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ABSTRACT ARTICLE HISTORY
Objective: Diagnosis of cancer is challenging in primary care due to the low incidence of cancer ~ Received 10 September
cases in primary care practice. A prolonged diagnostic interval may be due to doctor, patient or 2023

system factors, or may be due to the characteristics of the cancer itself. The objective of this /;S;;pted 12 December
study was to learn from Primary Care Physicians’ (PCP) experiences of incidents when they had

failed to think of, or act on, a cancer diagnosis. KEYWORDS

Design: A qualitative, online survey eliciting PCP narratives. Thematic analysis was used to analyse Cancer; diagnostic errors;
the data. Europe; primary care

Setting and subjects: A primary care study, with narratives from 159 PCPs in 23 European physicians; primary health
BUTES. care; qualitative research
Main outcome measures: PCPs’ narratives on the question ‘If you saw this patient with cancer

presenting in the same way today, what would you do differently?

Results: The main themes identified were: thinking broadly; improvement in communication and

clinical management; use of other available resources and ‘I wouldn't do anything differently’

Conclusion (Implications): To achieve more timely cancer diagnosis, PCPs need to provide a

long-term, holistic and active approach with effective communication, and to ensure shared

decision-making, follow-up and continuing re-assessment of the patients’ clinical conditions.

KEY POINTS

- Diagnosing cancer in primary care is challenging due to the low incidence of cancer in practice
and the multiple confounding factors that are involved in the diagnostic process.

+ The need to think broadly, make improvements in communication and clinical management,
and use other available resources were the main themes from Primary Care Physicians’ (PCPs')
narratives about their learning experiences from missed or late cancer diagnoses.

+ Along-term, holistic and active approach with effective communication, follow-up and continuing
re-assessment of the patients’ clinical conditions was another theme for making improvements.

+  Some PCPs, on reflection, would not have done anything differently.

Introduction as having a unique longitudinal doctor-patient rela-
tionship over time, Primary Care Physicians (PCPs) are

The diagnosis of cancer in symptomatic patients placed to make prompt cancer diagnoses and

requires a complex multi-step process, involving multi-  getect cancer early. However, there are particular diffi-
ple factors from patients, doctors and health care sys-  culties in diagnosing cancer in primary care, where, for
tems. Being at a point of first medical contact, as well individual doctors, a diagnosis of cancer is a rare event
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[1]. PCPs typically diagnose only one case of each of
the most common cancers (colorectal, prostate, breast,
and lung) each year, but less frequent cancers might
be seen only once or twice during a PCP’s career [1].
Cancer is not a single disease but a heterogeneous
entity which comprises many different types of dis-
ease, and the type and intensity of signs and symp-
toms can vary greatly from patient to patient and
evolve over time [2]. Many signs and symptoms, even
the ones considered as ‘red flags' of alarm, have low
positive predictive values for cancer diagnosis [3].
Vague symptoms [4] and multimorbidity [5] can con-
tribute to lower suspicions of cancer and thereby pro-
longed time to diagnosis. In addition, many PCPs do
not have direct access to some of the diagnostic tech-
nologies and must refer their patients to specialists,
which can cause delays in investigations and consulta-
tions. All these factors can result in misdiagnoses or
avoidable delays in diagnosis [4, 5], increasing the
probability of advanced stage and poorer prognosis [6].

In a British study, PCPs assessed that one in four
cancer cases had an avoidable delay in diagnosis [5].
There can be missed opportunities in all the different
phases of the diagnostic process: during the initial
assessment, diagnostic test performance and interpre-
tation, and coordination and follow-up [4, 5, 7].

Missed diagnostic opportunities are considered to
have happened when something different could have
been done to make the correct diagnosis earlier [8].
One of the gaps in research recognized by the World
Health Organizationin in its report on diagnostic errors
is in evidence on the most practical and effective
methods of providing feedback to providers, and how
to implement systems that encourage providers and
systems to learn from diagnostic errors [9]. In recent
years, qualitative research has identified some of the
diagnostic pitfalls in primary care diagnosis of cancer.
These studies have provided insights into the presen-
tations of the patients diagnosed with cancer as a
result of an emergency admission [10], in cognitive
errors in clinical reasoning [11], the impacts of com-
munication with patients [12], and in symptom
appraisal for a specific type of cancer [13]. PCPs’ focus
on feedback and error analysis has been suggested as
a tool to improve performance, with the potential to
transform errors into learning opportunities [8].

