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Guest Editorial
Dr Emily Lin

Welcome to the October 2021 edition of the Future Leaders Communiqué. In this 

edition we explore the importance of communication, clinician accountability and ethical 

practice at all stages of the health professional-patient relationship.

These aspects of practice are raised in the case of Mr W, an elderly Indigenous man 

diagnosed with metastatic cancer who died in acute and unexpected circumstances. At 

multiple stages of Mr W’s admission, his family made concerted efforts to be involved 

in his care and the health care decision-making process as was appropriate in his 

circumstance. Unfortunately, Mr W’s family felt that they were intentionally excluded 

throughout this process and failed to receive any explanation or closure for months 

following his death.

As junior clinicians, we often feel as if there is a race to learn as much as we can and 

master as many technical clinical skills as possible. However, training in the non-technical 

skills, such as communication, which may make or break a therapeutic relationship is 

often only fleetingly addressed. Sometimes, patients and families who may simply want 

to know why they are being subjected to countless investigations and treatments are 

labelled as being “difficult” or “refusing care”. As a junior doctor covering inpatient wards 

after hours we are often surprised that the patient becomes very obliging when the 

medical rationale is explained.

Discussion about “limitations of care”, prognosis and breaking bad news are frequently 

referred to and acknowledged as being important during our training as medical 

students and interns. As we progress through the junior doctors’ journey, these skills are 

often taken for granted and are rarely practiced. In contrast, far more time and energy 

are spent towards learning and mastering the reading of an ECG or interpreting a blood 

gas results. 

Likewise, the ethically and morally complex clinical situations, are often covered early in 

our education often in the pre-clinical medical syllabus. These education sessions usually 

generate interesting theoretical discussions and highlight the emerging challenges in 

the ever-evolving field of health sciences. Despite this education, once junior doctors 

enter the clinical workplace, we often find ourselves under prepared to address these 

situations in practice. 

In this edition we are joined by two experts who explore the concerns raised in Mr 

W’s case. Professor Michelle Leech, Rheumatologist and Deputy Dean of Medicine at 

Monash University, discusses the complexity and life-long need to continue developing 

communication skills and shares some of her own methods and valuable experience. 

Professor Justin Oakley, author and Deputy Director of Monash Bioethics Centre, 

explores the ethical concerns surrounding clinician accountability and importance of 

maintaining audits and incident records to review and improve ongoing medical practice.

I hope this edition of the Future Leaders Communiqué will serve as a reminder of the 

importance of good communication and practising with ethical integrity. Furthermore, I 

hope that our experts’ words will inspire and prompt ongoing learning and development 

in all aspects of medical practice for our readers. 
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Welcome to the latest edition of the Future Leaders Communiqué. In this 

edition, we present a coronial investigation into the death of an elderly 

Indigenous man in hospital following a surgical procedure. The case raises 

important issues around communication. It allows us to reflect on how we as 

clinicians communicate, both with patients and their families.

Our guest editor for this edition is Dr Emily Lin, a keen advocate for junior 

medical staff support, and wellbeing. Emily is a Basic Physician Trainee with 

a clinical interest in rheumatology and is currently working in Melbourne, 

Victoria. Emily is passionate about communication and the huge role it plays in 

the safe practice of clinical medicine. In her own words, ‘I distinctly recall thinking 

that communication was one of my greatest weaknesses prior to commencing medical 

school, and although I will not claim to be a great communicator now, I do recognise 

and respect the importance of timely and appropriate communication and do my best 

to incorporate it in my daily practice.’

How we as clinicians communicate with patients is too often framed from 

our own perspective. We can all too easily reduce these patient interactions 

to simple transactions – we receive information, interpret it, and provide 

recommendations on further care. “Shared decision-making” subsequently 

becomes a short list of options we deem appropriate for the patient to consider. 

This over-simplification of our role, and our responsibility to the patient, fails 

to acknowledge and respect the patient’s perspective. True shared decision-

making comes with the understanding that we can learn from our patients, 

that acknowledging their experiences and respecting their values will allow 

us to provide the best quality care to them. Intrinsic to this is providing our 

patients the opportunity to involve those close to them to be their supports and 

advocates.

