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Purpose: To describe health care professionals’ (HCPs’) perceptions of the implementation of an online mindfulness-based cancer
recovery (eMBCR) program in the gyneco-oncology departments of two university hospitals in Switzerland.
Methods:Te study analyzed determinants drawn from the Consolidated Framework for Implementation Research (CFIR) using
a deductive, semantic, thematic approach. Five focus groups were conducted with HCPs and managers (12 nurses, 6 physicians,
and 1 psycho-oncologist).
Results: Most HCPs supported integrating mindfulness meditation into cancer care, although some physicians viewed it as an
alternative approach with insufcient evidence. Key facilitators included the presence of a center for integrative medicine within
hospitals and the engagement of leaders and champions. Barriers related to time constraints, human resources, materials, and
training were mentioned. Suggested strategies for successful implementation included hybrid program delivery (online and in
person), context-specifc adaptations (e.g., dosage), and securing stable funding for sustainability.
Conclusion:Tis study highlights multilevel factors infuencing the implementation of a mindfulness meditation intervention in
the context of cancer care and ofers strategies to enhance its long-term integration within hospital settings.

Trial Registration: ClinicalTrials.gov identifer: NCT04564768
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1. Introduction

Health care professionals (HCPs) in the feld of oncology are
encouraged to identify and address supportive care needs by
employing tailored and evidence-based interventions,

including meditation, music, art therapy or relaxation [1].
Nonpharmacological interventions such as evidence-based
forms of stress reduction are recommended to facilitate the
self-management of psychosocial cancer-related symptoms
[2]. Among other integrative approaches, meditation has
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been strongly recommended (grade A) as a way of reducing
anxiety and stress as well as improving the moods and
quality of life of patients with breast cancer [2].

Mindfulness meditation involves training in self-
regulation exercises aimed at increasing the individual’s
deliberate control of attention with regard to a specifc or
unspecifc target [3]. Te main objective of such meditation
is to foster self-reliant behavior aimed at improving one’s
well-being and health in general [4]. Te mindfulness-based
stress reduction (MBSR) program consists of 8 weekly in-
group classes provided by a certifed teacher. Several
mindfulness-based interventions (MBIs) have been adapted
to meet the needs of specifc populations. Te mindfulness-
based cancer recovery (MBCR) program was adapted in
1996 for patients afected by cancer with the goal of sup-
porting their self-care [5], and its efectiveness has been
investigated by several clinical trials [6–9]. Te MBCR in-
volves sitting meditation, body scan meditation, gentle yoga,
loving-kindness and mountain meditation, mini-breathing
exercises, psychoeducation, and exercises focused on stress
reactivity and sleep. Home practice of 45min per day be-
tween classes is recommended [10].

Studies addressing questions relevant to the imple-
mentation and dissemination of MBIs as a primary goal
from the HCP perspective are still rare [11]. Eyles et al. [12]
reported that nurses and oncologists believed that an 8-week
MBSR program was acceptable for patients with metastatic
breast cancer and exhibited positive attitudes toward its
implementation in the National Health Service. However,
they highlighted some challenges, such as the time com-
mitment, distance, and costs, associated with this approach.
A qualitative study explored the experiences of 15 MBI
teachers and 2 managers regarding the implementation of
MBIs in Sweden’s health care system [13]. Tree themes
were highlighted as important determinants of MBI
implementation: (1) the training of MBI teachers and the
importance of support for the implementation from local
champions (persons who are particularly engaged in the
implementation of an intervention), (2) patient referrals
(including increased collaboration with coworkers and
awareness of the benefts of MBIs), and (3) managers’ and
HCPs’ knowledge and acceptance of MBIs as well as f-
nancial factors.

HCPs have been shown to be ideally suited to the task of
introducing mindfulness meditation to patients with cancer
since they have access to all relevant information, thus
enabling them to identify patients who might beneft from
self-care interventions [14]. However, HCPs may not feel
prepared to discuss, guide, or monitor patients regarding
their use of complementary medicine [15]. Access to HCPs
who are trained in mindfulness meditation is one of the
challenges associated with attempts to integrate MBIs into
routine care [2]. In Europe, only approximately 20% of
oncology departments ofered complementary approaches
in 2014 [16]. Although the availability of such resources
might have increased in some countries, such as Switzerland,
during the last decade, patients still exhibit many unmet
needs in terms of integrative cancer care and self-
management support in Switzerland [17].

Te implementation of an MBI in routine care should be
explored in diverse cultural and economic contexts [18, 19].
Te contexts of implementation should be carefully un-
derstood, and strategies should be adapted to local condi-
tions to foster acceptance or minimize implementation costs
[18]. To our knowledge, studies of in-group MBIs in on-
cology in Switzerland [20] as well as a systematic evaluation
of the factors that may infuence the implementation of
MBIs in cancer care remain lacking. As part of a larger
bicentric prerandomized controlled trial [21] investigating
patients’ and instructors’ perspectives as well, the present
study describes HCPs’ perceptions of the determinants
infuencing the implementation of an online mindfulness-
based cancer recovery (eMBCR) program in the hospital
oncology setting.

2. Materials and Methods

2.1. StudyDesign and Setting. Tis qualitative study explored
implementation determinants selected from the Consoli-
dated Framework for Implementation Research (CFIR) [22]
through focus groups with HCPs working in the gyneco-
oncology departments of two university hospitals in Swit-
zerland, using a deductive, semantic thematic approach.

2.2. Participants and Study Procedure. Participants included
nurses and head nurses, attending residents and head
physicians, and one psycho-oncologist working in breast
and/or gynecological cancer contexts. HCPs received brief
study information orally, and interested HCPs received
complete study information and consent forms via email.
Te researchers aimed to recruit an estimated sample of 20
participants, including a minimum of 4 participants per
focus group [23].

2.3.Methodological Guiding Framework. TeCFIR was used
to guide data collection and analysis. Te CFIR involves an
extensive taxonomy of 39 constructs, which are grouped into
5 domains and may infuence the implementation of an
intervention in routine care. Tese 5 domains include in-
tervention characteristics, inner setting, outer setting, char-
acteristics of individuals, and process. Te CFIR is mainly
used in the postimplementation stage to inform the adap-
tation or maintenance of an intervention [24].

2.4. Variables and Data Collection. Participants’ socio-
demographic and professional data were collected before the
focus groups through a self-administered questionnaire. Te
variables included age, gender, nationality, professional
qualifcation, practice setting as well as work experience,
working percentage, awareness of mindfulness meditation,
personal use of complementary approaches, and training in
complementary approaches.

