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Abstract

Background

Shared decision-making remains underutilized in patients with advanced cancer,
despite its proven importance and ongoing efforts to improve its implementation. The
influence of communication patterns during consultations on the limited application of
shared decision-making in daily clinical practice is not yet well understood. This study
explores communication patterns in medical decision-making consultations between
patients with advanced cancer and medical oncologists.

Methods

We conducted a qualitative observational study of single consultations between
patients with advanced cancer and their medical oncologists in a Dutch tertiary
referral center. We used reflexive thematic analysis to generate key themes and
categories that characterize communication patterns during these decision-making
consultations.

Results

From January to March 2019, our analysis of 16 audio-recorded consultations gener-
ated four themes. 1. The medical oncologist is balancing between hope and realism.
2. There is little room for bad news. 3. The medical oncologist’'s medical perspective
is leading in medical decision-making. 4. The patient and medical oncologist have a
shared focus on anticancer treatment.
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Conclusions

In consultations between patients with advanced cancer and their medical oncologist, a
self-reinforcing cycle of balancing hope and realism alongside a focus on life-prolonging
anticancer treatment appears to impede the practice of shared decision-making.

Introduction

Patients with advanced cancer often face complex treatment decisions, weighing

the potential benefits of palliative anticancer treatment against the possible harms
[1-4]. In guiding these medical decisions, it is essential to consider the likelihood of
treatment response, risk of toxicity, and the patient’s personal values and preferences
[5]. Shared decision-making has been developed as a strategy to help patients and
clinicians align treatment decisions with what matters most to the patient [6].

Several models of shared decision-making have been proposed to support this
process. A widely used framework is that of Elwyn et al [6], which distinguishes three
key steps: choice talk (making clear that a decision exists), option talk (presenting
available options and their pros and cons), and decision talk (supporting patients in
exploring preferences and reaching a decision). Stiggelbout et al [7]. have, amongst
others, further refined this model by emphasizing deliberation about patient prefer-
ences and the patient’s preferred role in decision-making. Despite the availability
of such theoretical frameworks, the application of shared decision-making in daily
oncology practice remains limited. [1,8—10]

Clear evidence supports the importance of shared decision-making [11—13], and it
has been integrated into various clinical guidelines [14], policy documents [15], and
medical education programs [16,17]. However, numerous barriers to effective imple-
mentation have been identified [10,18,19]. While various initiatives have been proposed
to enhance its practice, they often fall short of achieving widespread success [20,21].

Recent insights suggest that a strong emphasis on anticancer treatment sig-
nificantly influences decision-making in patients with advanced cancer [22—-24]. A
systematic review with meta-synthesis [22] identified an important driver for this:

The Overwhelming Situation of ‘No Choice,’ in which patients, their close ones,

and healthcare professionals often feel compelled to pursue aggressive anticancer
treatment options, driven by a mutual imperative to combat cancer. An observational
study [23] found that while oncologists provide thorough attention to medical aspects,
there is an opportunity to focus more on patients’ daily functioning and quality of life.
Furthermore, the option of forgoing treatment was frequently described as ‘doing
nothing’, which may benefit from reframing.

Nevertheless, research on how this focus on treatment emerges during consulta-
tions between patients and medical oncologists is limited, and communication pat-
terns contributing to this focus are poorly understood. Therefore, we aimed to identify
such communication patterns in decision-making conversations between patients
with advanced cancer and medical oncologists to enable more person-centered palli-
ative care through improved shared decision-making.
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Methods
Study design

In this qualitative observational study, we applied reflexive thematic analysis to audio-recorded outpatient consultations of
the Medical Oncology department. Reflexive thematic analysis was chosen because it allows for an in-depth exploration of
communication processes and the identification of recurring patterns, while acknowledging the active role of the research-
ers in interpreting meaning. This approach was particularly suited to our aim of understanding how shared
decision-making unfolds in consultations with patients with advanced cancer. We used the Consolidated Criteria for
Reporting Qualitative Research (COREQ) to guide reporting of this study [25]. In addition, we considered the Reflexive
Thematic Analysis Reporting Guidelines (RTARG) to enhance clarity and completeness [26]. The research ethics commit-
tee of Radboud University Medical Center judged the study to be fully compliant with the Dutch Medical Research Involv-
ing Human Subjects Act (case number 2018—4992).

Setting and participants

Data were collected at a university medical center in the Netherlands from January 10" to March 26'", 2019. Audio record-
ings were made of single consultations between a medical oncologist or medical oncology fellow and a patient with
advanced cancer, along with their close ones when present, during which MRI/CT scan results and treatment decisions
were discussed.

Medical oncologists, medical oncology fellows, and nurses approached eligible patients. These were patients with
advanced cancer whose practitioner would not be surprised if they were to die within 12 months (Surprise Question [27]
answered with no). Exclusion criteria included age under 18, inability to speak Dutch fluently, and inability to complete a
questionnaire. Convenience sampling was employed for participant recruitment. Written informed consent was obtained
from all patients and medical oncologists involved.

Study team and reflexivity

Team members had diverse research and clinical backgrounds, including primary care, palliative care, and medical oncol-
ogy (investigator triangulation). The team also included a professor in Meaningful Healthcare with expertise in contextual
communication and care. Additionally, all team members had prior experience conducting qualitative research in clinical
settings. Further information on the study team and reflexivity is provided in Supplementary 1.

We acknowledge that our perspectives influenced the attention to communication patterns. For example, DE had
substantial prior experience observing oncology consultations [28] and conducting a qualitative embedded multiple-case
study on shared decision-making [24], which guided the reflexive interpretation of the data. Moreover, the team was
largely composed of general practitioners and palliative care physicians, for whom communication is a core element of
their clinical practice. To account for these influences, we engaged in reflexive practices throughout the analysis, including
notetaking during coding, iterative code review, and multiple team discussions. These strategies helped ensure that the
resulting themes were grounded in the data rather than solely shaped by researchers’ preconceptions.

Data collection

Audio recordings and transcriptions. JvM, a researcher with prior experience as a spiritual caregiver at the
department, facilitated audio-recording of the consultations. JvM maintained a non-participatory role to minimize influence
on interactions. All recordings were transcribed verbatim and anonymized to protect patient-physician confidentiality and
comply with ethical standards.

Consultation context measures and participant characteristics. To explore the heterogeneity of our convenience
sample, we collected quantitative data describing the participants and the consultations. Consultations were assessed
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in terms of the extent of shared decision-making and participants’ immediate perceptions. Each consultation was
scored by the first author (DE) using the OPTION-12 instrument (Supplementary 2) [29]. Immediately following the
consultation, patients and medical oncologists (fellows) completed a brief questionnaire assessing their satisfaction
with the consultation, including the extent of shared decision-making. Basic characteristics of both patients and medical
oncologists were also collected.

Patient Questionnaires included:

SDM-Q-9 [30,31] to assess the patient’s involvement in decision-making.

