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Abstract

Objective: This study examined the practice of information
disclosure to patients by surgeons in Nigeria. Subjects and
Methods: A 55-item self-administered semi-structured
questionnaire was sent to 150 surgeons in southwestern Ni-
geria in 2004-2005. The data obtained from the completed
questionnaire were analyzed using descriptive statistics. Re-
sults: Of the 150 surgeons, 102 completed the questionnaire,
giving a response rate of 68.0%. Of these 102, 85 (85.3%)
were men, 44 (43.1%) were consultants and 55 (54.0%) were
senior and junior surgical trainees. Most were from surgical
subspecialties and obstetrics and gynecology. A document-
ed policy statement about information disclosure was not
available in most hospitals. A third, i.e. 35 (34.3%), of the sur-
geonsdid notroutinely engage patientsin discussions about
disease diagnosis, management and prognosis. Most, i.e. 73
(71.6%), would rather disclose worsening disease progres-
sion to the patient’s spouse. Others would disclose such in-
formation to the patient’s children, family members or cler-
gy. This was presumably to shield the patient from psycho-
logical distress. Only 22 (21.6%) of them routinely disclose

operative findings to patients or their families. Thirty (29.4%)
of them had been involved in disclosing medical errors to
their patients in the past while 63 (61.8%) respondents did
not know if surgical errors with potentially negative conse-
quences should be disclosed. Conclusion: Most of the sur-
geons in southwestern Nigeria did not routinely provide de-
tailed information to patients about their illness and possi-
ble outcome of illness even in the presence of worsening
disease progression and prognosis. When surgical errors
with potential negative consequences occurred, the major-
ity did not know if such errors should be disclosed.

Copyright © 2011 S. Karger AG, Basel

Introduction

Information flow between physicians and patients is
fundamental to building a strong professional relation-
ship and is vital to enhancing the trust and confidence of
patients in their physicians. With respect for persons as a
central theme in modern medical practice comes a pa-
tient-centered physician-patient relationship thatis based
on trust and is nurtured by skillful communication.
Communicating essential information to the patient is
fundamental in surgical practice compared to other clin-
ical disciplines. Ethically sound surgical practice requires
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Table 1. Demographic and professional characteristics of the 102
surgeons in the study

n %
Age
<30 years 9 8.8
31-40 years 60 58.8
41-50 years 28 27.5
51-60 years 5 4.9
Sex
Male 87 85.3
Female 11 10.8
Sex not stated 4 3.9
Type of institution
Tertiary 90 88.2
Secondary 6 5.9
Private 3 2.9
Others 3 2.9
Status
Consultant 44 431
Senior registrars 22 21.6
Registrars 33 324
Others 3 2.9
Duration of practice
<5 years 65 63.7
5-10 years 24 23.5
>10 years 9 8.9
Duration not stated 4 3.9
Specialty
Surgical subspecialties 28 27.4
General surgery 27 26.5
Obstetrics and gynecology 22 21.6
Otorhinolaryngology 5 4.9
Ophthalmology 5 4.9
Dentistry 5 4.9
Others 8 7.8
Specialty not stated 2 2.0
Location of practice
Lagos 11 10.7
Southwest (outside Lagos) 76 74.5
Southeast 4 3.9
North-central 4 3.9
Northeast 2 2.0
Southsouth 2 2.0
Not stated 3 3.0

indispensable bedside communication skills and forth-
rightness in providing adequate clinical information to
patients. It also necessitates providing a favorable envi-
ronment for mutual physician-patient interaction.
Significant improvements seem to have been made in
doctor-patient interactions and communication in west-
ern societies. The situation seems to be different in devel-
oping countries where medical practice is still largely pa-
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ternalistic and significant socioeconomic and power dif-
ferential exist between physicians and patients.

There are not many studies in Nigeria that have asked
surgeons about the details of information that they pro-
vide to their patients in clinical practice. Some previous
studies documented the quality of the surgical consent
process from the perspective of patients [1-4]. In this pa-
per, we report the results of a survey among Nigerian sur-
geons on communication between them and their pa-
tients. In a previous publication, we reported the opinions
of the surgeons and their practice of informed consent
from data obtained from the same survey [5].