Te following CFIR constructs were selected by the
research team to be explored during the focus groups: ev-
idence strength and quality, intervention complexity (in-
tervention characteristics); patient needs and resources (outer
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setting); culture, available resources and relative priority
(inner setting); knowledge of and beliefs regarding the in-
tervention (individual characteristics); and engagement
(process) [25]. Te rationale for the selection of these con-
structs was based on the stage of the implementation process
and contextual needs. Since the study was testing the
eMBCR program for the frst time in this specifc context,
this process focused mainly on the perceived need for the
implementation of the program, the readiness of the
stakeholders to implement the program, and the need for
specifc resources. Te interview guide is available in the
supporting fle (click here).

Te focus groups were conducted at each hospital during
the postimplementation stage of the eMBCR, namely, be-
tween February and March 2021. Physicians (and the psy-
cho-oncologist) and nurses participated in separate focus
groups to ensure balanced participation [26]. An intersite
focus group involving head nurses and physicians was also
conducted. Te focus groups were conducted by a trained
psychologist who had no infuential relationship with the
participants as well as external moderators (a senior re-
searcher in psychology and a researcher with a background
in sociology).

2.5. Data Analysis. Te methodology used for data analysis
was based on Braun and Clarke’s thematic analysis [27]. Te
analysis exhibited the following structure: (i) becoming
familiar with the data, (ii) generating codes, (iii) seeking
themes, (iv) reviewing themes, (v) defning themes, and (vi)
producing an organized synthesis of the corpus. A deductive
approach based on the CFIR codebook was used. Two focus
groups were independently coded by two researchers, and
agreement between these researchers was reached through
discussion. Te remaining focus groups were coded by one
of the researchers, cross-checked, and discussed with the
second researcher. Regular meetings with a third researcher
were held to reach consensus in case of disagreements be-
tween coders.

2.6. Ethical Considerations. Te SERENITY study (2019-
00965) was approved by the Cantonal Commission for
Ethics in Human Research (Geneva and Vaud) in July 2019
(fnal amendment approved in September 2021). Te study
was performed in accordance with the ethical standards as
laid down in the 1964 Declaration of Helsinki. Informed
consent was obtained from all participants included in
the study.

3. Results

In total, fve focus groups were conducted, each of which
lasted between 53min and 1.5 h. A total of 51 HCPs were
invited, and 19 people ultimately participated in the focus
groups. Due to last-minute absences, the number of par-
ticipants per group ranged between 3 and 6. Tree focus
groups were conducted online, and two were conducted in
a face-to-face format.

3.1. Participants’ Characteristics. Te participants’ charac-
teristics are presented in Table 1. Overall, most of the
participants were women (84.2%). Nurses were pre-
dominant (63.2%), and most of them did not participate in
the recruitment process of patients who joined the eMBCR
program implemented in the SERENITY study. Te resi-
dents who were present in the focus groups were all involved
in patient recruitment.

3.2. Te Determinants of the Implementation of the eMBCR
Program. Te results are presented according to the CFIR
domains.

3.2.1. Te Strength and Quality of the Evidence Regarding
Mindfulness Meditation (Intervention Characteristics).
HCPs agreed that mindfulness meditationmay be helpful for
some patients, e.g., patients with breast cancer who are in the
early stage of disease or in the post-treatment phase, when
patients may feel anxious and receive less follow-up. Te
group efect of such programs was emphasized. Nurses
mentioned that they felt that there was a diference between
patients who meditated and, consequently, seemed to be
more peaceful during their treatment and distressed pa-
tients, who seemed to need more support. Meditating pa-
tients were perceived as being more likely to express their
needs and adhere to care requirements. Tus, mindfulness
meditation was perceived as a self-care intervention that can
facilitate self-awareness and active participation in one’s
treatment, potentially helping the patient recenter and
prioritize personal values during the course of cancer.

“Meditation allows them (patients) to receive a therapy of
their choosing [. . .], they have much better adherence to
the treatment. Tey adhere and are actors of their
treatment, more than people who don’t have those per-
sonal resources.”

HCPs’ knowledge about mindfulness meditation varied.
Attending physicians, head nurses, nurses, and some resi-
dents were convinced that mindfulness meditation repre-
sented an evidence-based approach that cancer centers
either could or should propose. Tey highlighted the gap
between the evidence supporting mindfulness meditation
and its lack of implementation in practice as well as the need
to train HCPs. Nevertheless, a lack of awareness regarding
the evidence supporting mindfulness meditation was spe-
cifcally observed among some residents who considered
mindfulness meditation to be an alternative approach thus
not to be implemented in hospitals. Tey recognized that
their motivation with regard to discussing complementary
and alternative medicine (CAM) was primarily to maintain
their relationship with the patient.

“Since the beginning of our doctor studies, we have been
accustomed to doing evidence-based medicine. [. . .]
When I say evidence, I am talking about good quality
studies, phase III studies, with a large scale, which show us
a clinically and statistically signifcant beneft.

European Journal of Cancer Care 3



Complementary medicines struggle to have this kind of
evidence, and coming from us [physicians], it’s tricky to
propose evidence-based and nonevidence-based
medicine.”

Nevertheless, some of these participants noted that if
they were convinced by solid evidence, they would be more
open to such interventions due to their core interest in their
patients’ well-being.

3.2.2. Relative Advantage of the Implementation of Mind-
fulness Meditation Instead of Another Approach (In-
tervention Characteristics). All participants shared the belief
that mindfulness meditation should be ofered among other

approaches; patients in general have various preferences and
needs, and there is no “one-size-fts-all” approach.

“I think that one shouldn’t say “oh, but mindfulness is the
solution to everything, all your troubles and for every-
body,” no. Because as we observe in oncology with our
treatments, ultimately, we don’t have a unique solution,
“one size fts all,” this is not true. And I think [mindfulness
meditation] should be one of many proposals [. . .].”

Some participants questioned the choice to implement
mindfulness meditation instead of another integrative ap-
proach, such as acupuncture. Te perceived advantage of
mindfulness meditation mainly included its support of
patients’ autonomy. Once the patient has learned to

Table 1: HCP’s sociodemographic and professional data.

Characteristic Number (%)
Gender Female 16 (84.2)

Male 3 (15.8)
Age category 20–30 3 (15.8)

31–40 6 (31.6)
41–50 2 (10.5)
51–60 7 (36.8)
> 60 1 (5.3)

Nationality Swiss 11 (57.9)
Non-Swiss 7 (36.8)
Mixed 1 (5.3)

Professional role Physician 6 (31.6)
Nurse 12 (63.2)

Psycho-oncologist 1 (5.3)
Setting of practice Onco-senology 1 (5.3)

Onco-gynecology 5 (26.3)
Onco-senology and onco-gynecology 4 (21.1)

Oncology more broadly 9 (47.4)
Work experience in the setting < 5 years 3 (15.8)

5–10 years 8 (42.1)
> 10 years 8 (42.1)

Work percentage < 50% 0
50%–80% 10 (52.6)
> 80% 9 (47.4)

Work experience in the profession < 5 years 0
5–10 years 5 (26.3)
> 10 years 14 (73.7)

Awareness of mindfulness Personal interest 10 (45.5)
As part of training 1 (4.6)

In the context of professional activity 9 (40.9)
As part of the serenity study 2 (9)

Personal use of complementary approaches 12 (63.2)
Homeopathy 4 (25.0)
Hypnosis 3 (18.8)

Acupuncture 2 (12.5)
Meditation 2 (12.5)

Yoga 2 (12.5)
Herbal medicine 1 (6.3)
Kinesitherapy 1 (6.3)
Aromatherapy 1 (6.3)

Training in complementary approaches 3 (15.8)
Hypnosis 3 (15.8)

4 European Journal of Cancer Care



meditate, he or she is able to use this resource without the
support of a professional, which is not the case with acu-
puncture, for example.