VAS (Visual Analogue Scales) [32] to rate satisfaction with shared decision-making and general satisfaction with the
consultation.

Medical Oncologist Questionnaires included:
» VAS scores for satisfaction with shared decision-making and general satisfaction with the consultation.
 Estimates of patient satisfaction with decision-making and general satisfaction with the consultation.
Participant Characteristics documented were:
« Patients: gender, age, type of cancer, educational level [33], and marital status.

» Medical oncologists: gender and work experience.

Data analysis

Content of the consultations. Transcripts were imported into ATLAS.ti (version 23) for reflexive thematic analysis
[34]. DE read all transcripts and inductively coded concepts as closely as possible to the participant’s words to minimize
subjectivity. Between October 2023 and February 2024, DE and MP iteratively discussed the codes during weekly
meetings until consensus was reached. If new codes emerged, all consultations were reviewed in relation to the latest
codes. Next, DE and MP grouped similar concepts into initial categories and themes, resulting in a preliminary codebook.
During the first research meeting, the authors reviewed the codes to ensure they reflected the data closely, with minimal
interpretation or judgment. In the second meeting, the authors similarly ensured that the creation of categories and
themes did not introduce excessive interpretation, and consensus on the final codebook was reached with the full team.
Investigator triangulation helped to ensure that the themes reflected the full range and depth of the data [35]. Additionally,
we evaluated the consistency of constructed themes across consultations (Supplementary 3) and found that each theme
was widely supported, thereby validating the themes created.

Contextualization of the consultations. We used descriptive statistics for the questionnaires and patients’ and
medical oncologists’ characteristics. These analyses were performed with IBM SPSS software version 29.

Results
Participant characteristics

Sixteen patients, eight medical oncologists and two medical oncology fellows participated. Each patient was accompanied
by one or more close ones. Patients had different types of cancer, and their gender, age, educational level, and marital
status varied (Supplementary 4). Seven of the medical oncologists and medical oncology fellows were women. The med-
ical oncologists had between 2 and 35 years of experience in the field, while the medical oncology fellows had 6-8 years
of overall medical experience.

For clarity, from this point forward, the term “medical oncologists” will be used to refer to both medical oncologists and
medical oncology fellows.
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Consultation context measures

Sixteen consultations were audio-recorded and analyzed. The median duration of the consultations was 20 minutes
(range 5-40).

Table 1 displays contextual information of the consultations. In nine consultations, scan results showed disease stability
or remission; in one of these, the treatment strategy changed. In five consultations, scan results indicated progressive dis-
ease; the treatment strategy changed in two, while in three it was postponed pending a multidisciplinary meeting or further
diagnostics. In two consultations, scan results were ambiguous regarding disease stability or progression; in one case the
treatment strategy remained unchanged, and in the other, the decision was postponed. Supplementary 5 provides an over-
view of consultation content.

OPTION-12 scores were generally low, regardless of whether a treatment decision was made. Patient-reported satis-
faction was generally high, including satisfaction with the extent of shared decision-making. Just in one consultation (No.
9), the patient reported lower satisfaction. In this case, the medical oncologist conveyed disease progression and advised
against starting immunotherapy.

Communication patterns in decision-making conversations

We generated 118 codes, grouped into 48 axial codes, 15 categories, and 4 themes (Supplementary 6). The themes and
categories are described in the following sections, and illustrative quotations per category are provided in Table 2.

Theme 1: The medical oncologist is balancing between hope and realism. During several consultations, we
observed that bad news—such as disease progression, risk of recurrence, or limited life expectancy—was delivered with a
balanced or optimistic tone. For example, one medical oncologist expressed hope before delivering bad news and several
highlighted the positive effects of ongoing anticancer treatment or the availability of further treatment options afterward. This
also happened when addressing patient concerns. Conversely, if a patient or close one appeared overly optimistic about
their prognosis or treatment outcomes, the medical oncologist seemed to manage their expectations accordingly.

Theme 2: There is little room for bad news. In several consultations involving bad news, the information was
not always explicitly addressed. In some cases, the bad news was softened or followed by a change in subject. This
softening involved medical oncologists using more gentle language, such as diminutives like ‘tiny gland’ or euphemisms.
Additionally, some medical oncologists used many words or medical jargon when providing explanations, which could
complicate the patient’s understanding of the message. In one case (Consultation No. 5), this appeared to lead to the
patient drawing their own conclusion about the bad news (Table 2). In some consultations, patients asked questions later,
suggesting that the bad news shared at the start had only just been processed. For example, patients asked questions
about scan results and disease progression after the medical oncologist had already proceeded to another subject or at
the end of the consultation.

Patients and medical oncologists sometimes seemed to provide little space for negative emotions. In some cases,
medical oncologists redirected the discussion or rephrased patient statements when concerns were expressed.

Theme 3: The medical oncologist’s medical perspective is leading in medical decision-making. The medical
oncologist predominantly discussed medical topics, including pathophysiology, diagnostic imaging, clinical outcomes,
and treatment efficacy. In several consultations, the patient addressed non-medical subjects, such as personal values,
preferences, and quality of life concerns. This suggests that the perspectives of the medical oncologist and patient
differ. Consultation No. 6 further illustrates this difference, as the medical oncologist responded to the patient’s psycho-
emotional and existential question with factual medical information.

Decision-making appeared to be primarily guided by the medical oncologist, who often suggested treatment options,
made decisions, and requested consent without incorporating the patient’s perspective. This seemed to be further com-
pounded by a frequent lack of structure in consultations. For instance, in consultation No. 2, the medical oncologist sug-
gested continuing treatment during a physical examination (Table 2).
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Table 1. Contextual information of the consultations.

