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The COVID-19 pandemic has exposed the importance of mental
health, a previously overlooked aspect of health. Physicians who
treat venous thromboembolism (VTE) may not consider mental
health sequelae such as psychological distress, fear, and anxiety to
fall within their specialist remit, although most would agree that opti-
mal VTE management results in full patient recovery. Complications
such as chronic thromboembolic pulmonary hypertension, post-
thrombotic syndrome, and bleeding are well characterized in the
thrombosis literature, and much research has focused on optimizing
therapy to mitigate these adverse outcomes. However, patients who
have experienced pulmonary embolism or deep vein thrombosis
consistently report other mental health complications such as anx-
iety, depression, and posttraumatic stress disorder.> In fact, when
patients with VTE are interviewed about their lived experience, they
are seldom preoccupied by their physical recovery and instead focus
on psychological distress, worry, and well-being.

There is a mismatch between physician goals and patient needs
in relation to VTE management, a mismatch that can no longer go
unrecognized and unaddressed. Symptoms such as anxiety are more
prevalent among patients with VTE than patients experiencing
other life-threatening conditions such as acute coronary syndrome.*
Recurrent themes contributing to excess psychological distress in-
clude the frequency of pulmonary embolism misdiagnosis,>® de-
layed assessments, not being taken seriously by physicians, and
inconsistent information regarding the diagnosis.’

Patients who report lasting psychological distress after pulmo-
nary embolism are more likely to recall their diagnosis delivery as a

traumatic event.! In this issue of Research and Practice in Thrombosis

and Hemostasis, Hernandez-Nino et al. explore how health care prac-
titioners can both cause and exacerbate the psychological distress
arising from VTE diagnosis. The impact of physician word choice is
striking and paints a picture of physicians so immersed in disease
management that they cannot step back to see a patient who does
not understand what is happening and who is being excluded from
participating in the conversation. Jargon such as saddle is unhelpful
and confusing to patients, while alarmist terms like “time bomb” con-
tribute to patient fear and distress. This is a stark contrast to other
physician activities, such as breaking bad news, where physicians
in training develop highly tuned communication skills. Physicians
would never use technical terms such as code blue when telling a
family member of a death nor use euphemisms such as passed or
gone.

Hernandez-Nino et al. also point to a lack of effective informa-
tion sharing between health care provider and patient. This infor-

mation void has been reported elsewhere,?®

causing feelings of
abandonment and anger toward physicians. The information void is
a barrier to patient participation in VTE management decisions, mak-
ing patients feel they are bystanders in their own care.? The resul-
tant perceived lack of control can lead to further mistrust in health
care providers, and it is not unusual for patients to seek out new
physicians.?> Patients describe lack of information at every level:
from the pathophysiology of VTE, such as understanding what VTE
is and whether it can cause a stroke or heart attack,' to the expected
prognosis and practicalities of when to return to work.?

Fallout from the information void includes information seeking

from the Internet, family members, and other health care providers,

This is an open access article under the terms of the Creative Commons Attribution-NonCommercial-NoDerivs License, which permits use and distribution in

any medium, provided the original work is properly cited, the use is non-commercial and no modifications or adaptations are made.
© 2022 The Authors. Research and Practice in Thrombosis and Haemostasis published by Wiley Periodicals LLC on behalf of International Society on Thrombosis

and Haemostasis (ISTH).

Res Pract Thromb Haemost. 2022;6:€12651.
https://doi.org/10.1002/rth2.12651

wileyonlinelibrary.com/journal/rth2 10f3


www.wileyonlinelibrary.com/journal/rth2
mailto:﻿
https://orcid.org/0000-0003-2763-6474
https://twitter.com/kerstindewit
mailto:Kerstin.dewit@queensu.ca
http://creativecommons.org/licenses/by-nc-nd/4.0/

2 Lrpth

research & practice
in thrombosis & haemostasis

Information void
Jargon

Alarmist words
Nonverbal
expression of fear
Lack of
reassurance

Fear and
anxiety

Rapid assessment
by expert

Quiet, seated
conversation
Active listening
Address concerns
Printed and online
information

Trust and
reassurance

reasonable options at face value. However, Internet searching and
advice from friends and family likely exacerbate anxiety. Instead of
addressing the root problem (lack of information about the condi-
tion), physicians often view repeated patient visits as a nuisance.

No physician would want to be the vessel of patient distress, so
how could these situations arise? Paradoxically, pulmonary embo-
lism testing causes anxiety among physicians. Fear of pulmonary
embolism is pervasive among physician culture.® Most emergency
physicians will manage a patient with acute pulmonary embolism
only once every few months and may rely on a pulmonary embo-
lism response team to determine acute management. In this study,
patients recall sudden changes in provider behavior once the di-
agnosis is known: closer monitoring, additional physicians, and a
more serious demeanor. It is understandable that this causes con-
fusion for patients since nothing about their condition has changed.
Hernandez-Nino et al. show how an imbalance between reassurance
and alarm, coupled with little or incomplete information, can set the
perfect environment for fear, distress, and anxiety.

How can we do better? Physician situational awareness is essen-
tial to improving patient outcomes and patient satisfaction. Taking
responsibility for both the physical and mental health repercussions
of VTE should be our central purpose. Good communication skills
and empathy form the core of the solution. There is no substitute for
taking time to talk with patients (Figure 1). Providing consistent in-
formation and messaging, explaining what VTE is (and what it is not),
reviewing how it is managed and what patients can expect during
their recovery is vitally important. These conversations should not
be the exception but the rule for every patient diagnosed with VTE.
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In practical terms, this means physicians who test and treat pa-
tients for VTE should have a firm understanding of patient prognosis
and therapeutic options. When the diagnosing physician is unclear on
these issues, patients should be rapidly assessed by an expert who has
the time to share this information in a quiet and uninterrupted envi-
ronment. It is particularly important that patients who re-present to
medical services (their family physician, the emergency department or
clinic) have their concerns taken seriously and are allowed additional
time with an expert to review information on their VTE diagnosis and
treatment. All patients should be given standardized, printed infor-
mation as well as a link to a patient information website and support
group. Just as medicine addresses physical recovery from VTE, with
some thought and empathy, we can also improve the mental health

recovery of our patients.
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