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Abstract
Objectives. This study aims to explore the place of the relative in these triadic consultations
and how this influences communication.
Methods. A mixed-methods research strategy was used. Triadic consultations for the
announcement of cancer progressionwere recorded and following the 3 participants completed
questionnaires comprising mirror-items. Recordings and answers were further investigated
in a few semi-structured interviews. Comparison of quantitative responses (questionnaires)
used Wilcoxon’s test for matched series. Qualitative analyses (consultations, interviews) used
grounded theory. Patients were over 18, followed for cancer in palliative phase, excluding brain
tumors andmalignant hemopathies, and presented reneweddisease progression. Relativeswere
over 18 and authorized by the patient to participate.
Results. 47 consultations (audio-recordings, answers to questionnaires) and 12 interviews
conducted separately with 4 triads were collected. Half the relatives, while remaining in the
background, nevertheless contributed to the discussion. For patients, the presence of a relative
was considered beneficial and for oncologists it facilitated the announcement. However, symp-
toms perceived as intimate or private appeared difficult to express for some patients, and for
relatives, prognosis was a difficult subject to broach. Although their relationship with time and
their expectations may differ, patients and relatives found consultations positive. Oncologists
appeared to underestimate the patient’s level of understanding (P<0.001) and perceptions of
the seriousness of the disease (P=0.009) but not those of relatives. They did not evaluate the
relative’s state of health and check what the dyad had retained.
Significance of results. Training via simulation sessions should be adapted to communication
involving relatives.

Introduction

Breaking bad news, “any information which adversely and seriously affects an individual’s
view of his or her future” is a key moment in the relationship between oncologists and
their patients (Buckman 1992). For oncologists, announcing bad news can be a particu-
larly distressing moment, and numerous negative effects are linked to patient and family
reactions (Bousquet et al. 2015; Desauw et al. 2009). Quality communication contributes to
improved satisfaction, treatment adherence, health results, and patient understanding (Ong
et al. 2000; Zachariae et al. 2003), making patients readier to understand disease progres-
sion and accept further palliative chemotherapy in parallel with early palliative care some-
times many months before end of life or the end of palliative chemotherapy (National
Cancer Institute (NCI) 2014). The relative will remember how the patient’s end-of-life period
was managed (Boyle 2019). From oncologists’ viewpoint, family presence is part of “the
oncologist’s balancing act,” especially when communicating on transition to palliative care
(Bousquet et al. 2015). Skillful communication with patients and families is crucial in provid-
ing quality palliative chemotherapy and palliative care, and poor communication is deleterious
(Seccareccia et al. 2015). Few studies have explored the place of relatives in this communication
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(Datta et al. 2017; Korfage et al. 2013; Laidsaar-Powell et al. 2016;
Lee et al. 2018; Zamanzadeh et al. 2013).

Alongside, the role of the family varies across cultures (Datta
et al. 2017; Laidsaar-Powell et al. 2016; Lee et al. 2018; Zamanzadeh
et al. 2013). French medical culture encourages physicians to talk
to patients and then to give the family coherent information if the
patient agrees (Bousquet et al. 2015). Present recommendations
for communicating bad news to patients with cancer (Baile et al.
2000;Gilligan et al. 2018, 2017) very rarely integrate relatives (Datta
et al. 2017; Parikh et al. 2017; Tattersall 2018), and tools, like BAD
or SPIKES strategies, available to facilitate communication dur-
ing physician–patient consultations in cancer care (Licqurish et al.
2019) do not always include relatives.

Methods

Aim

To study the place of the relative in triadic consultations bring-
ing bad news and how this influences communication, given the
complexity of interactions between physicians, patients, and rela-
tives, a mixed qualitative/quantitative multidisciplinary approach
was implemented (Fàbregues et al. 2020) (oncology, public health,
human, and social sciences), combining recordings of consulta-
tions, self-administered questionnaires, and semi-structured inter-
views (Lim et al. 2017).

Population

Oncologists from 16 administrative areas in western France, rep-
resenting approximately 9 million inhabitants, recruited patients
accompanied by a relative in a consultation, the main aim of which
was to announce cancer progression leading to changes in care
strategies. Eligible patients were over 18, followed for cancer in pal-
liative phase excluding brain tumors and malignant hemopathies,
and presented renewed disease progression. Any accompanying
relative over 18 and authorized by the patient could participate in
the study.

Trial regulation

This study was approved by the Comité Consultatif pour le
Traitement de l’Information en matière de Recherche dans le
domaine de la Santé (CCTIRS) on November 26, 2014 (file n∘14
744) and received regulatory authorization from Commission
Nationale de l’Informatique et des Libertés (CNIL) on November 9,
2015 (file DR-2015-362). Ethics approval was granted by the Espace
de Réflexion Ethique de la Région Centre (ERERC) onMarch 4, 2015
(project n∘ 2015-008).

Design – data collection

Recording of the consultation
Consultations were recorded after the patient–relative dyad had
received verbal and written information on the study aims from
the oncologist and had signed a consent document.

Self-administered questionnaires
Three self-administered questionnaires (patient, relative, and
oncologist) were designed via 10 simulation sessions with vol-
unteering senior physicians and professional actors (playing

patients and relatives) then validated by linguists and psychologists
(Hureaux et al. 2016).

At the end of consultations, oncologists gave patients and rel-
atives questionnaires to complete independently, collecting infor-
mation on their sociodemographic characteristics (gender, age,
educational level, and professional situation) and comprising
mirror-items for each version in the form of closed and open
questions on their comprehension of the consultation, their expec-
tations, their perceptions of the illness and of the therapeutic
decisions. The oncologists also completed questionnaires with the
same mirrored themes, enabling comparison of perceptions, and
provided their sociodemographic characteristics (gender, age, spe-
cialty, and qualification) and clinical data on the tumors (supple-
mentary material).