Consultation
1 |2 3 |4 5 6 7 9 10 1" 12 13 14 15 |16
Scan result! + |+ + = - - - - + + +- |+ + |+ |+
Change in treatment strategy - = = |- |2 + - =2 - + - - - | =2 =
OPTION-12 1 - = |- |+ + - |- = +/- - - - - - |+ =
item 2 _ _ _ +/- + — — - — - - — — — — —
3 - = 1= |= _ — _ _ — _ _ _ _ - |- _
4 — = = |- |+ - +- = - - - - - - |- -
5 — = = - - = +/- - - - - - |- -
6 - = |- |- - - +- = - - - - - - = -
7 - = 1= |= — - _ _ - _ _ _ — - |= —
8 — - |- + — +/- — — +/- — — — — — — —
9 - = |= — — — — — — — — — [ —
10 - = |- |- - - - - - - - - - - |- -
11 - = |- |- - - - - - - - - - - |- -
12 - = |- |- - - - - - - - - - - |- -
SDM-Q-93 My doctor made it clear that a e e R s R L S R S S L R + |+
decision must be made
My doctor wanted to know exactly | -—- |- |- |+++ | +++ | +++ | ++ | +++ | ? +tt+ |- |- -+
how | want to be involved in mak-
ing the decision
My doctor told me that there are | +++| - | —— | +++ | +++ | +++ | +++ | - +++ |- +++ | - — — | -
different options for treating my
condition
My doctor precisely explained the | ++ | --- |- | +++ | +++ | +++ | +++ | - - - +++ |- |- - |+ +
(dis)advantages of the treatment
options
My doctor helped me understand | +++| --= | +++| +++ | +++ | +++ | ? +++ | — B =
all the information
My doctor asked me which treat- |— |- |- |+++ | +++ | +++ |+t | - +H++ |- +++ |- |- -t =
ment option | prefer
My doctor and | weighed the R e S I b -- - +++ |- |- -+t
different treatment options
thoroughly
My doctor and | selected a treat- | +++| - |- | +++ | +++ | +++ | +++ | - ++t+ |- |- -+
ment option together
My doctor and | came to an +++| —— | +++ +++ | +++ | +++ |+t +++ + +++ +++ +++ | +++ ++ | +++ | ++
agreement on how to proceed
VAS on How satisfied are you with your |85 |95 100/95 |100 | 100 |80 100 |5 100 | 100 |[100 NA |80 |95 100
patient involvement in the decision-
satisfaction | making during this consultation?
How satisfied are you with the 95 |95 |100/95 |95 100 |95 100 |90 100 |95 100 | 85 95 | 100 | 100
conversation as a whole?
VAS on How satisfied are you with the 70 INAINA |75 20 |90 |90 |80 15 85 95 80 |- 75 |70 |75
medical application of decision-making
oncologist during this consultation?
satisfaction | 1o,y satisfied are you with the 70 |70 |55 |70 |60 |90 |80 |75 65 85 95 80 |- 75 |70 |75
conversation as a whole?
How satisfied do you think the 75 INA|NA |70 80 |90 |85 |80 5 100 |100 |80 |- 65 |80 |75
patient is with their involvement
in the decision-making during this
consultation?
(Continued)
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Table 1. (Continued)

Consultation
1 |2 3 |4 5 6 7 8 9 10 1" 12 13 14 15 |16

a whole?

How satisfied do you think the 70 |75 |65 |70 |65 |85 |80 |80 10 100 (100 80 |- 70 |80 |75
patient is with the conversation as

'Disease status is stable or in remission: +; disease is progressing: -; ambiguous regarding whether the disease is stable or progressing: +/-

2Treatment decision was postponed until after a multidisciplinary meeting or diagnostics

Scompletely disagree: ---; strongly disagree: --; somewhat disagree: -; somewhat agree: +; strongly agree: ++; completely agree: +++

https://doi.org/10.1371/journal.pone.0346036.t001

Table 2. Themes, categories, and illustrative quotations.

Themes and categories

Consultation Nos. and illustrative quotations

The medical oncologist is
balancing between hope
and realism

The medical oncolo-
gist presents bad news
positively

Consultation No. 11

Medical oncologist: “And then we hope that it lasts as long as possible. Um ... yes, | hope for several months and hopefully
even longer. But, yes, eventually it will become active again, and if you are still as active as you are now, well, then we will
need to see if you can receive immunotherapy.”

Consultation No. 3:

Medical oncologist: “Yes, but | will be honest with you: once it comes back, it will always come back at some point.”
Patient: “It can always happen.”

()

Medical oncologist: “And we just have to wait and see what happens, right? If the disease comes back, then we need to
determine what the best treatment for you is.”

Patient: “Yes.”

Medical oncologist: “And there are still many treatments available, but you should be aware: it will come back eventually.”

Consultation No. 4
Medical oncologist: “What we see now is that — essentially — everything is still the same, but one lymph node in the chest
cavity, in the middle, has indeed grown. So that is — in fact — quite disappointing.”

The medical oncologist
responds positively to the
patient’s negative emotion

Consultation No. 16

Patient: “/ hope | can make it.”

Medical oncologist: “Well, so far, this all looks good. So, it’s working.”

Patient: “Yeah, as long as this is good, let’s keep going.”

Medical oncologist: “This treatment could be effective for a year and a half. So, if all goes well...”

Patient: “If it goes well, but in the meantime...”

Medical oncologist: “So, we’re keeping all options...”

Patient: “You're still trying everything.”

Medical oncologist: “Exactly. We're keeping all options open and there are indeed many new treatments coming. PSMA
therapy is one of them, but there’s also a treatment with Olaparib, another new drug, that might be just as good or even
better than the PSMA therapy. So, there are many new things on the horizon.”

Patient: “Well, yeah.”

Medical oncologist: “So, that’s...”

Patient: “We’ll wait and see, and | hope | can make it.”

(Continued)
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Table 2. (Continued)

Themes and categories

Consultation Nos. and illustrative quotations

The medical oncologist
provides the option of
anticancer treatment
(even if it contradicts own
insights)

and

The medical oncologist
and patient jointly navi-
gate expectations

Consultation No. 9

Medical oncologist: “(...) But to be honest, listening to you and looking at you, | wonder if immunotherapy will help you
because your condition is such that I'm concerned the cancer might be too advanced for immunotherapy to make a
difference...”

Close one: “Yeah ... But what if you start it anyway?”

Medical oncologist: “One needs to have a certain condition to expect a benefit from immunotherapy. From what | hear,
you’re mostly just lying on the couch...”

Close one: “Yeah, the last few weeks.”

Medical oncologist: “Yes. That’s a sign of how aggressive the disease is. Cancer consumes energy, both literally and figu-
ratively. The fact that you feel so unwell is, | think, a sign of how aggressive the disease is. We know that if the cancer is in
the liver, it makes the chance of immunotherapy working even smaller...”

Close one: “But we should try all the chances we have.”

Medical oncologist: “/ understand that it feels that way, wanting to try everything ... But it’s a treatment that can also have
side effects. | don’t want to make you sicker. And seeing how much effort it takes for you to come to the hospital, | under-
stand that you’re willing to do it, but | also want you to have the time you have at home, not just in a taxi to the hospital,
especially when the chance of success is very low...”

Close one: “But you have to take that chance, right? You should at least try?”

Medical oncologist: “Well, | think you need to carefully consider whether ... You should only pursue a treatment if you
expect it to be meaningful or if there’s a realistic chance of success, or if the overall burden is worth it. And I'm not just
talking about the financial costs. I'm referring to the effort your wife has to make to come to the hospital, the strain of travel-
ing to [name city]. And we haven’t even talked about the possible side effects yet. It's about weighing the costs against the
potential benefits.”

Close one: “Yes. Yes.”

Medical oncologist: “I don’t expect it to be benefit your wife. Can | guarantee that? No (...).”

(..)

Medical oncologist: “Yes, | understand your desire to do something, but as doctors, we also need to consider whether it’s
truly worthwhile. | want to make this decision with input from several colleagues and involve your GP as well.”

(..)

Medical oncologist: “May | suggest something?”

Patient and close one: “Yes.”