3.2.3. Te Adaptability and Complexity of the eMBCR Pro-
gram (Intervention Characteristics). In general, HCPs per-
ceived the eMBCR program as being excessively long and
restrictive in terms of schedules, while some participants
mentioned that even though the program seemed to be de-
manding, motivated patients would fnd the time to meditate.
Suggestions to increase patients’ access and acceptability of
the intervention were proposed (see Algorithm 1).

“What I think was a limiting factor was that the group
sessions took place at a fxed time, on a fxed day. I had
a patient who had to quit because she began working
again. So, [. . .] if [sessions] were recorded, if patients
could have a sort of “replay” function, or if they could still
participate later [. . .]”

3.2.4. Patient Needs and Resources (Outer Setting). All HCPs
mentioned the topic of discussing CAM with patients. At-
tending physicians and head nurses highlighted the im-
portance of orienting patients with regard to evidence-based
approaches. Tey also acknowledged the interest of some
patients in mindfulness meditation.

“It’s one of the supportive care modalities that patients in
general (at least some of them) wish to beneft from.”

Nurses emphasized the fact that some patients rely on
CAM, although they do not systematically discuss it with
HCPs. Other patients, in contrast, actively seek support from
HCPs; an attending physician highlighted the fact that some
patients want to choose a form of self-care and to be active in
that approach but nevertheless seek validation from HCPs.

Te fact that some patients would not want to return to
the hospital after the treatment was highlighted; therefore,
ofering both internal and external access to CAM was
suggested. Residents and nurses also referred some patients
to a center dedicated to ofering complementary approaches
to patients with cancer who were located near the hospital.

“[. . .] when I was saying to patients “youmay be in a study
to do meditation in 6 months,” they were looking at me
a bit like “But what should I do?”, and so I happened to
send them to [the center] because it already ofers
mindfulness meditation, and so they would go there and
thought it was great.”

3.2.5. External Policies and Incentives (Outer Setting). An
attending physician and the head nurses highlighted the lack
of reimbursement by basic health insurance as a barrier to
access to CAM in general.

“We also have to remember that the center [the center of
integrative medicine, which is located within the hospital]

was created then by the management’s will, but there was
also strong pressure from the population because the
people voted on the federal level and did many in-
terpellations on the canton level in favor of the devel-
opment of these types of complementary medicine in
hospitals. [. . .] It’s worth mentioning again the question
of reimbursement for those services. We will really be
ready - and this will be at the federal level because it goes
through LAMal (basic insurance) - when those ap-
proaches will be reimbursed.”

In Switzerland, reimbursement for MBIs still primarily
depends on supplementary insurance policies taken out by
individuals. However, not everyone is eligible to take out
such a policy (e.g., some insurance reject individuals
depending on their health status), nor can everyone aford to
do so. To ensure sustained accessibility to CAM within
hospitals, the need for stable funding rather than merely
initial support was emphasized.

“Anyway, one of the blocking points would be that the
patients must pay for this program. It can also be a se-
lection of the patients by their wealth; there are some
patients who can fnancially allow themselves to search for
approaches that fulfl their needs because they have
complementary insurance or revenues that allow it. And
then there is a whole group of patients who won’t go
toward this type of approaches, and if they must pay for it,
it will be an obstacle to wider implementation.”

3.2.6. Culture (Inner Setting). Some residents observed
a lack of a medical organizational culture that includes
integrative medicine. Indeed, some participants believed
that it was not their responsibility to guide patients in their
use of CAM.

“I’mmaking a big generalization again, but we doctors are
often a little less interested in complementary therapies,
and whether it’s on a personal level or on a level. . . well, of
reading studies, we don’t knowmuch about it, if at all, and
we don’t necessarily feel the mission of having to talk
about it.”

“In French-speaking Switzerland, there is a dichotomy
between, let’s say, “western medicine” and these com-
plementary medicines, and personally I am not against
this dichotomy. For complementary therapies, we have
the [center,] which has just been created and which is
located next to [the hospital], and I fnd it quite practical
to be able to say to interested patients, “we have something
for you, to guide you in your choice of complementary
therapies, but ultimately it will not come from us.”We can
somehow get rid of this topic. If I can get rid of com-
plementary therapies, that’s fne.”

One nurse shared her uncertainty regarding the
openness of the medical culture with regard to the in-
clusion of integrative approaches. In contrast, other
residents and nurses perceived integrative medicine as
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compatible with their institutional values and culture.
Nurses clearly highlighted the need for CAM to be in-
tegrated into the organizational culture in the context of
cancer care. Te attending physicians and head nurses
expressed support for openness toward the integration of
CAM on the part of cancer centers and hospitals in
general; they also highlighted the need for a clear
structure for such integration. One example of such
openness is the delivery of mindfulness meditation to
professionals within hospitals. A center for integrative
medicine within hospitals was perceived as an imple-
mentation facilitator.

3.2.7. Implementation Climate (Inner Setting). Most HCPs
indicated that the implementation climate is favorable to the
implementation of approaches such as mindfulness medi-
tation. Some participants had already tried this approach
and experienced its benefts. Nevertheless, some residents
were less open to integrating mindfulness meditation into
the hospital setting and feared change.

“We have had bad experiences with the ease of setting up
new things. And consequently, we are afraid that adding
something on top of something else that works well will
make things more complicated for us.”

3.2.8. Tensions Related to Change and the Relative Priority of
the Implementation of Mindfulness Meditation (Inner
Setting). Tensions related to change were perceived by the
attending physicians and head nurses regarding the re-
imbursement of CAM-related expenses and the integration
of this approach into the hospital setting. Tey highlighted
their desire to guide patients and ensure that a broad variety
of valid and safe approaches (e.g., through a center of in-
tegrative oncology) were available to everyone through
public funds or health insurance reimbursement.

“It comes from the patients, it comes from the population
< XX: yeah, that’s right >, it’s a request, and I think that
when there is a vote, I don’t remember which one, and
that fnally this complementary medicine, which has been
acclaimed by the people, is still not reimbursed, it is
inadmissible! We do not respect a decision of the people.
Tat’s all!”