PCPs' reflection on possible missed opportunities
concerning cancer diagnosis should help to identify
multiple factors, not only those associated with their
own performance, but also those linked with health
system and patient factors that may impede them
from making a timely cancer diagnosis. This study
therefore examines PCPs’ views on what they would

do differently after they had failed to think of, or act
on, a cancer diagnosis.

Material and methods
Study design

In this qualitative study we used an online survey with
open-ended questions asking PCPs for their narratives
about a delayed cancer diagnosis. We used thematic
analysis as it enabled us to identify patterns of mean-
ing across a set of data and explore PCPs experiences,
actions and reflections on the clinical cases that they
presented, and allowed us to take into account the
contexts in which the events were placed.

Setting

A multicentre online survey of PCPs in 23 European
countries in 2021, led by 11 research group members.

Development of the questionnaire

The Orenés Research Group (ORG) is a European col-
laborative of 94 primary care researchers in 32 coun-
tries, formed in 2013 to study the factors influencing
national variations in the early diagnosis of cancer in
primary care. In 2018, a core study group of ORG
members agreed on the research question ‘Why do
European PCPs sometimes not think of, or act on, a
possible cancer diagnosis?’ The group wrote the text
for the survey questions, which included demographic
questions, and piloted it to test the questions, assess
whether the survey instructions were clear and under-
standable, and estimate how many survey responses
would be needed to achieve data saturation. Fourteen
other ORG members completed the pilot question-
naire, giving 15 narratives in total. Thematic analysis of
the pilot survey responses resulted in 43 codes and 4
themes; saturation was not achieved in the pilot. No
question misunderstandings were detected.

The questionnaire invited participants to submit a
narrative: ‘Please write a short description of a time
when you were slow to think of a cancer diagnosis, or
where you thought of cancer but were slow to do
something about it, followed by the free-text ques-
tions: ‘What happened?;, and ‘Why do you think it hap-
pened?. As a result of the pilot, the core group added
a new question about what PCPs would do differently
as a result of their experiences, and in this paper we
focus on their answers to this question:

If you saw this patient presenting in the same way
today, what would you do differently?



The questionnaire also asked for PCPs’ demographic
data: country, gender, whether they were a trainee,
years of working experience (<4years, 5-14years,
>15years) and practice setting (town/city, rural, island/
remote, or mixed). To increase anonymity, the answer
‘| prefer not to say’ was also given as an option for all
the questions except for the country. PCPs were also
asked to name the type of cancer in the case that
they were describing. The questionnaire was put online
using SurveyMonkey (SurveyMonkey, California, USA).

Participants

Study subjects were General Practitioners (GPs) and
doctors who had other specialist training but worked
in the community and could be accessed directly by
patients without referral, here collectively referred to
as Primary Care Practitioners (PCPs). We aimed for least
5 PCP responses, with a maximum of 10, from each of
the 23 participating countries. To achieve maximum
variation, the study purposefully included a balance of
female and male PCPs, a range of years of experience,
and different practice locations (both rural and
non-rural). However, these targets were flexible, as
they depended on the availability of respondents in
each country. The pilot study suggested that this sam-
ple size would achieve data saturation.

Recruitment and data collection

In some countries the ORG local leads chose to invite
possible participants themselves; in the other countries,
the local leads identified PCPs that might be interested in
the study and sent their contact details to the research
group leader, MH, who invited them to join the study.

Invitation emails, in participants’ native languages,
were sent to potential PCP respondents. The invitation
email described the objectives and methodology of
the study and explained that all data would be col-
lected anonymously: the identity of participating phy-
sicians would not be identifiable, and IP addresses
would not be collected. A ‘Participant Information
Sheet’ was included in the invitation email.

As there was a possibility that the meaning of the
questions could change when translated into other
languages, the survey questions were in English for all
participants. Leads were allowed to translate the text
into their local languages in their invitation emails if
they wished, but none chose to do so. Participating
PCPs were asked to answer the questions either in
their own languages or, if they felt confident to do so,
in English. In order to preserve patient anonymity, par-
ticipants were asked to describe their cases in such a
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way that neither their own identities nor those of their
patients could be inferred from their descriptions. MH
downloaded the survey results and confirmed that the
data preserved anonymity. Consent was implied by
agreeing to take part in the survey. Each survey
response was given an identification code. Answers
not in English were sent to the local lead who trans-
lated them into English, with the help of English native
or professional translators. Respondents’ demographic
data was removed before being sent to translators.

