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Communication in oncology has always been challenging. The new era of precision medicine
complicates communication even further as a result of our increasing reliance on genomic data
and the varying psychological responses to genomic-based treatments and their expected
outcomes. The crux of the matter hinges on understanding communication. The informed
consentprocessmay requiremore attention in theprecisionmedicine era.However,manyof the
communication issues are actually similar to perennial long-standing communication issues in
oncology, which center on providing hope when breaking bad news and ensuring that adequate
informed consent to treatments is obtained. This piece presents several common patient re-
actions to different precision medicine scenarios in oncology practice. We highlight these new
communication issues that focus on clinical and ethical questions (ie, informed consent, shared
decision making, patient autonomy, and uncertainty in oncologic treatments) and provide
guidanceonworkingwith each scenario. In this article,we address commonreactions of patients
to genomic information and provide thoughtful communication suggestions using a Shared
Decision Making framework to help patients cope with the inherent distress-provoking un-
certainties in oncology practice.

INTRODUCTION

The practice of oncology depends on adequate
communication between patients and clinicians.
Although the science of cancer medicine is ad-
vancing exponentially, information technology
advances are seriously impeding the critical com-
ponent of face-to-face communication. The key
communication issues inoncology are always two-
fold: the delivery of emotionally charged bad news
while sustaining hope in the presence of a life-
threatening prognosis and ensuring that patients
understand the information that is provided.1The
advent of precisionmedicine now complicates the
discussionof these issues inoncology in significant
ways.2,3 Although there is a growing emphasis on
providing humanistic care in oncology (eg, palli-
ative care initiatives), the increasingly complicated
science andpublic hype, coupledwith limited time
to talk with patients in busy oncology clinics,
significantly threaten this goal. Science and tech-
nology have yet again raced ahead of the human
element, which depends on communication to
foster those critical elements of mutual respect
and trust.

The application of genomic medicine is now
accessible for the majority of oncology patients
because the cost of genomic sequencing has de-
creased 1 million–fold from a decade ago.4-6 The
development of molecular diagnostic, prognostic,

andpredictivebiomarkers continues to change the
landscape of clinical oncology.7 Furthermore,
technologic advances facilitate the use of large-
scale databases that store genomic data, such as
ASCO’s CancerLinQ and IBMWatson.8-11 Also,
research trial design in precision oncology is evolv-
ing from the randomized controlled trial to designs
that harness these large data-collection initiatives
and evaluate responses to drugs across multiple
cancer subtypes (ie, basket trial design).12,13

At the same time that genomic science and tech-
nology have created new research and clinical
treatment paradigms, social media and drug
direct-to-consumer marketing in the United
States has brought information to the public with
remarkable speed and fervor.14,15 Although there
are advantages to patients being informed con-
sumers, handling this complex information with-
out any interpretation of its meaning is not
helpful.16 This breadth and rapidity of infor-
mation adds an additional strain to the already
complicated communication that occurs between
clinicians and their patients.17Direct-to-consumer
marketing is new and often amplifies drug bene-
fits beyond reality. Clinicians are not trained to
manage patients’ new level of expectations as
the result of advertising. Exaggerated hopes in
many cases are unrealistic and will result in
disappointment for patients when confronted
with the reality of their situation. Nor do we
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understand the implications for the overall
cancer experience, eg, their satisfaction or dis-
satisfaction with their oncology care, or how
this information influences patients’ treatment
choices.15 Its implications may be greatest
when considering the delicate end-of-life con-
versations that are critical to quality oncology
care.18

Therefore, it is critical that we understand pa-
tients’ experiences in this new technologic age of
genomic medicine. We should seek to engage
patients’ fears, hopes, and frustrations about pre-
cision medicine. The Shared Decision Making
(SDM) model of communication promotes pa-
tient activation and engagement in health care and
is an optimalmodel to guide communication tasks
in the precision medicine era.19,20

The SDM model describes how clinician and
patient jointly participate in making a health de-
cision, having discussed the options and their
benefits and harms, as well as having considered
the patient’s values, preferences, and circum-
stances. SDM is a central element of patient-
centered communication. It respects patient au-
tonomy and leads to improved patient satisfaction
when patients are faced with clinical options for
which there is not a clearly correct choice, as is
frequently encountered in the context of precision
oncology.21-24

In this article, we highlight the psychological,
social, and ethical issues that are part of our new
treatments, and we provide communication sug-
gestions on the basis of SDM. Communication
training has been shown to improve communica-
tion and can be used to meet our patients’ com-
munication needs in this new era of precision
oncology.25,26

PATIENT REACTIONS TO PRECISION
MEDICINE IN ONCOLOGY AND
SUGGESTED COMMUNICATION
STRATEGIES USING THE SDM MODEL

SDM principles can be used to help clarify com-
munication goals (Table 1).27,28 Several themes
have emerged that may help to guide communi-
cation practices in precision oncology. They
reflect a range of psychological reactions and
are variations of normal reactions (Table 2). They
do not represent psychiatric disorders. Patients’
emotional reactions should be considered before,
during, and after SDM to ensure effective
communication.