Tese participants also highlighted the need to dis-
seminate information that emphasizes the importance of
integrating CAM into cancer care. Te piloting of this
eMBCR programwas a way in which such information could
be made visible. Te importance of the hospital’s role in
guiding the patients through accessible approaches was
highlighted, although as mentioned previously, some resi-
dents did not see the need to change, since patients were
already referred to the external center for complementary
medicines on occasion.

“If we want to be attractive, in my opinion, we should
respondmore andmore to these solicitations. People have
access to information. We should propose those things
instead of them going to gurus and absorbing plants or
whatever [laughs], which are maybe completely
contraindicated.”

3.2.9. Leadership Engagement (Inner Setting, Readiness for
Implementation). One implementation facilitator that was
mentioned was leaders’ convictions, decision, and engage-
ment. Nevertheless, some last-minute absences from the
focus groups were perceived as a barrier by the other
participants.

“I can promise you that if we discussed the last checkpoint
inhibitor or whatever, they [physicians] would all be here.
[. . .] One has the impression that there is a medicine, and
then there is a kind of submedicine, and it is not true. [. . .]
and I think [physician] mindfulness is as important as
their last checkpoint inhibitor.”

Some participants noted that if the decision to imple-
ment mindfulness meditation was made by the leaders, if
they were motivated, and if a sufcient budget was available,
the implementation of mindfulness meditation within the
hospital should not encounter any major barriers. In-
terdisciplinary leadership engagement (e.g., nurses, physi-
cians, and psycho-oncologists) was also perceived as an
implementation facilitator.

“One of the elements that would be benefcial - whether at
the level of a service, a department, or an institution - is
that the interdisciplinary executives carry the project
together. Not whether it’s the care management or the

Strategies suggested by HCPs
• To decrease the level of expectations regarding dosage
• To encourage fexibility by allowing a patient who must cease participating in the program after class 4, for example, to join a future
group in class 5 (this suggestion was opposed by another participant, who claimed that being part of a stable group is important)

• To propose online and face-to-face formats to satisfy patients’ preferences and needs
• To ofer the possibility of joining the group while hospitalized or participating through an online format
• To ofer reminder classes once per year for advanced participants
• To ofer guided meditation apps that patients can use during their treatment
• To facilitate the translation of the program into diferent languages (multicultural context)

ALGORITHM 1: Strategies suggested by HCPs to increase access and acceptability of the intervention.
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medical management or the general management, but
whether it’s together. And that is one of the success
factors, in my opinion.”

3.2.10. Available Resources (Inner Setting, Readiness for
Implementation). Practical barriers that were emphasized
included the lack of time, human factors, materials (in-
cluding budgets), and training resources as well as a dedi-
cated location to ofer CAM approaches (e.g., a place that
was not located nearby treatment rooms to avoid disease-
specifc memories). Fear of increasing costs related to the
management of hospitals was mentioned as a potential
barrier.

HCPs also highlighted the need for tools to identify
patients’ needs in CAM contexts as well as the value of the
presence of such tools.

“[. . .] if we are convinced [by one approach], we will say
“you have to do it,” and then it may not really correspond
to the patient’s needs. I really like this idea of an in-
tegrative anamnesis or of fnding tools [. . .] that can be
generalized, which would make it possible to identify the
patient’s requests and needs. And fnally, to try to fnd
something that matches the patient’s needs exactly.”

Residents indicated that they lacked the time necessary
to discuss CAM with patients during their consultations,
which usually last 30min. Tey suggested that nurses could
be better suited to the task of guiding patients since they
spent more time with them.

“[. . .] we don’t really have time during the consultation to
do that. We usually have 30minutes to talk to the patients.
In general, they have so many diferent topics to discuss
that adding this point, which is often the source of a lot of
questions and discussions, is difcult. I mentioned that it
might be proposed by someone other than a doctor. . . and
in particular by nurses, for example.”

In terms of intervention delivery, nurses suggested that
mindfulness meditation should be delivered by a dedicated
person. Indeed, the head nurse emphasized the fact that
there are not enough nurses for them to take on an addi-
tional role in the delivery of complementary medicines
during care.Tus, the presence of a structure such as a center
for integrative medicine within the hospital, including
dedicated and trained staf, was perceived as a facilitator.

3.2.11. Access to Knowledge and Information (Inner Setting,
Readiness for Implementation). Because of the frequent
turnover faced by oncology teams, dissemination activities
were suggested as a means of maintaining information and
knowledge about mindfulness meditation, as was the pro-
vision of written support to patients. Flyers were viewed as
an option for providing initial information and as a way to
tell interested patients to call a specifc person to obtain
additional information. Playing a video on screens in waiting
rooms was suggested as a way to promote information on the

available CAM ofers. Overall, the implementation of
a dedicated center for integrative medicine was considered
as a way to increase access to credible knowledge and in-
formation regarding CAM in general.

3.2.12. Knowledge of and Beliefs Regarding Mindfulness
Meditation and CAM in General (Characteristics of
Individuals). Although some residents felt that it was not
their responsibility to discuss CAM with patients, mind-
fulness meditation was perceived as a way of giving a voice to
patients, thus increasing their choices and self-
determination. Te participants noted that CAM may
represent an added value, particularly for patients with
breast cancer (since CAMwas perceived as less well suited to
older patients or men, for example). Compared with other
approaches (e.g., acupuncture), mindfulness meditation was
perceived as requiring commitment, emotional maturity,
and the courage to expose oneself.

In addition, the attending physician and head nurses
emphasized the risk that some HCPs would be “too moti-
vated” and thus encourage the use of CAM without being
sufciently knowledgeable of this approach; on the other
hand, concern was also expressed with the possibility that
some HCPs would be “unconvinced” by CAM and would
thus avoid discussing this approach with patients.

“I think that medical studies will have to integrate this
integrative medicine because we need to explain it [to
patients] like we can explain diabetes and insulin. [. . .] we
will need to be able to make our physicians aware of it so
that they can be a partner for the patient. Because if you
don’t know something, you cannot be a partner [. . .],
hence the importance of also teaching our physicians.”

“Te risk, depending on which [caregiver] takes care of
the patient, of the information that he [the patient] will
receive, is that [the caregiver] doesn’t explain it well, is
maybe not even convinced, and won’t present the ofer
well to the patient.”

Te need for interprofessional education regarding CAM
was emphasized. Residents and nurses demanded further
education related to CAM to ensure that HCPs would be
able to inform patients correctly.

“Tere really should be training for the nurses, the people
in the feld, so that we have a minimum of knowledge on
the topic.”

In most focus groups, practical questions were raised,
such as “Who should beneft from the program? Is it all
patients, or should it be specifc to needs? Who should
discuss mindfulness meditation with the patients? When
should these discussions take place?”.

