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physician-physician communication

A look at typical ways that physicians 
communicate with each other and 
how some simple strategies can 

improve patient outcomes and mitigate 
medical-legal risks.
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occupational ptSD: identifying the 
Vicariously traumatized physician

With the incidence of depression among 
physicians on the rise, why it’s crucial to 

recognize symptoms of vicarious trauma. 
3

‘hope i die before i get old...’ 
how atul gawande and Bill gifford 
examine aging and the end of life

Two new books by noted authors will 
help PRF insureds understand the current 

science of aging and gain perspective 
on what it means to age and die in 

contemporary America.

4

It is easy to understand how a failure in 
communication between a physician and 
patient could become a significant con-
tributing factor in a malpractice claim. 

Yet, inadequate or absent communication 
between physicians may also represent a cru-
cial or causal issue when a patient experiences 
subsequent harm. 

Let’s examine some common scenarios 
that involve physician-to-physician communi-
cation:

CoMMuNICAtING wItH 
CoNSuLtING PHySICIANS

Physicians consult with other physicians 
for a variety of reasons. They might need a 
consultant’s advice on diagnosis and treatment 
of an unfamiliar ailment, or they might only 
be seeking confirmation of their suspicions. 
Conversely, consultants are often dependent 
on information provided by colleagues yet 
may be asked to see a patient without any ad-
vance knowledge or guidance. When commu-
nicating with other physicians, the following 
principles should apply:
 ➤ Provide and receive adequate infor-

mation—do not make assumptions. 
Written requests for studies or consul-
tations should be considered a formal 
document and should include all rele-
vant information. Sketchy information 
places the consulting physician at the 
disadvantage of having to make 
assumptions about why the patient was 
referred. This is a particular issue for 
radiologists. For example, the social 
and family history may provide addi-
tional critical information and should 
be included. Explicit written orders or a 
direct physician-physician discussion 
of pertinent medical and family history 

will more clearly communicate what is 
needed—do not assume your col-
leagues will know your concerns. In 
turn, consulting physicians should 
check with the referring physician to 
determine exactly what is being 
requested. 

 ➤ Verify facts reported by patients. Do 
not assume a patient’s recollection is 
accurate. Whenever possible, verify 
important information. Should the 
patient report a test you want to order 
has already been performed, obtain the 
results. Make decisions based on facts 
and not assumptions. 

 ➤ Enhance patient education. Sched-
uling tests or speaking directly with a 
consulting physician while the patient 
is present will improve everyone’s 
understanding of what is expected. 

 ➤ Have a follow-up protocol. Mitigate 
the possibility that the patient fails to 
obtain a test or schedule a consultation 
by arranging follow-up before the 
patient leaves the office. Establish and 
maintain a system to ensure compli-
ance and that results are reviewed. Do 
not make the patient the intermediary 
—utilize a mechanism for physician-to-
physician communication that will 
minimize the risk of misunderstanding.

HANDING oFF CARE 
FRoM oNE PHySICIAN to 
ANotHER

Transitions in care between providers are 
vulnerable to inadequate information sharing. 
This is an increasingly common problem be-
tween hospitalists and primary care physicians, 
either at the time of admission or discharge. It 

(continued on page 2)

is important to note that information exchange 
should be bidirectional. The primary care phy-
sician must share sufficient medical, social or 
family history when admitting patients, while 
the hospitalist must notify the community 
physician of critical or pending results at the 
time of discharge.

Covering physicians are particularly at risk 
of being under-informed. Patients who were 
instructed to call back under certain circum-
stances may not communicate the level of con-
cern or sufficient information to the covering 
physician. Inaccessible test results may delay 
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going follow–up surveillance and testing. 
While each physician may be excelling in their 
area of focus, lapses in care may occur when 
tests are overlooked, incidental findings are ig-
nored and medication changes are uncoordi-
nated. 
 ➤ One individual needs to be in charge. 

