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Abstract

Objective: Our aim was to explore whether general practitioners (GPs) communicate

with cancer patients on complementary and integrative medicine (CIM) in a patient-

centred and case-specific manner.

Methods: We designed two cases of standardised breast cancer patients and allo-

cated 29 GPs to hold a consultation either with Case 1 or Case 2. Case 1 presented

with fears of possible physical side effects of hormone treatment. Case 2 feared a

loss in social functioning because of nausea and emesis as possible side effects of

chemotherapy. Consultations were audiotaped and analysed using the Roter Interac-

tion Analysis System (RIAS). We analysed whether recommended CIM treatments

and GPs' focus on psychosocial or medical and therapy-related content differed

according to whether they were counselling Case 1 or Case 2.

Results: In consultations with Case 1, GPs rather focused on medical and therapy-

related content and most often recommended mistletoe, diets and sports. In contrast,

GPs focused on psychosocial content and they most often recommended methods of

self-care when counselling Case 2.

Conclusion: The GPs in our sample reacted case-specifically to the patients' interest

in CIM. Such responsive and patient-centred communication is a valuable resource

but is often time-consuming. Adequate training and reimbursement should therefore

be considered for GPs.
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1 | INTRODUCTION

According to an international meta-analysis of Horneber et al.

(2012), 40% of cancer patients currently use some kind of

complementary and integrative medicine (CIM). A German survey

also found that 50% of breast cancer patients and 44% of patients

with gynaecologic tumours used some sort of CIM (Fasching

et al., 2007).
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Cancer patients' reasons for using CIM can be separated into

push and pull factors: While push factors encompass negative experi-

ences with conventional methods that push them towards CIM, pull

factors entail positive associations with CIM that pull patients towards

CIM treatments (Lövgren et al., 2011). Push factors may encompass

dissatisfaction with and side effects of conventional therapies as well

as physical and mental constraints (Wanchai et al., 2010). Pull factors

may encompass the expectation that the immune system and/or self-

healing forces are supported, expectations that mental factors are

incorporated into therapy and that the treating physician invests more

time, as well as the wish to gain a feeling of control and self-efficacy

(Tautz et al., 2012; Wanchai et al., 2010).

Studies on cancer patients' perceptions of CIM discussions with

their physicians have shown that cancer patients often choose not to

disclose their CIM use to physicians, either because they believe the

disclosure of CIM use is unimportant, or they feel physicians are not

interested, will react negatively, and are unable or unwilling to provide

information (Adler & Fosket, 1999; Huebner et al., 2014; Tasaki

et al., 2002).

As some CIM treatments may affect the safety and efficacy of

conventional cancer treatment—for example, some phytotherapeutics

may interact with chemotherapy (Ben-Arye et al., 2016; Posadzki

et al., 2013)—most researchers agree that physicians should address

CIM in cancer (Schofield et al., 2010). The German S3 guideline on

breast cancer suggests that all patients should be asked if they use

any complementary and/or alternative therapies (Deutsche Krebsge-

sellschaft, Deutsche Krebshilfe, AWMF [Leitlinienprogramm

Onkologie], 2018).

Recommendations for such conversations on CIM, as summarised

in a systematic review on CIM discussions in oncological settings,

stress the importance of taking into account the patients' individual

situation by asking open questions as well as trying to explore and

understand their reasons and expectations for using CIM and

responding to this individual motivation including fears, family situa-

tion, experiences with conventional and CIM treatment. This might

help to identify the underlying reasons for using CIM and to find an

appropriate solution. It seems important that physicians are balanced

in their advice and respect patients' preferences so that the patient

feels safe to disclose CIM usage—even if the treating physician holds

a rather critical standpoint—and the physician can monitor this usage

(Schofield et al., 2010).

