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REZUMAT

Tulburarile psihologice precum anxietatea, depresia sau insomnia sunt comune copiilor diagnosticati cu
neoplasme cu sindrom de compresiune mediastinala si prezic inrautatirea calitatii vietii lor. Scopul lucrarii
este de a sublinia principalele aspecte legate de tulburarile psihologice intéalnite la pacientii cu boala Hodgkin,
limfom malign non-Hodgkin sau leucemie limfoida conica cu sindrom de compresiune mediastinala, cat si
evidentierea rolului deosebit de important al aplicarii principiilor fundamentale de etica medicala, cu scopul
de a imbunatati calitatea vietii pacientilor studiati.

60 de copii cu varsta cuprinsa intre 4 si 17 ani au fost urmariti pe o perioada de 5 ani. Cele mai frecvente
tulburari psihologice intalnite la pacientii diagnosticati cu sindromul de compresiune mediastinala au fost:
depresia, anxietatea, panica patologica, insomniile, delirul, anorexia si foarte rar, ideile de suicid. S-a remarcat
ca aceste tulburari au influentat in mod negativ capacitatea decizionala a copiilor si adolescentilor, referitor
la consimtamantul informat pentru stabilirea atitudinii terapeutice ideale.

Succesul masurilor etice in intalnirile de zi cu zi ale medicului oncolog cu pacientii, a depins de capacitatea

INTRODUCERE

Mediastinul, o zona anatomica relativ restransa,
poate fi sediul unui mare numar de tumori primitive,
dar si al unui mare numar de leziuni secundare, pro-
venite din vecinatate sau prin diseminare metastatica.
Neoplasmele insotite de sindrom de compresiune me-
diastinalda (SCM), impresioneaza profund prin im-
plicatiile sale de lunga durata si suferinta grea la care
este supus bolnavul. Progrese semnificative in diag-
nosticul, tratamentul si prevenirea cancerului au fost
realizate Inca din anii >70. Mai recent, unele aspecte in
ingrijirea cancerului au fost imbunatatite prin faptul
ca personalul medical acorda mai multa atentie asupra
momentului nstiintarii pacientului, asupra diagnos-
ticului si optiunilor de tratament, a calitatii vietii bol-
navilor sia familiilor lor, aplicand masuri etice, obtinand
consimtamantul adultilor si chiar participarea copiilor
la unele discutii in vederea luarii unor decizii.

Este bine cunoscut ca din punct de vedere al
eticii medicale, pacientii cu neoplasme cu compre-

acestuia de a lua in consideratie nevoile fizice, emotionale si sociale ale pacientilor.

Cuvinte cheie: oncologie pediatrica, relatia medic-pacient, tulburari psihologice, depresie

siune mediastinalda (CM), pot beneficia de patru
modele de relatii medic-pacient (2,12):

Modelul paternalist (util si necesar in situatii de
urgenta (3)), poate restrictiona drepturile sau liber-
tatile pacientilor, clinicienii asigurandu-se ca pa-
cientii primesc cele mai bune interventii care pro-
moveaza sanatatea si bundstarea, indiferent de
,preferintele pacientilor (6).

Modelul informativ pune in evidentd faptul ca
medicii reprezinta furnizorii de informatii si de
tratament, iar pacientii au calitatea de consumatori.
Clinicianulinformeazapacientul desprediagnosticul
si prognosticul bolii, dar si optiunile de tratament,
fara a influenta deciziile pacientului.

In modelul interpretativ, clinicianul este furnizor
de informatii, ajutdnd pacientul sd inteleaga si sa
decida in privinta tratamentului, tindnd cont de
preferintele acestuia. Medicul oncolog nu impune o
anumita conduita terapeutica, ci sugereaza cele mai
bune optiuni de tratament pentru a creste sansele de
supravietuire ale pacientului. (3).
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Din punctul de vedere al modelului deliberativ,
clinicianul actioneaza in calitate de profesor sau
prieten al pacientului, ajutandu-I sa delibereze asupra
diferitelor aspecte ale bolii, prognosticului, si asupra
optiunilor de tratament. Clinicianul se angajeaza cu
pacientul intr-un dialog despre cel mai bun tratament.
Medicul incepe prin a echilibra optiunile cu pacientul
intr-o discutie, prezentandu-i riscurile, beneficiile si
potentialul impact asupra vietii lui.