Medical oncologist: “I'd like to have you weighed and measured shortly. We'll do some blood tests to see if it's even pos-
sible ... I'll take a more comprehensive blood sample. If my colleagues decide to proceed, or if | see that it’s truly feasibly,
certain blood values need to be in order. Then I'll discuss with my team how other view the situation. I'll also call your GP,
and then I'll call you this week to discuss the results. I'm concerned that my colleagues might also say that inmunotherapy
might not be feasibly. But | want to discuss it with all my colleagues. If we proceed with this, we all need to be on board.
They might say, ‘We should give it a change,’ and if so, we’ll need to start the process and you'll get explanations. .... That
means, if we activate your immune system, it could lead to more side effects. It might worsen your kidney function, cause
inflammation of the intestines, liver, or lungs. Fortunately, we don'’t see these issues very often, but if you experience them,
you’d become very ill. | worry that you might become even sicker than you are now and I'm really concerned whether you
could handle that.

Close one: “Yeah ... What should | say? Nothing ventured, nothing gained (In Dutch: nee heb je, ja kun je krijgen).”

There is little room for bad
news

After discussing bad
news, the medical oncol-
ogist and patient abruptly
change the subject

Consultation No. 5

Medical oncologist: “Are you afraid that it might come back?”

Patient: “No, not afraid, but it’s certainly not pleasant.”

Medical oncologist: “It’s not nice to know, that’s true. (Typing on keyboard) May | examine you?”

Consultation No. 6 (medical oncologist and patient briefly discussed end-of-life wishes)
Patient: “When the time comes, I'll just go, right?”

Medical oncologist: “When the time comes.”

Patient: “But first, we’re going to Texel (A Dutch Island).”

The medical oncologist
does not acknowledge
the patient’s negative
emotions

Consultation No. 14
Patient: “Yeah. If things go well for a long time, | sometimes think ‘Yeah, at some point ... (it will come back)”
Medical oncologist: “Not necessarily. Not necessarily.”

Consultation No. 9
Patient: “I'm only 71. (Crying) We had a good life together.”
Medical oncologist: “Have a good life together.”

(Continued)
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Table 2. (Continued)

Themes and categories

Consultation Nos. and illustrative quotations

The language used by the
medical oncologist masks
bad news

Consultation No. 11

Medical oncologist: “Yes, of course, and | don’t want to keep rubbing it in, but we did honestly say to each other: “I hope to
keep it stable for as long as possible.” You then said to me: “l am aiming for cure.” And | said “Well, that | can’t promise.”
Patient: “No.”

Medical oncologist: “So, I'm keeping it as stable as possible, but actually, it is more about extending life, isn’t it? The treat-
ment is not...”

Patient: “Fortunately.”

Medical oncologist: “Yes, we probably can’t get rid of it entirely.”

The patient doesn’t
understand the medical
oncologist’s message due
to indirect communication

Consultation No. 5

Medical oncologist: “We made an ultrasound of those tiny glands. And we did a virus serology because they were so small
that we thought, ‘They could possibly also be related to an infection.”

Patient: “HmmHmm.”

Medical oncologist: “Well, you have indeed had a few viral infections in the past, but nothing very active, so that can’t be
the explanation. What they see on the ultrasound is that the architecture of the lymph nodes is disrupted.”

Patient: “HmmHmm.”

Medical oncologist: “And that means it’s very possible that it could be...”

Patient: “Cancer.”

Medical oncologist: “malignant cells again.”

Consultation No. 9

00.35.19 Medical oncologist: “(...) Do you agree that we arrange it this way?”

Patient: (Crying) “Yes. It is what it is.”

Medical oncologist: “Yes.”

Patient: (Crying) “How long do I have left if it can’t be done? | don’t think it will be long.”

Medical oncologist: “No, I think so too. But honestly, if | believed that we could significantly extent your time with immuno-
therapy, | would start tomorrow. But, | don’t think we can. | believe it’s better not to use the time you have left on treatments
that we don’t think will be effective. | understand this is very difficult. | want to discuss this with my colleagues to get their
opinions. | also plan to call your GP to see if he can help make the most of the time you have left with you and your family. |
think it's important to focus on quality, as that is the most crucial aspect.”

Patient: (Crying) “How long does it take for the immunotherapy ...?”

Close one: “To take effect?”

Medical oncologist: “Sometimes it takes nine to twelve weeks. That’s why I’'m concerned. Given the rapid deterioration of
your condition over the past few weeks. I’'m worried that nine to twelve weeks might be too long for the immunotherapy to
show results. If it even does, as the chances are not very high. That’s my assessment.”

The medical oncologist’s
medical perspective

is leading in medical
decision-making

The medical oncologist’s
and patient’s perspec-
tives differ: medical vs
non-medical

Consultation No. 6

Patient: “Will I make it to my birthday?”

Medical oncologist: “Yeah, I think so.”

Close one: “It’s also about how it happens.”

Medical oncologist: “I'd find that really strange (read: if you didn’t make it till June).”

Patient: “I live from Christmas to June, and in June it's my birthday. | keep saying ‘And now it's back to Christmas again’.”
Close one: “No, you don’t know yet.”

Medical oncologist: “Look, | don’t know how much you know about what was there before, but now it’s this.”

(Then the medical oncologist, patient and close one review the scan results.)

Consultation No. 4

Patient: “Yeah. We just need to do what’s best.” (During the consultation it remains unclear what’s best)

Medical oncologist: “Yeah.”

Close one: “Right, what’s important is... Let’s say if radiotherapy can be done, it should be ... Yeah done as safely as
possible, of course.”

Patient: “Definitely.”

Close one: “What risks are involved.”

Medical oncologist: “You always must weigh the risks and benefits. And not in terms of money, but what it costs in terms of
side effects.”

(Continued)
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Table 2. (Continued)

Themes and categories

Consultation Nos. and illustrative quotations

The medical oncolo-
gist and patient do not
discuss the patient’s
context in relation to
decision-making

Consultation No. 1
Medical oncologist: “So, I'll print out a new prescription, and then I'll schedule an appointment in about four months. When
are you heading back to Texel (A Dutch Island)?”

Consultation No. 13

Medical oncologist: “So, what are you up to these days?”

Patient: Laughing) “What am | up to these days? Physical therapy, three times a week.”
Medical oncologist: “Okay.”

Patient: “Uhm ... I'm finishing up my thesis.”

Medical oncologist: “Oh?”

Patient: “Yeah.”

Medical oncologist: “On what topic?”

The medical oncologist
leads decision-making

Consultation No. 2

Medical oncologist: “Okay, well, if you don’t have any more questions, I'll just examine you and, um ...”

Patient: “Yes, that’s fine.”

Medical oncologist: “... we’'ll continue with this treatment. (Curtain is opened and closed) Was it easy to get here in this
weather?”

