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I n this issue of JGIM, Simpkin and Armstrong1 share a
narrative review examining the gaps in understanding best

practices of communicating uncertainty with patients. Specif-
ically, they raise two different types of uncertainty: aleatoric
uncertainty, due to random variations of disease incidence or
outcomes as well as potential risks and benefits to individuals,
and epistemic uncertainty, attributable to application of inad-
equate scientific knowledge. They then describe useful current
strategies to help providers navigate this challenging area of
communication and delineate a robust research agenda for
optimal and helpful approaches. While we agree overall with
this conceptualization of the provider’s perspective of ap-
proaching uncertainty, thoughtful communication additionally
requires not only a keen personal awareness but also a rela-
tional outward component with the people with whom we
hope to communicate. We will expand here on both of these
less heralded, and crucial, aspects of communication.
When invoking aleatoric or epistemic uncertainty, the au-

thors focus on the internal cognitive and emotional fabric of
the provider in isolation. But add relational difficulty in con-
tentious or emotional interactions, disagreements over treat-
ment (opiate prescription or restriction is currently the em-
blematic example), or complex diagnostic uncertainty, and the
provider’s personal awareness in achieving understanding of
what we bring to the encounter and how it might affect it,
becomes critical.2 Our choice to approach uncertainty with
intention and compassion, or to allow ourselves to become
defensive, distracted, or emotionally hijacked, can indelibly
alter outcomes of the encounter.
Importantly, the provider is not the only actor in the play.

Patients bring emotions and information about their conditions
gleaned from not only their internal reflection but also friends,
family, and the torrent of online information. Additional un-
certainty arises from the interaction itself, the liminal space
that represents the relationship between patient and provider:
how will the patient metabolize the information we deliver,
and how will we react in turn to that reaction? In Simpkin and
Armstrong’s framework, these may be classified as aspects of
aleatoric uncertainty, but in the moment, the provider is not

thinking about what kind of uncertainty this is—to be most
effective, we must identify and empathize with the patient’s
emotions, clearly explain what can be explained, communi-
cate uncertainty, handle the reactions of the patient (and care-
givers), and attend to our own emotions, reactions, and re-
minders of similar prior situations. All of this simultaneous
cognitive and emotional load can and often does overwhelm.
Therefore, ironically, significant uncertainty exists about how
to communicate uncertainty optimally in ways that reinforce
the patient-provider relationship, patient autonomy, health
outcomes, and provider resilience. Additionally, the ever-
expanding universe of medical knowledge, and the revision
of paradigms previously considered sacrosanct (for example,
daily aspirin in primary prevention of cardiovascular
disease3), constantly shifts the boundaries of certainty and
uncertainty. Newer ways of including patients in shared
decision-making conversations, including transparently using
decision aids or risk calculators to collaborate on an ultimate
treatment plan,4, 5 are beginning to address some of the epi-
stemic uncertainty in some of these complex decisions. Again,
however, at the same time that we may decrease epistemic
uncertainty, we may increase a form of aleatoric uncertainty:
the sheer amount of information may overload patients,
preventing them from grasping nuances to make a truly in-
formed decision.
An additional level of complexity arises from interactions

with patients who belong to marginalized groups including
people of color, older patients, the uninsured, and women,
who may have lower tolerance for ambiguity.6 Repeated ex-
periences of bias, trauma, and lower quality of care certainly
reduce trust and require additional attention and skills from
physicians in order to co-create equity in decision-making
processes. Even in the most straightforward of conversations,
how well are physicians trained to invite conversations with
patient about mistrust, perceptions of bias, and important
aspects of transference that can impact patient trust? Associ-
ated with these marginalized groups is the commonly experi-
enced situation of stereotype threat, an anxiety state that can
undermine performance as individuals strive to avoid negative
stereotypes about their identity. This effect creates cognitive
load and can interfere with discussions of uncertainty: patients
may wish to avoid being seen as vulnerable, and physicians
want to avoid being seen as powerless. In Simpkin and
Armstrong’s framing, epistemic uncertainty may also increase
when any healthcare team member may have difficulty
accessing knowledge, a real effect of stereotype threat
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demonstrated in studies across many power and privilege
differences.7 Additionally, aleatoric uncertainty can be the
straw that breaks the proverbial camel’s back in relationships
with patients who fear that they will not get the care needed
because of their identity.8

Ultimately, to help bridge the gaps and internal uncertainties
and to supplement the strategies offered in the article, physician
training in fundamental communication skills and advanced
training in higher order skills should be the standard. In
relationship-centered communication (RCC), the relationship be-
tween patient and clinician is valued as the “foundation of all
healing and therapeutic activity”.9 Clinical communication in
general, and specifically in situations involving uncertainty, takes
place in a matrix of relationships where there is much that is
unknown. Several prominent health systems have undertaken
large-scale efforts to support fundamental training in RCC with
important outcomes demonstrating not only increased patient
experience scores and decreased patient complaints, but also high
provider satisfaction with training, increased provider empathy,
and decreased provider burnout.10

We fully acknowledge that merely “getting everyone commu-
nication skills” is an overly simplistic and naïve goal, especially
given some of the extraordinarily complex medical decisions and
interpersonal interactions we face on a frequent basis. Yet, a
reasonable grasp of fundamental communication skills, including
positive affect, unrushed behaviors, inquiring about patient’s pref-
erences, and validating their right to make decisions can go a long
way. In fact, these very behaviors improve satisfaction with visits
for Black/African American patients.11 Eliciting patients’ con-
cerns, ideas about what might be causing their condition, and their
expectations about their health care are skills that can be learned
and practiced, can help increase diagnostic accuracy, and can aid
the shared decision-making process. Fortunately, these apparent
additions to the already time-pressured provider encounter may
not actually require more time during many encounters. Indeed,
data show that eliciting the full list of patient concerns at the outset
of an encounter and explicitly addressing patients’ emotions with
empathy may actually save time.12, 13 Emotional support should
not be separate from information sharing and shared decision-
making—instead, it should be included throughout the process of
discussing options for diagnosis and treatment.
In a profession that continues to uphold knowledge and

certainty as a significant value (“knowledge is power”), we
risk the perception of powerlessness or even denigration if we
reveal lack of certainty. We also pass on these values to our
learners, who are already steeped in not merely the uncertainty
inherent in clinical practice but also their own uncertainty with
the limits of their own knowledge and skills. We will likely
never resolve these multiple-edged complexities, and at the
same time, by demonstrating—and teaching—authenticity
and radical nondefensiveness, and by truly embracing our
own vulnerability and imperfections, we may increase the

likelihood (as uncertain as it might be) of ultimately
achieving the connection that underpins the patient-
provider relationship. Being honest with our colleagues,
learners, and patients about how difficult uncertainty is to
discuss, might allow patients and clinicians to share the
burden of discomfort in the context of our relationships
with each other.
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