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ABSTRACT 

 

Background: Childhood cancer is considered challenging not only because of the complexity of 

the treatment, if any, but also the communicative burdens that lay on the pediatric oncologist 

who are the first ones to make the call of the disease passing onto the families. Effective 

communication in pediatric oncology is considered essential, because it ensures trust, 

understanding and psychological resilience to not compromise the quality of the treatment. In 

Armenia, pediatric oncologists face significant emotional challenges when delivering bad news 

to families, augmented by cultural expectations, lack of training, and limited institutional 

support. 

Overall Aim of the Study: 

To explore the communication challenges that pediatric oncologists in Yerevan, Armenia face,– 

when delivering bad news, explaining the possible complex treatment plans and building 

relationships with families of children with cancer, while also trying to understand how these 

physicians perceive families’ emotional responses to such conversations. 

Methods: This qualitative study was based on semi-structured semi-structured in-depth interviews 

with 16 participants including pediatric oncologists, pediatric hematologists, and psychologists 

working at the Hematology Center after Prof. R. Yeolyan in Yerevan. Participants were selected 

through purposive sampling.  

The data was analyzed using thematic analysis with inductive approach allowing key ideas to 

emerge from the interviews. Codes were grouped into subthemes and then into four main themes. 

Key Findings: Four major themes were derived: Delivering Bad News: Physicians use gradual 

approach, often adjusting language and timing based on family responses to ensure sensitivity. 

Emotional and Psychological Burden on Physicians:  Breaking bad news tended to cause 

significant stress and had a lasting emotional impact on their day-to-day life. Coping 

Mechanisms: Doctors emotionally distanced themselves, and relied on private reflection, and 

peer support. Systemic Gap: Common concerns were lack of formal training, communication 

protocols, and emotional support services.  

Two validity measures were used, triangulation - by including multiple professional 

perspectives, and member checking- by sharing findings with participants to ensure accuracy. 

 

Conclusion: The need for structured communication training, emotional support for physicians, 

and clear institutional guidelines were highlighted as a conclusion to improve the well-being of 

physician in Armenia’s pediatric oncology setting. 

 

Keywords: 

Pediatric oncology, communication, delivering bad news, stress and emotional support. 
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1. Introduction 

1.1 Burden of Childhood Cancer 

Childhood cancers occur in children between birth and 14 years of age1.  Each year, around 

400,000 children and adolescents between the ages of 0 and 19 are diagnosed with cancer 

globally2. Childhood cancer is a significant global health burden, evidenced by the significant 

number of disability-adjusted life years (DALYs) lost annually3. A recent study showed that 

childhood cancer estimates for approximately 11.5 million DALYs globally. This metric, which 

combines years of life lost (YLLs) due to premature mortality and years lived with disability, 

highlights the considerable impact of the disease on both morbidity and mortality3. There are 

notable differences in the prevalence of pediatric cancer between high-income and low- and 

middle-income countries (LMICs)1. It is estimated that about 85% of all pediatric cancer cases 

occur in LMICs, with nearly an 80 % mortality rate, the delays in both making the call of the 

diagnoses and treatment posing as a major contributor for these high rates, in comparison to the 

lower 20% of mortality rates in high-income countries4,5. Fewer than 30% of children in LMICs 

are receiving timely cancer care6. Delays in childhood cancer care arise from a combination of 

factors. Limited awareness of early signs and symptoms among both families and healthcare 

providers can delay the recognition of childhood cancer and push back the therapy session. Low 

parental education, especially among mothers, and inadequate training or diagnostic resources in 

the healthcare system are one of the fundamental factors that lead to delays. Furthermore, 

healthcare system barriers, such as inadequate infrastructure, shortage of specialists, and weak 

referral systems, also play a solid role in diagnosis and/or treatment delays. Socioeconomic 

factors, including poverty and limited access to care, further augment these challenges6.  
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1.2 Communication in Pediatric Oncology 

Delivering a cancer diagnosis is always difficult, but it is especially challenging when the patient 

is a child In Pediatric oncology the effective communication is a must, yet, the physicians face 

notable challenges when delivering the news to families7. Breaking bad news, defined as “any 

information that adversely and seriously affects an individual’s view of his or her future”, is one 

of the critical and challenging aspects in pediatric oncology8. Historically, medical education has 

emphasized technical expertise over communication skills, leaving many physicians unprepared 

to deliver such sensitive information9. This may lead physicians to emotional detachment from 

their patients10. Moreover, poorly delivered communication of bad news can negatively impact 

patients’ and their families’ ability to cope with its long-term effects11. Effective communication 

plays a crucial role in enhancing quality of life of families and physicians12 and is vital for 

fostering shared decision-making among healthcare providers (HCPs), patients, and their 

families13. Maintaining open and empathetic approach to dialogues with trusted HCPs, even in 

cases where curative treatment is also not an option, can provide a hope and a sense of emotional 

suport14. 

1.3 From Oncologists’ Perspective 

Researchers found that explaining a child’s serious or terminal illness to parents is a significant 

source of stress for physician15. Oncologists share information that is serious in nature and can 

trigger strong emotional responses from patients16. Most pediatric oncologists experience stress 

when breaking bad news, as it often involves emotional challenges due to empathy for the 

patient17. They often have emotional reactions to patients’ distress, experiencing guilt and sense 

of failure when they feel unable to meet patient’s expectations18. Experiencing communication 

challenges can increase stress, reduce job satisfaction, and contribute to burnout among pediatric 
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oncologists9. To deliver high-quality and a family-centered care effective communication is 

considered essential16. A meta-synthesis explored oncologists’ perspectives and experiences in 

delivering bad news to cancer patients, while providing a comprehensive understanding of the 

challenges involved 19. It demonstrated that oncologists who are most likely to perceive and 

respond accurately to their patients’ emotional state are more likely to build trustfulness and 

facilitate coping. However, the study also showed the toll it takes on oncologists’ emotional state 

too while delivering bad news, and accented the need for support systems and training to help 

them manage these challenging interactions19. The research demonstrated that pediatric 

oncologists faced significant emotional challenges when communicating with families. A 

Swedish study highlighted the emotional burden of breaking bad news and the coping strategies 

oncologists utilize, such as looking for knowledge and support from others, developing close 

relationships with patients and their families, thinking deeply about important life issues, and 

keeping healthy emotional distance from the patients to avoid becoming too personally 

involved20.  Another study in Canada found that 65% of pediatric oncologists experienced 

anxiety before delivering bad news, where mostly the family’s reaction was their top concern. 

Many preferred having nurses or social workers present for moral support21.  

1.4 From Parents’ Perspective  

In pediatric oncology effective communication is crucial for both the emotional well-being of 

families and the overall treatment experience. Families who receive clear and empathetic 

communication about their child’s diagnosis and prognosis are more likely to feel supported and 

make informed decisions, which in turn can reduce their emotional stress22. Research has shown 

that transparent communication helps families to cope better and ensures they are actively 

involved in decision making process, which leads to more positive outcomes22. An honest 
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approach and open communication have shown to improve patients’ adherence to treatment17. In 

many cases, family members and caregivers face a lit of financial, emotional, and psychosocial 

challenges after receiving the bad news and require support, guidance, and information23.  

Effective communication in pediatric oncology is the key that helps patients and families to 

understand complex medical information, cope emotionally, and make informed decisions about 

treatment24. Many parents of children with cancer seek detailed, numeric information about the 

prognosis, although they often find it emotionally challenging. However, they feel that 

possessing the information is crucial for further decision-making25. Parents have also expressed a 

need for more interactive communication with their children's doctors, highlighting the 

significance of patient- and family-centered care in medical discussions26,27. 

A study that was conducted in Iran, explored mothers’ experiences of receiving a cancer 

diagnosis for their child, demonstrating multiple key communication challenges 23. The study 

accented the whole emotional impact of such news. Many mothers remembered even the 

smallest details of the initial conversation with physicians, when years have passed. The study 

also showed that mothers often came to negative terms with the process of communicating of the 

diagnosis, often describing the lack of empathy shown from healthcare providers as “dumping 

information”. The study also accented the strong emotional reactions, including the shock 

experienced by mothers after receiving the news of the diagnosis. Furthermore, the cultural 

context played a significant role. Terms like “cancer” and “chemotherapy” were emotionally 

loaded, and mothers preferred physicians to use sensitive language23. 

1.5 Communication Protocols 

There are multiple models for delivering bad news. The psychosocial team, including 

psychologists, often supports these conversations about delivering bad news, particularly during 
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the “Day One Talk” and other significant discussions throughout the treatment journey.  The 

“Day One Talk” is a structured approach developed by experienced pediatric oncologists to 

guide the conversation when delivering a cancer diagnosis to the family of a child 28. The “Day 

One Talk” tries to focus on the understanding of the family’s perception of the illness and on 

addressing as accurate as possible, their concerns to build trust and meet their informational and 

emotional needs. Key points include:  

• Clearly communicating the diagnosis, including the word “cancer”, to help families 

confront and process the situation.  

• Uncertainty is addressed honestly to avoid confusion.  

• Explaining the treatment plan, its goal (curative or palliative), phases, side effects, and 

impacts on the child’s life, providing a realistic outlook. 

• Reassuring families that childhood cancer rarely has identifiable causes and alleviating 

guilt by emphasizing they are not to blame. 

•  The conversation occurs in a private setting with minimal interruptions.  

• The child’s involvement depends on their age and developmental capacity28.  

Another framework, the SPIKES protocol for breaking bad news offers six key steps29. First, 

setting up the interview by making sure privacy, involving supportive individuals, and 

minimizing interruptions. Second, evaluating the family’s and patient’s understanding of the 

condition through open-ended questions. Third, determining the amount of information they 

want to receive. Fourth delivering the information in a clear way, avoiding medical terms and 

using simple language and small chunks, while checking for understanding. Fifth, addressing the 

emotional reactions with shown empathy, while validating feelings and offering support. Lastly, 
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summarizing key points, providing a plan, and involving the patient or family in treatment 

decisions29. 

A third model that has been widely discussed in the medical literature is the ABCDE model. This 

framework guides and helps doctors to deliver the bad news with compassion and empathy30. A-

Advance Preparation: Doctors should review patient’s history, and prepare emotionally, and 

ensure a private, undisturbed setting for the discussion. B-Build a therapeutic Environment: 

Establish rapport, maintain eye contact, and assess how much the patient wants to know. C-

Communicate Well: Use clear, compassionate language, avoid medical jargon, and allow 

silence for processing. D-Deal with patient and family reaction: Acknowledge and validate 

emotions such as shock, disbelief, or distress. E- Encourage and Validate Emotions: Correct 

any misinformation and offer realistic hope, especially if the prognosis is poor. Avoid creating 

unrealistic optimism and discuss ways to improve quality of life, such as pain management and 

palliative care30. 

1.6 Training Programs 

Despite the important role the communication with families holds, many pediatric oncologists 

receive little to no training in the area15. Training programs including the focus on 

communication skills, the delivery of bad news, managing family expectations, and handling 

cultural sensitivities, have been shown to improve the quality of physician-patient interactions 

and reduce emotional distress for both families and healthcare providers31. Strong 

communication skills with the patients are vital for maintaining the physician’s psychological 

well-being32. Cultural sensitivity in pediatric oncology is also crucial for effective 

communication, especially when cultural beliefs impact treatment decisions33. Incorporating 

trainings on communication skills for oncologists is essential to improve their ability to manage 
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emotionally charged patient situations, such as delivering bad news or addressing unrealistic 

expectations31. Research indicates that patients who perceive their physician’s communication as 

effective tend to have higher cancer-related self-efficacy and lower emotional distress34. A 

randomized clinical trial demonstrated the benefits of communication skills training with face-to 

face learning and feedback from patients or simulated patients35. 

1.7 Situation in Armenia 

As a high-middle income country, Armenia faces high prevalence of childhood cancer. 

According to the “Health and Healthcare Statistical Yearbook” of the National Institute of Health 

of Armenia, the morbidity with tumors among children aged 0-14 was 1497 cases in 2023 36. 

Among these children, 349 were cases with malignant tumors, representing a rate of 61.4 per 

100.000 children36. This rate is significantly higher than the global average for the years of 2017 

to 2021, which was 17.14 cancer diagnoses per 100,000 children under the age of 1537. The 

Pediatric Cancer and Blood Disorders Center in Armenia reports that 40-50 new patients receive 

treatment each year in the Pediatric Oncology department38.  In contrast to high-income 

countries, resources for childhood cancer treatment in Armenia are limited39–41. A study 

conducted in Armenia in 2018 investigated the experiences of pediatric oncologists, focusing on 

their challenges and needs in treating children with cancer. Despite the emotional and physical 

stress, these physicians reported a strong commitment to their work. Physicians highlighted that 

successful treatment outcomes rely on effective collaboration among the child, family and 

medical personnel. Establishing trust through honest and friendly communication was considered 

crucial, with physicians emphasizing the need for psychological skills to communicate with both 

children and their families41. Despite the critical importance of effective communication in 

pediatric oncology, there are currently no known training programs in Armenia focused on 
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enhancing communication skills for delivering bad news or managing sensitive conversations. 