Toate aceste modele de relatii medic-pacient
prezintd o aplicabilitate particulara la copil si ado-
lescent, carora le lipseste capacitatea decizionald
sau Tmputernicirea legala de a-si da consimtamantul.
Spre deosebire de Ingrijirea personalad a adultului,
directe a copilului sunt limitate atat de interesul co-
pilului, cat si de obligatia independenta a tera-
peutului de a actiona in interesul maxim al copilului,
chiar daca aceasta 1l situeaza intr-un conflict cu
unul dintre parinti. Conceptul acordului informat al
parintelui (mai curdnd decat un consimtamant)
reflectd aceastd decizie distribuitd care particu-
larizeaza aspectele etice 1n pediatrie. (11)

Totusi, desi ideal ar fi aplicarea modelului deli-
berativ sau interpretativ, in cazurile de SCM ce
implica un risc crescut, prioritatea o are ceea ce este
cel mai bine (din perspectiva medicald) pentru copil
si nu dreptul parintelui sau adolescentului de a
decide. Astfel, modelul paternalist poate fi justificat
in situatiile In care preferintele copiilor sau ale
parintilor contravin interesului maxim al copilului.
Studii recente au confirmat cd copiii mai mari si
adolescentii prezinta capacitatea cognitiva si emo-
tionala de a participa pe deplin la deciziile clinice,
mai ales daca sunt in situatia unei evolutii cronice a
cancerului. Din acest motiv, adolescentul va primi
cu prudenta toate informatiile, ca i pacientul adult,
iar parerea lui va fi luata in consideratie ca un factor
din ce in ce mai hotarator, In raport cu varsta si
gradul sdu de maturitate. Autorizatia acordata de
minor poate fi in orice moment retrasa de catre o
altd autoritate competentd in propriul interes al
copilului. (11)

Lotul de studiu a cupins 60 de copii cu varsta
cupinsd Intre 4 si 17 ani, internati in serviciul de
Hemato-Oncologie al Spitalului ,,Sf. Maria“ lasi,
pentru fenomene de CM intr-o peioada de 5 ani,
diagnosticati cu boald Hodgkin (66%), limfom
malign non Hodgkin (17%) sau leucemie limfoida
cronica (16%) cu adenopatii mediastinale. Au pre-
dominat pacientii de sex masculin (40 cazuri), si
cei din mediul rural (57%). Toti copiii au prezentat
simptome caracteristice bolii de baza, dar si unele
simptome neuropsihice, prezente in special la copii
cu varsta mai mare de 8 ani. Dintre acestea, men-

tionam: depresie 70% (42 copii), n special la copiii
mari, anxietate 66% (40 copii), mai frecvent in-
talnitd la copii mici, panicd patologica 8,3 % (5
copii), insomnii 20% (12 copii), greturi/varsaturi
50% (30 copii) si anorexie 60% (36 copii).

Dispneea si disfagia prezente in SCM, au sporit
starile de panica, anorexie sau anxietate si au
influentat capacitatea de decizie atat a copiilor, cat
si a adolescentilor.

