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Broken doctor—patient relationships:
why won’t they listen?

Patient—doctor relationships may break down. We present and discuss a

hypothetical case

Deborah is a 47-year-old woman with metastatic breast
cancer. Two years ago she was diagnosed with an early-
stage breast cancer, treated with a wide local excision.
She was advised to have postoperative adjuvant chemo-
therapy and radiotherapy, followed by hormonal therapy
for 5 years.

Deborah is a single mother with two sons, aged 12
and 15 years, and works part-time as a cleaner. When
first diagnosed, she was living in suburban Sydney. She
returned to rural New South Wales 12 months ago to be
closer to friends. She struggled with the chemotherapy
and finished earlier than planned, receiving four of the
planned six cycles. She completed all of the planned ra-
diotherapy, although this was also difficult, as it involved
alot of travel. She was very fatigued throughout therapy
and has experienced persisting side effects since complet-
ing therapy. Deborah was unable to work during her
treatment and drew heavily on her savings. She has a
good relationship with her sons, although they too have
struggled with her illness, the treatments and the move
to rural NSW.

Soon after her move, Deborah first met her current
medical oncologist, a solo practitioner with a very busy
practice. She described to him ongoing fatigue, sleep dis-
turbance, fuzzy thinking and concerns about the cancer
coming back. She indicated that she was not taking the
recommended hormonal therapies because of side effects.
The oncologist advised her to take the treatment to reduce
the risk of the cancer returning. She left the consultations
feeling that her concerns had not been heard or addressed.
Deborah does not have a regular general practitioner. On
advice from friends, she consulted a naturopath and at-
tended an integrative health clinic. She was prescribed a
range of therapies, which led to significant out-of-pocket
expenses, and was encouraged to increase her exercise
and join a support group.

Her relationship with the oncologist was not good.
Her oncologist considered her to be difficult, whereas she
felt patronised, dismissed and even ridiculed for using
treatments that she believed were easing her symptoms.
She did not attend a number of planned review appoint-
ments. The oncologist sent a letter advising that no more
appointments would be arranged, and they had no further

contact for 10 months.
H%

Recently, Deborah returned to the oncologist. She had
been experiencing persistent back pain. Her naturopath
had tried a number of therapies and recommended a trial
of yoga, but these were unhelpful. The naturopath advised
her to consult the local medical clinic; plain x-rays were
organised, and these indicated likely vertebral metastases.
Following discussion with the oncologist, a computed
tomography scan was done, showing metastases in sev-
eral vertebrae but no evidence of visceral disease. The
oncologist told her, rather bluntly, that she had incurable
disease. She was shocked and angry. How could this be
happening? Why couldn't it have been prevented or de-
tected earlier? The oncologist reminded her that she had
not attended a number of appointments and that she had
ended the recommended adjuvant therapy prematurely.
He strongly advised her to consider hormonal therapy to
treat the recurrent disease, suggesting that the treatment
would likely be effective.
*%k

Deborah is very fearful — about resuming treatment,
about her future and her children’s future. Her friends
provide support, although they don’t know the serious-
ness of her situation, and she continues to attend the
naturopath and integrative health clinic. Over the next
month, she has a further two meetings with the oncolo-
gist, which become heated as she feels that she is not be-
ing heard. She is worried about the proposed treatments
and wonders “why bother” when the disease came back
despite all the prior treatment. The oncologist is frustrated
that she won't go ahead with treatment that is likely to be
well tolerated and very likely to reduce symptoms, im-
prove how she is feeling and extend survival. Concerned
about lack of efficacy and possible treatment interactions,
he tells her to stop the treatments recommended by the
naturopath. This leads Deborah to abruptly end the con-
sultation. To date, there has been no further contact and
Deborah has not commenced any conventional medical
therapies to treat her metastatic breast cancer.

In this hypothetical case, it seems that the oncologist
is frustrated that his patient does not attend appoint-
ments and, more importantly, does not follow his medi-
cal advice, apparently valuing the recommendations of
her naturopath over and above his counsel, which he is
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Key points to consider

Effective doctor—patient relationships are critical for high-quality patient-centred care.
Key elements include respecting patient choice and autonomy, adopting a broad
biopsychosocial perspective and sharing power and responsibility.

