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Beyond words and science:
contributions to a debate

Além das palavras e da ciência:
contribuições para um debate

Elisabeth Meloni Vieira 2

The paper entitled “Breaking bad news during

prenatal care: a growing challenge” brings to the

fore the discussion on the issue of communica-

tion among physicians and patients, or more

broadly between the healthcare team and patients.

The disclosure of information is an important

step for the patient, their family, parents and other

kin to participate in difficult decisions about pro-

cedures and cares for terminating life or situa-

tions of very severe diagnosis and prognosis, such

as when a fetal problem is detected.

The need for the individualized disclosure of

bad news has been described as crucial and a stan-

dard for good communication between physi-

cians and patients. It takes into account that the

disclosures should be tailored to the expectations

and needs of the patient, since individuals differ

with respect to the amount of information they

want and in their methods for coping. In addi-

tion, it also takes into consideration that for most

people time is needed to absorb and adjust to

bad news, and therefore disclosure should be a

gradual process over time. Moreover it recogniz-

es that mutual confidence, trust and respect are

the basis for the relationship1. Individualized dis-

closure was sanctioned by the Division of Mental

Health of the World Health Organization in 1993.

Although the subject has been extensively

studied over the last few decades, there is still a

pressing need for research2. This need can be iden-

tified as knowledge pertaining to the field of “soft”

technology as opposed to “hard” technology, as

defined by Merhy3.

In fact, the paper approaches the core of com-

municative interaction during a critical moment

when the physicians find it difficult to speak and

the patients find it difficult to listen. Although

science and medicine are becoming more and

more capable of detecting health problems at early

stages of pregnancy, physicians do not appear to

be prepared to deal with the communication of

bad news. For some authors, medicine has lost

sight of its original purpose, as it has been trans-

formed into an efficient instrument for achieving

technical goals, with little regard for their human

or social implications4.

Reading the paper, it becomes clear that the

introduction of a new hard technology should

also bring into discussion the appropriate “soft”

technology to cope with it. This combination

should be regarded as part of the microethics de-

fined as “the ethics that happens in every interac-

tion between every physician and every patient”4.

Understanding patients’ expectations and

needs for those critical moments has been the

focus of some studies, especially in the obstetric,

pediatric and geriatric areas. In many cases, deci-

sion-making about the fetus and the pregnancy,

such as interruption or continuation, resuscita-

tion or compassionate measures for life support

will be needed5. Discussion can help parents and

relatives to grasp and accept the circumstances,

especially when they participate in the decision-

making process. Hope, spirituality and emotion

are important values, which must be respected

and talked over during these critical moments.

Studies have shown that when physicians pay

close heed to emotions, there is an improvement

of communication with patients. Therefore, it has

been recommended that training programs

should include this subject2. However, because

spiritual and emotional values are culture-spe-
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cific for each society, more studies should be de-

veloped in order to increase the understanding

of patients’ needs during the communication of

bad news.
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The authors reply

Os autores respondem

The debaters raise important current questions

regarding the role of healthcare professionals and

the State vis-à-vis pregnant women and their fa-

milies after an adverse diagnosis. In this article,

we highlight the frequent difficulty of professio-

nals in dealing with the issue, especially those who

receive a diagnosis of fetal malformations. In

addition to this, Elizabeth stresses in an interes-

ting manner that the announcement of bad news

does not involve only the physician and the pati-

ent, but also all of the family members involved

with the pregnancy. This fact places the pregnant

woman at center stage in a denouement that pre-

supposes communication between the several

actors in their respective roles in the scene, and

consequently in decision-making relating to the

pregnancy and the fetus.

The importance of being prepared for unfa-

vorable situations and being trained to deal with

them should be emphasized to the professionals

responsible for prenatal diagnosis, since access

to such diagnosis is through laboratory tests or

ultrasound images, news of which spreads rapi-

dly throughout the collective group. If the pro-

fessionals are unprepared, they may run the risk

of causing harm to patients by omission or mis-

conduct. We should stress that good technical

knowledge, despite being essential, should be as-

sociated with the perception of the context in

which the patient finds herself, both in individual

and family terms. Understanding the state of pre-

paredness to assimilate the bad news and percei-

ving that the dimension of a potential tragedy is

private and unique in nature should be funda-

mental for these professionals in such situations.

It is at this exact juncture, as Ludmila rightly

points out, that current medical practices – whi-

ch are based on reason and technique – come

into conflict with the nuances existing in the com-

munication of an adverse prenatal diagnosis. The

debater highlights the plight in which many Bra-

zilian women find themselves when they receive

the information about the diagnosis of a fetal

malformation, either because of highly technical

and impersonal medical terminology, or due to

legal restrictions on abortion. The fact is that, the

prenatal diagnosis of congenital anomalies is in-

creasingly disseminated in Brazil, but in a rather

perverse scenario when one considers the absen-

ce of universal access to good quality prenatal

diagnosis, the lack of professional training to deal

with adverse situations and the existence of ex-

tremely restrictive abortion laws. One might even

question the ethical aspects of passing on the di-

agnosis of fetal malformations without there

being the option of abortion1.

We agree that comprehensive healthcare for

women should take into account the various con-

texts in which they find themselves. Despite hav-

ing advanced greatly in favor of more equitable

public health2, one might well ask: How many

women have ultrasound tests during prenatal

care in the public health system, and how many

do so in private centers? As regards the promo-

tion of education: Are women acquiring greater

autonomy with respect to their own reproduc-

tive health? It therefore seems to us that there is a

clear need to organize and ensure the access of

public health patients to better quality prenatal

diagnosis. To achieve this, we propose the for-

mulation of public policies aimed at setting up

prenatal diagnosis centers, in networks tailored

to the regional demands of the area, for promot-

ing access to tests and consultations. The physi-

cal and technological structure of these centers,

as well as the qualification of the professionals

working in them, should also be ensured.