Because of the long-lasting patient-physician-relationship, general

practitioners (GPs) are persons of trust for patients and often contact

persons for questions around CIM (Dahlhaus et al., 2015; Tautz

et al., 2012). Even though GPs feel that their cancer patients are inter-

ested in CIM and that information on CIM is important in their daily

routine (Klein & Guethlin, 2018), they express a lack of knowledge,

and their confidence in discussing CIM with cancer patients is low

(Dahlhaus et al., 2015; Klein & Guethlin, 2018; O'Beirne et al., 2004).

As the field of CIM constantly changes, it is hardly ever possible to

know all available treatments (Schofield et al., 2010). This situation—

being asked about CIM by cancer patients without knowing the “right
answer”—creates a feeling of responsibility combined with a feeling of

uncertainty and is seen as a major challenge by GPs (Dahlhaus

et al., 2015; O'Beirne et al., 2004). Cancer patients on the other hand

do not expect their GP to have extensive knowledge of CIM in cancer

but wish that their GP shows an interest in their needs and is support-

ive and nonjudgmental (Tasaki et al., 2002; Verhoef et al., 1999). We,

therefore, decided to take a closer look at the communication behav-

iour of GPs when it comes to respond to CIM issues.

German GPs are ambivalent in their attitudes towards comple-

mentary and alternative therapies, but only about 15% are clearly neg-

ative (Joos et al., 2011).

Even though the GP is an important contact person for CIM in

cancer, little data exists on the actual course and content of consulta-

tions with cancer patients on CIM in general practice settings. We

designed two cases of standardised breast cancer patients and ana-

lysed consultations using the Roter Interaction Analysis System (RIAS)

(Roter & Larson, 2002) to explore whether GPs communicate with

cancer patients on CIM in a patient-centred manner.

We investigated the CIM treatments they recommended,

whether they focused on the medical or psychosocial content of dis-

cussions with the standardised patient, and whether their communica-

tion behaviour was case-specific; that is, they reacted to the patient

(standardised patient case) presenting to them.

2 | METHODS

2.1 | Design

The presented data derives from a multicentre, randomised, con-

trolled, exploratory trial for which GPs were trained in communication

on CIM in cancer care. In this paper, however, we present preinter-

vention data in order to assess as closely as possible the communica-

tion behaviour of GPs that have received no such training. We

hypothesise that GPs that react case specifically to the presented

cases (i.e., their communication content differs depending on the case)

are already demonstrating responsive communication behaviour.

Recruitment and data collection were simultaneously conducted at

two sites in Germany.

2.2 | Recruitment and selection of general
practitioners

Recruitment took place between February and September 2018. Our

aim was to recruit 15 GPs per site (academic centre) or 30 GPs in

total. GPs were informed about the study via the postal distribution

of study flyers to randomly selected GPs in the respective regions,

oral information sessions on training days for GPs of our institutions,

newsletters addressed to GPs from our institutions as well as notifica-

tions in regional journals addressed to GPs. Interested GPs were con-

tacted via phone, orally informed about the study and in case they

agreed to participate, invited to hold their preintervention consulta-

tion with a standardised breast cancer patient at our institution.
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Before the consultation, GPs were again orally informed about the

study and handed a study information leaflet and a written consent

form including information on data security. All study participants

gave oral and written formal consent.

2.3 | Standardised cancer patient cases

Along with a team of GPs, psychologists, oncologists and a standar-

dised patient trainer, we developed two cases of standardised cancer

patients (SPC1, SPC2). The two cases represent female cancer

patients that differ in terms of age, past and planned therapy, reasons

for wanting to consult the GP on CIM, and underlying concerns and

fears (SPC1 is afraid that physical side-effects might result from the

hormone treatment, and SPC2 is concerned that the side effects of

her chemotherapy will include nausea and emesis and that this will

make it difficult for her to function socially—for details, see Table 1).

For each case, we developed two versions: One for training the

standardised patients and one to be handed over to GPs as a case

report prior to consultation. The version for training the standardised

patients included sociodemographic information on age, work and

family situation, information on past and planned therapies, the

TABLE 1 Information on standardised cancer patient cases

Standardised patient case 1: Fears of possible physical
side-effects of hormone treatment

Standardised patient case 2: Fears of a loss in social
functioning because of nausea and Emesis as possible side-
effect of chemotherapy

Information handed

over to general

practitioners

Standardised patient case 1 (SPC1) is a 45-year-old breast

cancer patient who underwent breast-preserving surgery.

