to palliative care, 
noted by increased discussions and openness with patients 
and families within surgical contexts. This cultural shift 
was attributed to palliative care exposure as early as medical 
school and residency, as well as the evolution of the field of 
hospice and palliative medicine as a medical subspecialty 
over the last several decades. As one participant described: 

“I think older generation surgeons have a misunderstanding, 
don’t know enough about it, don’t involve it enough.” (ID 6).

Prognostication challenges
Participants described challenges in the ability to predict the 
future, especially when health status can shift quickly post-
surgery. For some, the decision to not refer to palliative care 
services was influenced by prior experiences of patients who 
made a full recovery despite a low likelihood of survival. 

“And I can actually, this 27-year-old guy I can think of right 
now who is like now 37 and going to work today, you know? It’s 
like, what was that all about?” (ID 5).

Conversely, the decision to decline surgery or refer to 
palliative care services was less difficult in patients who 
were older, frailer, had multiple comorbidities, or were 
considered less likely to recover secondary to the extent of 
physiologic insult. For these patients, participants described 
greater confidence in the patient’s inability to recover, 
leading to a greater tendency to discuss nonoperative 
options or initiate referrals.

Surgeon identity
Participants described how the “fixer” identity of the surgeon 
played a significant role in surgeons’ willingness to discuss 
nonoperative management or involve palliative care services. 
As described by one surgeon, “that’s not why we went into 

medicine.” (ID 3). Participants asserted that anything less than 
a cure could often result in feelings of personal frustration, 
such that referral to palliative care services equaled defeat 
with the semblance of withholding care.  

“I’ve had surgeons that just weren’t kind of, were used to being 
able to fix things, and it’s kind of that, like you don’t want to, even 
patients who are really sick, like trauma patients or something, we 
could usually do something to make them better.” (ID 4).

The perceived role of the surgeon also influenced 
relationships with patients and families, with participants 
asserting the perception that patients and/or families viewed 
conversations around palliative care as the surgeon giving up.

Patient and family-level barriers

Expectations
Participants described scenarios in which patients’ and 
families’ unrealistic expectations prevented them from 
considering palliative care because the patient and/or 
family did not or could not anticipate a poor outcome or 
prolonged recovery. For example, one surgeon reflected on 
the frequently held belief of patients and families that “if 
you just operate and take it out,” then “all would be fine.” (ID 2) 
Such expectations were described as patients’ and families’ 
desire to do any intervention possible, at any expense, no 
matter how small the chance of meaningful recovery. This 
optimism sometimes prevented participants from initiating 
palliative care conversations when they thought they should. 

“The biggest roadblock that I encounter on a day-to-day basis 
is everyone thinks that whatever condition they have is something 
that we’re going to be able to cure and that it’s not going to impact 
their longevity.” (ID 1).

Conversely, participants reported that having ongoing, 
open communication helped prevent palliative care referrals 
from being a surprise to the family and helped to build 
trust and rapport. When specialty services were utilized, 
they were considered an important resource to meet with 
patients and families such that they could “understand the 
decisions they’re making.” (ID 2).

Discordance
Participants recognized discordance that sometimes arose 
with the recommendation of palliative care referral when 
patients and families also believed that benefit could be 
derived from surgery. This was reinforced in statements 
illustrating surgeon’s perceptions of directly opposing goals 
between the surgical and palliative care specialties.
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“I think there’s a resistance on some of the providers. You 
know, that’s not what we went into medicine for, at least not why 
I did. You know, obviously, the people that went into palliative 
care, that’s kind of their area of specialty for this transition to end-
of-life stuff. That’s what they’re interested in. I’m not interested 
in that. I want to solve every problem and have you get better and 
get back to being better than you were before. But obviously that’s 
not realistic on every patient.” (ID 3).

Participants reported that their perceptions of patient 
and family members’ understanding of the role of palliative 
medicine directly impacted their readiness to pursue 
consultation. These reflections suggest that surgeons feel 
their role in providing palliative care is better suited in 
performing surgical techniques to improve quality of life, 
and the absence of doing so resembles a contradiction to 
surgical training and dogma, creating inner conflict for the 
surgeon.

