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A need for social support is often expressed after hospitalization post HSCT. Emotional support and positive psychological
constructs play an important role in post-HSCT recovery. Interventions generating positive affect can influence the health and well-
being of transplant patients. It has been established that coaching in elite sport area leads to performance by playing a decisive role
in maintaining the athlete’s feelings of hope and autonomy in order to enable him or her to achieve their goals. In this single-
center, prospective, one-arm study, we evaluated, in 32 post-HSCT patients, the acceptability of a coaching program inspired by
elite sport coaching. Benefits were evaluated by questionnaires and semi-structured interviews. The coaching program was
accepted by 97% of the patients. Analysis of the scores on the “Means” sub-dimension of Hope showed a significant increase over
time (p= 0.0249 < 0.05) for every patient. Qualitative analysis of patient’s satisfaction pointed out that this support facilitated the
transition to a life without illness in particular in the non-hospital context of coaching sessions. Our results show that a “sport-
inspired coaching“ may offer an innovative approach supporting psychological and social recovery after HSCT and helping to start
and/or maintain the processes leading to psychological well-being.
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INTRODUCTION
Hematopoietic stem cell transplantation (HSCT) often represents
the only possibility of cure for patients with poor prognosis
hematological malignancies [1–3]. The therapeutic course is a
difficult journey with long periods of hospitalization and social
isolation. During this timeframe, patients are exposed to many
complications (e.g., graft-versus-host disease (GvHD), infections,
etc.), sources of subsequent deaths or quality of life impairment in
surviving patients. When the initial storm is over, patients may
suffer the physical sequelae of their disease and treatments and
also become more preoccupied with their future: fear of
recurrence, reduced self-esteem, morbid preoccupation with
death, sense of abandonment, social isolation, difficulty
in reconnecting with familial, occupational and social networks
[4–6]. The prevalence of depression, more widespread than after
any other treatments [7], increases when concerns about the
initial disease fade away and keeps evolving for a long time after
transplantation [8, 9], possibly compromising the patient’s full
recovery [10]. Even more, relationships between this depressive
status and reduced survival have been documented among
transplant patients [11, 12]. Nowadays, many health-care pro-
grams have identified this reality and have developed access to
psychologic support within holistic supportive care access.
However, despite the presence of intense emotional distress and
the identified needs, fewer than 10% of transplant patients follow
a psychotherapeutic program [13–15]. Moreover, the absence of

social support when leaving the hospital complicates everyday life
[16] and the resumption of social or occupational activity [3, 13].
The development of different psychosocial support should

therefore be investigated for helping transplant patients quickly
recover a reasonable quality of life after their treatment. Emotional
support is known to play an important role in post-HSCT survival
[17], and some psychosocial factors (low anxiety level, “fighting
spirit”, high quality of life) have positive consequences for survival
[18]. Moreover, recent studies have shown that positive psycho-
logical constructs (e.g., optimism, hope, perseverance) were
associated with improved quality of life and other health
outcomes [19]. It, therefore, seems necessary, beyond hospitaliza-
tion, to offer supportive care and interventions that generate
positive effects to influence the health and well-being of
transplant patients [19, 20]. In this regard, coaching, as a
personalized form of social support, has given evidence of its
efficacy [21, 22]. Individualized intervention is more effective than
group [23] or traditional social support interventions [24],
especially in reducing the onset of depression- and anxiety-
related symptoms and in improving the long-term quality of life
[25]. In the post-treatment recovery period, coaching can be seen
as a tool facilitating the transition to a post-cancer life [26]. We
proposed to test the effectiveness of a coaching program inspired
by the one developed to help elite athletes achieve performance.
The literature shows that performance coaching requires the
development of motivational strategies to keep the athlete’s
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feelings of hope, autonomy, and competence intact throughout
the process of achieving athletic goals [27]. Through a comple-
mentary and cohesive relationship, the coach works with the
athlete to overcome inner barriers to achieve athletic performance
and psychological well-being [28, 29].
This monocentric pilot study proposes to evaluate the accept-

ability of a “sport-inspired coaching” for patients in post-HSCT
remission. Our general hypothesis is that the program could offer
an innovative approach supporting psychological and social
recovery after cancer and helping to start-up and/or maintain
processes leading to psychological well-being [30].