In the coronial case discussed in this edition, it is clear that this opportunity 

was at times lost. Communication with the patient, Mr W, and his family was 

highlighted as a key theme by the coroner in their findings. In their grief, Mr W’s 

family felt that their voice had not been heard at important junctures in Mr W’s 

care. The coronial investigation provided the family an opportunity to articulate 

what lessons they believed clinicians could learn from the death of their loved 

one. His family provided a list of their insights on how Mr W’s care could have 

been improved to the coroner, which was duly published along with the findings 

of the investigation.

Clinical communication is a skill that we are all constantly developing and 

improving. Fundamental to this is how to listen to and learn from our patients 

and their families. We have much to learn from the lessons articulated by 

the family of Mr W. We are proud of what this edition of the Future Leaders 

Communiqué adds as a resource in the pursuit of better communication, and 

hope that you find it of value in your ongoing learning.

GUEST EDITOR

Emily Lin

Editorial
Dr Brendan Morrissey

GRADUATE FACULTY

(alphabetical order)

Kate Charters

Daniel Grose

Violet Kieu

Sarah Milanko

Samantha Walker

Vincent Wong
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i. Clinical Summary

Mr W was a 77 year old Indigenous 

man who presented to his general 

practitioner with epigastric pain, 

fatigue and weight loss. Blood tests 

revealed that Mr W’s liver function 

was deranged, and he was referred 

to the Emergency Department for 

further investigations.In hospital, 

Mr W was diagnosed with stage 

4 colorectal cancer. He had an 

obstructing primary mass in his 

colon which had metastasised to his 

liver, and portal lymphadenopathy 

obstructing the common bile 

duct (CBD). He was admitted 

under the general surgical team 

who successfully removed the 

colon mass. The CBD, however, 

remained obstructed and the plan 

was to remedy this before having 

Mr W assessed for palliative 

chemotherapy. 

An Endoscopic Retrograde 

Cholangiopancreatography (ERCP) 

procedure was performed five 

days later to insert a stent into 

the CBD. The procedure was not 

successful and two days later, Mr 

W began to deteriorate, reporting 

nausea, vomiting and abdominal 

pain. His family met with a general 

surgical registrar the next day and 

asked that no further procedures 

be performed on Mr W without 

the family being informed. 

Furthermore, the family were 

told that a multi-disciplinary team 

discussion would occur in one week 

and they would be notified of the 

outcome.

Over the next week, Mr W seemed 

to improve, he began tolerating 

a soft diet, was mobilising, and 

reported mild to no pain.

A plan was made for him to undergo 

a Percutaneous Transhepatic 

Cholangiography (PTC). 

The family was not informed of 

this plan. That day at 2.00pm, 

Mr W underwent the PTC, and 

a permanent biliary wall stent 

was inserted by an interventional 

radiologist to relieve the CBD 

obstruction.

The next day, Mr W reported pain 

at the stent insertion site and 

demonstrated signs of clinical 

deterioration. On review by the 

surgical team, the impression was 

that of sepsis post biliary stent 

insertion. The interventional 

radiologist was not consulted, and 

a CT scan was not requested. Mr 

W was resuscitated with fluids 

and commenced on intravenous 

antibiotics. The next day he had 

improved enough to go outside 

with his family.

Case Number D0077/2017 NT 
Author Dr Emily Lin
BMedSci (Hons), MBBS (Hons), 
MMed (ClinEpi)
Basic Physician Trainee

Case - Prioritising closure and 
disclosure

‘The next day, Mr W 
reported pain at the 

stent insertion site and 
demonstrated signs of 
clinical deterioration.’
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The following day however, Mr W 

suffered another deterioration 

with an acute onset of left-shoulder 

pain, increased abdominal pain, 

and the feeling that ‘his body [was] 

shutting down’. On examination, his 

abdomen was tight and distended. 

A diagnosis of peritonitis was made 

and Mr W’s daughter requested 

‘the doctors do something’.

A CT scan of the abdomen was 

ordered. The images were reported 

as suspicious for biliary stent 

damage to the duodenal wall and 

the radiologist recommended 

urgent assessment and 

management by a surgeon as well 

as a CT tubogram.

The CT tubogram demonstrated 

contrast in the retroperitoneum 

and right paracolic gutter, 

consistent with a bowel perforation 

of the duodenum. The imaging was 

reviewed by the radiologist and the 

general surgeon, and it was noted 

that the retroperitoneal collection 

was amenable to percutaneous 

drainage.

