
Review

Effective Communication About the Use of Complementary
and Integrative Medicine in Cancer Care

Moshe Frenkel, MD,* and Lorenzo Cohen, PhD

Abstract

Complementary and integrative medicine (CIM) is becoming an increasingly popular and visible component of
oncology care. Many patients affected by cancer and their family members are looking for informed advice and
desire communication with their physicians about CIM use. Patients affected by cancer come to discuss CIM use
with intense emotions and are experiencing an existential crisis that cannot be ignored. Effective communication is
crucial in establishing trust with these patients and their families. Communication is now recognized as a core
clinical skill in medicine, including cancer care, and is important to the delivery of high-quality care. The quality of
communication affects patient satisfaction, decision-making, patient distress and well-being, compliance, and even
malpractice litigation. The communication process about CIM use requires a very sensitive approach that depends
on effective communication skills, such as experience in listening, encouraging hope, and ability to convey em-
pathy and compassion. This process can be divided into two parts: the ‘‘how’’ and the ‘‘what’’. The ‘‘how’’ relates
to the change in clinician attitude, the process of gathering information, addressing patients’ unmet needs and
emotions, and dealing with uncertainty. The ‘‘what’’ relates to the process of information exchange while assisting
patients in decisions about CIM use by using reliable information sources, leading to informed decision-making.

Introduction

Patient-centered medical care is now synonymous
with good-quality care and has become accepted as a

preferred model of care, or at least a model that one strives to
achieve.1 Effective clinician-patient communication, the cor-
nerstone of patient-centered care, can influence health out-
comes in different ways. Proximal outcomes of the interaction
include patient understanding, trust, and clinician-patient
agreement. These factors influence intermediate outcomes
(e.g., increased adherence, better self-care skills) which, in
turn, affect health and well-being.2 Clinician behaviors asso-
ciated with patient-centered care, such as respecting patients’
preferences, should be justified on moral grounds alone, in-
dependent of their relationship to health outcomes.3 Com-
munication is crucial in establishing trust with patients,
gathering information, addressing patient emotions, and as-
sisting patients in decisions about care.4–6 The quality of
communication in cancer care has been shown to affect pa-
tient satisfaction, decision-making, patient distress and well-
being, compliance, and even malpractice litigation.7,8 Com-
munication is now recognized as a core clinical skill in med-
icine, including cancer care, and is important to the delivery of
high-quality care.

A patient’s interest and use of complementary and inte-
grative medicine (CIM) falls into this definition of respect-
ing patients’ preferences and providing patient-centered
care. Effective communication about CIM will ultimately
improve quality of life, reduce distress, mitigate unwanted
adverse events that could result from the use of inappro-
priate treatments, and possibly improve clinical outcomes.9

CIM is becoming an increasingly popular and visible com-
ponent in oncology care. Although applying the concept of
integrative medicine to cancer care is still in its infancy, a
few comprehensive cancer centers in the United States un-
derstand this need and are trying to put these concepts into
practice.9–11

Two important questions arise in addressing communi-
cation issues with patients about CIM use. The first one re-
lates to ‘‘how.’’ How can clinicians actually facilitate,
encourage, and integrate the use of safe, evidenced-based,
personalized complementary therapies for patients with
cancer? The second question relates to ‘‘what.’’ What should
a physician evaluate and discuss to address patients’ con-
cerns and needs? This paper will discuss these questions and
suggest answers, as well as discuss other important aspects
of effective clinician-patient communication about CIM use
in cancer care.
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The ‘‘How’’

Attitude

The clinicians’ attitude is the first and the most essential
part in the success of effective communication about CIM.
Clinicians should be open, receptive, and nonjudgmental of
patients when discussing CIM use. Communication between
clinicians and patients is an interactive process, not a concise,
focused dialogue of questions and answers. The patient-
clinician dialogue involves not just words; it also involves
the ‘‘voice.’’ The ways in which one expresses himself or
herself—using a soft or loud voice, slow or fast speech, and
verbal and nonverbal cues—are all connected and are part of
communication between two people. Communication can
relate to previous visits, family and caregiver involvement,
other health care providers, and personal and professional
experiences of the clinician and the patient. Family, em-
ployment, emotions, desires and wants, hidden wishes and
concerns, where one finds meaning in life, health beliefs,
social, religious, and spiritual issues are all part of effective
communication.12