Subjects and Methods

The study was designed to elicit information about surgeon-
patient communication from practicing surgeons in southwest-
ern Nigeria. A questionnaire containing semi-structured and
open-ended questions was designed and pilot tested among resi-
dent surgical trainees at the University College Hospital, Ibadan,
Nigeria. The final version of the questionnaire was distributed by
personal contact to both the surgeons and surgical trainees at the
University College Hospital Ibadan and in some randomly se-
lected cities and towns in Nigeria in 2004-2005.

The questionnaire, a 55-item document, was structured into
seven categories. The first section asked about demography, sur-
gical specialty, status, type of practice and area of practice of the
respondents. The second set of questions elicited information
about informed consent process and practice. The next three sec-
tions focused on information about disease diagnosis and man-
agement, surgical operative procedures and postoperative com-
munication. The last two sections requested information about
surgical error disclosure and how to improve the surgeon-patient
communication process. The respondents were to select as many
options as necessary. The data obtained were analyzed using de-
scriptive statistics with SPSS software version 13.

Results

Information about the demographic and professional
characteristics of the surgeons is given in table 1. Of the
102 respondents, 90 (88.2%) were from tertiary level
teaching hospitals and the rest were from general and pri-
vate hospitals. Many, i.e. 60 (58.8%), were aged 31-40
years; 87 (85.3%) were males; 44 (43.1%) were of the con-
sultant grade, and 55 (54.0%) were senior and junior sur-
gical trainees. At the time of the survey, 65 (63.7%) re-
spondents had been in practice for less than 5 years and
only 9 (8.9%) had practiced for more than 10 years. By
specialty distribution, the respondents were from general
surgery [27 (26.5%)], other core surgical subspecialties
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combined [28 (27.4%)] and obstetrics and gynecology [22
(21.6%)]. The core surgical subspecialties represented in
the study included orthopedics [11 (10.8%)]; plastic and
reconstructive surgery [6 (5.9%)], and pediatric surgery
[4 (3.9%)]. Seven (6.8%) of them were from cardiothorac-
ic, urologic and neurosurgical subspecialties. Eight of the
respondents did not indicate their specialty. Most respon-
dents were from the southwest, and only 12 (11.8%) were
based in other regions of the country.

Disclosure of Information

Concerning policy on communication of clinical in-
formation to patients, 49 (48.0%) surgeons stated that
their hospitals did not have any documented policy while
22 (21.6%) did not know if any policy existed. As to the
necessity of such document, the majority, i.e. 84 (82.4%),
did not know if documented policy was necessary. As a
general practice in clinical discussions, 23 (22.5%) of the
surgeons disclosed to their patients the information that
they (the surgeons) considered to be positive. The same
percentage would disclose both what they considered
positive and some grave information, while 24 (23.5%)
disclosed all information that they thought the patients
should be aware of whether good or bad news. On the
ethics behind nondisclosure, 36 (35.3%) respondents did
not consider it unethical while 54 (52.9%) did not know
whether it was ethical or not when all information about
a person’s illness is not disclosed to him or her. When
asked about the principles that should guide policy on
disclosure of information to patients, they mentioned
right to information, disclosure of necessary information
and sincerity among others.

Routine Full Disclosure of Diagnosis, Management

and Prognosis

A third, i.e. 35 (34.3%), of the surgeons did not rou-
tinely discuss directly overall disease diagnosis, manage-
ment options and prognosis with patients or their fami-
lies. Even in the presence of worsening disease progres-
sion and poor prognosis, 58 (56.9%) would hesitate to
discuss this with their patients. Some of the reasons giv-
en for nondirect disclosure to patients include the need
to protect patients from psychological trauma, prognos-
tication is sometimes inaccurate, and the tendency of
such information to hasten patients’ demise. They would
rather discuss such information with the patient’s spouse
[73 (71.6%)]; mature children [69 (67.6%)]; other mature
family members [45 (44.1%)]; patients’ surrogates or
representatives [44 (43.1%)], or the patient’s clergy [29
(28.5%)].
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Request by Family Members to Withhold Information

