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Effective communication and information provision in radiotherapy — the role of
radiation therapists and radiation oncology nurses

Abstract

Introduction: Health professionals have a duty of care to radiotherapy patients in
providing them with adequate information before treatment. There is a lack of
research that describes the roles of radiation therapists and radiation oncology nurses
in providing information to patients. This study aimed to: (1) Explore how radiation
therapists communicate with breast cancer patients during a radiotherapy planning
appointment; (2) Determine what information is provided during this appointment
(3) Explore radiation therapists’ perspectives on their role in providing patient
information and support. Methods: The following methodologies were used: self-
report questionnaires; simulated radiotherapy planning sessions and Joint
Interpretive Forums. Statistical analysis was used to analyse the questionnaires and
the simulated planning sessions and forums were analysed qualitatively. Results:
110 radiation therapists participated in the survey. We simulated two radiotherapy
planning appointments and held two forums. Four themes emerged: role definitions,
reducing patient anxiety and distress, barriers and strategies for effective
communication and confidence in patient communication. Conclusion: Radiation
therapists and radiation oncology nurses play an important role in communicating
with patients and providing information, particularly if patients exhibit anxiety and
distress. Further research is required to determine whether patients’ information

needs can be met with additional information provided by radiation therapists.



Effective communication and information provision in radiotherapy - the role of

radiation therapists and radiation oncology nurses

Introduction

Receiving a cancer diagnosis is a frightening experience for most patients.
Following their diagnosis, cancer patients require information about recommended
treatment before they can make informed decisions and consent to treatment.
Adjuvant treatment involves surgery; chemotherapy and/or radiotherapy. Patients
often present for radiotherapy with feelings of fear and anxiety because they lack
knowledge of the treatment and/or have been misinformed about treatment (1).
Recent research (2) identified that prior to treatment patients commonly believe that
they will experience severe skin reactions and tiredness and perceive that treatment

will severely damage their internal organs.

Previous studies report that accurate and relevant information provision in
radiotherapy decreases emotional distress and anxiety and enables patients to cope
better with the treatment they are receiving (3). In contrast, inadequate
communication and information provision can lead patients to have less confidence
in medical staff who are treating them and to experience increased fear and a sense

of loss of control (3). As a result, patients who are misinformed and/or receive



inadequate information may decline treatment or alternatively, may be more time

intensive for radiation therapists who are involved in their treatment.

Patients are able to obtain information about radiotherapy when they first meet their
radiation oncologist, during their planning appointment and during treatment.
Previous studies have evaluated patient satisfaction in radiotherapy (4, 5), and tested
interventions that are designed to better meet patients’ information needs (6, 7);
however, recent research has identified that patients continue to have unmet
information needs prior to radiotherapy (8). More effective communication and
information provision is likely to reduce patients’ levels of anxiety, improve patient

compliance and the overall experience of receiving treatment.

When patients approach health professionals for information, health professionals
have an ethical responsibility to either communicate with patients and provide them
with information themselves or alternatively, direct them to another appropriate
resource (9). The main health professionals involved in providing information to
patients who present for radiotherapy are Radiation Oncologists (ROs), Radiation
Oncology Nurses (RONs) and Radiation Therapists (RTs). ROs provide information
to patients about the benefits and risks associated with treatment when they are first
referred for radiotherapy. ROs also consult their patients during treatment to monitor
and manage any associated side effects. RTs play a critical role in patient
communication, because the nature of a radiotherapy treatment course allows them

to see and be available to talk with individual patients on a daily basis (10, 11).



RON:Ss also play an important role in providing patient support, care and education

(12, 13) throughout patients’ treatment.

