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ABSTRACT

Background. As persons of trust, community-based physicians
providing survivorship care (e.g., general practitioners [GPs])
often serve as the primary contacts for cancer survivors disclos-
ing distress. From the perspective of physicians providing survi-
vorship care for cancer patients, this study explores (a) the
accessibility, availability, and potential benefits of psycho-
oncology services; (b) whether physicians themselves provide
psychosocial support; and (c) predictors for impeded referrals
of survivors to services.
Methods. In a cross-sectional survey, all GPs and community-
based specialists in a defined region were interviewed. In addi-
tion to descriptive analyses, categorical data were investigated
by applying chi-square tests. Predictors for impeded referrals
were explored through logistic regression.
Results. Of 683 responding physicians, the vast majority stated
that survivors benefit from psycho-oncology services (96.8%),
but the physicians also articulated that insufficient coverage of

psycho-oncology services (90.9%) was often accompanied by
impeded referrals (77.7%). A substantial proportion (14.9%) of
physicians did not offer any psychosocial support. The odds
of physicians in rural areas reporting impeded referrals
were 1.91 times greater than the odds of physicians in large
urban areas making a similar report (95% confidence inter-
val [1.07, 3.40]).
Conclusion. Most community-based physicians providing survi-
vorship care regard psycho-oncology services as highly benefi-
cial. However, a large number of physicians report tremendous
difficulty referring patients. Focusing on those physicians not
providing any psychosocial support, health policy approaches
should specifically (a) raise awareness of the role of physicians
as persons of trust for survivors, (b) highlight the effectiveness
of psycho-oncology services, and (c) encourage a proactive atti-
tude toward the assessment of unmet needs and the initiation
of comprehensive care.The Oncologist 2017;22:719–727

Implications for Practice: Community-based physicians providing survivorship care for cancer patients regard psycho-oncology
services as a highly reasonable and beneficial addition to medical care. In light of insufficient local coverage with services, difficulties
with seamless referrals constitute a major challenge for physicians. Apart from emphasizing the effectiveness of psycho-oncology
services and proactive attitudes toward the assessment of unmet needs, future policies should focus on the integration of medical
and psychosocial follow-up of cancer survivors, especially in rural areas.

BACKGROUND AND RATIONALE

Cancer survivors have a higher prevalence of mental disorders
than the general population across various tumor types [1–3].

During disease trajectory, one in three cancer survivors suffers

from clinically relevant mental health problems, most frequently
depressive or anxiety disorders that require professional psycho-

social support. Psychosocial interventions have shown to provide

efficient amelioration [4–6].Therefore, the current National Com-
prehensive Cancer Network Clinical Practice Guidelines in Oncol-

ogy recommend regular screening for distress during patients’

initial visits and then at appropriate intervals, particularly with
changing disease or treatment status [7]. In cases of evident

moderate or severe distress, the guidelines request oncologists

refer patients to specialized psycho-oncology services (i.e., psy-
chiatrists/psychotherapists, counseling services, social workers,

or peer support groups). Within the context of highly efficient

psychosocial interventions being available, a wide consensus on
best practice for distress in cancer survivors has been established

on the level of formal recommendations [8].
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However, it has recently been reported that distress screen-
ing and timely transition of severely distressed cancer survivors
to mental health services are often not implemented in routine
clinical practice [9, 10]. This trend especially holds true for pri-
mary care practices, where survivorship care for cancer survi-
vors usually takes place. At this stage of the disease trajectory,
the healthcare needs of post-treatment cancer survivors mainly
focus on psychosocial support [11, 12]. However, one in two
community-based physicians (CBPs) is not broadly involved in
psychosocial care, according to self-reported practices [13, 14].
Consequently, a substantial proportion of cancer survivors do
not receive adequate treatment [3, 15]. Lack of information
regarding existing specialized services and lack of referrals have
consistently been reported as main barriers by survivors
[15–17]. In contrast, the perspectives of physicians, who con-
duct survivorship care on current practice of referrals to mental
health services, have been rarely assessed [15]. In a U.S. survey,
fewer than half of the responding oncologists reported refer-
ring survivors to psychosocial services [12]. There is some evi-
dence, mostly from qualitative findings or surveys relying on
small and heterogeneous samples, that these physicians
describe reluctance to psychosocial approaches, late referrals
to appropriate services, and, most importantly, lack of referral
systems [18–20]. Availability of services appears to be a major
problem, specifically in rural areas, where services are fewer
while the likelihood of being affected by distress is assumed to
be higher [21–23]. Even if services do exist, according to survi-
vors, they are often not accessible or not tailored to cancer sur-
vivors [24, 25]. Nevertheless, general practitioners (GPs) and
CBPs following up on cancer survivors are often the most
important contact persons for survivors regarding medical and
psychological problems, as well as functioning as gatekeepers
to secondary care [6, 11]. However, to the best of our knowl-
edge, extensive data from CBPs involved in survivorship care on
their attitudes toward psycho-oncology services, perceived bar-
riers, and their referral practice and own involvement are
lacking.