The surgical registrar discussed 

these findings and the plan to 

drain the collection with Mr W. 

His family were not present at the 

time. Mr W was initially reluctant 

to have further intervention but 

agreed as the procedure might 

decrease his pain. Limits of care 

(LOC) were also discussed with Mr 

W, including the completion of a 

“not for resuscitation” form. The 

documented plan in the medical 

record was to drain the collection 

in radiology and undertake a 

discussion with Mr W’s family. 

Mr W was taken to radiology but 

did not have the procedure due 

to time constraints. A few hours 

later Mr W deteriorated further 

and was in severe pain. He passed 

away soon after, surrounded by 

his family. The surgical registrar 

arrived a short time later, and 

confirmed there were no signs of 

life. The intern was left to explain 

the circumstances to the family.

A retrospective note by a surgical 

cover doctor who had assessed 

Mr W a few hours before his 

death stated that ‘family is around, 

aware patient is not well, hasn’t 

been expecting this much of sudden 

deterioration’, and, that this was a 

‘non-coroner’s case’. Despite this, 

the intern thought the death was 

reportable and discussed it with 

the surgical registrar who agreed. 

Two days later however, the 

surgical registrar sent a text to the 

intern stating they ‘spoke to coroner 

– not reportable death’. 

A month after Mr W’s death, his 

family sent a list of 42 questions 

regarding his care to the hospital, 

which were logged in the hospital’s 

adverse incident tracking system. 

A meeting was arranged between 

Mr W’s family, and the general 

surgeon and interventional 

radiologist involved in Mr W’s case, 

as well as the Head of Surgery. The 

interventional radiologist attended 

the meeting for 15 minutes, and the 

general surgeon did not attend at 

all as it was his operating day. 

It was left to the Head of Surgery 

to conduct the meeting with the 

family, which was described as 

hampered by a ‘lack of detail’.

Despite numerous attempts by the 

family to communicate with the 

treating team, they were unable 

to obtain an adequate response to 

their questions. They then lodged 

a complaint with the Australian 

Health Practitioner Regulation 

Agency, and the Health and 

Community Services Complaints 

Commission. 

ii. Pathology

An autopsy was performed ‘to 

elucidate the pathological findings 

so that the understanding of clinical 

staff might be enhanced in order 

to allow informed discussions with 

family members’. The following day, 

a doctor at the hospital signed 

a Medical Certificate of Cause 

of Death, noting ‘sepsis due to 

retroperitoneal collection after biliary 

stent insertion’.

iii. Investigation

The death was reported to 

the coroner by the Health and 

Community Services Complaints 

Commission. The coroner held 

an inquest to focus on several 

issues in this case; in particular 

those relating to communication; 

both with the family, and between 

medical staff, as well as the issue 

of failing to report the death to 

the coroner. Examination of the 

documentation in Mr W’s medical 

record revealed that updates 

provided to the family were often 

remiss. Important discussions 

regarding the diagnosis and 

treatment of Mr W were not 

conducted in the presence of, or 

with family members. 

‘Despite numerous 
attempts by the family 
to communicate with 

the treating team, they 
were unable to obtain 
an adequate response 

to their questions.’
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Further, despite the family being 

assured after the ERCP had been 

done that any future procedures 

would be discussed with them, it 

was clear that this did not happen. 

Mr W had gone on to have a PTC, a 

CT tubogram, and was consented 

for percutaneous drainage, all 

without notice to his family. 

Mr W was notified of, and 

consented for, each procedure on 

the day of its occurrence. As such, 

he did not have an opportunity 

to discuss the matters with his 

family or gain their assistance 

in understanding the aims, risks 

and benefits of each procedure. 

The family remained unaware of 

all the proposed procedures and 

were usually only informed after 

they had taken place. The coroner 

heard that the family felt they were 

ignored and excluded.

An independent medical expert 

who was a general physician opined 

that the limitations of care (LOC) 

orders were not discussed in a 

timely manner with either Mr W or 

his family. Despite the team’s clear 

plan that Mr W was to be assessed 

for palliative chemotherapy, no 

discussion about LOC had occurred 

with Mr W until he was in severe 

pain and only a few hours prior to 

his death.