Communication is crucial in establishing trust with the
patient, gathering information, addressing patient emotions
and needs, and assisting patients in decisions about care.13

Patients of physicians who involve them in treatment deci-
sions during office visits have better health outcomes
and decreased psychological distress than physicians who
do not.5

Effective communication by health care professionals im-
proves patient health by positively influencing emotional
health, symptom resolution, physical functioning, and pain
control.14 The clinician’s health can also be influenced by
effective communication. For example, cancer clinicians who
feel inadequately trained to respond to patients’ emotional
needs are at an increased risk of burnout.15,16

Clinicians react to patients in multiple ways that can in-
hibit or enhance the relationship. Clinicians may become
overly distant, leading to both clinician and patient dissat-
isfaction, or they can become overly involved emotionally,
which can have serious psychological and clinical conse-
quences.17 Both extremes can lead to clinician burnout.

A communication gap in the clinician-patient relationship
may erode effective communication and patient-centered
care based on the way the health care providers perceive
their role regarding patients who use CIM. In Australia,
Broom and Adams examined a series of in-depth interviews
with oncology consultants and oncology nurses and found
that clinicians frame CIM use only in the context of risk:
describing patients’ ‘‘irrationality,’’ ‘‘seeking control,’’ and
‘‘desperation’’.18 In a study of 291 oncology health care
professionals in the United States, most agreed that good
communication enhances patient satisfaction (76%) and
treatment compliance (88%). However, only 34% of respon-
dents felt comfortable discussing CIM, and approximately
half of all respondents felt they lacked the skills needed to
communicate and help patients maintain hope.19

When clinicians fail to communicate with patients about
possibly effective CIM treatments, a loss of trust within the
therapeutic relationship may result. Poor communication
may also lead to diminished patient autonomy and control
over treatment, thereby interfering with the self-healing
process.20,21 A physician’s failure to recognize this interferes

with the physician’s ability to address the unspoken needs of
the patient. Psychological, social, and spiritual dimensions of
care may be ignored if physicians cannot adapt to the indi-
vidual needs of the patient or if they provide care without
sensitivity. However, one of the challenges is that when
physicians are faced with unfamiliar information about CIM
therapies, they may feel ‘‘de-skilled’’ by being forced outside
their zone of comfort and competence. This in turn can lead
to defensiveness and a breakdown in communication with
the patient. In contrast, the physician who is receptive to
patient inquiries and aware of subtle, nonverbal messages
can create an environment in which the patient feels pro-
tected21,22 and can openly discuss potential CIM choices.

Most patients expect their physicians to know something
about the use of CIM specific for their situation so they can
obtain educated advice and collaborate in decision-mak-
ing.23,24 If their physician is not responsive and is not a re-
liable source of information, patients will obtain and collect
information about CIM from a variety of other sources of
questionable veracity, such as friends and relatives, non-
professional literature, popular magazines, journals, daily
newspapers, the Internet, advertisements, and health food
stores. At times, the information gathered from nonphysician
sources is inaccurate, and occasionally, it can lead a patient
to use therapies that are dangerous.25,26

While discussions about CIM are relatively rare and most
likely to be initiated by patients, when the topic is discussed,
both patients and doctors say it usually enhances their re-
lationship.27 The initiative for this discussion should come
from the physician. Physicians have both an ethical and a
legal obligation to discuss CIM use in cancer care with their
patients.28 CIM use in cancer care needs to be addressed with
all patients and discussed in an open, evidence-based, and
patient-centered manner.29,30

Learning the skill

When physicians pay particular attention to incon-
gruencies, in which the verbal and nonverbal aspects of
communication are not aligned, it can yield valuable infor-
mation about the underlying concerns, beliefs, emotions, and
expectations of patients. This kind of information allows the
physician to get to the root of problems and facilitate their
resolution. Unfortunately, although such skills are easily
learned, they are generally either not taught or only super-
ficially addressed in the medical curriculum.31 But when
students are exposed to education on this topic, it leads to
improved communication. A study in Israel revealed that
emphasizing effective communication caused students to be
more open and able to talk about CIM with their patients
and to feel more prepared to treat patients with cancer.32 It is
clear that it is possible to train health care professionals in
more effective communication skills, and this can be specif-
ically applied to the area of CIM.

