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Abstract

Background: Palliative care is often underutilized or initiated late in the course of life-threatening illness.
Randomized clinical Early Palliative Care (EPC) trials provide an opportunity for changing oncologists’ per-
ceptions of palliative care and their attitudes to referring patients to palliative care services.
Aim: To describe French oncologists’ perceptions of EPC and their effects on referral practices before a clinical
EPC trial was launched.
Design: A qualitative study involving semistructured face-to-face interviews. The data were analyzed using the
Grounded Theory coding method.
Setting/Participants: Thirteen oncologists and 19 palliative care specialists (PCSs) working at 10 hospitals all
over France were interviewed. Most of them were involved in clinical EPC trials.
Results: The findings suggest that referral to PCSs shortly after the diagnosis of advanced cancer increases the
terminological barriers, induces avoidance patterns, and makes early disclosure of poor prognosis harder for on-
cologists. This situation is attributable to the widespread idea that palliative care means terminal care. In addition, the
fact that the EPC concept is poorly understood increases the confusion between EPC and supportive care.
Conclusion: Defining the EPC concept more clearly and explaining to health professionals and patients what
EPC consists of and what role it is intended to play, and the potential benefits of palliative care services could
help to overcome the wording barriers rooted in the traditional picture of palliative care. In addition, training
French oncologists how to disclose ‘‘bad news’’ could help them cope with the emotional issues involved in
referring patients to specialized palliative care.
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Introduction

Despite the evidence of its benefits, palliative care has
been reported to be often underutilized or initiated late

in the course of life-threatening illness such as cancer in
many countries.1–7 Recent literature reviews have shown the
existence of several barriers to patients’ access to palliative
care.8–10 The institutional barriers identified include lack
of communication between health care teams11,12; lack of

knowledge and education about palliative care practices and
referral policies10–17 (in particular, understanding specialized
palliative care as a sequential model of care)18; low avail-
ability of specialized palliative care3,12,17,19; oncologists’
lack of confidence in their ability to manage patients’
symptoms20,21; and poor conditions of reimbursement, heavy
financial constraints, and low institutional resources.19,22,23

A large number of authors have suggested the exis-
tence of communication barriers. Surveys have highlighted
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physicians’ difficulties in disclosing poor prognosis or dis-
cussing terminal illness because of various factors24: oncol-
ogists have too little time during their consultations25; the
uncertainty about cancer care26–28; physicians’ avoidance of
prognosis29 and their fear that disclosing the prognosis might
be damaging to patients (feelings of abandonment,30,31 dis-
tress, and the destruction of hope)12,28,32–36; and the emo-
tional challenges and issues involved in discussing death
and dying,13,24,28,35,37,38 especially in the case of young pa-
tients13,26,27 for psychological and ethical reasons (identifi-
cation and emotional entanglement, respect for the patients’
preferences, and fighting to give them a fair life span).26

Several studies have also identified patient- and family-
related barriers: reluctance to accept referral14,17,19 due to
patient/family misinformation39,40 or the idea that pallia-
tive care is equivalent to terminal care.8,18,40–42 Physicians
therefore fear that referral to palliative care may alarm pa-
tients and their families.6 However, this idea is also com-
monly held by health professionals, and prevents them from
practicing early referral.3,13,17,18,35,43–45 Several authors have
stressed the persistence of some terminological confusion
about palliative care.3,10,43 One systematic review has shown
the lack of clear-cut definitions for many important terms in
the supportive and palliative oncology literature.46

Early Palliative Care (EPC) is a new paradigm47 that could
overcome the barriers to broader access to palliative care for
patients with progressive and incurable cancer. The concept
of EPC has been defined as the integration of specialized
multiprofessional palliative care into oncological care shortly
after the diagnosis of advanced cancer.48 Several EPC models
have been developed during the last two decades, and ran-
domized clinical trials have shown their benefits to patients
with advanced cancer.49–56 In this article, the term palliative
care is taken to correspond to the holistic approach described
by Temel et al.,50 including management of the physical
symptoms, providing psychosocial support, and clarifying
patients’ understanding of their prognosis and establishing
their end-of-life preferences.57–59

The sequential care model or ‘‘congress practice mod-
el’’8 in which palliative care involves only addressing end-
of-life issues seems to be the main care model adopted at
French Cancer Centers, depending on the center and the
oncologist responsible for managing patients’ cancer care.7