Several studies have investigated whether the introduction of additional information
interventions such as videos or written information are effective in meeting patients’
information needs prior to radiotherapy. For example, Dunn et al.(14) tested whether
a patient education video had a positive effect on patients’ psychological distress,
knowledge about radiotherapy, and coping with treatment and physical symptoms.
However, the sample size was small (n=26 head and neck cancer patients and n=66
breast cancer patients) and no significant differences were found for any of the
outcome measures. Haggmark et al.(15) conducted a randomised controlled trial
with 210 patients, to determine whether providing patients with standard information
plus verbal information in a group setting versus standard information alone, was
effective in reducing patient anxiety and depression and improved patient
satisfaction. Although patients who received the intervention expressed significantly
greater satisfaction with information provision there were no differences in terms of
patient anxiety and depression, and the intervention was not implemented into
routine practice due to the high cost involved. Jaharus et al.(16) investigated whether
an education program consisting of a video, individualized education provided by a
nurse and a one hour education class was more effective than providing breast
cancer patients with standard information. This study found that the intervention
increased patients’ perceived knowledge; however, the sample size was very small

(n=79) and investigators did not evaluate patient anxiety and depression levels.



Thomas et al.(17) conducted a randomised controlled trial to investigate whether a
patient education video prior to chemotherapy and/or radiation therapy had a
positive effect on reducing patient anxiety (n= 148 radiotherapy patients, n= 72
chemotherapy patients). Results showed that the video significantly reduced patient
anxiety prior to treatment. However, the provision of a video does not compete with
verbal consultations offered by health professionals due to the ability to tailor
information to the individual and allow for the provision of both information and
associated support(17, 18). It may be possible to better address patients’ information
needs and reduce anxiety and depression if we have an understanding of the roles of
different health professionals in providing information and the communication that

occurs between health professionals and patients.

Although previous research acknowledges the role of RTs and RONSs in
communicating with patients, there are no studies that specifically explore
communication between patients and these health professionals or studies that
describe RTs’ perspectives of their role in communicating with patients and
providing information. This study aimed to address these issues by: (1) Exploring
what communication takes place during a treatment planning appointment with
breast cancer patients; (2) Determining what information RTs and RONs provide to
patients during their planning appointment and treatment and (3) Exploring RTS’
perspectives on their role in communicating with patients and providing information

and support.



Conceptual Framework

The conceptual framework used to inform this study was Feldman-Stewart and
colleagues’ (19) Patient-Professional Communication Framework. This framework
proposes that the patient and health professional communicate so that they can
address their individual goals. A patient’s primary goal may be to obtain information
about treatment and its associated side effects, while a health professional may have
other goals such as completing the treatment session. The communication that
occurs and the messages conveyed and received are affected by each individual’s
needs, skills, values, beliefs and emotions. External factors such as other health
professionals or new information about the patient’s prognosis also have an
influence on both parties during communication (19). This framework allowed us to
gain an understanding of how RTs and RONs perceive their role in communicating
with patients and factors that could influence their ability to communicate

effectively.

Methodology
Ethical approval was gained from Curtin University and the tertiary hospital where

the simulated planning appointment and Joint Interpretive Forums (JIFs) took place.

This study comprised the following three methodologies:
1. Survey of RTs using a self-report questionnaire
2. Video-recorded simulated treatment planning appointments with RTs and

RONs



3. JIFs with RTs and RONs
The use of these methodologies facilitated data triangulation, enabled us to obtain

perspectives of both RTs and RONs and improved the rigour of the study.

Survey of RTs

The researchers previously surveyed 41 radiation oncology departments in Australia
and New Zealand to determine when specific information was provided to patients
who were receiving radiotherapy and which health professionals provided this
information (20). This study showed that the timing of information provision was
inconsistent between radiotherapy departments and highlighted the need to gain
further understanding of the role of RTs in providing information and support to
patients. Therefore, a second survey was conducted to (1) gain an understanding of
what information RTs provide to patients; (2) explore RTs’ perspectives on their role
in communicating with patients and providing information and support; and (3)
determine how confident RTs are in communicating about different topics relating to

radiotherapy.

The survey consisted of a self-report questionnaire which was developed in a word
based document using fixed check boxes. This enabled participants to complete the
questionnaire on their computer and email their responses to the researchers. Both
qualitative and quantitative questions were included within the questionnaire. Prior
to administering the questionnaire, five RTs evaluated its content validity, clarity of

content and internal consistency. Minor changes were made to the questions in the



survey before it was subsequently distributed to all radiation oncology departments

in Australia.

