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Abstract

Regret is ubiquitous in surgical practice and emphasizes the nature and
breadth of surgeons’ responsibilities to patients and colleagues.
Expressing regret to patients requires transparent and honest
communication but can leave surgeons vulnerable. This article
recommends strategies for communicating regret to patients and
suggests how organizations and colleagues can help surgeons trying to
cope with regret experiences continue their professional growth.

The American Medical Association designates this journal-based CME activity for a maximum of 1 AMA PRA
Category 1 Credit™ available through the AMA Ed Hub™. Physicians should claim only the credit
commensurate with the extent of their participation in the activity.

Responsibility and Regret

In surgery, high-stakes situations and complex decision-making lie at the heart of the
weighty responsibility surgeons carry. Several studies of psychological impacts on
surgeons of surgical incidents, complications, and adverse events note similar
experiences of frustration, self-doubt, cognitive challenges, and regret.1234 Regret is
defined as a negative emotion that arises from thinking that a different choice might
have led to a better or more preferred outcome.5 For example, a surgeon might regret
not recommending a more aggressive treatment option earlier in a case of progressive
cancer, believing such a recommendation could have improved the patient’s
downstream prognosis. Another surgeon may regret performing a high-risk surgery that
led to complications, questioning if a conservative approach would have been safer or
resulted in different outcomes. In these instances, regret stems from unfavorable
outcomes that might not always be predictable or avoidable and that result from
inaction (not recommending a treatment) or action (performing a more aggressive
operation). This type of regret is distinct from regret that stems directly from preventable
errors resulting in patient harm (eg, performing surgery on the wrong limb, forgetting to
give prophylactic anticoagulation), which may be additionally associated with remorse or
guilt.s Experiencing regret may be inevitable for surgeons, as unfavorable outcomes
(with or without associated errors) can happen despite the best efforts and sound
judgment of even the most experienced and respected surgeons.

AMA Journal of Ethics, March 2025 207


https://edhub.ama-assn.org/ama-journal-of-ethics/module/2830408
https://www.zotero.org/google-docs/?6bF4GN
https://www.zotero.org/google-docs/?yHbWrn
https://www.zotero.org/google-docs/?HJGBZ0

This article discusses the impacts of regret on surgeons and recommends strategies for
communicating regret to patients. It also suggests how organizations and colleagues
can help surgeons trying to cope with regret experiences continue their professional
growth.

Impacts of Regret on Surgeons

Harms. Work to date shows that unfavorable patient outcomes that elicit feelings of
guilt, failure, and self-doubt can profoundly affect physicians’ well-being and sense of
professional identity.”.89 In fact, “second victim syndrome” (SVS) is a defined
phenomenon that describes the lasting feelings of emotional distress that clinicians
experience after negative outcomes.10 A 2024 scoping review identified regret as one of
the manifestations of SVS in surgeons, along with guilt, depression, and self-doubt,
which have been shown to precipitate burnout, acute traumatic stress, and suicidal
ideation.11 In particular, regret and rumination can lead to surgeon self-doubt in
decision-making and difficulty concentrating at work.1213 These sequelae can have
profound consequences.

Benefits. However, emerging work shows that unfavorable patient outcomes can also
facilitate self-reflection and lead to greater personal and professional growth.12.13,14
Qualitative research on surgeons who had experienced unfavorable outcomes highlights
that learning and reflecting in purposeful ways are crucial for improving future decision-
making, judgment, and communication skills.14.15 This growth process can be facilitated
by better communication with patients and peers.12 In fact, studies of surgeons’
reactions to adverse events highlight how communicating with patients’ families and
receiving forgiveness or sharing grief can offer emotional relief for surgeons and
strengthen patient-physician relationships.”