One study conducted at several French university hospitals
has shown that the great majority of patients with cancer are
referred to palliative care too late: the median survival time
was only 22 days after the first evaluation by a Palliative
Care Consultation Team (PCCT), which was mainly con-
ducted during their last hospital stay.7 However, the early
introduction of palliative care into the medical manage-
ment of patients with a progressive incurable disease has
been recommended in France since 2002 by the National
Health Agency.60

Cancer care and palliative care are entirely covered by the
French public health insurance system. Despite the existence
of geographical disparities, palliative care resources have
been increased in France since the Law 99-477 was passed in
June 9, 1999, declaring the right to proper access to palliative
care and supportive care for all patients. According to the
latest data, France (67 million inhabitants) has 157 Acute
Palliative Care Units (APCUs), 5057 dedicated palliative
care beds (distributed among 835 institutions), 107 palliative

care networks (ensuring continuity between the hospital and
home care provided by primary care professionals), and 428
PCCTs.61 All French Comprehensive Cancer Centers (CCCs)
and University Hospitals have one PCCT as well as dedicated
palliative care beds. In addition, some of them have proper
APCUs. PCCTs are mobile multidisciplinary teams that
include Palliative Care Specialists (PCSs) and nurses, with
additional support from psychologists, social workers, phys-
iotherapists, and dieticians.

In France, the first PCCT was created in 1989, shortly after
the opening of the first inpatient Palliative Care Unit.7 The
aim of PCCTs is to support hospitals and home care teams
and to disseminate information about the palliative culture.
PCCTs have a consulting role and advise specialist units only
at their request. Oncologists therefore have a critical role to
play in deciding whether there is a need for referral to a PCS
and how this procedure should be timed.

To implement EPC at French hospitals and promote the
‘‘integrated care model’’, that is, providing palliative care as
part of oncological care,8 the EPIC trial—a randomized
multicenter clinical trial (NCT02853474)—was launched in
France in 2017. The objective was to estimate the benefits of
EPC in patients with metastatic upper gastrointestinal cancer
to determine whether the findings obtained in France are
consistent with those obtained in North American trials.

The EPIC trial provides an opportunity for changing
French patients’ and physicians’ perceptions of palliative
care. The aim of this qualitative study was therefore to in-
vestigate these perceptions and their effects on physicians’
referral practices. A sociological approach was used in this
study to unravel the social and cultural factors underlying
oncologists’ attitudes to early referral to palliative care services
and working together with PCSs in French hospital settings.

Methods

Design

This qualitative study, which was conducted from October
2015 to May 2017 before the EPIC trial was launched, in-
volved semistructured face-to-face interviews with oncolo-
gists and PCSs.

Ethical approval was obtained from the French Institute
of Medical and Health’s Research Ethics Committee
(IORG0003254 and FWA00005831) and Institutional Re-
view Board (IRB00003888) (Opinion number 15-264). All
participants gave their consent after receiving both oral and
written information about the study.

Sample

Thirteen oncologists and nineteen PCSs (16 MDs and 3
resident physicians) were interviewed, based on a purposive
sampling strategy. The oncologists (n = 13) and most of the
PCSs (n = 11) working at four of the CCCs involved in the
EPIC trial were interviewed. To obtain various viewpoints
about referral to PCSs, interviews were also conducted with
five PCSs working at three other CCCs and University hos-
pitals involved in the EPIC trial and three PCSs working at
University hospitals not involved. The oncologists and PCSs
interviewed were at different stages in their career trajectory
(Table 1).
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Procedure

The principal investigator (A.S.-E.), a medical anthropol-
ogist, who was not working with the participants and did not
have any clinical activities in the oncology wards involved,
approached the participants by e-mail and conducted the in-
terviews at physicians’ offices The interviews were carried
out individually to prevent any influence or bias due to the
presence of other participants.

The semistructured interview guide used covered the
following areas: physicians’ perceptions of palliative care,
communicating prognoses, current referral practices, per-
ceived barriers to patients’ access to EPC, and physicians’
opinions about the EPIC trial (see Appendix A1). Interviews
were audio-recorded and transcribed. All personally identi-
fiable information was removed from the transcripts.