The doctors’ communication with 

the family before and following 

Mr W’s death was explored by 

the coroner. The situation was 

described as being ‘far from ideal’. 

In the first instance, the intern 

was left to explain Mr W’s death 

to the family; the family’s written 

questions a month following his 

death were then left unanswered; 

and a month after that, the general 

surgeon failed to attend the 

meeting that had been organised 

with the family to address their 

concerns. Overall the coroner felt 

there was a lack of respect in the 

way the family was treated, and 

acknowledged that this contributed 

to the grief felt by the family.

A lack of communication between 

the treating surgical team and 

other clinicians was also considered 

at inquest. The coroner heard that 

several medical practitioners had 

expressed concern at the hospital 

morbidity and mortality meeting 

that the interventional radiologist 

was not consulted when Mr W 

deteriorated following the PTC. 

Also, there was no communication 

between the radiologist and the 

surgeon when the percutaneous 

drainage was postponed.

In closing, the coroner took an 

austere attitude to the failure to 

report Mr W’s death, stating that 

his death was reportable as it was 

‘clearly unexpected and from an injury 

from a procedure four days earlier’. 

Five or more doctors were present 

or involved at the time of Mr W’s 

death, or shortly thereafter, who 

should have reported the death, 

and yet none had done so. The 

coroner noted that although the 

surgical registrar indicated they 

had asked, and were advised it was 

not a reportable death, there was 

no evidence that the Coroner’s 

Office had been contacted. The 

telephone records were scrutinised 

and at the inquest the registrar did 

not remember making the call.

iv. Coroner’s Findings

The coroner found that the treating 

team failed to communicate 

appropriately with the patient 

and family in terms of diagnosis, 

treatment and limitations of care. 

Lack of communication between 

the doctors further compounded 

these issues. 

The family was unable to get a 

satisfactory explanation following 

Mr W’s death as either the most 

junior member of the surgical team 

or conversely the unit head who 

was not directly involved in Mr W’s 

care were left to undertake these 

complex discussions.

Additionally, it was noted that 

neither Mr W’s death, nor the 

circumstances surrounding his 

death had been appropriately 

entered into the hospital’s adverse 

incident tracking system.

Finally, the coroner found that Mr 

W’s death was a reportable death 

on two accounts given it was ‘clearly 

unexpected and, from an injury from a 

procedure four days earlier’.

The coroner recommended that 

all medical staff should be trained 

in appropriate communication 

with patients and families. In 

particular, discussions concerning 

the patient’s symptoms and 

presentation of disease, prognosis, 

limits of care, and risks of 

procedures. 
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Emphasis was also placed on the 

consultant role of treating teams, 

recommending that consultants 

fulfil their leadership obligations 

when communicating with families 

and other treating professionals 

as well as ensuring that adverse 

events are recorded and reported.

v. Author’s Comments

This case highlights many practical 

and often overlooked learning 

points. Clinicians tend to focus 

on managing the acutely unwell 

patients. When pressed for time, 

explaining a diagnosis, discussing 

prognosis, limitations of care and 

updating families will often take a 

back seat. Had the treating team 

taken the opportunity to discuss 

Mr W’s diagnosis and options with 

himself and his family, some of the 

pain and shock experienced may 

have been avoided. 

There were multiple underlying 

systems issues contributing to this 

case. The over-reliance of incident 

tracking systems to log adverse 

events and a lack of visible clinician 

accountability. The basic structure 

of hospital clinical teams where the 

junior doctor is the most readily 

available and yet least experienced 

person to communicate.  

Under-estimating the complexity 

of faciliting discussions with family 

members about highly technical 

clinical matters and nuances 

in conveying risk—benefits of 

treatments. Finally, responsiblity 

for opening and maintaining the 

channel of communication between 

the clinical team and family require 

a level of skill and maturity that 

comes with real life experience, 

not simulated practice at medical 

school. 

The coroner’s recommendations 

emphasise the importance of 

senior medical practitioners 

stepping into their leadership roles 

in such circumstances, but also 

the importance of all medical staff 

learning the appropriate skills for 

such situations.
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Communication as a key skill is 

stressed as a high priority at every 

year level in every medical course 

nationally, and I am sure globally. 

