Introducing patients to their pathology reports
Julietta Fiscella, MD

January 2014—Meaningful use standards are fostering increasing patient access to medical records,:
including pathology reports. Yet pathology reports can be challenging even for clinicians,2 much less for patients,
to understand.s Nonetheless, it is typically left to the treating non-pathologist clinician to explain the findings to the
patient, even when the clinician lacks detailed knowledge of pathologic features.

Patients are becoming better informed consumers of health care. Aided by ready access to Web-based health
information and pathology images, many patients use the Web to research their disease and view pathology
images.s While Web sites, such as the CAP’s MyBiopsy.org, can be helpful,s there is no substitute for expert,
personalized explanations of pathology for patients.s

One way to address the growing need patients have for expert explanation of the pathology diagnosis is to foster
direct communication between pathologists and patients, particularly when the pathology is challenging.s7s Yet
despite calls dating back more than 30 years for direct communication between surgical pathologists and
patients,o little is known of such communications, and | am not aware of published accounts. Here, | describe my
experience with a pilot project in which a surgical pathologist meets with selected patients at the bedside and
reviews and explains the pathologic findings with the patient and family.

We adopted a multidisciplinary team approach to reviewing pathology reports. The team consists of the
surgical pathologist, the attending hospitalist physician, medical residents, and medical students at a university
medical center.

The attending hospitalist physician offers patients the opportunity to discuss their pathology reports and to view
and discuss their pathology images with the team. He selects those who have a diagnosis that is challenging to
understand and are likely to have an interest in their pathology images. The project began in 2011 and was
designed as a clinical program, not a research project, and is exempt from institutional review.

As the surgical pathologist who meets with these patients, | prepare for the consultations by creating digital
images at varying magnification. | also prepare corresponding, normal histological images to contrast with the
patients’ abnormal findings. My consultation with patients takes place within a hospital conference room or at the
patient’s bedside. The attending hospitalist physician introduces the patient and family to the pathologist, who
explains the procedure that was performed. For example, “A small piece of your skin was taken yesterday. We
placed it in a cassette and processed it in different chemical solutions overnight, which hardened the skin. We then
put it in wax and made small, thin slices and placed it on a glass slide. After that we used different dyes to stain it
so we could see it better under the microscope.” In some cases, | demonstrate the tissue block and slide.

| project normal tissue and then the image of the patient’s abnormal tissue, and | explain the difference between
the two. | then review the diseased tissue with the patient (and family, when invited by the patient) and explain
abnormal findings in lay language.

Most of the patients who are offered this opportunity are interested in viewing and discussing their pathology
reports and images with the pathologist, though some have said they do not want to see their cancer. In some
cases, patients ask for their family members to participate even though they themselves prefer not to participate
directly.

Ten cases were reviewed between December 2011 and April 2012 (see box below). There were seven women and
three men. Four involved malignant neoplasms.


https://www.captodayonline.com/introducing-patients-to-their-pathology-reports-0114/

Cases in pilot of pathologist-patient-clinician communication

Patient age | Diagnosis Symptoms
60 Small cell carcinoma of the lung Right shoulder pain for 12 months
56 Adenocarcinoma of the lung Right shoulder pain for 9 months
20 Henoch-Schonlein purpura Abdominal pain and diarrhea for 12 months
36 Metastatic insulinoma Hypoglycemic episodes for 3 months
80 Non-specific liver lesions Hypoglycemia for 6 months
42 Pyoderma granulosum Non-healing gastric bypass ulcer
54 Neutrophilic dermatosis Cyclic bullous lesion on arm
46 Pyogenic lung infection Shortness of breath for 2 months
43 Eosinophilic vasculitis Chronic pruritic skin lesion
54 Squamous cell carcinoma of the lung Cough for 6 months and 1 week of hemoptysis

All patients said the consultation was helpful. Two of the three patients with lung cancer did not understand they
had a malignant process despite discussions with their primary care physicians at different institutions.

Although all patients were receptive to the pathology consultation, some exhibited anger, frustration, and fear
when they viewed their images. This required empathic responses from the full team. Patients asked about
changes in the pathology over time and what their images meant for their life expectancy. | confine my responses
to explication of the pathology report and the images. The hospitalist responds to clinical questions from the
patient and patient’s family.
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The team, whose meetings with patients are ongoing, consists of,
from right, hospitalist Balal Ahmed, MBBS, Dr. Julietta Fiscella, and
residents and students. Dr. Fiscella provides the team with mini
reviews of staining, cellular structure, and other aspects of surgical
pathology.

In some cases, patients were perplexed about how a systemic disorder could be associated with skin lesions. Their
pathology reports gave descriptive diagnoses with no distinct diagnoses. Patient (or family) questions revolved
around how the diagnosis was made, including processing and staining of pathology specimens, the nature of cells,



types of cancer, cause of cancer and metastasis, certainty of diagnosis (and reasons for uncertainty), and family
risk.

We have the following suggestions based on our experience with this pilot. First, communication between
pathologists and patients is best conducted in conjunction with the primary clinician. Use of multidisciplinary teams
facilitates integration of patient (and family member) questions about pathologic images with clinical implications.
It allows the pathologist to discuss areas where she is expert while deferring clinical questions to the attending
clinician. This approach maximizes transparency while minimizing the potential for miscommunication, including
unintended blame.

Second, it is important for the pathologist to show empathy.z1011 Viewing a pathology image of cancer or other life-
threatening diseases can have a profound impact on patients and their families. This requires skills that typically
are not taught during pathology training and may not come easily to pathologistsi2,13—observing and responding to
visual cues from the patient or pausing to allow the patient time to process the information and its emotional
impact. A slow, deliberate, and compassionate approach goes a long way.

Third, it is important to explain pathology in lay terms.1s Medicine itself is specialized. Not infrequently, there is a
lack of communication among the physicians themselves. Pathologists in particular are accustomed to using many
pathological terms and most times these can be confusing to clinicians.is The clinicians may find it difficult to
explain to the patient what is meant in the pathology report, which adds another level of confusion for the patient..
Using clear and simple language to explain diagnoses can be challenging but is critical.16-18 Words like “a small
piece of your lung” can be substituted for “lung biopsy.” A phrase like “small balloon-like structures” can be
substituted for “alveoli.”

While our pilot project was successful, it was not without challenges. Setting up a multidisciplinary conference at
the patient bedside requires a scheduled time for the patients, families, primary clinician, resident, and
pathologist. Making use of multidisciplinary teams in this way can be logistically difficult and time-intensive.1o

We discovered that practicing clinical physicians have difficulty understanding and synthesizing the information in
a pathology report. | provided the clinical team with mini review sessions on staining techniques, cellular structure,
and other aspects of surgical pathology.

Each patient session lasted about 60 minutes. Additional time was required to prepare slides for the consultation.
There is no system for reimbursing pathologists for performing this service. However, as health care moves from
volume to value payments,2o this model may become economically viable.

In conclusion, our experience suggests that patients respond favorably to direct patient-pathologist-clinician
communication. Given growing patient access to health information, including images, we encourage other
pathologists to try our model.
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