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Learning Objectives
Discuss the emotional and psychosocial benefits of involving 
patients when presenting treatment options in Cancer Care

Identify approaches to incorporate shared treatment decision 
making to maximize patient outcomes and adherence

Establish communication strategies that can be applied in 
clinical practice
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Top Three Treatment Goal Outcomes
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Longer Life Continued 
Good Health

Quality of Life



Watch and Wait (“Worry”)
• Patients in this phase feel a lack of control and are desperate for a clear 

path forward
• It leads to deep anxiety – every time they feel overly tired or 

go in for blood work, they worry it’s their CLL progressing
• Anytime they are off treatment, they get put back into this 

“watch and worry” phase

Patient Advisory Board - June, 2019 6

Each time I go to get bloodwork, there’s the anticipation of 
what those results will be, though they tell me not to worry“ “



Fear of Relapse
Patients experienced fear of relapse during treatment 
with levels rising significantly after treatment

*Living with Cancer: A Report on the Patient Experience
7

47%
While on Chemo

78%
After Treatment

Every time I’m feeling a little more fatigued it dawns on me; 
‘is this the first indication?’“ “

*



Isolation Depression Anxiety
Many patients experience isolation, depression and anxiety, 
but few discuss these feelings with their doctor

2018 Global Patient Survey on Lymphomas & CLL | Canada | June 2018 8



Shared Decision Making
Types of Decision Making
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Informed Medical Decision Making

Information & Recommendations

Information

Optimal Patient Care
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based 

Medicine

Patient-
centered 
Communi

cation

Shared 
Decision 
Making

Shared Decision Making

Clinician Patient



Benefits of Shared Decision Making

• Personalized treatment for them
• Reduces anxiety
• Enhanced adherence to treatment plans
• Improved health outcomes
• Increased patients’ satisfaction with 

healthcare services

Living with Cancer: A Report on the Patient Experience
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Cancer is 
a human 

experience



Positive Patient Experience

Living with Cancer: A Report on the Patient Experience
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Call to Action
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Consider patient’s 
psychological 

well-being

Involve patient
in treatment decision 

making process

Increase 
communication 



Adherence in Cancer 
Survivors

A Practical Approach
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Impact on Self and World View

• Having a chronic illness results in drastic changes in one’s identify 
and sense of worth, including changes to:
• Body Image
• Achievement and abilities
• Social functioning
• Ambitions, goals, and desires

• Future plans may need to change
• Emphasizes one’s vulnerability and life’s uncertainties
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How can we help our patients deal with the challenges of adjusting 
to their diagnosis and illness?



Common Unhelpful Provider Reactions

• AVOID discussing emotional and psychosocial challenges 
because providers felt distressed, unprepared, or time-pressured
• Provider avoidance increases patient’s distress

• Model of expert clinician and uninformed help seeker
• Disempowers patients 

• Talk, tell, give advice, and don’t listen
• Fosters resistance from patients

17Ha, JF, Anat, DS, Longnecker, N. The Ochsner Journal 2010;10:38-43.



Priorities of providers?

• Collecting valid, reliable information 
(symptoms, tests…)
• Making an accurate, timely diagnosis
• Disease and treatment acceptance
• Early treatment initiation 
• Adherence to treatment, medical advice
• Achieving positive outcomes
• Time, resources…
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Priorities of our patients?
• Relief of symptoms
• Ability to work and function; Quality of Life
• Timely access to their provider
• Time to express themselves: they want to know 

that they are listened to and heard
• That we can offer them a treatment; Hope
• That they will not suffer 
• That we will support and guide them through 

decision-making
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Mismatched Priorities Can Lead to Relationship and 
Communication Breakdown
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Adherence Is Less Than Optimal 

• You would think that adherence is top of mind for any patient. 
BUT – even severity of disease state doesn’t translate to good adherence.
• Determinants of non-adherence, including:

Low motivation

Lack of perceived risk

Poor patient provider communication

Concern over side effects

21
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Why talk about ‘communication’?