One of the most challenging tasks in cancer care is deter-
mining how to best communicate with patients and provide
adequate emotional support.33,34 An approach that incorpo-
rates empathy, friendliness, listening, and humor; that
encourages questions; and that checks a patient’s under-
standing of the answers can be helpful.7 Patients seem to
expect their physicians to be supportive, caring, accepting,
and nonjudgmental regarding CIM use and to reinforce a
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sense of hope.35 In a Canadian study of patients with breast
cancer who used CIM, patients rated their CIM practitioners
higher than their physicians in listening and providing
emotional support; at the same time, they trusted their con-
ventional doctors more with regard to telling the truth and
having up-to-date knowledge.36 Patients frequently see CIM
as a means of taking control of their health and increasing
their quality of life.23,24,37,38 Learning the skill of effective
communication and approaching the topic of CIM use in
cancer care with the right attitude will increase the proba-
bility that the consultation will be patient centered.

Addressing unmet needs

Despite advances in cancer care, patients continue to ex-
perience a substantial level of unmet physical, social, em-
ployment, financial, emotional, and spiritual needs.39,40 The
most common emotional reactions during and after treat-
ment include anxiety, depression, anger, and fear.41 Un-
treated mood disorders can negatively affect patient quality
of life, pain, and response to chemotherapy.42,43 Many pa-
tients continue to experience pain, fatigue, sleep disorder,
cognitive dysfunction, and other symptoms long after cancer
treatment.44

Patients tend to have strong emotions related to the use of
CIM, and emotional issues can surface at any stage of the
discussion. Patients with unmet needs, both emotional and
physical, tend to use CIM more often than patients who are
satisfied with their care.45 A significant body of research
shows that psychological and social factors, such as depres-
sion and anxiety and inadequate social support, are associ-
ated with increased morbidity and mortality and decreased
functional status in patients with cancer.46,47

During the CIM consultation process, physicians can ap-
propriately and directly address patients’ emotional distress
by using verbal expressions of understanding, empathy,
compassion, and support, which in turn can lead to im-
provements in physical symptoms, alleviate the negative ef-
fects of inadequate social support, foster a perception of being
understood, and improve the patient’s well-being.8,48–50

Even though CIM is not emphasized in this report, CIM is
an important option for addressing the unmet needs of pa-
tients with cancer.8 A recent study of cancer survivors found
that respondents who experienced unmet needs within the
existing cancer care system were more likely to have used
CIM.45 It is not clear whether appropriate CIM use can de-
crease unmet needs among patients affected by cancer. But
one point is clear: With the increased publicity about and
availability of multiple CIM modalities, more patients are
looking for informed advice and communication from their
doctors about CIM.11,35

Several studies have concluded that disappointment or
dissatisfaction with conventional medicine does not cause
patients to use CIM.51 Most patients who use CIM for cancer
treatment view it as complementary rather than alterna-
tive.52 Even though most patients indicate that they would
prefer to get a physician’s referral to use CIM,38 the majority
do not actually consult their physician before deciding to use
CIM.53,54 This is because many patients believe that their
physician has limited knowledge of CIM and has no interest
in discussing its use. Some believe that physicians’ emphasis
on scientific studies and evidence-based medicine, rather

than patient preferences, is a barrier to openly discussing
CIM.20,21 This of course can result in patients engaging in
practices that may be unsafe and could diminish the efficacy
of conventional treatments they may be taking for curative
intent.