System-level barriers

Culture 
Participants reported that a desire to live forever influenced 
how decisions regarding palliative care were made. For 
some, this included a desire for patients, families, and 
sometimes even surgeons to initiate or continue life 
sustaining treatment at all costs.

“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?” (ID 18).

This was distinct from the stigma of palliative care, which 
focused on surgeons’ and families’ reactions to palliative 
care, and what palliative care referrals meant. To this 
end, participants reflected on the need for palliative care 
to be reframed in how it is discussed within the wider 
community.

“Palliative care I think is complicated because families 
oftentimes think that they’re interchangeable with hospice and 
they can potentially get offended if you suggest that we get a 
palliative care team involved. When really, the goal of that is 
to also help define expectations, goals of care, etc. That it’s not, 
you know, committing the patient to any particular course of 
treatment or assuming a terrible outcome. But I think once you 
explain that to people, I mean, most people are willing to have, 
you know, all of that available to them, at their disposal, to help 
make a decision.” (ID 29).

In contrast, participants acknowledged greater social 

acceptance of palliative care referral during instances in 
which it was deemed, the “right time to let people go.” (ID 27). 

Resources
Participants frequently cited time constraints as a significant 
barrier to engage in goals of care conversations with patients 
and their families specifically when providing primary 
palliative care approaches. One participant asserted, “I think 
time for me is my biggest, I guess my most precious commodity 
and my biggest problem at the same time.” (ID 38). In addition, 
even when surgeons had engaged palliative care services to 
conduct goals of care conversations, they struggled to find 
time to attend these meetings due to a need to be in the 
clinic or operating room. 

Limited access to institutional resources affected many 
surgeons’ ability to utilize specialty palliative care services. 
Several participants reported that their institution lacked a 
full-time palliative care team. Several described the logistics 
involved with referring to a palliative care team that was not 
on-site, or whose long commute functioned as a deterrent. 
Further, the lack of in-house palliative care team led to 
many surgeons having weaker relationships with palliative 
care services.

“I leave a message asking that they come see the patient. And 
I’m not sure if they’re actually going to come see the patient and 
then, you know, no one calls, and all of a sudden, I get a, or I see a 
message in the chart saying that a social worker has met with the 
patient and their family. They’ve set up a meeting with the family 
to discuss palliative care and, you know, on Friday at 3:00 p.m.,  
and it’s like Tuesday.” (ID 2).

Fragmented care affected partcipants’ willingness to utilize 
palliative care services. Yet, some participants saw this 
multidisciplinary decision-making positively, describing it 
as a way to gain consensus on treatment decisions. Whereas 
other participants described the tension of differing 
opinions across specialties, or difficulties in defining the 
division of responsibility.

“Yeah, I mean, that’s where I’m still a little bit confused, I 
think. When I do call them, I think it’s varied in terms of who 
ends up coming to see the patient. And then, you know, there’s 
a family meeting, and then I think that they don’t always 
necessarily, it gets confusing then. All of a sudden now you have 
the ICU team taking care of the patient. Then you’ve got the 
surgical team and then the palliative care team. And I think the 
confusion comes into, okay, well, the palliative care team has come 
in, and they’ve made their recommendations now, so who executes 
that plan now?” (ID 2). 
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Discussion

A surgeon’s perception of their role in medicine is shaped 
by deep historical roots and philosophies, intermixed with 
individual professional experiences. It is further impacted 
by the contemporaneous societal expectations of what their 
role should be. Atul Gawande has described the evolution 
of the definition of surgeon in Webster’s dictionary: in 
1913, a surgeon was defined as “one whose profession or 
occupation is to cure diseases or injuries of the body by 
manual operation (23),” whereas today it is defined as “a 
medical specialist who practices surgery (24).” Many of 
the subjects in our study perceived their roles similarly 
to the antiquated version, as “fixers,” indicating that they 
identify with surgery for its technical role in medicine, as 
opposed to the role of a physician who treats diseases and 
the person as a whole. Perhaps, it is in this dated sense of 
identity, that many surgeons today continue to grapple with 
the integration of approaches introduced by newer medical 
specializations such as palliative care medicine, which only 
became formally recognized by the American Board of 
Medical Subspecialties in 2006. 