Due to results from histological diagnostics and tumour

stage, the tumour board recommended a radiation

therapy with subsequent hormone treatment. She finished

radiation therapy and medical rehabilitation while

hormone treatment has not been started yet. The patient

had no prior diseases, which she ascribes to her healthy

lifestyle. The patient is physically active by walking, yoga

and fitness training, has a balanced diet with very little

alcohol and is a non-smoker. She is married, has two

children (13 and 15) and works part-time in a gardening

shop. She takes Vitamin D on a regular basis.

Standardised patient case 2 (SPC2) is a 60-year-old breast

cancer patient who underwent a mastectomy of the left

breast and an axillary dissection. Her cancer was detected,

because she consulted her GP for extreme tiredness and

the GP advised her to see a gynaecologist immediately.

Due to results from histological diagnostics and tumour

stage, the tumour board recommended an adjuvant

chemotherapy and radiation therapy with subsequent

hormone treatment. These therapies have not yet started.

Besides a dissection of the gall bladder, the patient has

always been healthy. The patient works part-time in a

kindergarten. The patient is highly occupied by her family

life and therefore has no time for hobbies. She is married

to a 65-year-old type 2 diabetic and has a 30-year-old

daughter who is a single mom of two children. The patient

supervises her husband's diet and therefore eats diabetes-

friendly food most of the time; she consumes little alcohol

and is a non-smoker. After work, she looks after her

grandchildren and visits her mother in a nursing home.

She takes omega-3-capsules on a regular basis.

Additional

information for

training of

standardised

patients

The cancer patient is well informed about her disease,

regularly meets with a local self-help group and is in touch

with other cancer patients via online groups. Self-

determination and shared decision-making are important

to her. She just finished medical rehabilitation and feels

well. The patient has heard about climacteric disorders as

a side effect of hormone therapy and fears to lose her

present quality of life when starting hormone treatment.

That's why she wants to talk to her GP whether the

hormone therapy is “really necessary.” She feels

uncomfortable “eating hormones for years” and asks

whether “there is any alternative.” From a friend of her

mother she has heard about mistletoe therapy and “that
this should help prevent the cancer from coming back.”

The patient is unexperienced with CIM and generally trusts

in conventional medicine. During the consultation, she

repeatedly talks about concerns about climacteric

disorders. She is not determined to quit hormone

treatment, but wants advice from her GP.

The patient copes well with the mastectomy and feels

generally well. She visits her GP to talk about her visit at

the gynaecological clinic where the adjuvant

chemotherapy was planned. The patient deeply fears the

side effects of chemotherapy, which have been described

to her as “hell on earth” by a neighbour. She is not

concerned about hair loss, but fears nausea, emesis and a

loss of functioning, which would imply that she is no

longer able to care for her family the way she currently

does. She feels highly responsible for her family members'

daily routines and fears that “everything will collapse”
without her help. The patient is a selfless, always active

person. The possibility that she might need help herself

challenges her self-perception. She asks the GP for an

“accompanying treatment” to activate the “self-healing
powers” of her body and to “diminish nausea.” She has

heard about vitamin preparations that might work for her.

The patient is unexperienced with CIM and generally trusts

in conventional medicine. During the consultation she

repeatedly talks about her fear of nausea and emesis and

first of all a loss of social functioning and “letting her

family down.” She wants to do “everything necessary to

get well soon,” but is insecure because of the therapy's

influence on her family life.

ENGLER ET AL. 3 of 10

 13652354, 2022, 6, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/ecc.13651 by U

niversitatsbibliothek Johann, W
iley O

nline L
ibrary on [31/03/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



manifest reason why the patient wants to talk to the GP on CIM as

well as underlying concerns and fears, the patient's personality and

instructions on how to present and behave. The version that was

handed over to GPs as a case-report prior to the consultation con-

tained sociodemographic information and information on past and

planned therapies only. Standardised patients (SPs) were trained face-

to-face or via telephone by an experienced standardised patient

trainer. The allocation of cases was initially carried out randomly.

