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Patient-physician communication in oncology:
past, present, and future

 Contemporary oncology practice acknowledges the
importance of partnering with the patient and family
in dealing with the illness.

* Patients also value their physicians as important
sources of support when they provide information
about the illness, encouragement, and hope, discuss
treatment options, and address their concerns.

C-Change, 2005; Epstein and Street, 2007; Lauria et al., 2001



Effective Communication Skills are the Key

to Good Cancer Care
1

* Doctors and nurses usually talk and listen to patients
more often than they perform any other single
medical or nursing procedure.

 During a clinical career spanning approximately 40
years, an oncologist is likely to conduct between
150.000 and 200.000 consultations with patients and
their families.

* Thus, communication should be viewed as a core
clinical skill that merits a considerable investment of
time and resources in training.

L. Fallowfeld and V. Jenkins European Journal of Cancer,1999



La comunicazione in oncologia.
Necessita clinica o inutile complicazione assistenziale?

e Aumenta la fiducia nel medico e la soddisfazione del Paziente
anche per argomenti difficili

* Migliora il lavoro di gruppo nell’équipe
* Riduce il burnout negli operatori

* Riduce la probabilita che il paziente riceva chemioterapia o
accertamenti inutili (e costosi) alla fine della vita

* Migliora la percezione del sostegno al Paziente e alla sua
famiglia

* Migliora la acquisizione del consenso informato
* Promuove I'arruolamento negli studi clinici

 Aumenta la compliance e riduce il contenzioso legale



Errori nel rapporto medico-paziente presenti in oltre il
70% delle deposizioni in cause contro i Medici

Il medico non ha

Il medico ha fornito .con5|dera?to.
una Informazione / il punto divista
scarsa e inadeguata del paziente o famiglia

— Il medico ha
/ “abbandonato”
. Il paziente

Il medico ha P
sottovalutato

I’opinione del paziente

o della famigia

Beckman HB et al. Arch Intern Med. 1994; 154:1365-1370



Important Functions of Patient-Clinician Communication

s !
* Fostering healing relationships

* Exchanging information
* Responding to emotions
* Managing uncertainty
 Making decisions

* Enabling Patient self-management

C-Change, 2005; Epstein and Street, 2007; Lauria et al., 2001



La comunicazione in oncologia.
Necessita clinica o inutile complicazione assistenziale?

* Cosa abbiamo imparato?

— Le abilita comunicative e interpersonali nel
fornire informazioni difficili non sono innate
o intuitive, ma rappresentano una attivita
clinica complessa, che richiede specifiche
abilita verbali e non verbali cosi come auto
riflessione, autoconsapevolezza e
preparazione specifica.



How much training have you had
In giving bad news?
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Baile and Buckman, Oncologist,2001
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Prescribing “the doctor” is one of the most powerful
medicine’s in the physician’s arsenal...

Michael Balint MD
"The Doctor, The Patient and The IlIness"”
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Engaged Patients

The most important goal of a high-quality cancer care
delivery system: meeting the needs of Patients with
cancer and their families.

e Such a system should support all Patients and
families in making informed health care decisions
that are consistent with their needs, values, and
preferences, and considers palliative care needs and
psychosocial support across the cancer care
continuum.

Laura A. Levit et al., Delivering high-quality cancer care, 2013



Engaged Patients:
what does it mean?
Y

| want my health care clinician...
To listen to me

To tell me the full truth about my diagnosis, even
though it may be uncomfortable or unpleasant

To tell me about the risks associated with each option
To explain how the options
may impact my quality of life

To understand my goals and
concerns regarding the options

To help me understand how much
each option will cost me and my family
To offer me choices of options

To always discuss the option of choosing
no test or treatment

To offer only the options that he or
she feels are right for me

0% 20% 40% 60% 80% 100%
Percent of People Who Strongly Agree

Alston et al., 2012



Engaged Patients

N
* Patient-centered communication
and shared decision making in
oncology are suboptimal.

Aiello Bowles et al., 2008; Ayanian et al., 2005, 2010; Wagner et al., 2010



La comunicazione in oncologia.
Ostacoli nella discussione della diagnosi e della prognosi

S S
e convinzioni, atteggiamenti mentali:
— “essere vaghi da speranza”
— “nascondere la verita significa proteggere il paziente”;
— “i pazienti non vogliono sapere la verita”;
— “i pazienti anziani sono fragili ed € meglio parlare prima con i
familiari”;
— “un medico che non puo piu offrire terapie curative non ha niente
da offrire”,
— “i medici devono sempre dire qualcosa”
* emozioni:

— impotenza, ansia, tristezza, colpa, frustrazione/rabbia, vergogna



Palliative care in cancer:

managing patients’ expectations
sy
... Considerable evidence suggests that patients
receiving palliative therapies commonly have
misunderstandings about their prognosis,
intentions of such treatments and they hold
unrealistic hopes of their cancer being cured...