Copiii cu SCM, s-au prezentat pe sine ca fiind o
persoana tristd, pesimista, descurajata, disperata
etc. Principalii factori care au influentat persoanele
diagnosticate cu SCM au fost:

» Tipul, clasa, stadiul cancerului cét si reactia

acestuia la terapie;

e atitudinea persoanei fatd de aceastd boala,
inclusiv acceptarea de a face compromisuri,
de a trece prin terapie si de a beneficia de
serviciile medicale i de sprijin (atitudini
precum: optimismul, curajul, speranta, impli-
carea activa au 1nsotit o evolutie favorabila a
bolii, in veme ce pesimismul, deznadejdea,
nerdbdarea, refuzul de comunicare cu per-
sonalul de specialitate si de a accepta 1ngri-
jirile medicale au favorizat prabusirea rapida
a persoanei in cauzi);

» atitudinea medicului si a familiei fata de per-
soana diagnosticatd cu sindrom de compre-
siune mediastinala;

e masura in care pot fi controlate efectele se-
cundare ale tratamentului.

Este cunoscut faptul ca tratamentul ca atare, in
cancer, poate implica anumite tehnici medicale
provocatoare de durere. Lipsa unor explicatii, de
altfel absolut necesare, asupra acestor tehnici, cali-
tatea sprijinului din partea echipei medicale si a
familiei, provoaca pacientului teama si ingrijorare.
Atunci cand organismul nu raspunde la tratament
conform asteptarilor, bolnavul se poate simti lipsit
de speranta. Efectele secundare ale chimioterapiei
(caderea parului, greata, varsaturile etc.), interven-
tiile chirurgicale (care au ca finalitate extirparea
unor organe sau amputarea unui membru) provoaca
pacientului de cancer un grav traumatism psihic. Pe
fondul acestor probleme se poate instala, secundar,
episodul depresiv.

Pacientii din lotul studiat au avut temeri comune,
precum:

e drum spre moarte;

* dependentd de familie, doctor, personal de

ingrijire;

» desfigurare, schimbare in imaginea corporala
si in imaginea de sine;

» deprecierea capacitatii de a avea succes in
munca, scoald sau activitati libere;



304 REvisTA ROMANA DE PEDIATRIE — VoLumuL LIX, NRr. 4, AN 2010

 distrugerea (intreruperea) relatiilor personale;

e disconfort sau durere in stadiile avansate ale

bolii.

Abilitatea pacientului de a face fatd acestor
temeri a depins de atitudinea echipei medicale, de
ajutorul psihologic (emotional) dar si de unele
aspecte sociale. Fata de spectrul terifiant al can-
cerului, unul dintre rolurile medicului a fost acela
de a inlocui anxietatea aparutd cu o consideratie
lucida, realista a bolii.

DISCUTII

In oncologie apare problema informarii explicite
a pacientului asupra diagnosticului. (1)

Responsabilitatile etice ale medicului oncolog
incep de obicei atunci cand existd un diagnostic
pozitiv de cancer, eveniment care declanseaza soc
si anxietate la pacienti §i familiile lor. Datorita
complexitatii bolii este necesara o stransa colaborare
a medicului cu psihologul, personalul de nursing
din spital, medicul de familie, asistenta sociala,
pedagogi, psihiatrul. (7,8)

Cancerul continua sa fie cea mai frecventa cauza
de deces pentru copiii cu varste cuprinse intre 1-19
ani in Statele Unite ale Americii (9). O abordare
sincera a unui diagnostic de cancer nu poate fi bine
primita de toti pacientii si familiile lor. Formele cu
SCM, sunt asociate de multe persoane cu desfigurare,
moarte, si de aceea, prima indatorire eticd a unui
medic oncolog si echipa lui este de a transmite
diagnosticul Intr-un mod in care realitatea bolii si a
implicatiilor sale sa reugeasca sa mentina optimismul
si speranta. Totusi, trebuie acordata o atentie speciala
in a face distinctia dintre remisie si vindecare. (4,5)

