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Abstract 
The announcement of a cancer diagnosis represents a difficult situa-
tion for the patient, their loved ones and professionals (Reich, Vennin 
& Belkacémie, 2008). Until now, few studies have described nurses’ 
contribution to this critical moment along the care trajectory (Tobin, 
2012) and even fewer, the contribution of the pivot nurse in oncology 
(OPN) or infirmière pivot en oncologie (PNO) as this specialist is called 
in Quebec. This study aims to document the OPN’s contribution to the 
cancer experience of the patient and their loved ones, from the time 
the diagnosis is communicated to the period immediately following 
(four to six weeks). Fourteen PNOs from a Montreal university health 
centre took part in two individual interviews. Results show that PNOs 
offer personalized support which draws on their expertise to better 
understand the experience lived by patients and their loved ones, and 
adapt their interventions according to their needs and the timing of 
these interventions. These results support issuing three recommen-
dations for nursing practice in the areas of PNOs; development of 
expertise, interprofessional collaboration and environment.

Key words: Pivot nurse in oncology, infirmière pivot en oncologie, 
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The issue
Announcing bad news is defined as communicating information 

that changes the patient’s perception of their health, radically and 

negatively, particularly at the time of a cancer diagnosis or in case of 
treatment failure (Buckman, 1984). This situation can bring on a feel-
ing of emotional distress in the patient and their loved ones (DLCC, 
2011; Tobin & Begley, 2008), as well as a challenging situation for 
healthcare professionals (Stiefel & Krenz, 2013; Lehto, 2012). 

Indeed, both the nurse and physician are often ill prepared to 
make the announcement as they have to deal with their own emo-
tions, their less than optimal communication skills and the reactions 
of the patient and their significant others (Buckman, 1984; Dias, 
Chabner, Lynch, & Penson, 2003; Tobin & Begley, 2008; Tobin, 2012). 
However, studies regarding the communication of information 
about the cancer diagnosis describe mainly the medical perspec-
tive, not that of nurses (Warnock, Tod, Foster & Soreny, 2010; Paul, 
Clinton-McHarg, Sanson-Fisher, Douglas, & Webb, 2009; Randall & 
Wearn, 2005) and even less that of pivot nurses in oncology (PNOs)1.  

Moreover, researchers have been trying for over two decades to 
highlight the favorable context-related elements when announc-
ing a diagnosis. However, scientific evidence has not been finalized 
regarding the quantity and quality of the required information, the 
role of  the attendant, the type of support and the communication 
approach (Lockhart, Dosser, Cruickshank, & Kennedy, 2007; Paul et 
al., 2009; Randall & Wearn, 2005). It has been stressed, however, that 
high quality communication helps healthcare professionals estab-
lish a relationship of trust (Bettevy, Dufranc, & Hofmann, 2006) while 
reducing anxiety and uncertainty (Delbanco & Gerteis, 2013). It also 
facilitates the teaching, the flow of information and the develop-
ment of the treatment plan (Swanson & Koch, 2010; Radziewick & 
Baile, 2001), while influencing the  patients’ perception regarding the 
care they receive (Eid, Petty, Hutchins, & Thompson, 2009; Randall 
& Wearn, 2005), hope, psychosocial adjustment (Randall & Wearn, 
2005) and decision making (Rassin, Levy, Schwartz, & Silner, 2006). 

On the contrary, a sub-optimal announcement of bad news 
engenders patient stress, anxiety, distress, coping problems, dissat-
isfaction, reduced quality of life (Eid et al., 2009; Paul et al., 2009) 
and uncertainty (Mystakidou et al., 2004). Caplan (1964) empha-
sizes that such a crisis situation is a transition period which lasts 
from four to six weeks. Caplan’s crisis theory (1964) specifies the 
importance of giving support when an individual experiences a loss 
in connection with a stressful event in order to restore a state of 
equilibrium fairly quickly. According to him, the first four to six 
weeks following the communication of diagnosis are hard to live 
through, both for the patient and their significant others. Caplan 
characterizes this step as a crisis that wears off as they develop 
their adjustment potential to the situation. Anxiety, fear, demor-
alization and anger are the emotions experienced by the patients 
and their loved ones during the period following the announcement. 
These have been reported by several other authors (Campbell, Craig, 
Eggert & Bailey-Dorton, 2010; Delbanco & Gerteis, 2013). It is in this 
highly emotional context that PNOs provide information to better 
equip patients and their loved ones to face cancer and their upcom-
ing treatments. 