Article 7 of the Health Code of Armenia guarantees the right to have access to the information 

about one’s health condition, diagnosis, treatment methods, risks, and outcomes42. For patients 

under 18 or those legally incapacitated, health information is provided to their legal 

representatives. In pediatric oncology, this law ensures that parents or guardians are fully 

informed to make decisions regarding their child’s treatment, especially when the child is too 

young to understand the medical details42. 

A previous qualitative study in Armenia explored physicians’ perspectives on the needs and 

challenges in providing pediatric oncology care, addressing issues such as resource limitations, 

psychological difficulties, and the emotional toll of treating children with cancer41. While the 

study highlighted the significance of communication, particularly the challenges delivering life-

threatening diagnosis, its primary focus was on systematic and resource-related barriers. 

Building on this, the current study aimed to investigate the specific communication difficulties 

encountered by healthcare providers in Yerevan, when delivering bad news and discussing 

treatment plans with families. Additionally, this study explored families’ perceptions regarding 

delivering bad news. By understanding both the perspectives of oncologists and families, this 

study gave better understanding of how communication works in pediatric oncology in Yerevan. 

The research questions were: 

1. What are the primary emotional, cultural, and systemic challenges faced by pediatric 

oncologists in Yerevan when delivering bad news to families of children with cancer? 

2. How do pediatric oncologists in Yerevan communicate complex treatment plans to 

families of children with cancer, considering the cultural and emotional factors that may 

influence understanding and adherence? 
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3. What are the perceived needs of pediatric oncologists in Yerevan for initiating and 

maintaining less stressful and more productive relations with their patients? 

4. From the perspective of healthcare providers in Armenia, how do families of children 

with cancer perceive and respond to the delivery of bad news regarding their child’s 

diagnosis and prognosis? 

2. Methods 

This study used a qualitative research design with semi-structured in-depth interviews to explore 

communication challenges faced by pediatric oncologists in Yerevan when interacting with 

parents. By using qualitative approach, the study aimed to understand the complex nature of 

these conversations, especially the emotional, ethical, and professional difficulties oncologists 

deal with when sharing difficult news in the context of childhood cancer case.  

2.1 Sampling Strategy and Study Population 

Purposive sampling was used for this study to ensure that the participants had specific relevant 

experience related to the research questions. The study included pediatric oncologists based on 

their direct involvement in communicating with families and children about childhood cancer 

diagnosis, as well as psychologists who work directly with children and their families throughout 

the illness. Participants were selected based on their experience in the field, allowing for a 

comprehensive exploration of their perspectives and challenges in pediatric oncology 

communication. 

Participants were selected from Hematology Center after Professor R. Yeolyan in Yerevan, 

which is the primary institution where children with cancer are treated in Armenia. Pediatric 

oncologists specializing in solid tumors and pediatric hematologists were eligible to participate if 
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they had at least two years of professional experience in the field. Psychologists were also 

included if they were working in the oncology department, had a minimum of one year of 

experience in the field, and were actively involved in providing psychological support to 

pediatric cancer patients and their families.  

A total of 16 interviews were conducted for this study. Participants included eight pediatric 

oncologists specialized in solid tumors, five pediatric hematologists, and three psychologists 

working at the Hematology Center after Professor R. Yeolyan. Data collection continued until 

data saturation was reached. The sample size was considered sufficient to capture a range of 

perspectives.  

To begin recruitment, an official letter outlining the purpose of the study, procedures, and ethical 

considerations was delivered directly to the director of the hospital. After receiving his approval, 

the student investigator was provided with the contact information of the heads of Oncology 

Clinic, Hematology Clinic, and the Psychosocial Team. The student investigator then contacted 

them directly and explained the study purpose. Based on the inclusion criteria, the department 

heads identified eligible oncologists specialized in solid tumors, hematologists and 

psychologists, and shared their contact details with the student investigator. Each participant was 

then contacted by phone, informed in more detail about the study, and invited to schedule an 

interview at a convenient time and location. 

2.2 Data Collection and Interview Guides   

Semi-structured in-depth interviews were conducted by the student-investigator using two 

separate interview guides – one for pediatric oncologists and hematologists, and another for 

psychologists. The guides were developed based on a review of existing literature and covered 

topics such as challenges in delivering bad news, family reactions, the emotional and 
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psychological impact on oncologists, strategies for communicating uncertain or complex 

treatment plans, etc. The full interview guides in English and Armenian are provided in 

Appendix 1. and Appendix 2., respectively. Similarly, the interview guides for psychologists in 

English and Armenian are presented, respectively, in Appendix 3. and Appendix 4. of this 

document. All interviews took place in a private room at the Hematology Center after Professor 

R. Yeolyan. Each interview lasted up to 45 minutes and was conducted in Armenian. With verbal 

consent, interviews were audio-recorded to ensure accuracy. Audio recordings were transcribed 

verbatim in Armenian and then translated into English for the analysis. All transcripts were 

anonymized during the transcription process to protect participant confidentiality and were 

securely stored on a password-protected device.  

Ethical approval for the study was obtained from the Institutional Review Board (IRB) of the 

American University of Armenia. Before each interview, participants were informed about the 

study purpose, procedures, and their rights, including the voluntary nature of participation and 

their ability to withdraw at any point without consequences for them. Verbal informed consent 

was obtained from all participants prior to the interview, a copy of which, in English and 

Armenian, can be found in Appendix 5. and Appendix 6., respectively.  

3. Data Analysis 

Thematic analysis was conducted for the interpretation of the interview data. Inductive approach 

was utilized, which allowed the key ideas and patterns to emerge from participant’s shared 

experience. As the transcriptions were reviewed, the analysis focused on the key phrases, ideas, 

and concepts relevant to the study aims. These codes were then organized into subthemes 

demonstrating specific patterns or experiences. Finally, the subthemes were grouped into broader 

four main themes:  
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• Delivering bad news,  

• Emotional and psychological burden on physicians, 

• Coping mechanisms, and 

• Systemic gap. 

These themes expressed the most significant thoughts and perspectives of the participants. 

Two validation strategies were used to ensure the credibility of the study. Triangulation was 

achieved by including different professionals’ perspectives: pediatric oncologists, pediatric 

hematologists, and psychologists, which helped to provide more complete and balanced 

understanding of the topic. Member checking was also conducted by sharing summaries of the 

findings with participants to confirm that their perspectives were accurately represented in the 

analysis. 

4. Results 

4.1  Socio-demographic Characteristics of Participants 

A total of sixteen participants were interviewed, including eight pediatric oncologists, five 

pediatric hematologists, and three psychologists. All participants worked at Hematology Center 

After Prof. R. Yeolyan. Among them, only two were male. The interviews lasted approximately 

30 minutes each. Only two participants refused to take part in the study. 

The participants’ ages ranged from 24 to over 60 years, with the most falling in the age group of 

20-40 years. The years of professional experience ranged widely, from 2 to over 40 years. Table 

1 provides a detailed summary of participants’ socio-demographic characteristics: 
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Table 1. Socio-demographic Characteristics of Participants 

 Pediatric Oncologists Pediatric Hematologist Psychologist 

Number of participants 8 5 3 

Sex 

Male 

Female 

 

1 

7 

 

1 

4 

 

0 

3 

Age (completed in years) 

1. 20-29 

2. 30-39 

3. 40-49 

4. 50-59 

5. 60+ 

 

4 

2 

1 

0 

1 

 

1 

2 

1 

0 

1 

 

2 

1 

0 

0 

0 

Experience Range (Years) 2-41 5-30 2.5-12 

 

4.2  Main Themes 

The four main themes encompassed within the analysis consisted of the following subthemes: 

Delivering Bad News comprised the Communication Tactics and Parental Reactions. Physicians 

outlined the use of step-by-step methods for conveying serious diagnoses and highlighted the 

wide range of emotional responses from parents. The second theme, Emotional and 

Psychological Burden on Physicians, captured both Stress During Breaking the News and 

Lasting Stress, showing how emotionally stimulating these conversations can be and how these 

experiences tend to leave a lasting emotional impact on doctors. The third theme, Coping 

Mechanisms, consisted of Emotional Self-regulation and Peer Based Coping and Team Support 

from Colleagues. Finally, the fourth theme, Systemic Gap, covered the Lack of Training and 

Clear Guidelines and Missing Support for Doctors, revealing the deficiency of formal prior 

preparations and emotional support structures incorporated within the healthcare system (Table 

2). 
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Table 2. Thematic Coding Framework 

Code Code Definition Subtheme Subtheme Definition Main Theme 

1.1.1 Step by step 

communication 

1.1.1 Not sharing everything at 

once, telling families part by 

part over time 

1.1 

Communicati

on Tactics 

1.1 Strategies 

physicians use to share 

difficult news 

1. Delivering 

Bad News 

1.1.2 Keeping some 

hope alive 

1.1.2 Even with poor 

prognosis highlighting small 

chances 

1.1.3 Avoiding 

words like “death” 

1.1.3 Using softer language to 

make the news less harsh 

1.1.4 Letting 

parents process the 

information 

1.1.4 Giving space and time 

for parents to absorb the news 

before decision-making 

process 

1.2.1 Strong 

Emotional 

reactions 

1.2.1 Parents react with crying, 

shouting or extreme distress 

1.2 Parental 

Reactions 

1.2 How parents 

emotionally respond to 

bad news 

1.2.2 Aggression or 

collapse 

1.2.2 Parents faint, yell, or 

leave the room suddenly upon 

hearing bad news 

1.2.3 Initial 

disbelief 

1.2.3 Initially denying the 

diagnosis and seek second 

opinions 

1.2.4 Refusal to 

accept prognosis 

1.2.4 Rejecting the idea of 

incurability or palliative care 

options 

1.2.5 Parents ask to 

hide diagnosis from 

the child 

1.2.5 Requesting doctors not to 

tell the child about the illness. 

1.2.6 Explaining 

the illness to the 

child 

1.2.6 Trying to disclose 

information to the children in a 

way that they think is age-

appropriate a 

2.1.1 

Powerlessness in 

end-of-life care 

2.1.1 Distress felt when 

treatment is no longer effective 

 

2.1 Stress 

During 

Breaking the 

News 

2.1 Emotional tension 

and anxiety doctors feel 

right before or during 

conversations where 

they have to deliver 

difficult news to 

families 

2. Emotional 

and Psycho-

logical 

Burden on 

Physicians 

2.1.2 Feeling 

nervous or 

heartbroken 

2.1.2 Doctors describe feeling 

anxious, sad before, during or 

after the conversation 

2.1.3 Uncertainty 

add stress 

2.1.3 Not having clear answers 

makes the conversation much 

harder 

2.1.1 Grief from 

losses 

2.1.1 Physicians recall 

particular patient deaths 

2.2 Lasting 

Stress 

2.2 Emotional weigh 

that stays with doctors 
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2.1.2 It’s never gets 

easier 

2.1.2 Even after many years, 

sharing bad news remains 

emotionally painful 

after difficult 

conversations or patient 

loss, sometimes 

affecting their mood or 

daily life even long 

after the event 

2.1.3 Emotional 

heaviness after 

certain cases 

2.1.3 Some cases stay with 

them even for years 

3.1.1 Creating 

emotional distance 

3.1.1 Try to keep a little space 

between themselves and the 

patient to protect their own 

feelings 
3.1 

Emotional 

Self-

Regulation 

3.1 Strategies 

physicians use to 

manage their own 

emotions during or 

after difficult 

conversations  

3. Coping 

Mechanisms 

3.1.2 Private 

emotional release 

3.1.2 Processing emotions 

alone through isolation 

3.1.3 Seeking 

psychological 

support 

3.1.3 Turning to psychologists 

when emotions become 

overwhelmed 

3.2.1 Peer support 

3.2.1 Talking with colleagues 

who understand exactly what 

they’re going through 3.2 Peer-

based coping 

and Team 

Support 

3.2 Getting emotional 

support from 

colleagues through 

shared discussions, 

mutual understanding, 

and a supportive team 

environment 

3.2.2 Feeling 

supported by 

colleagues 

3.2.2 Physicians feel 

emotionally and practically 

supported by coworkers during 

difficult moments or clinical 

decisions 

4.1.1 No official 

training received 

4.1.1 Most didn’t learn how to 

deliver bad news in medical 

school 

4.1 Gap in 

training and 

guidelines 

4.1 Physicians often 

don’t have clear 

instructions from the 

hospital on how to 

deliver bad news 

4. Systemic Gap 

4.1.2 No national 

or hospital protocol 

4.1.2 No standardized steps on 

how to talk about diagnosis 

and prognosis 

4.1.3 Learning by 

doing 

4.1.3 Learning how to deliver 

bad news by observing senior 

doctors and gaining experience 

4.2.1 Lack of 

formal support 

systems 

4.2.1Absence of dedicated 

psychological support for 

pediatric oncologists despite 

the emotionally demanding 

nature of their work 

4.2 Lack of 

Institutional 

Support 

4.2 Absence of 

structured 

psychological or 

emotional support 

systems within the 

hospital to help 

physicians cope with 

the stress of their work 

4.2.1 Delivering Bad News 

4.2.1.1 Communication Tactics 

Conducted interviews showed the following picture: one cannot find a written accustomed 

“equation” to help physicians/healthcare professionals deliver bad news. Each physician tried to 
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develop their own approach during their professional career, shaped by personal experience, 

observation of colleagues’ tactics, and self-reflection. The answers given by healthcare 

professionals to the interview questions painted a clear picture of an organized step-by-step 

approach, utilized by almost all of them in their own ways: sharing information gradually and 

adjusting based on how the family was coping in the moment, to minimize possible emotional 

overload and the negative effect it could cause on both children and parents/caretakers.  