Medicul trebuie sa discute cu pacientul si apro-
piatii acestuia sansele de supravietuire, optiunile de
tratament disponibile, riscurile si beneficiile pe
deplin, si sa incurajeze pacientii si familiile acestora
sd puna intrebari si sa le dea raspunsuri oneste. Atat
pacientul, cat si cei apropiati lui nu trebuie sa fie
suprasolicitati cu informatii, dar nici dezinformati.
Este bine ca aceste dicutii sa aiba loc intr-un spatiu
privat, astfel ca pacientul sa primeasca corect in-
formatiile si sa existe o discutie deschisa cu medicul,
sd existe o confidentialitate ce nu poate fi divulgata
unei terte persoane fara acordul pacientului. (10,15)

Succesul masurilor etice 1n intélnirile de zi cu zi
ale medicului oncolog cu pacientii, depinde de
capacitatea acestuia de a lua n consideratie nevoile
fizice, emotionale si sociale ale pacientilor. In fata
unui pacient cu SCM, medicii trebuie sa dialogheze
cu acesta, sa asculte, sa prezinte compasiune si des-
chidere, sa existe o buna comunicare si intelegere,
formandu-se astfel o buna colaborare bazata pe

incredere reciproca. Fara aceste caracteristici inter-
personale, relatia medic-pacient poate conduce la
nemultumiri de ambele parti, neincredere, si o ca-
litate a asistentei medicale deficitara. (14)
Aspectele etice ale bolii canceroase in copilarie
sunt complexe si potential greu de rezolvat. Este
greu ca un copil sa ia parte la discutii referitoare la
boala sa si sa aiba si capacitatea maxima sa le inte-
leaga. Uneori parintii 1si dezvaluie dorinta ca diag-
nosticul si severitatea bolii sa nu le fie destainuite
copiilor. Studiile sunt destul de controversate in
acest sens: unii cercetatori doresc s protejeze copiii
de traume psihologice (16), iar altii sustin faptul ca
informatia timpurie a copilului poate ajuta mai mult
evolutia bolii i tratamentul acesteia (13,16).

CONCLUzII

Principalele tulburdri psihologice intélnite la
pacientii diagnosticati cu SCM au fost: depresia,
anxietatea, panica patologica, insomniile, delirul,
anorexia, greata/varsatura, dar si ideile de suicid.
Depresia a avut in general consecinte grave asupra
evolutiei si prognosticului bolii dar mai ales asupra
capacitatii decizionale atat a copiilor, cat si a ado-
lescentilor cu compresiune mediastinald, adancind
dilemele eticii medicale din patologia pediatrica
oncologica.

Aflarea diagnosticului in mod intdmplator sau
intr-un moment nepotrivit, poate provoca stupefactie,
neincredere, confuzie si multd suferinta copilului.
Chiar daca familia trece si ea prin momente grele,
trebuie sd se mobilizeze si, cel putin, la patul bol-
navului, sa evite lamentarile, jelitul, reprosurile, mila;
bolnavul are nevoie sa-i fie respectate demnitatea si
calitatile umane, sa stie ca este bine ingrijit si ca se
face tot posibilul pentru a i se reda sanatatea.

Calitatea vietii bolnavilor cu sindrom de com-
presiune mediastinald ar putea fi semnificativ
inbunatatitad prin aplicarea unor principii funda-
mentale de eticd medicald. Astfel, atitudinea per-
soanei fatd de aceasta patologie ar putea fi
inbunatatita daca pacientul, suplimentar ultimelor
ghiduri terapeutice, ar beneficia de o evaluare
psihologica prealabilad (pentru a se stabili daca este
capabila sa suporte realitatea situatiei si, mai ales,
sa-si inteleaga situatia in care se afla) si, de o mi-
nima pregatire psihologica (suport emotional, incu-
rajarea unor atitudini precum speranta, curajul,
rabdarea, implicarea activa in lupta cu boala etc.)