Understandably, the clinical and 

procedural skills and immense 

knowledge that go with being a 

registered medical practitioner 

often create a sense of urgency for 

students, especially as they prepare 

for exams. Basic communication 

skills can be assessed in 

standardised examinations and 

simulated scenarios can be used to 

assess some more complex skills 

like “breaking bad news”. However, 

it is often hard for medical 

students to fully appreciate that 

communication is a very complex 

cognitive skill in healthcare; one 

that often gets us into trouble 

and, far more importantly, has the 

potential to harm our patients. 

Ultimately the patient is the centre 

of our medical universe. The 

priorities for each patient vary and 

require adaptation, flexibility, and a 

fine-tuned sense of the patient and 

family’s understanding and feelings 

about their progress. Just recently 

we had a patient in our unit who 

very rapidly became unwell on 

the background of an established 

serious disease. After she had been 

transferred to intensive care and 

we had some sense of what was 

happening, I said to my wonderful 

and highly competent registrars 

(all outstanding communicators) 

that I was going to ring the patient’s 

family and talk to them. I explained 

that I fully trusted their ability to 

communicate but it was my habit 

whenever I was worried that a 

patient could die to immediately 

ensure that a connection with the 

most senior member of the team 

was established. Other members of 

the team can then participate and 

augment these connections and 

channels, even down to the most 

junior member of the team.

There is no prescribed 

communication frequency 

when a loved one is dying 

under mysterious or unclear 

circumstances, but the channels of 

communication must be open and 

clear. 

We can adjust the dose, 

the frequency and type of 

communication we provide as the 

situation changes. We must be 

agile, adaptable and continuously 

imagine ourselves in the situation 

of the patient and family. Close 

family will experience profound 

helplessness. When this is 

coupled with lack of information, 

the suffering for families can be 

unbearable. The history of Mr 

W’s final illness and his family’s 

experience is heartbreaking. 

Agility in clinical communication: a 
critical lifelong learning for all doctors
Professor Michelle Leech  
MBBS Hons FRACP PHD 
Deputy Dean Faculty Medicine 
Nursing and Health Sciences, 
Monash University
Head of the Medical Course

‘We must be agile, 
adaptable and 

continuously imagine 
ourselves in the situation 
of the patient and family.’
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His personal stoicism and his 

culture made him especially 

vulnerable in the hospital 

setting where, sadly, mistrust of 

institutions and ongoing racism in 

healthcare culture continues to 

affect the quality and experience 

of healthcare for Indigenous 

people. This gentleman more than 

anyone, needed the advocacy 

and connection of the hospital 

Aboriginal Liaison Officer (ALO). 

He, his family and his culture are 

not separate entities but one 

whole that must be considered 

together. A whole of family 

meeting with appropriate cultural 

supports is even more crucial here. 

I would be guided by the ALO and 

nearest family about the when, 

with who, how, and how often of 

“communication” in this context.

I write this not as a real expert but 

as an older clinician who has made 

many errors myself and no doubt 

been less than adequate on many 

occasions and for many reasons. At 

any one time, even in most acute 

ward settings, there are one or two 

patients of immediate concern. As 

soon as we feel worried, we should 

recognise that and start to think 

about who needs to know of our 

worries and how we are going to 

communicate these clearly and 

compassionately as soon as we can. 
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This case raises significant ethical 

concerns regarding communication, 

consent, and accountability. I 

will focus mainly on the clinician 

accountability issues. Those who 

become clinicians are selected 

from the rest of the community 

and are given extensive training to 

carry out various procedures which 

others are not allowed to perform. 

This monopoly of expertise and 

service provision that clinicians are 

entrusted with creates a reciprocal 

ethical obligation for clinicians to 

allow – and indeed to assist – the 

community to determine whether 

the services being provided by 

clinicians are of the required 

standard. 

The recording and auditing of 

adverse events and near misses 

are crucial ways for health service 

providers and the community to 

monitor whether the healthcare 

being given is falling below 

the requisite standard which 

clinicians have been entrusted 

with providing. However, the 

coroner highlights how, in this 

case, the inadequate use of the 

adverse incident tracking system 

employed by the health service 

constituted a failure to meet their 

obligations to Mr W and his family, 

and to the broader community. 