Analysis of data

We used thematic analysis according to Braun and
Clarke’s six-step framework [14], with open and cross
coding, and hierarchical grouping into themes.

The research team consisted of 11 members, most of
whom were experienced PCPs. In the first part of anal-
ysis, we divided the research team into three working
groups. Each of these analysed 53, randomly assigned
participants’ responses. Each researcher independently
coded the text assigned to their group at two levels.
Initially, each researcher read the text as a phase of
familiarisation with the data. We then conducted initial
coding by going through transcripts line by line, assign-
ing codes to the text based on our interpretation of the
text focusing on its underlying meaning. All the codes
and the related citations were identified in Excel docu-
ments. The differences in researchers’ lower and prelim-
inary higher-level codes were resolved in subgroup
online meetings. The results of each subgroup’s prelim-
inary coding were discussed at an online meeting of
the entire ORG core study group, allowing development
of a joint data-driven coding framework.

The next analytic step was to further group the
codes into higher-level hierarchical units. The research
team was then reorganised into two new subgroups,
one of which, with five members, focused on the
answers to the third free-text question:"... what would
you do differently?, which is reported here. The the-
matic analysis of the other questions, ‘What happened?’
and ‘Why do you think it happened?, has been
reported elsewhere [15].

The group focusing on the question “...what would
you do differently?” organised data into sub-themes
and themes. Each hierarchical level was discussed
within the subgroup at online meetings, and finally at
two online meetings of the whole ORG core study
group. Some discussions also took place by email. We
sorted codes that we interpreted as belonging together
into potential themes and sub-themes. Further, we cre-
ated themes by clustering sub-themes that were
related to each other. No software was used for data
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analysis due to the complexities of online cooperation
across multinational researchers.

Finally, we looked back at the raw data to see how
it supported the themes and our overarching theoret-
ical perspective. We looked for original data citations
that supported the analytical themes. We checked that
every quote and lower code could be assigned to at
least one theme, and that at least one quote could be
found for every theme and sub-theme. The themes
were discussed at an online meeting of the entire ORG
core study group, and this resulted in small adjust-
ments. We used the COREQ checklist as our reporting
guideline [16].

Results

In total,159 PCPs answered the questionnaire. One
answer that did not include a case description was
excluded. The analysis included 158 cancer cases from
23 European countries. Working experience after qual-
ifying as a doctor was fifteen years and over for almost
two thirds of the PCPs. Under a quarter of the respond-
ers were GP trainees. One third of the PCPs worked in
rural or mixed areas. (Table 1)

Table 1. Characteristics of the primary care physicians that
participated in the survey, N (%).

Total participants 15
Gender Women 8
Men 6

Prefer not to say
<4years
4-15years
>15years

Work experience 1
4
9
Established PCP 12
3
9
3

8
9
8
1
5
6
7
Training status 1

GP trainee 7
Area of work Town or city 9
Rural 3
Island or remote 5
Mixed 20
Prefer not to say 1
Country Bulgaria 10
Croatia 8
England 7
Estonia 6
Finland 5
Germany 5
Greece 8
Ireland 10
Israel 4
Italy 0
Latvia 0
Lithuania 6
Netherlands 3
Norway 7
Poland 7
Romania 8
Scotland 5
Slovenia 6
Spain 14
Sweden 8
Switzerland 3
Turkey 6
Ukraine 2

_._\
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Most (80%) of the respondents wrote their answers
in English and the rest in their native languages.

The analysis resulted in five themes with several
subthemes (Table 2). Many individual cases contained
codes belonging to several subthemes and themes.
The themes and subthemes are described below, with
each PCP’s quotation identified by an anonymised
code due to the sensitivity of our data.

Think broadly

This first theme covers PCP’s thoughts on the need
to keep their thinking and diagnostic options broad
enough. They reported that they were less likely to
do this in younger patients, when the presentation
was complex due to comorbidity, with rare cancers,
or when patients were frequent attenders. They
thought that it was important always to keep the
possibility of cancer as a differential diagnostic
possibility, and not to rely too much on others’
opinions:

It was really rare; cancer of pancreas in male <30y.
(2D18)

| would probably order imaging tests earlier to exclude
other causes than post-infection cough. (1D32)

Consider other diagnoses in the person who presents
with the same symptom but where the hospital says
there is nothing wrong. (3D17)

PCPs felt that they should take into account the
potential risk factors for cancer and listen to their gut
feelings:

Table 2. Themes and sub-themes.