Succesul masurilor etice ale medicului oncolog
cu pacientii, depinde de capacitatea acestuia de a
lua in consideratie nevoile fizice, emotionale dar si
sociale ale pacientilor.
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ABSTRACT

Psychological disorders like anxiety, depression or insomnia are common in children’s diagnosticated with
neoplasms with mediastinal compression syndrome and predict worse quality of life. The aim of the study is
to highlight the main aspects regarding the psychological disorders found in the evolution of the mediastinal
compression syndrome in children diagnosticated with cronic lymphocytic leukemia, Hodgkin or non-Hodgkin
lymphoma and to emphasize the role of applying basic principles of medical ethics to improve mediastinal
compression patients quality of life.

60 subjects aged between 4 and 17 years, wore closely observed for a period of 5 years. The most frequent
psychological disorders found in this patients was: depression, anxiety, pathological panic, insomnia, delirium,
anorexia, and a few cases of suicidal tendencies. It was noted that these disorders have negatively influenced
the ability of decision-making of both the children and adolescents with mediastinal compression syndrome,
regarding the informed consent for the ideal medical approach.

The degree of success of the ethical measures in the day to day relationship between the oncologist and
patient relies heavily in the former’s ability of taking under consideration the physical, emotional and social
needs of the latter.

Key words: pediatric oncology, physician-patient relation, psychological disorders,
depression

INTRODUCTION

The mediastinum, a relatively small anatomical
area, can be the stage for a large number of primi-
tive tumours and a series of secondary lesions
caused by vicinity or metastatic dissemination.

Cancer with mediastinal compression syndrome
(MCS) is a disease that will invariably leave a pro-
found impression because of the long and painful
suffering that the affected person has to face. Since
the 70s, significant progress has been achieved re-
garding the control and prevention of cancer. Of
great help are the methods of diagnostic that allow
the early detection of the disease. The resulting
treatments — now based on chemotherapy and ra-
diotherapy proved beneficial and the risks have
been diminished. Certain aspects of dealing with
cancers have significantly improved simply be-
cause of a better approach by the medical personnel
of issues like: communicating the diagnostic results
to patients, treatment options, patients’ and their
families’ quality of life, using ethical means and
measures, seeking consent from the adults and even
involving the children in certain discussions and
decision making.

It 1s well known that in terms of medical ethics,
four models of doctor-patient relationships have
been identified in the field of mediastinal compres-
sion neoplasms care (2,12):

The paternalist model (useful and necessary in
emergency situations (3)) can restrict patient’s rights
and liberties. The clinicians make sure the patients
receive the best interventions for their health and
welfare regardless of their “preferences” (6).

The informative model is based on the idea that
the doctors are providers of information and treat-
ments and the patients are consumers. The clini-
cian, in this case, informs the patient about the di-
agnostic and the prognosis of the disease, available
treatment options, without trying to influence the
patient’s decision making.

In the interpretative model, the clinician is an
information provider, helping the patient under-
stand and decide about the treatment, taking under
consideration the patient’s preferences. The oncol-
ogist will not insist upon a certain course of treat-
ment but suggest the treatment options best suitable
to the patient’s needs and increase the survival
chances. (3).

In terms of deliberative model, the clinician as-
sumes the role of patient’s teacher or friend, guid-
ing the patient through the process of deliberation
upon the various aspects of the disease, the progno-
sis and treatment options. The clinician engages the
patient in a dialogue about the best treatment. The
doctor starts by putting the options in a balance in a
discussion with the patient, highlighting risks and
benefits and explaining the potential impact of each
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of them upon his/her life. The oncologist will then
recommend a certain course of therapy that has
been identified as the best option, e.g. radiotherapy,
which could be better in certain cases because it of-
fers maximum chances of survival with minimal
risk of disfiguration and loss of life (3).