Interviews
Some oncologist–patient–relative triads were interviewed 2 to 3
weeks after the consultation by an independent psychologist using
semi-structured interviews to further investigate the recordings of
the consultations and answers to the questionnaires. These inter-
views allowed the patient, relative, or oncologist to address points
not covered in the questionnaires. Because the answers to ques-
tions on overall feelings and understanding of the consultation
were particularly informative, we did not conduct any further
triad interviews. For patient and relative, to facilitate open dis-
cussion, these interviews were conducted separately, face-to-face,
outside the usual consultation premises. The interviews with the
oncologists took place separately in their workplace.

Data analysis

Descriptive statistics were used for respondents’ demographic
and medical characteristics. Means and standard deviations for
responses to items on a 10-point Likert scale were calculated.
Comparative analysis of patient–relative–oncologist responses was
performed using the Wilcoxon test for matched pairs, with 2-sided
5% significance level (SAS 9.4).

Consultations and interviews were fully transcribed, preserv-
ing participant discourse, and anonymized. Our analysis used
grounded theory (Glaser and Strauss 2010) and thematic anal-
ysis (Ramos 2015). Using an inductive approach, we devel-
oped our theoretical sampling by analyzing our material as the
research deployed. The potential of mixed methods was used not
only in the data collection phase but also in the data analysis
phase.

After qualitative exploratory work to construct the question-
naires (simulation sessions), not described in this paper, we con-
tinued fieldwork with the collection of the recordings of consul-
tations (qualitative data) and questionnaires (quantitative data),
processed with an equal priority shared between the 2 forms of
data, and we supplemented these results with qualitative analy-
sis of some of the interviews. Theory triangulation (Patton 1999)
andmultidisciplinary interpretation of the data were performed by
oncologists (TL, OC, JE, AA, JH, PC, EG, and HB), sociologists
(EL), and public-health professionals (II). The researchers read the
transcripts independently, re-read them together and discussed
them until they reached a joint solution. Then they scheduled the
interviews. Strategies for combining data such as integration by
connecting, merging, or nesting enabled integrative analysis of the
results (Creswell and Plano Clark 2018).
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Number of oncologists who 
included dyads

n=20

Number of triads analyzed
n = 47

- No patient questionnaire and/or no relative 

questionnaire (n=7)

- No registration (n=2)

- Patient unable to respond (n=2)

- Wrongly included patient (n=1)

No relative at the consultation (n=2)

- Not a consultation announcing cancer progression

(n=1)

Number of oncologists who 
agreed to participate

n = 45

- Solicitations by mail, e-mail, telephone, etc.

- Non-respondent (n = 235)

- Withdrawal of consent (n=2)

- No patient inclusions (n=23)

Number of oncologists solicited
n = 280

Number of dyads included
n=62

Figure 1. Flowchart.

Results

Themes emerging from the analysis were the course of the consul-
tation, the place of the relative, and representations and perceptions
of the consultation by the triad.

Characteristics of the triads

During 2016, among the 45 oncologists who agreed to take part,
20 included 62 patients (Fig. 1). The analysis concerned 47 con-
sultations with complete data (3 questionnaires and an audio-
recording of the consultation) conducted by 16 physicians aged 33
to 56 (Table 1), and 12 interviews conducted with 4 of the 47 triads
(different oncologists and work settings).

Patients were aged 46 to 87, and 68% were women. The tumor
sites varied, time since diagnosis ranged from a few months to
17 years. Relatives were aged 25 to 82, and most were spouses
(Table 2, supplementary material).

The course of the consultation

Consultations (Table 3) mainly took place in the oncologists’
consulting rooms (94%), and inmost cases (87%) the objective was

to offer the patient a new treatment line. Exchanges focused on
the announcement of disease progression, therapeutic alternatives,
treatment goals, supportive oncological care, or palliative treat-
ment options, with few digressions resulting from a need to change
the subject or to reassure a distressed patient.

Oncologists dominated the exchanges (ratio of the number of
words to the total number = 63% (39–87%)). They began the
consultation by questioning the patient on his/her state of health,
symptoms (83%) and/or by explaining examination results (66%).
To announce disease progression, they adopted 4 methods: prepa-
ration of the dyad, slower pace of exchanges, careful choice of
words, and valorization of positive aspects.

The disease is still around the liver and the lymph node, (..). The good news
is that there is no new damage in the lungs. All the other organs are spared.
(Consultation 6)

To describe the situation, oncologists recalled using words like
“disease progression,” “cancer,” “metastases,” “tumor,” and “nod-
ules,” with few references to “discontinuing treatment,” “palliative
chemotherapy,” “palliative care,” “life expectancy,” or “prognosis.”
This is confirmed by the recordings. They mentioned prognosis
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Table 1. Characteristics of investigators (n = 16)

Age (years) (n = 13)

Mean (sd) 42.1 (7.2)

[min–max] [33−56]

Gender n (%)

Female 4 (25)

Male 12 (75)

Specialty

Medical oncologist 10 (62)

Radiation oncologist 3 (19)

Organ specialists 3 (19)

Qualification

University degree in palliative care 3 (19)

University degree in pain management 2 (12)

University degree in oncogeriatrics 2 (12)

Trained in communication 13 (81)

Working place

University hospital 3 (19)

General hospital 6 (44)

Private hospital 5 (25)

Cancer center 2 (12)

in 6 consultations (13%), following questions from the patient or
relative, generally toward the end of the consultation.

To refer to palliative care, oncologists mentioned measures
associated with it: “home hospitalization,” “respite hospitalization,”
“maintaining in the home as long as possible with assistance,”; and
for pauses in treatment they attempted to explain that continu-
ing chemotherapy was not beneficial: “they (the treatments) are
not doing you much good,” and announced it in the manner of a
reasoned decision: “we consider it is not wise to resume treatment.”