PATIENTS AND METHODS
Eligibility criteria
Patients were eligible if they had received an allogeneic HSCT at least three
months earlier, could speak and read French, and had signed an informed
consent form. Patients could not be included if they presented an active
GvHD, suffered from a progression of their hematological disease or
presented with an active clinical or psychological complication needing
active treatment. People unable to give their consent, or unable to follow
the trial for geographical, social, or psychological reasons were not
included. Thirty-two eligible adults patients were included in the study.
The study (ClinicalTrials.gov Identifier: NCT03272789) was approved by

the institutional and ethical review boards and the “Agence nationale de
sécurité du medicament” (ANSM).

Objectives
The main objective was to evaluate the acceptability of the intervention
proposal by patients. The secondary goals concerned evaluation, through
interviews and questionnaires, of the improvement in the patients’
psychological well-being after the coaching sessions.

Intervention
Coaching procedure. Coaching sessions took the form of face-to-face
interviews over a period of up to six months. They were conducted by a
specific coach (PD), member of the research team who has no medical
background but with an expertise in coaching elite athletes as he prepared
athletes for the Olympic Games (1996–2016) and was part of the French
delegation to the 1996 and 2000 Olympic Games . Interviews took place in
the Sports Sciences Faculty, away from the hospital. Their frequency was
co-determined by the coach and the participant and depended on the
latter’s needs. Sessions were spaced at least a month apart. The coaching
technique was based on the motivational interview [31] which engages
the coachee in a process of change through the use of open-ended
questions, reformulation, active and reflective listening, and positive
reinforcement. For confidentiality, the content of the sessions was not
communicated to the researchers.

Data collection. Time points protocol is shown in the supplementary
table.

Qualitative: Patients were questioned after coaching sessions in
individual face-to-face semi-directive interviews with one of the research-
ers. Interviews to study the impact of the support program were scheduled
(1) before the first session, (2) just after it, and (3) after the last session. The
questions addressed satisfaction with the program, perception of its
general characteristics (schedule, perception of the “sport coaching”), its
consequences for the patient’s well-being, the envisaged or initiated
changes in behavior at the end of the program, and the relations
established with the coach during the intervention.

Quantitative: To evaluate the effects of the coaching and measure
recovery progress. Questionaires were handed out or sent out and
completed by the participants before the first session (M0) and in the
course of M3, M6, and M12.

Psychosocial measurements. French-validated questionnaires were used
to measure variables assessing psychological well-being [32] (self-efficacy,
hope, global motivation, and quality of interpersonal relations).

The Generalized Self-Efficacy Scale [33, 34] evaluates individuals’
perception of their capacity to perform well in a wide range of
contexts. The scale consists of 10 statements evaluated on a Likert-type
scale from 1 to 4.
The Adult Dispositional Hope Scale [35, 36] evaluates the perceived
capacity to find the means to achieve the desired goals and to motivate
oneself through one’s agency to use those means [37]. The scale
consists of 12 statements evaluated on a Likert scale from 1 to 8. There
are two subscales: a measure of the individual’s belief in his/her
capacity to achieve his/her goals (‘Belief’), and a measure of his/her
ability to find a variety of means to achieve them (‘Means’).
The Global Motivation Scale [38] evaluates the global motivation that
people have when they do things in general in their lives. It measures
seven constructs: intrinsic motivation (to know, to accomplish, and to
experience stimulation), extrinsic motivation (external, identified, and
introjected regulation), and motivation [39, 40]. It consists of 28 items
(four for each construct) evaluated on a Likert scale from 1 to 7.
The Quality of Interpersonal Relationships Scale [41] measures the
quality of the interpersonal relationships that people may have in
different spheres of their lives. Five subscales evaluate relationships in
different spheres (family, friends, love partner, classroom peers, people
in general) on a Likert scale from 1 to 4. This scale makes it possible to
consider each sphere independently of the others. For the purposes of
this study, we did not consider the sphere “classroom peers”.

Methodology and Statistics
This monocentric and prospective single-arm study followed Simon’s
optimal two-stage design [42] aimed at assessing the acceptability of the
sport-inspired coaching program for patients after HSCT. The primary
endpoint was the acceptance rate of the program offered by patients. The
main analysis tested the null hypothesis that the primary endpoint is
significantly above a 50% threshold using an exact unilateral test for binary
proportions with 5% error risk. According to Simon’s sample size criteria, a
total of 32 patients was planned to be recruited to achieve 90% power to
reject the null hypothesis assuming a real proportion equal to 75%.
Secondary endpoints were the overall number of coaching sessions
attended, the completion rates of the self-administered questionnaire at
each visit, and the changes from values assessed before the first coaching
session for each specific psychological well-being scale over time. Changes
from the baseline of the different scores were analyzed using a linear
mixed model.
The principal criterion of the study was the patients’ rate of acceptance