Data analysis

The first author conducted a qualitative analysis of each
interview manually, using the Grounded Theory coding
method.62 Units of meaning were words, sentences, and parts
of sentences. Interviews were coded using an inductive iter-
ative process. Segments of interviews were sorted into cate-
gories until the categories accounted for all the variations in
the data. Codes were refined and reformulated by gradually
incorporating more interviews into the coding structure. Se-
lective coding and relationships between the categories were
refined and core categories were identified and arranged into
broad emergent thematic groups. In this study, we focus on
two thematic groups alone: perception of palliative care and
participants’ misunderstandings about the EPC concept.

To assure the robustness of the analysis, the following
strategies were used: saturation, reflexivity, and a peer
review. Data collection and analysis were conducted simul-
taneously and until no further news items emerged (theoret-
ical saturation was reached). The data codes, categories, and
themes were constantly checked, compared, and contrasted.
Core categories and themes were discussed at interdis-
ciplinary team meetings (including a sociologist, a socio-
psychologist, a PCS, and a Public Health researcher) and
examined in relation to the existing literature to spot any

inaccuracies and misinterpretations. Preliminary results were
presented at two research conferences (the EAPC 2017
World Congress and the SFAP 2018 Congress) to obtain
feedback from peers, which was positive.

Results

How physicians’ perception of patients’
understanding of palliative care affects
their referral practices

Both oncologists and PCSs stated that palliative care is
thought by patients and their families to mean imminent
death, hospice care, and end-of-life care. These results show
how physicians’ perception of patients’ understanding of
palliative care impacts the process of communication and
patients’ referral to palliative care services.

Effects on physicians’ discourse: avoidance of the
word ‘‘palliative care’’. The word ‘‘palliative’’ was said to
hold negative connotations for patients, which make it diffi-
cult for oncologists to use it when talking to them. Most of the
oncologists interviewed mentioned that this word is ‘‘un-
suitable’’, that it ‘‘scares people’’ and ‘‘harms them’’ even,
because it suggests that patients will stop being treated or
be abandoned, or even have to undergo heavy sedation or
euthanasia.

The patients get the feeling that we are going to stop trying,
shut the door on them, and wait for the end (P6, an oncologist).

The respondents said that this failure to understand what
EPC involves is an obstacle to its acceptance by patients and
families.

The oncologists and some of the PCSs interviewed said
using the word palliative with patients not in the termi-
nal phase of the disease constitutes a form of ‘‘violence’’.
To overcome this problem, they adopted various seman-
tic strategies based on the use of euphemisms (such as
‘‘comfort care’’, ‘‘supportive care’’, ‘‘pain relief’’, ‘‘a
whole approach’’) to introduce palliative care more
‘‘gently’’; defining what palliative care is all about, often
by explaining the etymological roots of the word; and
praising PCSs’ model for care and explaining the under-
lying philosophy:

It’s true that we rarely pronounce the words ‘‘palliative
care’’ straight away. We generally begin by talking about
comfort care, support, whole treatment, and alleviating pain,
and tell them about the physicians in the establishment who
are specialized in support of this kind (.). Sometimes we
even exaggerate a bit by saying you will be better there than
here because the treatment focuses on the patients’ comfort
and on listening to what they have to say, whereas we are
always in a hurry here, dispensing the treatment, and we
sometimes overlook some things and don’t take the time.
(P17, an oncologist).

All the oncologists interviewed said they would be more
likely to refer patients for palliative care at an earlier stage if
it was renamed ‘‘supportive care’’. Most of them stated that
they would not present the EPIC trial to eligible patients as a
‘‘palliative care’’ investigation, but rather as a ‘‘supportive
care’’ investigation.

Table 1. Physicians’ Characteristics

Characteristics
Oncologists

(n = 13)
PCSs

(n = 19)

Age (years)
<40 5 6
40–50 7 5
>50 1 8

Gender
Male 8 8
Female 5 11

Hospital setting
University Hospital 0 4

Involved in the EPC trial 1
Not involved in the EPC trial 3

Comprehensive Cancer Center
involved in the EPC trial

13 15

EPC, Early Palliative Care; PCS, palliative care specialists.
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Making a change of name. Some of the PCSs inter-
viewed said they had renamed their department ‘‘Supportive
Care Unit’’ because of the stigmatization of palliative care.