According to oncologists, both patients and relatives asked for
information on disease status (79% and 60%, respectively) and on
the treatment plan (68% for patients and relatives alike), i.e. the
objective of the consultation, and only a minority broached the
issues of a therapeutic alternative (36% and 34%, respectively) or
prognosis (30% and 19%, respectively).

The relative

Their place in the consultation
Half (49%) the relatives favored the patient–physician relation-
ship, remaining relatively in the background although contributing
to the discussion, but a quarter (26%) took over the consultation.
In contrast, another quarter (23%) intervened very little. Relatives
generally did not intervene at the start of the consultation. They
only spokewhen areaswhere they considered they could contribute
were broached, patient quality-of- life, treatments, and logistics.
Husbands were attentive to the quantifiable elements of the disease
and wives to the day-to-day management of the illness. Patients’
children mainly focused on their parent’s comfort.

Table 2. Characteristics of patients and relatives (n = 47)

Patient Relative

Age

Mean (sd) [min–max] 69.1 (8.6) [46−87] 62.8 (12.7) [25−82]

Relationship of the family
member to the patient

n (%)

Spouse 38 (81)

Child 8 (17)

Grandchild 1 (2)

Gender n (%) n (%)

Female 28 (60) 23 (49)

Male 19 (40) 24 (51)

Employment status n (%) n (%)

In operation 8 (17) 11 (23)

Retired 38 (81) 35 (75)

Not working (stay-at-home
mother, disability)

1 (2) 1 (2)

Highest degree n (%) n (%)

Below the baccalaureate 34 (77) 31 (66)

Greater than or equal to the
baccalaureate

10 (23) 16 (34)

Cancer typology n (%)

Digestive (colon/esopha-
gus/rectum)

16 (34)

Breast 12 (26)

Gynecological cancers 6 (13)

Pancreas 5 (11)

ENT 2 (4)

Lungs 2 (4)

Kidney 3 (6)

Biliary Tract 1 (2)

Age of diagnosis (years)
(n = 41)

Mean (sd) [min–max]

4.0 (3.8) [0−17]

WHO stage n (%)

0 13 (28)

1 20 (43)

2 10 (21)

3−4 4 (9)

EVA pain (n = 43)/10

Mean (sd) [min–max] 1.93 (2.05) [0−8]

Disease prognosis n (%)

A few weeks 2 (4)

From a few weeks to a few
months

8(17)

A few months or more 37 (79)

EVA = visual analog score , WHO = World Health Organization.
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Table 3. Characteristics of the consultation (n = 47)

The position adopted by the oncologist toward the
patient and the accompanying person

n (%)

Sitting at the desk facing the patient and
accompanier

44 (94)

Sitting at the desk beside the patient and the
accompanier

0

Standing in the patient’s room with the
accompanier alongside

0

Sitting in the patient’s room with the accompanier
alongside

3 (6)

The information and proposals that the physician wished to deliver
to patient and accompanier

Initiation of a new line of treatment/Participation
in a clinical trial

41 (87)

Discontinuation of specific treatments, initiation
of supportive or palliative care and/or orientation
to long-term facility without new line of treatment

6 (13)

Pause in specific treatments 0

The physician started the consultation

with the patient (How are you feeling? question(s)
on symptoms, etc.)

39 (83)

with the disease (scan, blood counts, etc.) 31 (66)

In another manner 3a

Words the physicians thought they used in the
consultation

Progression 37 (79)

Cancer 32 (68)

Metastases 28 (60)

Aggravation 24 (51)

Tumor 20 (43)

Nodule 20 (43)

Symptoms 17 (36)

Cancer cells 16 (34)

Quality of life 13 (28)

No cure 13 (28)

Relapse 10 (21)

Risk–benefit ratio 8 (17)

Supportive care 8 (17)

Comfort 7 (15)

Therapeutic pause 5 (11)

Accompaniment 5 (11)

Discontinuation of treatment 5 (11)

Palliative chemotherapy 4 (9)

Making the most of it 4 (9)

Prognosis 3 (6)

Life expectancy 3 (6)

Palliative care 2 (4)

(Continued)

Table 3. (Continued.)

Remission 1 (2)

Death 1 (2)

The unfolding of the consultation led the physician to provide
information that was

Complete 17 (36)

Partial 27 (57)

Minimal 3 (6)

The physician considers he will need to return to the
information in a later consultation

30/46 (65)

aInformation on a new chemotherapy protocol to be instated; a few words on the recording;
recall of the previous treatment.

While my wife is undressing, there’s something that puzzles me (..) in her
results, and that is the Gamma GT. (Husband, Consultation 12)

So, I have adapted his diet, with more protein.. I try to find the right foods.
(Wife, Consultation 43)

That (loss of appetite) was the reason for our visit to her (the mother). To
try and give her new tastes, something different. (Son, Consultation 9)

To contribute to the consultation certain relatives called on
resources derived from their professional activity (medical, rela-
tional, or linguistic skills), mostly approaching the illness from a
relatively outside (non-somatic and nonprofessional) point of view
or based on their own experience.

He (the patient) says to me “I’d like to see you (in my position)”. But
I’ve already been there, when I was in a car accident with my parents, I
had broken bones all over and I stayed one/three months in bed! (Wife,
Consultation 46)

The patient–oncologist dyad was dominant, but according to
oncologists, in 62% of the triadic consultations, both verbal and
nonverbal interactions contributed to the way the consultation
unfolded.

A presence that is beneficial
According to 93% of the patients, the presence of a relative helped
in the consultation (85% positive comments in questionnaires).
Relatives were able to detail, correct, or add elements related to
the patient’s health, and help patients understand the results.