Multiple physicians caring for a patient 
need to decide where the individual 

responsibilities lie. The physician-in-
charge must coordinate care between 
physicians and identify where the 
responsibilities lie among the treating 
physicians. Do not assume someone 
else will take care of it. Document who 
is responsible for tests, therapies, medi-
cations and, especially, ongoing care.

 ➤ When acting as a PCP or specialist 
other than oneself, assume all the 
associated responsibilities. A consult-
ing physician’s responsibility should 
always remain with the patient, not just 
for the tests he/she ordered. Critical 
issues should be documented and com-
municated directly to the physician 
with the ability and authority to take 
action.

 ➤ Physicians working outside their spe-
cialty are held to the same standards 
of that specialty. For example, a gyne-
cologist who indicates to a patient that 
he/she can act as their PCP assumes 
the responsibilities not only for PAP 
smears but all the recommended exam-
inations, screening and testing done by 
PCPs. 

 ➤ Err on the side of taking charge. Inci-
dental findings are easily overlooked. 
The classic example is the lung nodule 
on a pre-operative chest x-ray for an 
unrelated surgery. To defer ownership 
is to create the potential for real harm. 
“I didn’t order the test” is a poor de  fense.

CuRbSIDE CoNSuLtS

Informal conversations between physi-
cians are a daily occurrence. Physicians seek 
information and want education or support for 
their management decisions. However such 
“curbside consults” can become problematic 
when what is offered as information is taken 
as advice. Harm can result when the consulted 
physician does not have information that is 
comprehensive, appropriate to the situation, 

and factually correct. This is further compli-
cated when the consulted physician is named 
in the medical record. He/she may be drawn 
into litigation for just lending a sympathetic 
ear or providing non-specific advice. 
 ➤ State the purpose of the curbside con-

sult. In general, curbside consultations 
are appropriate only for simple prob-
lems. At the least, the consulted physi-

cian should know if the requested 
ad vice is to be of a general nature or 
specific to the care of a patient. Both 
physicians should have a shared expec-
tation of the purpose of the discussion. 
When there is failed communication as 
to what is wanted, or inadequate infor-
mation prevents good decision-mak-
ing, the potential for patient harm is 
possible. 

 ➤ Provide adequate information. All the 
information necessary to develop a 
complete understanding of the nature 
of the problem should be shared.

 ➤ Ask permission to cite another physi-
cian’s name in the medical record. 
While some physicians will not object 
to having care decisions attributed to 
their advice, others may want their 
curbside consult to be informal and 
general. The decision should be left to 
the consulted physician.

 ➤ Request a formal consultation for 
complex problems. Complex or multi-
faceted problems require a more 
detailed analysis than is appropriate for 
a curbside consultation. These situa-
tions should prompt a formal consulta-
tion or referral to another physician. 

Physician-physician communication issues 
can adversely affect a patient’s outcome. The 
scenarios outlined above are common exam-
ples of physician-physician interaction where 
risk management strategies should be applied. 
The most basic principles governing all physi-
cian-physician communications are to never 
act on the basis of assumption and to always 
ensure that the other physician has adequate 
information to address the clinical situation. 
Just keeping these two basic principles in mind 
will improve patient outcomes and mitigate 
the medical-legal risk to the physicians. n

Dr. Scheifele is the chair of PRF’s Risk 
Management & Education Committee.

(continued from page 1)

Physician-physician communication issues can 
adversely affect a patient’s outcome.

intervention. Should the patient suffer harm 
as a result of a handoff, both physicians will be 
subject to litigation. Physicians should:
 ➤ Provide and receive adequate infor-

mation—do not make assumptions. 
Make the time to address questions and 
concerns. A personal interchange is 
preferable. For critical patients, or those 
with evolving symptoms, anticipate the 
potential management issues. Be clear 
about what needs to be known. It is bet-
ter to provide too much than too little 
information to the covering physician. 
Management plans for patients who 
may call, or for results reported, should 
be discussed. Make medication recon-
ciliation part of the handoff. This may 
not be practical in coverage situations, 
but it is crucial when care is transferred 
between physicians. Be clear as to who 
is the responsible prescriber to avoid 
omissions and duplications. 