1.	 PNO: a specialist integrated within a cancer control interdisci-
plinary team who has the necessary skills to assess the needs 
of the individual living with cancer and their loved ones (DLCC, 
2008, p. 5).
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Some studies bring to light the positive contribution made 
by the nurse during the announcement (Dunniece & Slevin, 2000; 
McCulloch, 2004). Although interesting from the perspective of 
nursing support, these studies do not specify which interventions 
are the most helpful for the patient and their significant others, 
from the nursing standpoint. The assessment of France’s Cancer 
Plan (Plan cancer) for 2009–2013 and 2003–2007 (Institut National 
du cancer, 2009) reveals that the nurse’s contribution promotes 
among other things the patient’s compliance with the various thera-
peutic steps suggested (Smutek, 2006; Thorant & Arbonés-Hérédia, 
2009; Tivoli, Sanchez, B., Tardieu, S., Metellus, P., Sambuc, R., & 
Chinot, 2005) and reduces the length of the second medical consul-
tation (Tivoli et al., 2005). Although this study supports the strate-
gic role of the nurse, it is confined to a medical and organizational 
perspective of the outcome (compliance and efficiency) and does 
not really explain the nurse’s ability to help the patient and their 
loved ones. 

Closer to home, the Quebec Cancer Control Council (Conseil 
québécois de lutte contre le cancer) issued this final recommenda-
tion: the implementation of the PNO role and access by any individ-
ual diagnosed with cancer, within 48 hours of the announcement 
(De Serres & Beauchênes, 2000). According to the Quebec Cancer 
Control Branch (Direction de la lutte contre le cancer or DLCC) 
(2008), the PNO is a “[…] resource person from the moment the 
diagnosis has been communicated and along the entire care and 
service continuum, including all of the treatments.” (DLCC, 2008, 
p. 6). The key functions are: 1) Assessing the biopsychosocial and 
spiritual needs and coping skills of the patient and their family, 2) 
Educating and informing on the nature of the problems at hand, 
the impact on the family, the implications of the illness, and the 
resources, 3) Supporting the patient and family members to pro-
mote a sense of well-being within the family, and, 4) Coordinating 
services. The therapeutic relationship is vital to these functions, 
and the Calgary Family Systems Approach model (DLCC, 2007) 
underlies nursing interventions. It is worth noting that up to now 
there is little documentation on the performance of the PNO’s vari-
ous functions. 

Purpose 
The purpose of our continuous improvement process is to docu-

ment the PNO’s contribution to the experience of the cancer diagno-
sis announcement and the period immediately following (four to six 
weeks) by the patient and their significant others.

Methodology
Theoretical framework

In keeping with the Calgary Family Systems Approach (Wright 
and Leahey, 2009), the theoretical framework titled “concep-
tual model for cancer patient navigation” or simply Professional 
Navigation Framework will guide the performance of this study and 
the interpretation of its results (Fillion, Cook, Veillette, Aubin, de 
Serres, Rainville, Fitch, & Doll, 2012). This framework describes two 
interrelated dimensions of the PNO role: one focusing on the health 
care system and the other on the patient. 

Participants
This is a descriptive qualitative study in which the accrual of 

participants, data coding and result analysis took place between 
January 2012 and May 2013. Fourteen (14) PNOs, whose functions 
and activities meet the DLCC (2005) criteria, were recruited in a 
Montreal university health centre.