 

“It’s very hard to deliver such news because a key challenge is determining how much 

information to give. If on the first day we reveal everything at once, it might have a very negative 

impact.” – P1 (Pediatric Oncologist) 

“The first thing all parents want to hear is that “it’s not cancer.” So even if we’re 90% sure, we 

never say “tumor” right away. Otherwise, they might walk out and never return. We start slowly, 

by saying, “There’s a growth, we need to investigate, it might be benign, or it might not.” We 

give them all the options to gradually prepare them that the child may have cancer. Even when 

we’re certain, we don’t say it upfront.” – P3 (Pediatric Oncologist) 

“I try to tell the news directly—what exactly it is—and I look at the parent's face. If I see they’re 

taking it in normally, I say everything. If I feel they’re about to faint, naturally I speak more 

gently. But of course, over time we share everything. One day part of it, the next day more, and 

so on gradually. But we must inform them, so they know what to expect.” – P6 (Pediatric 

Oncologist) 

 

“One essential method is unhurried communication. The diagnosis shouldn't be shared in a 

hallway or while standing. Families need space and time to absorb the news. The language 

should be clear, without too many medical terms, and it must be honest. Parents pick up on 

sincerity—it matters. They need to feel that the doctor is fully present and focused on them, not 

distracted. It helps when they sense empathy and care. Most parents want information, and if 

they don’t get enough, they’ll look for it elsewhere. That often causes more confusion.” – P16 

(Psychologist) 

 

A common thread in these conversations was the highlighted importance of giving some hope, 

even when the prognosis was poor. This was about directing the family’s attention to any 

forward steps that were still possible – starting treatment, waiting for additional test results, or 
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seeking a second opinion abroad. As one doctor explained, they always try to reassure families 

that “hope isn’t lost”, even if it’s just a small chance, which seemed to help parents stay 

emotionally present and feel less helpless. 

“The first conversation is somewhat easier because we still have something to offer — we give 

percentage-based chances, even if they’re small, there is still hope.” – P3 (Pediatric Oncologist) 

 

“But we always tell the parents what the chances are. We never say the chances are zero. We 

say it’s very slim.” – P6 (Pediatric Oncologist) 

“We reassure parents that there’s still hope and their child could be among the survivors. We 

have a large group of recovered patients—around 1,000 children—and most of them keep in 

touch with us. Many of them return later to do charity work or encourage other children, sharing 

the harsh journey they’ve been through. They say, “Look, we made it, we’re healthy now.” – P7 

(Pediatric Hematologist) 

“When we break the bad news in the beginning, we usually offer hope—for example, “There’s 

a 70% chance your child will get better.” Sure, there’s also a risk of failure, but at least we’re 

giving them something to hold on to. And in that moment, we feel stronger—like our work has a 

purpose.” – P8 (Pediatric Hematologist) 

“No matter how bad the child’s condition is, even if we know there’s no hope, we always walk 

into the child’s room with a smile. We act happy. Because the child should never sense that it’s 

over, and honestly, neither should the parents.” – P9 (Pediatric Hematologist) 

 

“It really helps when doctors, even if they can’t offer 100% certainty, at least give the family a 

sense of hope. Examples help too. For instance, we often invite children who’ve completed their 

treatment to visit those who are still going through it. We’ll say things like, “Look, they had the 

same illness and they’ve recovered. Their hair has grown back.” That kind of shared experience 

makes it easier for current patients and their families.” – P12 (Psychologist) 

 

The importance of careful use of language was stated several times, highlighting the significance 

of avoiding terms like “death” or “incurable”, especially in the early stages of the conversation. 

The soft “launch” helps families start to understand how serious the situation is without feeling 

overwhelmed. When talking about the chances of recovery, doctors preferred to call attention to 

what was still possible. 
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“I personally avoid words like “death” or “dying.” Usually, I say “it may lead to the worst 

outcome.” Not necessarily to make it easier for the parent, but maybe it’s easier for me.” – P2 

(Pediatric Oncologist) 

“We avoid saying “die” or “death.” We don’t say things like “might die.” We say, “The chance 

of recovery is this much,” and they understand that if recovery is 10%, then the remaining 90% 

means non-recovery.” – P6 (Pediatric Oncologist) 

 

Finding the right timing was another critical aspect. All participants agreed that the first 

conversation is never the only one – it’s just the beginning of a longer process. To help cut back 

on the overloaded emotional response, physicians appeared to discover that it is better to share 

the news gradually, sometimes over several days. In many cases, the initial conversation was 

held only with parents giving them time to begin processing the diagnosis consequentially. 

Children are not usually involved directly in these discussions. When it becomes necessary to 

speak with the child, this is often done carefully and collaboratively by both the physician and 

the psychologist, using language and explanations suited to the child’s age and emotional 

readiness.  

“We don’t immediately say, “Your child has a malignant blood tumor.” Instead, we say 

something like, “A blood disease is suspected, and we need to do tests.” That way, we prepare 

them. Later, they often ask around or read on their own and come back already somewhat 

prepared.” – P7 (Pediatric Hematologist) 

 

 “Still, it’s never just one conversation—it’s ongoing, little by little.” – P10 (Pediatric 

Hematologist) 

“From a medical standpoint, I stick to giving some time to parents—that helps them begin to 

separate their emotions from the facts. But they need time to absorb it. So I give them room to 

express what they’re feeling and try to explain the situation as fully as possible, taking their 

perspective into account.” – P10 (Pediatric Oncologist) 

“The initial conversation is the hardest. When you tell the parent that the disease has a poor 

prognosis or is practically incurable, their first thought is maybe it’s like this only in Armenia, 

and not elsewhere. But usually, it’s the same everywhere. Then they go through denial. After 
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many long conversations with the doctor and doing their own research, they come to accept the 

truth.” – P2 (Pediatric Oncologist) 

“I find those conversations very important, and I always try to approach them properly. It's 

crucial for me not to hide information from neither the child nor the parent. I’ve always been 

against the idea of hiding or sugar-coating the truth. So before every such conversation, I try to 

mentally prepare how I’m going to deliver the information.” – P14 (Pediatric Hematologist) 

“In Armenia, it’s often not just one conversation. After the initial discussion, relatives, friends, 

and extended family members arrive, and the doctor may be asked to explain everything again. 

That adds to the emotional toll. In some cases, families may even blame doctors for the disease 

progression, which is incredibly demoralizing given how hard these doctors are already 

working.” – P16 (Psychologist) 

 

“And the most difficult part—the one no one wants to hear—are the side effects. When we say, 

“It can range from a mild skin rash to death,” people are terrified and don’t want to listen. But 

we must say it, because they sign a consent form. So usually, the communication involves 

providing information and giving them a chance to ask questions.” – P1(Pediatric Oncologist) 

 

4.2.1.2 Parental Reactions 

Participants spoke about the emotional damage delivering a cancer diagnosis can take on parents, 

and how unpredictable those first reactions can be. The responses they witnessed ranged from 

frozen silence to uncontrollable sobbing, shouting, or sudden rage outbursts.  

“… there have been moments [when] I felt unprepared. For example, when a patient suddenly 

said, “Hold me,” or “Tell me this isn’t true,” there’s no protocol for how to handle that. People 

are different, and so are their reactions. Some might faint, and you’re left wondering whether 

to continue the conversation or postpone it. So yes, there have been unprepared moments, and 

they can still happen today.” – P1 (Pediatric Oncologist) 

“…it is devastating news. No matter how much we talk about the high recovery rate, it’s still a 

malignant tumor. It’s a terrible news. Everyone gets very upset hearing it.” – P6 (Pediatric 

Oncologist) 

“The first reaction is always the shock. For example, if a child is diagnosed with leukemia, the 

shock tends to be stronger, because parents usually find out [about it] while they're already in 

the hospital. But if the child has a solid tumor, they might already know there's a growth, so 



25 

 

they're more prepared that it could be malignant. After the shock, the phase of acceptance 

comes, and many parents struggle with that.” – P12 (Psychologist) 

“…they might be very angry or in disbelief. Of course, disbelief or anger is a natural reaction, 

because it’s not pleasant news. Sometimes you just give the person time to cope, because 

unpleasant information usually comes out in an emotional way—someone might react with 

anger, someone with tears, someone might faint, or they might not believe it.” – P5 (Pediatric 

Oncologist) 

 

Different parental reactions were described. Some parents would break down in tears or collapse 

in the room. Others would walk out mid-conversation, overwhelmed and unable to continue. A 

few parents who couldn’t believe the diagnosis asked for more tests or wanted to hear what 

doctors in other countries had to say. The main observation was that the disbelief could last up to 

several days. During that time, families might shift between hope and denial. Physicians 

mentioned they tried not to force the conversation, instead giving families time to adjust and 

prepare themselves emotionally. One physician explained that, in such cases, they might simply 

pause the discussion and tell the parents to take time. Others said that giving the same 

information repeatedly but calmly over several meetings, without pressuring to make decisions, 

helped parents gradually come to terms with the reality.  

“…you never know how the parents will react. Sometimes they say, “Everything’s fine, we’re 

ready to do whatever needed,” and then there are parents who break down in hysteria, and we 

have to decide in the moment how to handle it, or sometimes they faint” – P4 (Pediatric 

Oncologist) 

 

“I try to explain, “This is the answer, we need to try to help the child and you as well. You can 

go home, think about it, we’ll give you time.” Especially when they’re being aggressive, we give 

them time. Of course, when the child isn’t critically ill, we send them home and explain 

everything, giving them the paperwork. They go home, think it over, calm down, and then return. 

But we always speak calmly.” – P4 (Pediatric Oncologist) 

 

“We realize they’re under stress of losing a child. When things go well, they hug us and thank 

us. But when there’s a bad outcome, all the blame is directed towards us. It can feel like the 
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doctor didn’t do their part of the job well enough, but that’s not true.” – P7 (Pediatric 

Hematologist) 

“In those moments, I think she’s the parent—she has every right to show that kind of reaction. 

And when you’re the one bringing the bad news, you become “the bad guy.” Not because the 

treatment will be poor, but because you’re the one delivering the worst news. The aggression 

comes out. It’s human nature—if the parent isn’t to blame, and the child isn’t to blame, then the 

doctor must be. That’s always how it feels. People often say, “If the child recovers, it’s thanks 

to God. If the child dies, the doctor killed them.” – P8 (Pediatric Hematologist) 

“The strong emotional reactions are totally normal in the first week. The news hit like boiling 

water. So in that first week, every reaction is valid—aggression, denial, disbelief. Later, they 

usually start adjusting to the information.” – P9 (Pediatric Hematologist) 

“We’ve had cases when parents reacted very emotionally. When it happens, I try to give them 

space to fully express their emotions. These are very emotional moments. Sometimes crying 

creates a space for them to process what’s happening.” – P10 (Pediatric Oncologist) 

“Reactions vary—from calm acceptance to intense emotional outbursts, like collapsing on the 

floor. In those moments, we try to focus on the positive: the fact that many treatments are 

effective. I try to avoid diving into the side effects of chemotherapy right away, because when 

someone is in a hysterical state, it’s more important to calm them down.” – P11 (Pediatric 

Oncologist) 

“Honestly, I believe that the initial moment is the hardest. Even though the treatment process is 

long, they gradually start preparing themselves for the possibility of death—it becomes real for 

them. But it’s the first shock that’s the most overwhelming. Over time, they begin to cope” – 

P13 (Psychologist) 

“I think it’s better to let them speak and express themselves. There are times when they just don’t 

hear us—they don’t understand what we’re saying. Especially in the beginning, when we try to 

explain quickly and say, “Yes, it’s hard, but there’s a long road ahead and things might get 

better,” we know they’re not really hearing us. But we also know that with time, they’ll start to 

find their footing.” – P13 (Psychologist) 

“Reactions to a diagnosis largely depend on the type of cancer. Childhood cancer isn't just one 

disease, and the process of diagnosis varies. For example, leukemia diagnoses tend to happen 

very quickly—you might go in for a routine blood test and be hospitalized the next day with a 

confirmed diagnosis. In these cases, the shock is overwhelming. People barely have time to 

breathe. We’ve seen intense reactions, screaming, crying, and emotional breakdowns. Responses 

also depend on the person's mental health before the diagnosis and how they typically cope. In 
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contrast, solid tumor diagnoses take longer, sometimes weeks, so families may have more time 

to process and adjust. Some diagnoses come with relatively positive prognoses, which can make 

it a bit easier for families to handle. A parent's reaction also depends heavily on how the 

diagnosis is communicated. We’ve seen a wide spectrum of reactions—from restrained and 

rational to panic, threats of self-harm, running out of the room, or crying uncontrollably.” – 

P16 (Psychologist) 

 

Cultural Barriers: In the Armenian culture, it was commonly requested from parents that the 

diagnosis be kept from the child. However, doctors and psychologists noted that children, 

especially older ones, often sensed something wrong, sometimes even overhearing conversations 

or searching online for answers. One physician shared those children who aren’t told the truth 

often imagine something even worse than the scenario. While the main goal of the families is to 

protect their children, most physicians agreed that honest, age-appropriate communication was 

actually more beneficial. They stressed that truth, when delivered with care and thoughtfulness, 

in most cases reduced fear and built trust. For young children, this might indicate something 

formulated as “your blood is sick” or “we need to help your body get stronger”. Teenagers, on 

the other hand, were usually given more straightforward explanations. 