Both surgeons and patients support disclosure. A survey of mixed-specialty surgeons in
the Veterans Affairs system found that a majority expressed regret to patients for
adverse events and held positive attitudes toward disclosure, examples of which include
moral responsibility (eg, “it's the right thing to do”), personal well-being (eg, alleviating
guilt), and strengthening trusting relationships with patients.16 Studies of patients also
show that sharing regrets humanizes doctors and deepens patients’ trust.17.18 Despite
the demands of expressing difficult emotions, transparent communication has been
shown repeatedly to enhance patient autonomy, aid in shared decision-making, and
help surgeons reflect, thereby improving future decisions and reducing long-term
negative impacts.19.20,21

Not surprisingly, expressing regret is part of national guidelines for disclosure and is
deemed crucial to communicating negative outcomes and adverse events to
patients.22.23 Yet qualitative research exploring how surgeons handle communication of
unfavorable outcomes highlights that surgeons’ reluctance to express regret stems from
fears of losing patients’ trust, damage to their reputation, and legal or professional
consequences.17.24 Despite these concerns, research suggests that apologies or
acknowledgments of errors can lower settlement and liability costs and expedite legal
proceedings.21.25.26 Conversely, evidence indicates that poor communication and
insensitive handling of negative outcomes often precede patients’ decisions to pursue
legal action,27 underscoring the importance of supporting surgeons’ expressions of
regret to patients via training in skills, such as patient-centered communication, and in
local laws concerning disclosure, for example. Recognizing there will be subtle
differences in the setting of unavoidable negative patient outcomes as opposed to
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preventable medical errors, we will nonetheless explore guidance on best practices for
communication and supporting surgeons faced with the task of disclosure in either
context.

Best Practices

Expressing regret is a key component of open disclosure and requires a nuanced
approach. Below, we outline best practices for expressing regret to patients, ways
institutions can support surgeons, and strategies for surgeons to support their well-
being. However, while guidelines for disclosure exist, it is important to understand
specific legislation pertaining to disclosure and apology laws, which generally protect
physicians when expressing sympathy and, in some cases, admissions of fault,28
although they can vary by state26 or country of practice. Thus, a universal first step in
managing negative outcomes should be to contact institutional legal counsel for risk
management.

Sincere communication with patients. Once the local legal landscape has been clarified,
surgeons can support affected patients and families by expressing regret following
established guidelines that recommend using clear and sincere language and avoiding
any speculative statements.22 National guidelines developed by Australia’s Commission
on Safety and Quality in Health Care outline specific steps, which include acknowledging
and apologizing for the event (“I am/we are sincerely sorry for what has occurred”),
providing factual explanations for what happened, and describing measures to prevent
recurrence if any errors occurred.23 Additionally, the guidelines recommend avoiding
language that implies blame or speculation (“| would say that the night shift staff
probably neglected to...”), vague apologies (“l apologise for whatever it is that
happened”), passive apologies (“Mistakes were made”), or conditional apologjes (“If |
did anything wrong, I'm sorry”).23 Expressing regret requires a patient-centered approach
that includes providing an objective recollection of what happened, followed by sincere
apologies.

Sincerity in expressing regret depends on tone and body language. Studies show that
physicians’ nonverbal communication—such as expressions of empathy, warmth, and
listening—are associated with patient satisfaction with clinical interactions.2® The
EMPATHY protocol, a nonverbal communication training tool,3° has been proven in a
randomized controlled trial to enhance physician empathy as rated by patients.31 The
acronym stands for nonverbal behaviors for conveying empathy during patient
interactions, which include maintaining eye contact and being aware of muscles of facial
expression, as well as posture (eg, sitting at eye level). It also includes assessing
patients’ affect or emotional state and using a compassionate tone of voice to express
understanding of the patient’s situation. By focusing on the patient and imagining what
it is like to have the patient’s personal life experiences, the surgeon conveys that they
are hearing the patient as a whole person (ie, not just treating their disease). Finally,
having curiosity about or monitoring your response (eg, tension in the body, feelings of
frustration) to what you are hearing in difficult interactions could help bring a mindful
approach to emotionally charged situations.30 Literature suggests that physicians who
are better attuned to these nonverbal behaviors can strengthen their patients’
perceptions of physician sincerity.32

Techniques also exist to help surgeons navigate emotionally charged situations. The

SPIKES protocol is a widely used communication tool in health care.33 It entails ensuring
a private setting to minimize interruptions, assessing the patient’s or families’

AMA Journal of Ethics, March 2025 209



perceptions of the situation (what they already know, hope for, or expect) through open-
ended questions, inviting questions about preferences for receiving (or not receiving)
difficult news, providing information appropriate to the patient’s or family’s level of
knowledge and understanding, addressing their emotions with empathy and patience,
and offering strategies to provide hope and encourage shared decision-making to
achieve outcomes together.34 If the situation becomes highly emotional, the
conversation can be paused, and resources for further emotional, psychological, or
spiritual support should be readily provided.

