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Abel, Julian; Campbell, Rona 
 

VERSION 1 - REVIEW 

REVIEWER Naik, Aanand 
The University of Texas Health Sciences Center at Houston 

REVIEW RETURNED 12-Oct-2012 

 

THE STUDY Need richer characterization of participant recruitment procedures 
(eligibility criteria) and also richer description of participant and 
companion characteristics (in results) e.g., social relation, age, 
gender as well as clinical--type of therapy being discussed, duration 
of illness or treatment, etc.  
Without this information, it is difficult to assess how generalizable 
the findings are outside of the current study.  
 
The specifics of the interaction analysis are described but the 
qualitative methodology is less clear. What specific analytical 
methodology was used (framework analysis, grounded theory, etc. 
and give rationale for why this method was chosen)? What are the 
assumptions or rules for thematic saturation? How were 
differences resolved? How did themes emerge from codes? etc. The 
validity of the results cannot be adequately assessed without more 
methodological detail given to the qualitative methods. 

RESULTS & CONCLUSIONS Overall I felt that the results were too superficial in nature given the 
methodology. Within the three apriori categories of family-time 
out, it would have been nice to provide categories of different 
types of interactions with specific quotes/examples to support each 
category. Currently the reader is given only 1-2 examples for each 
of the three broad categories. I would expect that all 31 companion 
consultations could be grouped using a rich taxonomy of family 
time-out beyond the 3 very broad, apriori categories. This would 
advance our understanding of the concept much more and open 
the door to a variety of future studies.  
 
The discussion section leaves out a number of related literatures. 
Ron Epstein and Richard Street have introduced the concept of 
shared mind Ann Fam Med. 2011 Sep-Oct;9(5):454-61. How 
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companions interact in the shared mind process is potentially very 
interesting and related to this paper. For that matter, any number 
of shared decision making frameworks could be used to frame the 
role of companions and family time-outs.  
Similarly, the large literature on communication and decision aides 
seems relevant as well.  
 
I would encourage the authors to try to place their results within 
one or more existing literature about communication and decision 
making rather than having it stand alone.  
 
Finally, the bottom-line message isn't clear. Other than introducing 
the term "family time-out", what is novel and provocative here? 
What new details have the authors uncovered that guides future 
work? I'm not suggesting this isn't present in the current results, its 
just not a clear message. 

GENERAL COMMENTS Thank you for the opportunitity to review this interesting work. The 
authors use a provocative research methodology to shed more light 
on an important but poorly characterized clinical phenomena: the 
family time-out. The study overall does seem to produce novel and 
interesting results however there are numerous aspects of the 
methods, results, and discussion that can be clarified, as described 
above.  
 
Additional minor points:  
 
1) I do like the medical ethics angle introduced on pages 14-15. I 
think the authors could delve more deeply here. How can the 
results of this study (esp. introduction of family decisions) 
moderate the contentions of the often described conflict of 
'autonomy versus beneficence.' What are the potential ethical 
bounds of family time-outs as they related to both patient 
autonomy and the goal of beneficence.  
 
2) I don't think the authors are critical enough about the lack of 
depth in the observed time outs. They describe communication that 
primarily involves inferences and non-verbal/emotive reactions 
between patients and family members. What does that mean? 
Potentially many things, but I fear it says something about the lack 
of deep discussion among family and between clinicians-patient-
family. For me, the results speak to a need for richer 
communication frameworks during clinical encounters....these are 
life and death decisions being decided by 'hmms', 'oohs', and 
'whatever you think's. 

 

REVIEWER Howard S Gordon, MD  
Staff Physician, Veterans Affairs Medical Center, Chicago  
Associate Professor, University of Illinois at Chicago,  
Chicago, Illinois, US 

REVIEW RETURNED 19-Oct-2012 
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GENERAL COMMENTS This interesting manuscript examines data from audio-recordings of 

doctor-patient visits when a companion accompanied the patient 

and participated in the medical interaction. Patients had advanced 

non-small cell lung, pancreatic, or colorectal cancer and the subject 

visits were focused to make decisions about palliative 

chemotherapy or other treatment. Analysis of transcripts was 

conducted with conversation analysis. Analysis considered three 

categories of communication involving the companion. 