“We prefer to inform the child about their diagnosis—always with the help of psychologists. 

Telling a child something like “you’re just getting vitamins” is not only wrong but also pointless. 

Kids today can Google the name of a medicine and figure out what it’s really for. Then they 

might imagine even scarier things than the truth.” – P1 (Pediatric Oncologist) 

“Often they ask, “Can the child not find out?” But we explain that it’s impossible to hide it. The 

child will be hospitalized and see other kids without hair. Eventually, a 15- or 16-year-old will 

read their diagnosis somewhere. We can’t hide it. And if they read about it on the internet, the 

information may be incorrect. That’s why we think it’s better for us to tell them. For example, 

we might say, “There’s a growth, and you have these symptoms, and we need to examine you,” 

and then we gradually explain there’s a tumor without immediately saying – it’s malignant. We 

slowly guide them toward understanding the diagnosis.” – P3 (Pediatric Oncologist) 

 

“…that’s the hardest part for us. We explain to the parents that the child should know, and 

psychologists handle that. We don’t have the right to decide that. The child will understand, 
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especially with the words we use. If they overhear us saying “chemotherapy,” they’ll figure it 

out.” – P4 (Pediatric Oncologist) 

 

“Most of the time, parents don’t want the child to know, or they ask us not to let the child see 

the name of the department. But I’ll tell you, children understand eventually. You can’t treat 

them for such a long time and not tell them. I always say that when the child understands, it’s 

much better, because – think about it from the child’s perspective – you bring them to the 

hospital, and you don’t tell them what’s going on, what will happen. In such cases, children 

often think they have no chance of survival. When we start talking, they ask, “Is there a chance 

that I will get better?” In other words, when they don’t talk to a doctor or a parent, they assume 

the worst. “They’re not telling me anything, so I must have no chance.” – P5 (Pediatric 

Oncologist) 

 

“Well, doctors do explain things in their own way, but sometimes the parents don’t want their 

child to know they have cancer or leukemia. They’ll say it’s something with their blood, avoiding 

the word "cancer." But the experience shows they find out anyway—maybe they read it on a 

paper, or classmates tell them. That’s when it hurts more. Parents try to protect the child, but 

they need to understand what’s happening to them so they can help themselves too. Often, their 

questions go unanswered. They might assume things are even worse than they are, because no 

one tells them anything. They might look up "leukemia" online and read things that only apply 

to adults, not to kids. That creates a misunderstanding.” – P13 (Psychologist) 

4.2.2 Emotional and Psychological Burden on Physicians 

4.2.2.1 Stress During Breaking the News 

The emotional burden that physicians feel doesn’t only come from the outcomes, rather, it starts 

long before they sit down to share the bad news. Some physicians also described how they 

prepare themselves emotionally before even starting the conversation. Once they receive the test 

result, they already go through the emotional part privately, processing it alone, so that when 

they enter the room, they can stay calm, focused, and composed. Many doctors said they feel 

intense pressure during these conversations – especially after getting serious test results. 

Preliminary preparation usually helps them to hide their real feelings. For the most part, this aids 

to build trust and reduce the emotional overload.  
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“It’s a very difficult experience—probably one of the hardest moments, because only we know 

what happens inside that room. There are a range of emotions, especially when it’s a diagnosis 

over malignant tumor. Often, the news is not good. If it’s lymphoma, and we cite statistics like 

“your child has a 95% survival rate,” the conversation is easier. But when it’s a CNS sarcoma, 

and we don’t have a favorable prognosis, the conversation becomes heavy.” – P1 (Pediatric 

Oncologist) 

 

“It’s difficult, because in that moment we must focus on conveying information while adhering 

to ethical norms, managing varying reactions, and bringing families back to reality to explain 

the diagnosis clearly.” – P1 (Pediatric Oncologist) 

 

“We learn how to present these conversations, how to leave enough space for patients to ask 

questions, and to make sure they understood. That’s one of the hardest parts. In routine care we 

might repeat something 10 times, but with patients it’s necessary. People come with vastly 

different intellectual levels.” – P1 (Pediatric Oncologist) 

“I understand their reactions. When a child comes in, and we examine and realize it’s a tumor—

that alone creates stress. I can’t describe it. Telling the news for every child is very hard. 

Because you can never say for certain how it will end for the child” – P6 (Pediatric Oncologist) 

“It’s really hard, to be honest. I usually prepare myself in advance. Once I have the information, 

I think through how I’m going to talk about it. I go through the emotional part privately, before 

I even meet the parents. When the time comes to talk, I try to stay focused on the medical facts 

and keep emotions aside—but it doesn’t always work. It’s really difficult to deliver that kind of 

news, and the parents' reactions affect me too. I try to stay composed, but their reactions, stay 

with me. I remember them all.” – P10 (Pediatric Oncologist)  

 

The stress is even greater when the situation is unclear. When doctors don’t have clear answers-

when test results are confusing or the next steps are unclear – they said it becomes much harder 

to know what to say. They described the internal struggle: trying to be honest, without taking 

away all hope.  

Things get even harder when the conversation shifts to end-of-life care. Telling families that 

there are no more curative options left is often described as the hardest part of the job. Some 

physicians said they try their best to stay composed, but their sadness sometimes shows in their 

voice or face. A few mentioned asking psychologists to join these conversations, not only to 
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support the family, but also a way to reduce the emotional weight for themselves, but despite 

their proximity, psychologists are not formally assigned to support the staff. 

“It’s extremely hard. When we give a diagnosis and the family asks, “Okay, what’s next?”—

and we don’t have any options—that’s the hardest part. This usually happens in palliative cases, 

where there have already been many relapses or the disease is progressing. It’s very painful to 

say, “We don’t have anything else we can do.” – P1 (Pediatric Oncologist) 

 

“…but the toughest conversations are about palliative patients. There’s nothing harder than 

that. Especially when you’ve developed a connection with the child and the family — in our 

setting, treatments are long, and we form relationships with them. Those conversations, 

especially when the disease recurs, are the hardest.” – P3 (Pediatric Oncologist) 

 

“…the routine conversations aren’t as difficult, but when there’s a progression during the 

treatment or the treatment isn’t working, those conversations have a strong impact. I remember 

a time, when, after the 6th course, we saw new lesions in one of my patients, and I was really 

down that day.” – P4 (Pediatric Oncologist) 

 

“As doctors, we feel stronger when we can say, “There are treatment options and good chances 

of recovery.” Because then we have something to offer. But when there are no options left and 

we’re powerless, it’s much harder to explain. And we feel worse ourselves.” – P8 (Pediatric 

Oncologist) 

 

“When we know there's nothing left to do, it becomes very hard. It’s particularly painful when 

we’ve been treating a child for years—three or four years—and then we have to tell the family 

we’ve reached the end of what we can offer. That never gets easier, and I don’t think it ever 

will.” – P11 (Pediatric Oncologist) 

 

4.2.2.2 Lasting Stress 

In most cases, the physicians tend to take the burden of work-related emotional distress home. 

The grief and stress from different stages accumulate and stay with them forever. Physicians 

seemed to have kept close to their hearts especially those patients who had sudden and 

unexpected deaths, or the patients being treated already for a long time. 
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Several physicians said the pain gets harder, not easier, with time. Even though they might get 

more experienced, the sadness feels deeper with each loss. The longer they work, the more 

children they lose – and each one leaves a mark. Some also said they feel especially heavy when 

a child they’ve followed for months or even years doesn’t make it. That kind of bond turns the 

death into a very personal experience. 

“People think doctors deliver bad news so often that they become desensitized. But on the 

contrary, the emotional burden deepens with time. We experience it more intensely than in the 

beginning. At first, even we didn’t fully understand the implications, but later, when we saw that 

75–80% recover, and a child we’re treating falls into that 20% who don’t recover, it’s very 

hard.” – P7 (Pediatric Hematologist) 

 

“To be honest, people always say, “Well, you must be used to it by now, you’ve been doing this 

for years.” But we’re never truly used to it.” – P8 (Pediatric Hematologist) 

 

“We form a bond with each child and genuinely hope things turn out well. We wish for good 

test results, a smoother treatment journey. And of course, as doctors, we want 100% of our 

patients to get better. But sadly, that’s not always the case. Medicine does everything it can, but 

complications still happen and treatment plans can change completely.” – P8 (Pediatric 

Oncologist) 

“I had a case two years ago where a patient suddenly passed away within two hours. It wasn’t 

even two full hours. We do morning rounds every day, and I had just left that child’s room—

everything seemed normal. I walked to the other end of the ward—maybe a minute passed—and 

they ran after me saying the child wasn’t well. When I returned, I saw the child vomiting blood. 

The volume was so large that I realized in those seconds, she had lost her entire blood volume. 

I knew then that we were losing her. No one can survive that much blood loss. We immediately 

transferred her to intensive care and did everything we could, but we couldn’t save her. A major 

blood vessel had ruptured. I felt awful—my blood pressure went up. She was such a good kid, 

and we lost her. I’ll never forget that scene. It was a huge trauma for me. We’re human too—

we carry this pain deeply.” – P8 (Pediatric Hematologist) 

“Honestly, I’ve had those moments. I still remember one mother’s eyes—when I told her the 

diagnosis was acute leukemia. The way she looked at me—I felt like she was going to kill me 

with that look. It’s been five or six years, and I still remember that stare.” – P8 (Pediatric 

Hematologist) 
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“Honestly, the hardest part is the feeling of helplessness—knowing there’s nothing more you 

can do. That’s the worst feeling. It kind of stops you in your tracks. You work for months, doing 

everything you can, and then it all just falls apart. When you get emotionally attached and the 

disease suddenly progresses, it’s incredibly hard. For instance, we recently had a little one 

whose condition worsened unexpectedly. We didn’t see it coming, and it was a very painful 

moment.” – P10 (Pediatric Oncologist) 

 

“Honestly, it’s very depressing to deliver such news. If you have to do it twice in one day, you 

need a week of vacation afterward” – P2 (Pediatric Oncologist) 

“Sometimes the parents stay in touch even after the child has passed away, and that’s 

emotionally very heavy. There’s a mother whose child passed away, and she still wants to come 

see me. That constant reminder is very painful.” – P3 (Pediatric Oncologist) 

“Definitely—there’s emotional stress, anxiety, and sometimes a deep sense of powerlessness. 

We do everything we can, and then in the end, we’re helpless and lose the child. It’s incredibly 

hard and extremely stressful.” – P8 (Pediatric Hematologist) 

The specialty itself is hard—mentally and physically. Psychologically, it’s clear—it’s 

emotionally draining because you're with patients for a long time, walking a long road together, 

especially since these are children. The disease itself is severe, and it's mentally difficult to go 

through all that with each child. You lose sleep, especially when problems arise, constantly 

thinking about how to solve them. There's always the fear of making a mistake or that something 

might go wrong.” – P14 (Pediatric Hematologist) 

“When a child gets worse or passes away in the ward, I’ve seen doctors take it really hard 

emotionally.” – P13 (Psychologist) 

“The hardest part is not letting myself get too emotional. I'm a very emotional person, and 

staying cold or neutral is hard. Everyone expects doctors to stay composed, not to show 

emotions—but honestly, that doesn’t always work out. If I feel it’s too much for me to handle 

emotionally with a specific parent or child, I always turn to the psychosocial team for support.” 

– P14 (Pediatric Hematologist) 

 

Many physicians described coming home emotionally drained, not wanting to speak to anyone, 

or needing time alone to recover. Physicians’ family members can usually sense when something 

has gone wrong at work, just by their mood. Even if they don’t say anything, it shows. 
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“So yes, our daily life is completely tied up with this work. Some on-call shifts are so intense it 

takes months to recover. Even when the shift seems quiet, you can’t sleep because you’re 

constantly waiting for something to happen. If the ward is quiet, you worry someone in the ER 

will crash. If the ER is calm, you fear a patient will suddenly worsen overnight. There's no rest, 

no real sleep.” – P1 (Pediatric Oncologist) 

“Conversations about palliative care are especially heavy — we go into depression for days. 

