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Abstract

Progress in medicine and changes in our society have led to an increasing number of patients with cancer and a change
in the doctor—patient relationship. Patients rights are now defined in several countries by laws. The course of cancer
involves numerous imaging examinations in which the radiologist is primarily involved. It is often the radiologist who
discovers abnormalities and who must break the news to the patient. This task is made all the more difficult by the
radiologist’s lack of specific training in the management of difficult situations such as announcing bad news. Thereis a
high risk of inappropriate responses that can have a seriously damaging effect on the patient’s state of mind. Even with
the best intentions, it can be very profitable to review and improve our relational modalities and to more effectively
meet the patient’s increasing demand for information. The radiologist’s technical know-how is not sufficient, as he
must also be able to give just the right amount of information based on his clinical competence, and his relationship
with patients while respecting their wishes and their rights.
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Introduction certain interview techniques, application of a number
of rules of organization of clinical departments and
The continually increasing life expectancy, the growinindividual behaviour of personnel, based on deliberate
incidence of certain cancers and progress in treatmemtnpathy with the patient, while respecting of their
have led to an increasing number of cancer patientgegrity and their rights, are the basis for improved
to be managed at all stages of the disease. Imagipgtient management.
examinations are increasingly numerous and are repeatedlthough we may feel that we are doing the right
throughout the course of the disease, and radiologigténg in our everyday practice, our medical behaviour
are faced with the anxiety of their patients and theust evolve because the doctor—patient relationship has
need to announce bad news. In our experience we hayenged along with changes in society, mentalities,
observed the difficulties sometimes encountered whemedical practice and modes of access to informétlon
trying to establish a good quality relationship with som@atients now more often want to understand their disease
patients; there is the risk of inappropriate behaviour arethd develop a more balanced relationship with their
unfortunate remarks that remain engraved in the patientlsctor. Patients are better informed by the media, internet
memonyt2l. or associations and they are also more demanding,
Supervised by a psychiatrist working in a cancer centregsulting in a certain questioning of the medical
three radiologists review their practices and analyse theiystentt.
relational modalities in an attempt to improve their In 1988, the French Huriet law brought research into
relationship with cancer patients based on better comnthe open, allowing the patient to actively participate in the
nication skilld®l. Although there is no universally valid therapeutic approach, with the introduction of informed
standard approach, a better understanding of the sourcessent. The patient, who was previously the object of
and manifestations of the patient’s anxiety, training inare, has become the subject of care or a partner in
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care. With the law of 4 March 2002, ‘the doctor is nowand especially the ‘information given’ heading, in
required to prove that he/she has provided honest, clednich the prescribing doctor indicates what he/she has
and appropriate information ...’, ‘and to ensure that ibld the patient. There is no universal solution; the
has been clearly understood’. radiologist must adapt his/her personal approach to
However, it would be all too simple to rely on legaleach individual case, requiring reflection about his/her
texts to avoid the complexity of relationships withrelational modalities. The radiologist must have the
patients suffering from serious diseases. It is not becausecessary know-how, but mastery of the technique is
patients have the right to know about their state afot sufficient and must be accompanied by an ability to
health that it can be announced without taking certagstablish an attentive relationship with the patient. The
precautions. Even when they express the right or the needliologist must know just how much to say to the patient,
to know, many patients do not actually want to know albut especially not standing in the corridor, between two
of the truth and some do not want to know anything atoors, in just a few minutes. Although there may not be
alll>8l. Understanding of the patient’s exact expectatiores good way to announce bad news, there are certainly
in terms of information always requires detailed anbad ways. Finally, the radiologist must be able to provide
comprehensive analysis of the patient, with the possibilithe patient with clinical competence, empathy and respect
of surprise reactions, obliging the doctor making thef their desires and their rights, those defined by law
announcement to be particularly attentive during this keynd those that they rightly claim in the name of respect,

step in the relationshif10l. listening, information and psychological supgbtt.
Specificities of the doctor—patient The sources and manifestations of the
relationship in cancer imaging patient’'s anxiety