However, we had to take into account that some of the GPs had only

limited availability, and consequently made a few slight changes to the

order.

2.4 | Data gathering

GPs were invited to a preintervention consultation with a standar-

dised patient at both centres between May and September 2018.

Prior to the consultation, GPs were asked to fill in a questionnaire on

sociodemographic and occupational information as well as their atti-

tude towards CIM in cancer patients. They were then handed over a

one-page case report on the standardised cancer patient they were

going to meet in a consultation on CIM. GPs were informed that they

“have known the patient for several years” and that they have 20 min

before they “need to see the next patient.” GPs were then guided to

a consultation room, in which the standardised cancer patient waited,

and asked to enter whenever they felt prepared. Consultations were

audiotaped.

2.5 | Data analysis

Questionnaire data were analysed descriptively using SPSS. Consulta-

tion data were analysed using the RIAS (Roter & Larson, 2002) in a

version adapted specifically for our study, and metric variables were

analysed using SPSS. As we used an exploratory study design, analysis

was done descriptively.

2.5.1 | RIAS in general

The RIAS is a predefined coding system to analyse physician–patient

dialogue that has been applied to numerous studies with different

areas of interest in the United States and Europe (Roter &

Larson, 2002). RIAS encompasses a coding manual and a software to

apply these codes directly to audio files of consultations. The manual

encompasses 35 codes for patient utterances and 40 codes for physi-

cian utterances. These codes encompass categories with a rather

emotional content such as reassurance, empathy or concern, and cate-

gories with a rather topic-specific content such as asking a question,

giving information or counsel that are available for medical, therapeutic,

lifestyle and psychosocial contents. There are three basic rules for

using the RIAS coding scheme: (1) Each utterance is only coded once;

(2) each utterance must be coded; and (3) if an emotional code is

applicable, it is used in preference to a topic-specific code. RIAS-

coded consultations are analysed in a quantitative manner; that is, the

count of utterances per category is compared between consultations

and groups.

The 40 categories can be summarised in composite scores such

as patient education and counselling or data gathering, which we pre-

sent in our results section. As we used SP cases, we present data on

GP utterances only, with the exception of the RIAS patient-

centredness score. For this calculation, both patient and physician

utterances are necessary. In brief, patients' and GPs' utterances con-

cerning psychosocial and lifestyle issues are considered in relation to

those concerning medical and therapeutic issues. A score <1 indicates

a conversation focused on biomedical issues, whereas a score >1 indi-

cates an emphasis on patient-related content (Maatouk-Bürmann

et al., 2016; Weiner et al., 2013).

2.5.2 | Study-specific adaptations of RIAS

We adapted the basic RIAS coding scheme for our study in three ways

(Roter & Larson, 2002). First, we clarified which RIAS code should

apply to which complementary and integrative medical treatment:

Physical activity, sports and diet in the sense of “eating healthy” in a

general way were coded as lifestyle, whereas vitamins and nutritional

supplements were coded as therapeutic. Phytotherapy, homoeopathy,

acupuncture and TCM were coded as therapy. Yoga, meditation, qi

gong or other relaxation techniques were coded as psychosocial. Sec-

ond, as our study setting did not include a physical examination, we

assumed that a huge number of utterances would deal with psychoso-

cial and lifestyle topics. To analyse conversations in detail, we split the

existing code psychosocial and lifestyle counselling into psychosocial

counselling and lifestyle counselling. Third, we added the following

three study specific proficiencies: First, we documented every treat-

ment from the CIM spectrum that GPs proposed to cancer patients,

including advice on self-care, psychosocial support, diet and physical

activity, but also specific CIM treatments such as homoeopathy, acu-

puncture and nutritional supplements. Every CIM treatment was

noted, and the overall treatments mentioned in all consultations were

categorised afterwards in a team of two researchers. Second, we

documented when the GP conceded that he or she did not have

enough knowledge to conclusively answer the question and third, we

documented when the GP proposed to get more information.

