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COMMUNICATING THE SEVERE DIAGNOSIS — PSYCHOLOGICAL,
ETHICAL AND LEGAL ASPECTS

ANDRADA PARVU?, ADINA REBELEANU?, ANCA BOJAN?

ABSTRACT. From a psychological standpoint, communicating a severe diagnosis
entails more than just naming a disease, it is a complex process with a number of
stages: finding out what the patient already knows about the illness (some of which
might be wrong, and thus psychologically detrimental), informing the patient while
answering any questions (about the illness itself, the treatment, prognosis, recovery
period, etc.) and last but not least, providing a minimum of psychological support
depending on the patient’s reaction. Romanian law regarding doctor-patient
relationship and communication is modeled on the Anglo-Saxon model centered
on patient autonomy and direct communication with the latter if the patient desires to
know the truth about his condition. If this is not the case, the patient can name a
proxy for doctor-patient communication. There are three legal documents that
clarify these aspects: Law of Patient Rights, Medical Association’s Ethics Code and
the Health Reform Law. The first two are conflicting on several aspects that we
will discuss in this paper. The few studies on doctor-patient communication published
in Romania reveal that there is no unitary methodology in this field. The doctors
attest that often times the patient’s family, when faced with severe illness turn to
the traditional model of communication, i.e. they desire to know the severe diagnosis
first and pressure the physician to hide the truth form the patient, contrary to the
letter of the law.

The aim of this paper is to discuss the issue of communicating severe diagnosis
in nowadays Romania in a very complex context: 1. The model of doctor-patient
relationship and communication has changed after communist era (from paternalistic
to partenerial); 2. Conflicting and missing issues in laws; 3. Laws based on patient’s
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autonomy principle in a traditional society based on another model of taking care
(the patient is part of a family nucleus and the family wants to interfere into the
medical communication process).

Communication has only recently entered the curriculum of some medical
schools in Romania. The doctors questioned as part of a study reveal that they‘ve
learned to communicate a severe diagnosis by trial and error. This being said we
recommend the inception of practical doctor-patient communication courses that
could lead to improving doctor-patient relationships, communication of the
diagnosis being their foundations.

Key words: diagnosis communication, coping, law, doctor-patient relationship

Introduction

Communicating the diagnosis or prognosis to a patient suffering from a
severe illness is an experience that can cause both partners to concede defeat
(the doctor finds it difficult to be the bearer of bad news and the patient finds it
hard to receive bad news in a painful way) or to partner up and start a race to health.
Communicating the diagnosis and/or prognosis in a realistic, sincere and tactful
manner is the doctor’s acknowledgement of a patient’s dignity. The method a doctor
chooses to communicate the diagnosis has an impact on the doctor-patient relationship
throughout the duration of the illness, making it even more important in chronic
conditions. A study published in Romania on cancer patients supports this theory
and reveals that among the patients who found out about their condition directly
and spontaneously from their doctor, 71% placed their trust in the doctor and
chose that the latter remain their primary source of information. Only 11% of the
patients that discovered their diagnosis in medical papers or from family had nurtured
a relationship based on trust with their doctor. In conclusion, sincere diagnosis
communication is the cornerstone of the doctor-patient relationship.4 The medical
community’s conception regarding communication of bad news to the patient has
changed with the optimization of medical treatment and increase of patient survival.
Starting with Hippocratic medicine, throughout the centuries doctors have communicated
and practiced medicine utilizing a paternalist doctor-patient relationship. During the
first half of the past century it was still considered inhumane and devastating to
communicate a severe diagnosis (especially a malignant diagnosis) because the