The course of cancer involves repeated complementdrotions and anxiety may be expressed in verbal,
investigations, especially imaging. All these examina{flon'Verbal,and pehawoural aftitudes, sugh as fear,
tions are stressful for patients, related to the procedtﬁ‘@dness_’ dlsappomtmen_t, anger, a_nd Some“T'?GS also by
itself (injections, pain, claustrophobia) and especially tHRJYresSIVeness percept_lble even in the W"_’"t'r_'g room,
result, an immediate verdict that determines subsequ ich can be (_je-dranjatlzed_ by d|al_ogue. Ag|tat|on,_ I?Ck
treatment and the patient's life. Many patients, including’ Understanding of simple instructions, false convivial-
those considered to be cured and undergoing systematic Perspiration, tachycardia perceptible underneath the
surveillance, express their anxiety in relation to theddtrasound transducer are all manifestations of anxiety.
follow-up assessments, their difficulty with repeatedly SOME patients try to blame their dls,ease on someone,
dealing with the uncertainty and anxiety of the future. Thgither themselves (1 waited too long’), or on another

manifestations of their relief at the end of examinatiofP€SON: particularly doctors (‘He missed the diagnosis’).
when they are told that everything is normal, clearl hese comments are sometimes related to the lack of

reflect their previous anxiety: ‘I could kiss you!, ‘I dialogue wit.h pr.evious doctors. Som(_a patients. fegl as if
haven't slept all night’, ‘You can’timagine what i've beenthey are being judged (‘they are sitting examinations’)
going through’. or that they are incapable, as they are considergd to
The radiologist is in the forefront, often discoveréje a poor respond_er to chemotherapy. We sgmetlmes
abnormalitieél] and must find the first words, without €€t Warm, charming, courageous patients, with whom

being able to propose a treatment, that may partial‘ e personnel often become over-attached. Inversely,

reassure the patient by establishing a ‘joint treatme 'tndI'Ct'VG and aggressive pa“ef“s are percewed as
project. This task is made all the more difficult byunp easant and are sometimes rejected, while we tend to

the radiologist's lack of specific training in Iosychology]‘orget or pay less attention to silent, withdrawn patients,

and in the management of difficult situations such a/ghqse apF_’arem pa_ST'}/'ty rc])ften reflects a high Ievfelhof
announcing bad news. anxiety. It is essential for the doctor to be aware of the

In highly anxiogenic situations, such as the incident&ﬁ""t'lem’s emotlongl j'tat.e, to §v0|d thz reflcla;l'ofdbte;lng
discovery of metastases, an emotional response may typleasant to a vindictive patient, or destabilized by a