Professionals used to have—or still have—very negative
representations. In other words, they picture palliative care
like waiting in the death row. That’s why I changed the name
of the department. (P12, a PCS).

However, PCSs do not all want to give up the term ‘‘pal-
liative care.’’ First, because of its special significance in
terms of the principles and practices to which they are at-
tached, especially in their fight against society’s denial of
death.

We have thought about changing our name but (.) the fact
that it’s difficult to talk about palliative care and palliative
medicine also reflects the inclination to shy away from death,
which is actually one of the reasons for which we are doing our
work (P18, a PCS).

Wrapping things up in pink tissue paper with a pretty rib-
bon is not doing people a service (.). In the society we live
in, death, illness, and old age tend to be pushed aside. I
don’t really think that changing the name to find something
more widely acceptable would be doing people a service (P5,
a PCS).

Second, because some PCSs said they wanted to differ-
entiate palliative care from supportive care. They objected
that the supportive care practices adopted at some hospitals
focus on one particular symptom, which amounts to disin-
tegrating the patients in a way that runs contrary to the all-
inclusive principles of palliative care.

However, some other PCSs pointed out that once pallia-
tive care has been introduced at an earlier stage in advanced
cancer patients’ care trajectory, it tends to become more
technical and invasive than in the original approach to pal-
liative care, when the main idea was to assist end-of-life
patients. This contributes to blurring the boundaries between
palliative care and supportive care.

Effects on referral practices. Because of the patients’
perception of PC as end-of-life care, the oncologists inter-
viewed feared that announcing referral to a PCS might have
negative effects on patients by causing a loss of compli-
ance with their palliative chemotherapy or a loss of hope and
feelings of distress. According to the respondents, that is why
some oncologists are reluctant to refer patients for EPC:

The Head of a thoracic oncotherapy ward just told me, ‘‘If I
inform people that they have small cell cancer or metastases,
and then go on to say I am going to call in the mobile palliative
care team, they are going to throw themselves under a train!’’
(P12, a PCS).

In the physicians’ discourse, referral to a PCS appears to be
equivalent to announcing a poor prognosis:

EPC means referring patients at an early stage in their
disease. But we are already trying to tell them they have
cancer, and I feel it’s a bit much to have to also say, ‘‘We are
going to transfer you to palliative care because there is nothing
else we can do’’ because palliative care has strong connota-
tions. And while I am saying that, I realize that since we are
talking about a serious disease, we should really go on to
mention the prognosis straight away. but to me, that seems
to be a difficult thing to do . Announcing at a single con-

sultation ‘‘you have cancer, and the cancer is at a very ad-
vanced stage’’. amounts to announcing a lot of things all at
the same time (P4, an oncologist)

This situation may be a barrier to patients’ access to EPC,
even in the context of the EPIC trial, not only because it is
distressing and painful for both patients and oncologists but
also because announcing a short lifetime scenario also seems
to run counter to the medical culture focusing on curing pa-
tients, especially at CCCs (which are called ‘‘Cancer-fighting
Centres’’ in France):

The EPIC trial won’t suit everybody. I expect telling some
patients about palliative care right at the start would make
them run away.There are some people who have not come
all the way to this center to be told.it’s the end, you can have
palliative care.They come here in the hope of being cured.
It’s bad enough having to tell them that no cure exists without
adding that they can have palliative care, it’s not always easy
for them to take it in.they sometimes come with inordinately
high hopes. The CCCs raise the hopes of the people attending
them. When they have come a long way, their expectations are
even higher (P22, an oncologist).

The oncologists interviewed admitted that they had not
been trained to deliver bad news, apart from their on-the-job
training. Some of them had nevertheless developed special
strategies: they informed patients ‘‘gradually’’ during several
consultations, but recognized the existence of a risk that this
might delay patients’ referral to a PCS.

EPC: a poorly understood concept

Some of the oncologists interviewed said that pallia-
tive care should be kept for patients whose life expectancy
amounted to less than three months. This long-established
picture of palliative care causes some confusion about the
meaning of ‘‘palliative’’ cancer treatment and explains why
some physicians are reluctant to resuscitate patients under-
going palliative chemotherapy.