Data collection
After signing a participation form, each PNO met twice with the 

researchers to share her experiences about two patients (who had 
received their diagnosis at least six weeks beforehand). A minimum 

interval of one week was observed between the two interviews. 
Each PNO was also asked to complete a sociodemographic ques-
tionnaire as well as a form requiring her to describe the training 
received upon hiring or in-service such as the family systems nurs-
ing approach (Wright & Leahey, 2009). A semi-structured interview 
guide was also developed around three themes: support, context 
and interventions of the PNO at the time the diagnosis is announced 
and post-announcement. These themes were identified in articles 
about the PNO’s role and family systems approach. 

Data analysis
A content analysis performed with the help of the QDA Miner 

version 3.2 transcript analysis software helped identify the vari-
ous themes characterizing the health centre PNO contribution when 
the cancer diagnosis was communicated and during follow-up. The 
analysis was completed in three stages: 1) data summary (reduction, 
coding), 2) data presentation, and 3) formulation and verification of 
findings (Miles & Huberman; 2003). This process helped cross-refer-
ence the links between interview transcriptions or parts thereof and 
the three research themes.  

Results
Sociodemographic data 

The participating PNOs were 37.64 years (±9.58) old on average, 
and their nursing experience and completed training are presented 
in Table 1.

At time of announcement (0-48h)
Regarding the elements related to support and interventions, the 

majority of PNOs (n = 11) state that they play an important support 
role in establishing a relationship of trust with the patient and their 
family from this key moment of the trajectory of care. However, 
only five PNOs are present at the time the diagnosis is communi-
cated and those who are not included then (n = 6/9) say that this 
relationship of trust could be facilitated by their presence at the 
announcement.  

From the PNOs’ perspective, the other aspects of their role are 
informing and clarifying information for the patient and their loved 
ones (n = 8), coordinating care and services (n = 7) and assessing 
biopsychosocial and spiritual needs (n = 5). Their support is indi-
vidualized; they tell of adapting their interventions and providing 

Table 1: PNOs experience and completed training

Education 
level

Bachelor = 78.6% 
Post-graduate degree =14.3% 
MSc = 7.1%

Nursing 
experience

1-5 years = 14.3%  
11-15 years = 14.3% 

6-10 years = 35.7% 
> 15 years = 35.7%

Experience 
as a PNO

<6 months = 7.1%
13-24 months = 14.3%
37-48 months = 21.4%
>60 months = 35.7%

7 -12 months = 7.1%
25-36 months = 7.1%
49-60 months = 7.1%

Training in Family systems approach 
During their studies:
Upon obtaining their PNO position:
In-service:
* at their health centre
* during clinical/administrative meetings
* at university seminars
* at pre-conference training
* at conferences

60.0% 
13.3%

21.4%
42.9%
14.3%
21.4%
21.4%
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support in response to the needs expressed by the patient and their 
loved ones. These refer to possible interventions considered nec-
essary by the PNO while taking into account the patient’s unique-
ness: “Of course that at the time of diagnosis people are often sort of 
stunned, so listening is the intervention I would use the most, to check 
what their fears are, demystify what the physician said and what the 
patient understood. (…) Often, it is a matter of letting them verbal-
ize.” (Participant 4). 

Some elements related to the context facilitate the PNO role if 
they are present at the time the diagnosis is announced (0-48h). The 
main elements are: 1) a loved one being in attendance; 2) the rela-
tionship of trust with the PNO; 3) a patient who has a pretty good 
idea of what their health status is; 4) the presence of the PNO; 5) 
a private location for the announcement; 6) a patient responsive 
to the assistance being offered; 7) a physician with a humanistic 
approach.   

Four to six weeks after the announcement 
While the communication of diagnosis is perceived as a shock 

and a tragedy, the emotional component can be as difficult in 
the period following, especially when the treatments are started. 
Several participants mentioned treatment related anxiety and fear 
of complications and side effects: “First there is the communication 
of the diagnosis which is a shock and then the patients go through 
another phase, it is the fear of treatments, how they are going to 
react, their whole life is changing around the treatments, the fam-
ily organization, the social organization at work, also everything 
that is connected to managing side effects, this great unknown” 
(Participant 11).  