1. Patient companion talk when physician was out of the 
room 

2. Patient companion talk when physician was in the room 
3. Patient / companion talking together with physician 

The manuscript discusses patterns 1 and 2 as poorly described 

previously and the results are limited to these patterns of 

communication. Other work has examined communication where 

there is more than just a dyad of patient and physician, but in this 

manuscript, these authors have focused somewhat uniquely on the 

conversation between patient and companion and the effect of 

that on the visit, whereas most other work focused on 

communication between patient or companion and the physician. 

The authors suggest that physicians might specifically recognize this 

“family time-out” pattern of communication when it occurs while 

the physician is in the room and use it to assess and reinforce social 

support or attempt to resolve conflict about treatment 

recommendations.  

 

Physicians agreeing to be recorded in the manner needed for this 

study may have been more prone (i.e., selection bias) to allow 

“space” in the interaction for this communication among 

companions.  

 

Characteristics of patients and physicians are not well described. It 

was noted in the Discussion that the setting involved two hospitals, 

but I did not find descriptive information earlier. 

 

The authors should provide information about the physicians in the 

study. There is no description of how many physicians participated 

or their characteristics.  
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The authors should indicate how many family time-outs were 

observed. Were there multiple events in an encounter?  What 

proportion of visits had these events?  

 

The amount of time available to the physicians for the visit is likely 

a predictor of whether the physician allows these events. In 

addition were there different practice settings observed or 

different physicians/styles observed that allow evaluating any 

variation in setting/style? 

 

The authors suggest that physicians might purposely provide time 

for these family time-outs. However, given that they provide an 

example that has a “detrimental” influence of a companion, a more 

balanced recommendation is needed.  

 

It would be a useful addition to know if visits with family time out 

without the physician in the room had different characteristics 

(physicians, style, clinic/hospital setting, medical condition) 

compared with those with the physician in the room. Those events 

where the physician is not in the room may not offer the benefits 

the authors propose that occur from time-outs with the physician 

present, because the physician does not hear the “time-out” and 

may not be informed of what transpired when out of the room 

(here the researcher knows more about that than the doctor). 

 

It would be useful to have feedback from patients and physicians 

about the value of these timeouts. Qualitative research that 

includes member checks that endorse the researchers’ 

interpretation has stronger validity.  

 

The discussion of patient autonomy (last paragraph) seems to 

suggest that these discussions with companions decrease 

autonomy because patients are not making decisions 

independently, but it would be more relevant to suggest that these 

discussions “support” autonomy by helping patients with decision-

making. This section should be edited. 
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VERSION 1 – AUTHOR RESPONSE 

Reviewer: Aanand Naik  

The University of Texas Health Sciences Center at Houston  

 

Need richer characterization of participant recruitment procedures (eligibility criteria) and also 

richer description of participant and companion characteristics (in results) e.g., social relation, age, 

gender as well as clinical--type of therapy being discussed, duration of illness or treatment, etc.  

Without this information, it is difficult to assess how generalizable the findings are outside of the 

current study.  

 

Authors’ response:  

We have added the following information about the recruitment procedure to the methods section, 

page 7:  

 

“Patients were considered suitable for the study following the diagnosis of locally advanced 

(incurable) or metastatic disease and discussion by a multi-disciplinary cancer team. Each patient 

had been given a diagnosis, information about the disease stage, and knowledge that treatment 

would not be aimed at cure. Following this the patients had been offered an appointment to see an 

oncologist to discuss possible palliative therapies. Relevant patients were informed in person about 

the study and asked if they would be willing to discuss participation with a researcher. Those who 

expressed an interest were given an information leaflet. At a subsequent meeting, the researcher 

explained the study again and patients who agreed to participate signed the consent form prior to 

the consultations. At each stage it was made clear to patients that their medical care would be 

unaffected whether or not they took part in the study. When appropriate we provided an 

information leaflet, a letter of invitation, and a consent form for partners and carers. The North 

Somerset research ethics committee approved the study (05/Q2003/46).  

Forty-five patients with advanced cancer were recruited to the main study, 15 with each type of 

cancer. The main reasons for non-recruitment were administrative difficulties in contacting the 

patient because of the brief time period before their first appointment with the oncologist (n=16); 

refusal of patients without a clear reason given (n=11); indications of patients or spouses that the 

patient was too unwell or anxious to be interviewed (n=9); or patients were unsuitable for another 

reason, for example, elderly patients with dementia (n=6).”  