If you write ‘‘palliative chemo’’, they [the intensive care
staff] will say ‘‘but if it’s palliative chemo, what’s the point of
treatment? It’s the end, he’s had a huge infection, a pulmonary
edema or some kind of complication or a severe embolism or
whatever, let him go and that’s that.’’ Whereas if you treat
whatever it is, the patient is going to live for another few
months or years. Whenever the word palliative is written
down, you have to negotiate with people every time. (P10, an
oncologist).

In many oncologists’ practices, palliative care is the last
resource, when there exists no other possible treatment. Some
of the oncologists interviewed defined palliative care nega-
tively, that is, by what it is not.

I refer patients for palliative care when there exists no other
possible treatment .I use the term palliative care when there
are no other kinds of chemotherapy left to try.when the
patient’s general physical condition is very poor (P16, an
oncologist).

Some PCSs thought the value of palliative care is not
properly recognized:

They (the oncologists) accept us .they feel it’s useful but
they don’t think it’s proper medicine. Proper medicine is
cancerology, the medicine which treats people.When we
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have no choice, we turn to palliative care but.it’s not in the
same league (P23, a PCS).

In view of the above statements, one can say that PCSs
are regarded as service providers rather than delivering care
as part of integrated care projects:

We have to serve some purpose, in other words, they use us
because we help to solve their problems, but (.) they do not
regard us as being an integral part of integrated care (.) We
help them to get over a difficult patch or to sort out tricky
situations.(.) but as long as this is not an obligatory pro-
cedure, our role is difficult to.I mean we are still working in
parallel, as stand-bys (P19, a PCS).

Finally, some of the oncologists interviewed depreciated
palliative care practices, describing them as not always
evidence-based practices. They objected that palliative care
is not properly defined or only ‘‘in very vague terms’’, ‘‘not
terribly exactly’’: ‘‘I have never been able to understand
what this so-called whole person care means’’. Others men-
tioned criticisms made by colleagues: that palliative care is
‘‘just hot air’’ and consists of ‘‘holding patients’ hands until
they die’’.

Some of the oncologists interviewed stated that EPC is the
same thing as supportive care. From their point of view,
oncologists are specialized in treating cancer and PCSs in
treating symptoms. That is why they found it difficult to refer
asymptomatic patients to a PCS at an early stage.

This division of medical labor into subspecialties does
not necessarily mean that there exists a barrier between the
two. Rather, it could lead to the two professional segments
working together to improve patients’ care:

We hand over very readily to the PCSs because they have
greater competence and experience and.on the other hand,
this makes it possible to separate the treatment of pain from
the cancer treatment (.). At private clinics, where there is no
such assistance at all, the oncologists are all alone with their
patients and have to manage their pain, their end of life and
their cancer, and. there is bound to be a moment when.
one is less proficient when one is working alone (P22, an
oncologist).

The latter excerpt highlights the fact that in France,
medical oncologists often have to provide both support-
ive and palliative care, either because they are working
at private clinics with no PCSs or because some of them
(especially the oldest ones) feel they are responsible for
providing cancer patients with all the care they need, in-
cluding their end-of-life care. PCSs find it difficult to work
together with these practitioners, especially since the spe-
cialization of PCSs is not unanimously recognized at French
hospitals:

It’s funny because when doctors ask a cardiologist for his
opinion, he will say ‘‘do this and do that’’: nobody will
question his advice (.) and his prescriptions will be applied.
But when patients need palliative care, especially end-of-life
care, everybody thinks they have been properly trained for
this. They tell themselves ‘‘anyone can handle the end of life,
anyone can handle pain’’ (.). And we often get the impres-
sion that they think our intervention means they lack ability
(.) We can provide expertise which can be helpful or even
sometimes support the medical teams, but this assistance is
underestimated and it is not yet recognized as a specialty (P20,
a PCS).

This lack of legitimacy can generate conflicts over pro-
fessional boundaries, which block recourse to EPC.

Discussion

These findings bring to light the fact that referral to PCS
early after the diagnosis of advanced cancer increases the
terminological barriers, induces avoidance patterns, and
makes early disclosure of poor prognosis harder for oncolo-
gists. The main reason for this situation is the restrictive
picture of palliative care as terminal care. In addition, the
generally poor understanding of the EPC concept increases
the confusion between EPC and supportive care. The socio-
logical approach adopted in this study helps to explain these
findings.