The decision of whether to pursue curative or palliative 
intent surgery versus comfort care is a time-intensive and 
emotionally taxing venture. The constraints of limited 
and divided time between the operating room, other daily 
demands of surgical practice, and dedicated time for patient 
counseling can limit the robustness of these conversations 
between patients, loved ones, and surgeons. This directly 
impacts prioritizing patient autonomy and shared decision 
making, core principles of surgical palliative care. Given 
the overall increase in emergency surgeries in the United 
States (25), communication tools for surgeons working in 
high-pressure, high-stakes environments are paramount. 
Communication and goal concordant care conceptual 
models have been adapted for critically-ill patients (26), 
and measure the context and delivery of communication 
between clinicians and patients. However, data on the 
efficacy of these tools are minimal (27,28), and require more 
intensive study on its implementation to better understand 
their effects.

Unsurprisingly, communication was frequently discussed 
in tandem with the theme of prognostication challenges (17).  
Technology and research continue to advance the field 
of surgery as do prognostication tools, nomograms, and 
risk calculators, which can assist surgeons in decision 
making. Many participants described the two extremes of 
palliative care—circumstances characterized as “gray areas”, 

wherein prognostic tools are of little use, versus extremes 
of circumstances, wherein death or recovery are believed 
to be more likely (e.g., traumatic injury in older patients). 
These data reinforce a previously reported finding, that 
when uncertainty prevails and surgeon’s confidence 
decreases, there is the potential for negative consequences 
on subsequent decision-making and referrals to palliative  
care (29).

Surgeon-reported perceptions of limited palliative care 
services within their home institutions contributed to 
consult underutilization, despite the significant expansion 
of hospital palliative care services in the last decade (30). 
Smaller hospitals are less likely than larger ones to staff 
a palliative care team, highlighting the need for non-
palliative care specialists to be formally trained in palliative 
medicine, and perhaps, specifically, surgeons due to their 
central role in caring for patients during critical illness. 
Furthermore, surgeons working at smaller hospitals may 
lack the same access to opportunities for observation as 
participants in this study, who reported learning palliative 
care approaches from other surgeons. These limitations 
to palliative care knowledge highlight the need for more 
educational opportunities for surgeons during training and 
beyond. Studies have shown that residents demonstrate 
increasing interest and willingness to learn about palliative 
care principles (31,32). Immersive palliative care training 
programs can significantly improve residents’ knowledge, 
attitudes, and skills (33), and structured teaching can 
improve junior residents’ knowledge to be similar to those 
who have learned experientially (34). 

Many participants who had prior exposure to and/or 
training in palliative care approaches described the use 
of services as limited to “third party” roles in facilitating 
communication and establishing goals of care. These 
remarks assume the role of palliative care as an adjunct, 
rather than a core component of standard surgical practices, 
contradicting the established principles set forth by the 
American College of Surgeons Committee on Surgical 
Palliative Care (ACS CSPC) for advanced and serious  
illness (1). Although data from this study suggest that 
younger generations of surgeons are more aware of the need 
to involve palliative care services, little is known regarding 
the use of palliative care approaches among surgeons 
without specialty palliative care training. 