“I Won the Lottery”: The Lucky Biology
Club Member

Jane was a 58-year-old teacher who was diagnosed
with stage IV adenocarcinoma of the lung that har-
bored an epidermal growth factor receptor mutation.
Her cancer responded well to erlotinib. Jane thought
that her mutation made her invincible as long as she
kept taking the drug, despite being told initially that
eventually the drugwould stopworking. She continued
to feel well and work fulltime; she was not concerned
about advanced care planning. After 15 months, her
cancer began to growas it became increasingly resistant
to erlotinib, and chemotherapy was required to treat it.
Jane became extremely angry and frustrated that her
cancer had progressed and found it hard to appreciate
the benefit that the drug provided in light of its failure.
She remained in shock and disbelief and had a difficult
time accepting the need to adjust her treatment to the
new situation.

The Lucky Biology Club members have driver
actionable mutations such as epidermal growth
factor receptor, anaplastic lymphoma kinase,
ROS1, and BRAFV600E. Patients may feel so

Table 1. Shared Decision-Making Model: Steps for Discussing Precision Oncology28

Step Strategy

1) Invite the patient to participate Lets them know that they have options and that their goals and
concerns are important

2) Present options They must be informed of the options

3) Provide information on benefits and risks Balance information on the basis of the best available scientific
evidence

Check back with patients on their understanding

4)Assist patients in evaluatingoptionson the
basis of their goals and concerns

To understand preferences, ask what is important to them and what
they are concerned about

5) Facilitate deliberation and decision
making

They should have time to think it over

Ask what else they need to know or do before they feel comfortable
with a decision

6) Assist patients to follow through on the
decision

Lay out next steps, check understanding, and discuss possible
challenges with carrying out the decision
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relieved by their perceived good luck that they
cannot accept the fact that they have an incurable
disease. They have usually read on the Internet
about the mutation and its prognostic implica-
tions.There is often a sentiment such as, “I’vewon
the lottery,” and theymay feel that their mutation
is special. Clinicians may share their excitement
and say things such as, “This is great news,” or
“We have promising new treatments for your
mutation.” This encouragement from clinicians
may cause a false sense of security that complicates
decision making later, when the disease prog-
resses. Patients often think, “I have plenty of time”
or “Therewill always be another drug forme after
this one.” Subsequently, discussions about health
care proxies, financial planning, andwills are often
delayed.

In terms of discussion, it is important to acknowl-
edge the implications of disease biology and to
corroborate and correct the information that they
have from other sources. Using SDM principles,
the clinician could initiate a discussion of options

by saying, “There are some specific treatment
options for you, on the basis of your cancer’s
genomic make-up.” However, the clinician must
also discuss the framework for treatment and
prognosis: “Although the cancer is still not cur-
able, the mutation indicates that we have some
additional treatment options. Let’s start this drug
and assess how you do,” and “When the cancer
becomes resistant, we may add another drug or
switch to chemotherapy.”When the cancer prog-
resses, it is important to address the transition in
terms of goals. The clinician may say, “Given this
news, it seems like a good time to talk about what
todonext”or “Weare in adifferentplacenow. Is it
okay if we talk more about the other options and
next steps?”

Addressing the underlying emotions and ac-
knowledging fear are important tools that should
be dealt with before focusing on SDM. For ex-
ample, it is important to acknowledge the emotion
underlying the uncertainty before and after each
scan interval. The Lucky Biology Club patient

Table 2. Patient Reactions to Precision Medicine Scenarios, Underlying Communication Themes, and Suggestions On the Basis of Shared Decision
Making Principles

Scenario Theme Suggestion (Shared Decision Making principle)

1) The Lucky Biology
Club

Acknowledge, corroborate, and correct
information

“There are some specific treatment options for youon the basis of your
cancer’s genetic make-up” (invite participation)

Providehope and reassurancewhile titrating
reality

“We’re in a different place now; is it okay if we talk about next steps?”
(present options)

