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Abstract

Background: A considerable number of terminally-ill adult children are outlived by at least one parent and receive
palliative care prior to their death. At the same time, adult children continue to be confronted with their parents’
terminal illnesses and end-of-life situations. The current study explores the specifics of dyadic interaction at the end
of life between a) adult children suffering from a life-threatening disease and their parents, and b) terminally ill parents
and their adult children.

Methods: This prospective observational study aims at filling the existing gap on adult child-parent interaction specifics
at the end of life using an exploratory mixed-methods framework. The mixed-methods framework combines a qualitative
face-to face interview and quantitative self-report questionnaires to study the topic at hand. The qualitative interview will
focus on experiences, expectations, and wishes with regard to dyadic communication, information about illness and
prognosis, expressed and perceived burden and support as well as caregiving role at the end of life. The questionnaires
will cover socio-demographics, loneliness, attachment style, social support, and emotional closeness.

Discussion: The research group is currently adjusting a semi-structured interview guide and questionnaire instructions
based on the results of a multiprofessional scientific advisory board meeting (Jan. 2018). In a next step, and prior to
qualitative and quantitative data collection, the questionnaires will be piloted on patients and their family members
in a palliative care setting. The main expected results are i) a description of the specifics of the interaction within and
between both dyads, ii) the development of hypotheses and a theoretical framework on the specifics, similarities,
and differences for both study groups, and iii) clinical conclusions on specific psychosocial care needs of both groups.

Trial registration: The study was registered prospectively in the Health Services Research Germany register
(Versorgungsforschung Deutschland – Datenbank) (Registration N° VfD_Dy@EoL_17_003897; date of registration:
November 22, 2017) and in the German Clinical Trials Register (Deutsches Register Klinischer Studien) (Registration N°
DRKS00013206; date of registration: October 27, 2017). The study is visible in the International Clinical Trials Registry
Platform Search Portal of the World Health Organization under the German Clinical Trials Register number.
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Background
With an aging society, the number of parents who are
confronted with the death of their adult child is rising. In
Germany, approximately 16,000 adults die every year
before the age of 45 [1]. A considerable percentage of
them is being survived by at least one parent and receives
palliative care (PC) prior to their death. At the same time,
adult children continue to be confronted with their par-
ents’ terminal illnesses and end-of-life (E-o-L) situations.
According to the World Health Organization definition,
PC seeks to improve the quality of life of both patients
and their families facing life-threatening illness [2]. In line
with this principle, the current study will apply a dyadic
framework to examine interaction specifics at the end of
life (EoL) between a) adult children suffering from a life-
threatening disease and their parents and b) terminally ill
parents and their adult children.

Investigating interaction in dyads of parents and adult
children
The current study focuses on the subpopulation parents-
adult children since this dyad may face specific challenges
with regard to communication, information about illness,
expressed and perceived burden and support as well as
caregiving role during PC hospitalization. So far, there is a
paucity of data on interactions between parents and adult
children at the EoL even though personalized health care
is becoming increasingly popular. Likewise, no evidence-
based psychosocial interventions exist for this dyad. Retro-
spective case studies examining psychosocial and physical
health outcomes and levels of disordered grief found par-
ents to experience mental and physical health impairment
following their child’s life-threatening diagnosis and subse-
quent death [3]. Examining the specifics of the interaction
between adult children suffering from a life-threatening
disease and their parents in comparison to the interaction
of terminally ill parents and their children may provide
better understanding of the distinct psychosocial needs of
both dyads and may decrease the likelihood of developing
negative health outcomes while increasing quality of life.
Being the relative of a terminally ill family member (FM)

can become emotionally, physically, and socially stressful
[4–10]. Amongst other aspects, caregivers of PC patients
are challenged by fear of loss, mental health problems,
and trouble sleeping [5, 6, 8, 10]. Studies assessing
patients’ quality of life and burden on family caregivers
generally reported interdependencies between the two.
One study [11] found a relationship between burden per-
ceived by family caregivers and patients’ feelings of anxiety
and depression. Another study [10] showed increases in
caregivers’ depression and perceived burden as a function
of patients’ declining functional status. Additional
challenges in interaction at the EoL may be faced by adult
children who have been diagnosed with a life-limiting

