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Each interaction that occurs between a patient with cancer and his or her
family and a family physician or consultant has the potential to improve
or reduce the patient’s quality of life and to contribute to or complicate

the care provided by other attending physicians. As physicians, we can help our
patients by providing them with relevant information in a compassionate way and
by using unambiguous language, encouraging questions and introducing the
topic of pain and symptom management early in the course of the disease. We
can also help by promptly communicating to other physicians information about
treatments available, possible complications, disease prognosis and interpretation
of the patient’s level of understanding.

Issues in communication

Patients and their families often feel anger and frustration after the diagnosis
of this horribly unfair disease is made. Because the diagnosis is commonly made
by a family physician, the family physician is often the first person to affect the
course of the illness. By taking the time to explain what is and is not known about
the cancer and by allowing the patient to ask difficult questions, family physicians
can provide comfort and support.

When patients and their families feel that the diagnosis should have been
made sooner, there may be some animosity toward the primary care physician. As
well, family physicians themselves may feel that they are to blame. If this problem
is not addressed honestly and effectively, trust and care may be compromised.

Instead of letting the family physician know about this disappointment, the
patient may confront the oncologist with “what if” questions. The oncologist,
as a cancer expert, can go a long way toward dispelling misconceptions and en-
couraging dialogue between the family physician and the patient. Obviously,
the answers to “what if” questions may confirm that the diagnosis should have
been made earlier or that a misdiagnosis has significantly compromised the pa-
tient’s health. In most cases, the goodwill earned through years of professional
care will allow the therapeutic relationship between the family physician and
the patient to continue. If the relationship cannot be repaired, the patient
would be well advised to look for a new family physician.

Communication problems occasionally develop between the patient, his or her
family, and the oncologist. Because oncologists are cancer specialists, patients rely
on them for expert advice and counsel about their chances of survival and cure.
Answering patients’ questions honestly without crushing their hopes and spirit
requires skill and a significant amount of time. The information given by an on-
cologist may contradict that already provided by a family physician, but not an-
swering a patient’s questions as clearly and honestly as possible may rob the pa-
tient of the critical information needed in the future to make decisions.

Sometimes, no matter how skilled the oncologist, the message received by
the patient is not what was intended, and confusion reigns. The patient returns
to the family physician with misperceptions that can have a significant impact
on quality of life. It is imperative, therefore, that communication between the
oncologist and the family physician be as effective as possible.
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In my experience, most consultants send excellent
technical information back to the referring physician
and often also relay their sense of the severity of the dis-
ease and its prognosis through the tone of their report
or in plain language. Unfortunately, the patient, possibly
with a family member, may arrive at the family physi-
cian’s office after seeing the oncologist with the impres-
sion that everything is fine — that they got “a good re-
port.” However, this may be based on a
misinterpretation of the results of CT scanning, bone
scanning, blood tests or biopsy as relayed by the oncolo-
gist; the patient may have interpreted what was said by
the oncologist in a much more positive light than was
warranted. Such miscommunications often lead to con-
fusion if the patients continue to lose weight or to expe-
rience some other symptom complex.

Having a clear consultant’s report puts the family
physician in the best possible position to answer a patient’s
questions honestly. It also allows the family physician to
ask questions of the patient: “What did the oncologist tell
you and what did that mean to you?” Such questioning
may uncover a legitimate lack of understanding or ab-
solute denial. The family physician’s job is then to gently
sort out the confusion with the patient. Obviously, this
must be done with skill and tact. Otherwise, the patient
may lose faith and begin to distrust the oncologist.

The consultant’s report may not always relay the in-
formation needed to answer the patient’s questions. In
my experience, such a problem is most easily solved by
phoning the oncologist and discussing the problem. By
ensuring that the oncologist and the family physician
have the same understanding and are relaying the same
information, confusion can be avoided and the anxiety
and suffering of families reduced. 

Unfortunately, explanations of the patient’s treatment
protocol, drugs used, expected adverse effects and ex-
pected response rates are often absent from these re-
ports, and although expedient transfer of this informa-
tion to the family physician’s office is desirable, long
delays in receiving the oncologist’s reports are common.

Pain and symptom management 
(palliative care)

Pain and suffering comes from many sources: the
cancer itself, sometimes the cancer treatments and other,
possibly unrelated, illnesses. Unfortunately, pain and
suffering in its many forms may not be properly ad-
dressed and treated until a point when the patient’s can-
cer is considered incurable, or this may never occur.
Questions arise in such circumstances: Whose job is it to
ensure that pain and symptom management are ad-
dressed? When should such management begin?

The obvious answer is that it’s everybody’s job. How-
ever, in my opinion, the family physician should coordi-
nate pain and symptom management, a task that again
requires education and good communication.

Most cancers are diagnosed because the patient pre-
sents with symptoms, usually directly related to the tu-
mour. The symptoms lead to tests, which eventually re-
sult in a diagnosis. Often the patient is then referred for
surgery to correct the problem. The surgery, however,
may not be successful and may lead directly to new
symptoms, such as pain, nausea or constipation.