4 Parker (2001), 2049-56.
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chances of a successful treatment and survival were small. Communication of a
cancer diagnosis was seen practically as a death sentence and the recommendation in
many countries was the ’“silence conspiracy’.>® For example the first ethical code
of the American Medical Association (1847) the stipulated recommendation was
to not communicate the unfavorable prognosis to patients, but to friends and family.”
As the last century unfurled in the US and Western Europe, communicating the
diagnosis and prognosis became a duty for physicians and a law enforced right for
the patients. This change in attitude (from the ‘silence conspiracy’ to communicating
the truth to the patient) did not simplify things, but just the opposite, has increased the
responsibilities of the physicians.® As time went by even the type of bad news that
the physician had to communicate changed. Initially, the severe diagnosis was
considered the bad news. Later, as medical science evolved, new treatments were
developed and patient survival increased, a whole plethora of other bad news
appeared: the prognosis, relapse, metastases, irreversible side effects of treatment,
degrees of disability etc. It thus became imperative that the physicians learn knowledge
and communication skills to adapt his speech to the patient’s needs.

As we have previously shown, the Western world (USA and most of Western
and Central European countries) promoted a direct and sincere communication
model based on patient autonomy and informed consent. In accordance with this
model communication of bad news is done at the patient’s discretion in an empathic,
tactful manner. The opposite is true for the ‘traditionalist’ model of doctor-patient
communication where the patient is considered to be part of a family nucleus, the
family being the ones that care for the patient physically and emotionally and desire to
filter the information that reaches the patient, and to make decisions on their own or in
tandem with the physician regarding the iliness and treatment. The countries that
adopted this model are the European countries in the Mediterranean area, Central and
Eastern Europe, countries of the former USSR, Latin America and the Far East. This
communication model raises ethical concerns, diminishing patient autonomy,
limiting his right to information (the physician often lets themselves be drawn in
to the ‘silence conspiracy’) and to being a part of the decision-making process. This
model also represents a breach of doctor patient confidentiality.® The introduction of
patient autonomy and self-determination to medical ethics was followed by a
number of studies centered on asking if patients desire to know the severe (and

> Benbassat, 81-88.

6 Fong Ha, 38-43.

7 Lee, 533-538.

8 |bidem, Parker, Benbassat.
9 Olarte, 47-52.

155



ANDRADA PARVU, ADINA REBELEANU, ANCA BOJAN

especially malignant) diagnosis and the other bad news mentioned before 1011121314

The results of these studies (many of them published in the Western world) have
shown that patients wish to know the diagnosis*>*®'’, as well as additional information
regarding the illness, a realistic estimate of survival, chances of getting better and
the possible side-effects of the treatment.'®1%2021 According to the principles of
medical ethics, breaking bad news (diagnosis, prognosis) must be observed at the
patient’s discretion, and if the patient does not desire this, most medical systems
allow the naming of a proxy that should be informed and make decisions for the
patient. Manny publications illustrate what patient expectations are regarding medical
communications (mentioned in this paper) and also reveal the fact that physicians
do not fulfill these expectations unfortunately.??232425