To account for different lengths of GP-SP-consultations, we

divided the count of utterances in each category by the count of the

overall utterance per consultation.

3 | RESULTS

Overall, 29 GPs participated in consultations with standardised

patients, with 18 GPs talking to an SP performing SPC1 and 11 GPs

talking to a SP performing SPC2. Some 97% (n = 28) of participating

GPs agreed that it is important for their daily work to be informed

4 of 10 ENGLER ET AL.
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about CIM in cancer, but only 21% (n = 6) felt confident when talking

to cancer patients about CIM; 93% (n = 26) agreed that there is too

little good information available on CIM. All GP characteristics can be

found in Table 2.

3.1 | RIAS analysis

Consultation lengths of consultations with SPC1 ranged from 10 to

26 min with an average consultation length of 15 min. For SPC2, the

average length was 14 min ranging from 9 to 20 min. On average, for

SPC1, we coded 184 (range: 88–311) GP utterances per consultation

and 170 (range:100–270) for SPC2.

3.1.1 | RIAS patient-centredness score

The mean RIAS patient-centredness score for conversations with

SPC1 was 1.16 with a standard deviation of 0.51. The mean RIAS

patient-centredness score for conversations with SPC2 was 2.23 with

a standard deviation of 1.65.

3.1.2 | Content of consultations

GPs mainly contributed to consultations via patient education and

counselling. While the general course and content of consultations

were very similar in consultations with SPC1 and SPC2

(see composite scores in Figure 1), the topic-specific analysis of

the composite scores patient education and counselling as well as

data gathering by contrast shows a different distribution of

topics when comparing consultations with SPC1 and SPC2.

Utterances with a psychosocial content appeared more often in

conversations with SPC2, whereas in conversations with

SPC1, more medical and therapy-related talk took place

(see Figures 2a,b and 3a,b).

3.1.3 | Recommended CIM treatments

For SPC1, mistletoe therapy (which the SP proactively addressed) was

most often recommended, followed by dieting, physical activity and

sports, and vitamins and nutritional supplements. For SPC2, GPs most

often recommended methods of self-care such as “take time to relax

and time just for yourself” or “do things that you like,” followed by

vitamins and nutritional supplements (which the SP proactively

addressed), psychosocial support and physical activity as well as

sports (see Figure 4).

3.1.4 | Disclosure of limited knowledge and
offering to get more information

In consultations with SPC1, 44% of GPs (n = 8) admitted that they do

not have enough knowledge to answer a question definitively, com-

pared to 73% of GPs (n = 8) talking to SPC2. 28% of GPs (n = 5)

counselling SPC1 offered to get more information for the patient

compared to 45% of GPs (n = 5) counselling SPC2.

TABLE 2 GPs' characteristics

SPC1 (N = 18) SPC2 (N = 11) Overall (N = 29)

Gender % (n) Female 56% (n = 10) 82% (n = 9) 66% (n = 19)

Male 44% (n = 8) 18,2% (n = 2) 35% (n = 10)

Work experience % (n) 0–10 years 22% (n = 4) 9% (n = 1) 17% (n = 5)

11–20 years 17% (n = 3) 18% (n = 2) 17% (n = 5)

21–30 years 39% (n = 7) 36% (n = 4) 38% (n = 11)

More than 30 years 22% (n = 4) 36% (n = 4) 28% (n = 8)

Additional training % (n) Acupuncture 28% (n = 5) 9% (n = 1) 21% (n = 6)

Anthroposophical medicine 0% (n = 0) 0% (n = 0) 0% (n = 0)

Homoeopathy 11% (n = 2) 0% (n = 0) 7% (n = 2)

Chiropractic 0% (n = 0) 18% (n = 2) 7% (n = 2)

Naturopathic treatment 17% (n = 3) 18% (n = 2) 17% (n = 5)