2) The Unlucky Biology
Club

Acknowledge emotion “I can see this is upsetting; is it okay if we talk about what this means to
you?” (pre-SDM)

Educate “This informationhelpsusplanyour treatment in thebestway foryou”
(provide information on benefit and risk)

Re-establish/realign goals “Given what you know about the illness, what’s most important to
you?” (assist patient in evaluating options)

3) A New Drug Came
Out: Uncertainty

Discuss/elicit patient emotion “I realize this is all very complicated; letme try to explain these options
in terms of your illness” (assist patient in evaluating options)

Acknowledge clinical uncertainty “Can you tell me in your words what you understand?” (facilitate
deliberation and decision making)

Avoid abstract discussion “We’re in this together and I will continue to work with you” (assist
patient to follow through with decision)Determine level of understanding

Partnership

4) The Denier Re-educating using different styles Revisit the topic several times, eg, “scans don’t always reflect what is
going on clinically” (provide information on risk and benefit)

Discuss values (what is important for
patient/caregiver)

“I hear you saying that what is most important to you is…” (assist
patient in evaluating options)

Focus on maintaining high-quality clinical
relationship

5) The Overly or
Misinformed

Gently correct misunderstanding “This must be very upsetting for you. It sounds like you are someone
who feels it’s important to be actively engaged in decision making”
(invite the patient to participate)

Focus on therapeutic alliance “We will work together to come up with the best plan for you” (assist
patient to follow through on decision)
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epitomizes the balance between providing hope
in a treatment while titrating the reality of a prog-
nosis that is not curable. It requires giving re-
assurance while reminding the patient and family
of the reality. SDM can help provide clinical de-
cision transparency and ameliorate disappoint-
ments with limited treatment effectiveness.

“I Failed the Test”: The Unlucky Biology
Club Member

Sarahwas a 73-year-old patient with newly diagnosed
non–small-cell lung cancer who had no actionable
mutation. At her first visit, she was clutching an
article from The New York Times and yelling, “I
want the serial killer!” She had come to Memorial
Sloan Kettering Cancer Center in hopes of enrolling
in a clinical trial with first-line immunotherapy.
When she did not meet trial entry criteria because
of her PD-L1 status, she became enraged at being
denied the opportunity that she had heard and read
about. The article she held on to described how immu-
notherapy unleashes a so-called serial killer that rav-
ages all cancer cells in the body,which is understandably
what she wanted.29

Sarah had delayed seeking cancer treatment in
hopes of having the right mutation to enroll in a
clinical trial. After some discussion about her par-
ticular type of cancer and her available treatment
options, she was relieved. However, she was still
angry because she did not receive this publicized
treatment. The Unlucky Biology Club members
feel that their tumor biology has conspired against
them; they are angered by the treatment options
that are available for others but not for them.They
feel that it is not fair that other patients with the
same cancer are treated with more desirable tar-
geted therapies. This may resonate with failures in
their life before having cancer.

It is crucial to validate their emotions of anger,
fear, frustration, and worry by saying, “I can’t
imagine what it has been like for you to hear this
news; I can see this is very upsetting. Is it okay if we
talk a bit more about what this means?” In this
scenario, it is important to educate and reorient
the patient who has been stuck on one idea as a
result of their limited information. As part of
SDM, the clinician should provide information
on benefit and risk, such as, “This information
helps us plan the very best treatment for you.”
Clinicians should be careful about comparing
patients and especially about providing unsolic-
ited information.

This is an opportunity to re-establish/realignwith
the patient’s goals. “Given what you know about
your illness, what’s most important to you?” Or,

“As you think about the future, are there situations
or things that you want to make sure you accom-
plish or avoid?” Explain that treatment options
can be re-evaluated and tailored to the patient’s
wishes. This may signal an opportunity to regain
control of the situation. It also sends a positive
message that although one opportunity for treat-
ment did not work out, the team provides realistic
hope and direction, despite a disappointment.

“A New Drug Has Just Come Out”: A Novel
Treatment

Michael was a 47-year-old patient with sinonasal
undifferentiated carcinoma, a rare form of head and
neck cancer. He had aggressive metastatic disease. In
the midst of his transition to hospice, a new drug for
metastatic head and neck cancers, pembrolizumab,was
approved. Although the drug had never been tested
with his specific head and neck cancer, sinonasal un-
differentiated carcinoma, his clinicians believed that he
had to be informed about the new treatment because he
was young and otherwise healthy and, if it worked,
would possibly provide a durable response. The treating
oncologist was presented with an ethical dilemma. He
did not want to complicate or disrupt the decision to
accept hospice care, yet he felt ethically bound to offer a
treatment for which Michael had become eligible.