 ➤ Have a system to communicate after 
hours telephone calls and incorporate 
them into the medical record. 
Misplaced messages are opportunities 
for adverse events.

KEEPING tHE PRIMARy 
CARE PHySICIAN IN tHE 
INFoRMAtIoN LooP

While the PCP has the overall responsibili-
ty for their patients’ care, it is increasingly a re-
sponsibility shared with consultants. Because 
the PCP often has a better understanding of 
the patient’s overall medical, social and family 
history, the PCP may have the best contextual 
framework from which to evaluate results and 
consultations. Yet, the PCP may not receive in-
formation from consulting physicians or may 
be unaware that tests were ordered or appoint-
ments not kept. Such communication failures 
compromise care. Even if the PCP is not in-
volved directly in clinical decision-making ad-
dressed to a specific patient episode, the PCP 
should be kept in the information loop because 
he/she will often be the one coordinating the 
patient’s long-term care and follow-up. 

wHo IS tHE CAPtAIN oF 
tHE SHIP?

When multiple physicians are caring for a 
patient, the boundaries of care should be clearly 
established. Failure to do so may lead to man-
agement by assumption. Communication issues 
arise in determining who is responsible for on-
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Occupational PTSD: Identifying the 
Vicariously Traumatized Physician*

By KiMBeRlee a. SoReM, MD, Ma

The culture of medicine places a low 
priority on physician mental health.  
Despite the recognized high levels of 
stress omnipresent in many fields of 

medicine, the significant personal and eco-
nomic costs of physician psychological vulner-
ability and impairment are frequently mini-
mized.  Psychological depression, for example, 
is associated with increases in a number of 
physical diseases and is a leading cause of dis-
ability. Furthermore, the reduced productivity 
and increased medical errors attributed to phy-
sicians working under physical, emotional, and 
financial stress may adversely affect the overall 
cost of medical care.   

In 2013 the Association of American 
Medical Colleges estimated that the cost of ed-
ucating a single physician is approaching 
$1,000,000. This figure includes pre-medical 
education and loan repayment but does not 
factor in lost income from other career paths 
that require fewer years of training.  When 
physicians cut short their careers by leaving 
medicine for another occupation, give up 
working altogether, become mentally or physi-
cally disabled, or in extreme cases commit sui-
cide, the cost to society is clearly substantial.     

Occupational Post Traumatic Stress 
Disorder (PTSD) has been reported in the 
nursing literature, but rarely in the medical lit-
erature, and has been alternatively referred to 
as Secondary Traumatic Stress (STS) or vicari-
ous trauma.  The incidence of STS in nurses 
has been reported as affecting approximately 
one out of three who work in Labor and 
Delivery, trauma units, oncology units, or pe-
diatric intensive care.  Occupational PTSD is 
characterized by a group of emotions and be-
haviors that can result after a health care pro-
vider is involved in or witnesses a patient expe-
rience a traumatic medical event.   

For example, obstetricians and L&D nurses 
share the experience of participating in diffi-
cult and traumatic births in the delivery suite. 
The patients are often relatively young and 
generally healthy, and there is frequently an ex-
pectation and anticipation of a “perfect birth 
experience.” While the practice of obstetrics is 

PRF OFFERS SUPPORT

PRF provides support to its members 
during times of crisis whenever there is an 
adverse outcome or litigation. Our “Code 
Green” philosophy of doing what is best 
for the patient extends to our members 
as well. PRF is a simple call away, at 
(415) 921-0498. n
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acknowledged to involve both predictable and 
unexpected occurrences, it will never be free of 
the risk of a rare catastrophic outcome. 
Unfortunately, when a birth is traumatic, with 
or without medical errors, the affected people 
are not only the mother, baby, and family 
members in attendance, but the L&D nurses 
and obstetrician(s) as well. These medical pro-
fessionals are themselves vulnerable to devel-
oping PTSD.  

