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Abstract 

 

BACKGROUND. Cancer clinicians are exhorted to build clinical relationships with their patients over 

time using patient-centred communication skills. An alternative view is that patients' sense of 

relationship is a response to clinicians' expertise and authority and therefore is normally present 

from the start. 

OBJECTIVE. We measured the intensity of breast cancer patients’ sense of relationship with their 

surgeon after their first brief, diagnostically focused meeting in order to compare it with published 

reports from patients in other types and stages of clinical relationship.  

PARTICIPANTS. Women (N=133) over 18 years old and due to undergo surgery for primary breast 

cancer were recruited consecutively from pre-operative clinics.  

 

DESIGN. Patients reported the intensity of their relationship with the surgeon on a standardised 

questionnaire (Working Alliance Inventory). We compared their ratings with published reports over 

the last 15 years, in which patients in other types of clinical relationship completed the same 

questionnaire. 

 

RESULTS.   Patients’ alliance with their surgeons was very high (mean 6.13, 95% CI: 5.99, 6.27, on a 

1-7 scale), and at 90th percentile when compared with scores from other settings, including those 

characterized by many hours of talk addressing patients' emotional needs.   

 

CONCLUSIONS. Patients with breast cancer feel an intense sense of relationship with the surgeon 

from the first meeting, consistent with the view that their sense of relationship arises primarily from 

their recognition of the surgeon's expertise and authority.  The challenge for surgeons is therefore 

not usually to ‘build a relationship’ but to support the sense of relationship that patients have from 

the start. 
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INTRODUCTION 

 

The clinical relationship is widely regarded as central to the quality of cancer care. There are, 

however, different views about how relationships arise. An influential view is that the relationship 

depends critically on clinicians recognising and addressing patients’ emotional needs [1, 2]. On this 

analysis, relationships are 'built' gradually over time by clinicians' use of patient-centred 

communication skills [3, 4]. 

 An alternative view, derived from ‘attachment theory’, is that patients’ sense of relationship 

arises from their dependency needs and their appreciation of the clinician’s expertise [5, 6]. 

Attachment theory, first developed to explain children’s relationship with their care-givers, has been 

applied to adults and specifically to clinical relationships when people are threatened by serious 

illness such as cancer [5, 7-10] . From this perspective, in the absence of childhood or later 

experiences that can disrupt attachment processes, when people feel threatened their 

overwhelming priority is to create a sense of relationship with someone whom they regard as having 

the authority and expertise to look after them. Diagnosis of breast cancer leaves patients feeling 

helpless and vulnerable, and nearly half of women with early breast cancer experience depression, 

anxiety or both within the first year after diagnosis [11]. The consultant surgeon is normally the 

clinician whom they see as having the expertise and authority to help and in whom they invest their 

hopes for the future[12]. Attachment theory therefore predicts that patients would normally feel an 

intense relationship with the surgeon from the start, based on interactions in consultations that 

have focused on clinical assessment and treatment and not explicitly on emotional needs. 

 We therefore measured the strength of relationship that breast cancer patients reported with 

their surgeon after their very first, diagnostic meeting. We calibrated its intensity by comparison 

with values in published reports of patients’ relationships with other practitioners, including in 

psychological treatment where there is extensive patient-centred emotional discussion over many 

meetings. If breast cancer patients’ sense of relationship is gradually built by surgeons’ 

communication skills, we should expect the intensity of relationship after one diagnostic 

consultation to be low by comparison with published reports. By contrast, if patients’ sense of 

relationship arises, in part, from their dependency on the surgeon’s expertise, we expect the 

relationship to be at least as intense as in those reports. 
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METHOD 

 

Participants 

 

 Women aged over 18 years old with primary breast cancer and due to undergo mastectomy or 

wide local excision were recruited from a specialist breast unit in a large city. Patients with cancer 

recurrence or metastases were excluded to ensure findings were not influenced by patients’ previous 

interactions with breast cancer surgeons. Patients were under the care of one of six surgeons (three 

female) whom they had met once for assessment and diagnosis.  

 

Procedure 

 

 After ethical approval (05/Q1505/144), patients were told about the study by a breast nurse 

at a routine home visit. On arrival for the pre-operative clinic, normally within two weeks after 

diagnosis, a nurse asked suitable patients for agreement to see the researcher who sought written 

consent. Consenting patients completed self-report questionnaires in a private room before their 

clinic appointment.  