This case highlights an ethical dilemma associated
with the interface of advancing science and clinical
care. It illustrates how the emergence of rapidly
changing oncology treatments begets new levels
of uncertainty in the cancer experience (eg, no
specific data for a cancer subtype, even though
pembrolizumab had been approved for head and
neck cancers). Clinicians are taught to provide
answers, which can be frustrating when new data
become available and raise new questions and
more uncertainty (eg, does the drug work in this
cancer subtype?). Medical training teaches clini-
cians how to handle uncertainty, but it does not
teach them how to share its presence in a con-
structive way for patients.30

A full discussion was undertaken with the patient
about the absence of data, the ethical reason for
informing him of the new agent, and the inherent
complications of considering another new treat-
ment.Hedecided to staywithhis decision tobegin
hospice care.

It is important to discuss patients’ emotions about
clinical uncertainty and the various treatment
options, framed in the context of their current
clinical situation: “I realize this is all very compli-
cated; let me try to explain these options in the
setting of your illness.” This also functions to
avoid abstract discussion and to evaluate real
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options according to SDM principles. Also, it is
important to frequently determine their level of
understanding (facilitates deliberation): “Can you
tell me, in your words, what you understand?”
Also, it is helpful to review the patient’s clinical
information together as a background to discus-
sing the uncertainty.

In situations of greatest clinical uncertainty, it is
important to assure the patient that you are avail-
able for further discussion of their concerns and
questions. A partnering statement, conveying the
senseof “We’re in this together and Iwill continue
to work with you,” is helpful to demonstrate a
personal commitment to providing the best care
possible despite the clinical uncertainty. Patients
who feel that they are in a partnership with their
clinicians are better able to trust them and tolerate
clinical uncertainty.31

“I Know I Can Beat It”: The Denier

Don was a 68-year-old patient with progressive met-
astatic colon cancer who had received all conventional
lines of cancer treatment. He still believed that the best
treatment would cure his cancer. Don said that he was
the exception, frequently finding ways to explain how
thenegative clinical facts did not apply to him.Hemade
many references to newly available targeted therapies
that he believed could be used to treat his cancer.

Hope is a critical component of coping, especially
in a time of great need. However, it can also be
overly used to avoid present realities. The chal-
lenge with the Denier is to acknowledge hope
while encouraging frank discussions regarding
prognosis. Offering tumor genome sequencing
and potential enrollment in a basket trial, for
example, or off-label drug use provides an ex-
tended amount of hope. These offers are often
made in the face of overwhelming disease biology.
For most advanced cancers, precision oncology
finds driver mutations in only a minority of cases,
and the goal of most early trial design is still safety
and not necessarily efficacy. These are difficult
concepts to explain to patients who will probably
only hear that there is hope.

Typically, educating theDenierwill require revis-
iting the topic several times to try to arrive at a
shared understanding of the actual situation: “You
may be eligible for a trial if your cancer has a
certain mutation; however, taking the drug in this
basket trial may not extend your life.” When the
patient’s condition worsens, the education may
have tobecomemorepointed: “Scans don’t always
reflect what is going on in terms of tumor growth”
and “A change in functional status is an indication
that the cancer is progressing.” In the context of

denial, it is helpful to acknowledge the patient’s
and caregiver’s values. “I hear you saying thatwhat
is most important to you is…” and “I under-
stand that you want to make sure to avoid the
following…” This demonstrates that they have
been heard, ensures that the goal of hope is not
being taken away, andhelps the patient to evaluate
options. It is also important to keep in mind that
the Denier fluctuates in their level of denial and
may partially accept the reality of the situation.
Patients often maintain two levels of awareness
and acknowledgment of the situation. One is
cognitive: “I know how ill I am.” The other is
emotional: “I simply can’t believe I could die.”
Both exist simultaneously inmany patients, which
accounts for these day-to-day attitudinal changes.
An ongoing positive clinician-patient relationship
allows these feelings to emerge, and a more re-
alistic discussion can occur about end-of-life plan-
ning, for example. A focus on maintaining high
quality in the clinician-patient relationship is a key
to facilitating SDM. Often, a patient’s underlying
fear will ameliorate in the context of working
closely together.