from Patients

Relatives of patients sometimes request that surgeons
should not pass some or all medical information directly
to the patients but to them. Seventy-three (71.6%) of the
surgeons agreed that relatives did make such requestsand
19 (18.6%) others actually considered it to be a frequent
request from patients’ family members. While 49 (48%)
surgeons would rarely accommodate such a wish by rela-
tives, another 34 (33.3%) said that they often acceded to
such requests. When asked about the category of patients
that family members would commonly request that med-
ical information be withheld from, their responses were
elderly patients [65 (63.7%)]; terminally ill patients [66
(64.7%)]; patients with grave prognosis [71 (69.6%]; men-
tally impaired patients [39 (38.2%)]; female patients [34
(33.3%)], and pediatric patients [29 (28.4%)]. The most
important reasons given why family members made such
requests were the desire to protect patients from grave
information that is perceived to be psychologically harm-
ful to them and the fact that it is not culturally acceptable
to pass such medical information directly to patients.
Whatever the reason(s), only 19 (18.6%) of the surgeons
accepted it to be ethically correct to grant the request
while 49 (48%) considered it unethical.

Postoperative Communication

One fifth, i.e. 22 (21.6%), of the respondents answered
‘yes’ and 59 (57.8%) answered ‘no’ to the question ‘do you
routinely disclose operative findings to your patient or
his/her family?’. The remaining surgeons left the ques-
tion unanswered. Answering a similar question, i.e.
‘should the surgeon routinely discuss detailed operative
findings with the patient or his family?’, 11 (10.8%) and
17 (16.7%) surgeons responded ‘yes’ and ‘no’, respectively,
while the majority, i.e. 66 (64.7), responded ‘don’t know’.
When asked a more specific question about how often
they had disclosed ominous operative findings to patients
or family members, 14 (13.7%) had done it commonly, 65
(63.7%) seldom, and 18 (17.6%) had never done so. The
reasons why the surgeons were not likely to disclose de-
tailed operative findings to their patients or their family
members are given in table 2.

Disclosure of Surgical Error

About one third of the surgeons each responded ‘yes’
[30 (29.4%)], ‘no’ [32 (31.4%)], or ‘cannot remember’ [33
(32.4%)] to the question ‘have you ever disclosed any iat-
rogenic error you committed to your patient before?’.
When further asked about how often such error disclo-
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Table 2. Reasons why the surgeons may not disclose detailed operative findings to patients or their families

Reason Response rate on a scale from 1 (less) to 5 (very important)
1 2 3 4 5

1 Itis not surgical culture to disclose detailed operative findings 4(3.9) 12(11.8) 17(16.7) 13(12.7) 50 (49.0)

2 To protect patients from unnecessary grave information 30(29.4) 8(7.8) 28 (27.5) 23 (22.5) 8(7.8)

3 Surgeons know what information is necessary to pass to patients 18 (17.6) 22 (21.6) 20(19.6) 9 (8.8) 25 (24.5)

4 No legal requirements to disclose full information to patients 32(31.4) 13(12.7) 16(15.7) 18(17.6) 10(9.8)

5 Not ethically mandatory to disclose full information to patients 10 (9.8) 16 (15.7) 20(19.6) 15(14.7) 29(28.4)

6 Fear of litigation if surgeons’ professional errors are discovered 15(14.7) 21(20.6) 19(18.6) 16(15.7) 14(13.7)
Figures in parentheses are percentages.

Table 3. The surgeons’ responses to the question “To whom should Discussion

surgical errors be disclosed?’