He helped me ask questions it would not have occurred to me to ask, and
his being there reassured me. (Patient, Questionnaire 32)

It’s more than essential for the two of us to be there, to hear everything, and
to understand, because sometimes when you get home you find you haven’t
heard the same thing. (Wife, Interview 4)

For oncologists, the presence of most relatives was also seen
as beneficial, making the announcement easier, avoiding misun-
derstandings, or enabling better understanding of the illness. One
oncologist confirmed that it was more “comfortable” to announce
bad news to a patient accompanied by a relative.

There’s nothing worse than announcing (bad news) to a person on their
own. You won’t use the same words, you won’t have the resource per-
son alongside who will provide support after the consultation, so it does
change the content of the interview a little, and the way it is conducted.
(Interview 11)
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During the consultations, relatives were allies for patient and
oncologist – the oncologist relying on the relative in cases of
noncompliance, refusal of treatment, or misunderstanding by the
patient, and the patient relying on the relative to back up his/her
therapeutic choice. Thus, care management could be influenced by
interactions within the triad.

Patient: We talked about it. I don’t know if you remember, about tablets,
but I don’t know if… maybe at least try it? (short silence). Try it. But I don’t
know. It’s your decision, isn’t it?

Wife: Maybe it would not be as strong as the normal chemo, I don’t know
(…) Maybe it could temper things a bit, chemo-tablets… (Consultation 1)

The relatives attending the consultation had acquired knowl-
edge of the disease and favored information-sharing in the family,
acting as an interface with other family caregivers.

Oncologist: Would you like me to draw another diagram?

Wife: Yes, so that I can get things clear for my son – for our children. It was
he who wanted it mostly. (Consultation 28)

I don’twant tomiss consultations because I like to have the doctor’s opinion.
(Wife, Interview 16)

A source of complexity
While certain patients wished to be informed in direct manner
(“she didn’t beat about the bush,” “since pretenses are not really
the order of the day”), others were not ready (“I would have other
questions to ask, but I’m not ready yet to hear the answers”). Thus,
certain relatives exposed the patients to questions they did not wish
to broach.

To deliver information our first job is to listen, you need to listen to the
person, and then to understand what the person really wants to hear, in
fact it’s the patient who guides us. (Oncologist, Interview 4)

The relationship with time differs between patients and rela-
tives since expectations can differ. Patients envisaged the short term
“How many chemo sessions?” The same applies to physicians “I’ll
see you again in twoweeks”; “Let’smove forward step by step, if you
agree.” Relatives had questions on the more distant future: appre-
hensions about what will happen, life expectancy, how to prepare
for the future.

In these triadic consultations, oncologists also expressed the
desire to examine patients privately, preserving their intimacy,
in a suitable setting. Symptoms perceived as intimate or private
appeared difficult to express for some patients in the presence of
a relative. For relatives, prognosis was a difficult subject to broach
in presence of the patient.

I had a spell when I was having colored stools – not red, or brown, but…
well it was… but now it’s really brown, and – well – quite a lot… Anyway…
is it losing blood that could have contributed tome feeling weaker? (Patient
after her son went out, Consultation 9)

Of the 47 consultations, only 2, on the initiative of the relative,
broached the subject of his/her own physical and mental health.

In fact, when you accompany a patient, what I find difficult for the helper
is that people always ask about the patient. If I had been able to see the
psychologist, it would have been a time just for me. (Wife, Interview 11)

Representations and perceptions of the triad – outcome of
the consultation

During the consultations, oncologists maintained a balance,
broaching the subject of palliative care while preserving hope,
all within a short time-lapse. Both patients and relatives retained
words that characterized the illness (“aggravation,” “cancer,” and
“progression”), but also words of hope (“not serious,” “confident,”
and “hope”).

According to oncologists, they provided complete information
in only 17 consultations (36%) and thought they would need to
return to the subject in later consultations. Although they broached
the subject of prognosis very little, they (rightly) considered that in
41 consultations (79%), both patient and relative had understood
that the disease was incurable.

The disease has progressed, and the treatment has had to be altered and
adapted, because the cancer has attacked the lumbar vertebrae – it’s distress-
ing”; “We both know that the disease has developed a lot and that the drugs
are there just to slow it temporarily. (Patient and relative, Questionnaire 41)

One patient even added: “Because at one stage I could see in
your face that I wasn’t going to get over this. I was very upset,
doctor. Very upset” (Patient, Consultation 34).

Perceptions of the consultation (Table 4) were approached
through the triads’ responses to questionnaires. While patients
and relatives had apprehensions of the seriousness of the disease
that differed little (P = 0.56), oncologists underestimated patient
perceptions of the seriousness of their disease (P = 0.0090), but
not those of the relatives (P = 0.47). They also underestimated
patients’ understanding of the words they used (P = 0.0005), but
not the relatives’ understanding (P = 0.63). Alongside, the oncolo-
gist questioned the relative on what he/she thought of the patient’s
situation in only 1 consultation, while more patients than rela-
tives (52% vs 39%) reported no difficulty in understanding the
oncologists’ words.

Following the consultation (Table 5), relatives seemed to under-
estimate patients’ ability to deal with the oncologist’s explana-
tions, considering patients were less serene than they claimed
(P < 0.0001). However, all felt trustful after these explanations
(P = 0.14).

Around twice as many relatives as patients (26% vs 16%) would
have liked more information, on disease progression, prognosis,
and treatments, and 7 relatives (15%) said they had not been able to
ask all the questions they wished during the consultation because
the patient was present. Certain relatives (11%) considered that it
was not desirable to give the patient full information.

Nevertheless, both patients and relatives appreciated being sup-
ported in their plans and welcomed treatment postponement if it
did not interfere with disease progression.

Finally, patients and relatives considered that oncologists lis-
tened to them. However, it can be noted that at the end of the con-
sultation, no oncologist checked the understanding by the patient
or the relative of the consultation by asking them to reword what
had been said.