“I Have Done My Research”: The Overly or
Misinformed Patient

Barbara was a 49-year-old well-educated professional
with non–small-cell lung cancer metastatic to brain
and bone. Molecular studies revealed that her tumor
DNA harbored a BRCA2 mutation. She was very
excited to start using olaparib, which she had heard
could be used to target BRCA2 mutations. Barbara
had strong opinions about the new treatment choices for
lung cancer and was unwilling to consider therapies
that were more appropriate for her type of disease.

This case illustrates the complexity of precision
oncology and the level of sophisticated genomic
knowledge that is required tohave a fully informed
conversation with a patient. After listening to her
enthusiasm and concerns, the oncologist invited
the patient to have a discussion about interpreting
the genomic data of her tumor. She explained the
difference between inheritedDNAmutations, for
which olaparib could be used in the presence of an
inherited BRCA2mutation in ovarian cancer, and
the more common somatic mutations present in
noninherited cancers such as her BRCA2-mutated
non–small-cell lung cancer. After checking her un-
derstanding of the underlying principle, the oncol-
ogist provided a reasonable alternative treatment.

The ability to gather disease-specific information
from the Internet and other sources has grown
exponentially, and patients are armed with infor-
mation that may help or hinder the treatment
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decision process.18 An abundance of data may be
gathered as ameans to produce a sense of personal
control over the cancer and to enhance self-
efficacy.16 Information gathering is comforting for
some patients by helping them to plan next steps,
but it may also help them to avoid facing reality.
Many cancer-related Web sites have limited in-
formation about survival or treatment efficacy,
which may lead to an overly optimistic or pessi-
mistic view of survival.18 They are particularly
limited in terms of providing adequate back-
ground information about genomic-based thera-
pies. The complex molecular information is often
not described in patient-friendly language and
also runs the risk of being oversimplified. In this
situation, correcting misinformation and misun-
derstanding is essential: “There aremany exciting
cancer treatments, but what’s important is that we
find the right one for you.”

Some patients want all available information and
want to actively participate in their treatment
decision. Others might say, “I will leave it up to
you to choose the best treatment.” It is important
to figure out how much involvement the patient
wants. Also, uncovering each patient’s major
concerns is critical: “What information would
be most helpful for me to know about you?”
Then, it is important to acknowledge the pa-
tient’s concerns: “This must be very upsetting
for you. It sounds like it’s important for you to be
actively engaged in decision making. Let’s work
together to come up with a plan that is best for
you.” This acknowledges the importance of
alliance.32

A request for a specific cancer treatment may be
driven by an attempt to reach a goal, whichmay be
modifiable in certain cases. It is crucial to dem-
onstrate that you clearly understand their request:
“I hear you saying that what’smost important is to
continue treating your cancer to ensure you can
reach your goal.”

Case Continued:

A rebiopsy after progression revealed aHER2 muta-
tion that made her eligible for a basket trial.

Theoncologist invited another discussion of her
tumor DNA mutations and informed her that a
newly found HER2 mutation would qualify her
for a basket trial. The previous genomics dis-
cussion on inherited and somatic mutations
helped her understand that she would be treated
with a group of patients with different cancers,
who would all have the same somatic tumor
DNA mutation, to assess safety and perhaps

efficacy in accordance with the trial objectives.
She understood alternative treatment options and
was offered a decision delay to facilitate deliber-
ation and decision making. She was happy to
receive more information about the basket trial,
and the oncologist made sure that she understood
the scientific rationale behind the study.

DISCUSSION: COMMUNICATION OF
UNCERTAINTY IN PRECISION
MEDICINE ONCOLOGY

Precision medicine and genomic information in-
form patient care in oncology. The psychosocial
effects of these cancer treatments have yet to be
adequately described and explored. So far, the
literature remains limited.7,33,34Patients acknowl-
edge the promise of precision medicine but also
consistently raise concerns about the discovery of
incidental findings, information overload, com-
plications from additional biopsies with delay in
definitive cancer treatment, and the lack of a clear
benefit.35

The risk of ineffective communication is that
patients misunderstand the nature and serious-
ness of their diseases, which may lead to more
aggressive and futile cancer treatments at the
end of life or to increased fear and anxiety, while
increasing stress and burnout inmembers of the
medical team.36 On the other hand, effective
communication enhances shared decision mak-
ing, decreases patient distress, and increases
patient satisfaction and trust in the medical
team.25