Therefore, by applying an exploratory cross-sectional sur-
vey, this study aims for an evaluation of current referral practice
in a large sample of CBPs caring for post-treatment cancer sur-
vivors. First, we will present results for three physician groups
stratified by different board certifications (GPs, gynecologists,
urologists) regarding their perspective on accessibility, availabil-
ity, and potential benefits of psycho-oncology services overall,
as well as the physicians’ own involvement in the provision of
psychosocial support for cancer survivors. According to the Ger-
man National Guideline for Psychosocial Assessment, Counsel-
ing and Treatment of Adult Cancer Patients, psycho-oncology
care is defined as nonpharmacological (education, resource-
oriented interventions, psychotherapeutic techniques) [26] or
psychopharmacological interventions [27] that are provided
by specialized cancer counseling centers, psychotherapists/
psychiatrists, or physicians. Within the German healthcare sys-
tem in which our study took place, CBPs treat patients with a
variety of health problems, including complex multimorbidity.
They usually do not employ psychologists or social workers.
However, a supplementary qualification in biobehavioral medi-
cine and psychosocial support is available for practicing medical
specialists (called “psychosomatic basic care”) [28]. The 80-
hour training program leading to this degree comprises basic

theoretical and clinical instruction on both fundamental psy-
chotherapeutic and psychopharmacological interventions,
along with communication training with patients [28]. Psycho-
somatic basic care is also an integral part of specialist training
for primary care physicians (PCPs), gynecologists and urologists.
However, this training program is not tailored to the special
needs of cancer patients; therefore, trained physicians may also
need to refer to other services. Second, we will analyze the
data with regard to the degree of urbanization. Third, we will
further explore physician-sided predictors for impeded refer-
rals, which we defined as prompt secondary specialist care not
being readily available for burdened cancer patients. Address-
ing both clinicians and policy-makers, we will provide informa-
tion on the current “real-world” practice of interface
management between CBPs providing cancer survivorship care
and mental health specialists, and clarify potential gaps in
psycho-oncology care.

METHODS

Study Design and Setting
We conducted a prospective, cross-sectional survey with GPs
and office-based consultants (gynecologists and urologists) to
whom cancer patients are usually referred to after finishing
active treatment. In Germany, where this study occurred, as in
many other countries (except in the U.S., where formal guide-
lines on cancer survivorship care exist), no formal and concise
delineation of responsibility for cancer follow-up care exists
[29]. Consequently, the above-mentioned physician groups
were assumed to carry out at least major parts of this follow-
up care. The current survey was embedded in a larger evalua-
tion study within the German National Cancer Plan, entitled
“Comparison of two psychosocial cancer care models for rural
areas: the P-O-LAND study,” wherein two demographically
comparable study regions in southern Germany with 1.2 million
inhabitants were assessed. This study was approved by the
Ethics Committee of Heidelberg Medical School (Registration-
No. S-300/2013) and is reported according to the Strengthening
the Reporting of Observational Studies in Epidemiology
(STROBE) standards [30].

Participants
For representative sampling, all physicians with offices located
in these areas were eligible. Physicians offering cancer survivor-
ship care were identified from the mandatory registries of the
regional Associations of Statutory Health Insurance Physicians.
Individuals confirmed that they provided cancer survivorship
care, although no minimum number of treated survivors was
defined. For data collection, all eligible subjects were simulta-
neously asked to complete an anonymous paper-and-pencil
self-reported questionnaire and return it either via fax or
postage-paid envelopes. We explicitly encouraged participants
to answer honestly, and we aimed for a high response rate by
offering individual monetary compensation of $11 (U.S. dollar)
and by reminding nonresponders with up to three subsequent
postal mailings [31].