of the offered program, measured by the empirical proportion of patients
completing their first session with the coach, and was estimated by the
proportion observed and its exact bilateral 90% confidence interval [43].
The secondary criteria were the number of coaching sessions attended, the
self-administered questionnaire completion rates at each visit, and
changes in questionnaire scores over time (see supplementary material
for a detailed explanation of the statistical analyses). Qualitative data were
obtained from the semi-structured interviews. All interviews were
recorded, transcribed verbatim, and analyzed by inductive qualitative
analysis using the NVivo 12 software [44] on the methodological basis of
framework analysis used in applied disciplinary fields and leading to
coding by category [44].

RESULTS
As planned per protocol, a total of 32 patients, including 14 men
(43.75%) and 18 women (56.25%) with a median age of 53 years
[range, 23–72] (Table 1), was included in the study at a median of
7 (4–24) months post-transplant. Main patients, diseases, and
transplant characteristics are presented in Table 1. Of note, the
median number of psychological consultations over transplant
course prior to inclusion was 4 [range 0.00–15.00].
The participant flow chart is presented in Fig. 1. Of the 32

included patients, 3 patients did not attend the first coaching
session: two for disease-related reasons and one on the patient’s
decision. The main hypothesis, H0: p ≤ 50%, was rejected with a
high significant evidence level (p < 0.0001). Analyses of secondary
endpoints were carried out on the 29 remaining patients. Twenty-
four (82.7%) patients completed the study. Reasons for premature
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discontinuations (n= 5) were the patient’s decision (n= 3), the
impact of pandemic (n= 1), and the physician’s decision (n= 1)
respectively. Figure 2 shows the completion rate of the self-
administered questionnaires between 100% and 70.4% from M0
to M12. The results revealed the maintenance of a high
completion rate (>70%) at M3, M6, and M12. In addition, the
median number of sessions completed was 2 [range 1–4] for the
patients who completed the first coaching session (n= 29).
Random regression analysis of the scores per patient over time

showed no significant differences in scores on the self-efficacy
questionnaire, in scores on the questionnaire assessing all
dimensions of global motivation, in scores on the interpersonal
relationship quality questionnaire, and in scores on the ques-
tionnaire assessing the “Beliefs” sub-dimension of the Hope scale.
By contrast, random regression analysis of the scores on the
“Means” sub-dimension of Hope showed a significant increase
over time per patient (p= 0.0249 < 0.05) (Fig. 3).
Several specific themes emerged from interview analysis,

mainly concerning the emergence of needs during and after
treatment, the intervention design, and the perceived psychoso-
cial impacts of the program. Table 2 describes the themes and
provides quotes from the interviews.
The interviews indicated a wish for social support complemen-

tary to the psychological monitoring delivered during treatment.
This coaching program is seen as a bridge making it possible to
calmly envisage the future because it enables feeling supported
and resuming social relations.
According to the patients, the non-hospital and sportive

contexts and the sport-like character made it a special, distinctive,
and therefore attractive form of support.
Participation in the program seems to have had emotional,

psycho-cognitive, and conative consequences. From the first
meeting, the patients reported an improvement in emotional well-
being which could lead to reduced anxiety about their illness. As
the sessions proceeded, they became aware of sub-optimal
functioning and made changes in belief about themselves. They
acknowledged that the program opened paths that they would
not have imagined and gave them the opportunity to turn their

Table 1. Patient, diseases, and transplant descriptive statistics.

N (%) Median (range)

Age 53(23–72)

Male gender 14 (44)

Pre-transplant personal status (N= 31)

Single 3 (9)

Living with partner 7 (22)

Married 21 (66)

Number of children per patient 2 (0–9)

Diagnosis

Lymphoid disease 14 (45)

Myeloid disease 16 (52)

Sickle cell disease 1 (3)

Days between diagnosis and HSCT 377 (102–1306)

Patients with complete remission pre-transplant 23 (72)

Disease risk index (N= 30)

Low 4 (12)

Intermediate 22 (69)

High 4 (12)

Conditioning regimen

Non-myeloablative 12 (38)

Reduced toxicity 20 (62)

Donor relationship

Familial 17 (53)

Unrelated 15 (47)

Events post-transplant

Grade >=2 aGVHD 10 (31)

cGVHD 7 (22)

Transfer to ICU 1 (3)

Patients with Photopheresis treatment 6 (19)

Number of psychology visits per patient 4 (0–15)

Hospitalization days in the first 100 days per
patient

38 (15–77)

Hospitalization days from Day 100 to inclusion per
patient

1 (0–3)

Patients with Complete Remission at Inclusion 24 (75)

aGVHD acute graft-vs-host disease, cGVHD chronic graft-vs-host disease,
ICU Intensive care unit.