Palliative medicine 17% (n = 3) 27% (n = 3) 21% (n = 6)

Physiatrics and balneology 0% (n = 0) 0% (n = 0) 0% (n = 0)

Specialised pain therapy 11% (n = 2) 0% (n = 0) 7% (n = 2)

Number of cancer patients currently cared for % (n) None 6% (n = 1) 0% (n = 0) 3% (n = 1)

1–15 patient(s) 44% (n = 8) 82% (n = 9) 59% (n = 17)

More than 15 patients 50% (n = 9) 18% (n = 2) 38% (n = 11)
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4 | DISCUSSION

To the best of our knowledge, our study is the first to assess GPs'

actual behaviour during discussions of CIM with cancer patients with

regard to GPs' patient-centredness. Patient-centredness was assumed

to exist when GPs communicated case-specifically with their patients.

The mean RIAS patient-centredness score in conversations with

SP2 was almost twice as high as the mean patient-centredness score

in conversations with SP1. Nevertheless, GPs in both groups reacted

case-specifically to the different presenting cases with regard to con-

tent. This was shown in the higher proportion of psychosocial data

gathering and psychosocial counselling in SPC2, who wanted to use

CIM because she feared a reduced ability to function for her family

during chemotherapy treatment. GPs more often recommended

methods of self-care and social support for SPC2. In consultations

with SPC1, who feared physical side-effects (climacteric disorders) of

hormone treatment, counselling focused to a greater extent on thera-

peutic and biomedical topics. GPs more often recommended mistletoe

therapy, a healthy diet as well as physical activity and sports. Even

though the patient-centredness score in conversations with SP2 was

higher, we would argue that GPs in both groups communicated in a

patient-centred manner and that a lack of case-specificity is a limita-

tion of the RIAS patient-centredness score that equates psychosocial

and lifestyle topics with patient-centredness. If patient-centredness is

understood as case-specific and responsive behaviour, one cannot

use the same composite score for each encounter. Instead, one should

take into account the actual patient case (especially when using SPCs)

and assess whether their themes (lifestyle, psychosocial, therapeutic

or medical) are discussed or overlooked.

Furthermore, it has been noted that the RIAS composite score on

patient-centredness is not sensitive to the outcome of care planning

(Weiner et al., 2013). We also did not assess GPs' information giving

on CIM in cancer in the sense of “right or false” information or a “bet-
ter or worse” outcome of the consultation. Instead of monitoring GPs'

objective knowledge on CIM, we focused on their responsiveness to

presenting cases and patients' underlying reasons to use CIM

(Schofield et al., 2010).

GPs recommended a lot of CIM treatments that cancer patients

can easily apply themselves and which might support patients' feeling

of self-efficacy such as diet, sports and physical activity, self-care and

social support. These methods do not presume extensive knowledge

about CIM in cancer. Furthermore, they are typically found in general

practice settings where counselling on lifestyle interventions is com-

mon. There may be a big overlap between complementary medical

procedures and “conventional” family medical care as many of the

approaches of lifestyle and psychosocial interventions

(e.g., movement, nutrition and relaxation elements) can be very well

integrated in the concept of salutogenesis as described by medical

sociologist Aaron Antonovsky (1987). This implies that patient-

centred communication is not unique to CIM but is also called for

when dealing with a multitude of other communication issues

(e.g., transition to palliative care, trial inclusion and breaking bad

news). The conclusion we draw from this is that the need to behave in

a case-specific and patient-centred manner is inherent in the everyday

care provided by GPs.

From surveying the attitudes of GPs to CIM in Germany, we

know that about half are open to CIM procedures (Joos et al., 2011).

Regardless of their attitudes, however, virtually all of them report a

need for further information on the topic (Klein & Guethlin, 2018).