Measurements and Variables
The one-page self-reported questionnaire comprised 12 items
and was developed based on a focus group of PCPs during a
continuing education seminar. The physicians’ statements were
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converted to items with which participants could agree or dis-
agree. In addition to items regarding physicians’ perceptions
toward accessibility (items 1 and 2), availability (item 5), and
benefit (items 3 and 4) of psychosocial care, we also asked the
physicians to indicate their own practice patterns (items 6 and
12) and specialized qualifications (items 10 and 11). Three items
collected knowledge regarding offers of and wait times for psy-
chosocial services (items 7 to 9) and are not analyzed within
this manuscript. The questionnaire was pretested for content
validity and interpretation reliability with three physicians not
participating in the survey. The survey is available as a supple-
mentary document online (supplemental online Appendix 1).
To objectively classify practice location into “rural” and
“urban,” we followed the stratification of the degree of urban-
ization (DEGURBA) introduced by the European Commission,
which distinguishes three types of areas: (a) densely populated
areas (hereinafter named “large urban areas”), (b) intermediate
density areas (“small urban areas”), and (c) thinly populated
areas (“rural areas”) [32]. Based on the population grid, the
DEGURBA classification has been implemented as the Euro-
pean standard for all surveys to harmonize previous spatial
concepts.

Statistical Methods
Data analysis was conducted using SAS 9.4 (SAS Institute Inc.,
Cary, NC, USA). Apart from descriptive analyses, categorical data
were investigated by applying chi-square tests. Where applica-
ble, Pearson’s correlation coefficient r was computed as a stand-
ard measure of effect size for findings. For coefficient r, small,
medium, and large effect sizes were .10, .30, and .50, respec-
tively [33]. To predict the dichotomous outcome variable
“impeded referral (no5 0/yes5 1)”, we fitted a linear logistic

regression model for discrete response data [34, 35].We applied
the method of maximum likelihood and effect coding of classifi-
cation variables. Based on prior knowledge, sociodemographic
and practice-related predictors served as explanatory variables.
To investigate representativeness of the sample, nonresponder
analyses running Pearson’s chi-square tests for gender, specializa-
tion, and area type were conducted. To account for missing data,
we computed imputation-adjusted statistics for sample survey
data by applying hot deck imputation (PROC SURVEYIMPUTE
with approximate Bayesian bootstrap technique with 5
imputed datasets). However, comparison of the results with
those from the complete case analysis showed no major dif-
ferences; therefore, the results from the complete case analy-
sis are presented. For all analyses, statistical significance was
evaluated with a type 1 error of 5% (two-tailed). Due to the
explanatory approach of our analysis, we omitted the Bonfer-
roni correction for controlling the family-wise error rate.

RESULTS

Sample Characteristics
Of the 1,193 eligible physicians who all received an invitation
to participate, 683 responded and were included in the analysis
(Fig. 1). The total response rate amounted to 57%, with
response rates of 59% (n 5 221) from rural, 59% (n 5 350)
from small urban, and 50% (n 5 112) from large urban areas.
Subjects who passively or actively refused participation did not
differ significantly from those included with respect to gender
(p 5 .401) or board certification (GP, gynecology, urology)
(p 5 .573). Subjects from rural and small urban areas
responded more frequently than those from large urban areas:
v2(2)5 6.50 (p< .05). However, with r 5 .06, 95% confidence

Assessed for eligibility  

n = 1,222 

Eligible 

n = 1,181 

Interviewed 

n = 683 

Refused to participate n = 181 

> no interest in this specific study n = 137 

> no time for participation n = 32 

> no interest in studies in general n = 12 

No reason recorded for declining n = 317 

Excluded n = 41 

> practice closed down n = 17 

> not within study area n = 2 

> clinic-based physician n = 2 

> board certification other than general  

practice, urology, or gynecology n = 8 

Figure 1. Flow diagram of recruitment.
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interval (CI) (.00, .11), the determined effect size was small. In
other aspects, representativeness could not be assessed. Over-
all, the main reasons for nonparticipation assessed during
follow-up calls were lack of interest in the study and time con-
straints. The socio-demographic characteristics of the partici-
pating physicians are depicted in Table 1.