The patient is willing
to be involved in the
decision-making

Consultation No. 7
Patient: “Yeah. That was my suggestion, to start the radiotherapy.”
Medical oncologist: “Yeah.”

Consultation No. 16
Patient: “Yeah. And | think... if | have to get a new tube put through the urethra every six weeks, I'd rather just have it
removed altogether.”

The patient and medical
oncologist have a shared
focus on anticancer
treatment

The medical oncologist
and patient reinforce each
other’s focus on antican-
cer treatment

Consultation No. 4

Patient: “Yeah, what needs to be irradiated, must be irradiated.”

Medical oncologist: “Yeah.”

Patient: “No choice, really.”

Medical oncologist: “Yeah (...) Well. You mainly took notes, huh? There aren’t any questions left on that page?”

Consultation No. 5

Patient: “Okay. (...) Yeah, it must be done — there’s no other way.”
Medical oncologist: “Well, you always have a choice.”

Patient: “Yeah, but still.”

Medical oncologist: “... but I think it’s the wise choice.”

Consultation No. 9

Medical oncologist: “(...) Do you agree that we arrange it this way?”
Patient: (Crying) “Yes. It is what it is.”

Medical oncologist: “Yes.”

The medical oncologist
and patient attest to the
positive effect of antican-
cer treatment on disease
progression

Consultation No. 5
Medical oncologist: “I thought to myself, ‘Well, that’s one of my little miracles.”

Consultation No. 11

Medical oncologist: (...) And you’ve shown that you can handle it (chemotherapy). So you can be proud of that.”
Patient: “Guys, you hear that? Thank you doctor. I'm really happy about it.”

Medical oncologist: “So, you did a great job. Really. Better than expected.”

Consultation No. 13

Medical oncologist: “It’s a.. It’s a little miracle.”

Patient: “That’s something you didn’t expect, I think?”

Medical oncologist: “Well, that’s what you hope for. That’'s what we’ve been working towards.”
Patient: “Yeah.”

Medical oncologist: “But it was really nerve-wracking (...)”

Patient: “Yeah, just bizarre.”

Medical oncologist: “This is a moment to celebrate.”

Patient: “Yeah, absolutely.”

(Continued)
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Table 2. (Continued)

Themes and categories | Consultation Nos. and illustrative quotations

The medical oncologist Consultation No. 9

and patient or their close | Medical oncologist: “Yeah. But the urologist doesn’t prescribe it (immunotherapy). | also think, from what I've seen and how
ones try to convince the urologist described your condition, that you've really deteriorated lately, haven’t you?”

each other of the value Close one: “It's actually been worsening lately... since she found out those cells were there...”

of undergoing/continuing | Medical oncologist: “Yes.”

treatment in case of medi- | Close one: “... it'’s gotten really bad. It’s just because she’s so upset about it.”

cal oncologist’s doubts Medical oncologist: “That’s right.”

Close one: “But it’s not because it’s gotten worse beyond that.”

Medical oncologist: “No, but the fact that you’re getting so little done and saying, “I'm just so quickly exhausted,” is a sign
of the illness...”

(--)

Medical oncologist: “Yeah. What do you feel, ma’am? Do you understand what I'm saying?”

Patient: (Crying) “Yes, but I still want to try (immunotherapy).”

Medical oncologist: “Do you also feel like it’s really deteriorating, or do you not feel that way?”

Patient: (Crying) “Yes. Yes. | can do less and less. | get very short of breath ... | know ...”

Medical oncologist: “Yeah. May | listen to your lungs? | want to see if | hear a lot of fluid or something else.”
(Physical examination started.)

https://doi.org/10.1371/journal.pone.0346036.t002

Theme 4: The patient and medical oncologist have a shared focus on anticancer treatment. Most consultations
indicated that medical oncologists and patients reinforced each other’s focus on anticancer treatment. In some
consultations, patients or their close ones expressed feelings of limited choice and a sense of necessity to pursue
treatment. Medical oncologists responded in various ways: some did not address these expressions directly, while others
either affirmed or contradicted them. Positive outcomes of prior anticancer treatment were frequently emphasized, with
medical oncologists using terms such as “miracle” or encouraging patients to be proud of their efforts (see Table 2).

Theme interrelations: A self-reinforcing cycle unveiled. Our analysis and the combined quotations in Table 2
suggested an interconnection between the four themes, forming a self-reinforcing cycle (see Fig 1). Efforts by medical
oncologists to balance hope and realism influenced how bad news was delivered, often diluting the message. This dilution
could make it more challenging for patients to engage as equal partners in decision-making. Consequently, the medical
oncologist’s perspective tended to dominate the conversation, likely limiting consideration of the patient’s viewpoint and
reinforcing a shared focus on anticancer treatment options. When this focus became overwhelming, medical oncologists
appeared to struggle to temper it, which in turn made balancing hope and realism even more challenging in subsequent
interactions. This dynamic created a feedback loop, whereby each theme amplified the others, sustaining the cycle over
time.

Discussion

In this qualitative observational study, we developed the concept of a self-reinforcing cycle within decision-making consul-
tations that may impede shared decision-making and, consequently, person-centered palliative care. This cycle emerged
from four themes: the medical oncologist is balancing between hope and realism, there is little room for bad news, the
medical oncologist’s medical perspective is leading in medical decision-making, and the patient and medical oncologist
have a shared focus on anticancer treatment, often with insufficient attention to the patient’s personal context. While these
themes are consistent with phenomena reported in previous literature [22,23,36], this study is the first to propose that
these interactions collectively form a self-reinforcing cycle.

Several psychological and interactional processes likely underpin the four themes and the self-reinforcing cycle,
including clinicians’ psychology, patients’ psychology, and their interactional dynamics—for example, collusions between
patients and clinicians [37,38]. Understanding how these processes interact, as emphasized in, e.g., (medical) psychology
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Fig 1. Visual representation of the self-reinforcing cycle among themes.

https://doi.org/10.1371/journal.pone.0346036.9001

and behavioral science, is crucial and warrants further study, with our observations providing an important initial step
toward this goal.

Several limitations should be considered. First, shared decision-making is dynamic and continuous, yet our obser-
vations were limited to consultations in which patients received scan results. Consequently, we could not account for
earlier discussions between medical oncologists and patients that may have influenced these decisions. Nonetheless,
consultations where patients receive scan results are pivotal in initiating the decision-making process regarding whether
to continue, discontinue or start treatment. Second, our research team did not include expertise in (medical) psychology
or behavioral science, disciplines that have strongly informed medical communication education and could have provided
additional perspectives on the psychological and interactional mechanisms underlying the created themes and self-
reinforcing cycle. Furthermore, medical education expertise, particularly in medical communication, could have enriched
our analysis by illuminating how communication skills are taught, learned, and enacted in practice. We therefore recom-
mend that future research integrate these disciplines alongside clinical and communication-focused expertise, enabling a
more comprehensive understanding of the process shaping shared decision-making in oncology consultations.