Death n=1

32 patients included

29 attended 1st session

23 attended 2nd session

2 completed the program

8 completed the program

9 completed the program

5 completed the program

14 attended 3rd session

5 attended 4th session

End of coaching
program

Withdrawal of consent n=1
Chronic fever and fatigue n=1

Lost contact n=1
Excluded from study by
investigator n=1

Stopped because of pandemic
situation n=1

•
•
•

•
•

•

•

•

•

•

Fig. 1 Patient flow chart. Patient flow chart from the inclusion to the completion of the program.
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intentions into reality by activating themselves and returning to
positive social functioning.

DISCUSSION
The results of this exploratory study showed that a sports-inspired
coaching support proposal outside of a hospital structure and
offered to an eligible patient population 6 months after
transplantation (n= 32) was conceivable and well accepted since
90% of them attended the first session and more than 70% of
the evaluation questionnaires were completed and returned on
each occasion. These results confirmed the interest aroused.
Moreover, all patients who completed the coaching sessions
expressed satisfaction with this support. This satisfaction con-
cerned three points and is illustrated in many quotes from
patients (Table 2).
First, the coaching program was seen as a support facilitating

the transition to a life without illness and was experienced not as
an additional burden but as an unexpected bonus, meeting a
need for psychosocial support needs often expressed by
transplant patients [16, 45]. Six months after transplant, despite
an arduous treatment and constraining post-transplant follow-up,
this need was high enough to push patients to join the program
[15]. It is an important element as studies have shown that

depressive disorders develop more in the long-term [7–9] and can
compromise the patient’s complete recovery [10]. Facilitating
access to this kind of program for patients in remission could be a
way of preventing and limiting the appearance of these disorders.
The organization of coaching sessions outside of the hospital

with a non-treating staff member was a second and unexpected
reason for satisfaction. They were identified by the patients as a
strong signal that their journey towards cure was real. It was no
longer a question of talking about medical conditions but about
oneself and one’s future, thinking about projects and how to
achieve them, as healthy people do. Furthermore, the model of
sport coaching and its symbolic impact, beyond the connection
between sport and health, provides a quite wide range of
metaphors offering other ways of talking about oneself and social
life. This sporting context and the coach’s professional experience
seem to offer a new relational space in which patients can think
and talk about subjects other than those connected with their
illness and its negative consequences. This “facilitating” quasi-
athletic dimension in the relationship with the coach was
underlined positively by the participants. They mentioned for
example an ease of exchange based on a relationship experienced
as balanced, symmetrical, and conducive to autonomization.
The final satisfaction was related to the various psychological

impacts generated by the coaching: greater emotional well-being,
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Fig. 3 Scores evolution in the “Means” sub-dimension of the Hope scale. Significant changes of the score "Means" sub-dimension of the
Hope Scale per patient (p = 0.0249).
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Table 2. Table of qualitative results.

Theme Description Interview extracts

Needs for support During treatment
Some patients suggest it would be useful to complement
the existing psychological support by adding social support
more focused on offering concrete solutions.

“In the end what I needed most was feedback from their
position as psychologists [...] I wanted them to guide me a
bit, well, finally I talked a lot about my situation and there
was no real interaction in fact, it was rather one-way, I
mean they listened to [...] what I had to say, but really it
stopped there. [...] I had needs.... you’re a bit lost so you
need keys…. And then you are going through something
really tough, you’re fighting at the limit of your resources
and you think the psychologist will give us a few more
bullets to win the battle. But then no, it was a relationship
where they listened to what I had to say, yes, but I had
nothing particular to say except that I wanted to be
cured.” (01025)

After treatment
Patients mention that the support program is a kind of
“bridge” between hospital time and remission time. It
enables them not to feel abandoned. It seems to meet a
need for continuity in support, between hospitalization and
remission. It is experienced as an opportunity to re-socialize.