disease and by their surviving parents. Parents of termin-
ally ill adult children experience not only a multiplicity of
intense emotional feelings including uncertainty, helpless-
ness, and injustice over the reversed natural order of death
[12–16], but they also report being excluded from their
child’s decision-making process [16]. This may result in
uncertainty and loss of control with regard to the course
of the disease, treatment effects, and time left with their
sick child. Another burdensome factor is the lack of open
communication about illness and fears between sick chil-
dren and parents [14, 16]. The child’s life-limiting disease
may further trigger the parental wish to provide care for
their adult child and to be present at the time of death.
This desire may be in conflict with their adult child’s sense
of autonomy and the desire of their child’s romantic part-
ner to serve as a main caretaker [12, 17]. Hence, parents
describe a transformation of the parent role from an active
and directive caregiving role to a more passive one [3].
Likewise, interactions between terminally ill parents and
their children can be challenging. Research findings
suggest parents’ struggle to tell their children about the
serious medical condition in order to avoid distress and
burden in their loved ones. Not telling, in turn, can cause
emotional disturbances in their children [18]. So far, most
investigators have examined burden and challenges in
FMs and patients separately, but no study has focused on
the interaction between patient and FMs, and, in particu-
lar, the relationship between parents and adult children.
Examining the specifics of interaction between adult
children suffering from a life-threatening disease at the
EoL and their parents in comparison to the interaction of
terminally ill parents and their children may provide a
better understanding of the distinct psychosocial needs of
both dyads.

Study aims
The current research project seeks to explore the specifics
of the interaction between a) adult children suffering from
a life-threatening disease and their parents at the EoL in
comparison to the interaction of b) terminally ill parents
and their adult children. Both within-dyad as well as
between-dyad interaction will be investigated. Detailed hy-
potheses regarding within-dyad differences are as follows:
1) Differences in the specifics of interaction in terms of
communication, information about illness, expressed and
perceived burden and support as well as caregiving role
can be found between terminally ill children and their
healthy parents. 2) Differences in the specifics of inter-
action can also be found between terminally ill parents
and their healthy children. Pertaining to between-dyad
differences, the authors want to explore the following
hypothesis: 3) Differences with regard to the specifics of
the interaction can be found between the two dyads
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(terminally ill children – healthy parents vs. terminally ill
parents – healthy children).
Innovative aspects of this research project are, first, the

topic under investigation which has not been systematic-
ally investigated to date. To the authors’ knowledge, no
study exists which has explored the specifics of interaction
in and between dyads of a) terminally ill children and their
healthy parents, and b) terminally ill parents and their
healthy children. Second, no evidence-based psychosocial
intervention programs have been developed for both
terminally ill adult children and their parents, as well as
for terminally ill parents and their adult children. Third,
the parallel use of quantitative and qualitative methods
allows broadening the spectrum of information through
the use of a multi-level and multi-perspective approach.

Aims of study protocol
Research on interaction patterns of parents and their
terminally ill adult children and adult children and their
terminally ill parents raises a number of complex issues.
These include field access, the challenge of recruiting
parent-child dyads instead of independent individuals for
study participation, the use of mixed methods, and the
measurement of outcomes. The study protocol at hand is
designed to shed light on these issues. Furthermore, the
study protocol addresses ethical considerations, the sub-
ject of data security, and dissemination of study results.

Methods and design
This study is a prospective observational study and aims
at filling the gap on adult child-parent interaction specifics
using an exploratory mixed-methods framework. The
mixed-methods framework combines a qualitative semi-
structured in-depth face-to-face interview and quantitative
self-report questionnaires. Qualitative and quantitative
data will be collected simultaneously in both dyads. Gysels
et al. [19] have shown that qualitative interviews are suit-
able for PC patients and caregivers as they had therapeutic
and empowering effects on participants.
The qualitative interview will focus on experiences,

expectations, and wishes with regard to dyadic communi-
cation, information about illness and prognosis, expressed
and perceived burden and support as well as caregiving
role at the EoL. The questionnaires will cover socio-
demographics, loneliness, attachment style, social support,
and emotional closeness. Participants will provide infor-
mation about their age, gender, citizenship, education,
employment, relationship status, living arrangements,
children, and primary caretaker responsibilities. Partici-
pants’ feelings of loneliness and social isolation are mea-
sured by the revised University of California, Los Angeles
(UCLA) Loneliness Scale [20, 21]. The scale consists of 20
items for which participants rate how often they feel
lonely or socially isolated on a Likert-type scale from 1