Discussion

The degree of empathy felt by patients and their relatives, and the
experience of the consultation were overall very positive. Although
none of the oncologists checked what patient and relative had
retained from the consultation, they appeared to underestimate the
patient’s level of understanding and perception of the seriousness
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Table 4. Cross-representation of patient, relative, and oncologist (n = 47). Significant differences are indicated as bold value

Current severity of the disease
(0 = mild–10 = severe)

As estimated by the patient
Mean (sd)
[min–max]

As estimated by the relative
Mean (sd)
[min–max]

Perception gap at scales Δ
Mean (sd)
P

8.09 (1.76) [5−10]
(n = 45)

7.84 (1.78) [4−10]
(n = 45)

Δ = 0.18 (1.67)
0.56

Perception of the current severity of the disease
(0 = mild–10 = severe

As estimated by the patient
according to the oncologist

As estimated by the relative
according to the oncologist

Perception gap at scales Δ
Mean (sd)

7.23 (1.31) [4−10]
(n = 47)
Δ = 0.78 (1.84)

7.76 (1.32) [4−10]
(n = 45)
Δ = 0.16 (1.90)

Δ = 0.47 (1.16)
0.0093

P 0.0090 0.47

Difficulty understanding the oncologist’s words
(0 = no difficulties–10 = many difficulties)

As estimated by the patient As estimated by the relative Perception gap at scales Δ
Mean (sd)
P

1.36 (2.04) [0−8] median 0
(n = 45)

1.89 (2.49) [0−9] median 1
(n = 46)

Δ = −0.70 (3.05)
0.11

Level of understanding
(0 = make sense of everything–10 = be meaning-
less)

Patient’s level of understanding
estimated by the oncologist

Relative’s level of under-
standing estimated by the
oncologist

2.62 (1.41) [0−7], median 2 1.93 (1.20) [0−5], median 2 Δ = −0.67 (1.43)
0.0019

Perception gap at scales Δ
Mean (sd)
P

(n = 47)
Δ = −1.27 (2.52)
0.0005

(n = 46)
Δ = −0.022 (2.19)
0.63

Table 5. The outcome of the consultation (n = 47). Significant differences are indicated as bold value

According to the patient According to the relative P
Mean (sd) [min–max] Mean (sd) [min–max]

Patient concern
(0 not serene–10 quite serene)

6.80 (2.94) [0−10](n = 45) 4.23 (3.12 [0−10](n = 43) <0.0001

Patient confidence
(0 Not confident–10 very confident)

7.61 (2.38) [1−10](n = 38) 8.13 (2.17) [0−10](n = 39) 0.14

Physician attentive to patient 9.17 (1.32) [5−10] 9.30 (1.13) [4−10] 0.73

Physician attentive to relative 9.26 (1.22) [5−10] 9.30 (1.30) [4−10] 0.97

n (%) n (%)

Would have liked additional information 7 (16)(n = 43) 11 (26)(n = 43)

Did not ask all of the desired questions during the
consultation (n = 46)

5 (11)(n = 46) 9 (19)a(n = 47)

The doctor thinks the patient/relative
asked all the questions he had to ask

4/5 2/9b

After reflection, they had other questions to ask 8 (19)(n = 42) 14 (32)(n = 44)
aSeven relatives because of the patient’s presence.
bFor the other 7, the oncologist does not know.

of the disease but not those of relatives. The possible hypotheses,
for oncologists, are the impact of the emotional load in the consul-
tations, and the distress generated by what they had to say (Granek
et al. 2017, 2016; Paiva et al. 2018). Thus, these supposedly greater
difficulties in understanding for the patient than for the relative
could be linked to the oncologist’s secret hope that the patient has
not fully understood the announcement. They provided informa-
tion, seeking to protect the patient more than the relative, also
protecting themselves from possible guilt at having said too much
to the patient, or because the patient had understood too well. It

is also possible that, because certain words are impossible to utter,
the oncologist’s nonverbal communication wasmore important for
the relative than for the patient, possibly at moments before or after
the clinical examination.

During the consultation, oncologists tried to include relatives,
who were willing involve: only half of them actually contributed
to the consultation, but without taking over from the patient. Very
few oncologists broached the physical and psychological health of
relatives by asking them directly about their own situation (van
Oosterhout et al. 2021). Yet while accompaniers provide support,
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they also need support (Laidsaar-Powell et al. 2016; Ream et al.
2013). The relative is not just a partner but also a “second patient
in distress” (Bréchot 2007).

For the patient, symptoms perceived as private or intimate, and
for the relative, prognosis, weremore difficult subjects to address in
triadic consultation. Relatives did not ask all the questions they had
in mind, and would have liked more information. Their demand
for information was greater than that of the patients, and some
appeared to wish to restrict the patient’s access to full information.
The study confirmed that, in this context of treatment discon-
tinuation and orientation toward palliative care, while patients
were in a logic of seeking honest information (Datta et al. 2017),
they were sometimes unwillingly confronted with questions they
were reluctant to raise (Furber et al. 2015; Laidsaar-Powell et al.
2016). Patients and relatives did not always move at the same pace
and did not have the same information needs (Saltel et al. 2001).
Oncologists should identify the needs and expectations of patients,
but also those of relatives, to detect discrepancies within the dyad
and avoid forcing the pace of information delivery. They should
adapt to changing alliances, ensure that dialogue is maintained
within the dyad, and monitor interactions.

The relative provides support for the patient but is also a
resource for the physician in helping to maintain compliance with
treatment and providing emotional support. Oncologists can feel
relieved of the need to provide particularly close emotional sup-
port, since it is provided by the relative (Burkhalter and Bromberg
2003). For the oncologist, this enables identical information to be
given to both members of the dyad, and provides complemen-
tary information on the patient, since the relative is familiar with
the patient’s life. Thus, the presence of the relative is often benefi-
cial (Laidsaar-Powell et al. 2016). However, certain dyadic alliances
can make exchanges more difficult, such as when relatives take
the patient’s side to demand inappropriate treatments or monop-
olize the conversation (Beisecker and Moore 1994; Laidsaar-
Powell et al. 2016; Rosenberg et al. 2017; Saint-Marc 2012).
Furthermore, some relatives, contaminated by their own percep-
tions of the situation, appeared to underestimate the patient’s ability
to cope with the oncologist’s explanations. Oncologists should
consider these different contexts. Shared decision-making tools
could facilitate exchanges (Sloan et al. 2021; van Oosterhout et al.
2021).