 

Written informed consent was obtained from patients, companions and physicians. All consultations 

in the main study were audio-recorded and transcribed verbatim.1 This paper focuses on the set of 

consultations where one or more companions were present.  

 

The recorded consultations focused on information on and decision-making about treatment 

regarding palliative chemotherapy. Of the 39 recorded consultations, 31 (80%) included at least one 

companion. Companions were most often the patient’s partner (n=25), with adult children, siblings 

or an ex-partner also attending (n=8, n=2, and n=1 respectively). Of these 31 patients 21 were male, 

and their age ranged from 44 to 79 years. The patients had been diagnosed with advanced non-small 

cell lung (n=9), pancreatic (n=11) and colorectal cancer (n=11).  
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We have added a table containing the following patient characteristics: Sex, Site, Age, Relatives 

present, and Treatment decision, see Appendix.  

 

Reviewer:  

The specifics of the interaction analysis are described but the qualitative methodology is less clear. 

What specific analytical methodology was used (framework analysis, grounded theory, etc. and give 

rationale for why this method was chosen)? What are the assumptions or rules for thematic 

saturation? How were differences resolved? How did themes emerge from codes? etc. The validity 

of the results cannot be adequately assessed without more methodological detail given to the 

qualitative methods.  

Authors’ response:  

The original data set was coded in full by (IK) and analysed, using constant comparison from 

grounded theory aided by Atlas.ti software, focusing on the extent to which quality of life effects of 

the various treatment options were discussed during consultations. Reading, rereading and coding 

the data set highlighted the role of companions, and thus the companions theme emerged from the 

data. TH and IK suggested that this topic should be addressed with the agreement of all authors 

involved. As we have indicated in the methods section (page 8), differences of opinion about the 

meaning of transcripts were discussed between SA and IK, and between TH and IK.  

 

Reviewer:  

Overall I felt that the results were too superficial in nature given the methodology. Within the three 

apriori categories of family-time out, it would have been nice to provide categories of different types 

of interactions with specific quotes/examples to support each category. Currently the reader is given 

only 1-2 examples for each of the three broad categories. I would expect that all 31 companion 

consultations could be grouped using a rich taxonomy of family time-out beyond the 3 very broad, 

apriori categories. This would advance our understanding of the concept much more and open the 

door to a variety of future studies.  

 

Authors’ response:  

Please note that the 3 categories were not established apriori but were developed during our 

analysis of the data. Our manuscript introduces a newly observed phenomenon, which we call 

“family time-out”. We discovered this while qualitatively exploring the natural occurring data of 

consultations about decision-making to undergo palliative chemotherapy. We did not purposively 

design the study to allow subcategorization of the phenomenon or to allow comparisons between 

consultations by, for example physician characteristics. Further work is still needed to explore those 

important issues.  

 

Reviewer:  

The discussion section leaves out a number of related literatures. Ron Epstein and Richard Street 

have introduced the concept of shared mind Ann Fam Med. 2011 Sep-Oct;9(5):454-61. How 

companions interact in the shared mind process is potentially very interesting and related to this 

paper. For that matter, any number of shared decision making frameworks could be used to frame 

the role of companions and family time-outs.  

Similarly, the large literature on communication and decision aides seems relevant as well.  
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Authors’ response:  

We thank the reviewer for this suggestion. Indeed, the concept of shared mind is related to the topic 

of our manuscript. Please note that two authors (i.e. IK and TH) discussed a draft version of our 

manuscript with Richard Street when he visited the Netherlands in the fall of 2010.  

 

We have added the following text at pages 15-16:  

“In that sense “family time-out” can be a valuable contribution in reaching the aim of “relational 

autonomy”, a view according to which trusting relationships can “enhance autonomy by helping 

patients to process complex treatment decisions that otherwise overwhelm the cognitive capacity of 

a single individual”.2 We also refer to the concept of “shared mind” that Epstein and Street used to 

indicate how “perspectives can emerge through the sharing of thoughts, feelings, perceptions, 

meanings, and intentions among 2 or more people”. We agree with Epstein and Street that 

autonomy and decision making should consider not only the individual views of patients, their 

relatives, and health care staff, but also the views that emerge from their interactions.2”  

 

We thank the reviewer for his or her referral to the literature about decision aids. However, since 

this manuscript is focused on the natural occurring communication during consultations and we 

have to restrict ourselves in relation to the length of the manuscript we did not address the 

literature about decision aids.  