Communicating a Diagnosis. Psychological Aspects

Communicating the diagnosis represents more than just uttering the
name of an illness, it is an entire process where the transmission of information is
bidirectional and it is recommended to be done in a manner that is clear for the
patients and adapted to their needs. It is recommended that this should start
from the patient’s knowledge, fears and the — sometimes preconceived — ideas
referring to their clinical condition, as these can sometimes be erroneous, have
false expectations regarding the chances of success or failure of the treatment.
Baile et al. demonstrate that aside from verbal communication skills the physician
should also have knowledge of other fields to ensure a good communication of
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the diagnosis and prognosis, some of which are: the ability to cope with emotional
reactions from patients, to include the patient in the decision-making process, to
face up to the high-stress situation generated by the patient’s anxiousness to get
well, to cope with interventions from the patient’s family and in the doctor-patient
relationship and communication and last but not least, the ability to maintain hope
when the prognosis is severe.?® To ensure the communication is adapted to each
patient’s needs, the physician should find out what type of information the patient
desires and to adapt to his particular needs. As such, there are patients that desire
more detail about the cause and mechanism of emergence of disease, while
others want limited information on the diagnosis, but more details regarding the
prognosis. There are also patients that only require details on the treatment and
life style restrictions that their conditions impose. The ones that desire to resume
their family, social or professional life as quickly as possible will express the need for
information on the disabilities that will persist after the treatment. Communication of
medical information must be done in a language adapted to the patient’s
background and education, in order to represent a premise for the inception of a
dialog between the physician and the patient, one where the doctor provides the
patient the opportunity to ask for additional information on what they do not fully
understand. Today the protocol in effect for diagnosis communication recommends
that after the disease is revealed, the patient should be presented the stages of
treatment, and a description of the future, with chances of social and professional
reintegration, as this information will serve to regain the patient’s optimism. It is
also recommended that at the end of the diagnosis communication process, the
physician answer the patient’s questions to receive feedback on the level of adaptation
to the latter’s needs.?””? Other publications reveal that the goals to effective
doctor-patient communication is not just the passing on of information, but also
including the patients in the decision-making process and the creation of a professional
interpersonal relationship between the physician and the patient.?*° Consequently to
receiving bad news (severe diagnosis) the emotional impact causes patients to develop
psychological reactions like anxiety, denial, depression, anger, etc. The fear of the
reactions sits at the basis of the “silence conspiracy” that is demanded by the
family in order to protect the patient for fear that they will not cope well with the
situation. Usually, physicians accept this wish of the family, feeling uncomfortable
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and avoiding presenting the patients with bad news. In a review, Baile et al. have
elaborated on the reasons why physicians avoid communicating bad news to
patients: lack of knowledge and communication skills, lack of preparedness to
cope with the patient’s emotional reactions, fear of disappointing the patient or
of destroying hope, embarrassment about their prior undue optimism, failure to
recognize the patient’s expectations. Solutions to all these fears do exist, techniques
for communication or for providing psychological support that can facilitate overcoming
the communication barriers described. The strongest premise supporting the ‘silence
conspiracy’ is fear of the patient’s psychological reactions and that they will not
psychologically adapt to severe illness or to a poor prognosis. Practical observation and
research of psycho-oncologists contradict this and demonstrates that the great
majority of patients can overcome the psychological problems created by a severe
diagnosis or poor prognosis, can cope with these based on their own psychological
resources. It has also been proven that the practice of communicating the truth to
the patient, providing psychological support and assisting them in decision-making is
less harmful to the patient than lying, as they will eventually learn the truth and will feel
betrayed and will lose faith in medical personnel.3! The patients’ psychological coping
with bad news was described in multiple models, the most complex being published by
Elisabeth Kubler Ross, who describes five stages of psychological coping, some
effective, that reduce stress and anxiety, some ineffective. For the study which
was the basis for this model Kubler Ross interviewed 200 terminal cancer patients
and proved that all of them underwent the same psychological stages: denial of
the diagnosis or prognosis, anger towards the inception of iliness, bargaining with God,
depression and ultimately acceptance.3? Honest communication of the severe
diagnosis or prognosis has a series of long term benefits including: decreased
anxiety, positive fighting attitude after overcoming the initial emotional shock and
effective psychological coping to the patient’s new health status. The uncertainty
of an uninformed patient is in and of itself a cause of stress so, simply by eliminated
this, by communicating the truth positive effects appear which promotes wellbeing for
the patient.?® Cancer patients included in a clinical study have considered that the
way in which bad news was communicated is crucial to the way it is perceived and
accepted. As such, tactful and sincere communication, done in a supportive manner
renders discovery of a severe/malignant diagnosis less stressful. Also for the
patients, hiding the truth means depriving them of understanding their own suffering
and the opportunity to express their fear and concern regarding the illness, these
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aspects could help them understand that they are terminally ill and that there is
nothing that can be done to help them.3* A study done on 497 cancer patients has
revealed that the predictive factors of patient satisfaction towards the manner in
which the diagnosis was communicated to them were: the patient’s perception that the
doctor was personally interested in their suffering, the degree of understanding of the
information communicated by the doctor, the patient being informed in an appropriate
environment (preferably the doctor’s office) and the doctor offering to spend
time to discuss and clarify the information they are offering.3® Another study on
351 cancer patients (different stages and affected organs) receiving treatment in
M.D. Anderson Cancer Center has demonstrated what patients prefer regarding
the manner the initial diagnosis was communicated as well as the recurring illness
diagnosis: the physician should be familiar with the latest research in their illness
or recurring illness, the physician should inform the patient about the most effective
treatment and make time to answer the patient’s questions, the physician should
also be honest about the severity of the disease, the terminology should be simple and
clear and the news should be directly communicated and the patient should be in the
center of attention during the communication process. This study did not reveal any
difference in preferences across age, sex and previous knowledge of the iliness that the
patient had prior to communication of the diagnosis to counteract false information or
preconceived ideas for the patient’s benefit. 3¢