Neglecting to record in this 

tracking system highly relevant 

details, such as the complications 

of the Endoscopic Retrograde 

Cholangiopancreatography 

(ERCP) procedure performed 

on Mr W, and his subsequent 

death, fails to take seriously the 

accountability obligations of 

healthcare providers to patients 

and the broader community, under 

which healthcare providers are 

granted a monopoly of expertise 

on the provision of such services in 

the first place. Properly recording 

such details is ethically significant 

for another reason; information 

about adverse events and deaths 

can help to prevent harms to future 

patients who might find themselves 

in similar circumstances. 

Indeed, there is a strong argument 

that such incident records should 

be made available as part of the 

process of seeking informed 

consent, when patients regard such 

details as relevant to their decision 

about consenting to a particular 

procedure being performed by 

a specific clinician at a particular 

hospital. 

According to a standard account of 

informed consent, the information 

which must be made available 

to patients includes information 

about the significant risks 

associated with the procedure, 

along with information which the 

patient would regard as material or 

relevant to their decision. The risks 

involved in undergoing a procedure 

will vary according to which 

clinician performs that procedure, 

The ethics of clinician accountability in 
healthcare practice 
Professor Justin Oakley   
BA PhD (Philosophy)  
Deputy Director,  
Monash Bioethics Centre
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would perform the Percutaneous 

Transhepatic Cholangiography 

(PTC) procedure. 
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and so information about clinician 

performance can plausibly be 

viewed as another type of risk 

information. For example, there 

are varying complication rates 

between surgeons performing 

ERCP procedures. 

If a patient regards their 

surgeon’s complication rate for 

ERCP procedures as relevant 

to the decision about whether 

to consent to this surgeon 

performing the procedure, then 

details about this surgeon’s 

ERCP complication rate should 

be provided to the patient (along 

with contextualising information) 

as part of the informed consent 

process.¹  Incident tracking 

systems, when properly used, 

can contribute important details 

for systems which monitor and 

report performance information on 

individual surgeons. 

It is sometimes argued that 

autonomy is all about choice. That 

the failure to make a surgeon’s 

performance information 

available to patients does not 

involve a failure to respect patient 

autonomy, because many patients 

in countries with national health 

schemes (such as the United 

Kingdom and Australia) do not 

have an opportunity to choose 

which surgeon would perform 

a procedure on them, and so 

would not be able to act on such 

information.²

However, being in a position 

where one is unable to act on risk 

information does not remove 

one’s moral entitlement to such 

information. A commitment to 

respecting patient autonomy is 

not only about helping patients 

to make informed choices 

between different interventions 

or therapies, and respecting their 

choices. It is also about helping 

patients to understand what it is 

they are consenting to, even when 

there is only one clinical option 

available to them. 

Suppose, for instance, that there 

was only one effective medication 

available to treat a particular 

clinical condition. It would clearly 

be implausible for a clinician to 

argue that you are therefore not 

morally entitled to information 

about the side effects of this 

medication. If you consider the side 

effects of the medication worth 

knowing about, then being told 

about those side effects is part of 

what is involved in your authorising 

this medication being administered 

to you. 

Similarly, the fact that the design 

of a particular health system 

precludes patients having the 

option of choosing a different 

surgeon from the one allocated 

to them for the procedure, does 

not imply that patients in that 

system lack a moral entitlement to 

information about the risks of this 

operation when performed by this 

particular surgeon. So, as part of 

consenting to these procedures, 

Mr W was morally entitled to 

have access to information about 

the past performance of the 

surgeon who would perform the 

hemicolectomy, and of the surgeon 

who would carry out the ERCP 

procedure, and also of the visiting 

interventional radiologist who 

‘Incident tracking 
systems, when properly 

used, can contribute 
important details for 

systems which monitor 
and report performance 
information on individual 

surgeons. ’
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This list was provided to the 

coroner by the family Mr W. 

It describes their insights into 

how his care could have been 

improved. It was published along 

with the findings of the coroner’s 

investigation. An abridged copy of 

this list is provided below:

• When a patient or family 

member expresses that they 

are in pain, listen to them. 

Talk to them. Show them 

understanding. Believe them. 

When they tell you they can 

feel their body shutting down, 

show compassion and respect. 

Don’t dismiss how they are 

feeling. 

• After a procedure, if a patient 

is expressing concern about 

the amount of pain they are 

experiencing, don’t dismiss. 