(never) to 4 (often). The Experiences in Close Relation-
ships Scale (ECR) [22, 23] is a 36-item self-report measure
that assesses individual differences with respect to
attachment-related anxiety and attachment-related avoid-
ance. Items are rated on a 7-point Likert scale from 1
(strongly disagree) to 7 (strongly agree). The 52-item
Berlin Social Support Scales (BSSS) [24] measure six
dimensions of cognitive and behavioral aspects of social
support on a four-point Likert scale ranging from 1
(strongly disagree) to 4 (strongly agree). The Graphic
closeness scale (GCS) [25] assesses individuals’ closeness
on a one-dimensional line with oneself as anchor point.
The scale ranges from 100 (very close) to 0 (not close =
very distant).
A multiprofessional scientific advisory board (i.e. 9 ex-

perts from the fields of medicine, psychology, sociology,
psychotherapy, medical ethics, hospice and PC work as well
as bereavement, grief, and PC research) met in person on
January 15, 2018 to provide valuable input for the research
group on the development of the semi-structured interview
guide, the selection of validated psychological question-
naires, and the refinement of recruitment strategy and co-
operation practices. Furthermore, the board members
made suggestions with regard to the socio-demographic
questionnaire as well as questionnaire instructions in terms
of clarity and methodological barriers.

Study population and data collection
Study participants will be recruited via a German university
medical center and further hospice and palliative care
service providers. So far, three partners have agreed to aid
in recruitment process. Further recruitment partners will
be integrated during the course of the study if indicated.
The ethics approval covers the integration of additional
recruitment partners. Potential study eligibility will be
assessed by the project managing study coordinator follow-
ing the admission of a patient to the medical center’s PC
unit, which holds seven beds, or to other cooperating wards
or services offering E-o-L- care. Potential participants who
meet the inclusion criteria (see section “Inclusion, exclu-
sion, and termination criteria”) will be approached by a
researcher. The researcher will invite both patient and FM/
s to participate in a face-to-face interview and to fill in a set
of questionnaires at the PC unit.
Due to the partly qualitative nature of this study, no

precise sample size estimates or power calculations can be
made at this point. Data collection will end once data
saturation is obtained. Data saturation is achieved for the
interviews when no more new or valuable information
can be attained, further coding is no longer feasible, and
once the study can be replicated [26, 27]. Existing explora-
tory qualitative studies in the area of grief and bereave-
ment and palliative [12, 28–30] as well as qualitative
research methods guidelines suggest that approximately
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12 interviews are necessary to identify 90% of analysis
codes [26]. The general patients’ and families’ willingness
to participate in research is surprisingly high in palliative
and E-o-L care [31]. Hence, inclusion of 12 to 20 termin-
ally ill children and their parent/s as well as 12 to 20
terminally ill parents and their child/ren (a total of 24 to
40 patients and 24 to 40 FMs) for the qualitative interview
and questionnaire battery is feasible. Hospice and PC co-
operation partners will support study recruitment. So far,
one hospital and one nursing service agreed for study co-
operation. All study participants will be interviewed separ-
ately. If terminally ill children are survived by both
parents and if terminally ill parents are survived by more
than one adult child, all eligible FMs will be invited to
participate in the face-to-face interview and to complete
questionnaires during PC hospitalization or when receiv-
ing palliative or hospice care.
The collection of quantitative questionnaire data will be

continued in both dyads even if saturation of qualitative
interview data is reached. The assessment of a higher
number of both described dyads enables better specifica-
tion of the number of affected patients and FMs as well as
testing of hypotheses and interrelations developed from
qualitative data.

Inclusion, exclusion, and termination criteria
Inclusion criteria for dyad terminally ill children and
healthy parents comprise terminally ill patients 18 years of
age or older who are seeking palliative or hospice care and
who are in contact with at least one living parent, and for
dyad terminally ill parents and healthy children, inclusion
criteria comprise terminally ill parents who are seeking
palliative or hospice care and who are in contact with at
least one child age 18 years or older. Dyads of parents and
children related through adoption or fosterage will be
included. Having received comprehensive oral and written
information about the nature, the content and aim of the
study, and about study participation, both patient and
FM/s provide written informed consent in order to be
eligible to participate as a dyad in this project. Individuals
of both sexes and all ethnic backgrounds independent of
their main diagnosis may participate in the study when
fulfilling eligibility criteria.
Patients and FMs will be excluded from study if they

are cognitively impaired (e.g., patients with dementia), or
if they are not sufficiently proficient in German.
Termination criteria include significant emotional dis-

tress during the interview and insufficient cognitive abil-
ities to answer interview questions and/or questionnaires
(a Mini-Mental-State Examination [32, 33] score < 24).
Inclusion, exclusion, and termination criteria apply to pa-

tients of both dyads and the respective dyadic partner (i.e.,
adult child/parent). In the case of the patient’s death prior
to study participation, no interviews will be conducted with

the relative. Already collected interview data will be
discarded respectively. If FMs have not been interviewed at
the time of the patient’s death but data exist for the
deceased, FMs will be invited to participate after their loved
one’s death. If they withdraw their study participation, the
deceased’s data will be discarded.