In adults with cancer, a range of patient, disease and treatment factors may increase the
risk of psychosocial distress.

After completing treatment for cancer, people may experience a broad range of issues,
including persisting side effects, psychological issues including fear of cancer recurrence,
late and long-term effects, altered relationships, and practical consequences such as
difficulty returning to work or study and loss of income.

Chemotherapy is often recommended to women after surgical treatment of early-stage
breast cancer, where it can increase the chance of cure. For people with metastatic breast
cancer, chemotherapy can reduce symptoms, improve quality of life and extend survival.

Identifying and responding to patient needs and concerns is critical to good care.

Patients may turn to complementary and alternative practices if they feel that
conventional care is not addressing their needs and concerns.

Health professionals may have legitimate concerns about complementary and
alternative practices.

Communication skills training can result in benefits for both patients and health
professionals.

The literature suggests patient and physician characteristics associated with difficult
encounters.

Medical associations, as well as insurance and indemnity organisations, provide guidance

on ending doctor—patient relationships. *
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convinced would improve her quality of life and prolong
her survival. The oncologist doubts the motivation of the
naturopath, who is charging Deborah for many therapies
that she can ill afford, that he considers ineffective, and
which might result in harmful interactions with recom-
mended hormonal therapy. Her oncologist continually
tries to impress upon Deborah the strong evidence that
supports the use of hormonal therapy, biological thera-
pies and chemotherapy for women in her situation with
advanced breast cancer.!

On the other hand, Deborah is frightened, feels un-
heard, and has persisting symptoms and challenging
psychosocial needs. She has several features indicating
an increased risk of psychosocial distress. She is relatively
young, is single, and has young children and financial
concerns.? Additionally, there are characteristics of her
disease and treatment that might increase her risk for
psychological distress.? These include the presence of
fatigue and treatment side effects, disease with poor prog-
nosis, and the recent diagnosis of recurrence so soon after
completing adjuvant chemotherapy, which she tolerated
poorly. It is not clear whether the oncologist considered
these risk factors when Deborah first presented a year ago.
Nor is it clear whether he made an attempt to identify and
respond to her supportive care needs. Deborah reported
a range of issues after completing potentially curative
treatment for cancer (albeit only four of the planned six
cycles), including fear of cancer recurrence, and sleep
and cognitive problems. There is growing recognition
of the need for increased attention in the post-treatment
phase to ensure better outcomes for cancer survivors.>*

An effective doctor—patient relationship is a critical
element of high-quality patient-centred care.’ Elements of
effective practice include adopting a broad biopsychoso-
cial perspective, respecting patient choice and autonomy,
sharing power and responsibility, therapeutic alliance,
and regarding both the patient and doctor “as a person”.®

Arguably, the oncologist’s focus on anticancer treat-
ment and limited attention to her persisting symptoms
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as well as psychosocial distress has compromised the
therapeutic relationship and led Deborah to seek out other
practitioners and other means to address her concerns. If
Deborah had a regular GP, that person might have been
able to act as the coordinator of her treatment team, as-
sisting with symptom and psychosocial management
and enabling trust.

Communicating about complementary medicine

In Australia, use of complementary and alternative medi-
cine (CAM) is common in people with cancer as well as
in the general population.®® Australian data suggest that
people may look to CAM for a variety of reasons® — as
a new source of hope and a way to exercise control over
their circumstances — and many experience CAM prac-
titioners to be particularly supportive. Many people have
a preference for natural therapies and perceive them to be
non-toxic. Patients may feel helpless and that their needs
are not adequately addressed by conventional medicine,
or they may have incomplete trust in their doctors.? Most
patients do not discuss CAM use with their doctors.”®

Health professionals frequently have concerns about
people using CAM. They may worry that patients will
forego therapies with proven efficacy. They may be con-
cerned about safety or lack of efficacy of CAM, or potential
interactions with standard therapies. Patients may be at
risk of exploitation, encounter significant financial as well
as opportunity costs, and be vulnerable to psychological
risks, for example, if they are made to believe that treat-
ments have not been effective because of insufficient
effort or persistence.