Beside these rather general recommendations, however, 78% of

GPs talking to SPC1 also supported her wish to get more information

and try mistletoe therapy. This may point to a general openness to

F IGURE 1 Distribution of composite scores of GPs' utterances as share of all GP utterances; sorted by standardised patient case (rapport is
used to describe a feeling of mutual understanding and the ability to communicate with one another)
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CIM treatments by GPs and/or to a respectful acceptance of patient

treatment wishes as seen in shared decision-making (Elwyn

et al., 2012; Légaré & Witteman, 2013).

Nearly 60% of GPs disclosed that they do not have enough infor-

mation to answer a specific question on CIM. This number is similar to

findings from a former survey study among GPs in Germany (Klein &

Guethlin, 2018). However, only 36% of GPs in our study offered to

get more information on the topic in question. This is worth a second

thought, as the disclosure of “not being an expert” may be used to

block communication, especially when no offer for further information

seeking is added. However, as no follow-up consultation was planned

within the framework of the study, it remains unclear if this would

have been the case. Nevertheless, a possible approach for GPs to

counteract this uncertainty could be to participate in training sessions

on communication skills with SPs, as a recent trial by Hvidt et al.

(2018) on existential communication with cancer patients has shown.

It could be assumed that GPs gain confidence in addressing specific

topics such as CIM with cancer patients by attending a specific com-

munication training. Consequently, we would advocate training in

patient-centred communication in all functions involving the provision

of advice, be it end-of-life care, CIM, vaccination and so forth. We

would also recommend that reimbursement schemes incentivise

communication.

5 | STRENGTHS AND LIMITATIONS

One limitation of the study is that from the beginning, the provided

information was clearly focused on CIM in cancer care. Therefore,

both GPs and SPs were likely to accept CIM as the main theme of the

conversation. We know from other studies that in real-world settings

physicians often ignore or block cancer patients' initial attempts to

address CIM in cancer and that patients may quickly give up when

they are discouraged by their physician (Adler & Fosket, 1999;

F IGURE 2 (a) Proportions of topic-specific
utterances as share of all patient education and
counselling GP utterances of SPC1. (b) Proportions of
topic-specific utterances as share of all patient education
and counselling GP utterances of SPC2
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Schofield et al., 2010; Tasaki et al., 2002; Tautz et al., 2012). These

instances were unlikely to happen in our study setting. Furthermore,

the study setting provided up to 20 min of consultation time, which is

rather the exception than the rule in a high-paced GP setting, where

the duration of consultations is often only a few minutes (Irving

et al., 2017). Thus, the external validity of our findings may be limited.

It is interesting to note, however, that the GPs said that after complet-

ing the training, they found it easier to discuss CIM procedures with

patients.

Our study set out to provide preliminary data on how GPs com-

municate with cancer patients on CIM and on whether this communi-

cation is patient-centred and thus differs depending on the presenting

case. We acknowledge that in our study, we were responsible for

addressing the topic of CIM, and that the course and content of con-

versations on CIM with standardised patients can only resemble con-

versations in real-world settings. However, evidence also exists that

standardised patients can behave authentically (Ay-Bryson

et al., 2020).

F IGURE 3 (a) Proportions of topic-specific utterances
as share of all data gathering GP utterances of SPC1.
(b) Proportions of topic-specific utterances as share of all
data gathering GP utterances of SPC2
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It has previously been demonstrated that RIAS captures different

communication behaviours by reacting to psychosocial issues

(Deveugele et al., 2004). As we consider case specificity to be an indi-

cation of the patient-centredness of GPs, we used RIAS to assess the

case specificity of GPs' communication behaviour towards our simu-

lated patients. We also trained SPs to mention their fears and

concerns.

6 | CONCLUSION

The GPs in our sample reacted case specifically to the reasons and

fears that the standardised patients gave to explain their interest in

CIM. Such responsive and patient-centred communication behaviour

is a valuable resource and one that might be used to encourage cancer

patients to discuss CIM with their GPs. However, actively addressing

CIM is often time consuming, and this is a barrier to its widespread

integration into routine cancer care. Adequate training and reimburse-

ment should therefore be considered for GPs that engage in

it. Especially including communication on CIM into reimbursement

schemes might advance patient-centred care.
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