Data analysis
Starting point for dyadic data analysis is what might be
termed the concept of “nonindependence” as outlined by
Kenny et al. [34]: “Two members of a dyad are not
simply two independent individuals. Rather, they share
something in common that we refer to as nonindepen-
dence.” The mixed-methods design enables developing a
comprehensive picture of the dyads: Questionnaire data
will be used to describe participants and to distinguish
potential sub-types within both dyads. For instance, one
may explore whether dyads with high versus low scores
in loneliness describe different communication barriers.
This demarcation of dyad types will help draw conclu-
sions regarding risks and challenges in E-o-L care for
specific groups.
Interviews will be transcribed verbatim by research

assistants, coded by two independent researchers, and con-
sented by a third researcher. All interviews will be analyzed
qualitatively in MaxQDA [35] using methodological princi-
ples of Grounded Theory [36, 37]. This method is suitable
to investigate social phenomena which are rather unknown
so far. Grounded Theory allows a systematic understanding
of peoples’ experiences and attitudes and is feasible even in
vulnerable populations [38]. The bottom-up analysis tech-
nique allows to systematically code single text phrases (so-
called “codes”) and to continuously summarize similar
codes into more superior concepts. Finally, overall
categories arise inductively. The current study will develop
a code system for each unit of analysis which allows both
intragroup comparisons within the dyads terminally ill chil-
dren and healthy parents and terminally ill parents and
healthy children and intergroup comparisons between the
two dyads (see Fig. 1). From this structure, hypotheses can
be built with regard to the addressed social phenomena. In
a following step, a theoretical framework can be developed.
This framework discloses main principles and connections
between several aspects and assists in finding starting
points for practical conclusions and ideas for interventions.
Coding of interviews will take place in an iterative process
in which interviews will be coded once conducted. The
interview guide will be modified accordingly in the course
of data collection if necessary.
The results of the “Grounded Theory” which are raised

inductively from interview data will be augmented by
results from standard questionnaires on loneliness, attach-
ment, social support, and emotional closeness to enable a
more detailed description of the study population. These
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well-established questionnaires will be applied to broaden
the spectrum of information and to supplement the quali-
tative data, thus focusing on both depth and breadth of
information [39], which is particularly beneficial for a
small sample size. Quantitative data will be entered for
statistical evaluation into the program IBM SPSS Statistics
24 (SPSS Inc., Chicago, IL, USA) for Windows and will
then be analyzed according to the existing manuals. Prior
to the main analysis, data cleaning and primary analysis
will take place. Accuracy of data entries will be ensured
through a series of steps [40], including evaluation of item
range, checking for outliers, and calculation of univariate
and bivariate statistics. Scale reliability will be assessed for
all relevant variables. Descriptive statistics will be calcu-
lated to test assumptions of normality in the relevant
outcome variables. Potential outliers will be examined. T-
tests and chi-square tests will determine any group differ-
ences on demographic and outcome variables.
Finally, clinical conclusions on specific psychosocial care

and support needs will be drawn. The members of the
multiprofessional scientific advisory board will assist in
data interpretation and development of recommendations
for psychosocial support interventions in two face-to-face
meetings. Recommendations regarding specific need-
based psychosocial interventions will be drafted and con-
sented (online) by board members. Volunteers (i.e. former
caregivers and FMs whose relative/s received hospice and/
or PC treatment) will serve as patient representatives and
be included in a workshop. In addition, results will be
presented in a patient and FM group for validation.
Figure 2 provides an overview of the study design. The

figure illustrates the applied method of the development of
research hypotheses and a theoretical framework on the
specifics, similarities, and differences of both groups using

Grounded Theory with its final aim of generating recom-
mendations about specific psychosocial care needs.

Expected results
The main expected results are i) a description of the
specifics of the interaction within and between both dyads,
ii) the development of hypotheses and a theoretical frame-
work on the specifics, similarities, and differences for both
study groups, and iii) clinical conclusions on specific psy-
chosocial care needs of both groups. This knowledge will
help infer the specific professional and semi-professional
support needs of both patient-FM groups. The expected
results will therefore improve PC practice.

Discussion
The research group is currently incorporating the results
of the multiprofessional scientific advisory board meet-
ing (January 15, 2018). Semi-structured interview guide,
sociodemographic questionnaire, questionnaire layout
and instructions are being adjusted according to the
board members’ suggestions. As a next step, and prior to
qualitative and quantitative data collection, the interview
questionnaires will be piloted at the palliative care unit
of a German university medical center.