Recipient Response
yes no don’t know

1 The patient 16 (15.7) 16 (15.7) 64 (66.7)
2 The patient’s family 31(30.4) 34(33.3) 31(30.4)
3 Surgical colleagues 5(4.9) 9(8.8) 84(82.4)
4 Hospital ethics committee 23 (22.5) 16 (15.7) 56 (54.9)
5 Hospital management 22(21.6) 26(25.5) 41(40.2)
6 At clinical meetings 2 (2.0) 5(4.9) 84(82.4)

Figures in parentheses are percentages.

sures were made outside the routine departmental re-
views or morbidity and mortality meetings, the response
was ‘never’ [7 (6.9%)], ‘seldom’ [29 (28.4%)], and ‘com-
monly’ [46 (41.1%)]. However, to the question ‘do you
agree that surgical errors of commission or omission with
potentially negative consequences for the patient be dis-
closed to him/her?’, only 18 (17.6%) agreed and 17 (16.7%)
disagreed, while the majority, i.e. 63 (61.8%), responded
that they did not know. The surgeons’ response about
who they should report their surgical errors to is shown
in table 3. Thirty-one (30.4%) of them preferred to dis-
close to the patients’ families, 23 (22.5%) to the hospital
ethics committee and 22 (21.6%) to the hospital manage-
ment. They listed transparency, voluntariness, willing-
ness to improve the system, fairness, discretion and the
aim to prevent similar occurrences as principles that
should guide surgical error disclosure. The top benefits
and risks that the respondents listed as potential out-
comes of a policy of routine surgical error disclosure are
given in table 4.

Surgeon-Patient Communication

Information disclosure by the doctor to the patient is
one of the pillars on which virile doctor-patient relation-
ship rests. This study showed that most of the partici-
pants did not routinely provide relevant clinical informa-
tion to their patients. Those who discussed with their pa-
tients provided only the information that they considered
positive and left out others. Their main premise was that
full disclosures might adversely affect the patients. These
findings are similar to a study among different cadres of
surgeons in the UK [6]. However, another study showed
that the surgeons underestimated their patients’ need for
detailed perioperative information [7]. Illness creates a
state of vulnerability in which the sick looks up to the
healer for help and holds the healer as the repository of
needed knowledge, skill and expertise to be deployed for
her cure. That attitude, perhaps, shaped the patient-doc-
tor relationship for long and created subtle information
imbalance in which the patients seemed to be contented
with little or no facts about their illnesses and means of
cure for as long as the needed relief was achieved. Thus,
traditionally, information flow between physicians and
patients has been known to be less than satisfactory as
corroborated by a review in which doctors underestimat-
ed their patients’ need for information in 65% of clinical
encounters [8].

A third of our respondents disclosed that they did not
routinely provide information on diagnosis, manage-
ment and prognosis to their patients. This may be a com-
mon practice in many developing countries where clini-
cal interactions between surgeons and patients are often
scanty and short. This communication gap between sur-
geons and their patients has been the subject of many em-
pirical studies in some parts of the world. In an interview
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Table 4. Top 7 potential benefits and risks

of disclosing iatrogenic errors listed by Potential benefits

Potential risks

the surgeons

Enhances learning from such errors
Prevention of further complications
Promotes honesty and openness
Promotes trust and confidence
Reduces likelihood of litigation
Frees the conscience

Practice is improved

Litigation and prosecution
Negative impact on practice
Loss of trust and confidence
Hospital sanction

Loss of license

Undue patient anxiety
Assault on personnel

of 155 patients who underwent gynecologic procedures in
two tertiary institutions in Bangladesh, the surgeons ex-
plained the diagnosis to only 31% of them, and 75% of the
patients never talked with their surgeons [9]. Moreover,
Pérez Castanedo et al. [10] reported that while 60% of
surgeons in a survey reported providing information on
surgical risks to patients, only 51% of the patients report-
ed that they were so informed. These studies, and ours,
highlight the dichotomy between surgeons’ practices and
patients’ expectations about information dissemination
both before and after surgical management. The nondis-
closure could be due to a lack of significant regulatory
oversight of the process that specifies a minimum stan-
dard or protocol of information dissemination to which
the surgeons can be held accountable. This is made man-
ifest in this study because about half of the participants
in this survey stated that their hospitals did not have a
documented policy on information disclosure and many
more (82.4%) did not know if a documented policy was
necessary. This study, therefore, highlights the need for
effective policies on communication and information
disclosure to patients.