Dealing with uncertainty

For patients, uncertainty in illness occurs when there is a
perception that certain aspects of the disease, treatment, and
recovery are considered unpredictable or inconsistent. In a
survey among 623 cancer survivors in California, 54% re-
ported a suboptimal decision-making style for their physi-
cian. The researchers identified two significant factors where
the physician’s communication style could influence the
process. The first one was to increase survivors’ participation
self-efficacy and thereby enhance their perceptions of per-
sonal control. The second was to enhance survivors’ level of
trust and thereby reduce their perceptions of uncertainty.
They concluded that a participatory physician style may
improve survivors’ mental health by improving survivors’
communication.55

Uncertainty about the use of CIM therapies in cancer care
is profound, especially when it comes to the use of botanicals
and other natural products. In addition, there appears to be
considerable confusion among patients and oncologists re-
garding what to discuss and how to manage disagreements
and individual levels of comfort with the level of uncertainty
for certain products.50 In the United States, more than 20,000
different types of nutritional supplements are sold. If a pa-
tient believes strongly in the use of a specific supplement or
other CIM therapy, the physician needs to make an effort to
explore the use of this treatment. Even if initially a particular
treatment seems bizarre or to have no scientific justification,
the physician should not dismiss its use without making a
sincere effort to obtain information that can be useful to the
patient. A physician’s simple dismissal of the use of a specific
CIM therapy, especially when the patient has a very strong
belief in the treatment’s value, could lead to mistrust; in
addition, the patient may end up using a treatment that he or
she should not use, and it could even lead to a lack of
compliance with conventional care.56

In many situations, patients appreciate when the physi-
cian can acknowledge that uncertainty is unavoidable and
can frame information in terms of what is known and what is
unknown. When limited scientific data in the medical liter-
ature support the use of a particular CIM therapy, these data
cannot be considered proof of efficacy, but they do offer
clinical clues that support the use or avoidance of specific
CIM therapies. Such clues can provide a basis for honest and
open discussion with the patient. When physicians use a
patient-centered approach, they can promote informed de-
cision-making by the patient in collaboration with the phy-
sician. This combined effort can provide a basis for
improving the patient-physician relationship and can em-
power the patient in his or her own health care.14,56 In fact,
an informed open communication about the uncertainty of
the benefits and safety of a particular CIM modality will
often be well received by the patient and the patient will be
more likely to heed the physician advice to not use a certain
CIM than if their approach to the communication is unin-
formed and paternalistic.
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Addressing uncertainty of the disease outcome may have
a protective value by allowing space for hope. Extensive
research and clinical experience suggests that maintaining
hope significantly assists individuals in adjusting to life-
threatening illnesses, reduces psychological distress, and
enhances psychosocial well-being and quality of life.57–68

The ‘‘What’’

Adequate information exchange

Effective information exchange in the area of CIM is a
difficult process. This process involves much more than
simply providing reliable information about the proper use
of CIM therapies to alleviate symptoms. Some key factors are
necessary to allow for a successful consultation for patients
and their families and caregivers: Clinicians must have some
knowledge of CIM and cancer care or the willingness to seek
out the information; as mentioned in the ‘‘How’’ section, they
must use a sensitive approach in communication with pa-
tients that relies on effective communication skills and ex-
perience in listening; and they must have the ability to
convey empathy and compassion. A communication ap-

proach that fosters a collaborative relationship that includes
adequate information exchange, responds to emotional
needs, and manages uncertainty can lead to informed deci-
sions about CIM use.

Only after opening this route of effective communication
can the clinician move to the next steps of actually delivering
information and addressing patients’ concerns. Because some
CIM therapies negatively interact with conventional care,
physicians need to be aware of the therapies patients are using
and provide a reliable response concerning this use.56,66

In addition, clinicians need to understand why patients
with cancer use CIM therapies in the first place. Patients tend
to use these therapies in anticipation of psychological support
and because they want to do everything possible to feel
hopeful, get more control in decision-making, enhance the
immune system, use less toxic treatments, or reduce adverse
effects and possible toxicity of conventional treatments. In
fact, most patients choose to use CIM to improve their quality
of life rather than seeking a cure for their disease.20,38,51

Exchange of information is bilateral. It involves the phy-
sician obtaining information from the patient and, after
properly assessing the specific patient’s needs, sharing

Table 1. Reliable Online Resources

Institution Web site Comment

Society for Integrative
Oncology

http://www.integrativeonc.org/ Site for researchers and practitioners of
integrative oncology as well as for patients
and patients advocates interested in this
topic

National Center for
Complementary and
Alternative Medicine

http://nccam.nih.gov Information site about complementary
medicine supported by the U.S. National
Institutes of Health

Natural Standard http://www.naturalstandard.com/ Database for a wide range of nutritional
supplements; requires paid subscription