 

Reviewer:  

I would encourage the authors to try to place their results within one or more existing literature 

about communication and decision making rather than having it stand alone.  

Authors’ response:  

We thank the reviewer for the suggestion to place our results within a context of existing literature. 

We have chosen to situate our results in the body of existing literature about the role of 

companions/family members in consultations and we have expanded this now to include the 

references suggested above.  

 

Reviewer:  

Finally, the bottom-line message isn't clear. Other than introducing the term "family time-out", what 

is novel and provocative here? What new details have the authors uncovered that guides future 

work? I'm not suggesting this isn't present in the current results, its just not a clear message  

Authors’ response:  

We agree that the bottom-line message needs clarification. Whilst “Family time out” is not only a 

new term, we believe it is a newly described phenomenon. We have therefore emphasized the 

novelty of this paper, have added recommendations for new work into this topic, e.g. into its 

medical ethics angle, and have added possible ideas for its application in practice. Important 

recommendations include testing the value of making space for family time out during consultations. 

We have summarized the recommendations, including new ones, in the bottom lines of the 

manuscript at page 16:  

 

“To conclude, we consider “family time-out” an important and exciting phenomenon, which is 

worthwhile exploring in more depth. This might be done in larger cohorts, which will allow 

subcategorization of “family time-out” or comparisons between consultations by, for instance, 
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physician characteristics. Furthermore, we recommend testing the value of making space for “family 

time-out” during consultations. Also, we recommend further study into the medical ethics of “family 

time-out”. The important question is how companions’ involvement can be optimized. Important 

clues may be revealed by making space for, and paying attention to, “family time out”.”  

 

Reviewer:  

Thank you for the opportunitity to review this interesting work. The authors use a provocative 

research methodology to shed more light on an important but poorly characterized clinical 

phenomena: the family time-out. The study overall does seem to produce novel and interesting 

results, however there are numerous aspects of the methods, results, and discussion that can be 

clarified, as described above.  

Authors’ response:  

We are grateful for these positive comments and we thank the reviewer for the useful suggestions 

that were made which we have addressed above.  

 

Reviewer:  

Additional minor points:  

1) I do like the medical ethics angle introduced on pages 14-15. I think the authors could delve more 

deeply here. How can the results of this study (esp. introduction of family decisions) moderate the 

contentions of the often described conflict of 'autonomy versus beneficence.' What are the potential 

ethical bounds of family time-outs as they related to both patient autonomy and the goal of 

beneficence.  

Authors’ response:  

We thank the reviewer for the observation that our findings considering “family time-out” are linked 

to “The Four Principles”, as devised by Beauchamps and Childress in their book “Principals of 

Biomedical Ethics”. Indeed, autonomy (the right of an individual to make his or her own choice) and 

beneficence (the principle of acting with the best interest of the other in mind) are both relevant 

concepts and both potentially related to family time-outs of patients and their relatives who discuss 

treatment options in the presence or absence of the physician.  

We added a recommendation to our manuscript for further study considering this medical ethics 

angle, please see page 16 in the manuscript:  

“The findings throw new light on a much debated medical ethical issue, namely the “autonomy of 

the patient”. Beauchamps and Childress 3 define autonomy as the right of an individual (i.e. the 

patient) to make his or her own choice while “beneficence” is related to the role of the physician and 

is defined as the principle of acting with the best interest of the other in mind. These concepts are 

both potentially related to “family time-outs”. We recommend further study into this medical ethics 

angle.”  

 

Reviewer:  

2) I don't think the authors are critical enough about the lack of depth in the observed time outs. 

They describe communication that primarily involves inferences and non-verbal/emotive reactions 

between patients and family members. What does that mean? Potentially many things, but I fear it 

says something about the lack of deep discussion among family and between clinicians-patient-

family. For me, the results speak to a need for richer communication frameworks during clinical 

encounters....these are life and death decisions being decided by 'hmms', 'oohs', and 'whatever you 
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think's.  