All these models of doctor-patient relationships
apply particularly in case of children and teenagers,
who lack the decisional capacity or the legal em-
powerment to express their consent. Unlike the
situation of own personal care in adulthood, par-
ents’ rights to decide for the care of their children
are far more reduced both in the interest of the child
and by the independent obligation of the therapeut
who may contradict with one of the parents. The
concept of parental agreement (more appropriate
than consent), represents that kind of reassigned
decision which particularize the ethical issues in
pediatrics. (11)

However, although the ideal would be to apply
the deliberative or interpretative model, in the cases
of mediastinal compression that involves an in-
creased risk, the best interest of the child prevails,
and not the parent’s right to decide. Thus, the pater-
nalist model may be justified in situations of chil-
dren or parents preferences are not in the interest of
the child. Recent studies have confirmed that chil-
dren of higher age and teenagers have the emotion-
al and cognitive capacity of fully participating in
decisions regarding their situation, especially when
speaking of a chronical evolution of a cancer. For
this reason, the teenager will cautionally receive
the same information as adults do, and his opinion
must be therefore taken into consideration as an in-
creasingly important factor, according to the age
and the degree of maturity of this one. This autho-
rization can be withdrawn anytime by another com-
petent body in the interest of the child. (11)

The study group included 60 children aged be-
tween 4 and 17, admitted to Hematology-Oncology
ward of “St. Mary” Pediatric Hospital lasi during a
five year period, for mediastinal compression (MC)
symptoms, diagnosed with Hodgkin’s disease
(66%), non-Hodgkin lymphoma (17%) or cronic
lymphocytic leukemia (16%) with mediastinal ad-
enopathy. The male gender was dominant (40
childens) and also patients lived in rural areas
(57%). All 60 children were displaying characteris-
tic symptoms of the main disease but also various
neuro-psychological ones, especially obvious in
the case of the children older than 8 years. The fol-
lowing symptoms have been noted among our pa-
tients: depression 70 % — in the older children in
particular, anxiety 66% — in the younger children in
particular, pathologic panic 8.3% (5 children),

insomnia 20% (12 children), nausea, sickness 50%
and anorexia 60% (36 children).

Dyspnea and dysphagia present in MCS, in-
creased panic, anorexia and anxiety and influenced
the decision-making capacity of both the children
and adolescents.

The main factors that influenced the state of
mind of children diagnosed with MCS ware:

» the type, class, stage of cancer and its respon-

siveness to therapy;

* the attitude of the person regarding this type
of disease, the acceptance of compromise,
the will to get through the therapy and take
advantage of the medical and support services
available;

* the physician and family’s attitude towards
the person diagnosed with MCS;

» the extent of control available over the side
effects of the treatment.

It is well known that cancer treatment can imply
certain medical techniques that cause pain and dis-
comfort. The lack of explaining of these techniques
and quality family, friends and medical team sup-
port, can increase the patient’s fear and anxiety.
When the organism doesn’t respond as expected to
the treatment, the patient could lose hope. The side
effects of chemotherapy (hair loss, nausea, sickness
etc.), the surgery procedures (organ extirpation or
amputations) will cause the cancer patient exten-
sive psychological trauma.

Patients from our study group have a series of
common concerns like:

¢ imminent death;

e dependency on family, partner, physician,
care team;

e desfiguration — changes in the physical ap-
pearance and personal image;

» depreciation of work capabilities, of chances
of professional, learning and free activities
success;

* destroying of personal relationships;

e discomfort and pain in the terminal stages of
the disease.

The patient’s capability to face these concerns
depends on the quality of the medical team, psy-
chological (emotional) help and the social aspects.
Given the terrifying specter of cancer, one of the
immediate tasks for the doctors is to soothe the pa-
tient’s imminent anxieties and determine a level-
headed, realistic perception of the disease.