Ethical considerations
Within this study, no interventions take place which may
cause side effects. Prior to study participation, the study co-
ordinator will explain the nature and purpose of the study,
address methods of maintaining confidentiality, clarify the
need to audio record the interview, and present and review
the informed consent. Furthermore, participants will be
asked if they understand the procedures to their full satis-
faction and be encouraged to ask any questions they may

Fig. 1 Development of code structure
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have about the procedure. Remaining questions will be
answered. The interview will take place once the participant
has signed the consent form. Under no circumstances will
coercion be applied to obtain informed consent. If partici-
pants wish to terminate the study at any time before com-
pletion or to withdraw from the study, they will be allowed
to do so without naming any reasons.
If a participant experiences significantly high levels of

discomfort or distress during the interview, the interview
will be stopped and, if consented, continued later. All
interviewers will receive interview training before study
application to ensure empathetic and mild communica-
tion with vulnerable interviewees. Interviewers will be
trained to observe specific signs of distress and burden
and to provide crisis intervention. In addition, the multi-
disciplinary staff at the medical center will provide grief
and support resources.
This is a low risk study. Due to the narrative nature of

this study, participants may experience discomfort such as
angry or sad feelings when talking about their or their
loved one’s life-limiting illness/impending death. However,
studies with comparable designs report low burden of
participants [41, 42]. Additional resources will be provided
to any individuals to counter discomfort or to participants
who request them, and referral to counseling services will
be suggested where indicated. The study coordinator and
key researcher is experienced in working with and
interviewing individuals in the E-o-L setting. She will be
present or accessible during all interviews.
The research group can hardly predict whether partici-

pants will receive any benefits from study participation;
however, scientific evidence suggests that individuals may

benefit from study participation in the area of PC, grief,
and bereavement [42–44]. Bereaved individuals describe
study participation and talking about their loss as a helpful
and positive experience even though studies may stir up
negative emotions and can evoke painful memories. In
addition, participants will contribute to an understanding
of the needs of terminally ill individuals as well as of the
factors that hamper and facilitate psychosocial adjustment.
This knowledge, in turn, will help to improve future
education and interventions. Study results will be shared
with participants in the form of a letter once the results
have been published in a peer reviewed journal.
The first interviews will be conducted by two interviewers

in order to ensure consistency, whereas the following inter-
views will be performed by one interviewer only. Moreover,
the interviewers will receive regular supervision.

Data security
Confidentiality will be maintained through an identifica-
tion number on all audio recordings and questionnaires.
A document linking the participant’s name with their
identification will be kept separately from the partici-
pant’s questionnaires. There will be no link between the
participant’s identifying information and their identifica-
tion number. Consent forms will be stored separately
from data and kept in a locked filing cabinet. Digital files
will be stored on password protected desktop computers
and will be encrypted. Access to participant files will be
limited to the study coordinator and her research team.
When the results of the research are published or dis-
cussed at conferences, no information revealing partici-
pants’ identities will be included.

Fig. 2 Study design
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Dissemination and implementation
Once data analysis is completed and written up, manu-
scripts will be published in peer-reviewed open-access
journals. So far, no results of the study have been pub-
lished. Moreover, results will be presented at national and
international conferences (e.g. congresses of the European
Association for Palliative Care and the German Associ-
ation for Palliative Care) and disseminated via the section
psychosocial care of the German Association for Palliative
Care. Data files devoid of any personally identifiable infor-
mation will be retained after study conclusion. In accord-
ance with the American Psychological Association Ethical
Principles of Psychologists and Code of Conduct, section
8.14 Sharing Research Data for Verification [45], the study
coordinator will not withhold any pseudonymous data
from other professionals who seek to verify the conclu-
sions made by the author/s. If other professionals seek to
answer new research questions using the data set, they
need to gain permission from the research group and
author/s.
The study project executing Institute for General

Practice is well connected to the Medical Association of
Lower Saxony (Ärztekammer Niedersachsen), the German
Association for Palliative Care with their representation of
Lower Saxony, the representation of Lower Saxony of the
German Association of General Practitioners (Deutscher
Hausärzteverband, Landesverband Niedersachsen e.V.),
the Landesstützpunkt Hospizarbeit und Palliativversor-
gung Niedersachsen e.V., and the Palliativstützpunkt
Hannover. These associations and support centers will be
involved in public dissemination, transfer, and implemen-
tation of project results.
Educational workshops to communicate key results will

be conducted for inpatient and community PC services. A
report summarizing the main results will be provided on
the website of the Institute for General Practice and be
presented in relevant working groups as well as to practi-
tioners. The project group aims at implementing and evalu-
ating clinical recommendations for patient care in future
projects. Results will further be presented at the annual
scientific working days (Wissenschaftliche Arbeitstage)
hosted by the German Association for Palliative Care. The
working days are open to professionals as well as local
organizations and the general public. So far, the study
project and news from the first Scientific Advisory Board
meeting have been publicized on the website of the execut-
ing Institute for General Practice [46, 47].