It’s very hard, and it has a strong impact.” – P3 (Pediatric Oncologist) 

“They affect me a lot. I go home completely drained. I don’t want to talk to anyone. Even my 

kids’ crying gets to me. I just want to be alone—to heal myself, to process everything. After I got 

married and was still working, I’d come home withdrawn. At first, my mother-in-law didn’t 

understand why. But later, she realized it meant I’d had a particularly hard case. It’s very 

difficult.” – P8 (Pediatric Hematologist) 

 

“It definitely affects my daily life. I try not to absorb too much of the emotion, but it still impacts 

me. Sometimes I seem okay on the outside, and then days later something small and unrelated 

triggers a strong emotional reaction. It always seems to happen at the worst possible time. I’ve 

also gone home carrying those emotions, and they stay with me for days. But with time, we 

adapt—we start accepting and normalizing things.” – P10 (Pediatric Oncologist) 

“If we internalized everything we see and hear, it would be very damaging to our own mental 

health. We try not to take the stress home, though it’s not always possible. I don’t really know 

if there’s a specific solution or method for coping, but that’s what we try to do.” – P11 (Pediatric 

Oncologist) 

“I don’t think it’s possible for these conversations not to affect them [doctors]. When you're the 

one telling a family something like this—it’s bound to hit hard. Especially if it's about a relapse 

or progression of the disease, when the news is that the treatment didn’t work. That’s very 

difficult.” – P12 (Psychologist) 

“It’s hard to just leave that at the hospital and go home. Maintaining work-life balance is 

extremely difficult. I carry those emotions with me—to my daily life, my family. I think it’s a flaw 

of mine that my family members know about my sickest patients. They sometimes ask, “How’s 

that little one doing? What about the other one?” I tend to share these things, so my husband 

and my mom know about some of my patients. When something bad happens, I don’t tell them—

but they can sense it in my mood. Maybe that comes from my inexperience or my emotional 

nature.” – P14 (Pediatric Hematologist) 
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4.2.3 Coping Mechanisms 

4.2.3.1 Emotional Self-regulation 

For many pediatric oncologists, the emotional weight of their job is so heavy that they’ve had to 

find ways to cope just to keep going. Most doctors talked about learning to manage their 

emotions – especially after breaking bad news or losing a child. One common approach was to 

keep a bit of emotional distance. This was more about protecting themselves from becoming 

overwhelmed. Many said they’ve learned to stay calm in front of families, saving their own 

reactions for later, when they’re alone. 

Some said they prefer being by themselves after a tough day. A few doctors said they don’t 

always notice how stress builds up until they suddenly feel sad, angry, or tired days later. A few 

participants mentioned that talking to psychologist friends or coworkers helped. Younger doctors 

tended to seek out peer support more often, especially from colleagues of their own age. In 

contrast, senior physicians spoke more about emotional distancing and long-term adaptation. 

“Honestly, we help each other out. I think no one can understand me except my colleagues. No 

matter how good the psychologist is, I have to pull myself out of depression.” – P4 (Pediatric 

Oncologist) 

 

“I was working at Muratsan [hospital], and it happened that we lost several patients at once. I 

was really devastated, I even thought about the meaning of our work. I was on shift that day, 

and I decided to just organize my drawers. When I opened a drawer and saw the paperwork of 

another deceased patient, it made me even more depressed. I decided to separate the files—the 

deceased patients’ ones on one side, and the living ones on the other. When I saw how many 

treated children there were, it gave me some relief. In the process, as I was taking the papers 

and putting them aside, I remembered every living patient, thinking about how they were doing. 

In any case, the quantity of cured children was three times greater, and it was such a pleasant 

feeling.” – P5 (Pediatric Oncologist) 

 

“The fact that I know I’m doing something good helps me a lot. Sometimes it’s very hard, very, 

very hard, but globally, when you know you're doing something good, it helps a lot. Of course, 
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there are moments of disappointment, they can’t be avoided. Sometimes I think these situations 

give me more strength to do more, to think about what else can be done.” – P5 (Pediatric 

Oncologist) 

“I try to work through it on my own, relying on my internal resources. I usually talk with more 

experienced doctors when something tough happens. I listen to their stories, get their 

perspectives, and reflect on it myself.” – P10 (Pediatric Oncologist) 

 

Although their coping methods were different, all participants agreed that managing emotions 

was part of the job. Some said they had gotten better at staying steady in front of families, but 

privately, the sadness didn’t go away, it just became something they carried with them quietly. 

4.2.3.2 Peer Based Coping and Team Support 

In almost each and every one of the conducted interviews, doctors mentioned the importance of 

their coworkers – not just for medical teamwork, but for emotional support. For many, their 

colleagues were the only people who could really understand what they were going through. The 

sense of shared experience helped them keep going. 

Many said that after especially difficult cases, they would talk to their peers, sometimes casually, 

sometimes more intentionally, to release some of the emotional weight. In moments of loss, like 

when a patient died or treatment didn’t work, the first people they turned to were often their 

colleagues. It felt important having someone there who understood the pain. 

Team dynamics also mattered. Some doctors said they felt most comfortable opening to peers 

around their age, who were going through similar pressures. But overall, most said their team felt 

close and connected – brought together by shared goals and strong respect for one another. 

Several participants said that without these day-to-day conversations and shared understanding, 

they weren’t sure how they would manage the emotional side of the job. 
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“Only we [oncologists] can truly understand each other, so we rely on each other to cope. And 

there’s a beauty too—when we see a child who recovered, we know we made that possible. 

That’s our victory—seeing them running through the hallway” – P1 (Pediatric Oncologist) 

 

“…we’re all young here, and that support is always present, in both difficult and easy cases. 

We always discuss things together. If we didn’t have this kind of environment, I wouldn’t be able 

to work” – P3 (Pediatric Oncologist) 

 

“Oncology is not the work of one person; it’s something the team does. The team has to work in 

such a way that you know that if you're not there, your patient will still receive the same 

treatment. Additionally, consulting with each other allows you to provide the right approach. If 

you don't have teamwork, it's better not to work at all. It will be impossible.” – P5 (Pediatric 

Oncologist) 

 

“You know, this is the kind of work that must be team-based. The team has to be good and 

united. Our team is quite good and cohesive. Otherwise, it would be impossible to work. And 

it’s not that we choose to work in a team; the nature of the disease requires it.” – P7 (Pediatric 

Oncologist) 

 

4.2.4 Systemic Gap 

4.2.4.1 Lack of Training and Clear Guidelines 

Many pediatric oncologists shared that they were never really taught how to break bad news. 

Most said they didn’t get any real training on this topic during medical school or even residency. 

They remembered attending seminars, usually abroad. 

“Forget university—they don’t talk about such things. Psycho-oncology is a vast field, and I 

don’t recall us studying anything like that. We haven’t had any formal training. What helps us 

communicate effectively is the international retraining we’ve undergone in different countries.” 

– P1 (Pediatric Oncologist) 

 

“Not at university. But when we’ve gone abroad for professional training, we’ve attended 

courses like that with psychologists. Still, a lot of it comes from self-education. Over time, we’ve 

taught ourselves how to communicate this kind of news.” – P8 (Pediatric Oncologist) 
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“We didn’t receive any training at the university. I remember the first time I had to deliver bad 

news—it was in a hallway, I was still a student, and the mother fainted. That was when I realized 

you can’t do it like that.” – P9 (Pediatric Oncologist) 

“Still, I absolutely believe we need skills in ethics and psychological communication—not just 

for diagnosis, but throughout the treatment. Telling the diagnosis is one of the hard parts, sure, 

but there are even harder moments after that—progression, relapse, hopeless cases, sudden 

deterioration. There are situations harder than just giving the diagnosis—because at least when 

you give the diagnosis, there’s still some hope. But there are moments when that hope is gone. 

And that’s really hard.” – P9 (Pediatric Hematologist)  

“I don’t remember taking a specific, formal course, but during conferences—like one I attended 

in Austria—there was an entire day devoted to communication skills. They even included role-

playing on how to deliver bad news. I’ve seen different approaches in different countries. 

Unfortunately, here we haven’t had any specific courses—neither during medical school nor 

residency.” – P14 (Pediatric Hematologist)  

 

Instead, most said they had to figure it out on the job. They watched senior doctors, paid 

attention to how families reacted, and learned from their own mistakes. Physicians shared that 

they rarely deliver bad news alone. Most said it’s usually done as a team, often with the 

department head present during the conversation. This kind of support makes the process a little 

easier and helps ensure the family gets clear information. 

“We observe how senior professionals handle these conversations. I’ve even been shocked by 

how some American professors speak with patients—for instance, saying, “You’re still alive? 

You came back?” That reflects a different mentality and relationship dynamic.” – P1 (Pediatric 

Oncologist) 

 

“We often hear things like, “You must have mixed up the labs—we don’t believe it.” It’s a 

complex experience, but teamwork helps a lot. When I speak, the department head might support 

or complement what I’m saying. Sometimes the whole department joins the conversation—it 

depends on the situation. When parents see a unified team, and not just a young doctor, it builds 

trust. Age can be a problem—people often doubt us because we look young.” – P1 (Pediatric 

Oncologist) 
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“I think we mostly learned on the job, during residency, by observing how our department head 

and senior doctors talked to families. We couldn’t lead these conversations right away — it’s 

something that comes with years of experience.” – P3 (Pediatric Oncologist) 

 

However, psychologists are not always a part of these conversations. In many cases, they only 

get involved if the doctors specifically ask them to join. Many participants felt that involving 

psychologists more often could make a big difference for both families and the medical team. 

Another thing that came up often was the lack of national or hospital guidelines on how to talk to 

families in these situations. Some common practices - like making sure the conversation is 

private or giving parents time to absorb news were mentioned, but they were nօt written down 

anywhere.  

“We don’t have a written communication protocol at the hospital, nor do we follow classical 

USMLE principles, because our population is different—what works for an American patient, 

doesn’t work here. There’s no formal protocol” – P1 (Pediatric Oncologist) 

“There are psychologists who work in the department, but they’re focused on the children.” -

P10 (Pediatric Oncologist) 

 

Some participants had the chance to attend international workshops, where they practiced 

communication skills through role-playing and structured methods, which influenced the way 

they approached these talks but also made them realize how much was missing from their own 

training in Armenia. 

4.2.4.2 Missing Support for Doctors 

Aside from the training gap, a lot of doctors pointed out that there’s not much emotional or 

psychological support for them at work. In pediatric oncology, there can be a lot of loss, and the 

emotional weight can be huge. 
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Some said they’ve talked to hospital psychologists once in a while, but those psychologists are 

mainly there for patients and families. A few doctors even said it would feel wrong to turn to 

those psychologists for help, because they are colleagues, and as one psychologist explained, that 

kind of situation creates a dual relationship. It could also cause problems if patients were to see 

doctors getting support from the same psychologists who work with them. It might make 

families trust them less. That’s why they think there should be a separate psychologist just for 

staff.  

Some physicians shared that they turn to peers to talk about hard cases. Others mentioned going 

home and feeling distant from their families after a difficult day. 

“The psychologists mostly work with patients, not with us. I’ve never personally asked for help. 

But we do have a lot of internal discussions about difficult patients or families who are hard to 

communicate with.” – P1 (Pediatric Oncology) 

 

“When that case happened—the one I mentioned where the child suddenly got worse—our 

psychologists spoke with me at length afterward. Even now, when I feel like I need help, I go to 

them. I wish I could do it more often, but knowing how busy they are, I don’t always ask. Still, I 

know I’d feel better if I talked with them more regularly.” – P8 (Pediatric Hematologist) 

 

“By ethical standards, we should have psychosocial service for the staff but, in practice, it 

doesn’t really happen here. Some doctors say they talk to our psychosocial service, but if a 

psychologist knows you personally, they really shouldn’t be the one supporting you.” – P11 

(Pediatric Oncologist) 

 

“We’re usually not present during the actual moment the diagnosis is shared. We come in 

afterward to help deal with the emotional aftermath.” – P12 (Psychologist) 

 

“Our service is mainly focused on patients. There’s also an ethical concern—it wouldn’t be 

appropriate for patients to see us working directly with doctors, as that might undermine their 

trust. I think a separate service or psychologist should be dedicated specifically to staff. Of 

course, doctors need support too, but as their colleagues, we can’t be the ones to provide it. 

That would create dual relationships, which aren’t ideal.” – P12 (Psychologist) 

 



40 

 

“There have been cases where parents told psychologists that if the news hadn’t been shared 

with them the way it was, they might have taken it much worse. And there have been times when 

a doctor bluntly delivered a diagnosis on the spot, and the parents were so affected that they 

remembered and replayed that moment for a long time. They said that if it had been told more 

calmly, it wouldn’t have been as traumatic” – P15 (Pediatric Hematologist) 

 

“There’s no formal protocol in Armenia requiring a psychologist to be present when bad news 

is given. It depends on the oncologist's approach. Some are more collaborative and frequently 

involve us, especially when speaking with children or giving updates about disease 

progression.” – P16 (Psychologist) 

 

“There’s no structured service in place, but we psychologists are always available to the medical 

team. There are occasional one-on-one or group support talks, though these are more informal. 

