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Should radiologists and 
pathologists talk to patients?
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TO THE EDITOR: The practice of radiology
and pathology has changed dramatically in
the past two decades. Increased use of
multidisciplinary assessments and interven-
tional techniques has meant greater expo-
sure of patients to radiologists and
pathologists. When patients undergo inves-
tigations, they are invariably anxious, usu-
ally expect the worst, and want the result as
soon as possible. Therefore, there is
pressure to provide an immediate answer to
the problem at hand. In most instances, it
would be possible to offer a diagnosis.
However, many radiologists and patholo-
gists are reluctant to discuss investigations
with patients in detail.1

During interventional procedures, radiol-
ogists and pathologists see patients only
briefly; they often don’t know all the facts
about them, and are not ultimately respon-
sible for their clinical management.1 As the
patient is only temporarily in the care of the
radiologist or the pathologist, it is not
appropriate to discuss complex issues or
offer opinions and advice. Such advice may
put the patient’s doctor in an awkward
position, forcing the referring practitioner
to follow a course of action which may not
be in the best interests of the patient.

At a patient’s insistence, radiologists and
pathologists can sometimes indicate to
someone who has a clearly benign condition
that the problem under investigation is
unlikely to be serious.2-4 This may be the
case with screening mammography, as, in
most cases, the results are either normal or
indicate a non-malignant condition. How-
ever, in diagnostic radiology and pathology,
such an opinion is usually based on a

preliminary impression, which may change
when all the facts are considered.

The cost of providing on-the-spot written
reports to the patient has to be factored into
the equation. It has been estimated that the
additional cost of immediate reporting of
results of screening mammography is about
US$28.22. When additional equipment
and space were not required, the cost would
increase by US$4.38. Although most
patients in the study preferred immediate
reporting, they were unwilling to pay the
additional fees.5 With respect to pathology,
a formal fine-needle aspiration result can be
delivered within an hour, but, for the
reasons outlined above, this would not be
advisable. Further, the pathologist’s con-
tract is with the referring doctor and the
report is written in scientific language,
which may not be easily understood by the
patient, leading to unnecessary anxiety.

Giving bad news to a patient is not an
easy task even for trained professionals. It is
even harder for radiologists and patholo-
gists who are not generally equipped to
provide counselling and support, and who
may not be indemnified by their insurers to
carry out such tasks. Further, neither
radiology departments nor pathology labo-
ratories are suitable settings for giving bad
news,1 as very few support avenues are
usually available to patients there.

Predicting the impact that bad news will
have on a patient is extremely difficult, and
radiologists and pathologists should, for
compassionate and for medicolegal reasons,
refrain from providing immediate answers
to patients.
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TO THE EDITOR: Jamrozik’s editorial1

about our report of a failed randomised
controlled trial (RCT)2 in an Aboriginal
medical service helps to explain why
researchers might be reluctant to submit
articles describing unsuccessful trials, thus
limiting potential for the scientific commu-
nity to learn from such experiences. The
main point of our article was to describe the
manifest difficulties of implementing an
RCT — the evidence “gold standard” — in
this type of setting. Interestingly, Jamrozik
largely attributes these difficulties to incom-
petence or naivety (or both) on the part of
the researchers and funders, rather than to
complexities inherent in the study design,
the setting and the intervention.

A separately funded pilot study is, in
principle, a good idea, but extremely
difficult to get funding for in today’s
environment. Of course, we did conduct a
pilot — that, in fact, was what we reported
on — but it is unclear how this would have
helped us better estimate absolute preva-
lences and effect sizes for intervention and
control groups, as a substantial number of
participants, followed up for six months,
would have been needed to do this.

Nor is it clear how taking a population
approach and distributing guidelines to all
drinkers rather than offering personalised
advice to hazardous drinkers would have
helped — firstly, because we were specifi-
cally trialling the internationally validated
brief intervention, and secondly, because
the effect size of the alternative approach
would have been so small that we would
have needed very much larger numbers to
test its effectiveness. We had no intention of
“stumbling down something like this path”.

Nor do we agree that the blood tests were
“medicalising a social problem”. They were
intended not only to provide robust
outcome measures (a mark of a good trial),
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