over and, in these circumstances, there is a great risk Gy anxious patient.
a clumsy or inappropriate approach that can be damaging
to the patient.
After a radiological examination, the relationship with ~ How can the relationship with the
a patient is brief; the radiologist has little information  patient be improved, what are the
concerning the patient’s psychological or somatic Stat‘f,)ractical aspects on which we can act?
The radiologist does not always know what the patient
has already been told about his/her disease, heridee first step consists of examining and questioning
the importance of networking, a shared medical fileur practices and learning a number of basic elements
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of the doctor—patient relationship and announcement fifst minutes of the interaction. A relational protocol
bad new&?l a problem which has been the subjeatomposed of tact and attentive listening must be applied.
of numerous publications in the literature. In particular, By definition, cancer imaging procedures are anx-
it is important to learn the elements of a negotiateidgenic, independently of the radiologist, who cannot
communication between doctor and patléfit The assume the patient's burden of anxiety in his/her place.
doctor possesses precise and structured information ab®hié situation is clearly unbalanced, a long way from
the patient’s disease; the appointment list or session athe ideal partnership relationship, but it reflects the event
the time allotted to each patient are clearly defined, amcperienced jointly by the radiologist and the patient from
the doctor must adopt a rational approach to the situatiorery different points of view.
The doctor enters into a professional relationship with During the examination, especially examinations
the patient; the situation is commonplace for the doctanvolving direct contact with patients, such as ultrasound,
who remains independent. The patient, on the oth#ite radiologist must avoid the various disturbances
hand, is in an exceptional situation and is dependeinherent to the life of the department; do not be
on the healthcare professional. The relationship is veinyterrupted by the telephone, lock the door during internal
important for the patient, regardless of the time allotteéxaminations, cover naked patients with a sheet, give
and the patient’s approach is essentially subjective. Thiear explanations when seeking a colleague for another
risk, as in a game of tug-of-war, is that each persaspinion. Talking to another person, discussing technical
tries to draw the other into his/her own world, while groblems, showing surprise in front of the screen, result-
good quality relationship requires each person to make eag in a patient—doctor-screen ‘triangular relationship’
effort to understand the other, to negotiate a compromiseith the anxious patient attentively watching the doctor’s
an alliance, allowing elaboration of a joint project. Iface and interpreting his/her every reactidh only tend
is the doctor’s role to structure the modalities of théo increase the patient’s anxiety.
relationship, which subsequently determines the patient'sin some clinical settings, after computed tomography
attitudes and reactions. (CT) scan or magnetic resonance imaging (MRI), patients
The paramedical team’s training and motivation alsare systematically seen by the radiologist, which raises
play an important role. Technicians, nurse-aids, nursehe problem of patients who do not wish to be informed,
and secretaries participate in information, each in his/hand this wish must be respected. In hospitals in general
own field of competence. They help to reassure thkend in cancer centres in particular, radiologists only
patient, explain the examination, its uncomfortableee those patients who explicitly request a consultation,
aspects, inform the radiologist about the patientiwhich is far from always being the case. Many patients
physical and psychological state, and obtain the patientls not ask for anything, while others demand to see the
request for the results. The head of department plagisctor and are willing to wait until the examination has
a decisive role, as he/she defines the team’s commiogen interpreted. Regardless of the conditions, the patient
values and rules of behaviour, for example: reinforceust be seen in an adequate setting, ideally in a room
the quality of patient reception and the availability oflevoted to this purpose. The physician’s attitude must
each member of staff; avoid making patients wait aronsist of acceptance of a dialogue allowing the patient to
explain the reasons for the delay, give an approximatalk and ask questions, by looking at the patient directly
waiting time; avoid, whenever possible, making childrerand by listening to him/her without ever saying too much,
bedridden patients and patients with an infusion shaméthout saying more than the patient has asked for. It is
the same waiting roof?!. Before the examination, it useless, for example, to give too many medical and tech-
is important to prepare the dialogue with the patienhical explanations and to describe the lesions in detail.
carefully read the patient’s file when it is available and It is important to carefully listen to the formulation
examine the psycho-oncologist's notes when the patiesit the patient's questions, as some patients, despite
has received a psychological or psychiatric assessmensignificant treatments, have a poor knowledge about their
In contact with the patient, the fact of introducingdisease or do not want to know about it, and sometimes
oneself and indicating one’s qualification (the patierdrop words like ‘cancer’ or ‘metastases’ to see whether
does not have the same questions for a nurse-aid astfwgir attending physician is telling the truth. They try to
the doctor), introducing a junior doctor, when presenterify the existence of a possible contradiction between
and briefly explaining the procedure, contributes to thearious doctors, or they may simply use these words to
development of a relationship of confidefct?. express their suffering. If the patient feels that the doctor
In general, the attitude towards the patient must be receptive, they may take advantage of this opportunity
based on empathetic and respectful listening. Empattyy talk and ask questions that they have never asked,
consists of an attitude of relational openness and not taed sometimes pour out their feelings. The relationship
expression of one’s own emotions. It must be deliberateetween the radiologist and the patient at the end of
systematic and professional, in order to control personatamination is sometimes a difficult moment, but it can
feelings of sympathy or, on the contrary, sometimgzovide the patient with an opportunity to talk, which
feelings of antipathy generated spontaneously by tloéten surprises the patient himself. For some patients,
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the radiologist's receptive attitude and the possibility difficult[*3!. It may be legitimate, in these circumstances,
a dialogue may have a paradoxically distressing effe¢t use excuses such as the need to review the patient’s
They become suddenly afraid of hearing too much dite or old films, the need to perform other examinations
may not want an ‘outside’ doctor to interfere with theito define a probable abnormality, in agreement with the
disease and cross the barriers that they are trying to setagtending physician. It is useful, in all of these cases, to
These patients do not ask any questions, either becapsepare the subsequent course, for example by calling to
they do not want to hear the answers or because theform the chemotherapist or surgeon that new lesions
only want to deal with their attending physician. It ishave been found before he/she sees the patient.
important to respect this desire and to never give resultsThe interview should be closed by accompanying the
when the patient does not specifically ask for them gratient to the door and directing him/her to the next
answer questions that have not been formulated. appointment.