Natural Medicines
Comprehensive
Database

http://naturaldatabase.therapeutic
research.com/home.aspx?cs = &s = ND

Database for a wide range of nutritional
supplements; requires paid subscription

Office of Cancer
Complementary and
Alternative Medicine
(OCCAM)

http://www.cancer.gov/cam/index.html Information on research supported by
National Cancer Institute related to CAM
and cancer care

Memorial Sloan-
Kettering Cancer
Center

http://www.mskcc.org/mskcc/html/
1979.cfm

Database of information supported by an
integrative oncology program within a
major cancer center

M.D. Anderson Cancer
Center

http://www.mdanderson.org/departments/
cimer/

Database of information supported by an
integrative oncology program within a
major cancer center

Penny Brohn Cancer Care http://www.pennybrohncancercare.org/ United Kingdom–based institution that
provides integrative oncology
consultations, therapies, and information to
patients and families

Integrative Oncology
Consultants

http://www.moshefrenkelmd.com/ International site that provides practical and
useful information to patients, families, and
healthcare providers related to integrative
oncology

Cancer Support
Community

http://www.thewellnesscommunity.org/
Default.aspx

International nonprofit organization
dedicated to providing support, education,
and hope to people affected by cancer

National Information
Center for
Complementary and
Alternative Medicine
(NIFAB)

http://www.cam-cancer.org/CAM-
Summaries

CAM-Cancer hosted by NIFAB at the
University of Tromsø, Norway
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information about the physician’s knowledge, experience,
and beliefs. Attending to information needs is important, not
just to gain knowledge about the illness but also to develop a
strong patient-clinician relationship, help in the decision-
making process, and reduce uncertainty.

To help patients with cancer be truly informed about the
entire range of care options and be autonomous in their care
decisions and to provide a sense of control, clinicians need to
explore the following:8,69,70

� What conventional treatments have been tried, have
failed, or have been avoided because of safety, quality-
of-life concerns, cost, or other issues;

� The patient’s understanding of prognostic factors asso-
ciated with his or her disease stage and the potential
risks and benefits of conventional therapy;

� The patient’s spiritual and religious values and beliefs;
� Views about quality of life;
� Views about end-of-life issues;
� What levels of support the patient relies on from family,

community, faith, and friends;
� The patient’s beliefs, fears, hopes, expectations, and

experience with CIM; and
� The patient’s main concerns about integrating CIM to

his or her care.7

After exploring these issues with the patient and his or her
family, one can actually examine possible solutions and an-
swers derived from multiple resources, such as reliable Web
sites (Table 1) and online information or print.7,8,11,66,71

Informed decision-making

A high-quality decision is achieved after consideration of a
patient’s values combined with a clear understanding of the
evidence and rationale for the decision. By creating a trusting
relationship that is based on good patient-clinician commu-
nication, and by taking into account a patient’s needs, values,
and preferences, misunderstandings can be avoided.72,73 The
optimal approach to discussing CIM use is meeting uncer-
tainty with facts about safety, efficacy, and expectations;
then, a mutually informed decision can be made about the
patient’s care.7,8,12,56,74

Patients must be given appropriate information from the
reliable sources about CIM listed in Table 1 or use peer-
reviewed documents, such as the current guidelines of the
Society of Integrative Oncology.66 Information is readily
available for many CIM therapies but not others, such as
botanicals and other natural products. In fact, some CIM
therapies must be extensively investigated so that adequate
information that will help patients make informed decisions
can be obtained. This can pose a challenge because of time
constraints, and this is the point where other members of the
treatment team, such as nurses, pharmacists, and dieticians,
who might have interest in exploring these options of care
further, can help improve service to patients and families.

Conclusions and Practice Implication

Most patients with cancer come to discuss CIM use with
intense emotions and are experiencing an existential crisis
that cannot be ignored. Effective communication is an es-
sential ingredient in the process of integrating safe and reli-
able CIM therapies into patients’ care. The communication

process about these issues requires a very sensitive approach
that depends on effective communication skills, experience in
listening, encouraging hope, and the ability to convey empa-
thy and compassion. This process is coupled with the use of
reliable information sources that can be shared with the pa-
tient and his or her family in making decisions about this use.
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