After the diagnosis has been announced, the support provided 
and interventions completed are mostly done on a direct face-to-
face basis with the patient and through telephone contact (n = 10). 
PNOs have to manage various emotional distress reactions on the 
part of the patient and their loved ones. Here again, the elements 
related to support and interventions are similar to those described 
previously for the diagnosis communication. PNOs asked open or 
systemic questions to explore stressors, the impact the diagnosis 
announcement had on the significant others and the impact on 
body image. They recognized it while avoiding making it banal. 

As some PNOs indicate that one should not overload the patient 
with information at the time of diagnosis, the post-announcement 
period is the time for the information, teaching and organization 
of care aspect.  PNOs explain to the patient and their family the 
upcoming care, treatment plan and appointments they will have. 

To optimize symptom management along the trajectory of care, 
PNOs (n = 13) use the relationship of trust they established with the 
patient and their loved ones thus promoting their empowerment: 
“To me, it is impossible to perform adequate follow-up as a pivot 
nurse if you don’t know your patient adequately, if you did not create 
a relationship of trust from the start or at least from some point on” 
(Participant 11). Generally speaking, the established relationship of 
trust helps them to better choose their interventions and support 
strategies during the post-announcement phase: “No two people are 
the same; no two people have the exact same needs, the same story. 
So, if I know them well, I can tailor my assistance” (Participant 11).

Regarding the contextual elements, the presence and support of 
loved ones appear to be enablers post-announcement by fostering 
the retention of information. PNOs believe it is important to have a 
private location to meet the patient and their significant others (n = 
5) along the trajectory of care. However, they report a lack of suit-
able rooms for their meetings with families.  

PNOs see the collaboration of interdisciplinary team members as 
a facilitator for their practice (n = 8), especially the following: other 
professionals’ positive attitudes, readiness to share, interdisciplin-
ary meetings, interprofessional collaboration, pleasant work climate 
and accessibility of resources.  

Discussion 
At time of announcement (0-48h)

Only five participants indicated being present at the time of 
diagnosis communication. For these professionals, the time of 
announcement corresponds to the medical consultation during 
which the patient receives their diagnosis while the DLCC (2008) 
defines it as being the period ranging from 0 to 48 hours post-an-
nouncement by the physician. This could explain why this number 
is underestimated as our own analysis shows that nine PNOs are 
present at communication of diagnosis, i.e. between hours 0 and 48 
post-announcement. Moreover, according to the PNOs, the idea of 
shock at the time of the announcement is perceived by themselves 
as well as the patients and their loved ones. To our knowledge, few 
studies have noted this reality which seems to be common to these 
three groups of stakeholders (Tobin, 2012), despite the existence of 
several studies about patient and their families, among others (Dias 
et al., 2003; Leadbeater, 2001).

Regarding whether or not a PNO should be in attendance when 
the diagnosis is announced, some of them believe that their absence 
is not necessarily dramatic but think that their presence is useful 
during the first 48 hours post-announcement. It is worth noting that 
the PNOs never reported any negative effects in relation with their 
presence at the time of announcement. Furthermore, they stress 
that establishing a relationship of trust is a vital element of their 
practice and that this could be facilitated by their being in atten-
dance at the announcement. This is supported by Smutek (2006) for 
whom the nursing consultation is a period of time dedicated to the 
patient and characterized by active listening and the reformulation 
and assessment of the health situation. The objectives are to estab-
lish a relationship of trust, demystify the care and help the patient 
look into the future. 

The participants often mentioned the importance of listening 
to the patients and their families. This enables them to take into 
account the individuality of patients to determine their support 
and interventions from the time the diagnosis has been announced. 
Listening appears to be a key element of the PNOs’ practice, which 
is also reported as being central to the trajectory of care by Hébert 
and Fillion (2011a & b).    