3.2.13. Self-EfcacyWith Regard to Guiding PatientsTrough
CAM and Mindfulness Meditation (Characteristics of
Individuals). According to the attending physician and head
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nurses, the lack of knowledge regarding the evidence sup-
porting mindfulness meditation resulted in a lack of self-
efcacy on the part of HCPs with regard to discussing
meditation with patients. Indeed, during the patients’ re-
cruitment process, some residents mentioned that they did
not have the expertise necessary to discuss CAM and would
not feel comfortable doing so without receiving additional
education.

“It is wrong to think that it is necessary to have lived
something to be able to explain it well. In contrast, the fact
that one is informed of what it is and what it is not either
still allows one to be an interlocutor with the patient.
Otherwise, [the doctor] is not [an interlocutor]; very
quickly he or she closes the door, [. . .] [the lack of
knowledge] puts him or her in a very uncomfortable
position, and so he or she closes the door. [. . .] And hence
the importance of informing and training our doctors.”

3.2.14. Champions (Process). From the residents’ perspec-
tive, a motivated person who regularly reminds colleagues of
the importance of approaches such as mindfulness medi-
tation can help create habits and facilitate patient referrals.
Other participants suggested that establishing a dialog with
patients regarding integrative medicine should be an in-
terprofessional mission that is not merely the task of
a specifc person.

“[. . .] To see someone who is convinced of the thing and
who speaks to us about it in a completely open way, who is
there, who is motivated, who does even more work than
us, and then who says to me “ah, we have to include the
patient”, well, that’s how it works, our bosses do that every
day [. . .].”

“It’s not just the nurses who can give [information].
Doctors, I think it’s going to be difcult because of their
consultations; they have more and more things to go
through in a minimal amount of time. On the other hand,
there are all the caregivers, from the nursing assistant to
the nurse, including the physio who intervenes with the
patients, all the caregivers, not just the nurses.”

4. Discussion

Tis study identifed some facilitators and barriers that must
be accounted for in attempts to increase the readiness of
HCPs and organizations to successfully implement mind-
fulness meditation programs such as the eMBCR and even,
more broadly, validated complementary approaches in the
context of cancer care in Switzerland.

Despite the available evidence and current clinical
guidelines encouraging the use of mindfulness medita-
tion in oncology, this study highlighted the contrasting
views of HCPs regarding its integration into a hospital
oncology setting. Te negative attitudes of some HCPs are
a concern, as many patients will use this type of ap-
proaches during their cancer journey, and seek to engage
in dialog with HCPs [15]. Indeed, patients afected by

cancer from Australia, Canada, New Zealand, the
United States, and Europe have increasingly (40%) been
using complementary and alternative medicines (CAMs)
in the last 20 years [28]. A European study highlighted the
fact that patients with breast cancer in Switzerland
exhibited one of the highest rates (52.6%) of CAM use in
2004 [29]. In French-speaking areas of Switzerland, some
patients afected by cancer have reported using alterna-
tive medicines to deal with some side efects of treatment
due to a lack of support from medical staf [30]. Other
reported motivations are to address unmet needs, to
reduce cancer symptoms, and to improve their quality of
life [2].Terefore, it appears reasonable for the hospital to
be, at a minimum, a place where patients can engage in
open discussions with their HCPs regarding these
complementary approaches. Furthermore, although the
literature reported mixed results regarding HCPs’ per-
ceived usefulness of practicing integrative medicine [15],
the hospital should probably also be a place where
a certain number of validated interventions are ofered, so
that they can be carried out in a safe context and by
trained HCPs.

Te unknown efects of some complementary ap-
proaches [2] and the risk of patients’ misuse further high-
light the need to provide better information to patients [31].
Integrating efcient approaches alongside conventional care
may increase patients’ participation and improve their
quality of life [32]. Te choice of interventions should be
based on patients’ distress and needs as well as on existing
evidence and available resources, starting with the most
natural, efective, and least invasive interventions [33]. At-
tention should be paid to determinants infuencing patients’
participation and adherence to MBIs. Barriers to adherence
to MBIs can be categorized into four domains: (1) practical
barriers; (2) person-related barriers, (3) health-related
barriers, and (4) meditation-specifc barriers [34, 35].
HCPs identifed several strategies to enhance accessibility
and adherence, including fexible delivery formats (e.g.
online MBIs) and adjustments in session frequency and
duration.

Tis study highlighted the need for training on ways of
guiding patients through the safe use of CAM. Currently,
a lack of knowledge among HCPs remains a barrier to the
future implementation of MBIs in cancer care [15, 36, 37].
Many HCPs at hospitals do not feel prepared to discuss
integrative medicine or to guide or monitor patients in this
context [15]. Te inability to provide recommendations
and guidance or a tendency to avoid the topic may lead to
negative impacts on the patient–provider relationship and
patients’ outcomes [38]. Poor patient–provider relation-
ships can increase rates of nonadherence to cancer
treatments, which may in turn increase the risk of disease
progression or even mortality [39]. Tus, training HCPs is
essential to meet patients’ needs more efectively [40], and
such training may improve CAM referral as well as dialog
between professionals and patients [41]. In this sense, the
KOKON-KTO framework encompassing a 20-min con-
sultation to inform patients about complementary and
integrative medicine in a structured way during routine
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consultations has been shown to be feasible among on-
cology physicians in a German-speaking context [42]. Te
physicians were trained through a hybrid learning method
based on e-learning and a 2-day onsite workshop [40].
However, the acceptability and feasibility of such a con-
sultation in the oncological departments of academic
hospitals in French-speaking areas of Switzerland remain
unclear. Te KOKON-KTO framework [42] could be
tested among oncology physicians in these contexts and if
feasible, this framework would allow the systematic
guidance of patients with cancer on complementary and
integrative medicine [43]. Such a framework could be
extended to nurses as well [42]. It could be adapted and
integrated into their teaching plan, as well as being part of
a continuing education program for nurse managers and
advanced practice nurses. Registered nurses and advanced
practice nurses are in a key position to refer patients to
MBIs or to train themselves to deliver MBIs [14]. Trans-
lation of the learning and manual in French would be a frst
step if considering testing and adapting this method to
local contexts. Training could be made dynamic, and
delivery methods varied to cater to diferent learning
styles [44].