Legal Aspects of Communicating a Diagnosis

Promoting the patient’s welfare is the oldest universal principle known to
medical ethics as stated by Hippocrates and recognized over the centuries as defining
and fundamental essential for medical practice. In the context of contemporary
medicine, which values autonomy and the free will of the patient, identifying
what is ‘good’ and ‘beneficial’ for the patient constitutes a serious challenge both
for the physician and for the patient. Some researchers claim that an apparently
autonomous choice a patient makes can be at odds with what the physician
considers to be ‘the patient’s best interest’ and this should not be a reason to
abstain, but rather an opportunity for the former to intervene to reestablish, if
possible the patient’s wellbeing.3’ Trust in the physician can also have a deciding
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role in establishing the meaning of the patient’s best interest.3® The gold standard
on diagnosis communication in Romanian law is The Patient Right Law no. 46 adopted
on January 21st 2003. According to article 6 of this law the patient has the right to be
informed about his state of health, the medical procedures in discussion, the
potential risks carried by these procedures and therapeutic alternatives, as well as
the consequences of not adhering to the medical recommendations or forgoing
treatment. The patient has the right to know their diagnosis, prognosis and also has
the right to decide if they wish to be informed in case the information supplied by the
physician would cause them suffering (see art. 7 of law 46/2003). Furthermore the
law stipulates the patient’s right to explicitly request not to be informed and to
choose a proxy (friend or family) to be informed in their place (art. 9-10).3 In brief,
the Law of Patient Rights does not leave room for interpretation: it is obvious that
what is first and foremost is the patient’s best interest and informing the family
can only be done with the patient’s approval or at their (the patient’s) request.
This confirms the patient’s wellbeing as the most important factor by respecting
their autonomy.* To this end, art. 15 and 16 of the Medical Ethics Code concur
with the law, they state that professional secret , which includes the diagnosis,
prognosis and treatment, must be kept, excluding friends and family if the patient
so wishes. Furthermore, the duration of the professional secret is not finite, the
confidential nature of this information preserving itself even after the treatment is
finalized or the patient is deceased.** The Medical Ethics Code, art. 63, stipulates
the doctor communicating a severe prognosis with tact and care, and recommends
taking into account the patient’s psychological state. But the same article of the
Code states that the family will be notified only with the patient’s express consent
(this confirms the principle of patient autonomy regarding the decision-making
process). It also stipulates that the doctor ‘upon concluding that the severe prognosis
will harm the patient or when the latter does not desire to know’ can reveal the
prognosis to the family. If we take into account art. 7 of the Law of Patient Rights,
which deals with the patient’s right to decide if they wish to be informed if they
feel that the information supplied by the doctor could cause them suffering, the
Code leaves the decision to establish if the prognosis will cause harm to the patient
with the doctor, but also leaves the possibility for the decision to reveal the prognosis
to the family with doctor. In our opinion the two legal texts cited are conflicting
and can leave room for interpretation regarding the communication of a severe
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diagnosis. We will elaborate a number of the aspects that can give rise to ethical
problems: a) If the patient does not wish to be informed and does not express
explicit approval regarding informing their friends and/or family, the doctor can
not reveal information to the family, regardless of the pressure they exert, under
which circumstances art. 63 of the Ethics Code no longer applies (this article can in
fact be interpreted as the option that the doctor has, in case of a severe prognosis, to
discuss the matter with the family without the patient’s consent); b) The reference to
art. 63 of the Medical Ethics Code to ‘... keeping the patient’s psychological state
in mind...” is interpretable. A surgeon or an oncologist might have difficulty correctly
interpreting a patient’s psychological state. This is a field in which a psychiatrist or
a psychologist might be more at home. It is feasible and desirable to subject all
cancer patients to a psychological or psychiatric evaluation? Or would it be more
feasible to generate norms for interpreting the ambiguous situations in the Ethics
Code? The Code leaves the communication of severe prognosis to the family at
the surgeon or oncologist’s discretion (in case the prognosis might be detrimental
to the patient). On the other hand, according to the Patient Law, the doctor is
forbidden to impose their options of any nature upon the patient including to
inform the patient’s family without the latter’s consent. Furthermore, according
to Law nr.95/2006 art 642 section 3 the physician answers in accordance with the
civil code for damages that stem from violation of regulations on confidentiality,
informed consent, and the mandatory nature of rendering medical assistance;
c) Regarding art. 63 of the Ethics Code ‘...upon concluding that the dire prognosis
will harm the patient...” it is known that all patients who are faced with a severe
prognosis undergo a series of steps that lead to cope with bad news: denial, anger,
depression, bargaining and acceptance. Some of these (long term denial, anger
and depression) constitute in fact ineffective coping strategies that are harmful to
the patients, but they can find the resources to overcome these difficulties even
without outside support as demonstrated in psycho-oncological literature. 4% In
other words how can the physician decide if a dire prognosis will harm the patient
and furthermore inform the family without the patient’s consent? d) Being faced
with a severe diagnosis is a right the patient has, not an obligation. If they do not
wish to know the diagnosis they can assign a proxy for the doctor to inform. But is the
physician the one that should decide when it would be beneficial to communicate
to a proxy and not the patient? The concept of patient wellbeing is considered by
Sgreccia to entail the patient’s notion of good, and the decision for medical action
must conform to what the patient considers desirable in accordance with the