 Before recruitment, patients had met their surgeon in either a symptomatic diagnostic clinic 

or a breast screening results clinic, depending on their presentation.  In the symptomatic clinic, they 

were examined by the surgeon, then underwent diagnostic tests and saw the surgeon again to 

receive the cancer diagnosis in the presence of a breast nurse.  In the screening results clinic, 

patients met the surgeon once to receive their diagnosis in the presence of a breast nurse.  Patients 

had therefore seen their surgeon for 10 to 40 minutes focusing on clinical assessment, diagnosis and 

treatment planning.  

 

Measurement intensity of clinical relationship 

 Patients completed the Working Alliance Inventory (WAI)[13, 14] to indicate their sense of 

relationship with the surgeon. The full scale contains 36 items, so to expedite patients’ participation 

in the busy conditions of the clinic we used a previously reported short form containing 12 items. 

Each item is a statement about the clinical relationship (e.g. ‘I am confident in the surgeon’s ability 

to help me’) and is scored 1 (never) – 7 (always). The short form produces scores which are 

interchangeable with those from the full scale containing 36 items[15]. The WAI yields scores for 
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subscales measuring three components of relationship: emotional bond; shared sense of goals; and 

shared commitment to tasks. These are summed to a total score. To ensure face-validity for a 

surgical context some items were reworded to refer to a clinical rather than psychotherapeutic 

consultation. We confirmed that internal consistency reliability (Cronbach's alpha) for the total score 

in the present sample was high (.85). Scores are presented as the item mean (i.e. range 1-7). 

 To identify reports of clinical relationships to which we could compare the present findings, 

we searched research literature (using Medline and Science and Social Science Citation Indices) for 

English-language reports including ‘Working Alliance’ in title, abstract or key words from January 

1998-September 2014. Abstracts were screened to identify potentially suitable papers. We retained 

only those that reported scores for relationships with adult patients in a healthcare setting. We 

excluded reports of patients with psychosis, substance abuse or eating disorders, and noted the 

nature and duration of the relationship and whether the relationship was with a physical or mental 

health practitioner.  

 

Data analysis 

 

 We calculated the mean and 95% confidence interval for patients’ scores of their relationship 

in the present study. Scores from published studies were grouped according to whether they 

indicated relationships with a psychological practitioner (psychotherapist, psychologist, psychiatrist 

or counsellor) or a physical practitioner (doctor, physiotherapist, case manager ) and relationships 

that were relatively brief (<4 meetings) or longer established (>4 meetings). Where studies reported 

multiple values for alliance, describing different samples or different stages in the clinical 

relationship, each reported value was included. We graphically compared total alliance scores and 

confidence interval for the present sample with those from previous reports.   
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RESULTS 

 

Sample characteristics 

 

 Of 158 patients who were asked for consent, 143 agreed and 133 provided sufficient data for 

analysis. Mean age was 58.9 years (SD 10.9). All but one described their ethnicity as white British; 84 

(63%) were married or living with a partner; 53 (40%) were in work, 55 (41%) retired or 11 (8%) not 

working for health reasons; 63 (47%) reported no educational qualifications. Cancer was screen-

detected in 70 (52%); 80 (60%) were scheduled for wide local excision, the remainder for 

mastectomy. The Nottingham Prognostic Index[16] indicated probability of 15-year survival at 80% 

for 50 (37%) patients, 42% for 60 (45%) and 13% for 24 (18%).  

 

Intensity of relationship 

 

 Patients’ ratings were very high in absolute terms: mean total score was 6.13 (95% CI: 5.99, 

6.27), corresponding to a level on the 1-7 scale better than ‘very often’ on positively worded items 

such as ‘I believe that my surgeon appreciates me’ and better than ‘rarely’ on negatively worded 

items such as ‘My surgeon and I have different views on what my problems are’. 

 From 45 published studies in which the WAI was used to measure intensity of clinical 

relationships, we identified 72 measurements of alliance (Figure 1). Most described relationships 

with psychological practitioners (counsellors and psychotherapists) [15, 17-57]. Three papers 

reported on relationships with physical practitioners, including relationships of cardiac and multiple 

sclerosis patients with staff providing cardiac and neuropsychological rehabilitation, respectively [58-

60]. Mean score in the present study was very high by comparison with those published reports, 

being at the 90th percentile; i.e. 61 (89%) of the published scores were less than the score in the 

present study. Only 10 reported measurements (14%) reached the 95% CI around the mean score in 

the present study, and only three of these exceeded it. We examined the details of those scores in 

order to identify what kinds of relationship reached or exceeded the intensity of that described by 

breast cancer patients in the present study. The seven reports of scores within the 95% CI of the 

mean score of patients in the present study were all from psychotherapeutic or counselling 

relationships and were recorded after two-20 hours of psychotherapy or counselling [29, 31, 41]. 
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The three values that exceeded the 95% CI of the present study were from cardiac and multiple 

sclerosis patients after around 12 weeks of weekly rehabilitation [58-60].  