Authors’ response:  

We thank the reviewer for this observation and have included the following paragraph in our 

discussion (see page 14).  

 

“The qualitative data presented here also suggest a lack of opportunity within consultations for deep 

discussion between clinicians, patients and their family. While this may not be practicable within the 

context of busy oncology clinics, analyses of these critical consultations reveal that advanced 

communication skills and probably more time are needed to ensure that clinicians involved in 

reaching difficult decisions with patients and their families are properly equipped in every way to 

provide support, information, expert advice, and empathy to patients and thief families facing very 

difficult decisions.”  

 

 

Reviewer: Howard S Gordon, MD  

Staff Physician, Veterans Affairs Medical Center, Chicago Associate Professor, University of Illinois at 

Chicago, Chicago, Illinois, US  

 

This interesting manuscript examines data from audio-recordings of doctor-patient visits when a 

companion accompanied the patient and participated in the medical interaction. Patients had 

advanced non-small cell lung, pancreatic, or colorectal cancer and the subject visits were focused to 

make decisions about palliative chemotherapy or other treatment. Analysis of transcripts was 

conducted with conversation analysis. Analysis considered three categories of communication 

involving the companion.  

1. Patient companion talk when physician was out of the room  

2. Patient companion talk when physician was in the room  

3. Patient / companion talking together with physician  

The manuscript discusses patterns 1 and 2 as poorly described previously and the results are limited 

to these patterns of communication. Other work has examined communication where there is more 

than just a dyad of patient and physician, but in this manuscript, these authors have focused 

somewhat uniquely on the conversation between patient and companion and the effect of that on 

the visit, whereas most other work focused on communication between patient or companion and 

the physician. The authors suggest that physicians might specifically recognize this “family time-out” 

pattern of communication when it occurs while the physician is in the room and use it to assess and 

reinforce social support or attempt to resolve conflict about treatment recommendations.  

 

Physicians agreeing to be recorded in the manner needed for this study may have been more prone 

(i.e., selection bias) to allow “space” in the interaction for this communication among companions.  

Authors’ response:  

We thank the reviewer for this observation and whilst we appreciate the concern, we really do not 

think that selection bias has played a role because doctors participating in the study would not be 

aware of this new concept and therefore there is no reason for them to deliberately start behaving 

differently.  

 

Reviewer:  
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Characteristics of patients and physicians are not well described. It was noted in the Discussion that 

the setting involved two hospitals, but I did not find descriptive information earlier. The authors 

should provide information about the physicians in the study. There is no description of how many 

physicians participated or their characteristics.  

Authors’ response:  

We have added a table (Appendix) including patient characteristics (Sex, Site, Age, Relatives present, 

and Treatment decision). We have also added additional information about the recruitment 

procedure to page 7 of the methods section. Please also see the response to reviewer 1 at page 3 of 

this document.  

 

We have added the following to the methods section:  

“All relevant oncologists consented to the observation and recording of consultations. The nine 

oncologists who saw the patients were mixed in terms of age, experience, and sex. They included 

four consultants and five registrars. (Further details are not given to protect confidentiality.)”  

 

We have added the following information to the Methods section about the hospitals:  

“This study was conducted in the South West of England in two hospitals: one large teaching hospital 

and a district general hospital.“  

 

Reviewer:  

The authors should indicate how many family time-outs were observed. Were there multiple events 

in an encounter? What proportion of visits had these events?  

Authors’ response:  

We thank the reviewer for this suggestion. We discovered the phenomenon of family time-out while 

qualitatively exploring the natural occurring data of consultations on palliative chemotherapy. This 

implies that we did not purposively design the sample to allow the drawing of conclusions about the 

incidence of family timeouts. Our current aim is to describe the mere existence of family time-outs. 

Further, more extended research in various settings might be needed to indicate how common 

exactly this phenomenon is.  

 

Reviewer:  

The amount of time available to the physicians for the visit is likely a predictor of whether the 

physician allows these events. In addition were there different practice settings observed or 

different physicians/styles observed that allow evaluating any variation in setting/style?  

 

 

 

Authors’ response:  

The consultations took place within busy oncology clinics. Although one was a large teaching 

hospital and one a district general hospital, there were variations in the amount of time given to 

patients at both centres and no clear differentiation in terms of the amount of time available by 

location or oncologists.  