This study shows that each consultation is unique, depending
on each participant’s manner of being and doing, but this does
not exclude a common typology. To announce disease progression,
oncologists relied on preparedness for the situation (Bousquet et al.
2015), a slower pace of exchanges (McHenry et al. 2012), careful
choice of words, or the valorization of positive aspects (Ménoret
2007; National Cancer Institute (NCI) 2014).

Patients and relatives entered the consultation with different
objectives, patients to discuss the present situation, and relatives
to identify the best treatment solution (Lee et al. 2018). Relatives
generally let the patient–physician dialogue unfold around the
symptoms and the illness, and only spoke when treatments
were broached. With the changes in sociocultural representa-
tions, taboos concern metastatic tumors more than the cancer
itself (Fainzang 2013). For the oncologists, the difficulty was more
how to position themselves toward prognosis (Singh et al. 2017),
or palliative care, although it is particularly relevant to improve
patient quality-of-life and reduce medical costs (Epstein and Street
2007). They tended to prefer associated themes, and an earlier
study showed that while the words “palliative,” “supportive,” and
“hospice” are commonly used interchangeably, they have differing

impact (Fishman et al. 2018). The exchanges between oncolo-
gists and dyads confirmed that the words of the physician often
dominated the exchanges.

This study echoes a recent systematic review that concluded
that further research was needed to understand communication
with relatives of patients approaching the end-of-life in different
settings (Anderson et al. 2019). It showed that the presence of
an accompanying person (here a relative) in a consultation can
be beneficial, but that it can also complicate the announcement
of disease progression, showing the need to improve tools facili-
tating communication among protagonists. There is thus a need
to determine how oncologists can support relatives (Schulz et al.
2018) and integrate them into the consultation to foster the thera-
peutic alliance. Training via simulation sessions has already shown
promising results in improving communication between doctor
and patient and could be adapted to communication involving
relatives.

Limitations

The method used is original, and the number of triads included
(47 and 20 physicians) is larger than in earlier studies (Korfage
et al. 2013; Lee et al. 2018). However, 1 limitation is the differ-
ence between the potential study population and the oncologists
who actually took part, and may also have selected patients, and
recruitment was hampered by the small numbers of volunteers.
Lack of time in consultations was the main reason given for non-
participation. Furthermore, these findings are only transferable to
countries with a similar cultural context, where doctors are encour-
aged to talk to patients and provide consistent information to their
families. Finally, our use of grounded theorywas only partial in that
we did not reach the end of the theorization process.This study has
cast light in particular on announcement techniques and the types
of alliance within triads, 2 themes where the recurrences observed
made it possible to reach data saturation.

Conclusion and perspectives

This study highlights possible improvements in triadic oncology
consultations:

(i) Optimizing the consultation premises layout to ensure patient
privacy,

(ii) Taking time to determine what patients and relatives know
and/or understand about the situation, what they expect from
the consultation, and what they are feeling,

(iii) Taking an interest in patients’ plans,
(iv) Taking an interest in the accompanier, assessing his/her state

of health and preoccupations,
(v) Managing the consultation in more interactive mode, avail-

ability to respond to questions and asking participants to
reword what has been said.

To address the issue of not enough time for these consultations,
physicians should refer patients and families to psychosocial team
members to provide robust support to patients, families, and loved
ones transitioning to end-of-life care, and also to diminish clini-
cians’ psychological pressure. There is a need is to raise awareness
among physicians of the challenges of this situation. By way of sim-
ulation sessions, they need to appropriate these recommendations
to acquire the skills to integrate them into their practice.

https://doi.org/10.1017/S1478951523000342 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951523000342


Palliative and Supportive Care 9

Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S1478951523000342.

Acknowledgments. The authors would like to thank

• Oncologists for their participation in the study.
• Sarah Dujoncquoy for her help in designing the protocol study, Nicolas

Palierne for his help in facilitating the collection of questionnaires during the
study period, Camille Pousse for the interviews, Karine Dupont for her help
for the transcription of consultations, and Pierre Ingrand for helpful insights
in the statistical analyses and manuscript revision.

• Angela Verdier for French to English translation.

Authors’ contributions. HB conceived the study. HB, II, JH, and PC
designed the research and wrote the research protocol. II and HB defined
the concept and scope of the article. II wrote the first draft. HB provided
expert knowledge on the data. II and EL performed the analyses. All authors
commented on and contributed to the final version of the text.

Funding. This study was supported by the Cancéropole Grand-Ouest and
funded by Les régions Pays de Loire, Poitou-Charentes, Centre et Bretagne.
BABEL was selected by the Conseil Scientifique du CGO on 12/9/2013 and the
4 regions voted the budget for the project on 3/10/2013.

Competing interests. The authors have no potential conflicts of interest to
report with respect to the research, authorship, and/or publication of this article.

Ethical standards. Informed consent was obtained from all individual par-
ticipants included in the study.