Te study, supported by the literature, suggests national
implementation strategies that may be tested for efective-
ness in a future trial (Algorithm 2).Te referral of patients to
MBIs and integrativemedicine in general may depend on the
personal interest and understanding of the relevant HCPs
[13]. In a worst-case scenario, these factors may have
consequences for patient safety if HCPs are not able to guide
patients regarding the safe use of complementary medicine
[15]. Te establishment of collaborations and relationships
among colleagues with the goal of increasing their awareness
of MBIs may be a way to overcome this barrier [13]. Positive
experiences expressed by the patients themselves may, for
example, increase their awareness [13]. Future imple-
mentation strategies may focus on HCP attitudes toward
mindfulness meditation [45]. Te theory of planned be-
havior, for example, posits that both motivation (intention)
and ability (opportunities and resources, e.g., time, skills,
and money) are necessary to trigger a behavior [46]. Te
determinants of intentions and attitudes toward the be-
havior (a favorable or unfavorable evaluation of the in-
tervention: beliefs), the subjective norm (the perceived
pressure to engage in the behavior), and the perceived be-
havior control (facilitators of or barriers to the behavior)
could be explored [46]. Teaching integrative medicine may
lead to increased referrals, improved patient–health care
provider communication, and enhanced positive attitudes
regarding complementary approaches on the part of HCPs
[15]. Educating service managers is also important for in-
creasing efective referrals [47]. Finally, most HCPs ac-
knowledged the need for and value of the presence of
a center for integrative medicine within the hospital, in-
cluding HCPs with specifc knowledge and dedicated time
for integrative consultations. However, the evidence shows
that even when a meditation and yoga center is located
within a hospital, HCPs are not necessarily aware of this fact
[48]. Terefore, actively informing HCPs and patients

regarding existing resources via a website, for example, may
increase the visibility of such resources [49].

Implementation strategies may be tested for efectiveness
in a future trial. Indeed, knowing that mindfulness medi-
tation research has been mainly focused on early-stage
designs (e.g. adapting and testing MBIs), implementation
and dissemination studies should be further developed [11].
More pragmatic trials and hybrid designs are needed to
understand the efectiveness of implementation strategies
[50]. Tis would help in the development of a national
implementation toolkit for MBCR, as it was done in the
United Kingdom for the implementation of MBCT [51].
National specifc guidelines for MBIs (e.g. national training
requirements) may ensure patient safety and outcomes by
avoiding inconsistencies in the delivery of such programs.

4.1. Strengths and Limitations of the Study. To our knowl-
edge, this study is the frst to explore the perceptions of
HCPs regarding the implementation of an MBI in onco-
logical settings in a systematic way based on an imple-
mentation framework such as the CFIR. Te study included
participants from a variety of professional backgrounds,
including physicians, nurses, a psycho-oncologist, and
leaders drawn from two academic hospitals, thus increasing
the richness of the study results. However, the impossibility
of maintaining anonymity among professionals during the
focus groups while simultaneously ensuring confdentiality
with regard to what can be said outside the group may have
discouraged some HCPs from participating in the focus
groups. To mitigate this risk, we separated physicians (and
the psycho-oncologist), nurses, and managers into diferent
groups and ensured that both the animator and the mod-
erator were neutral to avoid at least a strong social de-
sirability bias. Some participants clearly expressed their
discomfort with regard to participating in the focus group,
which was likely due to a misunderstanding of the goal of the
focus group. Adding the possibility of individual interviews
may have been a way to increase participation rates, as would
integrating quantitative measures to decrease social de-
sirability bias. In addition, while the separation of groups
allowed for focused discussions relevant to each professional
role, it may have also limited the opportunity to explore
interprofessional dynamics and collaboration. Combining
separated focus groups with mixed-group sessions could
provide a more global understanding of the shared and
divergent views across roles.

Finally, the results of this study should be interpreted
with caution due to the specifc context in which the research
was conducted and the small sample size. Te results may
not be directly transferable to other populations or settings
(i.e. nonacademic hospitals or other countries). Tis is
particularly relevant when examining complementary
medicine practices, which are highly variable and infuenced
by cultural, regional, and individual factors. Further research
is needed to explore how the fndings of this study may apply
in broader or alternative contexts. Qualitative research, by its
nature, prioritizes depth and contextual understanding over
generalizability. Adding quantitative methods alongside
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qualitative approaches may be a way to identify similarities
and diferences across contexts and populations.

5. Conclusion

Tis qualitative study improved our understanding of the
multilevel components that may positively or negatively
afect the implementation of a complex intervention such as
an MBI in the context of cancer care. Te results from the
focus groups conducted with HCPs suggest some specifc
barriers, e.g., the lack of reimbursement, the need for ed-
ucation regarding mindfulness meditation and CAM in
general, the lack of time dedicated to CAM during patients’
consultations and care activities, and negative attitudes
toward mindfulness meditation and its integration within
hospitals. Strategies for increasing access to MBIs within
hospitals, among other evidence-based approaches, could be
adjusted to accommodate those barriers. Te establishment
of a multidisciplinary implementation group, including
leaders, that can target professionals’ attitudes and skills and
overcome some barriers in terms of resources could be a frst
step toward addressing the contextual needs thus identifed.

Data Availability Statement

Te data are not available due to privacy and ethical
concerns.

Conflicts of Interest

Te authors declare no conficts of interest.

Funding

Tis study was supported by the Leenaards Foundation, the
Swiss Cancer Research Foundation, and the Universities of
Geneva and Lausanne.

Acknowledgments

Te authors would like to thank all the participants and the
healthcare professionals who coordinated and facilitated
their recruitment. Tey also thank Benny Maboso and

Magali Londono for the transcription of the focus groups as
well as Stellio Giacomini for his support in the transcription
and analysis of the data. Te authors fnally thank Dr. Kim
LeVan and Dr. Karin Ribi for moderating the focus groups.

Supporting Information

Additional supporting information can be found online in
the Supporting Information section. (Supporting
Information)

Interview guide for the focus groups, based on relevant
CFIR domains.

References

[1] M. B. Riba, K. A. Donovan, B. Andersen, et al., “Distress
Management, Version 3.2019, NCCN Clinical Practice
Guidelines in Oncology,” Journal of the National Compre-
hensive Cancer Network 17, no. 10 (2019): 1229–1249, https://
doi.org/10.6004/jnccn.2019.0048.

[2] H. Greenlee, M. J. DuPont-Reyes, L. G. Balneaves, et al.,
“Clinical Practice Guidelines on the Evidence-Based Use of
Integrative Terapies During and After Breast Cancer
Treatment,” CA: A Cancer Journal for Clinicians 67, no. 3
(2017): 194–232, https://doi.org/10.3322/caac.21397.

[3] J. Kabat-Zinn, Full Catastrophe Living: Using the Wisdom of
Your Body and Mind to Face Stress, Pain, and Illness (Bantam
Books Trade Paperback, 2013).

[4] J. Kabat-Zinn, “An Outpatient Program in Behavioral
Medicine for Chronic Pain Patients Based on the Practice of
Mindfulness Meditation: Teoretical Considerations and
Preliminary Results,” General Hospital Psychiatry 4, no. 1
(1982): 33–47, https://doi.org/10.1016/0163-8343(82)90026-3.