Potential Benefits and Effectiveness of Psycho-
Oncology Care
Overall, almost all participating physicians viewed psychosocial
care as a reasonable addition to medical care (97.3%) and
stated that cancer survivors benefit from these services (96.8%)
(Table 2). These ratings did not differ with regard to board certi-
fication, acquired supplementary psychosocial qualification, or
localization of practice (Table 3).

Availability and Accessibility of Psycho-Oncology
Services
In contrast to the benefit of psycho-oncology services for can-
cer survivors observed by the physicians, the vast majority of
physicians articulated insufficient local coverage with psycho-
oncology services (90.9%) often accompanied by impeded
referrals (77.7%) (Table 2). According to 84.1% of the physi-
cians, accessibility of psychotherapists was particularly difficult.
More seamless referrals were observed with counseling serv-
ices and self-help groups.With regard to urban-rural disparities,
insufficient coverage from the physicians’ perspectives was sig-
nificantly higher in rural areas, v2(2)5 11.34 (p< .01),
although this effect was small, with r 5.13 (95% CI [.05, .21])
(Table 3). Concerning impeded referrals, this difference did not
reach the significance level, but a clear trend showing more

difficult transitions in rural areas was observed (p 5 .099). We
did not observe area-specific differences in relation to the
above-mentioned types of psycho-oncology services. A sub-
group analysis revealed that the few physicians who disagreed
with the benefits of psychosocial services were more likely to
report insufficient coverage and difficult referrals: v2(1)5 5.69
(p< .05 with r 5 .10, 95% CI [.02, .18]).

Physicians’ Own Involvement in the Provision of
Psychosocial Support
Although approximately 9 out of 10 physicians offering cancer
survivorship care either referred cancer survivors to psycho-
oncology services (71.4%) or offered basic psychosocial care
themselves (53.1%), a substantial percentage (14.9%) (n 5 95)
neither offered any form of psychosocial support themselves
nor referred cancer survivors to existing services (Table 2). This
observation did not differ significantly when we accounted for
degree of urbanization (Table 3). Less surprisingly, physicians
with supplementary psychosocial qualifications were more
likely to deliver psychosocial support themselves: v2(1)5 21.15
(p< .0001, relative risk [RR]5 1.14, 95% CI [1.03, 1.27]). How-
ever, physicians who provided psychosocial support were gen-
erally as likely to refer cancer survivors to specialized services as
those who did not offer support: v2(1)5 2.44 (p 5 .12,
RR5 0.88, 95% CI [0.74, 1.04]).

Physician-Sided Predictors for Impeded Referral of
Cancer Survivors to Psycho-Oncology Services
To predict impeded referrals from physician-sided factors, we
conducted a logistic regression with socio-demographic charac-
teristics as predictor variables (gender, board certification: GP/
gynecologist/urologist, acquired supplementary psychosocial
qualification, localization of practice with regard to degree of

Table 1. Socio-demographic characteristics of participating
physicians providing survivorship care

Characteristic n (%)a

Total no. 683 (100)

Gender

Female 245 (35.9)

Male 438 (64.1)

Primary specialty

General practitioners 553 (80.9)

Obstetrics gynecology 103 (15.1)

Urology 27 (3.9)

Supplementary qualification in psychosocial care

Training in psychosomatics/psychotherapy 387 (57.3)

Specialized psycho-oncology training 13 (1.9)

Localization of practiceb

City or large urban area 112 (16.4)

Towns and suburbs or small urban area 350 (51.2)

Rural area 221 (32.4)

Practice size

Small 63 (9.5)

Medium 298 (44.8)

Large 304 (45.7)
aIf applicable, percentages do not sum to 100 due to missing data.
bStratified according to the degree of urbanization classification of
the Eurostat Labour Market Working Group [32].