Theme Subtheme

Think broadly

‘Think cancer’ - always have cancer as a
possible differential diagnosis.

Respect your ‘gut feelings'

Think about the patient’s risk factors.

Don't rely on previous negative results or
specialist opinions.

Listen to the patient carefully.

Share your concerns, actions and potential
outcomes with the patient.

Be assertive with a patient if you suspect
cancer.

Be persistent with your message to the
patient and provide detailed information

Check information about the patient carefully.

Re-assess the patient if he/she doesn’t
improve or if symptoms change.

Do your clinical examination more carefully.

Follow the patient actively.

Practice continuity of care.

If you suspect cancer, don’t watch and wait.

Follow the clinical guidelines.

Improve supportive diagnostic tools.

Improve communication
with the patient

Improve clinical
management

Use other available
resources

| would not do anything
differently




Now if | see a patient who has had cancer, even if it
was some years ago, | think about whether today’s
symptoms could be because of a recurrence of cancer
- and investigate if needed. (3D9)

Do not rely on the results from additional diagnostic
investigations only, but focus more on [the doctor’s]
own observations and his/her gut feeling. (2E53)

Improve communication with the patient

The second theme focuses on the need to improve
communication between PCPs and their patients. PCPs
wrote about the basic elements of good communica-
tion, such as attentive listening to the patients’ symp-
toms and giving good explanations:

| would be more careful. | would pay more attention.
Medical history is very important in these patients. (3D23)

The importance of negotiation, trust and the result-
ing agreement with the patient were emphasized:

Surely that experience taught me to emphasize suspi-
cious clinical presentation and not to underestimate
the power of the doctor-patient mutual trust. (3D21)

However, in addition, PCPs intended to be more
assertive with their patients, and to be more persistent
with their messages about necessary procedures:

| would stress what concerns me. (2E32)

Give more attention and time to explain and convince
the patient to continue with evaluation. I'll be more
active. (3D19)

One PCP stated that they would be more willing
and able to communicate clearly:

| have become more confident now. | think | would
find the right words to persuade the patient. (1D46)

Improve clinical management

This theme brings out, from the perspective of clinical
management, several aspects which may hinder a
PCP’s cancer diagnostic process, and, consequently
those that could facilitate it if improved. PCPs’ sugges-
tions were aimed at both individual and practice levels.
PCPs emphasised the need for sufficient time to
evaluate the medical history, and to safety-net by mon-
itoring and following-up their patients when needed:

Taking time to make a proper clinical history and dif-
ferential diagnosis, making sure no serious conditions
can be undiagnosed and, if something more serious is
suspected, arrange a second appointment to address
this case with more time. (2E41)
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I would recall him (the patient) after a right period of
3 weeks of waiting, but | would be safer to act in a
active way, that is to follow and call the patient if he
will not come after the deadline. (3D22)

Use other available resources

The fourth theme focuses on the potential for avail-
able resources. Guidelines were mentioned as a tool
that helps PCPs to make a timely cancer diagnosis:

| think that the guidelines would now push me much
more to refer with symptoms that | would have previ-
ously been happy to ‘watch and wait’ And of course
having had this happen | probably started referring
much more readily. (2E9)

The potential of electronic reminders to improve
diagnostics was mentioned as well:

Improve informations in electronic health record like a
summary of illness and follow-up visits/test plan -
Activation of electronic health reminders for recom-
mended testing. (2E38)

| would at least make automatic reminders to secure
the control of the blood samples. (2E28)

I would not do anything differently

Finally, despite everything, some PCPs felt that they
wouldn’t do anything differently another time. These
cases were mostly patients with rare cancers, such as
sarcoma or renal cancer.

I am afraid | couldn’t have really done anything differ-
ently. (1D38)

Discussion
Statement of principal findings

In this qualitative study we found four themes describ-
ing what PCPs would do differently after having failed
to think of, or act on, a possible cancer diagnosis:
think broadly, improve communication and clinical
management, and use other available resources.
However, some participants would not change their
actions. The themes are diverse and raise multiple
aspects at both individual and practice levels.