DISCUSSIONS

In oncology, appears the patient explicit infor-
mation problem, regarding his diagnosis. (1)



REvisTA ROMANA DE PEDIATRIE — VoLumMuL LIX, NR. 4, AN 2010 307

The oncologist’s ethical responsibilities start as
soon as a positive cancer diagnostic is confirmed —
an event which is very likely to cause shock and
anxiety among the patients and their families. The
complexity of the disease requires a close collabora-
tion between the oncologist and psychologists, hos-
pital nursing team, families’ General Practitioners,
social carers, educators and psychiatrists. (7,8)

Cancer is the most frequent cause of death
among children aged between 1 and 19 in the USA
(9). An honest approach is not always going to be
well received by absolutely all patients and their
families. Cancer, especially with MC is associated
by many with disfigurement and death so the first
ethical duty faced by oncologists and their teams is
to disclose the diagnostic result in a manner that
will make sure the illness and its’ implications are
realistically balanced by optimism and hope. How-
ever, patient must understand the difference be-
tween remission and cure. (4,5)

The doctor needs to discuss with the patient and
the patient’s close ones the survival chances, the
treatment options available with their respective
risks and benefits in all aspects, to encourage them
to ask questions and to offer honest answers. The
patient and the close ones shouldn’t either be over-
loaded with information or be misinformed. It is
recommendable for the talks to take place in a pri-
vate space so that the patient can understand the
information, have an open-minded discussion with
the doctor and is granted complete confidentiality
so that any information can only be passed on to
third parties with the approval of the patient.
(10,14,15)

The degree of success of the ethical measures in
the day to day relationship between the oncologist
and patient relies heavily in the former’s ability of
taking under consideration the physical, emotional
and social needs of the latter. The doctor-patient re-
lationship is one of enormous importance in the
common fight against cancer, a disease frequently
life-threatening and clinically extremely complex,
the patient needing first class rock-solid support.
When around a cancer sufferer the doctors must en-
courage dialogue, listen, empathies showing open-
ness and compassion, ensure flawless communica-
tion and understanding is achieved in order to help
building up a proper collaboration based on mutual
trust. Without these interpersonal characteristics
the doctor-patient relationship will be marked by
feelings of unhappiness and mistrust from both
sides, situation that will be ultimately leading to de-
preciation in the quality of the medical care act.

The ethical aspects of children cancers are ex-
tremely complex and potentially difficult to solve.

It’s hard for a child to take part in discussions regard-
ing his illness and to be able to fully understand the
situation. Sometimes parents express the wish for
the diagnostic or details regarding the severity of the
disease not to be revealed to their cancer suffering
children. The studies on the subject are fairly contro-
versial: some researchers call for the children to be
shielded from psychological traumas (16), whereas
others argue that that early information of the chil-
dren can be beneficial for the ulterior evolution of
the disease and its treatment (13,16).

CONCLUSION

The most frequent psychological disorders
found in the patients diagnosed with MCS and can-
cer, in particular, was: depression, anxiety, patho-
logical panic, insomnia, delirium, anorexia, nausea/
sickness, pain, suicidal tendencies etc. The depres-
sion had serious consequences regarding both the
evolution and the prognosis of the disease, but in
particular on the decision-making capacity of both
the children and adolescents with MC, generating
deep ethical dilemmas of pediatric oncology.

The acknowledging of the diagnostic in random,
unsuitable circumstances can produce stupefaction,
loss of trust, confusion and unnecessary additional
suffering to the children patients. Even if, under-
standably, in shock and traumatised, the family
members must keep themselves together and, at
very least in the presence of the affected person,
should avoid lamenting, bewailing, pitying, re-
proaching; the patient needs his/her dignity and hu-
man qualities to be respected and that is being of-
fered the best care and best available treatment in
order to be brought back to normal health.

Mediastinal compression patients and their fami-
lies quality of life could be significantly improved by
applying basic principles of medical ethics. Thus,
child attitude towards MCS could be improved if,
additional recent therapeutic guidelines, patient
would be psychologically assessed (to establish their
capability of facing the reality of their situation and
more importantly, to understand it) and given a min-
imum of preparation to help them deal with the situ-
ation (emotional support, encouraging of attitudes of
hope, braveness, patience, active involvement in the
fight against the disease etc.).

The degree of success of the ethical measures in
the day to day relationship between the oncologist
and patient relies heavily in the former’s ability of
taking under consideration the physical, emotional
and social needs of the children with mediastinal
compression.
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