The patient may be referred to an oncologist and may
begin a course of chemotherapy or radiotherapy. Most
family physicians have only a partial awareness of the
common side effects of these treatments and their dura-
tion and only a limited understanding of the best treat-
ment options for these complications.

As should be obvious from the preceding discussion,
pain and other symptoms have many origins, and sorting
them out can be extremely complicated. It requires dili-
gence on the part of the family physician to take a careful
history, do a thorough physical examination and have a
clear understanding of the treatment protocols, the com-
mon complications that can occur and the best way to
manage such complications. It has been my experience
that patients and their families often have more informa-
tion than the family physician about the treatments being
offered and their potential problems. This discrepancy in
knowledge may be less of a problem in major centres
where families have ready access to oncologists, but it is
certainly a cause for concern in rural areas, where compli-
cations are often first dealt with by the family physician.

Oncologists are often faced with troublesome symp-
toms during patients’ visits. Some offer suggestions, oth-
ers do not. There may be many reasons for this. Perhaps
they feel that the referring physician is responsible for
treating these symptoms. It is certainly helpful, however,
when the oncologist provides the family physician with
an opinion on the cause of a symptom and offers sugges-
tions about investigations or treatment. Perhaps the on-
cologist feels uncomfortable making suggestions regard-
ing pain or symptom management, especially if the
patient is deemed to require palliative care.

Perhaps the amount of expertise a family physician
expects from an oncologist is unrealistic, as is the oncol-
ogist’s expectation of the family physician’s knowledge.

Despite the careful attention of the attending physi-
cians and good communication between the oncologist
and family physician, pain and other symptoms are often
poorly controlled. A palliative care consultant can assist in
managing problems and helping to sort out the possible
therapeutic options. Either the oncologist or the family
physician can seek the help of such a consultant, and the
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referring physician should take the time to discuss with
the patient the reason for the consultation and the role of
the consultant.

Role of palliative care

All family physicians provide palliative care in some
form, managing the pain and symptoms associated with
cancer. The role of the consultant in palliative care is to
help family physicians improve their work in this area. In
larger centres, the consultant’s role may be expanded to
encompass the complete care of the patient, but obvi-
ously in many smaller communities this isn’t practical.
Unfortunately, the understanding of the role of a pallia-
tive care referral is not always complete.

Many people, both patients and physicians, still feel
that palliative care is for people who are at the end of their
lives. Patients may not accept a referral to palliative care
because of the implication that a patient has “lost the
fight” or that the “doctors are giving up.” It is up to the
referring physician to explain that this is not the case.

Referral may be delayed because of a lack of apprecia-
tion of newer techniques in pain and symptom control
or because of an acceptance that pain and suffering are
an inevitable part of the diagnosis.

Once the referral is made, the opportunity exists for a
thorough assessment of all the patient’s needs. The com-
pleteness of the assessment depends on the skill of the
consultant, the time the consultant devotes to the pa-
tient and the involvement of the other members of the
palliative care team.

This team often includes nurses, social workers, home
care workers, pastoral care workers and psychologists.
As well, the team usually has access to physiotherapy,
nutritional services and all other hospital services. Even
if the patient’s medical needs are well looked after, other
areas of concern can result in anxiety and suffering. Re-
ferral to a palliative care program will often relieve these
non-medical problems.

Access to palliative care consulting services, especially
in rural Canada, remains a major stumbling block to opti-
mum care. In many parts of the country, palliative care
medical consulting teams either don’t exist or work only
part time. There is no easy answer to this problem, and,
as is often the case, isolated physicians in isolated commu-
nities must do the best they can with phone consultations.

Improving palliative care starts with providing better
education in medical schools for all physicians, supporting
research and recognizing the need for specialization in
this area.

Greater efforts are needed to allow family physicians to
improve their skills in this area. A wide range of choices
would be most appropriate. Short courses, already of-

fered, are helpful. Ready access to clinical training experi-
ence in teaching centres is extremely helpful for those
considering family practice consulting as part of their
community role. Easy access to specialists in teaching
centres would help alleviate the anxiety of family physi-
cians and general practice consultants providing the ma-
jority of palliative care. Many of these opportunities may
already exist in larger centres.

Major improvements have already been made in the
management of pain and suffering. Improved education,
increased communication between oncologists, palliative
care specialists and family physicians, and a better un-
derstanding of the value of good palliative care services
would further improve the quality of life of patients with
cancer and their families.

Conclusion

Throughout the course of their disease, patients with
cancer deserve the best medical advice available. Such ad-
vice ensures that the pain and suffering associated with
the illness are minimized and that good-quality life is en-
joyed for as long as possible. These goals can best be
achieved through a concerted effort by all team members
to improve communication, to support each other and to
keep the needs of patients and their families as the pri-
mary focus. Some institutional and financial changes are
required to ensure better access, especially in rural areas.

The role of the oncologist is well established, the role
of the palliative care consultant needs greater develop-
ment, and the family physician remains in the best posi-
tion to coordinate all available resources.
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