Chief RTs in public and private departments located in Australia (n=45) were
contacted via email and asked to distribute the questionnaire to four RTs working in
their department to achieve a sample size of 100 RTs. Participants were asked to
either post their questionnaires back to the researcher or to email their responses.
Once received, responses were de-identified by the researcher to maintain radiation

therapists’ confidentiality.

In 2006, it was estimated that there were approximately 1246 RTs working in
Australia (21). Based on this figure, sample size calculations using Raosoft indicated
that a sample size of 90 would achieve a 95% confidence level in participant
responses and provide a margin of error of 10% (22). The radiation oncology
department involved in the other methodologies used in this study (i.e. simulated
planning appointments and Joint Interpretive Forums) was not asked to complete the

questionnaires.

Data was entered into SPSS Version 15. Quantitative data was analysed using
appropriate descriptive statistics. Means and standard deviations were calculated,
and one way analysis of variances (ANOVAs) with Bonferroni adjustment and
Levene’s test of homogeneity of variance were then used to analyse for differences

between key variables. Independent sample t-tests (two-tailed) were also calculated



to make comparisons between radiation therapist’s confidence levels in themselves
and in their colleagues. P values were considered to be statistically significant if they

were less than 0.05.

Qualitative data collected from the surveys was analysed using constant comparison

(as described under section on JIFs) and by comparing responses obtained using the

other research methods described below.

Video —recorded simulated radiotherapy planning appointments

The practice of recording health professionals’ interactions with patients is not new.
Previous studies have video-recorded medical practitioners’ and nurses’ interactions
with patients to gain an understanding of the communication that occurs and assess
whether these practitioners are communicating effectively with patients (23, 24).
However, to our knowledge, this is the first study to video-record simulated planning

appointments involving RTs and RONS.

Two RTs, one RON and two actor/patients were invited to participate in two video-
recorded simulated planning appointments. The RTs and nurse who participated in
the simulated planning appointment were purposively selected to participate because
they were rostered in the treatment planning area in the previous year. Prior to the
video-recording, all participants were informed about the study and asked to provide
written informed consent. RTs were asked to simulate the planning procedures for

two actor/patients. These actor/patients were required to portray cases developed by
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the researchers (GH and SM) for the purposes of this study. These cases are
presented in Figure 1. RTs were instructed to explain the procedure and simulate
what would normally happen during the planning appointment. For ethical reasons,
the actor/patients were not required to disrobe for the procedure and planning CT
scans of the actor/patients were not carried out. The simulated planning
appointments were video-recorded. Following the planning appointment the RON
was asked to meet with the patient and conduct this meeting as per normal

procedure.

The research team video recorded a simulated planning appointment rather than an
actual patient’s planning appointment so that it was possible to control key variables
such as the setting and the cases presented (patients). Actors were asked to play the
role of the patient because there were privacy concerns with the use of actual
patients. In particular, video recording of actual patients with much of their clothing
removed for treatment planning was deemed to seriously impinge on patient privacy.
The actors were not required to undress or undergo any associated measures (e.g.
tattooing) during this study. Actors or standardized patients have assisted in medical
education and research for many years(25). The use of actors is advantageous
because they are able to provide feedback about the actual performance of the health
professional (25). The disadvantage of simulating the appointment is the unknown
degree to which participants’ behaviour is altered due to the notion of being
observed. Nevertheless, this methodology has been found to be a reliable and valid

technique for observing interactions between health professionals and patients (26,

11



27). For the purposes of this research the use of simulated appointments provided an
ideal opportunity to observe interactions that are likely to occur during a treatment
planning appointment. It enabled researchers to develop an understanding of the
roles that RTs and RONSs play when communicating with patients and providing

information at this time point.

The complete video footage was reviewed several times by two researchers (GH,
HA) before performing a detailed analysis of individual segments of the recordings.
Qualitative analysis was used to determine the main steps involved in the planning
process and to explore how RTs and RONs communicated with patients. The

analysis was summarised and the two researchers involved discussed their findings.