[5] M. Speca, L. E. Carlson, E. Goodey, and M. Angen, “A
Randomized, Wait-List Controlled Clinical Trial:Te Efect of
a Mindfulness Meditation-Based Stress Reduction Program
on Mood and Symptoms of Stress in Cancer Outpatients,”
Psychosomatic Medicine 62, no. 5 (2000): 613–622, https://
doi.org/10.1097/00006842-200009000-00004.

[6] S. N. Garland, C. R. Rouleau, T. Campbell, C. Samuels, and
L. E. Carlson, “Te Comparative Impact of Mindfulness-
Based Cancer Recovery (MBCR) and Cognitive Behavior
Terapy for Insomnia (CBT-I) on Sleep and Mindfulness in
Cancer Patients,” Explore 11, no. 6 (2015): 445–454, https://
doi.org/10.1016/j.explore.2015.08.004.

•Developing and testing a strategic plan based on the identifed barriers and facilitators [52].
•Engaging a steering group of interprofessional stakeholders to increase implementation eforts [44, 52].
• Seeking a local champion who exhibits leadership and plays a potentially infuential role within the setting [51].
• Seeking leadership support [53].
• Including MBI experts and project leaders within the setting [18].
•Targeting HCPs’ attitudes toward intervention [45].
• Identifying and training already motivated staf [51].
•Teaching integrative medicine to HCPs [15].
•Educating service managers to increase efective referrals [47].
•Reducing resistance by ofering mindfulness training to staf in the form of experimental sessions [18].
•Establishing collaborations and relationships with HCPs to increase their awareness of MBIs [13].
•Establishing a center for integrative medicine within the hospital to coordinate, organize, and control CAM delivery [49].
• Increasing collaborations with early adopters at the local, national, and international levels who can share relevant experiences [44].

ALGORITHM 2: Potential national MBI implementation strategies.

10 European Journal of Cancer Care

https://doi.org/10.1155/ecc/2920092
https://doi.org/10.1155/ecc/2920092
http://doi.org/10.6004/jnccn.2019.0048
http://doi.org/10.6004/jnccn.2019.0048
http://doi.org/10.3322/caac.21397
http://doi.org/10.1016/0163-8343(82)90026-3
http://doi.org/10.1097/00006842-200009000-00004
http://doi.org/10.1097/00006842-200009000-00004
http://doi.org/10.1016/j.explore.2015.08.004
http://doi.org/10.1016/j.explore.2015.08.004


[7] K. A. Zernicke, T. S. Campbell, M. Speca, K. McCabe-Ruf,
S. Flowers, and L. E. Carlson, “A Randomized Wait-List
Controlled Trial of Feasibility and Efcacy of an Online
Mindfulness-Based Cancer Recovery Program: the eTerapy
for Cancer Applying Mindfulness Trial,” Psychosomatic
Medicine 76, no. 4 (2014): 257–267, https://doi.org/10.1097/
PSY.0000000000000053.

[8] L. E. Carlson, R. Doll, J. Stephen, et al., “Randomized Con-
trolled Trial of Mindfulness-Based Cancer Recovery Versus
Supportive Expressive Group Terapy for Distressed Survi-
vors of Breast Cancer (MINDSET),” Journal of Clinical On-
cology 31, no. 25 (2013): 3119–3126, https://doi.org/10.1200/
JCO.2012.47.5210.

[9] L. E. Carlson, R. Tamagawa, J. Stephen, E. Drysdale, L. Zhong,
and M. Speca, “Randomized-Controlled Trial of Mindfulness-
Based Cancer Recovery versus Supportive Expressive Group
Terapy Among Distressed Breast Cancer Survivors
(MINDSET): Long-Term Follow-Up Results,” Psycho-On-
cology 25, no. 7 (2016): 750–759, https://doi.org/10.1002/
pon.4150.

[10] L. E. Carlson and M. Speca, Mindfulness-based Cancer Re-
covery: A Step-By-Step MBSR Approach to Help You Cope with
Treatment and Reclaim Your Life (New Harbinger Publica-
tions, 2011).

[11] S. Dimidjian and Z. V. Segal, “Prospects for a Clinical Science
of Mindfulness-Based Intervention,” American Psychologist
70, no. 7 (2015): 593–620, https://doi.org/10.1037/a0039589.

[12] C. Eyles, G. M. Leydon, C. J. Hofman, et al., “Mindfulness for
the Self-Management of Fatigue, Anxiety, and Depression in
Women With Metastatic Breast Cancer: A Mixed Methods
Feasibility Study,” Integrative Cancer Terapies 14, no. 1
(2015): 42–56, https://doi.org/10.1177/1534735414546567.

[13] S. Andermo, R. Crane, andM. Niemi, “Te Implementation of
Mindfulness-Based Programs in the Swedish Healthcare
System-A Qualitative Study,” Global Advances in Health and
Medicine 10, no. 21 (2021): 21649561211058698, https://
doi.org/10.1177/21649561211058698.

[14] H. Williams, L. A. Simmons, and P. Tanabe, “Mindfulness-
Based Stress Reduction in Advanced Nursing Practice: A
Nonpharmacologic Approach to Health Promotion, Chronic
Disease Management, and Symptom Control,” Journal of
Holistic Nursing 33, no. 3 (2015): 247–259, https://doi.org/
10.1177/0898010115569349.

[15] N. King, L. G. Balneaves, G. T. Levin, et al., “Surveys of Cancer
Patients and Cancer Health Care Providers Regarding
Complementary Terapy Use, Communication, and In-
formation Needs,” Integrative Cancer Terapies 14, no. 6
(2015): 515–524, https://doi.org/10.1177/1534735415589984.

[16] E. Rossi, A. Vita, S. Baccetti, M. Di Stefano, F. Voller, and
A. Zanobini, “Complementary and Alternative Medicine for
Cancer Patients: Results of the EPAAC Survey on Integrative
Oncology Centres in Europe,” Supportive Care in Cancer 23,
no. 6 (2015): 1795–1806, https://doi.org/10.1007/s00520-014-
2517-4.

[17] C. Arditi, M. Eicher, S. Colomer-Lahiguera, et al., “Patients’
Experiences With Cancer Care in Switzerland: Results of
a Multicentre Cross-Sectional Survey,” European Journal of
Cancer Care 31, no. 6 (2022): e13705, https://doi.org/10.1111/
ecc.13705.

[18] R. S. Crane and W. Kuyken, “Te Implementation of
Mindfulness-Based Cognitive Terapy: Learning From the
UK Health Service Experience,” Mindfulness 4, no. 3 (2013):
246–254, https://doi.org/10.1007/s12671-012-0121-6.

[19] R. Crane, “Implementing Mindfulness in the Mainstream:
Making the Path by Walking it,” Mindfulness 8, no. 3 (2017):
585–594, https://doi.org/10.1007/s12671-016-0632-7.