Despite these limitations, our findings are particularly relevant considering the increasing complexity of shared
decision-making due to the expansion of oncological treatment options over the past few decades [39]. Although the
median survival gain has remained limited, substantial benefits can still be achieved for individual patients, placing
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medical oncologists in an even more challenging position of balancing hope with realism. Furthermore, the importance

of our findings is also underscored by our hypothesis that this cycle extends beyond oncology and may also affect per-
sons with other life-limiting chronic ilinesses, such as COPD, heart failure, renal failure, and dementia. This hypothesis is
supported by an observational study [40] that showed a significant portion of patients with cancer and other life-limiting
illnesses continued to receive hospital treatment in their final year. Approximately one-third were still hospitalized in the
last month of life, despite most people in the Netherlands expressing a preference to die at home. This suggests a prevail-
ing focus on life-extending treatment.

Follow-up to our study offers a valuable opportunity to integrate research with clinical practice and education. Audio- or
video-recorded consultations can be reviewed to provide feedback to healthcare professionals, either collaboratively with
patients, as demonstrated in studies on medically unexplained symptoms [41], or internally during team review sessions.
Previous research shows that patient-collected recordings with structured feedback can enhance physicians’ attention to
contextual factors, improve outcomes, reduce hospitalizations, and lower healthcare costs [42]. Beyond feedback, super-
vision offers a promising avenue for addressing the psychological and interactional dynamics, including mechanisms such
as collusion and the psychology of patients and clinicians [37,38]. Further research is needed to determine whether these
approaches can effectively disrupt the cycle and strengthen shared decision-making within palliative care. Ultimately, such
insights could inform clinical guidelines and medical education, better preparing healthcare professionals for person-centered
consultations.

Conclusion

In summary, our study suggests that in decision-making conversations, a self-reinforcing cycle of focus on treatment and
hope may hinder shared decision-making and person-centered palliative care. This cycle is likely not confined to oncol-
ogy alone. Further research is essential to explore the transferability of this cycle to other clinical contexts and determine
whether our suggestions can effectively address it and improve care outcomes.

Supporting information
S1 Table. Study team and reflexivity.
(DOCX)

S2 Table. OPTION-12 items.
(DOCX)

S3 Table. Theme and category presence across consultations.
(DOCX)

S4 Table. Patient characteristics.
(DOCX)

S5 Table. Overview of consultation context.
(DOCX)

S6 Table. Codebook.
(DOCX)

Acknowledgments

We are grateful to all patients and medical oncologists/fellows who participated in our study. We would like to thank J. van
Meurs for collecting the data of this study.

PLOS One | https://doi.org/10.1371/journal.pone.0346036  April 7, 2026 13/15



http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0346036.s001
http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0346036.s002
http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0346036.s003
http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0346036.s004
http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0346036.s005
http://journals.plos.org/plosone/article/asset?unique&id=info:doi/10.1371/journal.pone.0346036.s006

PLO\Sﬁ\\.- One

Author contributions

Conceptualization: Daisy JM Ermers, Yvonne Engels, Henk J Schers, Kris CP Vissers, Evelien JM Kuip, Marieke Perry.

Data curation: Daisy JM Ermers.

Formal analysis: Daisy JM Ermers, Yvonne Engels, Marieke Perry.

Investigation: Daisy JM Ermers.

Methodology: Daisy JM Ermers, Yvonne Engels, Marieke Perry.

Project administration: Daisy JM Ermers.

Supervision: Yvonne Engels, Henk J Schers, Kris CP Vissers, Marieke Perry.

Visualization: Daisy JM Ermers.

Writing — original draft: Daisy JM Ermers.

Writing — review & editing: Yvonne Engels, Henk J Schers, Kris CP Vissers, Evelien JM Kuip, Marieke Perry.

References
1. Bélanger E, Rodriguez C, Groleau D. Shared decision-making in palliative care: a systematic mixed studies review using narrative synthesis. Pal-
liat Med. 2011;25(3):242—61. https://doi.org/10.1177/0269216310389348 PMID: 21273220
2. Edwards M, Holland-Hart D, Mann M, Seddon K, Buckle P, Longo M, et al. Understanding how shared decision-making approaches and patient
aids influence patients with advanced cancer when deciding on palliative treatments and care: A realist review. Health Expect. 2023;26(6):2109—
26. https://doi.org/10.1111/hex.13822 PMID: 37448166
3. Gaston CM, Mitchell G. Information giving and decision-making in patients with advanced cancer: a systematic review. Soc Sci Med.
2005;61(10):2252—64. https://doi.org/10.1016/j.socscimed.2005.04.015 PMID: 15922501
4. Kunneman M, Gravholt D, Hartasanchez SA, Gionfriddo MR, Paskins Z, Prokop LJ, et al. Assessing collaborative efforts of making care fit for each
patient: A systematic review. Health Expect. 2023;26(4):1391-403. https://doi.org/10.1111/hex.13759 PMID: 36973176
5. Peppercorn JM, Smith TJ, Helft PR, Debono DJ, Berry SR, Wollins DS, et al. American society of clinical oncology statement: toward individualized
care for patients with advanced cancer. J Clin Oncol. 2011;29(6):755-60. https://doi.org/10.1200/JC0O.2010.33.1744 PMID: 21263086
6. Elwyn G, Frosch D, Thomson R, Joseph-Williams N, Lloyd A, Kinnersley P, et al. Shared decision making: a model for clinical practice. J Gen
Intern Med. 2012;27(10):1361-7. https://doi.org/10.1007/s11606-012-2077-6 PMID: 22618581
7. Stiggelbout AM, Pieterse AH, De Haes JCJM. Shared decision making: Concepts, evidence, and practice. Patient Educ Couns. 2015;98(10):1172—
9. https://doi.org/10.1016/j.pec.2015.06.022 PMID: 26215573
8. Maskrey N. Shared decision making: why the slow progress? An essay by Neal Maskrey. BMJ. 2019;367:16762. https://doi.org/10.1136/bm].I6762
PMID: 31806646
9. Noteboom EA, May AM, van der Wall E, de Wit NJ, Helsper CW. Patients’ preferred and perceived level of involvement in decision making for
cancer treatment: A systematic review. Psychooncology. 2021;30(10):1663—79. https://doi.org/10.1002/pon.5750 PMID: 34146446
10. Waddell A, Lennox A, Spassova G, Bragge P. Barriers and facilitators to shared decision-making in hospitals from policy to practice: a systematic
review. Implement Sci. 2021;16(1):74. https://doi.org/10.1186/s13012-021-01142-y PMID: 34332601
11. Evidence review for effectiveness of approaches and activities to increase engagement in shared decision making and the barriers and facilitators
to engagement: Shared decision making: Evidence review. 197. London: National Institute for Health and Care Excellence (NICE); 2021. https://
www.ncbi.nim.nih.gov/books/NBK572433/
12. Evidence review for interventions to support effective shared decision making: Shared decision making: Evidence review. 197. London: National
Institute for Health and Care Excellence (NICE); 2021. https://www.ncbi.nlm.nih.gov/books/NBK572434/
13. Jull J, Képke S, Smith M, Carley M, Finderup J, Rahn AC, et al. Decision coaching for people making healthcare decisions. Cochrane Database
Syst Rev. 2021;11(11):CD013385. https://doi.org/10.1002/14651858.CD013385.pub2 PMID: 34749427
14. European Society for Medical Oncology (ESMO) Guidelines. https://www.esmo.org/guidelines
15. Harter M, Moumjid N, Cornuz J, Elwyn G, van der Weijden T. Shared decision making in 2017: International accomplishments in policy, research
and implementation. Z Evid Fortbild Qual Gesundhwes. 2017;123-124:1-5. https://doi.org/10.1016/j.zefq.2017.05.024 PMID: 28546053
16. Durand M-A, DiMilia PR, Song J, Yen RW, Barr PJ. Shared decision making embedded in the undergraduate medical curriculum: A scoping review.
PLoS One. 2018;13(11):e0207012. https://doi.org/10.1371/journal.pone.0207012 PMID: 30427901
17. Thoma B, Karwowska A, Samson L, Labine N, Waters H, Giuliani M, et al. Emerging concepts in the CanMEDS physician competency framework.