Still, they provide some relief. I think team retreats could be beneficial—something like the ones 

NGOs do, where staff go away for a few days to nature, with discussions, yoga, swimming, 

walking, and fun. That kind of reset could really help medical staff recharge.” – P16 

(Psychologist) 

 

5. Discussion  

This study brought forward the main themes that shaped how pediatric oncologists in Yerevan 

communicate with their patients’ families and what they feel about this aspect of their job. Four 

themes were identified: Delivering Bad News, Emotional and Psychological Burden on 

Physicians, Coping Mechanisms, and Systemic Gap. While each of these themes describes a 

different part of the experience, they were all closely connected. The emotional burden doctors 

faced was made heavier by the lack of proper training and/or support. And the way they coped 

depended a lot on their team and the system around team. Delivering bad news was described not 

just as a medical task, but as something deeply emotional that stays with them for the rest of their 

life. For many Armenian pediatric oncologists in this study, delivering bad news was described 

as one of the most emotionally difficult parts of their work. The global research shows that while 

communication is central to cancer care, having these challenging conversations can lead to 

stress, emotional strain, and even burnout among oncologists10. 
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Many doctors said they often used a step-by-step approach - telling bad news slowly. They paid 

attention to how parents are feeling, handling the situation emotionally and tried not to cause too 

much shock at once. Therefore, instead of saying everything right away, they give the parents 

time to take it little by little. This gave families more time to take in what was happening, ask 

questions, and begin to process it emotionally. This approach lines up with other studies showing 

how families appreciate being given time and space when facing difficult news43. Some 

participants said they avoided words like “cancer” or “tumor” in early conversations, not only to 

soften the emotional blow, but also because they feared that using those terms too soon might 

cause the families to stop coming to the follow-up appointments. This points to a deeper 

challenge that many pediatric oncologists face: finding the right balance between being honest 

and being gentle. Around the world, this ethical question comes up often – how to share serious 

information in a way that’s truthful but doesn’t take away hope44,45? 

Families clearly want the truth, but they also want time, sensitivity, and above all, hope54. Hope 

came up again and again during the interviews – not just as something families needed, but as 

something doctors needed too. Even when the prognosis wasn’t good, many oncologists said 

they tried to talk about what still might be possible. Some offered survival statistics, shared 

stories of other children who had recovered, or encouraged families to seek second opinions. 

Doctors didn’t use hope to hide the truth. It was more about helping everyone keep going. It gave 

strength to both the families and the doctor. Research supports this idea, showing that having 

hope can help families stay emotionally strong and engaged in the treatment process46,47. Being 

able to balance honesty with hope is seen as a key skill in this field48.  

Cultural norms played a big role in how information was shared. Several doctors said parents 

often asked them not to tell the child about their diagnosis. But psychologists and doctors often 
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noticed that children usually sensed something was wrong, especially if they were kept out of the 

conversations. Some overheard discussions or tried to look things up online, which sometimes 

made them feel more anxious or confused. This kind of tension has been seen in other countries 

too, where the urge to protect children can sometimes lead to more fear or mistrust17,49. A few 

doctors who supported more open communication with children said that when done in an age-

appropriate way, it actually helped. Kids who were included in the process, often seemed less 

distressed and more cooperative. Other studies have found similar results – children who are 

informed in a way they can understand, tend to cope better and follow treatment more 

closely50,51.  Non-verbal details mattered, too. Doctors said that the tone of voice, setting, and 

body language made a big difference. Having difficult conversations in busy hallways or using 

cold, clinical language could easily make things worse. Many said they sit down and talk in a 

private space in a calm and kind manner. These actions were also backed up by research on 

compassionate care18,35,52.  Still, without clear national and institutional guidelines in Armenia, 

doctors were often left to figure out how to proceed on their own. Unlike some countries, where 

communication frameworks like SPIKES are commonly used, Armenian oncologists mostly 

relied on their experience. Parents reacted differently – some cried, some got angry, some even 

fainted or didn’t believe what they were hearing. The doctors said they didn’t expect families to 

understand everything right away. Other studies have shown that repetition isn’t just kind, it is 

necessary when people are under extreme stress and can’t absorb everything at once53.  

One of the most impressive things that we noticed during the interviews was the enormous 

heaviness of this work for the doctors. The emotional burden starts long before the bad news is 

shared – often, with the first suspicious result. Oncologists said they quietly process their own 

emotions before even talking to families. What made things even harder was not just the bad 
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news itself, but the uncertainty. When the next steps aren’t clear, when treatment options are 

limited, or when families expect answers that doctors don’t have, the pressure grows. Some 

doctors described a painful sense of helplessness, or the fear that they might be blamed for 

something out of their control. In cultures like ours, where families often see the doctor as the 

person who should “save” the child, that pressure becomes even more intense56. It is not just 

dealing with medical facts but with expectations that cannot be met. 

The hardest moments, according to many participants, were conversations about end-of-life care. 

Telling a family there’s nothing more to be done takes a huge emotional toll. A few oncologists 

said that even when they were mentally prepared, the parents’ reactions – their eyes, their words, 

or their silence stayed with them long after. Some doctors  remember certain conversations even 

years later. Physicians’ earliest experiences of delivering bad news are often among their most 

emotionally intense and unforgettable experiences58, 57. 

Over time, all of this builds up. Doctors talked about something that felt like “accumulated 

grief”, not just from one patient, but from many. When a child had been in their care for a long 

time, the loss was felt as personal. A few shared that they often brought this sadness home with 

them. It would affect how they felt with their own families, it disrupted their sleep, or was kept 

in their minds for days. The emotional boundaries between work and personal life often blurred, 

leaving them drained and, in some cases, close to burnout. This idea of chronic sorrow and 

emotional exhaustion is well-supported in pediatric oncology literature32. 

A common method of coping was emotional self-regulation, particularly before and after 

delivering the bad news. Many participants mentioned needing to “mentally rehearse” what they 

would say to families, controlling their facial expressions and tone to avoid causing more 

distress. This kind of pre-emptive emotional control has been described in prior studies as both a 
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protective and potentially burdensome practice, especially when clinicians feel they must 

perform with emotional stability even if they do not feel it internally10,11,19. In our study, some 

doctors said they had to “put their emotions in a box” during the conversation and only allowed 

themselves to feel and process everything later, when they were alone. Some reframed their roles 

as facilitators of dignity, not only healers, seeing value in their ability to provide comfort even 

when cure was not possible. This type of narrative reframing has been linked to higher resilience 

and lower burnout rates in pediatric palliative care20. Many participants also looked for peer-

based coping, describing informal conversations with trusted colleagues as essential. Doctors 

said that talking with their colleagues helped them let out their feelings, feel understood, and 

support each other – especially after very difficult cases. These kinds of conversations are known 

to help prevent emotional burnout7,20,32.  Although the participants’ statements hinted at the need 

for psychological support, very few reported ever receiving training or therapy themselves.  

The final theme pointed to major gaps in the pediatric oncology system – especially the lack of 

support from institutions, proper training on how to talk to families, and clear guidelines for 

sharing bad news. The doctors in this study described feeling like they were left on their own to 

handle these very emotional conversations. Instead of having protocols to follow, they often had 

to figure things out by themselves or ask colleagues informally. One of the most common 

concerns doctors raised was that they had never received proper training in communication. 

Many said they were expected to talk with families about very difficult topics – like relapse, 

prognosis, or death – without anyone ever teaching them how. This reflects what’s seen in other 

countries too: many doctors say they don’t feel prepared to give bad news, and that gaps is 

training make communication harder and adds to stress and burnout48,55. This is also supported 

by earlier research, which shows that t lack of training on communication skills is closely linked 
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to high levels of emotional strain and psychological difficulties among senior hospital doctors32. 

Although tools such as SPIKES protocol and role-playing models have been shown to 

significantly improve physician confidence and communication behaviors29,59, these are rarely 

implemented systematically. As one study shows, even a short, structured course with simulated 

patients can have a lasting impact on oncologists’ ability to handle difficult conversations35. In 

Armenia, however, no participant in this study described having access to such resources during 

their education or practice. 

Participants also mentioned that there were no formal places where pediatric oncologists could 

talk about or process what they go through. Although participants acknowledged support from 

colleagues as a helpful source, there was no mention of psychological services, or routine 

emotional supervision. This reflects what has been seen in many other countries: when hospitals 

and healthcare systems don’t pay attention to the well-being of their staff, it makes the emotional 

burden of working in pediatric oncology even heavier7,32.  

Although participants recognized the importance of preparing families gradually, offering hope, 

and involving them in decision making, these efforts were largely ad hoc. Literature shows that 

repeated, structured, and developmentally appropriate conversations are essential for families to 

absorb life-altering information, particularly in the context of a child’s incurable disease54,60. 

6. Study Strengths and Limitations 

One of the study’s main strengths was the utilization of in-depth, semi-structured interviews, 

which allowed to derive detailed comprehension and to understand the emotional and 

professional difficulties doctors overcome when sharing difficult news with families. Moreover, 

the use of triangulation was applied by including different professional perspectives to get a 
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more complete picture of the issue. Member checking was utilized by sharing summaries of the 

results with selected participants for their feedback to guarantee the accuracy of the collected 

data. 

However, the conducted study had its limitations too. Although it intended to explore both 

doctors’ and families’ perspectives, no interviews were conducted with families. As a result, the 

understanding of parental reactions was based only on what healthcare providers shared. As with 

any qualitative research, the results were based on self-reported experiences and might include 

some level of bias, including social desirability. Also, subjectivity inherent to qualitative data 

collection could have introduced some researcher bias, despite analyzing the data carefully.  

7. Recommendations 

This study highlights the important gaps in provider-patient communication practices within 

pediatric oncology in Yerevan, pointing out the need for addressing these gaps in the following 

areas: specialist training programs, systemic emotional support mechanisms, and communication 

guides tailored for specific situations, including breaking bad news. 

It is recommended that the training programs for pediatric oncologists include established 

adapted models like SPIKES or ABCDE, practical strategies for dealing with emotional 

reactions from parents, and ways to support shared decision-making, especially when the 

prognosis is uncertain. 

Offering confidential counseling, regular debriefing sessions, and peer support groups at the 

workplace is recommended to reduce doctors’ burnout and improve their mental well-being. It is 

also important to manage concerns about “dual relationships” when counseling doctors by 

involving external counselors or dedicated in-house psychologists. 
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Also, it is strongly recommended to develop communication guidelines for oncologists that need 

to be specific to Armenian culture. These guidelines should offer practical advice on age-

appropriate disclosure, clear and respectful language, and how to handle non-disclosure requests, 

while still ensuring that families receive honest and gradual information. 

Future research in this area should include also parents/guardians as respondents to understand 

their perspectives and communication needs. This will help to develop truly patient/family-

centered communication strategies in pediatric oncology in Armenia. 
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Appendices  

Appendix 1.  

Interview Guide for in-depth interview with pediatric oncologist/pediatric 

hematologist (English version) 

 
 

Brief demographic questionnaire for Pediatric Oncologist/Hematologist 

 

For each question below, please, circle the response option that applies to you. 
 

1. Your age (completed years): 

1. 20-29 

2. 30-39 

3. 40-49 

4. 50-59 

5. 60+ 

 

2.  Your sex:        

1. Male 

2. Female 

 

3. How many years have you worked as a pediatric oncologist? 

1. 0-5 years 

2. 6-10 years 

3. 11+ years 

 

4. What is your main employment site? 

1. Hematology Center After Prof. R. Yeolyan 

2. National Center of Oncology Named After V.A. Fanarjian. 
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In-depth Interview Guide 

(Pediatric Oncologists and Pediatric Hematologists) 

 

Background and Professional Experiences: 

1. What are the most fulfilling and most difficult aspects of being a pediatric oncologist? 

Probe: Why did you choose pediatric oncology compared to other medical fields? 

Probe: What moments make you feel your work is meaningful? 

Probe: What situations do you find particularly difficult to handle? 

Challenges in Delivering Bad News: 

2. Can you describe your experiences with delivering bad news about a child’s diagnosis 

or prognosis, including how you communicate with parents of younger children and, 

if applicable, directly with older children? 

Probe: What emotions do you experience before, during, and after this discussion? 

Probe: Have you ever felt unprepared or unsupported in these moments? 

3. How do you prepare yourself before delivering bad news? 

Probe: Do you have a specific approach or structure you follow? 

Probe: Do you practice beforehand, consult with colleagues, or rely on experience? 

Probe: Are there any strategies that have helped you feel more confident in these 

conversations? 

Probe: Do hospital policies or institutional guidelines influence how you deliver bad 

news? Do you follow a specific protocol? 

4. What kind of training, if any, have you received on delivering bad news? 

Probe: Did your medical education include formal communication training for these 

situations? 

Probe: If not, how did you learn to manage these conversations? 

5. What are the most challenging aspects of delivering bad news? 

Probe: Is it emotional weight of the conversation, lack of structured training, or 

something else? 

Probe: How do time constraints and workload affect your ability to communicate 

effectively? 
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6. How do you navigate conversation where the prognosis is uncertain or when 

treatment options are limited? 

Probe: Do you find it harder to deliver bad news when there are no clear treatment 

options? 

Probe: How do you balance honesty with providing hope? 

Probe: Are there particular words or phrases you avoid or prefer using in these 

conversations?  

Family Reactions to Bad News 

7. How do you handle situations where parents react with strong emotions, such as 

denial, anger, or extreme distress? 