References
Anderson RJ, Bloch S, Armstrong M, et al. (2019) Communication between

healthcare professionals and relatives of patients approaching the end-of-life:
A systematic review of qualitative evidence. Palliative Medicine 33, 926–941.
doi:10.1177/0269216319852007

Baile WF, Buckman R, Lenzi R, et al. (2000) SPIKES—A six-step protocol for
delivering bad news: Application to the patient with cancer. The Oncologist
5, 302–311. doi:10.1634/theoncologist.5-4-302

Beisecker AE and Moore WP (1994) Oncologists’ perceptions of the effects
of cancer patients’ companions on physician-patient interactions. Journal of
Psychosocial Oncology 12, 23–39. doi:10.1300/J077V12N01_02

Bousquet G, Orri M,Winterman S, et al. (2015) Breaking bad news in oncol-
ogy: A metasynthesis. Journal of Clinical Oncology 33, 2437–2443. doi:10.
1200/JCO.2014.59.6759

BoyleDA (2019)Nursing care at the end of life: Optimizing care of the family in
the hospital setting. Clinical Journal of Oncology Nursing 23, 13–17. doi:10.
1188/19.CJON.13-17

Bréchot JM (2007) Quelle vérité au patient et à sa famille? Revue Des Maladies
Respiratoires 24(8 Pt2), 6S131–S136. doi:10.1016/S0761-8425(07)78146-9

Buckman R (1992) Breaking Bad News: A Guide for Health Care Professionals.
Baltimore: Johns Hopkins University Press.

Burkhalter JE and Bromberg SR (2003) Family-oncologist communication
in cancer patient care. Cancer Investigation 21, 915–923. doi:10.1081/cnv-
120025094

Creswell JW and Plano Clark VL (2018) Designing and Conducting Mixed
Methods Research, 3rd edn. Thousand Oaks, CA: SAGE Publications.

Datta SS,Tripathi L,VargheseR, et al. (2017) Pivotal role of families in doctor–
patient communication in oncology: A qualitative study of patients, their
relatives and cancer clinicians. European Journal of Cancer Care (Engl) 26,
ecc 12543. doi:10.1111/ecc.12543

Desauw A, Christophe V, Antoine P, et al. (2009) Quelle perception les prati-
ciens ont-ils de l’annonce de mauvaises nouvelles en oncologie? Analyse
qualitative du vécu et des stratégies de régulation émotionnelle. Psycho-
Oncologie 3, 134–139. doi:10.1007/s11839-009-0143-z

Epstein RM and Street RL (2007). Patient-centered communication in can-
cer care: Promoting healing and reducing suffering. PublicationNo. 07-6225.
Bethesda, MD: National Institutes of Health.

Fàbregues S, Hong QN, Escalante-Barrios EL, et al. (2020) A methodological
review of mixed methods research in palliative and end-of-life care (2014-
2019). International Journal of Environmental Research and Public Health 17,
3853. doi:10.3390/ijerph17113853

Fainzang S (2013) Champ-contrechamp: La relation médecin-malade entre
anciennes et nouvelles normes. Anthropologie Et Sociétés 37, 83–97. doi:10.
7202/1024080ar

Fishman JM, Greenberg P, Bagga MB, et al. (2018) Increasing information
dissemination in cancer communication: Effects of using “palliative,” “sup-
portive,” or “hospice” care terminology. Journal of Palliative Medicine 21,
820–824. doi:10.1089/jpm.2017.0650

Furber L, Bonas S, Murtagh G, et al. (2015) Patients’ experiences of an ini-
tial consultation in oncology: Knowing and not knowing. British Journal of
Health Psychology 20, 261–273. doi:10.1111/bjhp.12096

Gilligan T, Bohlke K and Baile WF (2018) Patient-clinician commu-
nication: American Society of Clinical Oncology consensus guideline
summary. Journal of Oncology Practice 14, 42–46. doi:10.1200/JOP.2017.
027144

Gilligan T, Coyle N, Frankel RM, et al. (2017) Patient-clinician communica-
tion: American Society of Clinical Oncology consensus guideline. Journal of
Clinical Oncology 35, 3618–3632. doi:10.1200/JCO.2017.75.2311

Glaser BG and Strauss AL (2010) LaDécouverte de laThéorie Ancrée. Stratégies
Pour la Recherche Qualitative. Paris: Armand Colin, coll. « Individu et
Société ».

Granek L, Barbera L, Nakash O, et al. (2017) Experiences of Canadian
oncologists with difficult patient deaths and coping strategies used. Current
Oncology 24, e277–e284. doi:10.3747/co.24.3527

Granek L, Krzyzanowska MK, Nakash O, et al. (2016) Gender differ-
ences in the effect of grief reactions and burnout on emotional dis-
tress among clinical oncologists. Cancer 122, 3705–3714. doi:10.1002/cncr.
30236

Hureaux J, Cartier-Chatron I, Bourgeois H, et al. (2016) Use of simulation to
validate questionnaires on a sensitive subject. Simulation in Healthcare: The
Journal of the Society for Simulation in Healthcare 11, 65–66. doi:10.1097/
SIH.0000000000000145

Korfage IJ, Audrey S, Hak T, et al. (2013) Recognising the importance of ‘fam-
ily timeout’ in consultations: An exploratory qualitative study. BMJ Open 3,
e002144. doi:10.1136/bmjopen-2012-002144

Laidsaar-Powell R, Butow P, Bu S, et al. (2016) Attitudes and experiences
of family involvement in cancer consultations: A qualitative exploration
of patient and family member perspectives. Supportive Care in Cancer 24,
4131–4140. doi:10.1007/s00520-016-3237-8

Lee GL, Teo I and Kanesvaran R (2018) The complexities of doctor-patient-
family communication in an Asian Oncology Setting: Concordance and
discordance among patient preferences, family preferences, and perceived
and actual communication.Health Communication 33, 95–101. doi:10.1080/
10410236.2016.1239303

Licqurish SM,CookOY,Pattuwage LP, et al. (2019) Tools to facilitate commu-
nication during physician-patient consultations in cancer care: An overview
of systematic reviews. CA: A Cancer Journal for Clinicians 69, 497–520.
doi:10.3322/caac.21573

Lim CT, Tadmor A, Fujisawa D, et al. (2017) Qualitative research in palliative
care: Applications to clinical trials work. Journal of Palliative Medicine 20,
857–861. doi:10.1089/jpm.2017.0061

McHenryM,ParkerPA,BaileWF, et al. (2012)Voice analysis during bad news
discussion in oncology: Reduced pitch, decreased speaking rate, and nonver-
bal communication of empathy. Supportive Care in Cancer 20, 1073–1078.
doi:10.1007/s00520-011-1187-8

Ménoret M (2007) Informer mais convaincre: Incertitude médicale et rhé-
torique statistique en cancérologie. Sciences Sociales Et Santé 25, 33–54.
doi:10.3406/sosan.2007.1701

National Cancer Institute (NCI) (2014) NCI: PDQ Communication in
Cancer Care. Bethesda, MD: National Cancer Institute. http://www.cancer.
gov/cancertopics/pdq/supportivecare/communication/patient (accessed
16 September 2021).