• Despite the availability of effective therapies, chronic disease 
morbidity (and mortality) is actually increasing
• To be effective, appropriate therapies need to be offered/prescribed

to the patients who could benefit AND patients need to be adherent
to those therapies
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Data on ‘Advice-Giving’…

• Traditionally, HCPs have encouraged patients to adopt a particular 
behaviour (e.g. try a new therapy, lose weight) by giving ‘persuasive’ 
information and advice 
• While this works in some patients, evidence for its overall 

effectiveness is weak at 5-10%1,2

• Further, patients become resistant to advice when it is provided in a 
style that is perceived as being ‘told what to do’2,3

231. Kottke, et al. JAMA 1988; 2. Britt et al. Pat Educ Counsel 2004; 3. Stott et al. Fam Pract 1990. 



The Challenges…

• Adherence to medical advice involves a complex interaction between 
physician communication style and patient motivation to adopt a 
particular behaviour
• Patients are not always motivated or willing to follow medical advice, 

even when there appear to be obvious benefits
• Non-adherence is a major contributor to worse clinical outcomes and 

increased HCP fatigue and frustration
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What is MC and what does it 
do?



Motivational Communication
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A broad set of evidence-based, patient centered techniques 
designed to promote motivation for behavior change

Rouleau et al., Current Cardiovascular Risk Reports, 2015.

Theory-based 
interventions

Motivational 
interviewing

Cognitive 
behavioural  
techniques



Motivational Communication (MC)

• A collaborative communication style designed to strengthen 
a person’s motivation and commitment to change
• Originally developed to change addictive behaviours, but has evolved 

to evoke behaviour change across a broad range of areas:
• Adherence (programs, Rx, self-care)
• Diet and weight loss/physical activity
• Smoking cessation
• Vaccination uptake
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Why are patients so resistant to change?

28
Kottke et al. JAMA, 1988;259(19):2882-2889.
Britt et al. Pat Educ Counsel, 2004; May;53(2):147-55.
Stott et al. Fam Pract, 1990;7:125-131.

People tend to 
resist what 
they don’t 

know/understand/
accept 

“I desperately want to prevent a 
recurrence, but I am terrified of the 
side effects of this new medication”

Patients often 
reflect fears, 

which leads to 
ambivalence or 

resistance  

Motivational 
Communication is 

applied to help 
patients overcome 

fears and/or 
ambivalence 
about change 



Setting the Patient up for Success 

• Role now switches from expert to coach
• The outcomes you are looking for are more related to patient adherence 

than to what you do
• Adherence applies to both:
• Medication adherence
• Healthy behaviours

• You can help the patient change within your scope of practice

29Wagner EH, Eff Clin Pract, 1998;1(1):2-4.

You’ve made a diagnosis, determined a treatment path 
and considered your recommendation/prescription 



Motivational Communication: A Practical 
Approach 

Structuring the consultation
I. Ask
II. Listen and reflect
III. Invite

Address concerns

Assess readiness

Encourage behaviours

30

1

2

3

4



Listen and Reflect

Structuring the Consultation
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What are your expectations about what success 
would look like….what outcome would make 
the effort worth it to you?
“ “Ask



Why is reflective listening so important?
• Normalizes ambivalence
• Lets the patient know they are heard
• Encourages the patient to talk
• Selectively reflect change talk

• Communicates respect
• Cements the working alliance
• Tests the accuracy of clinician’s understanding
• Clarifies exactly what the patient means

32



Example

• Tell your patient 

• Incorporate their suggestions
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Well, we’ve discussed several things today, 
so let’s take a minute to go over some of the problems 

and solutions we’ve come up with.
“ “
For the medication, you mentioned some concern 
with XX and we talked about doing XX about that. 

How do you feel about this course of action?
“ “



Would it surprise you to know that some of the common 
health messages we hear about how to treat cancer might 
be unrealistic or not relevant for CLL?

Structuring the Consultation (cont’d)
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Invite

“ “Could we have a discussion about what the 
evidence suggests?

“ “
Would it interest you to hear that many people have these 
concerns but they might be manageable……..“ “

I have some ideas…would you be interested in hearing 
some of them?“ “



Needs and Concerns Analysis
• Assess the patient’s view of the needs for medication                       
• “To what extent do you think you need this medication”

• Assess their concerns about the potential side-effects                      
• “To what extent do you have concerns about taking this medication?”