Probe: What strategies do you use to manage highly emotional reactions? 

8. Have you encountered situations where parents struggle to accept their child’s 

diagnosis? 

Probe: What are the most common reasons for denial or resistance? 

Probe: How do you address these challenges? 

9. Does the child’s age influence how families react to bad news? 

Probe: Do parents react differently when the child is an infant, toddler, or a teenager? 

Probe: If applicable, how do older children respond when they are involved in the 

conversation? 

10. Have you faced cases when families requested to hide the diagnosis from the child? 

Probe: How do you approach these situations? 

Probe: What challenges does this create? 

Emotional and Psychological Impact on oncologists: 

11. How do these emotionally challenging conversations, particularly delivering bad 

news, impact your well-being, professional motivation, and daily life? 

Probe: Have you noticed any emotional exhaustion related to delivering bad news? 

Probe: Are there particular cases that stay with you long after they happen? 

Probe: Have these experiences ever make you question your career choice? 

12. Do you receive any psychological or institutional support after a particularly difficult 

conversation? 

Probe: Do you think structured emotional support for oncologists would be helpful? 
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Probe: What kind of resources do you think would improve oncologists’ emotional 

resilience? 

Probe: What kind of support would be most helpful? 

Work Environment: 

13. How would you describe your work environment? 

Probe: Do you feel supported by your colleagues and supervisors? 

Probe: What aspects of the work environment make your job easier or harder? 

Probe: Have you experienced challenges related to teamwork or workplace culture? 

14. If you could change anything about how bad news is delivered in pediatric oncology, 

what would it be? 

Probe: Would you modify training, hospital policies, or team support? 

 

Professional Growth and Future Perspectives: 

15. Have your views on pediatric oncology changed since you started practicing? 

Probe: If you could go back, would you still choose pediatric oncology? 

16. What do you think would improve the experience of being a pediatric oncologist? 

17. Is there anything else you would like to share about your experience? 

 

Thank you! 
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Appendix 2.  

Interview guide for an in-depth interview with pediatric oncologist/pediatric 

hematologist (Armenian Version) 

 

Հարցազրույցի ուղեցույց  

(Մանկական ուռուցքաբաններ/արյունաբաններ) 

Մասնագիտական փորձառություն 

1. Որո՞նք են մանկական ուռուցքաբանի աշխատանքի ամենաբավարարող և 

ամենադժվար կողմերը:  

o Ինչու՞ ընտրեցիք մանկական ուռուցքաբանությունը՝ ի տարբերություն 

բժշկության այլ ոլորտների:  

o Ո՞ր պահերին եք զգում Ձեր աշխատանքի կարևորությունը: 

o Աշխատանքային ո՞ր իրավիճակներն են հատկապես բարդ Ձեզ համար: 

Վատ լուր հայտնելու դժվարությունները 

2. Կարո՞ղ եք նկարագրել Ձեր փորձառությունը, երբ  հայտնում եք վատ լուր երեխայի 

ախտորոշման կամ հիվանդության հնարավոր ելքի մասին։ Այդ թեմայով ինչպե՞ս եք 

հաղորդակցվում երեխայի ծնողների կամ, եթե կիրառելի է՝ անմիջականորեն 

երեխայի հետ: 

o Ի՞նչ եք զգում այդպիսի զրույցից առաջ, դրա ընթացքում և դրանից հետո:  

o Այդպիսի պահերին երբևէ զգացե՞լ եք Ձեզ անպատրաստ կամ անօգնական: 

3. Ինչպե՞ս եք նախապատրաստվում վատ լուր հայտնելուն: 

o  Հետևո՞ւմ եք, արդյոք, որևէ հատուկ մոտեցման։  

o Նախապես պատրաստվու՞մ եք, խորհրդակցո՞ւմ եք գործընկերների հետ, 

թե՞ հիմնվում եք Ձեր փորձի վրա: 

o Կիրառե՞լ եք ինչ-որ մոտեցումներ, որոնք օգնել են Ձեզ ավելի ինքնավստահ 

լինել այս խոսակցությունների ընթացքում: 

o Ձեր հիվանդանոցում գործու՞մ են կանոնակարգեր կամ ուղեցույցներ, որոնց 

հետևում եք վատ լուր հայտնելիս: 
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4. Ի՞նչ դասընթացներ եք անցել (եթե որևէ)՝ վատ լուր հայտնելու վերաբերյալ:  

o Ձեր բժշկական կրթության ծրագրում եղե՞լ է  հաղորդակցական 

հմտությունների վերաբերյալ որևէ դասընթաց, որն անդրադարձել է նման 

իրավիճակներին:  

o Եթե ոչ, ինչպե՞ս եք սովորել վարել նման խոսակցությունները: 

5. Որո՞նք են վատ լուր հայտնելու ամենադժվար կողմերը:  

o Օրինակ՝ զգացմունքային լարվածությունը, համապատասխան ուսուցման 

պակասը, կամ որևէ  այլ գործոն:  

o Ժամանակի պակասը կամ ծանրաբեռնված լինելը ինչպե՞ս են ազդում 

արդյունավետ հաղորդակցվելու Ձեր կարողության վրա: 

6. Ինչպե՞ս եք վարում խոսակցությունը, երբ հիվանդության կանխատեսումն անորոշ 

է, կամ բուժման տարբերակները սահմանափակ են:  

o Արդյո՞ք ավելի դժվար է վատ լուրը հայտնել, երբ բուժման հստակ 

տարբերակներ չկան:  

o Ինչպե՞ս եք հավասարակշռում անկեղծությունը՝ հույս տալու 

անհրաժեշտության հետ։  

o Կա՞ն խոսքեր կամ արտահայտություններ, որոնցից խուսափում եք, կամ 

այնպիսիք, որոնք նախընտրում եք օգտագործել նման խոսակցության 

ժամանակ: 

Ընտանիքի արձագանքը վատ լուրին 

7. Ինչպե՞ս եք վարվում այն դեպքերում, երբ ծնողներն արձագանքում են խիստ 

զգացմունքային, օրինակ՝ ժխտում են լուրը, արտահայտում զայրույթ կամ խորը 

վիշտ:  

o Ի՞նչպես եք պատասխանում այսպիսի խիստ զգացմունքային 

արձագանքներին:  

8. Երբևէ հանդիպե՞լ եք դեպքերի, երբ ծնողները դժվարացել են ընդունել երեխայի 

ախտորոշումը։  

o Որո՞նք են ժխտման ամենահաճախակի պատճաառները։  

o Ինչպե՞ս եք հաղթահարում այս իրավիճակները։ 
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9. Ըստ Ձեզ՝ երեխայի տարիքը ազդու՞մ է այն բանի վրա, թե ինչպես են ծնողներն 

արձագանքում վատ լուրին։  

o Կա՞ տարբերություն, թե ինչպես են արձագանքում ծնողները, երբ երեխան 

մինչև մեկ տարեկան է, վաղ հասակի, կամ դեռահաս։ 

o  Եթե երեխան բավականին մեծ է, արդյո՞ք նա մասնակցում է այս 

խոսակցությանը, և ինչպե՞ս է արձագանքում։ 

10. Եղե՞լ են դեպքեր, երբ ծնողները չեն ցանկացել, որ երեխան իմանա իր 

ախտորոշման մասին։  

o Ինչպե՞ս եք մոտենում այս իրավիճակներին։  

o Ի՞նչ դժվարություններ է սա ստեղծում բժշկի և երեխայի համար։ 

Զգացմունքային և հոգեբանական ազդեցությունը ուռուցքաբանների վրա 

11. Զգացմունքային մեծ լարվածություն պահանջող  խոսակցությունները, 

հատկապես՝ վատ լուր հայտնելը, ինչպե՞ս են ազդում Ձեր բարօրության, 

մասնագիտական մոտիվացիայի և առօրյայի վրա:  

o Ունեցե՞լ եք հուզական հյուծվածության նշաններ՝ կապված վատ լուր 

հայտնելու հետ:  

o Եղե՞լ են դեպքեր, որոնք անջնջելիորեն տպվել են Ձեր մտքում:  

o Այդ փորձառությունները երբևէ ստիպե՞լ են Ձեզ կասկածել՝ արդյո՞ք ճիշտ եք 

ընտրել Ձեր մասնագիտությունը: 

12. Հատկապես դժվար խոսակցություններց հետո Դուք ստանո՞ւմ եք որևէ 

հոգեբանական օգնություն կամ աջակցություն հաստատության կողմից:  

o Կարծու՞մ եք, արդյոք, որ ուռուցքաբանների համար օգտակար կլիներ որևէ 

համակարգային հուզական աջակցությունը:  

o Ըստ Ձեզ, ի՞նչ տիպի օգնության տրամադրումը կարող է բարելավել 

ուռուցքաբանների հուզական դիմակայունությունը: 

o Ինչպիսի՞ աջակցությունը կլիներ ամենաօգտակարը։ 

Աշխատանքային միջավայր 

13. Ինչպե՞ս կնկարագրեք Ձեր աշխատանքային միջավայրը։  
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o Զգո՞ւմ եք Ձեր գործընկերների և ղեկավարության աջակցությունը: 

o  Աշխատանքային միջավայրի ո՞ր հատկանիշներն են հեշտացնում կամ 

բարդացնում Ձեր աշխատանքը:  

o Դուք ունեցե՞լ եք խնդիրներ՝ կապված թիմային աշխատանքի կամ 

աշխատանքային միջավայրի հետ: 

14. Եթե հնարավորություն ունենայիք փոխել ինչ-որ բան՝ կապված մանկական 

ուռուցքաբանությունում վատ լուր հայտնելու հետ, ի՞նչը կփոխեիք։  

o Ինչ-որ բան կփոխեի՞ք՝  ուռուցքաբանների ուսուցման, հիվանդանոցի 

աշխատակարգի կամ թիմային աջակցության հետ կապված։ 

Մասնագիտական աճ և ապագայի հեռանկարներ 

15. Մանկական ուռուցքաբանության վերաբերյալ Ձեր տեսակետներն ինչպե՞ս են 

փոխվել տարիների ընթացքում:  

o Եթե հնարավորություն ունենայիք հետ գնալ, կրկին կընտրեի՞ք այս 

մասնագիտությունը: 

16. Ըստ Ձեզ, ի՞նչ կերպ կարելի է բարելավել մանկական ուռուցքաբանի աշխատանքը:  

17. Կա՞ որևէ այլ բան Ձեր աշխատանքային փորձառության հետ կապված, որին 

կցանկանայիք անդրադառնալ։ 

 

Շնորհակա՛լ եմ մասնակցության համար։ 
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Appendix 3.  

Interview guide for an in-depth interview with psychologist (English version) 

 
Demographic questionnaire (psychologist) 

For each question below, please, circle the response option that applies to you. 

4. Your age (completed years): 

6. 20-29 

7. 30-39 

8. 40-49 

9. 50-59 

10. 60+ 

 

5.  Your sex:        

1. Male 

2. Female 

 

6. How many years have you worked as a psychologist?   _________ 

 

7. What is your main employment site? 

3. Hematology Center After Prof. R. Yeolyan 

4. National Center of Oncology Named After V.A. Fanarjian. 
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In-depth Interview Guide 

(Psychologist) 

Role and Experience: 

1. Can you tell me about your role in supporting children with cancer and their families? 

Probe: When do you usually get involved in their care? 

Probe: What kind of support do you provide them? 

2. Can you tell me from your experience what are the biggest emotional challenges parents 

face when they get their child’s cancer diagnosis? 

Probe: Are there cultural or social factors that shape the way families cope? 

Working with Doctors and Families: 

3. How do you usually work with pediatric oncologists during delivering difficult news? 

Probe: Are you present during these conversations? 

Probe: How do you help families to process what they hear? 

4. In your experience, what helps families understand and cope with a cancer diagnosis? 

Probe: Are there specific communication approaches that work well? 

Probe: Have you seen communication approaches that don’t work or even make things 

harder for families? 

Supporting Medical Professionals: 

5. How do the conversations about bad news affect pediatric oncologists? 

Probe: Have you notices emotional distress or burnout among doctors? 

6. Do pediatric oncologists have access to psychological support in the hospital? 

Probe: If not, what kind of support do you think would be helpful? 

Work Environment: 

7. How would you describe the work environment for psychologists in pediatric oncology? 

Probe: What are the biggest challenges? 

Probe: Do you feel there are enough resources to provide psychological support 

effectively? 

8. Are there any existing hospital procedures or guidelines for providing psychological 

support to families? 

Probe: If so, how well do they work in practice? 

Probe: If not, what kind of structured approach do you think would be helpful? 
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9. How does teamwork function between psychologists, doctors, and other healthcare 

professionals? 

Probe: Do you feel there is good communication and collaboration? 

Probe: What could improve teamwork between psychologists and medical staff? 

 

Challenges and Opportunities: 

10. What are the biggest challenges in providing psychological support to children with 

cancer and their families? 

Probe: Are there any barriers that make that process harder? If yes, what barriers? 

11. What do you think would improve psychological care in pediatric oncology? 

Probe: Are there any changes or recourses that could make it better?  