Findings in relation to other studies

Think broadly
The PCPs identified in our study the importance of
thinking broadly, as diagnostic errors can occur when
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cancer is not considered in the differential diagnosis.
Previous studies have found that PCPs’ diagnostic strat-
egies can fail to identify cancer when patients present
with atypical and rare presentations [17], younger
patients, and patients with comorbidities [18]. Rare or
frequent attenders are less likely to receive an urgent
referral or be suspected of cancer [19]. In another
study, PCPs recognised that there were complex situa-
tions in which the differential diagnosis could be
clouded by coexisting morbidity, by other concurrent
events, or by symptoms that initially improved with
treatment [10].

Some PCPs in our study regretted not having acted
on their sense of alarm, and doing so might have
helped to trigger investigations for cancer [20]. This is
supported by a Nordic study, in which some doctors
recognised that intuitive feelings of alarm helped them
to come to think of cancer during a clinical encoun-
ter [21].

Improve communication with the patient

In this theme, the PCPs explained that they would like
to improve communication with patients in future to
speed-up cancer diagnosis. The PCPs emphasised the
importance of the basic elements of good communi-
cation: attentive listening, and adequate explanation
and education, which have been mentioned in litera-
ture as being necessary for good patient adherence
[22]. The quality of interaction between patient and
doctor, and the doctor’s accuracy in perceiving and
interpreting cues, could be decisive in raising aware-
ness of cancer [21]. Good communication facilitates
the description of symptoms and increases the accu-
racy of the diagnosis [23, 24], and this was also iden-
tified by our participants. Evidence suggests that the
importance of communication, the negotiation and
the resulting agreement between the patient and the
doctor affect the patient’s decision to follow the pro-
posed measures and to participate in the investiga-
tions [12]. Careful, patient-centred explanations and
information-giving reduce patients’ anxiety, which
could otherwise deter patients from participating in
diagnostic follow-up [22]. Patients have stated that
when their symptoms are not carefully addressed by
their PCPs, their motivation for re-consulting is low
[25]. PCPs in our study were also aware that effective
communication takes time, and this has also been
identified in other studies [23, 24].

PCPs’ emphasis on assertiveness was a particularly
interesting finding in our analysis. Assertive communi-
cation is essential for patient safety and refers to spe-
cific observations and making decisions from positional

authority of the physician [26]. Our PCPs expressed
their intention to be more assertive and persistent in
the future, and they attributed the delay in cancer
diagnosis to a lack of convincing communication with
the patient. In this sense, assertiveness in communica-
tion is an important tool for effective transfer of doc-
tor's knowledge and expertise to the patients [23] in
order to achieve their compliance.

Improve clinical management

Our respondents emphasised the importance of active
follow-up and continuity of care. There is strong evi-
dence for the benefits of continuity of care on clinical
outcomes, service use and mortality in primary care
[27], although its impact on the cancer diagnostic pro-
cess may be small [28]. This theme includes
safety-netting, which has become an integral part of
clinical care in a variety of settings, for example spe-
cific information for patients on how and when to
seek help, a plan for re-assessment of patient’s condi-
tion, and follow-up of investigations and hospital let-
ters [7, 29].

The need for careful familiarisation with the patient’s
previous medical history, as well as a clinical examina-
tion of the patient, were identified by some respon-
dents. Recognising warning symptoms and signs
observed in clinical examination could be decisive in
the PCP’s clinical reasoning in relation to cancer [30].
Fast action using rapid pathways when cancer is sus-
pected were also mentioned by our PCPs, and this
maps across to previous ORG research [24]. These points
are concordant with the Nordic core values and princi-
ples for family medicine, especially with values 1 (We
promote continuity of doctor-patients care as a central
organising principle) and 2 (We provide timely diagnosis
and avoid unnecessary tests and overtreatment...) [31].

Use other available resources

Some of our PCPs mentioned that clinical guidelines
could be helpful to trigger a referral when alarm
symptoms appear, instead of ‘wait and see' Guidelines
have been introduced in several European countries to
help with the process of symptom evaluation and ear-
lier diagnosis of cancer [32, 33]. However, sometimes
doctors can be reluctant to follow guidelines, as shown
by research where six out of ten patients presenting to
primary care with high-risk symptoms of a possible
cancer did not receive an urgent referral [17]. This
could be due to PCPs not always being convinced of
the benefits of guidelines’ recommendations, or
because they feel under pressure to have a low referral
rate and to avoid over-diagnosis [7].