42 Kubler Ross.
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circumstances and choices offered by their illness. It follows that when the patient
has the possibility to express themselves they can best decide what is in their best
interest; if the patient is unable to make their wishes known then those who decide as
proxies should strive to be as close as possible to what the patient would choose if
they were able make their wishes known.* Respecting a patient’s right to self-
determination becomes one of the fundamental premises of the doctor-patient
relationship, one which is based on trust, and faced with communicating a grave
diagnosis the premises do not change. Furthermore art. 376. (1) of Law no. 95/2006
(The Reform of the Health System Law) describes the situations when a doctor can act
without the patient’s or the family’s consent ‘except cases of utmost urgency or when a
patient or legal proxies are incapable of making their will or consent known, the
doctor acts respecting the patient’s will and their right to refuse or stop a medical
intervention’. To sum up, there are conflicts between provisions on patient
communication — the Law of Patient Rights, The Reform of the Health System Law and
the Medical Ethics Code that can complicate the physician’s position on communicating
a grave diagnosis to the family in a situation where the physician should quantify
the gravity of the situation or the infaust prognosis. %47 On the other hand, a
study on a group of 256 physicians of different specialties that practice medicine
in Romania indicates that doctors do not know and apply the full letter and spirit
of the law in their daily practice. The study identifies seven major vulnerabilities of
the medical practice regarding informed consent and the confidentiality of medical
data.*® Unfamiliarity and disregard for the legal provisions demonstrates the need
for doctors to permanently be instructed in these provisions and their interpretation
so as to reduce the risk of malpractice complaints. It may prove useful to have
doctors be more socially active in bringing about these modifications to the law.