12. Based on your experience, what advice would you give to pediatric oncologists on how to 

communicate more effectively with children with cancer or their families. 

13. Is there anything else you would like to share about your experience? 

 

 

Thank you! 
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Appendix 4.  

Interview guide for an in-depth interview with psychologist (Armenian version) 

 

Ժողովրդագրական հարցաթերթիկ (հոգեբան) 

Խնդրում եմ՝ ստորև ներկայացված հարցերից յուրաքանչյուրի համար նշել այն պատասխանը, 

որը համապատասխանում է Ձեզ։ 

1. Ձեր տարիքը (լրացած տարիները)․ 

1․ 20-29 

2․ 30-39 

3․ 40-49 

4․ 50-59 

5․ 60+ 

 

2. Ձեր սեռը․ 

1․ Իգական 

2․ Արական 

 

3. Քանի՞ տարի եք աշխատել որպես հոգեբան։   _________ 

 

4. Ո՞րն է Ձեր հիմնական աշխատավայրը։ 

1. Արյունաբանական կենտրոն (պրոֆ. Ռ. Յոլյանի անվան) 

2. Ուռուցքաբանության ազգային կենտրոն (Վ.Ա. Ֆանարջյանի անվան) 
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Հարցազրույցի ուղեցույց հոգեբանների համար 

Դեր և փորձառություն 

1․ Կարո՞ղ եք նկարագրել Ձեր դերը քաղցկեղով հիվանդ երեխաներին և նրանց 

ընտանիքներին աջակցելու գործում։ 

o Ե՞րբ եք սովորաբար ներգրավվում նրանց բուժման գործընթացում։  

o Ի՞նչ տեսակի աջակցություն եք տրամադրում նրանց։ 

2․ Ձեր փորձից ելնելով, կարո՞ղ եք նկարագրել այն ամենամեծ զգացմունքային 

մարտահրավերները, որ ծնողներն ապրում են՝ իմանալով երեխայի քաղցկեղի 

ախտորոշման մասին:  

o Կա՞ն մշակութային կամ սոցիալական գործոններ, որոնք ազդում են այն բանի վրա, թե 

ինչպես են ընտանիքները դիմակայում դրան։ 

Աշխատանք բժիշկների և ընտանիքների հետ 

3․ Ինչպե՞ս եք աշխատում մանկական ուռուցքաբանների հետ, երբ նրանք հայտնում են 

վատ լուրը։  

o Դուք ներկա՞ եք լինում նման խոսակցությունների ժամանակ։ 

o Ինչպե՞ս եք օգնում ընտանիքներին՝ ընկալելու և համակերպվելու իրենց լսածին։ 

4․ Ձեր փորձից ելնելով՝ կարո՞ղ եք ասել, թե ինչն է օգնում ընտանիքներին՝ ընկալել 

քաղցկեղի ախտորոշումը և հանձն առնել հիվանդությունը հաղթահարելը։  

o Կա՞ն հաղորդակցման հատուկ մեթոդներ, որոնք արդյունավետ են։  

o Տեսե՞լ եք մոտեցումներ, որոնք չեն օգնում և, անգամ, ավելի են դժվարացնում 

ընտանիքների համար՝ ընդունել ախտորոշումը։ 

Աջակցություն բժշկական անձնակազմին 

5․ Ինչպե՞ս են վատ լուրը հայտնելուն ուղղված խոսակցություններն ազդում մանկական 

ուռուցքաբանների վրա:  

o Դուք նկատե՞լ եք հուզական գերլարում կամ ուժասպառություն բժիշկների մոտ: 

6․ Մանկական ուռուցքաբանները հնարավորություն ունե՞ն հիվանդանոցում 

հոգեբանական աջակցություն ստանալու:  

o Եթե ոչ, ապա, ըստ Ձեզ, ինչպիսի՞ աջակցությունը օգտակար կլիներ նրանց համար: 

Աշխատանքային միջավայր 
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7․ Ինչպե՞ս կբնութագրեք Ձեր աշխատանքային պայմանները։ 

o Որո՞նք են Ձեր աշխատանքային պայմանների հետ կապված խնդիրները։ 

o Ձեր աշխատավայրում առկա՞ են բավարար ռեսուրսներ՝ արդյունավետ հոգեբանական 

աջակցություն ցուցաբերելու համար։ 

8․ Կա՞ն արդյոք հիվանդանոցում գործող ընթացակարգեր կամ ուղեցույցներ՝ 

ընտանիքներին հոգեբանական աջակցություն ցուցաբերելու համար։ 

o Եթե կան, որքանո՞վ են դրանք արդյունավետ գործնականում։ 

o Եթե չկան, Ձեր կարծիքով՝ ինչպիսի՞ կանոնակարգված մոտեցումը օգտակար կլիներ։ 

9․ Ինչպե՞ս եք համագործակցում բժիշկների և այլ առողջապահական մասնագետների 

հետ։ Կարո՞ղ եք անվանել դա թիմային աշխատանք։ 

o Կա՞ արդյոք արդյունավետ շփում և համագործակցություն։ 

o Ի՞նչ կարելի է անել՝ հոգեբանների և բժշկական անձնակազազմի միջև թիմային 

աշխատանքը բարելավելու համար։ 

Մարտահրավերներ և հնարավորություններ 

10. Որո՞նք են քաղցկեղով հիվանդ երեխաներին և նրանց ընտանիքներին 

հոգեբանական աջակցություն ցուցաբերելու ամենամեծ դժվարությունները: 

o Կա՞ն, արդյոք, խոչընդոտներ, որոնք դժվարացնում են այդ գործընթացը: Եթե այո՝ 

ինչպիսի՞ խոչընդոտներ։  

 

11. Ի՞նչ եք կարծում, ի՞նչը կարող է բարելավել մանկական ուռուցքաբանության 

ոլորտում հոգեբանական օգնությունը:  

o Ի՞նչ փոփոխություններ կարող են կատարվել կամ ի՞նչ միջոցներ տրամադրվել՝ այս 

ոլորտում հոգեբանական օգնությունը բարելավելու համար: 

9․ Ելնելով ձեր փորձից՝ ի՞նչ խորհուրդ կտայիք մանկական ուռուցքաբաններին, որպեսզի 

ավելի արդյունավետ շփվեն քաղցկեղով հիվանդ երեխաների և նրանց ընտանիքների հետ: 

10․ Կա՞ որևէ այլ բան, որը կցանկանայիք ասել՝ ելնելով Ձեր փորձառությունից։ 

 

Շնորհակա՛լ եմ մասնակցության համար։ 
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Appendix 5. 

Consent Form for Participants (English version) 

 

 American University of Armenia 

Institutional Review Board #1 

Consent Form for Participants 

Study title: Exploring Communication Challenges Among Pediatric Oncologists in Yerevan, 

Armenia 

 

Hello, my name is Anna. I am a pharmacist and a graduate student in the Master of Public Health 

program at the American University of Armenia. As part of my thesis project, I am conducting a 

study to explore communication challenges faced by pediatric oncologists and families of children 

with cancer in Armenia. The study is being conducted under the guidance of my faculty members. 

You are invited to participate in the study because you are a pediatric oncologist or a 

psychologist working with children or families of children with cancer in Yerevan, Armenia. 

Your contact information has been obtained from the hospital where you work. Your 

participation in this study is entirely voluntary. If you choose to participate, we will conduct a 

face-to-face interview that will take approximately 40 minutes. The interview will take place at a 

time and location that is convenient for you. 

You may skip any question during the interview if you feel uncomfortable or choose to stop the 

interview at any point. 

Your participation in this study is important because it will help us understand the challenges and 

communication needs of pediatric oncologists and families of children with cancer in Armenia. 

The findings may contribute to improving communication practices and support strategies in 

pediatric oncology care. 

The information you provide during the interview will be kept confidential and will be used 

solely for the purposes of this research. Your personal information will not be included in the 

final report. 

If you agree, I will record the interview to ensure that I capture all the important details of our 

conversation. However, if at any time you feel uncomfortable with the recording, you have the 

right to ask me to stop recording, and I will respect your wishes. 
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If you have any questions or concerns about the study, you can contact me directly or reach out 

to my faculty advisor, Dr. Anahit Demirchyan at (060) 612562. If you feel you have been treated 

unfairly or have any concerns about the study, you can contact the Human Subject Protection 

Administrator of the Institutional Review Board of the American University of Armenia – Ms. 

Varduhi Hayrumyan at (374-60) 612561. 

Do you agree to participate in the interview? If yes, do you agree to be audio-recorded during the 

interview? If you prefer not to be recorded, I will take notes instead, with your permission.  

Thank you. 

Can we start? 
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Appendix 6. 

Consent Form for Participants (Armenian version) 

 

Հայաստանի ամերիկյան համալսարան 

Գիտհետազոտական էթիկայի թիվ մեկ հանձնաժողով 

Իրազեկ համաձայնության ձև  

Հետազոտության անվանումը` Մանկական ուռուցքաբանների շրջանում 

հաղորդակցության խնդիրների ուսումնասիրություն Երևանում, Հայաստան 

 

 

Ողջույն, իմ անունը Աննա է: Ես դեղագետ եմ և Հայաստանի ամերիկյան 

համալսարանի Հանրային առողջապահության մագիստրոսական ծրագրի ավարտական 

կուրսի ուսանող: Իմ դիպլոմային աշխատանքի շրջանակներում իրականացնում եմ 

հետազոտություն, որի նպատակն է ուսումնասիրել մանկական ուռուցքաբանների և 

քաղցկեղով հիվանդ երեխաների ընտանիքների միջև հաղորդակության խնդիրները 

Հայաստանում: Հետազոտությունն իրականացվում է իմ դասախոսների 

ղեկավարությամբ: Ձեզ հրավիրում ենք մասնակցելու հետազոտությանը, քանի որ Դուք 

մանկական ուռուցքաբան կամ հոգեբան եք, ով աշխատում է քաղցկեղով հիվանդ 

երեխաների և նրանց ընտանիքների հետ Երևանում։ Ձեր կոնտակտային տվյալները 

վերցվել են այն հիվանդանոցից, որտեղ Դուք աշխատում եք: Ձեր մասնակցությունն այս 

հետազոտությանը լիովին կամավոր է: Եթե որոշեք մասնակցել, մենք կանցկացնենք 

հարցազրույց, որը կտևի մոտ 40 րոպե: Հարցազրույցը տեղի կունենա Ձեզ հարմար ժամի 

և հարմար վայրում:  

Հարցազրույցի ընթացքում կարող եք բաց թողնել ցանկացած հարց, որին չեք 

ցանկանում պատասխանել, և ցանկացած պահի կարող եք դադարեցնել հարցազրույցը: 

Ձեր մասնակցությունն այս հետազոտությանը կարևոր է, քանի որ այն կօգնի մեզ 

հասկանալ Հայաստանում մանկական ուռուցքաբանների և քաղցկեղով հիվանդ 

երեխաների ընտանիքների միջև հաղորդակցության խնդիրներն ու առկա կարիքները: Այս 

հետազոտության արդյունքները կարող են նպաստել մանկական ուռուցքաբանության 

ոլորտում բժիշկ-հիվանդ/հիվանդի ընտանիք արդյունավետ հաղորդակցությանը 

նպաստող գործելակերպերի և աջակցության մեխանիզմների ներդրմանը:  
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Հարցազրույցի ընթացքում Ձեր տրամադրած տեղեկությունները գաղտնի 

կպահվեն և կօգտագործվեն բացառապես սույն հետազոտության համար: Ձեր 

անձնական տվյալները չեն ներառվի վերջնական զեկույցում: Եթե համաձայն եք, ես 

կձայնագրեմ հարցազրույցը, որպեսզի գրանցեմ մեր զրույցի բոլոր կարևոր 

մանրամասները: Այնուամենայնիվ, եթե անհարմար զգաք ձայնագրության պատճառով, 

ցանկացած պահի կարող եք առաջարկել դադարեցնել այն, և ես կհարգեմ Ձեր 

ցանկությունը:  

Եթե ունեք հարցեր կամ մտահոգություններ այս հետազոտության վերաբերյալ, կարող եք 

անմիջապես կապվել ինձ հետ կամ իմ դասախոս-ղեկավարի՝ Անահիտ Դեմիրճյանի հետ 

(060) 612562 հեռախոսահամարով: Եթե կարծում եք, որ Ձեզ հետ անարդար են վարվել 

կամ որևէ կասկած ունեք հետազոտության վերաբերյալ, կարող եք կապ հաստատել 

Հայաստանի ամերիկյան համալսարանի գիտահետազոտական էթիկայի հանձնաժողովի 

համակարգող Վարդուհի Հայրումյանի հետ՝ (374-60) 612561 հեռախոսահամարով:  

Համաձա՞յն եք մասնակցել հարցազրույցին: Եթե այո, ապա համաձա՞յն եք, որ 

հարցազրույցը ձայնագրվի: Եթե նախընտրում եք, որ հարցազրույցն անցկացվի առանց 

ձայնագրության, ես՝ ձեր թույլտվությամբ, գրառումներ կանեմ: 

Շնորհակալություն: 

Կարո՞ղ ենք սկսել։ 

 

 

 

 