The Peter MacCallum Cancer Centre has developed
guidelines on how to effectively discuss CAM in a
conventional oncology setting.’® Recommended steps
include (i) eliciting the person’s understanding of their
situation and understanding their concerns and goals;
(ii) respecting cultural and linguistic diversity and dif-
ferent belief systems; (iii) asking questions about CAM,
including at critical points in the illness trajectory; (iv)
exploring the patient’s use of CAM and providing bal-
anced evidence-based advice; (v) responding to their
emotional state and supporting their desire for hope
and control; (vi) discussing potential concerns about
CAM; (vii) providing advice about CAM, which may be
to encourage, accept or discourage the use of particular
therapies, acknowledging the person’s autonomy and
right to self-determination; (viii) summarising the main
points of the discussion; (ix) documenting the discussion;
and (x) monitoring. Based on these recommendations,
communication skills training for clinicians has been
developed." Communication skills training appears
to improve the skills of health professionals'> and may
lead to patient benefits including improved patient sat-
isfaction and decreased distress.”® In our scenario, it is
unknown whether the oncologist has attended com-
munication skills training. This might include training in
eliciting and responding to emotional cues, understand-
ing patients’ concerns, breaking bad news, discussing
prognosis and discussing treatment options, including
goals of care. Ideally, practitioners should receive feed-
back on their communication skills.



What can make a patient “difficult”?

In the above case, the oncologist considers Deborah to
be a difficult patient. Hinchey and Jackson have identi-
fied patient and physician characteristics associated with
difficult encounters.” Difficult patients were less likely to
fully trust their doctor and were more likely to have five or
more symptoms. They also had experienced recent stress
and were more likely to have had a depressive or anxiety
disorder. Physician characteristics included being less
experienced and having poorer psychosocial orientation
scores. Again, it seems possible that enhanced physician
training together with greater attention to symptoms and
psychosocial issues might alleviate some of the issues in
difficult encounters.

Approaching doctor—patient breakdown

There are a number of means by which the doctor-patient
relationships might end in the general practice setting.”®
This may be through mutual agreement that the relation-
ship has not worked as hoped; confrontation, perhaps
when one party wishes for the relationship to end but
the other disagrees; the “fade-out” where patients decide
not to return; the “hand-off” when a practitioner refers
the patient with the purpose of ending the relationship;
and the “put-off” when a practitioner refuses to accede
to patient demands so that the patient loses patience
and consults another doctor. The relationship ends with
“breakdown”, when one party decides that the other has
acted in a way that conflicts with the other’s expectations,
and subsequent “termination”. Roberson Barnard has
recently described the circumstance and process around
firing her own oncologist.'®

Many medical associations, as well as insurance and
indemnity organisations, provide guidance regarding
the ending of patient—physician relationships. Common
steps include (i) documenting reasons for terminating the
relationship; (ii) providing the patient with written advice
of the intention to terminate the relationship, including
some explanation of the reason; (iii) agreeing to provide
care for a reasonable period of time, to allow the person
sufficient time to identify another doctor; (iv) assisting
the person to find another doctor, referring patients to
lists of practitioners; and (v) offering to transfer records
to the new provider.

So what should the oncologist and patient do at this
point? With the opportunity to reflect on the past 12
months, both may realise that the current situation was
not only potentially avoidable but theoretically may be
dealt with by both the patient and doctor clarifying their
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expectations and learning to consider a mutually respect-
ful relationship. While this approach at rapprochement
may not prove particularly successful, leaving the patient
without any access to specialist oncological skills in a
small rural community is not an acceptable option clini-
cally. Either the doctor needs to provide realistic sugges-
tions as to how the patient can be managed by another
practitioner or both parties need to make the effort to
work together as the patient adjusts to her diagnosis and
circumstances and the doctor accepts that, in this case,
he is but one member of the patient’s team.
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