Our PCPs" wish for supportive tools that could be
helpful for recognising alarm symptoms and for patient
management map across to a study showing that clinical
decision support systems have potential to increase
adherence to guidelines [34]. However, use of artificial
intelligence in cancer diagnostics in primary care is at an
early stage, and there is a lack of evidence on its perfor-
mance in primary care setting, barriers to its implemen-
tation, and concerns about its cost-effectiveness [35].

I wouldn't do anything differently

Some PCPs stated that they would not do anything
differently next time, stating that they had made the
right decision. This could be due to low-risk symp-
toms, rare cancers, and patients’ reluctance to seek
medical attention [36]. It has been suggested that the
presence of nonspecific symptoms, the absence of
other risk factors and being in low-risk groups under-
standably do not prompt immediate diagnosis, and
that ‘watchful waiting’ is one of the recognised strate-
gies of work in primary care [7].

Strengths and weaknesses of the study

This is the first multinational study focusing on experi-
ences of PCPs who self-identified lessons learned from
a case they failed to think of, or act on, a possible can-
cer diagnosis. It offers a comprehensive insight into
the lessons to be learned from cases of participants
from 23 European countries, covering different health
care systems, work experiences and practice settings.
Our multinational research group developed and
piloted the questions before use and worked together
for the coding and the thematic analysis. Using this
method we were able to be aware of the cultural and
health care peculiarities of the participating countries.
The large range of participating countries means that
the identified themes are likely to be relevant to PCPs
in a variety of countries and healthcare systems.

Ideas for improvement were focused on the clinical
cases and may not have reflected participants’ broader
views. The PCPs were asked what they themselves
would do differently, so their views are their reflections
on their own actions rather than their thoughts on the
need for any system changes. This means that their pro-
posals represent only one aspect of improvements
needed for more timely cancer detection. Their choice
of cases was subjective and could have been their most
memorable or recent cases, not those with the stron-
gest implications for their future professional behaviour.
Many of their narratives were short, which may have
hampered the ability to put them into context.
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Some participants answered in English, which was
not their native language, and some answered in their
own language, in which case their answers were trans-
lated by their national lead. This could have resulted in
linguistic inaccuracies, although when recruiting par-
ticipants we sought PCPs who were likely to under-
stand the English-language questions. Any linguistic
misunderstandings between members of our multilin-
gual research group could have had an impact on our
interpretation of the data. We gathered rich data from
158 PCPs and all their responses were analysed. Even
though there were no in-depth interviews, similar
comments were repeated many times by respondents
from different countries. This suggests that it is unlikely
that new themes would have emerged with additional
responders, indicating data saturation.

Meaning of the study: possible mechanisms and
implications for clinicians or policy makers

Our findings have implications for PCP training and
postgraduate education. PCPs should be encouraged
not to rely on the simplest and most obvious explana-
tion for a patient’s symptoms, but also to think broadly
about several differential diagnostic possibilities. PCPs
need to feel diagnostic insecurity if the patients’ symp-
toms do not improve with negative tests, and this
should remain even if the specialist’s opinion is that
cancer is unlikely. Gut feelings with a sense of alarm
can contribute to the timely diagnostic process and
should not be neglected. Continuity of care and an
active follow-up of patients are especially important in
unclear diagnostic situations with common and generic
symptoms. Guidelines and digital solutions may facili-
tate timely diagnosis and reassessments: these should
be developed and used. Active listening, including the
patient in the conversation, as well as a careful and
thorough explanation, are important for getting the
patient’s perspective and a shared view with the
patient on a diagnostic plan. Being more assertive
with the patient, and more persistence in ensuring
joint agreement on further actions, may be necessary
steps for an effective diagnostic process. However,
sometimes PCPs must accept that, even with hind-
sight, it may be that no changes could have been use-
fully made to improve the cancer diagnostic process.

Conclusions

PCPs identified a number of learning points following
a failure to think of, or act on, a possible cancer diag-
nosis. These include the need to think more broadly in
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their clinical reasoning, and have a long-term, holistic
and active approach with effective communication
ensuring shared-decision making, follow-up, and con-
tinuing re-assessment of the patient’s clinical condition.
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