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I. The Trust Equation: The Clinician’s Point of View 

Mark Litwin, MD 
It is a particular honor for me to be here at the invitation of The Prostate Net, and an 
especially high honor for me to be opening the content of this session with something that 
I think really is a critical piece of the care of men with prostate cancer and of the care of 
people with diseases in general, whether it is breast cancer or whether it is heart disease 
or whether it is preventative health or anything else.  I spend a lot of time at UCLA in 
medical education with medical students and residents and fellows and whatnot, and 
when they come to urology and to their urologic oncology rotation, a lot of what they 
want to know about is the content of prostate cancer care, bladder cancer care, et cetera, 
and they think that it is important.  I tell them to back up a level and learn a bit more the 
issues that you hopefully learn on day one or year one in medical school, which I will 
review today.  When I prepared these comments, I tried to do it with the idea of being 
able to speak both to medical professionals as well as to patients in the audience, and so, 
everything that I say has both perspectives. 
I want to start with some observations made by a very famous medical educator and 
physician at Harvard, Francis Peabody, who published in JAMA an article that has come 
to be a classic.  In this article, he made the following observations: young graduates have 
been taught a great deal about mechanisms of disease but very little about the practice of 
medicine.  Does it sound familiar?  The significance of the intimate personal relationship 
between physician and patient cannot be too strongly emphasized.  Hospitals are apt to 
deteriorate into dehumanized machines.  The art and science of medicine are not 
antagonistic but supplementary to each other.  He said this in 1927, and it could very 
easily have been published in 2010. 

The Institute of Medicine put out a few years a monograph based on the deliberations of a 
committee that I served on called From Cancer Patient to Cancer Survivor: Lost in 
Transition.  The title of this monograph sums it up; you can get it for free off the 
IOM.edu website.  The monograph puts forward this model of how we provide care to 
patients with cancer and their families, and they put together what they call a cancer care 
trajectory.  I think that it is really critical for physicians to engage patients, and vice 
versa, at all different points on this trajectory, beginning before diagnosis and initial 
staging and evaluation.  It is critical to engage in a collaborative partnership to move 
forward for treatment and them ultimately for survivorship. 
This monograph establishes the critical elements of care, being particularly focused on 
cancer survivorship.  We want to be able to provide care in which we prevent and detect 
new cancers; we prevent and/or detect early on the recurrence of the primary cancer; we 



want to be able to survey and follow the patients for possible indications of spread or 
recurrence; we want to be able to intervene for the consequences of our treatment and of 
the cancer, addressing such issues as psychological distress in survivors and quality of 
life issues; and we want to ensure coordination of management of the patient’s cancer in 
the context of his health as he ages, considering both specialist and primary care 
perspectives. 

Another famous monograph from the IOM is Crossing the Quality Chasm which 
addresses health care quality.  My view is that the way that doctors and patients interact, 
and whether that is driven by the physician or the patient is a critical element to the 
quality of care.  That care must be based on continuous healing relationships; it is not just 
the science but the art of medicine.  Care must be customized to the individual patient 
based on his particular needs.  The patient must be empowered to remain a source of 
control.  Shared knowledge must be present, as well as evidence based decision-making.  
Also, safety, transparency, and meeting the needs of patients are identified as 
fundamental principles of quality, which I think are really true. 
In real estate, if it is all about location, then in medical care, ultimately, it is all about 
communication.  We talk today about patient-doctor communication, but communication 
at all levels in health care.  In patient-doctor communication, a number of studies have 
shown that the better the quality of patient-doctor communication, the better the 
specifically measured outcomes are of different diseases, prostate cancer and otherwise.  
The patient’s key concerns must be solicited, identified, and addressed.  The clinician 
must gain an understanding of the patient’s individual perspective on the illness, 
including both unique characteristics as well as factors generalizable to his particular 
demographic or age group. 

Being unique individuals, patients concerns can be wide ranging.  We as doctors must 
address, or potentially leave open the opportunity to address, each concern: fear of death, 
mutilation, or disability; ominous attribution to pain symptoms; the historical distrust of 
the medical profession; anxiety about loss of wholeness, role, status, and independence; 
the grief process; and other uniquely personal issues. 
How do we deal with these issues?  We must explore individual patient values, cultures, 
and preferences.  We must avoid being judgmental or scolding the patient.  We must 
provide appropriate the patient with reassurance or pragmatic suggestions.  Sometimes 
there is therapeutic benefit merely from sitting with the patient and allowing him to vent 
his concerns. 

I teach medical students that there are five A’s to helping people modify or modulate 
their behavior in order to do a better job in dealing with their cancer, which include 
assess patients, advise them, agree with their concerns as appropriate, assist them in 
making changes or in dealing with their issues, and, if necessary, arrange for those 
changes to be made.  The era of paternalism in medical care is long past, and we 
currently live in an era of shared decision-making, or consumerism.  Tips I give to 
students include: allow extra time with the patient; avoid distractions; sit face-to-face; 
maintain eye contact; listen and be comfortable with silence during a patient visit; allow 
the patient time and space to express himself; speak slowly and clearly; use short and 
simple sentences; stay on topic; write things down; use teaching aids such as charts and 



pictures; and give frequent summaries of the critical points.  The basic skills of 
communication are both verbal and nonverbal.  Dr. Peabody said, one of the essential 
qualities of the clinician is interest in humanity, for the secret of the care of the patient is 
in caring for the patient. 

 