Conclusion
This paper explains the purpose and function of the
mixed-methods study as well as how to carry it out (i.e.
the plan for conducting the mixed-methods study). More-
over, the present study protocol describes the method
used to develop the semi-structured interview guide and

explicates how questionnaires and the questionnaire
instructions were tested in terms of clarity and methodo-
logical barriers. The authors aim at increasing transpar-
ency – particularly in the international context – by
publishing the study protocol, thus making more informa-
tion available than is currently being publicized in the two
trial registries in which the project is indexed. The study
protocol can be used by other researchers to prevent
unnecessary duplication of the study project. Publication
of the study protocol and later comparison with study
results also give others the opportunity to see and under-
stand deviations from the original study protocol that may
occur during data collection and enables the scientific
community to improve prospective study designs.

Abbreviations
EoL/E-o-L: End of life/end-of-life; FM: Family member; PC: Palliative care

Acknowledgements
The authors gratefully acknowledge the work the 9 members of the
multiprofessional Scientific Advisory Board have put into developing
the interview guide and reviewing the questionnaires and questionnaire
instructions.

Availability of data and materials
Data sharing is not applicable to this article as no datasets were generated
or analyzed so far during the current study.

Authors’ contributions
SSt and EMS had the initial idea for the project, developed the original study
plan, and wrote the grant application. SSt and FAH obtained funding. FAH
and SSt designed with the aid of a Scientific Advisory Board the semi-structured
interview guide and the questionnaire instructions. FAH developed the
manuscript on the basis of the original grant application. SSt, EMS, and NSch
revised the draft manuscript critically. All authors read and approved the final
manuscript.

Ethics approval and consent to participate
The study was approved on October 4, 2017, by the Ethics Committee of
Hannover Medical School under the number 7610 and the appointed data
protection officer of Hannover Medical School. Research staff will provide
eligible participants with an information sheet. Informed consent will be
sought from patients and family caregivers prior to data collection. Before
conducting the interview and distributing the questionnaires, the researcher
will explain the nature, purpose, and duration of the study to the
participants.

Competing interests
The authors declare that they have no competing interests.
The study “Dy@EoL – Interaction at the end of life in dyads of parents and
adult children” is funded by the German Federal Ministry of Education and
Research (BMBF) (Grant N° 01GY1711). The funding source was not involved
in the study design, in writing the paper, and in the decision to submit the
paper for publication. The funding body will not be involved in data collection,
analysis, and interpretation.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Institute for General Practice, Hannover Medical School, Carl-Neuberg-Straße
1, 30625 Hanover, Germany. 2Department of Psychology, The University of
Arizona, 1503 E University Blvd, Tucson, AZ 85721, USA.

Stiel et al. BMC Palliative Care  (2018) 17:68 Page 7 of 8



Received: 13 April 2018 Accepted: 20 April 2018

References
1. Statistisches Bundesamt (Destatis). Bevölkerung und Erwerbstätigkeit.

Natürliche Bevölkerungsbewegung 2014. (Fachserie 1 Reihe 1.1). Wiesbaden:
Statistisches Bundesamt; 2017.

2. World Health Organisation. WHO Definition of Palliative Care. 2018. http://
www.who.int/cancer/palliative/definition/en/. Accessed 5 Feb 2018.

3. Van Humbeeck L, Piers RD, Van Camp S, Dillen L, Verhaeghe ST, Van Den
Noortgate NJ. Aged parents’ experiences during a critical illness trajectory
and after the death of an adult child: a review of the literature. Palliat Med.
2013;27(7):583–95.

4. Andershed B. Relatives in end-of-life care – part 1: a systematic review of
the literature of the five last years, January 1999–February 2004. J Clin Nurs.
2006;15(9):1158–69.

5. De Korte-Verhoef MC, Pasman HRW, Schweitzer BMP, Francke AL,
Onwuteaka-Philipsen BD, Deliens L. Burden for family carers at the end of
life; a mixed-method study of the perspectives of family carers and GPs.
BMC Palliat Care. 2014;13(1):16.