In 2007 the Joint Commission on Accredi-
tation of Healthcare Organizations found that 
among 2,909 physicians who reported involve-
ment with a harmful medical error or near 
miss, 61 percent increased their anxiety about 
potential future errors, 44 percent described 
less job confidence, and 42 percent reported in-
creasing difficulty with sleep.  Of this group, 90 
percent felt that they received inadequate sup-
port from their hospital and health care organi-
zation.  Although 81 percent reported that they 
were very interested in counseling, many felt 
that barriers to counseling were significant and 
included difficulty taking time off work, con-
cerns about confidentiality if the physician was 
sued, and trepidation that counseling would 
trigger an increase in cost of malpractice insur-
ance. Yet it is critical that when physicians ex-
perience depression, anxiety or sleeplessness 
following an adverse event, these troubling 
signs of STS are addressed. Left untreated, phy-
sicians with STS may experience increased 
rates of substance abuse, poor physical health, 
relationship discord and even suicide. 

Sadly, although there have been significant 
advances in the treatment of depression, the 
incidence of depression among physicians has 
actually increased. Physicians seek treatment at 
a lower rate than the general public, while 
struggling with increased co-morbidities and 
suicidality at a higher, and unacceptable, rate.  
In fact, female physicians die by suicide at a 
rate four times higher than females in other 
professions. Given these vulnerabilities, the 
recognition of symptoms of STS in physicians 
becomes paramount so that stabilization and 
treatment may be initiated.

Dr. Sorem is board-certified in OB/Gyn with 
subspecialty board certification in Maternal 
Fetal Medicine.  She also has a graduate degree 
in counseling psychology from the Wright 
Institute in Berkeley and runs a private psycho-
therapy and consultation practice, concentrat-
ing on patients who have suffered pregnancy 
losses or who have complex psychological issues 
including management of medications in preg-
nancy. 

* Editor’s Note: This article is excerpted from “Occu-
pational PTSD and the Obstetrician: Identifying 
and caring for the vicariously traumatized physi-
cian,” which was published in the June 2014 issue 
of San Francisco Medicine. For more information, 
visit www.sfms.org.

categories of Symptoms 
of occupational ptSD

1. flashbacks—experiencing unexpected 
and intrusive mental images or sensations 
referencing the traumatic episode.   

2. avoidance symptoms—feeling 
emotionally numb, depressed or anxious, 
or having trouble remembering the 
traumatic event. 

3. hyper-arousal symptoms—feeling 
easily startled, on edge, or having difficulty 
sleeping.
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‘Hope I die before I get old...’
How Atul Gawande and Bill Gifford Examine Aging and the End of Life

By RoBeRt D. Nachtigall, MD

Has it really been 50 years since I 
mockingly lip-sync’d those words 
as the Who’s “My Generation” 
blasted from my dorm-room 

speakers? 
Does that mean I really didn’t get to stay 18 

forever? Boomers have been accused of many 
things over the decades, but aging gracefully 
has never been one of them. Perhaps that’s why 
we need a book like Being Mortal. And if some-
one has to deliver the bad news, I would opine 
that Atul Gawande is an excellent choice. A 
surgeon at Harvard’s Brigham and Women’s 
Hospital, Dr. Gawande invokes both his clinical 
and personal experiences in sharing an insight-
ful, relevant, and poignant perspective on what 
it means to age and die in contemporary 
America. I found it a robust testament to the 
author’s skill that he could successfully and 
seamlessly intertwine a fascinating description 
of the biologic aging process, a powerful cri-
tique of our national end-of-life public health 
policy, and a moving and illuminating account 
of his own father’s final years and death. 