 

DISCUSSION 

 

 Patients with breast cancer reported an intense sense of clinical relationship with their 

surgeons after only a single, diagnostic meeting. The strength of the relationship exceeded 89% of 

the values reported previously for clinical relationships, including those in psychological treatment 

and counselling.  

 A few published reports did exceed the intensity of relationship reported by patients in the 

present study, but these described relationships after around three months of weekly interaction in 

cardiac or neurological rehabilitation programmes. Earlier in those programmes, patients had rated 

the relationships less intensely than in the present study. Similarly, a few psychotherapeutic or 

counselling relationships reached the levels reported here but these, too arose after as many as 20 

hours of talking. It seems that, judged by their patients' experience, and after only a single 

consultation that focuses on diagnosis and treatment, surgeons can rapidly achieve intense clinical 

relationships without the explicit discussion of emotional or social needs that underlies the strength 

of other practitioners' clinical relationships.  

 The findings are incompatible with the influential view that cancer clinicians need to build 

clinical relationships by engaging explicitly with patients' emotional needs[61]. The surgeons' 

diagnostic meeting with their patients lasted only 10-40 minutes and was necessarily dominated by 

clinical assessment and treatment planning. Our findings are, instead, compatible with using 

attachment theory to understand the surgeon-patient relationship in cancer [5, 6].  That is, because 

of their vulnerability, patients invested their trust in the person whom they felt had the authority 

and expertise to help them feel safe, i.e. the surgeon. On this analysis, and consistent with previous 

qualitative evidence[12, 62], breast cancer surgeons foster relationships, not by engaging explicitly 

with patients’ emotional or psychosocial concerns, but by focusing on diagnosis and treatment and 

by conveying that they can be trusted to deploy their expertise and authority conscientiously for the 

patient [63].  

 

 

Strengths and limitations 
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 The study has limitations. The WAI, like other available measures of clinical relationships, was 

developed for mental health care, and methods tailored specifically to physical health care are 

needed.  The findings describe a single breast unit and further research is needed to test their 

generalisability. The findings refer only to patients with primary breast cancer, and to their first 

meeting with the surgeon. We do not know how continuing interaction with the surgeon and the 

clinical team influence patients’ sense of relationship  as  care continues beyond this consultation or 

through diagnosis of recurrence or metastases. The key strength of the study is that we measured an 

aspect of care – patients' experience of the clinical relationship – for which cancer practitioners are 

widely criticized[61]. Whereas these criticisms are typically based on observations of practitioners’ 

communication, and inferring what these signify for the relationship, we studied the relationship by 

asking patients about it directly.  

 

Clinical and research implications 

 

 These findings converge with other recent evidence that, in cancer care, patients' sense of 

clinical relationship arises from their judgment of clinicians' expertise and authority rather than from 

clinicians taking the role of counsellors [64, 65]. They therefore point to implications for clinical 

practice and education that diverge greatly from the current emphasis on clinicians using patient-

centred communication skills, in particular engaging explicitly with patients' emotional concerns, to 

‘build’ clinical relationships. Surgeons can comfort patients, instead, by focusing on expert clinical 

care, and by communicating to patients that they will conscientiously apply their expertise and 

authority for the patients’ benefit.  They may need to avoid emotional talk in order to prioritise 

clinical care[62]. They also need to appreciate the intense sense of relationship that patients can 

have from the start, even with surgeons who barely know them. In this context, surgeon behaviour 

that patients interpret as lack of authority in clinical management or incomplete commitment to the 

patient can challenge patients’ attachment [12].  

 Whereas communication teaching currently emphasizes communication skills, surgeons and 

other clinicians might benefit from learning also about  attachment theory so that they can 

understand how patients’ sense of relationship normally arises, and how they can best support  this. 

There are implications for research, too, that diverge from the current concern with clinicians’ skills 

for engaging emotionally with patients. Research into how patients judge their clinicians’ expertise 

and authority in cancer care could inform communication education that addresses patients’ needs 

to feel cared for by conscientious experts.   The present study concerned patients’ first meeting with 

their surgeon. A further priority for future research is to examine how the initial sense of 
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relationship that we described is affected by continuing  contact with the clinical team as treatment 

progresses.  
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Figure 1: Reports of intensity of patients’ sense of relationship with practitioners in published 

literature (2000-2013). Each data point indicates a mean value for patients’ scores on the WAI 

questionnaire for relationships categorized according to whether they concern psychological or 

physical practitioners and whether they are measured after <4 or >4 meetings.  Dotted line and 

shading depicts mean and 95% confidence interval for patients in the present study. 
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