From a contextual perspective, the presence of loved ones at the 
time of announcement is the most frequently reported facilitator 
in this study. It promotes a reduction of stress in the patient who 
feels more confident. This is supported by several authors (Baile, 
Buckman, Lenzi, Glober, Beale, & Kudelka, 2000; Buckman, 2005). 
The presence of loved ones plays a strategic role in psycholog-
ical and informational support as they can retain the information 
and review it with the patient. Furthermore, the location where the 
announcement is made seems to be critical. According to Buckman 
(2005) and Baile et al. (2000), selecting the right type of place where 
the bad news is communicated is essential to minimize its impact 
on the patient and their loved ones. A quiet and private environ-
ment is a key component of the Canadian SPIKES protocol (Setting, 
Perception, Invitation, Knowledge, Empathy, Strategy/Summary) by 
Buckman (2005) for delivering bad news. 

Regarding the PNOs’ role at the time of announcement, the four 
key functions of the role as formulated by the DLCC (2008) do 
match: teaching and informing, supporting, assessing the needs 
of patients and their loved ones and lastly, coordinating services. 
However, it cannot be said that there is a support or intervention 
standard as their interventions are focused on and adapted to the 
changing needs of patients and their loved ones.  

Four to six weeks post-announcement
While the time of diagnosis announcement is characterized by 

the PNOs’ active listening, the informational aspect takes priority 
post-announcement. Documentation and tools provided during 
this period can help patients understand their illness and retain 
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and review the information. This is supported by the results of 
the study by Hébert and Fillion (2011b) where surveyed PNOs and 
patients underscore the importance of support (both emotional 
and informational), symptom management and increased need for 
information.

The PNOs’ support and interventions are mainly provided either 
via the telephone or on a direct face-to-face basis. This enables 
them to provide a presence, support and availability tailored to the 
clients needs as reported by Hébert and Fillion (2011b). Regarding 
telephone contacts, several studies (Cox & Wilson, 2003; Cox, 
Wilson Health, Collier, Jones & Johnston, 2006; Overend, Khoo, 
Delorme, Krause, Avanessian, & Saltman, 2008) stressed that spe-
cialized oncology nurses provide the patients with effective and 
safe follow-up. 

The individuality of the patient appears to be at the core of the 
PNO’s interventions and support. Duhamel (2007) and Wright & 
Leahey (2009) focus extensively on this notion of uniqueness and 
multi-realities in patients facing a health issue. According to them, 
the nurse does not implement a directional intervention inviting 
instead the patient and their family or significant others to think 
about ideas and find their own solutions. The fact that the PNOs 
who participated in this study tend to respect the patient’s indi-
viduality in their interventions may be explained by the training 
they received in the Calgary Family Systems Approach (Wright and 
Leahey, 2009).

Just as it was at the time the announcement of the diagnosis was 
made, access to adequate places to meet the patient and their loved 
ones across the care trajectory is a key element throughout the 
post-announcement period (Buckman, 2005; Ptacek & Ptacek, 2001). 
As a matter of fact, the participants indicated a lack of adequate 
places, insuring among other things   interruption-free interviews.

One last important element is the synergy within the team. 
Indeed, optimal team collaboration appears to be a facilitator for 
PNOs because it enables the sharing of information and observa-
tions about the patients’ health status with other professionals. The 
DLCC (2005) speaks of reconciliation of knowledge as opposed to 
confrontation of knowledge. When the other health professionals 
are present, PNOs feel supported and may experience less stress 

(DLCC, 2005). Depending on the needs assessments they complete, 
PNOs can call for the intervention of appropriate professionals or 
offer the patient the services that can provide him or her with opti-
mal support. Regarding this latter point, one must note the role of 
pivot played by these specialized oncology nurses as described by 
the DLCC (2008).  

Conclusion
Based on these results, one observes that PNOs have the desire 

to support the patient and their loved ones in a fair and human-
ist manner. To them, the relationship of trust is the sine qua none 
condition to support the person in an individualized fashion that 
respects their uniqueness across the care trajectory. PNOs thus use 
their expertise to gain a better understanding of the patient and 
their significant others’ experience and tailor their interventions. 
At the time surrounding the communication of diagnosis, when the 
patient and their family are in a state of shock, PNOs focus on active 
listening and needs assessment. They stress the importance of hav-
ing a loved one present at this time for better psychological support 
and better retention and review of the information supplied. During 
the post-announcement period, PNOs focus their interventions 
on the sharing of information and answering the questions from 
patients and their families while continuing with their support and 
active listening. Furthermore, their assessment enables the proper 
coordination of services involving the interdisciplinary team, which 
seems to be the best response to the patients’ needs while providing 
the PNOs with optimal support. Lastly, PNOs report that access to 
appropriate places—a quiet and private environment—is an import-
ant element for their follow-up both at the time of announcement 
and across the care trajectory. 