Selective disclosure of information by surgeons is of-
ten predicated on the perceived impression that detailed
clinical information results in information overload that
leaves the patient overwhelmed, confused and perhaps,
harmed. In this study, almost two thirds of the surgeons
did not discuss bad prognosis or worsening disease pro-
gression with their patients. Equally important, a third of
them withheld passing medical information directly to
their patients on family members’ request. This finding
is apparently supported by an international five-country
survey of breast cancer patients and their physicians [11]
in which 63% of the physicians thought that the patients
were overwhelmed by the amount of information avail-
able to them, while in fact only 16% of the patients felt
overwhelmed. In general, surgeons are sometimes faced
with the dilemma of providing adequate information in
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anonmaleficent manner as shown in a study by McCahill
etal. [12]. The study showed that one of the most common
ethical issues cancer surgeons encountered was how to
disclose information to patients truthfully and without
shattering their hope.

About 70% of respondents in this survey would with-
hold declaring grave prognosis to their patients. Protec-
tion from psychological harm and inconsistency with
cultural norms were among the reasons the surgeons cit-
ed for keeping back information about bad prognosis
from their patients. Sometimes, surgeons withhold such
critical medical information from patients on the request
of family members and relatives. The thinking behind
this is to protect the patient from undue emotional dis-
tress and psychological harm. In such situations, family
members may not fully explore or comprehend the full
ramifications of nondisclosure to the patient [13]. In a
population survey exploring how much information
healthy Japanese would expect from their doctors in the
event they developed cancer, Miyata et al. [14] reported
that 84.5% of the respondents wanted full disclosure of
diagnosis. Moreover, more than half of them, i.e. 55.3%,
would like to obtain diagnosis and prognosis information
ahead of their family.

In ‘medical practice, mistakes are common, expected
and understandable’ [15, 16]. Medical errors can be an
omission or a commission arising from deficiencies in a
physician’s knowledge, skill or inattentiveness or from
flaws in the system of practice [17]. As shown in the
study of Krizek [18], of a total of 2,183 adverse errors,
10.5% of them were directly surgery related. The inci-
dence of surgical errors among the surgeons in our study
was not determined. However, a third of them had been
involved in disclosing iatrogenic errors to their patients.
Furthermore, about two thirds of them did not think
that it was necessary to disclose errors with potentially
negative consequences to patients. To our knowledge,
there are no published empirical works on medical error
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disclosure in Nigeria. Most respondents in a survey of
557 pediatricians and pediatric residents in Washington
in the USA had been involved in errors of varying de-
grees and more than 80% of them endorsed the need to
report errors to the hospital [19]. A similar but cross-
country survey among physicians in Canada and the
USA reported that 98% of them endorsed reporting seri-
ous errors to patients while 58% of them had reported at
least a serious error to a patient [20]. The rationale for the
position of our respondents was not explored in this
study. However, a medical culture has not evolved to ap-
preciate that medical errors can occur even with the best
intentions and therefore, the system tends to overreact
and is often adversarial when errors occur. Most prob-
ably, this could be due to the fact that errors are person-
alized and the system treats all errors as a failure of char-
acter. Therefore, the tendency is for physicians to let
most errors lie low or remain unreported. The draw-
backs of this study were that it was limited to mostly
southwestern Nigeria and the preponderance of surgical
trainees most of whom had been in surgical practice for

Conclusion

The results from this survey revealed communication
inadequacies between the surgeons and patients. Most of
the surgeons did not routinely provide detailed informa-
tion to patients about their illness and possible outcome
of illness even in the presence of worsening disease pro-
gression and prognosis. When surgical errors with poten-
tial negative consequences occurred, the majority did not
know if such errors should be disclosed. These findings
have implications for the training of medical students
and residents and also underscore the need for periodic
update workshops on effective communication skills for
all surgeons.
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