W. A. Ghandourh, 2016



La prognosi e 'imbarazzo dell’oncologo
N 1

Il contesto psicologico Il contesto clinico

* |a consapevolezza che il proprio
comportamento e regolato da
norme sociali;

* |a presenza di un pubblico e in
particolare il sentire su di sé
I"attenzione degli altri;

e desiderio di conformarsi alle
norme e il timore di infrangerle;

* l'insicurezza sulle proprie
capacita e quindi la paura di
perdere la stima degli altri.

D’Urso e Trentin, 1992



What are the factors associated with the development of
patients’ unrealistic expectations from palliative therapies?

SN2
* One of the main factors contributing to
patients holding unrealistic expectations is
oncologists’ reluctance to disclose information

about the prognosis, especially when it is
poor.

W. A. Ghandourh, 2016



... patients’ expectations...




What are the factors associated with the development of
patients’ unrealistic expectations from palliative therapies?

* Astudy on 258 physicians caring for 326 patients with terminal cancers

 Even when patients requested survival estimates, physicians
favoured a frank disclosure only 37% of the time.

* Physicians favoured providing overestimated/underestimated
estimates to 40.3% of patients, while favouring no disclosure
to 22.7%.

* Most physicians associated this reluctance with fear of
causing distress, destroying hope or compromising the
patient—doctor relationship.

 Some also expressed that respecting the wishes of family
members is one of the reasons they withhold information
from patients.

Lamont EB, Christakis NA Ann Inter Med 2001; 134: 1096—-105.



Why is a complete disclosure important and how does it affect
patients’ mental/psychological wellbeing?

* The fact that many advanced cancer patients hold
inaccurate beliefs about their outcomes, brings up
the question of whether enough information is being
provided to support their ability to make the right
decisions.

* |t can be argued that without completely
understanding their prognosis and the limitations of
treatment, such patients may not be considered to
have met the true standard of giving an informed
consent to their treatment

W. A. Ghandourh, 2016



Why is a complete disclosure important and how does it affect
patients’ mental/psychological wellbeing?

e Patients with advanced cancer are willing to accept
intense chemotherapy regimes even if they believe
there is only a 1% chance of curel.

e Patients who expected a 6-month survival were 2.6
times more likely to pursue aggressive anticancer
therapies instead of palliative treatments?.

1Slevin MI, Stubbs L, Plant HJ, et al. BMJ 1990; 300: 1458-60
’Weeks JC, Cook EF, O’Day SJ, et al. JAMA 1998; 279: 1709-14.



Why is a complete disclosure important and how does it affect
patients’ mental/psychological wellbeing?

* Hope was maintained even after honest discussions
that informed patients about having a poor
prognosis, low likelihood of response to treatment or
no chance of cure at all.t

1Smith TJ et al., Oncology 2010; 24:521-5.



What are patients’ and caregivers’ preferences for receiving
prognostic information?

* When information is given in a supportive and
sensitive manner, it can create an atmosphere of
openness and trust, in which patients are
empowered to clarify priorities, reset goals, and
focus their hopes on achievable possibilities such as
a comfortable and meaningful end-of-life period.

W. A. Ghandourh, 2016



Cancer Risk Elicitation and Communication:

Lessons from the Psychology of Risk Perception
S 2 S

* Among the psychological processes that
underlie risk perception are difficulties with
use of numerical information (innumeracy),
cognitive processes (eg, use of time-saving
heuristics), motivational factors (eg, loss and
regret aversion), and emotion.

WMP Klein and ME Stefanek , CA Cancer J Clin 2007



Comunicare la prognosi

Come?’
3

 Numeri, percentuali, numeri...

* Facile, poco coinvolgente, apparentemente
molto tecnico.

...ma le percentuali si riferiscono a popolazioni e
non al singolo paziente che siede di fronte a noi!



La comunicazione in oncologia.
La sfida ...
-y
* | pazienti italiani vogliono maggiore
informazione

* | medici italiani vogliono darla, ma dicono di
essere bloccati da
— le richieste dei familiari di proteggere | pazienti

— la mancanza di abilita nel fornire notizie difficili sulla
Prognosi

— la convinzione che nel fornire notizie difficili sulla
prognosi sara nocivo per il paziente



La comunicazione in oncologia.

Una delle soluzioni possibili...
-

* S—SETTING: preparare il colloquio
* P—PERCEPTION: capire quanto sa il paziente

|- INVITATION: ricevere dal paziente lI'invito ad
essere informato

e K— KNOWLEDGE: dare I'informazione

* E—EMPATHISING and EXPLORING:
essere empatici ed esplorare le emozioni

e S—STRATEGY and SUMMARY: pianificare e
riassumere



WHAT NOT TO DO WHEN SPEAKING TO A PATIENT

sy
1. DO NOT SHOW CARELESSNESS

— the setting of the encounter between oncologist and
patient “speaks”

compare messages .
— carelessness

— care
— I’d like but | cant

— Patients take the time they need
repeated requests
symptoms
side effects
the “quality” of time