The above study findings lead to the following recommenda-
tions for nursing practice: 1) strengthening the expertise of PNOs 
by implementing co-development meetings on topics such as fam-
ily approach, distress, and the delivery of bad news; 2) strengthen-
ing interprofessional collaboration within interdisciplinary teams 
by highlighting the roles of the various professionals; 3) Promoting 
the importance of having adequate places for the meetings with 
patients and their significant others. 	

Baile, W.F., Buckman, R., Lenzi, R., Glober, G., Beale G. & Kudelka, 
A.P. (2000). SPIKES—A six-step protocol for delivering bad news: 
Application to the patient with cancer. Oncologist, 5(4), 302-311. 
doi:10.1634/theoncologist.5-4-302

Bettevy, F., Dufranc, C., & Hofmann, G. (2006). Critères de qualité de 
l’annonce du diagnostic: point de vue des malades et de la Ligne 
nationale contre le cancer. Risques et Qualité, III(2), 67–72.

Buckman, R. (1984). Breaking bad news: Why is it still so difficult? 
British Medical Journal, 288(6430), 1597–1599.

Buckman, R.A. (2005). Breaking bad news: The S-P-I-K-E-S strategy. 
Community Oncology, 2, 138–142.

Campbell, C., Craig, J., Eggert, J., & Bailey-Dorton, C. (2010). 
Implementing and measuring the impact of patient navigation 
at a comprehensive community cancer center. Oncology Nursing 
Forum, 37(5), 61–68.

Caplan, G. (1964). Principles of preventive psychiatry. New York, 
USA: Basic Books.

Cox, K., & Wilson, E. (2003). Follow-up for people with cancer: Nurse-
led services and telephone interventions. Journal of Advanced 
Nursing, 43(1), 51–61.

Cox, K., Wilson E., Heath L., Collier J., Jones L., & Johnston I. (2006). 
Preferences for follow-up after treatment for lung cancer: 
Assessing the nurse-led option. Cancer Nursing, 29(3), 176–87.

Delbanco, T., & Gerteis, M. (2013). A patient-centered view of the 
clinician-patient relationship. Retrieved from www.uptodate.

De Serres, M., & Beauchênes, N. (2000). L’intervenant pivot en 
oncologie: un rôle d’évaluation, d’information et de soutien pour 
le mieux-être des personnes atteintes de cancer. Document de 
réflexion. Québec : Conseil québécois de lutte contre le cancer. 
Retrieved from http://www.msss.gouv.qc.ca/sujets/prob_sante/
cancer/download.php?f=0959e31602ca0ce39f59a1c335053678

Dias, L., Chabner, B.A. Lynch, T.L., & Penson, R.T. (2003). Breaking 
bad news: A patient’s perspective. The Oncologist, 8(6), 587–596.

Direction de la lutte contre le cancer - DLCC. (2005). Les équipes 
interdisciplinaires en oncologie – Avis – comité des équipes 
interdisciplinaires de lutte contre le cancer (CEILCC). Édition 
produite par : La Direction des communications du ministère 
de la Santé et des Services sociaux du Québec. Gouvernement 
du Québec. Retrieved from http://publicationsreseau.msss.rtss.
qc.ca/publications/2007/07-902-02.pdf

REFERENCES

doi:10.5737/1181912x243189193



CONJ • RCSIO  Summer/Été 2014   193

Direction de la lutte contre le cancer - DLCC. (2007). L’infirmière 
pivot en oncologie. Programme de formation. Édition produite 
par : La Direction des communications du ministère de la Santé 
et des Services sociaux du Québec. Gouvernement du Québec. 
Retrieved from http://publicationsreseau.msss.rtss.qc.ca/
publications/2007/07-902-02.pdf