Joint Interpretive Forums

After detailed analysis of the video recordings, segments of the recordings were
selected for viewing and discussion at the Joint Interpretive Forums (JIFs). JIFs
bring together a number of people to jointly reflect and discuss a particular topic
(28). During JIFs individuals are given the opportunity to discuss their own and
others’ perspectives before forming an integrated understanding of the topic being

discussed (28).

Two JIFs were held, one consisting of five RTs and the other of five RONs. RTs

who participated in the JIF were purposively selected if they were rostered in

treatment planning in the previous year. All RONs working in the department were

12



invited to participate in the Joint Interpretive Forum held with the nurses. During
each JIF, two members of the research team facilitated the discussions (GH and HA)
and one patient/actor attended to provide their perspective of the interactions during
the simulated planning appointments. Written informed consent was obtained from
all participants. After viewing selected video segments, participants were asked to
discuss the procedure seen, the specific information that had been provided to
patients and ways of improving the procedure for the benefit of both the patient and
the health professionals. This method of playing segments of a video-recording back
to participants is known as ‘stimulated recall’ because short segments of footage
stimulate participants to recall their perspective and thoughts about a particular
procedure (29). The primary researcher and facilitator (GH) attempted to keep the
discussion open and asked that all participants contribute to the discussion. Both
JIFs were audio-recorded and notes were taken by a second member of the research

team (HA).

Audio recordings of the JIFs were transcribed verbatim. Grounded theory and the
constant comparative method were used to analyse the data. Transcripts were
entered into the software program QSR Nvivo, Version 7 (2006). Open, axial and
selective coding were then used to analyse this data. Open coding involved repeated
reading of the transcripts and a line-by-line analysis of this data. Axial coding was
used to link data and determine the mechanisms that existed. Selective coding was

then used to link data together and derive the primary themes.
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Results

Demographics of questionnaire participants

110/180 RTs (61% response rate) completed the questionnaire. Seventy-Four
percent (n = 81) of participants worked in public hospitals rather than private
hospitals and 67% (n = 74) participants worked in metropolitan locations rather than
rural locations. The survey participants had the following roles: Chief RT (n=1),
Manager RT (n = 5), Senior RT (n = 38), Specialist RT (n = 10) and Qualified RT (n
= 55). Participants had varying levels of experience: More than 10 years Full Time
Equivalent (FTE) experience (n = 39), 6-10 years FTE (n = 36), 1-5 years experience

(n =31) and less than one year FTE (n = 4).

Prevalence of patient anxiety and distress

Survey participants were asked to identify how many patients they perceive are
anxious and distressed during planning and treatment. With just one exception, all
respondents indicated that at least 1 in 10 patients exhibit some form of anxiety prior
to treatment planning. Fifty percent of surveyed RTs felt that at least 50% of patients
are anxious during their planning appointment. All respondents also reported that at
least 1 in 10 patients exhibit anxiety on the first day of treatment and remain anxious

during their treatment.

While 68% of RTs felt that patients who are distressed are not reticent to complete

treatment, 28% of RTs believed that they are. Eight percent of RTs were unsure

14



whether distressed patients are reticent to complete treatment. Ninety-five percent of
RTs responded that patients who are distressed are more time intensive when it
comes to completing the planning procedure correctly than patients who are not

distressed.

Main Themes

The main themes that emerged from all three data collection methodologies were:
Role definition, reducing patient anxiety and distress and barriers and strategies to
facilitating effective communication. The final theme presented in this results
section is: RTs’ confidence in communication. This theme was derived from the

survey data only.

Role definition

RTSs reported that they play a front-line role in providing information to patients
during both the planning appointment and throughout the patient’s treatment. RONs
were also reported to play a critical role in ensuring that patients have the
information and support they require. The detailed roles of RTs and RONs are

explored in Table 1.