Even if the specialist said it 

was successful. Reassessing or 

obtaining imaging should be 

the first option to identify the 

source. 

• It should be mandatory that 

permission be obtained early in 

the treatment of the patients 

desire to have family involved 

or not. Thereafter, family 

should be involved at every 

stage of decision making in the 

presence of the patient to assist 

and support the patient. 

• Don’t downplay the patient’s 

pain and only record what 

appears favourable to the 

hospital. Be honest. Be open. 

• A lack of communication 

between senior and junior 

doctors can and at times does 

result in fatal outcomes. Better 

communication should be 

addressed as a priority. 

• Medical staff should be aware 

of their body language and 

tone when communicating 

with family members about 

the death of their loved one. 

These can be misinterpreted as 

arrogant or give the perception 

that you would rather be 

elsewhere. This is a basis of 

respectful communication. 

• Include family in discussions 

about treatment. The patient 

is trying to come to terms that 

they have a serious illness, and 

they may not survive. If the 

patient is responding to your 

questions or agreeing to the 

treatment, don’t assume that 

they have the required mindset 

to make decisions. In these 

circumstances people need to 

have that family support. 

• Talk to family and the patient 

together about the seriousness 

of their situation. Don’t hold 

back from family any details. 

Be open. This can lead to the 

family distrusting doctors and 

the health system and taking 

matters further. There should 

be no surprises for family and 

family should not have to find 

out other significant details in 

reports and other documents 

after the family member has 

passed away.

 

Insights from Mr W’s family about how 
his care could have been improved
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“The case really highlights 
the importance of having 

open, honest, and at times, 
difficult conversations with 
patients and their families.”

“I’ve definitely had times 
when I’ve arrived home 

from a busy day and 
though ‘Oh no I didn’t 
call a patient’s family’. 

The commentary definitely 
makes me think about 

the consequences of that 
seemingly small omission.”  

“The case reminds me that 
the work we do as a medical 
team is for our patients and 

so their wishes and needs 
must be respected.” 

“This case is a stark 
reminder of what 
can happen when 

communication may not be 
sufficiently prioritised by a 

team.”

“It is too easy to undervalue 
the role of family in a 

patient’s care. Recognising 
and respecting their role in 

a patient’s care is vitally 
important to achieving 
holistic patient centred 

care.” 

“This case highlights the 
importance of working 

with the experts such as 
Aboriginal Liaison Officers 

to provide culturally 
appropriate and safe care” 
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Comments From Our Peers

Disclaimer

All cases discussed in the 
Future Leaders Communiqué 
are public documents. We 
have made every attempt 
to ensure that individuals 
and organisations are 
de-identified. The views 
expressed are those of 
the authors and do not 
necessarily represent those 
of the Coroners’ Courts, the 
Victorian Institute of Forensic 
Medicine, Monash University, 
the Department of Health and 
Human Services (Victoria) 
or the Victorian Managed 
Insurance Authority. 

Medico-legal disclaimer

The information in this 
edition is for general use 
only and should not be 
treated as substitutes or 
specific advice relevant to 
particular circumstances. The 
information is presented for 
the purpose of disseminating 
information for raising 
awareness about safety 
and quality of care. While 
the authors have exercised 
due care in ensuring the 
accuracy of the material the 
information is made available 
on the basis that we are not 
providing professional advice 
on a particular matter.This 
content is not a substitute for 
independent medical, clinical, 
ethical, legal, professional or 
managerial advice.  

The authors, The 
Communiques Australia Inc, 
Department of Health and 
Human Services (Victoria) 
and Monash University do 
not accept any liability for 
any injury, loss or damage 
incurred by use of or reliance 
on the information provided. 
While we make every effort 
to ensure the quality of the 
information available. Users 
should carefully evaluate 
its accuracy, currency, 
completeness and relevance 
for their purposes, and 
should obtain any appropriate 
professional advice relevant to 
their particular circumstances. 
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This document may be 
reproduced in its entirety for 
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teaching and education and 
may not be sold or used 
for profit in any way. You 
may create a web link to its 
electronic version. Permission 
must be obtained for any 
modification or intended 
alternative uses of this 
document. If referring to this 
publication, the following 
citation should be used: 
Future Leaders Communiqué 
[electronic resource]: The 
Communiqués. Available at:  
www.thecommuniques.com
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