OngLM,VisserMR, Lammes FB, et al. (2000)Doctor-patient communication
and cancer patients’ quality of life and satisfaction. Patient Education and
Counseling 41, 145–156. doi:10.1016/s0738-3991(99)00108-1

https://doi.org/10.1017/S1478951523000342 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951523000342
http://www.cancer.gov/cancertopics/pdq/supportivecare/communication/patient
http://www.cancer.gov/cancertopics/pdq/supportivecare/communication/patient
https://doi.org/10.1017/S1478951523000342


10 Isabelle Ingrand et al.

Paiva CE,Martins BP and Paiva BSR (2018) Doctor, are you healthy? A cross-
sectional investigation of oncologist burnout, depression, and anxiety and an
investigation of their associated factors. BMC Cancer 18, 1044. doi:10.1186/
s12885-018-4964-7

Parikh PP, White MT, Buckingham L, et al. (2017) Evaluation of palliative
care training and skills retention by medical students.The Journal of Surgical
Research 211, 172–177. doi:10.1016/j.jss.2016.11.006

PattonMQ (1999) Enhancing the quality and credibility of qualitative analysis.
Health Services Research 34, 1189–1208.

Ramos E (2015) Analyser les entretiens: L’analyse thématique. L’entretien com-
préhensif en sociologie. Usages, pratiques, analyses, Armand Colin, 93–111.

Ream E, Pedersen VH, Oakley C, et al. (2013) Informal careers’ experi-
ences and needs when supporting patients through chemotherapy: A mixed
method study. European Journal of Cancer Care (Engl) 22, 797–806. doi:10.
1111/ecc.12083

Rosenberg LB, Greenwald J, Caponi B, et al. (2017) Confidence with and bar-
riers to serious illness communication: A National Survey of Hospitalists.
Journal of Palliative Medicine 20, 1013–1019. doi:10.1089/jpm.2016.0515

Saint-Marc D (2012) L’autonomie des malades face à leur prise en charge et à la
profession médicale: Le cas des maladies atteints de cancer. Sociologie Santé
36, 253–268.

Saltel P, Gauvain-Piquard A and Landry-Dattee N (2001) L’information de la
famille d’un patient adulte atteint de cancer. Bulletin du Cancer 88, 399–405.

Schulz R, Beach SR, Friedman EM, et al. (2018) Changing structures and
processes to support family caregivers of seriously ill patients. Journal of
Palliative Medicine 21(S2), S36–S42. doi:10.1089/jpm.2017.0437

Seccareccia D, Wentlandt K, Kevork N, et al. (2015) Communication and
quality of care on palliative care units: A qualitative study. Journal of Palliative
Medicine 18, 758–764. doi:10.1089/jpm.2014.0408

Singh S, Cortez D, Maynard D, et al. (2017) Characterizing the nature of
scan results discussions: Insights into why patients misunderstand their
prognosis. Journal of Oncology Practice 13, e231–e239. doi:10.1200/JOP.
2016.014621

Sloan DH, Hannum SM, DeGroot L, et al. (2021) Advance care planning
shared decision-making tools for non-cancer chronic serious illness: A
mixed method systematic review. American Journal of Hospice and Palliative
Medicine® 38, 1526–1535. doi:10.1177/1049909121995416

Tattersall MHN (2018) Patient-oncologist communication: Sharing decisions
in cancer care. Journal of Oncology Practice 14, 9–10. doi:10.1200/JOP.2017.
028068

van Oosterhout SPC, Ermers DJM, Ploos van Amstel FK, et al. (2021)
Experiences of bereaved family caregivers with shared decision making in
palliative cancer treatment: A qualitative interview study. BMC Palliative
Care 20(1), 137. doi:10.1186/s12904-021-00833-z

Zachariae R, Pedersen CG, Jensen AB, et al. (2003) Association of perceived
physician communication style with patient satisfaction, distress, cancer-
related self-efficacy, and perceived control over the disease. British Journal
of Cancer 88, 658–665. doi:10.1038/sj.bjc.6600798

Zamanzadeh V, Rahmani A, Valizadeh L, et al. (2013) The taboo of can-
cer: The experiences of cancer disclosure by Iranian patients, their fam-
ily members and physicians. Psychooncology 22, 396–402. doi:10.1002/
pon.2103

https://doi.org/10.1017/S1478951523000342 Published online by Cambridge University Press

https://doi.org/10.1017/S1478951523000342

	The place of the relative at the time of the announcement of cancer progression: BABEL – a mixed-methods study
	Introduction
	Methods
	Aim
	Population
	Trial regulation
	Design – data collection
	Recording of the consultation
	Self-administered questionnaires
	Interviews

	Data analysis

	Results
	Characteristics of the triads
	The course of the consultation
	The relative
	Their place in the consultation
	A presence that is beneficial
	Oncologist: Would you like me to draw another diagram?
	A source of complexity

	Representations and perceptions of the triad – outcome of the consultation

	Discussion
	Limitations
	Conclusion and perspectives
	Acknowledgments
	References