Shared decision making is the communication
style that is preferred bymost patients.37 Patients
make choices that are guided by the clinician’s
information and recommendations. Patientsmay
also have preferences on a spectrum of commu-
nication styles that can range from paternalistic
(ie, the patient is a passive recipient of their care)
to the clinicianwho is a nondirective information
provider or educator (ie, the patient is given
choices and decides on management according
to his/her preferences).30 It can be helpful to
simply ask how the patient and family would like
to make decisions, and the clinician can discuss
this spectrum to gain clarification. Another way
to obtain a patient’s communication preferences
is by taking a moment to elicit what the patient
believes is different about him/herself. This is an
effectiveway to uncover hidden concerns: “What
do I need to know about you to give you the best
care possible?”38 Knowledge of these personal
details allows for effective therapeutic commu-
nication and treatment planning.
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The provision of understandable information
protects patient autonomy and enhances this ideal
communication style of SDM. Discussing thera-
peutic uncertainty is often a difficult task for
clinicians and leads to clinician behaviors of not
disclosing all of the information, not talking about
it, or oversimplifying the information.30 Under-
standably, this can leave patients with a distorted
account of their clinical situation. Theymaymake
sense of the situation by prescribing to alternative
explanations or hopes, introducing so-called
extramedical values, or seeking other remedies
(eg, alternative treatments) when presented with
clinical uncertainty.30

The idea of effective disclosure has been pro-
posed as a potential goal in discussing uncertainty
with patients. This idea supposes that patients
can tolerate a certain amount of uncertainty and
that extra vigilance is required by the clinician to
ensure that they are given the tools and infor-
mation they need to engage in decisionmaking.30

Effectively, extra care is taken in those situations
of greater uncertainty to provide information and
to ensure that the patient understands. This pro-
tects autonomy and increases patient trust in the
long run.

Also, addressing underlying emotions, hopes, and
fears is an effective way to ensure good commu-
nication and informed consent. A conversation
analysis found that patientswhoaremore assertive
draw more empathy from their oncologists,
whereas passive patients elicited much less emo-
tional reciprocation from the oncologists.39 Cli-
nicians may use open-ended questions, such as,
“I’d like to switch gears and check in to see how
you are feeling about all of this technical infor-
mation?”ormoreclosed-endedquestions, suchas,
“Manypatientsmay feel overwhelmedby all of the
scientific information we’ve discussed; I’m won-
dering if that is true for you?” In addition, check-
ing understanding and emotional reactions
enhances the clinician-patient relationship and
is key in the setting of uncertainty.

Directly focusing on the therapeutic aspects of the
relationship—by assessing communication pref-
erence, checking understanding, and searching
for underlying emotional issues—develops rap-
port andmaybolster patients’ resilience in the face
of clinical uncertainty. The clinician may say
something such as: “I’m wondering if there is

anything that might be difficult for you to discuss
withme?” “Is thereanything that Imightbeable to
do to make this better for you?” or “I have a sense
that you are someone who likes x, y, and z; please
help me understand if I am correct.” “I’m won-
dering if there are other ways that you would like
me to provide information for you.” Realigning
goals may be accomplished by saying something
such as: “It is my goal to provide you with the best
information for us to make a decision that works
for you; please let me know if that is also your goal
or if you’d like to focus on additional issues.”

This human connection dimension ofmedical care
is needed to withstand the uncertainty. Clinicians
frequently underestimate the therapeutic power of
their relationships with patients.40 A strong ther-
apeutic bond is fundamental, not simply useful.41

Patients have varying abilities to trust, hope, and
have faith in their clinicians. The relationship is
strengthenedbyfocusingonagreed-uponcommon
goals and tasks.32 It is always appropriate to discuss
the nuts and bolts of the therapeutic relationship,
especially when the clinician perceives that it may
not be firmly established or upon entering areas of
clinical uncertainty that are inherent in the pre-
cision medicine era.

SUMMARY

Precision medicine presents a new era of com-
munication in oncology. Many of the challenges
are unique and need to be more thoroughly
explored; however, the requisite communication
approaches are drawn frombasic communication
principles such as SDM. This article has pre-
sented some of the common patient reactions to
precision medicine and basic communication
issues in oncology.

Communication can be used to enhance rapport,
trust, and support. In the context of uncertainty, a
study done in the 1980s asked patients their rea-
sons for accepting a new chemotherapy drug in a
clinical trial. Their answers were simple: “I hoped
itmighthelp”; “Iwas afraid if I didnothing”; and “I
trusted my oncologist.”42 Hope and fear persist,
but it is the last response that holds the key for the
future: Communication that leads the patient to
feel that thephysicianunderstands andcares about
the patient as a person.43
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