Reducing patient anxiety and distress

Overall, all three methodologies confirmed that patient anxiety and distress are
major factors that impact on the effectiveness of RT and RON communication and

information provision to patients. Participants in the surveys and JIFs identified a

15



number of strategies (please see theme described below) that could be used to reduce
patient anxiety. Observation of the video data also identified strategies used by RTs
and RON:s to assist the actor/patients to deal with anxiety that they were feeling

during the planning appointment.

Barriers and strateqies to facilitate effective communication

Participants in all three methodologies used in this study described barriers that
make effective communication difficult under these circumstances. These barriers
include: lack of training in assessing level of patient anxiety and managing anxious
patients; time constraints; the need to focus on technical tasks; and a lack of

awareness of patient’s specific needs at the planning appointment.

Observation of the video data demonstrated that time was a barrier for radiation
therapists involved in the CT planning appointment. Cathy Smythe, one of the
actor/patients, (see Figure 1) identified that she was particularly anxious about
receiving treatment because her character’s mother had died from breast cancer. The
RTs tried to support this patient; however, this was difficult because they also
needed to position the patient and complete the required tasks within the allocated

time .

Both survey and JIF participants identified a number of strategies that could be used

to facilitate effective communication. These strategies included: more time; employ

additional staff; have a dedicated RT patient educator/patient liaison; match staff to

16



patients; assignment of one nurse to patients; individual/group information sessions;
use of a checklist; increase availability of information resources (e.g. more written
information, DVDs, web resources); streamline inter-disciplinary communication;
private areas for discussions with patients; invite family members to appointments;
provide RTs with training and education courses on patient communication and
psychosocial issues; and meet with patients prior to procedures in a consultation

format.

While some of these strategies could be easily implemented, other strategies
described would require management support from individual departments and
require substantial changes to be made in workplace operations and staffing. For
example, participants in the JIFs identified that RTs may be able to perform the
planning appointment more efficiently and effectively if they had the opportunity to
meet the patient prior to the procedure. This meeting could assist them in learning
about patients’ individual needs, discuss issues that they are experiencing and assist
them to feel less anxious about the procedure they are about to undergo. It was
suggested that this meeting could take place in a consultation between the RT and

the patient prior to the treatment planning appointment.

RTs’ confidence in communication

RTs’ confidence in communicating and providing information to patients was
assessed in the questionnaires using a 9-point Liekert Scale. Participants were asked

to rate how confident they were about discussing specific issues related to

17



radiotherapy and how confident they were about their colleagues’ ability to
communicate about the same issues. The two issues that RTs felt least confident
about discussing were ‘indications or reasons for prescribing radiotherapy’ and
‘psychosocial issues’. Figure 2(a) shows RTs’ own confidence in communication for
each issue (1= Not Confident and 9= Very Confident) and Figure 2(b) demonstrates

RTs’ confidence in their colleagues’ communication skills.

Eight independent samples T-tests (two-tailed) were used to compare confidence
with self and confidence with others for each of the variables. A Bonferroni
correction was made to maintain a family-wise Type 1 error rate of 0.05.
Statistically significant differences were found for explaining what RT will involve,
management of side effects, where to get more information, how therapy works, and
explaining how the linear accelerator works (Table 3). For the remaining variables
(when to seek medical attention, psychological issues and indications for prescribing
RT) the means were not significantly different when comparing confidence in self

with confidence in others.

Levene’s test of homogeneity and one way analysis of variance (ANOVA) tests
were used to determine whether there was any statistical difference in RTs
confidence in themselves or others depending on their current role. The groups for
the independent variable current role were, Chief RT (n=1), Manager RT (n =5),
Senior RT (n = 38), Specialist RT (n = 10) and Qualified RT (n = 55). For the