On Doctor- Patient Communication in Romania

There are precious few studies on clinical psychology and doctor-patient
communication in Romania, most of them being conducted as part of doctoral
research in medical care institutions that deal also with the psychological support of
patients. We will present and discuss the most relevant of that research. A national
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study on diagnosis and prognosis communication was done on oncologists,
hematologists and palliative care professionals in the form of a questionnaire with
244 doctors responding. The results of this study indicate that although legally the
doctor should favor the patient’s wishes, this is rarely the case as 94.3% of the
doctors questioned answered that the family should be the first to know the
diagnosis. Often times the family pressures the doctor to not communicate openly
with the patient, as revealed by 81% of the subjects. This being said, 70% of the
doctors included in this study believe that the patients desire to know the truth
about the diagnosis. When asked about their own practice, oncologists, hematologists
and palliative care professionals communicate the diagnosis to the patient and to
the family first in an equal proportion, the difference not being statistically relevant.
The main problem in diagnosis communication, thus communicating the truth to
the patient as identified by the participants was the real or imaginary fear of causing
them suffering: 73% of the participants answered that the truth destabilizes the
patient emotionally, 10% do not feel prepared to communicate with the patient.
Low importance placed on patient autonomy is another problem: 55% of
respondents do not wish to go against the family’s wishes and 30% of the doctors
decide for the patient, as they feel that finding out the truth is not beneficial to the
patients. The study suggests that the physicians had not been trained in communication
techniques during medical school, and as such 50% of them state that they acquired
these abilities during their practice, learning from experience. A total of 96% felt that
communication courses as well as guides in communicating bad news were necessary.
Another study on a group of 1250 subjects from the general population had the aim of
analyzing the importance of doctor-patient communication especially in response
to a malignant diagnosis. The study indicated that a detailed clinical consultation is as
important as the time reserved for communication, explanations about the illness
and treatment in the population’s perception. As for communicating the malignant
diagnosis, 53% of the patients desire to know the diagnosis and prognosis in detail. The
oncologist and specialist are the ones designated as responsible for communicating the
diagnosis.*® Another qualitative study based on semistructured interviews with
100 subjects suffering from acute leukemia aimed to find out how the patients
had learned their malignant diagnosis, how they felt about the communication with the
doctor and how they would have preferred to learn the diagnosis. Meanwhile the
hematologists who participated in their treatment were administered questionnaires
to identify the method they used to communicate the diagnosis. The results indicate
that out of the 100 patients interviewed, 58 learned their diagnosis from the
hematologist, 7 found out the diagnosis from doctors in other medical services

4 Mosoiu, PhD Thesis.
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which have diagnosed their condition, 5 found out from the laboratory doctors,
17 patients read their diagnosis in medical documents, 4 patients found out
during a routine evaluation from the specialist in charge, 9 patients found out
from family members. The patients that learned of their diagnosis from the
doctor, or from laboratory doctors or doctors who diagnosed them, 68 % were
happy of the manner in which they discovered the diagnosis. Pleased were also
the patients for whom the doctors had taken the time to explain the positive
prognosis factors or the fact that the treatment could be successful. The patients
appreciated direct and spontaneous communication from their doctor and
rewarded it with trust. There were also patients who learned of their diagnosis
from doctors only after much persuading, which displeased them. Also displeased
were the patients who were communicated the diagnosis without any further
information regarding the illness, treatment or prognosis. When asked about their
method of communicating the diagnosis of acute leukemia the doctors preferred
several patterns: direct communication upon establishing the diagnosis; avoiding
giving away the name of the disease, offering only information about it and letting
the patient deduce the diagnosis from discussions with other patients or to find
out the truth from medical documents; communicating the diagnosis only if the
patient or family explicitly asked; the doctor lets the family communicate the
diagnosis.>® Another study done on lots of patients that had benefitted from
specialized end-of-life assistance in Hospice House of Hope Brasov, indicated that
complete disclosure of information regarding the gravity of the situation (diagnosis and
prognosis) creates a heavy psychological burden but also forces the patient to
seek out solutions and help, and this in turn facilitated rapid development of effective
psychological coping mechanisms. In the lot comprised of patients who had psycho-
emotional support sessions, more patients knew the diagnosis and prognosis and
fewer family members had intervened to block information from reaching the
patient than the group of patients that did not receive psychological support. The
study also indicated that there is a significant correlation between the educational
level of the patient and the desire to know the diagnosis and prognosis. As such,
62% of the patients with higher education knew the diagnosis and prognosis in full
as opposed to 28% of the patients with primary education and 30% of the patients
with secondary education. As for the other variables, age, sex, and marital status of
the patients no significant difference was found regarding knowledge of the full
status of the illness among the patients in the studied groups. The study included
a number of 1115 subjects from the general population, too, and analyzed if the
respondents would desire to be informed completely or partially in case they