Supporting surgeons. Evidence suggests support for surgeons is lacking in the work
environment, with institutions typically responding punitively to unfavorable outcomes or
preventable errors.13 Studies reveal that more structured support is needed from
institutions that includes fostering a work culture wherein transparent communication is
encouraged without fear of retribution.11.35 Models for institutional responses to adverse
events include the University of Michigan’s Michigan Model and the CANDOR toolkit
from the Agency for Healthcare Research and Quality (AHRQ), which aim to foster honest
communication and commitment to learning from errors to enhance patient safety and
reduce the financial and emotional burdens associated with medical malpractice.36.37

While morbidity and mortality conferences (MMC) are standard platforms for discussing
complications, evidence suggests that their structure offers limited emotional support
for surgeons and could exacerbate feelings of self-blame.4 Research suggests that
supportive and blame-free environments allow surgeons to feel comfortable in sharing
regret and promote better learning during MMCs.11.38 Pang and Warraich argue for
humanizing MMCs by restructuring MMCs as shorter, focused sessions for collective
reflection, as well as by incorporating compassion, empathy, and respect by asking
questions such as “What was the personal impact of a patient’s adverse outcomes on
the well-being of the health care staff involved?” or “How did we comfort the patient’s
family following the patient’s death?”3° Studies also reveal that discussing negative
outcomes with other surgeons is the most effective form of support, as it can foster
open communication, normalize emotions in difficult situations, and reduce negative
feelings.411

Although surgeons can support each other by recognizing when a colleague needs help
and reaching out, studies suggest doing so can be challenging due to feelings of
discomfort in discussing negative outcomes or fear of eliciting negative reactions and
perceptions from colleagues.”40 Institutionally supported strategies to help surgeons
navigate difficult conversations with colleagues include the AHRQ’s Care for the
Caregiver Program, which involves preemptively training peers in critical communication
and fostering a culture that normalizes intense emotions after negative outcomes.4142
This program, developed for long-term services and crisis assistance, involves learning
key conversation skKills (ie, ensuring privacy, discussing struggles, showing care without
assumptions, and using open-ended questions) while providing ongoing follow-up
support. Nationally, additional resources include the American Foundation for Suicide
Prevention, which offers support for those with self-harm thoughts, as well as the free,
confidential Physician Support Line, which helps physicians and medical students
navigate crises or other personal and professional challenges.43.44

Finally, surgeons can preemptively cultivate individual coping strategies to handle

difficult emotions. Evidence supports the importance of surgeons’ recognizing and
managing reactions to challenging situations, avoiding denial, and embracing difficult
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emotions, all of which can be formally cultivated through mindfulness-based skills
training.”45 Several studies indicate that emotional self-awareness is crucial for building
authentic connections and improving patient-physician relationships.46.47.48 While
experiencing regret can be painful, studies show that expressing regret to peers and
patients can rebuild internal confidence, strengthen connections with others, encourage
self-reflection, and help reframe what it means to be an “ideal surgeon.”849 As such,
expressing regret can mean the difference between burnout and professional growth.

Conclusion

The discussion of whether surgeons should share experiences of regret involves
balancing the ethical imperative for transparency with potential legal and professional
repercussions. While disclosing regret can enhance trust, improve patient-physician
relationships, and contribute to surgeons’ emotional recovery and professional growth,
these outcomes are predicated on a safe legal landscape, humane institutional culture,
and systems-level resources. Providing clear guidelines and support systems to help
surgeons navigate these disclosures will ensure that both patient welfare and surgeon
well-being are maintained.
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