Direction de la lutte contre le cancer - DLCC. (2008). Rôle 
de l’infirmière pivot en oncologie. Comité consultatif des 
infirmières en oncologie. Retrieved from http://www.
msss.gouv.qc.ca/sujets/prob_sante/cancer/download.
php?f=dc09f641d6c28a8b98d59439d1c3c475

Direction de la lutte contre le cancer - DLCC. (2011). Rapport 
du comité d’oncologie psychosociale – vers des soins centrés 
sur la personne. Édition produite par : La Direction des 
communications du ministère de la Santé et des Services sociaux 
du Québec. Gouvernement du Québec. Retrieved from http://
msssa4.msss.gouv.qc.ca/fr/document/publication.nsf/4b17 
6 8 b 3 f 8 4 9 5 1 9 c 8 5 2 5 6 8 f d 0 0 6 1 4 8 0 d / 8 3 4 5 f 6 b b 9 7 d a 7 
a3185257893006488e9?OpenDocument

Dunniece, U., & Slevin, E. (2000). Nurses’ experiences of being 
present with a patient receiving a diagnosis of cancer. Journal of 
Advanced Nursing, 32(3), 611–613.

Duhamel, F. (2007). La santé et la famille. Une approche systémique 
en soins infirmiers (2e éd.). Montréal, Canada : Gaëtan Marin 
Editeur.

Eid, A., Petty, M., Hutchins, L., & Thompson, R. (2009). “Breaking 
bad news”: Standardized patient intervention improves 
communication skills for haematology-oncology Fellows and 
advanced practice nurses. Journal of Cancer Education, 24(2), 
154–159.

Fillion, L., de Serres, M., Cook, S., Goupil, R.L., Bairati, I., & Doll, R. 
(2009). Professional patient navigation in head and neck cancer.  
Seminars in Oncology Nursing, 25(3), 212–221.

Fillion, L., Cook, S., Veillette, A-M., Aubin, M., de Serres, M., 
Rainville, F., Fitch, M., & Doll, R. (2012). Professional 
navigation: A comparative study of two Canadian models. 
Canadian Oncology Nursing Journal, 22(4), 257–266. 
doi:10.5737/1181912x224257266

Hébert, J., & Fillion, L. (2011a). Gaining a better understanding of 
the support function of oncology nurse navigators from their 
own perspective and that of people living with cancer: Part 1. 
Canadian Oncology Nursing Journal, 21(1), 33–38.

Hébert, J., et Fillion, L. (2011b). Gaining a better understanding of 
the support function of oncology nurse navigators from their 
own perspective and that of people living with cancer: Part 2. 
Canadian Oncology Nursing Journal, 21(2), 114–121.

Institut National du cancer (2009). Plan cancer 2009-2013. Édition 
produite par : Le Ministère de l’enseignement supérieur et de 
la recherche et le Ministère de la santé et des sports. French 
Government. Retrieved from http://www.plan-cancer.gouv.fr/
images/stories/fichiers/plancancer20092013_02112009.pdf

Leadbeater, M. (2001). Information needs of patients with cancer. 
Nursing Standard, 16(3), 33–35.

Lelto, R.H. (2012). The challenge of existential issues in acute care: 
Nursing considerations for the patient with a new diagnosis of 
lung cancer. Clinical Journal of Oncology Nursing, 16(1). E4–E11.

Lockhart, K., Dosser, I., Cruickshank, S., & Kennedy, C. (2007). 
Methods of communicating a primary diagnosis for breast cancer 
to patients. Cochrane Database of Systematic Reviews, 2007, 
Issue 3, Art. No: CD006011. doi:10.1002/14651858.CD006011.
pub2

McCulloch, P. (2004). The patient experience receiving bad news 
from health professionals. Professional Nurse, 19(5), 276–280.