6. Götze H, Brähler E, Gansera L, Polze N, Köhler N. Psychological distress and
quality of life of palliative cancer patients and their caring relatives during
home care. Support Care Cancer. 2014;22(10):2775–82.

7. Kehl KA, Kirchhoff KT, Kramer BJ, Hovland-Scafe C. Challenges facing
families at the end of life in three settings. J Soc Work End Life Palliat
Care. 2009;5(3 &AMP):144–68.

8. Kulkarni P, Kulkarni P, Ghooi R, Bhatwadekar M, Thatte N, Anavkar V. Stress
among care givers: the impact of nursing a relative with Cancer. Indian J
Palliat Care. 2014;20(1):31–9.

9. Oechsle K, Goerth K, Bokemeyer C, Mehnert A. Anxiety and depression in
caregivers of terminally ill cancer patients: impact on their perspective of
the patients’ symptom burden. J Palliat Med. 2013;16(9):1095–101.

10. Grunfeld E, Coyle D, Whelan T, Clinch J, Reyno L, Earle CC, et al. Family
caregiver burden: results of a longitudinal study of breast cancer patients
and their principal caregivers. CMAJ. 2004;170(12):1795–801.

11. Krug K, Miksch A, Peters-Klimm F, Engeser P, Szecsenyi J. Correlation between
patient quality of life in palliative care and burden of their family caregivers: a
prospective observational cohort study. BMC Palliat Care. 2016;15:4.

12. Dean M, McClement S, Bond JB, Daeninck PJ Jr, Nelson F. Parental experiences
of adult child death from cancer. J Palliat Med. 2005;8(4):751–65.

13. Edvardsson T, Ahlström G. Being the next of kin of a person with a low-
grade glioma. Psychooncology. 2008;17(6):584–91.

14. Lindholm L, Rehnsfeldt A, Arman M, Hamrin E. Significant others’ experience
of suffering when living with women with breast cancer. Scand J Caring Sci.
2002;16(3):248–55.

15. Persson C, Sundin K. Being in the situation of a significant other to a person
with inoperable lung cancer. Cancer Nurs. 2008;31(5):380–8.

16. Raveis VH, Pretter S, Carrero M. “It should have been happening to me”: the
psychosocial issues older caregiving mothers experience. J Fam Soc Work.
2010;13(2):131–48.

17. Gilbar O. Parent caregiver adjustment to cancer of an adult child. J
Psychosom Res. 2002;52(5):295–302.

18. Rolland JS. Parental illness and disability: a family systems framework. J Fam
Ther. 1999;21(3):242–66.

19. Gysels M, Shipman C, Higginson IJ. Is the qualitative research interview an
acceptable medium for research with palliative care patients and carers?
BMC Med Ethics. 2008;9:7.

20. Russell D, Peplau LA, Cutrona CE. The revised UCLA loneliness scale:
concurrent and discriminant validity evidence. J Pers Soc Psychol.
1980;39(3):472–80.

21. Schwab R. Einsamkeit: Grundlagen für die klinisch-psychologische
Diagnostik und Intervention. 1st ed. Bern: Huber; 1997.

22. Neumann E, Rohmann E, Bierhoff H-W. Entwicklung und Validierung von
Skalen zur Erfassung von Vermeidung und Angst in Partnerschaften. Der
Bochumer Bindungsfragebogen (BoBi). Diagnostica. 2007;53(1):33–47.

23. Brennan K, Clark C, Shaver P. Self-report measurement of adult attachment.
An integrative overview. In: Simpson J, Rholes W, editors. Attachment
theory and close relationships. New York: Guilford; 1998. p. 46–76.

24. Schulz U, Schwarzer R. Soziale Unterstützung bei der Krankheitsbewältigung.
Die Berliner Social Support Skalen (BSSS) [Social support in coping with illness:
The Berlin Social Support Scales (BSSS)]. Diagnostica. 2003;49(2):73–82.

25. Neyer FJ, Wrzus C, Wagner J, Lang FR. Principles of relationship
differentiation. Euro Psychol. 2011;16(4):267–77.

26. Guest G, Bunce A, Johnson L. How many interviews are enough? An experiment
with data saturation and variability. Field Methods. 2006;18(1):59–82.

27. Fusch PI, Ness LR. Are we there yet? Data saturation in qualitative research.
Qual Rep. 2015;20(9):1408–16.

28. Cacace MF, Williamson E. Grieving the death of an adult child. J Gerontol
Nurs. 1996;22(2):16–22.

29. Simon ST, Ramsenthaler C, Bausewein C, Krischke N, Geiss G. Core
attitudes of professionals in palliative care: a qualitative study. Int J
Palliat Nurs. 2009;15(8):405–11.