In France, the idea that palliative care is equivalent to end-
of-life care is rooted in the palliative care movement, which
originated in many Western countries in the Hospice move-
ment. The recurrent public debates on the issue of physician-
assisted suicide (which is prohibited under French legislation),
which have accompanied successive revisions of the French
Bioethics Law during the last few decades, have strengthened
the tendency to associate palliative care with death because
opponents of assisted suicide have been upholding the pal-
liative care model for ‘‘the good death’’, in addition to the
philosophical and religious arguments put forward by other
people. Palliative care and euthanasia are closely associated
in French physicians’ minds.63 Movements favoring pal-
liative care or euthanasia have contributed to keeping the
question of death and dying firmly implanted on the French
social scene64 and upholding social representations of palli-
ative care as being equated with end-of-life care. The first
definition of palliative care, which was put forward by Thérèse
Vanier (‘‘When there is nothing more that can be done, ev-
erything can still be done’’), is still being frequently quoted in
French palliative care training courses and handbooks. Al-
though this definition was intended to save end-of-life patients
from being abandoned, it reinforces the idea that palliative
care is last-resort care, and made it difficult for some of the
oncologists interviewed to regard it as being complementary
to active cancer care.18

These findings confirm that referral to PCS is thought to
be equivalent to announcing poor prognoses and low sur-
vival rates. Since palliative care was first introduced, the
word palliative has always been (over)loaded with meaning.
The performative power of the word affects doctors’ com-
munication with patients, so that their ‘‘belief in the self-
fulfilling prophecy’’ leads doctors to avoid prognosticating.29

French oncologists, like many of their colleagues around
the world,24,36,38 fear that disclosing the prognosis may harm
their patients. Their desire to protect the patients makes them
reluctant to disclose the prognosis shortly after the diagnosis
of advanced cancer, and this can even lead to lying strategies,
as suggested by Fainzang in his survey on French hospital
settings.65

However, we do not have sufficient evidence that telling
the truth is liable to destroy patients’ hope and make them
depressed.36,38 The existence of links between accurate
prognostic understanding and between the acknowledgment
of terminal illness and worse psychological distress has been
established, but the authors of the latter studies concluded
that there is a need to provide appropriate support for patients
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such as those included in EPC programs.66 Some studies have
suggested, on the contrary, that patients can discuss the topic
of their prognosis without undergoing negative effects,24 that
hope is maintained when patients with advanced cancer are
given truthful prognoses,32,67 and that prognostic discussions
are not necessarily detrimental to the patient–physician re-
lationship and can even strengthen the therapeutic alliance
between patients and oncologists.68 Ultimately, as Fallow-
field et al. have suggested, ‘‘reluctance to give bad and sad
news probably reflects the difficulty that the doctor experi-
ences in conveying this type of information as much as a
desire to protect patients from the distress such knowledge
provokes.’’38

That is why all the oncologists interviewed said that they
would be more likely to refer patients for palliative care if it
was renamed supportive care, in line with previous find-
ings.3,43,44 This avoidance pattern is based on their belief that
making a change of name would allow them to introduce
early supportive measures that are complementary to active
tumor treatment without the emotional burden of delivering
poor prognosis. However this finding also reflects the mis-
understanding of the EPC concept and the confusion between
palliative care and supportive care. Oncologists’ picture of
PCSs’ work is often restricted to managing the physical
symptoms and providing psychosocial support. This picture
masks one of the essential components of palliative care,
which consists of preparing patients for what lies ahead to
give them as much autonomy as possible.57

In addition, making a change of name would challenge
PCSs’ professional identity and the principles of palliative
care, and weaken the institutional legitimacy of this emerg-
ing medical specialty, which sometimes faces resistance
in France from the practitioners of more long-established
medical specialties because all the specialties have to com-
pete for legitimacy and resources.63

Strategies other than labeling palliative services with a
new name should therefore be envisaged. Instead of rely-
ing on avoidance patterns, health professionals and patients
should be properly informed what palliative care involves,
the role it is intended to play and the potential benefits of
these services.43,69,70 Studies have shown that palliative
care education has significantly improved patient care.10 The
palliative approach needs to be defined more clearly in an
integrated care perspective46 to facilitate the implementation
of EPC programs. In addition, training oncologists to explain
what palliative care means would alleviate the burden of
announcing poor prognosis and referral to PCSs,36,71 and
compensate for their lack of training in the disclosure of bad
news. Communication strategies preventing patients’ feel-
ings of abandonment could be learned.72 A German ran-
domized controlled trial has shown that a specific training
program can improve oncologists’ palliative care communi-
cation skills in consultations focusing on the transition to
palliative care.73