Dr. Gawande’s appraisal of the American 
medical response to aging addresses both pro-
fessional and structural elements. As that de-
mographic mountain that is the Baby Boom 
generation shifts relentlessly from middle age 
to beyond, it is clear that it will take a substan-
tially increased number of physicians to deal 
with their rapidly multiplying health demands. 

To which Dr. Gawande follows the archly-rhe-
torical question of “Who is clamoring for geri-
atricians?” with the rueful commentary that 
“What geriatricians do . . . is both difficult and 
unappealingly limited. It requires attention . . . 
and vigilance over nutrition, medications, and 
living situations . . . and requires each of us to 
contemplate the unfixables in our life and the 
decline we will unavoidably face.” 

A universal social characteristic of age-re-
lated decline is the loss of independence and 
the need for assistance. After tracing the social 
and political forces of the 20th 

century that have 
culminated in the ubiquitous contemporary 
“Nursing Home,” the author concludes that “al-
though the official aim of the institution is car-
ing, the idea of caring that has evolved doesn’t 
bear any resemblance to what [a person] would 
call living.” The author argues that by focusing 
almost completely on the risk-reduction (bed-
sores, falls) metrics of long-term care, institu-
tions have sacrificed the values of privacy, 
friendship, and a sense of purpose in exchange 
for a rigidly-regimented existence devoid of in-
dividual personality. In contrast, he goes on to 
identify several emerging models of humanistic 
senior care that he hopes will be the new stan-
dard in the coming decades. 

Dr. Gawande also addresses many of the 
end-of-life issues endemic to modern (there-
is-always-one-more-thing-to-try) medical care. 
It is frustratingly obvious that while everyone 

pretty much agrees on what a “good death” 
should look like, actually getting to have one 
remains a realistically unresolved dilemma. 
Despite its “no-one-gets-out-of-here-alive” 
subject matter, Being Mortal is not a depressing 
read. Upon completion, I immediately handed 
it to my wife. It became the basis of several 
loving and life-affirming conversations, and I 
highly recommend it. 

For those still intent on raging against the 
dying of the light, I suggest Bill Gifford’s Spring 
Chicken – Stay Young Forever (Or Die Trying). 
While I’m sure that there may be a more aca-
demically rigorous literature review out there, 
those looking for a thoroughly enjoyable and 
entertaining account of the current science of 
aging will not be disappointed. This is one of 
those books where about every 15 minutes you 
want to turn to your bedmate and say ”listen 
to this” (assuming that they’re used to this sort 
of thing) while you relay some counter-intui-
tive scientific observation that leaves you fasci-
nated by the myriad avenues of inquiry avail-
able to address aging (and equally horrified 
that there doesn’t seem to be any convincing 
consensus about any of them). It will challenge 
everything you thought you knew about what 
is “good” or “bad” for aging. I’m referring to 
gender, fat, testosterone, growth hormone, ex-
ercise, anti-oxidants, inflammation, telomere 
length, IGF-1, IL-6, BDFD, TOR, caloric re-
striction, CETP, cold-water swimming, CMV 
(a ubiquitous and yet unappreciated mass kill-
er?), and many more. Let’s just say that untold 
millions of round worms, fruit flies and mice 
have been sacrificed on the altar of longevity 
with precious little to show for it. But for those 
who just must have the bottom line, here it is 
(not only skimpy, but loaded with caveats): red 
wine, coffee, curcumin, Vitamin D, metformin 
(!), aspirin, ibuprofen. Don’t try and thank me.

Dr. Nachtigall is the editor of PRF News and a 
member of PRF’s Risk Management & 
Education Committee. He is Clinical Professor 
Emeritus at UCSF and served as Reproductive 
Endocrinology and Infertility Division Chief at 
California Pacific Medical Center and San 
Francisco General Hospital. 
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