Can Med Educ J. 2023;14(1):4-12. https://doi.org/10.36834/cmej.75591 PMID: 36998506

PLOS One | https://doi.org/10.1371/journal.pone.0346036  April 7, 2026 14715



https://doi.org/10.1177/0269216310389348
http://www.ncbi.nlm.nih.gov/pubmed/21273220
https://doi.org/10.1111/hex.13822
http://www.ncbi.nlm.nih.gov/pubmed/37448166
https://doi.org/10.1016/j.socscimed.2005.04.015
http://www.ncbi.nlm.nih.gov/pubmed/15922501
https://doi.org/10.1111/hex.13759
http://www.ncbi.nlm.nih.gov/pubmed/36973176
https://doi.org/10.1200/JCO.2010.33.1744
http://www.ncbi.nlm.nih.gov/pubmed/21263086
https://doi.org/10.1007/s11606-012-2077-6
http://www.ncbi.nlm.nih.gov/pubmed/22618581
https://doi.org/10.1016/j.pec.2015.06.022
http://www.ncbi.nlm.nih.gov/pubmed/26215573
https://doi.org/10.1136/bmj.l6762
http://www.ncbi.nlm.nih.gov/pubmed/31806646
https://doi.org/10.1002/pon.5750
http://www.ncbi.nlm.nih.gov/pubmed/34146446
https://doi.org/10.1186/s13012-021-01142-y
http://www.ncbi.nlm.nih.gov/pubmed/34332601
https://www.ncbi.nlm.nih.gov/books/NBK572433/
https://www.ncbi.nlm.nih.gov/books/NBK572433/
https://www.ncbi.nlm.nih.gov/books/NBK572434/
https://doi.org/10.1002/14651858.CD013385.pub2
http://www.ncbi.nlm.nih.gov/pubmed/34749427
https://www.esmo.org/guidelines
https://doi.org/10.1016/j.zefq.2017.05.024
http://www.ncbi.nlm.nih.gov/pubmed/28546053
https://doi.org/10.1371/journal.pone.0207012
http://www.ncbi.nlm.nih.gov/pubmed/30427901
https://doi.org/10.36834/cmej.75591
http://www.ncbi.nlm.nih.gov/pubmed/36998506

PLO\Sﬁ\\.- One

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.
34.
35.

36.

37.

38.

39.

40.

41.

42.

Gravel K, Légaré F, Graham ID. Barriers and facilitators to implementing shared decision-making in clinical practice: a systematic review of health
professionals’ perceptions. Implement Sci. 2006;1:16. https://doi.org/10.1186/1748-5908-1-16 PMID: 16899124

Légaré F, Ratté S, Gravel K, Graham ID. Barriers and facilitators to implementing shared decision-making in clinical practice: update of a sys-
tematic review of health professionals’ perceptions. Patient Educ Couns. 2008;73(3):526-35. https://doi.org/10.1016/j.pec.2008.07.018 PMID:
18752915

Bravo P, Harter M, McCaffery K, Giguére A, Hahlweg P, Elwyn G. Editorial: 20 years after the start of international Shared Decision-Making
activities: Is it time to celebrate? Probably... . Z Evid Fortbild Qual Gesundhwes. 2022;171:1—4. https://doi.org/10.1016/j.zefq.2022.05.009 PMID:
35662496

Légaré F, Adekpedjou R, Stacey D, Turcotte S, Kryworuchko J, Graham ID, et al. Interventions for increasing the use of shared decision making by
healthcare professionals. Cochrane Database Syst Rev. 2018;7(7):CD006732. https://doi.org/10.1002/14651858.CD006732.pub4 PMID: 30025154

Rabben J, Vivat B, Fossum M, Rohde GE. Shared decision-making in palliative cancer care: A systematic review and metasynthesis. Palliat Med.
2024;38(4):406—-22. https://doi.org/10.1177/0269216324 1238384 PMID: 38481012

Brom L, De Snoo-Trimp JC, Onwuteaka-Philipsen BD, Widdershoven GAM, Stiggelbout AM, Pasman HRW. Challenges in shared decision making
in advanced cancer care: a qualitative longitudinal observational and interview study. Health Expect. 2017;20(1):69-84. https://doi.org/10.1111/
hex.12434 PMID: 26669902

Ermers DJ, van Geel MJ, Engels Y, Kellenaers D, Schuurmans AS, Ploos van Amstel FK, et al. The focus on life-prolonging anticancer treatment
hampers shared decision-making in people with advanced cancer: A qualitative embedded multiple-case study. Palliat Med. 2024;38(10):1156—68.
https://doi.org/10.1177/02692163241281145 PMID: 39340169

Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups.
Int J Qual Health Care. 2007;19(6):349-57. https://doi.org/10.1093/intghc/mzm042 PMID: 17872937

Braun V, Clarke V. Supporting best practice in reflexive thematic analysis reporting in Palliative Medicine: A review of published research
and introduction to the Reflexive Thematic Analysis Reporting Guidelines (RTARG). Palliat Med. 2024;38(6):608—16. https://doi.
0rg/10.1177/02692163241234800 PMID: 38469804

Lynn J. Living long in fragile health: the new demographics shape end of life care. Hastings Cent Rep. 2005;Spec No:S14-8. https://doi.
0org/10.1353/hcr.2005.0096 PMID: 16468250

Ermers DJ, Kuip EJ, Veldhoven C, Schers HJ, Perry M, Bronkhorst EM, et al. Timely identification of patients in need of palliative care
using the Double Surprise Question: A prospective study on outpatients with cancer. Palliat Med. 2021;35(3):592-602. https://doi.
0rg/10.1177/0269216320986720 PMID: 33423610