35Horne R, et al. Inflamm Bowel Dis 2009;15:837–44

Concerns

High Low

Needs
High Ambivalent Accepting

Low Sceptical Indifferent



Assessing Motivation

• Do you want to take care of yourself?
• Are we asking the right question?

• What you want is only part of the issue
• Why do you want to take care of yourself?

• Look of reasons that are personal and meaningful

• How hard are you willing to work to take care of yourself?
• How willing are you to make choices that might increase the burden temporarily in order 

to improve your health in the long run?
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Getting to the Behaviour
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Readiness Assessment

Not Ready Ready Ambivalent

Understanding the 
behaviour
• Personal meaning
• Seriousness, 

personal responsibility, 
controllability, optimism

Go right to Behaviour
Modification

Expanding on readiness
• Personal/meaningful 

reasons to change
• Willingness to work 

hard - connect 
to principles

• Delay of gratification



Maintaining Motivation

Understand the Behaviour
• “Why do you do what you do?”
• Ask for the patient story, paying attention to seriousness and personal 

responsibility

• “Why do you want to change?”
• All behaviour has advantages and disadvantages
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Maintaining Motivation (cont’d)

• There are advantages to the health behaviour
• There are disadvantages to ignoring the health behaviour
• There are disadvantages to the health behaviour
• There are advantages to ignoring the health behaviour
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Julie Stakiw MD, FRCPC 

Hematologist

Medical Director of Oncology  (Saskatoon)

Saskatoon Cancer Centre

Saskatchewan Cancer Agency
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Department Of Psychology, University Of Calgary
Professor, Departments of Psychology and Oncology
University of Calgary
Past Head, Health Section, Canadian Psychological Association
Chair, Care Delivery, Hypertension Canada



Ben: 73 Year Old Farmer from Saskatoon, 
Sask.

• Diagnosed with IgG ĸ Multiple Myeloma in August 
2018
• Presented with renal failure and hypercalcemia, 

started on dialysis
• ISS III at diagnosis, FISH positive del17p (R-ISS III)
• PMHx: HTN, afib, mild chronic renal insufficiency

• Recommended to start CyBorD
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Ben: 73 Year Old Farmer from Saskatoon, 
Sask.

• Patient achieved CR and relapsed 
18 months after the diagnosis with 
rapid doubling time of M protein
• Off dialysis

• Treatment is well-tolerated however 
residual Grade 2 non-painful neuropathy 
is present
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Ben: 73 Year Old Farmer from Saskatoon, 
Sask.

Issues:

• Patient Perspective:
• Disappointed he has progressive disease 

that requires a change in therapy
• Patient and family have many questions 

about implications of progression
• Patient lives 2 hours away from treatment 

center. It’s harvest and he doesn’t want to 
think about treatment right now.

• Patient has not yet looked at advance care 
directive

43

• Physician Perspective:
§ Need to explain treatment 

options, schedule, side effects 
etc.

§ Need to get patient booked for 
treatment, labs scheduled



Barbara: 67 Year Old Female Patient
• Married with 3 children

• Children live in different province
• Husband had CABG surgery 1 month ago

• Diagnosed with Stage 4 asymptomatic CLL 2 years ago
• Initial new patient consultation the patient came with husband, 

brother and sister-in law, all 3 children and cousin (on the phone) 
who had breast cancer treated with chemotherapy

• 1 week prior to each q 3 monthly clinic visit developed anxiety 
(unable to work)

• Now, has progressive, symptomatic disease
• FISH shows no translocations
• uIGHV mutational status investigation unknown

• Front-line treatment options include FCR, BR, Ibrutinib
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Barbara: 67 Year Old Female Patient

Issues:

• Patient Perspective 
(initial consult)
• Aware that there was “a problem with blood work” but 

was not told it was “cancer”
• Shocked that CLL is incurable
• Patient is primary care giver for husband
• No family support nearby but lots of “involved” family

• Patient Perspective (now)
• Patient is primary care giver for husband
• Already worried about Plan B when front-line 

treatment fails

• Physician Perspective
• Initially, needs to explain watch and wait approach and 

deal with families perspectives and previous cancer 
experiences
• Also needs to calm patient down and not overly 

investigate “symptoms” every 3 months

• Now, needs to explain treatment options
• Chemo-immunotherapy versus targeted agent
• Schedules, side-effects, efficacy etc.
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