independent variable current role the Levene’s test of homogeneity of variance was
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statistically significant for the dependent variable “explaining how the linear
accelerator works” after Bonferroni correction (F3 104 = 12.80, p < 0.0001). The
remaining tests of homogeneity of variance were not statistically significant at p <
0.05. Similarly, ANOVA revealed a statistically significant difference for only one
of the dependent variables (how the linear accelerator works) after Bonferroni
adjustment (F3 104= 5.38, p = 0.0018). Because Levene’s test was statistically
significant for this dependent variable, Welch's variance-weighted ANOVA was
used and also revealed a statistically significant difference between group means
(F31425 =5.26, p =0.019). The results of a post-hoc Games-Howell test for the
variable “how the linear accelerator works” revealed a statistically significant
difference between means for Qualified RT (Mean = 6.40, SD = 3.97) and Senior
RT (Mean = 8.45, SD = 0.86), Glass's delta = -2.379 (95% CI: -3.457, -1.301). This
suggests that Senior RTs are more confident in describing how a linear accelerator
works than qualified RTs. It was interesting to note for all other items there were no

significant differences in confidence levels between staff working in different roles.

Levene’s test of homogeneity of variance and one way ANOVAS were also used to
determine whether years of experience statistically affected RTs confidence.

However, all comparisons were statistically non-significant.

Discussion

This study provides a unique analysis of the roles of RTs and RONSs in

communicating with and providing information to cancer patients. It is apparent that
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RTs are involved in treating many patients who are anxious or distressed. Depending
on the experiences that patients have, they may decide to decline treatment or take
more time to treat because they have not received the information that they require.
Our study aimed to explore what communication and information exchange takes
place between health professionals and breast cancer patients during a radiotherapy

planning appointment and the roles health professionals’ play as communicators.

RTs and RONs were both reported to play an important role in communicating with
patients and providing information. This finding is consistent with research that has
explored patients’ perspectives of the role of these health professionals (10-13).
However, this study is the first to observe RTs and RONs interactions and
communication in a simulated setting with standardized patients during the treatment
planning appointment and obtain RTs perspectives of their roles in these areas.
Table 1 provides a summary of the tasks that RTs and RONs were observed
completing during the simulated planning appointments and the information that is
provided to patients at this time point. Communication between radiation therapists
and the standardized patients was difficult during the planning appointment, because
RTs needed to complete technical tasks and collect the information needed to plan

the standardized patient’s treatment.

This study demonstrates that RTs perceive that they play a front-line role in
providing information to patients. This information may include a range of different

topics from information about the current procedure being undertaken to information

20



about the side effects patients may experience during treatment. Our findings also
provide an understanding of the possible roles that RONs may play in providing
information to patients. However, these roles may vary between departments and in

other countries. Additional research is therefore warranted in this area.

Analysis of the survey data found that RTs had varying levels of confidence
depending on which issues they may need to discuss with patients. The topics that
RTs were least confident in discussing were: ‘The indications or reasons for
prescribing radiotherapy’ and ‘psychosocial issues’. RTs’ responses to this survey
may assist in determining where radiation therapist education requires more focused
attention. Interestingly, although the topics remained in the same order for each
item, participants were statistically significantly less confident in their colleagues’
ability to communicate about the following topics: explaining what RT will involve,
management of side effects, where to get more information, how therapy works, and
explaining how the linear accelerator works. RTs most probably have their own
ideas as to why their confidence in each other may be lacking, but it was not
possible to explain the underlying reasons for this lack of confidence in this
research. Team building exercises may be of benefit in individual departments to

improve RTs’ levels of confidence in each other.

As Feldman-Stewart and colleagues (19) suggest in their patient-professional
communication framework patients and health professionals come to radiotherapy

appointments with different goals that need to be met. Because patients often know

21



little about radiotherapy and do not retain all of the information that their radiation
oncologist has provided, they come to their planning appointment with a need for
information about the procedure and the treatment that they require. During the
planning appointment RTs, as staff who are responsible for carrying out the
procedure, are asked to provide more information, while also trying to reach their
goals of completing the task of taking images and planning the patient’s treatment.
Therefore, the goals of the patient and RTs are different and the patient’s needs for
information may go unmet until after the procedure has been completed unless both
parties are focused on the goal of ensuring that the patient has the information they

require before proceeding with the planning appointment.