This study has some strengths and limitations. Although
the qualitative method used in this study does not make it
possible to generalize our findings, the results obtained using
a sociological analysis clearly show how tightly imbricated
the social and cultural factors underlying these medical
practices are. We did not interview oncologists who were
totally opposed to referring their patients to PCSs. This does
not detract from the validity of our results. On the contrary,

the fact that most of the oncologists interviewed were willing
to work with PCSs supports our finding that oncologists often
regard palliative care as end-of-life care rather than being
a fully fledged complementary approach to active care for
patients with advanced cancer.

Conclusion

Several measures need to be envisaged to facilitate the
implementation of EPC programs and increase the visibility
of palliative care in the French health care system. Defining
EPC concepts more clearly and running public education
campaigns on what palliative care is all about could help to
overcome the terminological barriers resulting from the tra-
ditional image of palliative care. In addition, training French
oncologists in the disclosure of ‘‘bad news’’ could help them
cope with the emotional issues associated with referring
patients to specialized palliative care.
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ssitant des soins palliatifs. Available from https://www
.has-sante.fr/portail/upload/docs/application/pdf/txt_soins_
palliatifs_recommendations_final_es_mise_en_ligne.pdf (last
accessed December 14, 2018).
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Appendix 1. Physicians’ Interview Guide

Oncologists’ Interview Guide

1. Palliative care (PC)

� Physicians’ knowledge of the work done by PC teams
and coordination with palliative care specialist (PCS):
What is your hospital palliative care provision? Do you
work—occasionally/regularly —with specialized palli-
ative care services? In your experience, what is the role
of PCS?

(Follow-up questions: How do you contact PCSs? What
are your expectations about working together? What
problems have you encountered when working together?
Have you undergone any training or course in palliative
care?)

� In your experience, what does good palliative care
consist of?

� Current referral practices: when do you think it is
appropriate for a patient to be referred to specialist
palliative care services? How do you approach referral
with your patients? What are the issues involved in
referring patients to specialized palliative care?

(Follow-up question: Do you use the term ‘‘palliative
care’’ when talking to your patients about referring them
to a palliative care unit?)

2. Poor prognosis

� Informing patients about poor prognosis: Do you have
difficulty in telling patients that their disease is incur-
able? If so, why? When do you tell them it is incurable?

(Follow-up questions: at the very first consultation? How
do you go about it (what communication strategies do
you use?) Who do you inform? Should other members of
the family be informed?

� What information do you give them (about the survival
time, for example)? How do you assess whether pa-
tients want to be informed about the prognosis?

� Have you undergone any training in announcing bad
news?

� Have you ever delivered futile end-of-life care?

3. Early Palliative Care (EPC)

� Factors perceived as facilitating or barring access to
EPC

(Follow-up questions: organizational, institutional, or
communicational factors? Does the EPIC clinical trial
seem feasible to you? What are your expectations of
this trial?)

4. Sociodemographic data: age sex, the year respondents
presented their thesis, and details of their career
pathway

PCSs’ Interview Guide

1. Local hospital palliative care provision: how is spe-
cialized palliative care organized at this hospital?

(Follow-up questions: Health care professionals? Vo-
lunteers? A Mobile Palliative Care Team? Dedicated
palliative care beds? An inpatient and/or outpatient Pal-
liative Care Unit?)
2. Current referral practices: At this hospital, are peo-

ple referred rather late or fairly early to specialized
palliative care services? If late, why? What are the
barriers? When do you think it is appropriate for a
patient to be referred to specialist palliative care ser-
vices?

3. Coordination with oncologists: Perceived difficulties
in working together with oncologists. Do any formal
and/or informal meetings with oncologists take place
at your hospital?

4. EPC

� Factors perceived as facilitating or barring access to
EPC

(Follow-up questions: organizational, institutional, or
communicational factors)

� Does the EPIC clinical trial seem feasible to you? What
are your expectations of this trial?

� What does good palliative care consist of?

5. Sociodemographic data: age, sex, the year respon-
dents presented their thesis, and details of their career
pathway
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