“But gradually the appointments become less frequent.
[...] And so you move from a situation where you are
monitored every week to one where it’s only every
month. And between two appointments, you’re a bit in
limbo because… on the telephone, there’s no one.”
(01032)
“What I liked is the regular support… So, there’s the
disease. There’s support during the disease and then the
people at the Institute offer you something [the program]
afterwards, [...] it’s like a helping hand. So, what pleased
me [in the program] is that they don’t abandon you. OK,
I’m cured, but you are not left to look after yourself.”
(01021)

Characteristics of
program

Non-hospital context
Patients stress the importance of the non-hospital context
because it gives a chance to meet new people [i.e., outside
the medical environment] and to re-socialize. This context
allows the patient to consider the end of the disease and
enacts the transition from patient to non-patient or even
“normal person” status. The participant can see him/herself
in another perspective than that of illness.

“Here there are no white coats, no examinations, nothing
to bring to show you’re getting better, here you feel
better in your head and you express it by talking with
someone who understands you.” (01014)
“[Because it is away from the hospital,] you can meet new
people, get a different kind of help outside of it, because
now, the Institut is really my disease.” (01012)
“So there you are, it’s better than in a hospital or in a
private surgery when you go to the doctor’s, that kind of
thing. It [the Sport Science Faculty] is free and open, full of
young people, lively, a fun place” (01027)

Sport context
The patients highlight the vibrant sports culture of the
coaching venue and the coach’s professional expertise in
the field of high-level sport. The sport environment is
described as positive and full of energy, evoking movement
and dynamism. It suggests to the participants specific
values and symbols that open the possibility of
rediscovering and using their inner resources to move
beyond the status of “patient”. Finally, for some people sport
embodies the possibility of social connection, exchanges
facilitated and simplified through discussion of sport.

“For me, sport means getting back into physical
movement that forces me out of my comfort zone. It also
means surpassing myself and striving toward my limits.”
(01008)
“It [the sport environment] made things easier, when you
see the team shirts and everything, when you’ve started
to talk about rugby and things like that, it’s sport. As I say
to my son, it [sport] isn’t just working off energy, it’s help,
it’s friends, it’s a mentality, it all hangs together.” (01019)
“As for sport, I could very well see [...] the link between
coming out of an illness and commitment [in sport ...]. So,
a sportsman, at some point in his career, sets off into
battle again and we, after the disease, we’re going to set
off again, not quite into battle but we’re getting going
again.” (01021)
“In fact, I find that in the whole field of what people
nowadays call [...] personal development, it seems to me
that it [the sport-coaching model] is all the same one of the
special features of this coaching.” (01025)

Impacts of program Emotional impact
From the first session, the patients describe an emotional
effect. They feel calmed, focused, reassured, and trusting, they
express enthusiasm, dynamism, optimism, they feel energized.
By the end of the program, some feel less worried or
preoccupied with the disease. Some sometimes come out
feeling emotionally destabilized, overwhelmed. Others
report fatigue and feel “emptied”.

“It’s a fact that coming here has given me a boost.”
(01024)
“A relief in the sense that I could talk to someone who
understood me, who didn’t judge me, but understood
me. He inspires trust, he puts you at your ease, you feel
comfortable.” (01014)
“I find the fact that it boosts my morale [...] is
encouraging.” (01028)

Psycho-cognitive impact
Patients describe becoming aware of sub-optimal
functioning – a lack of social interaction due to the fear of
relapse, a tendency toward avoidance of responsibility and
passivity excused by illness. The program opened pathways

“I hadn’t realized I was afraid. I stayed in a cocoon with my
mother, for fear of relapsing. I needed a wake-up call, I
really needed it, and it woke me up.” (01011)
“The first meeting shook me up: I was jolted out of the
comfort linked to the illness, where no one asks you for
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a sense of being supported, awareness of non-optimal function-
ing, achievement of concrete projects, and sometimes a change of
life philosophy. Meanwhile, our quantitative results showed a
significant increase over time in the scores for the “Means” sub-
dimension of the Hope scale. This evaluates individuals’ capacity
to develop positive thoughts so as to find alternative solutions
and achieve their goals. This effect suggests that the coaching had
a positive and long-lasting impact on the self-reported feeling of
hope (up to twelve months after inclusion in the protocol, when
the coaching had finished).
Recent research findings in positive psychology, the science