Interview techniques, transmission of Particular cases

information Parents of children with a malignant tumour are very well
informed by clinicians; they know about the disease, the
The patient often reacts by remaining silent or bgize of the tumour, the course, risks, statistics, etc. They
formulating the question by removing the question markaise precise questions that can be easily answered by
‘you didn't see anything abnormal’, ‘nothing nasty’the radiologist. The long-term surveillance of children
‘everything OK’, which correspond more to statementgeated several years previously and cured of a malignant
than real questions. In these ‘rhetorical questions’, thfisease such as lymphoma or Wilms' tumour is one of the
interrogative tone is adopted ‘not to indicate a doubt antlore pleasant moments of cancer radiology. Over time, a
trigger a reply, but to indicate, on the contrary, a soligeal relationship is formed between the child, the parents
conviction and to defy those to whom one is talking tand the doctor who examines the child with an atraumatic
deny this certainty or even to reply?l. Other patients apparatus (especially in the case of ultrasound). This
claim: ‘you can tell me everything’, 'l know all about my relationship is reinforced by the unspoken memory of the
disease’ which can just as easily mean: ‘I already knowvery difficult times of the initial diagnosis and follow-
enough! or ‘I hope you're not going to find somethingup examinations during chemotherapy. The radiologist
elsel’. must avoid talking exclusively to the paret&, but must
Avoid focussing on technical aspects: ‘you have also talk to the child about his/her disease. The situation
hypoechoic nodule in the left lobe of the liver’ or falselyis more difficult when lesions progress or in the case
reassuring paternalist attitudes (‘It could be worse’, ‘busf recurrence. When the clinical signs are suggestive
everyone has to die some day, | am also going to diebf recurrence, the parents expect that the examination
or ‘the progression is not generalized, the brain CT isill confirm this suspicion, which is obviously a major
normal’)13] or inappropriate premature solutions (‘you'llsource of anxiety. The radiologist cannot hide the truth.
be better after chemotherapy’). Changing the subjest most, he can mention the treatment options that will
raised by the patient without transition or suddenly doinige proposed by the clinical teams.
something else all too obviously reflects the doctor’s lack For elderly patients, increasingly numerous in oncol-
of interest or embarrassment. ogy, it is useful to recognize and distinguish the
The absence of transition or excessively abrupbain geriatric syndromes, especially depression and
transitions tend to disrupt the communication. It is usefoncomitant diseases such as deafness. Although the
to reformulate what has been said, to repeat the patiemiatural tendency is to talk to the accompanying person,
last sentences. The patient can also be encouraged to thik elderly person must not be ignored by excluding
about his/her health and ongoing treatments. The fact thtn/her from the discussion. Another natural tendency,
the radiologist is able to look at and listen to the patiemspecially among younger doctors, is to consider age—
indicates that he/she is not afraid of dialogue and patienisease and age—death correlations to be ‘normal’. The
often want to talk about things other than their cancer. great majority of elderly people, even when they are ill,
The most difficult relational situation occurs when thelo not want to die any more than younger people (except
radiologist detects clinically unsuspected lesions duringmathe case of severe depression, where morbid thoughts
routine follow-up examination. Although the radiologistan be expressed to the various healthcare professionals
cannot say that the examination is normal, he also canmigtaling with the patient). A survey conducted by Slevin
insist on a painful truth that the patient does not wart al.['®! showed that 60% of elderly patients were willing
to hear. The doctor should indicate that there is a doutat accept chemotherapy even for a benefit of only 1% on
that needs to be clarified by other examinations, bstirvival, while less than 20% of nurses and oncologists
regardless of what he says or does, he will trigger r@ported that they would accept this option.
terrible anxiety in the patient. Emotions take over in In the context of clinical trials, patients receiving
this situation, often making calm communication veryet another line of chemotherapy, often with metastatic
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disease, are theoretically well informed about theifhe patient meets another doctor, with whom he/she is
state, and have signed an informed consent form. Theften alone, which gives him/her an opportunity to talk
place great hopes in the new treatment, despite thbout his/her disease, suffering or something completely
complex procedure related to the protocol (numeroutifferent. Listening and dialogue requires a personal
examinations, questionnaires, visits), which sometimesfort from the doctor, which may not be easy, but which
represents an additional factor of reassurance. They @&eruly worth the trouble.

very cooperative, more optimistic and obviously very
depressed when treatment fails.

Very tired and weak patients, who have suffered for
a long time, and at the terminal phase of their disease,
generally do not ask any questions. Sometimes, however,
they disconcertingly ask the radiologist to confirm that 1
the examination is normal, while disease progression
is obvious, but repressed or masked. The question is Oncologist 2000; 5: 302—11.

formulated in the affirmative and these patients do nor[z] Ptacek JT, Eberhardt TL. Breaking bad news. A review of

expectan impossible answer. , the literature. JAMA 1996; 276: 496-502.