Elwyn G, Hutchings H, Edwards A, Rapport F, Wensing M, Cheung W-Y, et al. The OPTION scale: measuring the extent that clinicians involve
patients in decision-making tasks. Health Expect. 2005;8(1):34—42. https://doi.org/10.1111/j.1369-7625.2004.00311.x PMID: 15713169

Kriston L, Scholl I, Holzel L, Simon D, Loh A, Harter M. The 9-item Shared Decision Making Questionnaire (SDM-Q-9). Development and psycho-
metric properties in a primary care sample. Patient Educ Couns. 2010;80(1):94-9. https://doi.org/10.1016/j.pec.2009.09.034 PMID: 19879711

Rodenburg-Vandenbussche S, Pieterse AH, Kroonenberg PM, Scholl |, van der Weijden T, Luyten GPM, et al. Dutch Translation and Psychometric
Testing of the 9-Item Shared Decision Making Questionnaire (SDM-Q-9) and Shared Decision Making Questionnaire-Physician Version (SDM-Q-
Doc) in Primary and Secondary Care. PLoS One. 2015;10(7):e0132158. https://doi.org/10.1371/journal.pone.0132158 PMID: 26151946

Sung Y-T, Wu J-S. The Visual Analogue Scale for Rating, Ranking and Paired-Comparison (VAS-RRP): A new technique for psychological mea-
surement. Behav Res Methods. 2018;50(4):1694—715. https://doi.org/10.3758/s13428-018-1041-8 PMID: 29667082

Verhage F. Intelligentie en leeftijd: onderzoek bij Nederlanders van twaalf tot zevenenzeventig jaar. 1964.
Braun V, Clarke V. Using thematic analysis in psychology. Qualitative Research in Psychology. 2006;3(2):77—101. https://doi.org/10.1191/1478088706qp0630a

Carter N, Bryant-Lukosius D, DiCenso A, Blythe J, Neville AJ. The use of triangulation in qualitative research. Oncol Nurs Forum. 2014;41(5):545—
7. https://doi.org/10.1188/14.0ONF.545-547 PMID: 25158659

Bousquet G, Orri M, Winterman S, Brugiére C, Verneuil L, Revah-Levy A. Breaking Bad News in Oncology: A Metasynthesis. J Clin Oncol.
2015;33(22):2437-43. https://doi.org/10.1200/JC0O.2014.59.6759 PMID: 26124489

Stiefel F, Bourquin C, Salmon P, Achtari Jeanneret L, Dauchy S, Ernstmann N, et al. Communication and support of patients and caregivers in chronic
cancer care: ESMO Clinical Practice Guideline. ESMO Open. 2024;9(7):103496. https://doi.org/10.1016/j.esmoop.2024.103496 PMID: 39089769

Stiefel F, Nakamura K, Terui T, Ishitani K. Collusions between patients and clinicians in end-of-life care: why clarity matters. J Pain Symptom Man-
age. 2017;53(4):776-82.

Overleving bij uitgezaaide kanker. Huisarts Wet. 2021;64(2):6—13.

Oosterveld-Vlug MG, Heins MJ, Boddaert MSA, Engels Y, Heide AV, Onwuteaka-Philipsen BD, et al. Evaluating quality of care at the end of life

and setting best practice performance standards: a population-based observational study using linked routinely collected administrative databases.
BMC Palliat Care. 2022;21(1):51.

Houwen J, Lucassen PL, Dongelmans S, Stappers HW, Assendelft WJ, van Dulmen S, et al. Medically unexplained symptoms: time to and triggers
for diagnosis in primary care consultations. Br J Gen Pract. 2020;70(691):€86—-94. https://doi.org/10.3399/bjgp20X707825 PMID: 31932294

Weiner S, Schwartz A, Altman L, Ball S, Bartle B, Binns-Calvey A, et al. Evaluation of a Patient-collected audio audit and feedback quality improve-
ment program on clinician attention to patient life context and health care costs in the veterans affairs health care system. JAMA Netw Open.
2020;3(7):e209644. https://doi.org/10.1001/jamanetworkopen.2020.9644 PMID: 32735338

PLOS One | https://doi.org/10.1371/journal.pone.0346036  April 7, 2026 15/15



https://doi.org/10.1186/1748-5908-1-16
http://www.ncbi.nlm.nih.gov/pubmed/16899124
https://doi.org/10.1016/j.pec.2008.07.018
http://www.ncbi.nlm.nih.gov/pubmed/18752915
https://doi.org/10.1016/j.zefq.2022.05.009
http://www.ncbi.nlm.nih.gov/pubmed/35662496
https://doi.org/10.1002/14651858.CD006732.pub4
http://www.ncbi.nlm.nih.gov/pubmed/30025154
https://doi.org/10.1177/02692163241238384
http://www.ncbi.nlm.nih.gov/pubmed/38481012
https://doi.org/10.1111/hex.12434
https://doi.org/10.1111/hex.12434
http://www.ncbi.nlm.nih.gov/pubmed/26669902
https://doi.org/10.1177/02692163241281145
http://www.ncbi.nlm.nih.gov/pubmed/39340169
https://doi.org/10.1093/intqhc/mzm042
http://www.ncbi.nlm.nih.gov/pubmed/17872937
https://doi.org/10.1177/02692163241234800
https://doi.org/10.1177/02692163241234800
http://www.ncbi.nlm.nih.gov/pubmed/38469804
https://doi.org/10.1353/hcr.2005.0096
https://doi.org/10.1353/hcr.2005.0096
http://www.ncbi.nlm.nih.gov/pubmed/16468250
https://doi.org/10.1177/0269216320986720
https://doi.org/10.1177/0269216320986720
http://www.ncbi.nlm.nih.gov/pubmed/33423610
https://doi.org/10.1111/j.1369-7625.2004.00311.x
http://www.ncbi.nlm.nih.gov/pubmed/15713169
https://doi.org/10.1016/j.pec.2009.09.034
http://www.ncbi.nlm.nih.gov/pubmed/19879711
https://doi.org/10.1371/journal.pone.0132158
http://www.ncbi.nlm.nih.gov/pubmed/26151946
https://doi.org/10.3758/s13428-018-1041-8
http://www.ncbi.nlm.nih.gov/pubmed/29667082
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1188/14.ONF.545-547
http://www.ncbi.nlm.nih.gov/pubmed/25158659
https://doi.org/10.1200/JCO.2014.59.6759
http://www.ncbi.nlm.nih.gov/pubmed/26124489
https://doi.org/10.1016/j.esmoop.2024.103496
http://www.ncbi.nlm.nih.gov/pubmed/39089769
https://doi.org/10.3399/bjgp20X707825
http://www.ncbi.nlm.nih.gov/pubmed/31932294
https://doi.org/10.1001/jamanetworkopen.2020.9644
http://www.ncbi.nlm.nih.gov/pubmed/32735338