that explores the sources of psychological health and, in particular,
its adaptation to illness, offer interesting insights. Questioning the
impact of “positive” constructs such as positive affect, meaning,
mastery, personal growth, hope, optimism, gratitude, and well-
being on mental and physical health would fuel thought around
the development of psychosocial interventions that promote
recovery [46]. In this regard, recent research conducted on HSCT
patients has shown the beneficial effect of positive psychological
constructs including hope on quality of life [47] and post-
transplant recovery [17, 19]. These positive psychological con-
structs can be taught, cultivated, and developed in the patient.
Coaching could be a type of intervention particularly adapted to
the promotion of positive psychological constructs, and should
thus be encouraged [48, 49].
This study provided new information on the content of the

social support expected during treatment: some participants
expressed the wish that it be more focused on the proposal of
concrete solutions to improve the emotional management of the
illness experience. Other authors have underlined the
pertinence–in addition to already proposed more standard
psycho-oncological monitoring–of non-therapeutic assistance
aimed at extracting patients from the daily routine during

treatment. For example, Hoodin & Werber [18] showed that less
“anxious preoccupation”, more “fighting spirit”, and better quality
of life before and soon after transplant are linked to longer
survival. These positive dispositions seem essential and benefit the
mental health of the patient in remission.
In the near future, it would be of interest focusing on the

question of the support content offered to patients and, in line
with patients’ expressed needs, on its place in the organization
of care and particularly during and not only after treatment,
especially for HSCT patients, given the traumatic and life-
threatening nature of the transplantation experience. Assessing
the acceptability of such an intervention during treatment as
well as measuring the coaching impacts on patients’ well-being,
hope, and other post-transplant health outcomes would be
critical.
The qualitative analysis enabled us to explore the benefits of

the intervention and the emergence of specific needs and to draw
up future protocols guided by the expanded attention given to
the participants’ viewpoint. In this perspective, systematic active
participation by the patients [50, 51] would make it possible to
devise appropriate interventions meeting the expectations of a
given population, and so maximize the potential benefits for the
recipients.
Our conclusions are limited by the low number of patients and

by having only one coach working in the program: we could
question if his peculiar expertise and experience may not be a
crucial limit to expanding this approach. In this perspective, we
have recently opened a university course cursus with the aim of
certifying new “onco-coaches” while addressing this question.
Even if the protocol defined a rigorous patient selection, a bias
remains possible. In this perspective, a multi-center, randomized
controlled study with a larger number of patients is envisaged.
Although this exploratory study requires to consider our

Table 2 continued

Theme Description Interview extracts
not previously envisaged.
From the first meeting, the patients undertake a reflection
on themselves and on what the experience of the disease
brings as an opportunity for a change of identity and new
perspectives on life. The program led to the formulation of
new goals in life which could push the disease into the
distance, the possibility of thinking of oneself other than as
a sick body, and gaining self-esteem.

anything and you don’t stress yourself too much, using
your fatigue as an excuse.” (01008)
“It can help me to define a new way to live, perhaps for
twenty years, it can be useful for me and perhaps for
other people too.” (01026)
“[…] in fact you are stuck in a room with the disease and
all around it’s quite black, and for me this program […] is
a way of putting lights on to see the ways out that there
are, and taking the one that is best for us […] you realize
that, yes, in the end you have plenty of value in you.”
(01021)

Conative impact
The conative component refers to the psychic process that
leads to action. The interviewees testify to the pleasure of
getting back into movement. They say the program has
been an opportunity to rethink their working life, to engage
more in voluntary and social activity, or to achieve an
ambitious personal project.

“And to embark on projects that I had already wanted to
do before I was ill and had never done. Like doing
voluntary work, that kind of thing. So, I’ve launched into
that a bit for the moment while waiting to find another
job or training.” (01024)
“What I also feel right now is that I don’t work enough so I
have a need to make myself useful, so I’ve already
embarked on a number of projects.” (01025)
“So the idea of my journey […] I also see it rather as a way
of saying ‘bye bye’ to the disease… My children said to
me, ‘Daddy, when will you be well again?’ ‘I really have no
idea when I’ll be well again, it’s a good question that I
shall ask the doctors.’ And then the doctors told me, ‘Well,
cancer means five years’ remission and then after five
years, if all is going well, we consider you are cured.’ And I
said to them, ‘Well, I find that rather long’ [laughs]. I mean
my criterion will be this journey and then it’s something I
really want to do. […] And then I can consider it’s a closed
chapter, even if I always live with it, because I think it
always stays inside us.” (01025)
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quantitative results with caution, some effects can nonetheless be
highlighted [52, 53]. The data collected so far are encouraging and
lead us to give further consideration to the interest of developing
a new relational approach to patient support in cancerology so as
to respond to patients’ specific needs during and after treatment.
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