There were limitations to this study that should be 
addressed. Inherent to qualitative research, our study 
sample is not generalizable to all surgeons or practice 
settings. However, we purposively sampled a diverse cohort 
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by specialty, age, experience, and practice setting. Further, 
social desirability bias may influence some responses about 
their typical approaches to high-stakes decision making, 
as surgeons may feel there is a “correct answer” to some 
of these questions. Despite this possibility, many of the 
participants were interviewed through the Michigan 
Surgical Quality Collaborative, which is a community of 
surgeons that have exhibited high vulnerability in past 
studies and interactions in an effort to improve care for 
surgical patients across Michigan. Finally, in pursuit of 
drawing out participants’ complete understanding of 
palliative care, we did not specifically ask about their 
understanding of the differences between primary palliative 
care approaches and palliative care services. However, we 
have no reason to believe that the lack of standardized 
definitions provided to the participants would alter 
their responses to the challenges they encounter when 
communicating and managing seriously ill and complex 
patients.

Conclusions

Our study adds to the growing body of literature identifying 
surgeon-reported barriers to the use of palliative care 
approaches and services among surgical patients. Our 
research strives to elevate the understanding surgeon 
experiences that will further aid in the implementation of 
much needed strategies to better assist surgeons’ use of 
palliative approaches and consultative services for their 
patients.
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Supplementary

Introduction

Thank you for agreeing to participate today. My name 
is       , and I am from the University of Michigan. 
We are conducting research to better understand surgical 
decision-making. We feel that it is important to talk 
with you directly to hear about your decision-making, 
experiences, and concerns so that we may learn better ways 
to care for older adults being considered for surgery.

I am most interested to hear about your personal 
experiences, opinions and views on the issues we discuss, so 
please do not feel shy. There are no right or wrong answers 
to these questions. There is a spectrum to how people feel, 
and it is normal to feel conflicted. Your views are extremely 
valuable to us and we are here to learn from you. I’d like 
to present two clinical vignettes and learn your treatment 
preferences for each scenario. This may trigger personal 
experiences you have had so please feel free to bring up 
any topics that you feel are related to this discussion. Also, 
I want you to know that your participation is completely 
voluntary, so if you want to stop at any time or don’t feel 
comfortable, please let me know.

I would like to record this discussion so that the rest of 
the research team can hear your views directly and so that 
we don’t miss anything you say. Our discussion will remain 
completely confidential. Only the research team will listen 
to the recording and the information you give will only be 
used for this research project to improve care for seriously-
ill surgical patients. Do you have any questions or concerns? 
Is it OK to record this discussion?

This interview will last for no more than 30−45 minutes. 
Again, these answers are confidential and your responses 
are only available to the research team. Do you have any 
questions before we start?

I would like to start with a few demographic questions:
 Age
 Gender
 Race
 Ethnicity
 How many years have you been in practice?
 Can you describe your practice (i.e., community vs. 

academic, open vs closed ICU, specialty/subspecialty)?
 What percentage of your cases are emergent?
 What percentage of your practice is older adults (>65)?
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Primary Inquiries Prompts

Walk me through the steps you would take in your decision to 
perform surgery on a patient with expected poor functional/cognitive 
outcomes.

How do you think about function and cognition both before and 
after surgery?

How much do these factors play a role in decision for surgery?

How do you make decisions about high risk surgery? How do the potential long-term complications of surgery influence 
surgical decision-making?

How do you make decisions about pursuing aggressive care after a 
complication?

How do you communicate to patients and their surrogates before 
surgery about potential complications?

How do you determine the capacity for the patient and/or their 
surrogates to understand potential outcomes?

How do you determine what matters most?

When do you start thinking about limiting ongoing care?

Walk me through the steps you would take in your decision to involve 
palliative care.

What factors do you consider when referring patients to palliative 
care? What do you view as the biggest challenges/barriers 
in providing palliative care? What do you view as the biggest 
motivators/facilitators in providing palliative care?

In what ways, if any, do past experiences influence how you approach 
caring for patients facing surgical complications or death?

Personal experiences or clinical experiences 

How do you feel after experiencing an unwanted/unexpected 
outcome after surgery?

What institutional resources are available to you to assist the patient 
and/or family after an unwanted/unexpected outcome after surgery? 
What about for you – are there mechanisms in place to help you?

Is there anything else you think we should know about how you or 
others make decisions to perform high-risk surgery?
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