Miles, M.B., & Huberman, A.M. (2003). Analyse des données 
qualitatives. Traduction de la 2e édition américaine par Martine 
Hlady Rispal. Révision scientifique de Jean-Jacques Bonniol 2e 
édition. Bruxelles, Belgique : Édition De Boeck Université.

Mystakidou, K., Parpa, E., Tsilika, E., Katsouda, E., & Vlahos, L. 
(2004). Cancer information disclosure in different cultural 
contexts. Support Care Cancer, 12(3), 147–154. 

Overend, A., Khoo, K., Delorme, M., Krause, V., Avanessian, A., & 
Saltman, D. (2008). Evaluation of a nurse-led telephone follow-up 
clinic for patients with indolent and chronic hematological 
malignancies: A pilot study. Canadian Oncology Nursing Journal, 
18(2), 64–68.

Paul, C.L., Clinton-McHarg, T., Sanson-Fisher, R.W., Douglas, H., 
& Webb, G. (2009). Are we there yet? The state of the evidence 
base for guidelines on breaking bad news to cancer patients. 
European Journal of Cancer, 45(17), 2960–2966. 

Ptacek, J.T., & Ptacek, J.J. (2001). Patients’ perceptions of receiving 
bad news about cancer. Journal of Clinical Oncology, 19(21), 
4160–4164.

Radziewick, R., & Baile, W.F. (2001). Communication skill: Breaking 
bad news in the clinical setting. Oncology Nursing Forum, 28(6), 
951–953.

Randall, T., & Wearn, A.M. (2005). Receiving bad news: Patients with 
haematological cancer reflect upon their experience. Palliative 
Medicine, 19(8), 594–601.

Rassin, M., Levy, O., Schwartz, T., & Silner, D. (2006). Caregivers’ role 
in breaking bad news—Patients, doctors’ and nurses’ points of 
view. Cancer Nursing, 29(4), 302–308. 

Reich, M., Vennin, P., & Belkacémi, Y. (2008). L’annonce du diagnostic 
de cancer : l’acte qui doit sceller le pacte de confiance médecin-
malade. Bulletin du Cancer, 95(9), 842–847.

Smutek, B. (2006). La consultation infirmière, dispositif d’annonce 
de la maladie cancéreuse. Soins, 51(707), 52–53.

Stiefel, F., & Krenz, S. (2013). Psychological challenges for the 
oncology clinician who has to break bad news. In New challenges 
in communication with cancer patients, A. Surbone et al. (Eds.) pp 
51–62. doi:10.1007/978-1-4614-3369-9_5

Swanson, J., & Koch, L. (2010). The role of the oncology nurse 
navigator in distress management of adult patients with cancer: 
A retrospective study. Oncology Nursing Forum, 37(1), 69–75. 
doi:10.1188/10.ONF.69-76

Thorant, C., & Arbonés-Hérédia, F. (2009). Une expérience infirmière 
en consultation d’annonce. Soins, 54(736), 51.

Tivoli, B., Sanchez, B., Tardieu, S., Metellus, P., Sambuc, R., & 
Chinot, O. (2005). Participation à l’expérimentation nationale 
de l’annonce du diagnostic de cancer en neuro-oncologie : 
implication et reconnaissance des soignants. Bulletin du Cancer, 
92(4), 373–380.

Tobin, G.A. (2012). Breaking bad news. Cancer Nursing, 35(6), E21–
E29. doi:10.1097/NCC.Ob013e318241921d

Tobin, G.A., & Begley, C. (2008). Receiving bad news—A 
phenomenology exploration of the experience of receiving a 
cancer diagnosis. Cancer Nursing, 31(5), E31–E37. 

Warnock, C., Tod, A., Foster, J., & Soreny, C. (2010). Breaking bad news 
inpatient clinical stings: Role of the nurse. Journal of Advanced 
Nursing, 66(7), 1543–55. doi:10.1111/j.1365-2648.2010.05325.x

Wright, L.M., & Leahey, M. (2009). Nurses and families: A guide to 
family assessment and intervention (5th ed.). Philadelphia, USA: 
F.A. Davis Company Philadelphia.

doi:10.5737/1181912x243189193