ESMO 2016



WHAT NOT TO DO WHEN SPEAKING TO A PATIENT

2. Do not think that you are saying what you
want to say

WHAT | WANT TO SAY
WHATHAREALLYBAYE

WHATAHETHERE
UNDERSTANDSE

WHATAHEOTHERE
REMEMBERSE

WHATITHEDTHERE
COMMUNICATESE
TOMTHERSE

ESMO 2016



WHAT NOT TO DO WHEN SPEAKING TO A PATIENT

~J
3. Don’t give false reassurances

— what makes communication in advanced diseases
so difficult?
 fear of evoking emotional reactions
e fear of own emotions

» fear of loosing patient’s alliance when expected results
are limited

* as a consequence, the idea that reality may be harmfull

ESMO 2016



WHAT NOT TO DO WHEN SPEAKING TO A PATIENT

Y
4. Don’t be afraid of emotions

— emotions are powerfull resources

e emotions aren’t “positive” or “negative”, but
“protecting” and “enriching”

e stay with that!

* a few seconds in touch mean a lot!

— how can we deal with emotions?

ESMO 2016



WHAT NOT TO DO WHEN SPEAKING TO A PATIENT

5. Don’t haste to do the doctor: the first “golden
minute”

— ground yourself

— look and listen without thinking of what you have to do
— welcome the person inside

— be receptive to qualities without any judgement

— the body never lies: learn to recognize it!

— the body language: signs of fear and of relief, of anguish
and of solidarity

ESMO 2016



WHAT NOT TO DO WHEN SPEAKING TO A PATIENT

Verbal
Content

Body Language Voice

ESMO 2016



WHAT NOT TO DO WHEN SPEAKING TO A PATIENT

SN2 1
6. Dont’ consider all symptoms as only
symptoms

— Asthenia

— Weight loss
* the persecution of “you must eat”

— Psycological distress

ESMO 2016



WHAT NOT TO DO WHEN SPEAKING TO A PATIENT

7. Don’t charge the weeker with the higher
weight

8. Don’t stress “percentages”
9. Don’t “react” to clients’ criticism

— the aggressiveness of the Patient/relative

10. Do not forget your own life

— the first sign of burn out syndrome is the numbing
of pleasure in life

ESMO 2016



Patient-physician communication in

oncology: past, present, and future

-

e Communication skills are the cornerstone of
comprehensive cancer care.

* Learning this aspect of patient care can
expand the supportive role of the oncologist
especially at crucial times for the patient and
family such as diagnosis, disease recurrence,
and transition to palliative care.

...and many other crucial discussions...

W F Baile et al., Current Opinion in Oncology, 2005



Seeking informed consent to cancer clinical

trials: describing current practice
2

* Typology for ethical communication about
Phase |, Il and Ill clinical trials
— shared decision making,
— sequencing information,
— type and clarity of information,

— disclosure/coercion.

R F Brown et al, 2004



Annals of Oncology
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Discussion about switch strategy in the adjuvant
hormonal therapy of breast cancer: psychological
aspects of physician-patient communication
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Background: A survey of oncologists was conducted in ltaly to evaluate the potential problems of physician—patient
discussion about hormonal switch in the adjuvant therapy of breast cancer.

Materials and methods: A questionnaire, including both closed and open-ended questions, was administered to
70 oncologists. Fifty-one of them returned completdly filled questionnaires.

Results: Forty-seven percent of the physicians reported difficulties in proposing the hormaonal switch, and 60% stated
that they found it difficult to make the therapsautic changs acceptable to patients. The oncologist’s barriers to propose
the switch were related mostly to scientific and economic issues, such as the lack of certain advantages of aromatase
inhibitors over tamaoxifen (28%), their costs (14%) and their side-effects (34%). On the other hand, according to
physicians, the patient’s barriers to accept the therapsutic change were mainly due to psychological—=lational factors,
in particular the anxisty produced by the change {(40%) and the bad patient—physician communication experiencad in
the past (26%).

Conclusions: Patient—-physician communication difficutties about switch strategy in the adjuvant hormonal treatment
of breast cancer are, at least in part, related to psychological and relational factors. It is likely that fraining programs,
improving doctor’s communication skills, can overcome thess problems.

Key words: breast cancer, hormonal switch, patient anxiety, physician—patient communication, recurrence risk



Percenuale di medici
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...ma abbiamo dimenticato le attese indotte dalle
troppe volte in cui il cancro e stato sconfitto...

e
* Risultati di studi biologici

* Attese perifarmaci a bersaglio molecolare
e Attese per la immunoterapia



The concept of continuous care

PERSONALIZED MEDICINE

pecific anticancer care
2ih target: recovery or

Going part of
the way with
the relatives

INTEGRATIVE MEDICINE

Supportive and palliative care
Main target comfort and gquality of life

COMMUNICATION

Mod. P. Marchetti et al., 3 NCCN, 2013



Comunicazione ed informazione in
oncologia

* Una reale necessita
* Un bisogho non corrisposto



Comunicazione ed informazione in
oncologia

* Una reale necessita
* Un bisogno non corrisposto

* Uno strumento indispensabile
nell’larmamentario terapeutico
dell’oncologo!
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