Table 2. Overall reporting of accessibility, availability, and
potential benefits of psycho-oncology care

n (%)a

Potential benefits from psychosocial services

Psychosocial care is a reasonable addition
to medical care

608 (97.3)

Patients benefit from psychosocial care 549 (96.8)

Accessibility and availability of psycho-oncology
services

Insufficient coverage with psychosocial
support in the local area

542 (90.1)

Problematic referral to psycho-oncology services 473 (77.7)

Limited accessibility of Psychotherapists 509 (84.1)

General counselling services 246 (45.7)

Cancer-specific counselling services 164 (32.3)

Social services 163 (32.3)

Self-help groups 94 (16.7)

Hospice care 168 (28.9)

Physicians’ own involvement in psychosocial care

Total 542 (85.1)

Refers to psychosocial services 460 (71.4)

Offers psychosocial care herself/himself 356 (53.1)
aMultiple responses possible.
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urbanization, and office size) and an observation of impeded
referral (yes/no) as a dichotomous outcome variable. The find-
ings are presented in Table 4. Regarding individual predictors,
we observed a trend for localization of practice: Wald’s
v2(2)5 5.04 (p 5 .081). When specifying contrasts, we
detected that the odds of physicians in rural areas stating diffi-
culties with referring cancer survivors to local psychosocial

services were 1.91 times greater than the odds of physicians in
large urban areas stating similar difficulties (odds ratio
[OR]5 1.91, 95% CI [1.07, 3.40]). With respect to board certifi-
cation, we observed that the odds of GPs exhibiting problems
with referrals were 1.72 times greater than the odds of gyne-
cologists (OR5 1.72, 95% CI [1.03, 2.88]). Regarding measures
of association, the c-statistic (c 5 .604) indicated that the

Table 3. Comparisons of observed frequencies between physicians stratified by office localizationa

Large urban
area (%)

Small urban
area (%)

Rural
area (%) v2(2) p value

Effect size
r

Accessibility and availability of psycho-oncology
services

Insufficient coverage with psychosocial support
in the local area

82.4 90.8 94.9 11.34 .003 0.13

Problematic referral to psycho-oncology services 70.0 78.1 80.9 4.62 .099 —

Potential benefits from psychosocial services

Psychosocial care as a reasonable addition to
medical care

98.0 97.8 96.1 1.66 .435 —

Patients benefit from psychosocial care 95.5 98.0 95.7 2.51 .285 —

Physicians’ own involvement in psychosocial care

Total 82.9 85.7 85.3 0.51 .776 —

Refers to psychosocial services 58.3 49.6 56.2 3.74 .154 —

Offers psychosocial care herself/himself 50.9 59.8 56.4 2.82 .245 —
aDifferences were evaluated applying chi-squared tests.
Abbreviation: —, not calculated.

Table 4. Physician-sided predictors for impeded referral of cancer survivors to psycho-oncology services (probability mod-
eled for impeded referral5 “yes”)

Predictor b SE b Wald’s v2 df p value

Intercept 1.20 0.21 31.75 1 <.001

Gender (ref5 female)

male 2 0.18 0.11 2.78 1 .096

Board certification (ref5 urologist)

General practitioner 0.09 0.20 0.23 1 .631

Gynecologist 2 0.45 0.24 3.51 1 .061

Supplementary qualification in psychosocial care (ref5 acquired)

None 2 0.09 0.10 0.86 1 .354

Localization of practice (degree of urbanization) (ref5 large urban area)

Small urban area 0.10 0.14 0.58 1 .445

Rural area 0.27 0.16 3.00 1 .083

Practice size (ref5 large)

Small practice 2 0.04 0.23 0.04 1 .849

Medium practice 2 0.03 0.16 0.03 1 .857

Test v2 df p value

Overall model evaluation

Likelihood ratio test 13.57 8 .094

Score test 14.01 8 .082

Wald test 13.54 8 .094

Goodness-of-fit test

Hosmer-Lemeshow 12.06 8 .149

Cox and Snell R
2 5 .023; Nagelkerke R

2 (Max rescaled R
2)5 .035.

Kendall’s Tau-a 5 .072; Goodman-Kruskal Gamma5 .214; Somer’s D 5 .207; c-statistic5 60.4%.
Abbreviations: df, degrees of freedom; NA, not applicable; OR, odds ratio; ref, reference category; SE, standard error.
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presented model correctly predicted a higher probability of
observations with the event outcome (impeded referral) com-
pared with the probability of nonevent observations (referral
unproblematic) for 60.4% of all possible pairs of physicians.
Therefore, it seems likely that physicians with offices located in
rural areas perceive more problems with referrals to specialized
services than do physicians in urban areas.