 

Reviewer:  

The authors suggest that physicians might purposely provide time for these family time-outs. 
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However, given that they provide an example that has a “detrimental” influence of a companion, a 

more balanced recommendation is needed.  

Authors’ response:  

Even in the case that the influence of a companion is “detrimental”, we think it is worthwhile for the 

physician to observe how patient and companion interact. If not during the consultation, this 

“detrimental” influence would still occur, but without the physician observing it – and thus without 

the physician having the option to e.g. assist in solving miscommunication.  

 

We have added the following text to the Discussion section, page 13:  

“Indeed, situations may occur in which companions play a disturbing role. In such cases, observing 

how patients and companions interact is worthwhile for the physician. If not during the consultation, 

this “detrimental” influence would still occur, but without the physician observing it or having the 

opportunity to assist in addressing miscommunication.”  

 

Reviewer:  

It would be a useful addition to know if visits with family time out without the physician in the room 

had different characteristics (physicians, style, clinic/hospital setting, medical condition) compared 

with those with the physician in the room.  

Authors’ response:  

This is an interesting point. Whether the physician left the room was sometimes related to e.g. 

questions of patients and companions. If they requested information about, for instance, treatment 

options the physician might leave the room to collect this information elsewhere. Possibly the fact 

that questions were being asked was somehow related to the (medical) condition of the patient 

involved, but the numbers of patients in our sample do not allow statistical analyses into this aspect. 

Further work would be required with a larger sample to investigate this in more depth. We have 

made this point in our discussion (see page 14).  

 

Reviewer:  

Those events where the physician is not in the room may not offer the benefits the authors propose 

that occur from time-outs with the physician present, because the physician does not hear the 

“time-out” and may not be informed of what transpired when out of the room (here the researcher 

knows more about that than the doctor).  

Authors’ response:  

Indeed, these time-outs without the physician present can be less informative to the physician. 

However, they can still be useful, since they offer patients and relatives the possibility to check 

whether they fully understood what has been discussed and to exchange ideas about care 

preferences. This may lead to additional questions, which can be asked upon the physician’s return.  

 

Reviewer:  

It would be useful to have feedback from patients and physicians about the value of these timeouts. 

Qualitative research that includes member checks that endorse the researchers’ interpretation has 

stronger validity.  

Authors’ response:  

We thank the reviewer. This is indeed a valuable suggestion. Unfortunately we are not able to apply 

this suggestion in the current study; these data have been collected a number of years ago and the 
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patients in this study, who all were terminally ill at inclusion, are not alive anymore.  

 

Reviewer:  

The discussion of patient autonomy (last paragraph) seems to suggest that these discussions with 

companions decrease autonomy because patients are not making decisions independently, but it 

would be more relevant to suggest that these discussions “support” autonomy by helping patients 

with decision-making. This section should be edited.  

Authors’ response:  

We thank the reviewer for this suggestion, which we have implemented by adding the following text 

(see pages 15-16):  

 

Original text:  

“This suggests that many patients, although legally autonomous, in practice choose to involve 

companions in the decision making process.”  

 

New text:  

“In that sense family time-out can be a valuable contribution in reaching the aim of “relational 

autonomy”, a view according to which trusting relationships can “enhance autonomy by helping 

patients to process complex treatment decisions that otherwise overwhelm the cognitive capacity of 

a single individual”.2 We also refer to the concept of “shared mind” that Epstein and Street used to 

indicate how “perspectives can emerge through the sharing of thoughts, feelings, perceptions, 

meanings, and intentions among 2 or more people”. We agree with Epstein and Street that 

autonomy and decision-making should consider not only the individual views of patients, their 

relatives, and health care staff, but also the views that emerge from their interactions.2”  
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GENERAL COMMENTS The revised manuscript submitted by the authors has more than 
adequately addressed my scientific concerns. I agree the 
manuscript presents novel and interesting results that can improve 
the science of patient-clinician communications and decision 
making. 
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One point to consider that I don't think needs to be addressed by a 
revision--but maybe in future work. Perhaps, caregivers and 
patients are constructing shared mind around a group of social 
intuitions related to life and health goals. Rather than the classic 
medical decision making focus on reasoning and decisional 
uncertainty, the 'ohs and ums' represent discourse focused on 
norms/values and gist understanding. 
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