30. Yoong J, Park ER, Greer JA, Jackson VA, Gallagher ER, Pirl WF, et al. Early
palliative care in advanced lung cancer: a qualitative study. JAMA Intern
Med. 2013;173(4):283–90.

31. Gysels M, Shipman C, Higginson IJ. “I will do it if it will help others:”
motivations among patients taking part in qualitative studies in palliative
care. J Pain Symptom Manag. 2008;35(4):347–55.

32. Folstein MF, Folstein SE, McHugh PR. “Mini-mental state”: a practical method
for grading the cognitive state of patients for the clinician. J Psychiatr Res.
1975;12(3):189–98.

33. Kessler J, Markowitsch HJ, Denzler P. Mini-Mental-Status-Test (MMST).
[Deutsche Adaption]. Beltz Test GmbH: Göttingen; 1990.

34. Kenny DA, Kashy DA, Cook WL. Dyadic Data Analysis. New York:
Guilford Press; 2006.

35. MaxQDA. Software für qualitative Datenanalyse. [MAXQDA: software for
qualitative data analysis]. Berlin: VERBI Software Consult Sozialforschung
GmbH; 1989–2018.

36. Stiel S, Pestinger M, Moser A, Widdershoven G, Lüke U, Meyer G, et al. The
use of grounded theory in palliative care: methodological challenges and
strategies. J Palliat Med. 2010;13(8):997–1003.

37. Strauss AL, Corbin JM. Grounded theory in practice. SAGE: Thousand Oaks; 1997.
38. Stiel S, Klein C. Grounded theory – Von den Daten zur Theorie. Zeitschrift

für Palliativmedizin. 2012;13(01):8–10.
39. Charles T, Yu F. Mixed methods sampling: a typology with examples. J Mix

Methods Res. 2007;1(1):77–100.
40. Tabachnick BG, Fidell LS. Using multivariate statistics. 6th ed. Harlow:

Pearson; 2014.
41. Heckel M, Bussmann S, Stiel S, Weber M, Ostgathe C. Validation of the German

version of the quality of dying and death questionnaire for informal caregivers
(QODD-D-Ang). J Pain Symptom Manag. 2015;50(3):402–13.

42. Hynson JL, Aroni R, Bauld C, Sawyer SM. Research with bereaved parents: a
question of how not why. Palliat Med. 2006;20(8):805–11.

43. Akard TF, Gilmer MJ, Miller K, Steele AC, Hancock K, Barrera M, et al. Factors
affecting recruitment and participation of bereaved parents and siblings in
grief research. Prog Palliat Care. 2014;22(2):75–9.

44. Starks H, Doorenbos A, Lindhorst T, Bourget E, Aisenberg E, Oman N, et al.
The family communication study: a randomized trial of prospective
pediatric palliative care consultation, study methodology and perceptions
of participation burden. Contemp Clin Trials. 2016;49:15–20.

45. American Psychological Association. Ethical principles of psychologists and code
of conduct. 2017. http://www.apa.org/ethics/code/. Accessed 05 Feb 2018.

46. Institut für Allgemeinmedizin, Medizinische Hochschule Hannover.
Expertenmeeting zur Interaktion von Eltern und ihren erwachsenen Kindern
am Lebensende. 2018. https://www.mh-hannover.de/36445.html. Accessed
5 Feb 2018.

47. Institut für Allgemeinmedizin, Medizinische Hochschule Hannover. Dy@EoL
– Interaktion am Lebensende in Dyaden von Eltern und erwachsenen Kindern.
2018. https://www.mh-hannover.de/dyateol.html. Accessed 5 Feb 2018.

Stiel et al. BMC Palliative Care  (2018) 17:68 Page 8 of 8

http://www.who.int/cancer/palliative/definition/en
http://www.who.int/cancer/palliative/definition/en
http://www.apa.org/ethics/code
https://www.mh-hannover.de/36445.html
https://www.mh-hannover.de/dyateol.html

	Abstract
	Background
	Methods
	Discussion
	Trial registration

	Background
	Investigating interaction in dyads of parents and adult children

	Study aims
	Aims of study protocol
	Methods and design
	Study population and data collection
	Inclusion, exclusion, and termination criteria
	Data analysis
	Expected results

	Discussion
	Ethical considerations
	Data security
	Dissemination and implementation

	Conclusion
	Abbreviations
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Competing interests
	Publisher’s Note
	Author details
	References