DISCUSSION

To the best of our knowledge, this is one of the first studies
that examined the perspective of CBPs on psychosocial cancer
survivorship care. This study provides a thorough examination
of the potential benefits and accessibility of psycho-oncology
services in urban and rural areas. Furthermore, we presented
findings on physicians’ own involvement in the provision of psy-
chosocial support and physician-sided predictors for impeded
referrals to specialized services. First, the vast majority of
responding physicians described substantial benefits of psycho-
oncology services and significant benefits for cancer survivors.
Second, although a majority of physicians provided some
nature of psychosocial support themselves, one in six physi-
cians entirely refrain from doing so. Third, in contrast to the
aforementioned results, an overwhelming proportion of practi-
tioners indicated insufficient local coverage of psycho-oncology
services, along with impeded referral processes. Fourth, when
compared with large urban areas, practices located in a rural
area emerged as the main predictor for impeded referrals.
These key results indicate an extra shortage of psycho-oncology
services, especially in rural areas, which is highly problematic
when combined with the situation in which a treating physician
does not provide such services, either.

With respect to the overall benefits of psycho-oncology serv-
ices, our findings corroborate previous investigations emphasiz-
ing the great benefit for cancer survivors to receive psycho-
oncology services assigned by their CBPs. In a sample inter-
viewed by Giudice et al., 98.2% of physicians stated the benefi-
cial effects of psycho-oncology services, although only 56.0% of
physicians were actually able to offer psychosocial support
themselves [19]. Our comparable results on physician-reported
benefits of psycho-oncology services are also in accordance with
another practice-based report stating positive attitude and sub-
jective norm of health professionals as predictors for referrals to
these services [23]. Nevertheless, we would like to emphasize
that quality of psychosocial care is not only a function of physi-
cian acknowledgement of patient benefit; it also includes
patient-provider communication, integration of biomedical and
psychosocial care, training and professional development, and
ongoing evaluation throughout a continuum of care [36].

Concerning the physicians’ own involvement, we replicated
the report of 70.0% of providers referring patients to psycho-
oncology services that was found in a U.S. sample by Eakin and
Strycker [16]. Remarkably, but reinforced by subsequent work
[12], the authors emphasized the discrepancy between pro-
viders’ reported referral rates and estimates of actual patient
use. Nevertheless, there also seems to be a constant number
of physicians who do not become involved in the provision of
psychosocial support. Specifically, Kam et al. found that 11.3%
of oncology professionals never referred their patients even to
a basic form of psychosocial support, such as a cancer helpline
[23]. In our sample, a similar percentage (15%) of the

physicians solely focused on medical treatment in their survi-
vorship care without considering psychosocial support or refer-
ral. This observation is in remarkably high contrast to the
recently observed 4-week prevalence of mental disorders in
31.8% of cancer patients, who consequently need psychosocial
support [2]. From the physicians’ perspective, recent analyses
have revealed that lack of ownership, poor education regarding
distress in cancer, insufficient consultation time, and lack of
access to appropriately qualified mental health specialists consti-
tute the main barriers for implementing clinical pathways in psy-
chosocial follow-up care [12, 15, 37, 38]. Other authors have
raised the hypothesis that difficulties in addressing distress may
be the result of a collusion of avoidance between physicians and
patients in light of a life-threatening illness [19]. For nonreferrals,
lack of awareness of available psychosocial services has been dis-
cussed as a main barrier [16, 17]. Nevertheless, previous data
also indicate that awareness is not a key impediment to referral,
but attitudes to these services seem to be a main predictor [23].
The latter linkage is in accordance with the results of our sub-
group analysis on physicians who negated the benefits of
psycho-oncology services, although the direction of this associa-
tion could not be assessed within our design. However, reflec-
tion of physicians’ own values is a key factor for oncologists
throughout the trajectory of a cancer disease [39]. In our study,
the vast majority of participating physicians rated both benefits
and efficacy as high, and they were willing to engage themselves
in psychosocial support (85%). Accordingly, in a U.S. survey, Mur-
iel and colleagues reported that 95% of the responding oncolo-
gists delivered some form of psychosocial support [12].