Joint Interpretive Forum participants agreed that it would be beneficial if RTs had
the opportunity to meet with patients immediately prior to their planning
appointment using a consultation, much like medical practitioners discuss key
concerns or issues with their patients when they first present at a clinic. This
consultation would enable RTs to:
e Establish rapport with patients prior to treatment which will allow open and
reciprocal communication.
e This will allow RTs to engage, empathise, educate and enlist the patient in
the treatment regime (30).
e Particularly in RT, this will enable the therapist to identify any psychosocial

issues or physical limitations exist that may affect procedures (eg. Sore
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back), and determine if patient needs to see RON, RO or other allied health
professional prior to procedure

e Improve documentation of care.

It was perceived by participants in the JIFs that the addition of this appointment
would reduce the duration of the planning appointment, and enable the patient to feel
less vulnerable while undergoing this procedure. Breast cancer patients may feel
reluctant to communicate with health professionals, because throughout the planning
procedure they are required to lie on the treatment couch with the top part of their
body exposed. Communication may be difficult for some patients in this vulnerable
position, particularly if the health professionals performing the procedure are
focused on the tasks that need to be completed. A separate consultation before the
actual planning procedure could avoid this situation; however, radiation therapists
participating in our study identified that a separate consult may be unfeasible for the
following reasons: time; demand to prepare patient’s position if the RO is waiting to
verify treatment set up; other scheduled patients and a lack of space within the

hospital for the RT to meet privately with the patient.

Some radiation oncology departments around the world may already have RTs
meeting with their patients prior to the planning appointment to facilitate
information provision; however, this is currently not routine practice in Australia
and there are no guidelines about the role of RTs during the planning appointment.

Furthermore, this practice may vary between departments and as far as we know

23



communication skills training programs do not focus on assisting RTs to develop
consultation skills. There are a number of studies that have shown the effectiveness
of providing health professionals with communication skills training (31, 32);
however, no published studies have specifically assessed the benefit of providing
RTs with communication skills and consultation training. Although, research has
reported that RTs can also play a role in consulting patients for weekly review
appointments (33). Further research needs to focus on testing the effectiveness of
providing RTs with training on consulting patients and evaluating whether a
‘consult’ prior to treatment planning is effective in reducing patient anxiety and

improving patients’ perceived knowledge of radiotherapy.

A 61% response rate was achieved for the questionnaire. This response rate is high
for a study involving health professionals self completing and returning
questionnaires (34). It is necessary to acknowledge that this survey may be biased by
asking the Chief RTs to invite RTs to participate in completing this survey. The
tendency may have been to ask more experienced RTs to complete the survey.
However, this method was necessary because we were unable to identify individual
RTs using alternative methods and funding did not allow us to travel to individual
RT sites throughout Australia. The researchers also acknowledge that the video-
recorded appointments and JIFs were only conducted with a small number of staff
within one department and only involved two patient cases. Therefore, the ability to
generalize these results may be limited. The use of the video-recordings and JIFs

was chosen because it enabled data triangulation and provided a controlled setting
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that enabled the researchers to explore the roles of staff in detail. The authors
acknowledge that information provision and communication between staff and
patients may vary between departments. However, the authors found that the survey
results from around Australia were consistent with the data obtained using the other
two methodologies described. Finally, this study did not facilitate a comprehensive
analysis of the role of RONSs, because they did not provide input into survey

responses. Further research is warranted in this area.

Conclusion

RTs and RONs play an important role in communicating with patients and providing
information, particularly when patients experience anxiety and emotional distress.
The three methods used in this study facilitated data triangulation and enabled us to
observe communication between RTs, RONs and patients. The main barrier for RTs
to provide patients with the information and support that they require during their
planning appointment is time allocated to carry out the procedure. Therefore, it may
be of advantage for RTs to ‘consult’ with the patient prior to their radiotherapy
planning appointment. Further research is required to determine whether patients’
information needs are better met and patient anxiety is reduced if RTs meet with

them using a consultation prior to their treatment planning appointment.
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Tables and Figures

Tables and Figures

Figure 1 — Summary of Scenarios used for simulated planning
appointments

Scenario 1 — Sue Rees

Patient is a 53 year old female with four children. Patient was diagnosed with
early breast cancer. She recently received a wide local excision on her left
breast. Patient has no family history of breast cancer.