Patients ywth a genetic pred{sposmon live Wlth feeI!ngs [3] Ollivier L, Leclere J, Dolbeault S, Neuenschwander S.
of uncertainty and are submitted to a routine of ritual” " pjajogue entre le radiologue et le patient atteint d'un
and annual surveillané¥!], and often the weight of their cancer. In: Imagerie en oncologie, Roche A, ed. Paris:
family history. Although they do not have any symptoms,  2004: 129-36.
they are always at risk of a diagnostic discovery and[4] Teutsch C. Patient-doctor communication. Med Clin
a potentially mutilating treatment, a situation that can  North Am 2003; 87: 1115-45.
accentuate anxiety especially during the period precedingp] Schreiber MH, Leonard Jr M, Rieniets CY. Disclosure
screening examinations. Paradoxically, some patients of imaging findings to patients directly by radiologists:
experience a form of relief at the announcement of the ~ Survey of patients’ preferences. AJR Am J Roentgenol

diagnosis of cancer (‘At last | am going to get rid of it’). 1995; 165: 467-9.
[6] Schreiber MH. Direct disclosure by radiologists of

imaging findings to patients: a survey of radiologists and

. . . .. medical staff members. AJR Am J Roentgenol 1996; 167:
Relations with referring physicians 1091-3.

Several international Surve§9318_201 have shown that [7] Liu S, Bassett LW, Sayre J. Women’s attitudes about
clinicians and radiologists agree that the radiologist '€c€Ving mammographic results directly from radiolo-
should inform the patient about the results of a normal Or g E'es\tlsn i?'oé?gzulriig; |%/|9P3: Zfsl;ié ) NS, Pisano ED
?hnely eﬂfg?gaﬁg;h?slogrgﬂd;xgg] r:g?#;?' ;?j\i/\cl)i\)/;iré t;vf;enr:j Barrett ED, Earp JA. Communi_cating rgsults of diagnos_tic
. S . ! . ) mammography: what do patients think? Acad Radiol
especially clinicians are not in favour of the radiologist 2000: 7: 1069—76.
glVIng_the results"®. Another survey showed Fhat 70% (9] Bassett LW, Bomyea K, Liu S, Sayre J. Communication
of patients wanted to have the results immediately after = ot mammography results to women by radiologists:
a CT scaf?tl. Oncologists increasingly tend to ask  atitudes of referring health care providers. Radiology
radiologists to prepare the patient for bad n&w4l. 1995; 195: 235-8.
Clinicians use imaging to give explanations to thei[10] Barton MB, Morley DS, Moore Set al. Decreasing
patients and to justify the treatment decision. They women's anxieties after abnormal mammograms: a
increasingly show the tumour to the patients, as some controlled trial. J Natl Cancer Inst 2004; 96: 529-38.
patients need to be faced with this reality in order t¢11] Hammond I, Franche RL, Black DM, Gaudette S. The
accept the announcement and intensive treatment, or, on radiologist and the patient: breaking bad news. Can Assoc
the contrary, discontinuation of an ineffective treatment.  Radiol J 1999; 50: 233-4.
Note that absence of direct information (face-to-face di-21 Goske MJ, Reid JR, Yaldoo-Poltorak D, Hewson M.
by telephone) to the clinician by the radiologist is a new RADPED: an approach to t_eachlng_ communication skills
cause for lawsuits in the United Stal&3, even when the o rad'()logy residents. Ped'fm Rad.'OI 2005; 35: 3_8.1_6'
report sent by mail is explicit. [13] Guex P, Stiefel F. Cc;mmunlcatlon in cancer care: |s. there
Radiologists cannot hide behind the technical aspe enough to talk about? Support Care Cancer 1996; 4: 73—4.

. . - 4] Leclere J, Ollivier L, Pacault V, Palangie T. Physician—
of their specialty, as they are faced with these problems patient relationship in oncologic ultrasonography. The

of announcement and dialogue with cancer patients. ignt\ay to inform the patient. J Radiol 1996; 77: 405-9.
They must become involved, but, like other doctorsys) Fontanier P. In: Les figures du discours, Flammarion, ed.
they lack time, resources and training. In an imaging  paris: 1968: 368—70.

department or clinic, for many reasons, there is a high rigke] Slevin ML, Plant H, Lynch D, Drinkwater J, Gre-
of psychological aggression, but it also provides room  gory WM. Who should measure quality of life, the doctor
for expression that differs from a visit to the doctor. or the patient? Br J Cancer 1988; 57: 109-12.
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