50 parvu, PhD Thesis.
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would develop an incurable disease. The results indicate that 44% of the respondents
desired to know the diagnosis as well as the prognosis , 18% desired to know just
the diagnosis and possible treatments and 28% desired to know only information
on the treatment of their illness and that the physician would refrain from using the
word ‘cancer’. Only 5% of the patients preferred to be informed by another member of
the family, a similar percentage to the one registered for the situation in which
family members have intervened asking that information on the diagnosis/prognosis
to be withheld from the patient. A percentage of 72% of the respondents with
higher education expressed a desire for detailed information on diagnosis, progression
of the disease and chances of recovery. The difference between this group and the
others is significant, as 54% of the respondents with a high school education and
42% of respondents without high school education expressed this desire.>*

Conclusions

Communicating the diagnosis represents the inception of the trust
relationship between doctor and patient. Throughout the centuries the ideas and
practices on communication of bad news (diagnosis and prognosis) in medicine
changed, the middle of the last century saw more and more change in the
concept of patient rights and their role in medical decision-making. The Western,
Anglo-Saxon communication model is based on patient autonomy and informed
consent, regarding diagnosis communication as one of the patients’ rights, as is the
case with Romanian law that provides for direct, sincere communication between
doctor and patient, provided the latter wishes this. The traditionalist model for
doctor-patient communication is preferred by the Eastern cultures and is
currently being applied in Asia, Africa, Central and Eastern Europe and is centered
on assisting the patient in the midst of their family, whose members take an
active role in the healthcare providing process and the medical decision-making
process and propose a ‘silence conspiracy’ to the physician. The physician usually
accepts this and has their own fears regarding the communication of a severe
diagnosis, fears usually generated by lack of communication skills. The results of
research conducted in Romania and presented in this paper, although not
representative on a national scale reveal a universal attitude in communication of
the diagnosis, that family influences continue to interfere with doctor-patient
communication, physicians admit that they do not have the proper background in

51 Gorog, PhD Thesis.
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communication, as most of them learned from experience. There is also a conflict in
Romania between the legal aspects and the medical practice regarding doctor-
patient communication, the law being created based on the Anglo-Saxon model,
while the little existing research reveals that in practice the patients’ families adopt a
traditionalist model of communication. The laws regarding communication of
diagnosis contain certain loopholes which are susceptible to interpretation. For
example if and how the physician decides whether the severe prognosis is
detrimental to the patient in order to inform the family (according to the Ethics
Code), meanwhile the law for patient rights and law 95/2006 does not state
neglecting a patient’s wishes regarding provision of information to a third party
(except unusual circumstances). On the other hand, a previous study has shown
that the physicians questioned do not abide by the full letter of the law applicable
to the medical profession. Taking into account all this information, the practicing
physician is often times under a dilemma regarding medical communication. The area
of communicating a severe diagnosis, of a cruel truth still has many questions with
no universally accepted answers for all patients. The only universally applicable
answer is probably to go back to patient and medical act centered medicine and
implicitly take into account the desires and needs of every patient. As such, one
possible solution could be to ask the patient upon first meeting them if they
desire direct, or mediated communication, i.e. if they desire to know their clinical
situation all throughout the illness progression. To ease the adherence to these
guidelines and to ensure patient centered diagnosis communication we
recommend the creation of doctor-patient communication guides that would be
adapted to Romanian law as well as the patients’ needs. Keeping in mind that only
some of the medical schools in Romania have recently added doctor-patient
communication to their curriculum we also recommend courses to instruct the
medical professionals and students in communication.
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