Despite a high value of psychosocial services, community-
based practitioners stated insufficient availability of services as
a main problem.Within the German regular care setting, which
is based on free healthcare provided by a statutory contribu-
tion system [40], capacities for psychosocial care are substan-
tial, but long wait lists and the special needs of cancer survivors
decrease accessibility. Urban-rural disparities in coverage with
psycho-oncology services have been scarcely assessed thus far.
Our finding that physicians in rural areas perceive more prob-
lems with referrals is in accordance with previous work. From
the provider perspective, lack of local services for remote can-
cer survivors has previously been identified as a predictor of
referrals to psycho-oncology services [23]. However, in south-
western Germany, at least where the investigation took place,
small differences in effect size existed. Accounting for the survi-
vor perspective,Weaver et al. recently demonstrated yet again
that even many years after their cancer diagnosis, rural cancer
survivors are at a greater risk for a variety of poor health out-
comes [25]. Recently, a systematic investigation demonstrated
that patients in the Greater Munich area in Germany have
fewer psychosocial services at a manageable distance from
their home [21]. However, in this study, no group differences
between urban and rural patients with reference to the fre-
quency of both significant clinical distress and psychosocial
services utilization were identified; however, overall acceptance
of psychosocial support was rather low. Alternatively, the
doctor-patient relationship as the only significant predictor of
mental health outcome was emphasized. Attributing minor
importance to the availability of services, the authors hypothe-
size barriers, such as fear of stigmatization and prejudices
toward psychotherapy, which are more common in rural areas
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[41]. Our study adds the physicians’ perspective to this body of
knowledge and demonstrates that survivorship care providers
located in truly rural areas indeed report more difficulties with
referrals to psychosocial services. In conjunction with the
above-mentioned existing literature, multifactorial explanations
not limited to the mere availability of local services must be
taken into account.

Given the naturalistic context of the survey, some methodo-
logical limitations as sources of potential bias have to be dis-
cussed. First, we relied on self-reports, a potential fallible source
of data that may underestimate the proportion of unproble-
matic referrals as well as the local coverage with psycho-
oncology services due to recall bias.We suggest that future stud-
ies assess whether and how many referred patients receive
adequate psychosocial services (according to GPs and to
patients). Second, pretesting of our questionnaire was fairly lim-
ited, which may have resulted in reduced content validity for its
items, especially for those who asked physicians to report their
own behavior. Third, self-reported behavior may not accurately
reflect clinical practice. For feasibility reasons, in light of very lim-
ited staff time, we did not observe real clinical practices on site.
Therefore, we dispensed with increasing the validity for meas-
uring physicians’ actual behaviors [42]. Additionally, we agree
with Forsythe et al. in emphasizing the need for studies that
directly measure actual physician behavior by applying direct
observation or record review [14]. Nevertheless, we tried to
reduce the likelihood of social desirability and leniency bias by
collecting data through self-administered questionnaires in an
anonymous mailed survey [43]. Fourth, concerning the
DEGURBA classification, it should be noted that categorical defi-
nitions of urbanization have been demonstrated to mask hidden
heterogeneity in very rural areas with regard to healthcare
access outcomes [44]. Therefore, it cannot be ruled out that in
some rural areas, coverage with and accessibility of psycho-
oncology services is actually better than overall results suggest.
Fifth, the rather moderate response rate was in accordance with
previous surveys of similar content in primary care but notes the
possibility that physicians more sensitive to psychosocial issues
were more likely to participate [12, 15, 45, 46]. Remarkably, it
has been demonstrated that survey accuracy does not necessar-
ily depend on high response rate [43], and the relatively large
proportion of physicians indicating no provision of psychosocial
support argues against a major recruitment bias. Sixth, regarding
representativeness of the sample, subjects from rural and small
urban areas were more likely to participate. However, this effect
was very small, indicating at most a marginal impact on the sam-
ple composition. With reference to generalizability, our results
may not directly be transferred to (a) patients recently diag-
nosed with cancer or undergoing treatment or (b) other coun-
tries with differently structured healthcare systems. Seventh, we
were not able to fully explore the specificity of our results with
regard to psycho-oncology care, as we did not interview the par-
ticipants on their referral experiences with other medical disci-
plines (e.g., cardiology or even psychiatry itself). Finally, the
cross-sectional nature of the study precludes causal inferences
regarding associations between the degree of urbanization and
insufficient coverage and impeded referral.