Patient does not know what to expect today and is worried about experiencing
severe skin reactions. Patient is in a rush to get back to work.

Scenario 2 — Cathy Smythe

Patient is a 60 year old female, recently divorced with 2 children and 1
grandchild. Patient recently received a wide local excision to right breast.
Patient’s mother died from breast cancer in 1995.

Patient is worried about lying flat because she has a sore back. Patient is
anxious about her diagnosis and the process of receiving treatment.




Table 1: Summary of the communication and information provision roles that RTs and RONs play

Role definitions

Results obtained from different research methodologies

Qualitative data obtained from questionnaires

completed by RTs

Observation of Video-recorded planning

appointment

Analysis of Joint Interpretive Forums

RTs roles Throughout the patients’ radiotherapy RTs: During the simulated planning appointment e RTs endorsed they were keen to have an
e Assist/advise patients who are distressed RTs performed the following tasks: active role in information provision
and struggling to cope with treatment e Patient identification o RTs felt they have a front-line role in day-
o Provide information/educate patients e Patient preparation to-day communication with patients.
¢ Provide emotional support e Explained procedure
e Monitor side-effects e Acquired images and measurements
e Answer questions e Tattooed patient
e Assist/advise patients who fail to present e Finalised procedure
for treatment e Provided support and answered questions.
o Refer patient to other health professionals.
RONSs roles Throughout the patients’ radiotherapy RONS: Following the patient’s planning appointment RONSs in the JIF session reported that they

o Monitor side-effects
e Monitor patient weight

e Assist/advise patients who are distressed

the RON was observed performing the
following tasks

e Communicated with patient about RT and

e Provide information about first day of
treatment and appointments

e Provide information regarding side-effects




and struggling to cope with treatment

Refer patient to other health professionals.

their needs

Assessed patient’s medical and emotional
needs using checklist

Provided written information

Discussed what to expect, what treatment
would involve, side effects and
management of side effects

Discussed logistics of treatment

Assessed transport and employment issues
Explained weekly doctor reviews

Provided support and built rapport.

and how to manage them
Provide support to patients
Assess patient’s needs/requirements

Refer patient to other health professionals.




Table 2: Techniques used by RTs and RONSs for reducing patient anxiety and distress

Data from RT
guestionnaires

Video-recorded
planning appointment

Joint Interpretive
Forums

Determine how patient
is feeling and coping

Dedicate more time to
patient

Acknowledge and
validate patient
concerns/ provide
reassurance to patient

Refer patient to other
professionals (e.qg.
psychologist or social
work)

Provide written and/or
other sources of
information (e.g. DVD,
group information
sessions)




Table 3: Means and standard deviations, effect size difference and confidence intervals for each variable that had statistically

significant differences when comparing confidence in self and confidence in others.

Variables N Confidence in self | Confidence in Independent samples t-test Effect 95% Confidence
others size Interval
difference
Mean | Standard | Mean | Standard Lower | Upper
Deviation Deviation ¢ df Sig. (2-tailed)

What RT will 110 8.71 0.6 7.95 1.3 0.58 -0.2 1.36
; a
involve 553 | 152.73 p < 0.0001
Management 110 7.54 1.27 6.86 1.83 0.43 0.16 0.69
of side effects 3.16 | 218.00 p=0.0018
Where to get 110 8.14 1.34 7.61 1.53 0.38 0.12 0.65
more
information 2.85 | 218.00 p =0.0048
How therapy 110 7.84 1.38 6.91 1.75 0.59 0.32 0.86
works 436 | 218.00 p < 0.0001

Note: ® indicates that the t statistic did not assume equal variances and in this instance Glass’s delta was used under the assumption of
unequal variances. All t statistics assumed equal variances and where this was the case, Hedges g was used an as estimate of effect size.



Figure 2(a)

RTs confidence in explaining different aspects of RT
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Figure 2 (b)

Confidence in colleagues ability to discuss issues relating to RT
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Data shown represents medians, inter-quartile ranges (boxes), and absolute data range for
each item (error bars).