CONCLUSION
A fair number of cancer survivors experience severe psychologi-
cal distress and articulate substantial unmet needs for

specialized psychosocial support [3, 47]. The primary care physi-
cian, and, in many cases, the main provider of survivorship
care, is usually the contact person for the survivor to address
these needs and to initiate appropriate psychosocial treatment.
Most physicians report tremendous difficulty with seamless
referrals and insufficient local coverage with services. This gap
within the clinical pathway can only partly be compensated by
physicians’ own involvement in the delivery of psychosocial
support, as indicated by the observation that, with respect to
the referral of specialized services, the likelihood of physicians
providing support did not differ from that of their counterparts
who denied offering support. As a consequence, it can be
assumed that this gap will lead more often to increased
resource utilization of acute services (e.g., emergency depart-
ments) with higher healthcare costs as a result, as this phenom-
enon has been reported many times in earlier work [48–50].
The situation is more dramatic in rural areas, but insufficient
referral is not only a matter of external factors. First and fore-
most, regarding those CBPs who do not provide any psychoso-
cial support, future health policy approaches should specifically
(a) inform CBPs of their role as persons of trust for cancer survi-
vors, (b) highlight the effectiveness of existing psycho-oncology
services, and (c) encourage a proactive attitude toward assess-
ment of unmet needs and initiation of comprehensive care.
Most primary care physicians involved in survivorship care are
willing to provide psychosocial support for patients. However,
being confronted with many healthcare demands, PCPs are not
always able to take over the responsibility of all aspects of psy-
chosocial follow-ups. Our findings reinforce the need for a coor-
dinated approach to facilitate a formal transition from primary
care to specialized services in currently fragmented healthcare
systems. Specifically, policies advocating a proactive attitude
toward assessment of unmet needs (e.g., survivorship care
planning) and interventions to improve primary care-based
referrals (e.g., involvement of local secondary care providers in
dissemination activities of structured referral sheets) should be
strengthened [51–53].
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For Further Reading:

Joseph A. Greer, Lara Traeger, Heather Bemis et al. Pilot Randomized Controlled Trial of Brief Cognitive-Behavioral Therapy for Anxi-
ety in Patients with Terminal Cancer. The Oncologist 2012;17:1337–1345.

Abstract:

Introduction. Patients with terminal cancer often experience marked anxiety that is associated with poor quality of life. Although
cognitive-behavioral therapy (CBT) is an evidence-based treatment for anxiety disorders, the approach needs to be adapted to
address realistic concerns related to having cancer, such as worries about disease progression, disability, and death. In this pilot
randomized controlled trial (clinicaltrials.gov identifier NCT00706290), we examined the feasibility and potential efficacy of brief
CBT to reduce anxiety in patients with terminal cancer.
Methods.We adapted CBT by developing treatment modules targeting skills for relaxation, coping with cancer worries, and activity
pacing. Adults with incurable malignancies and elevated anxiety based on the Hamilton Anxiety Rating Scale (HAM-A) were ran-
domly assigned to individual CBT or a waitlist control group. Primary outcomes included the number of completed CBT visits and
the change in HAM-A scores from baseline to 8-week follow-up per a treatment-blind evaluator. The feasibility criterion was 75%
adherence to the intervention.
Results.We randomized 40 patients with terminal cancers to CBT (n 5 20) or waitlist control (n 5 20) groups; 70% completed post-
treatment assessments. Most patients who received CBT (80%) participated in at least five of the required six therapy sessions.
Analysis of covariance models, adjusted for baseline scores, showed that those assigned to CBT had greater improvements in HAM-
A scores compared to the control group, with an adjusted mean difference of 25.41 (95% confidence interval: 210.78 to 20.04)
and a large effect size for the intervention (Cohen’s d 5 0.80).
Conclusion. Providing brief CBT tailored to the concerns of patients with terminal cancer was not only feasible but also led to signifi-
cant improvements in anxiety.
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