[20] P. Carruzzo, B. Graz, P. Y. Rodondi, and P. A. Michaud,
“Ofer and Use of Complementary and Alternative Medicine
in Hospitals of the French-Speaking Part of Switzerland,”
Swiss Medical Weekly 143, no. 143 (2013): w13756, https://
doi.org/10.4414/smw.2013.13756.

[21] M.-E. Gaignard, J. Stanic, A. Bodmer, et al., “Te SERENITY
Study: Online Mindfulness-Based Cancer Recovery (E-
MBCR) Program for Women Living with Breast and Gyne-
cological Cancer—Protocol for a Pilot Efectiveness-
Implementation Randomized Trial,” Journal of Psychosocial
Oncology Research & Practice 5, no. 2 (2023): https://doi.org/
10.1097/OR9.0000000000000096.

[22] L. J. Damschroder, D. C. Aron, R. E. Keith, S. R. Kirsh,
J. A. Alexander, and J. C. Lowery, “Fostering Implementation
of Health Services Research Findings into Practice: A Con-
solidated Framework for Advancing Implementation Sci-
ence,” Implementation Science 4, no. 1 (2009): 50, https://
doi.org/10.1186/1748-5908-4-50.

[23] R. Barbour, Doing Focus Groups (Sage Publications, 2007).
[24] M. A. Kirk, C. Kelley, N. Yankey, S. A. Birken, B. Abadie, and

L. Damschroder, “A Systematic Review of the Use of the
Consolidated Framework for Implementation Research,”
Implementation Science 11, no. 1 (2015): 72, https://doi.org/
10.1186/s13012-016-0437-z.

[25] Research Crt-CfCM, “Consolidated Framework for Imple-
mentation Research 2021,” (2021), https://cfrguide.org/.

[26] R. E. Stalmeijer, N. Mcnaughton, and W. N. Van Mook,
“Using Focus Groups in Medical Education Research: AMEE
Guide No. 91,” Medical Teacher 36, no. 11 (2014): 923–939,
https://doi.org/10.3109/0142159X.2014.917165.

[27] V. Braun and V. Clarke, “Using Tematic Analysis in Psy-
chology,” Qualitative Research in Psychology 3, no. 2 (2006):
77–101, https://doi.org/10.1191/1478088706qp063oa.

[28] M. Horneber, G. Bueschel, G. Dennert, D. Less, E. Ritter, and
M. Zwahlen, “How Many Cancer Patients Use Comple-
mentary and Alternative Medicine: A Systematic Review and
Metaanalysis,” Integrative Cancer Terapies 11, no. 3 (2012):
187–203, https://doi.org/10.1177/1534735411423920.

[29] A. Molassiotis, J. A. Scott, N. Kearney, et al., “Complementary
and Alternative Medicine Use in Breast Cancer Patients in
Europe,” Supportive Care in Cancer 14, no. 3 (2006): 260–267,
https://doi.org/10.1007/s00520-005-0883-7.

[30] C. Arditi, D. Walther, I. Gilles, et al., “Computer-Assisted
Textual Analysis of Free-Text Comments in the Swiss Cancer
Patient Experiences (SCAPE) Survey,” BMC Health Services
Research 20, no. 1 (2020): 1029, https://doi.org/10.1186/
s12913-020-05873-4.

[31] H. Greenlee and Z. Shi, “Implementing Integrative Oncology:
Hopes and Challenges,” Journal of Oncology Practice 15, no. 1
(2019): 17–18, https://doi.org/10.1200/JOP.18.00755.

[32] C. M. Witt, L. G. Balneaves, M. J. Cardoso, et al., “A Com-
prehensive Defnition for Integrative Oncology,” Journal of
the National Cancer Institute Monographs 2017, no. 52 (2017):
https://doi.org/10.1093/jncimonographs/lgx012.

[33] M. K. Kreitzer Mj, Integrative Nursing (Oxford University
Press, 2019).

[34] K. Toivonen, M. Hermann, J. White, M. Speca, and
L. E. Carlson, “A Mixed-Method, Multi-Perspective In-
vestigation of Barriers to Participation in Mindfulness-Based
Cancer Recovery,” Mindfulness 11, no. 10 (2020): 2325–2337,
https://doi.org/10.1007/s12671-020-01461-z.

European Journal of Cancer Care 11

http://doi.org/10.1097/PSY.0000000000000053
http://doi.org/10.1097/PSY.0000000000000053
http://doi.org/10.1200/JCO.2012.47.5210
http://doi.org/10.1200/JCO.2012.47.5210
http://doi.org/10.1002/pon.4150
http://doi.org/10.1002/pon.4150
http://doi.org/10.1037/a0039589
http://doi.org/10.1177/1534735414546567
http://doi.org/10.1177/21649561211058698
http://doi.org/10.1177/21649561211058698
http://doi.org/10.1177/0898010115569349
http://doi.org/10.1177/0898010115569349
http://doi.org/10.1177/1534735415589984
http://doi.org/10.1007/s00520-014-2517-4
http://doi.org/10.1007/s00520-014-2517-4
http://doi.org/10.1111/ecc.13705
http://doi.org/10.1111/ecc.13705
http://doi.org/10.1007/s12671-012-0121-6
http://doi.org/10.1007/s12671-016-0632-7
http://doi.org/10.4414/smw.2013.13756
http://doi.org/10.4414/smw.2013.13756
http://doi.org/10.1097/OR9.0000000000000096
http://doi.org/10.1097/OR9.0000000000000096
http://doi.org/10.1186/1748-5908-4-50
http://doi.org/10.1186/1748-5908-4-50
http://doi.org/10.1186/s13012-016-0437-z
http://doi.org/10.1186/s13012-016-0437-z
https://cfirguide.org/
http://doi.org/10.3109/0142159X.2014.917165
http://doi.org/10.1191/1478088706qp063oa
http://doi.org/10.1177/1534735411423920
http://doi.org/10.1007/s00520-005-0883-7
http://doi.org/10.1186/s12913-020-05873-4
http://doi.org/10.1186/s12913-020-05873-4
http://doi.org/10.1200/JOP.18.00755
http://doi.org/10.1093/jncimonographs/lgx012
http://doi.org/10.1007/s12671-020-01461-z


[35] J. Stanic, J. Barth, N. Danon, G. Bondolf, F. Jermann, and
M. Eicher, “Adherence to Standardized 8-week Mindfulness
Based Interventions Among Women With Breast or Gyne-
cological Cancer: A Scoping Review,” Journal of Psychosocial
Oncology Research & Practice 3 (2021): e048, https://doi.org/
10.1097/or9.0000000000000048.

[36] K. H. Chang, R. Brodie, M. A. Choong, K. J. Sweeney, and
M. J. Kerin, “Complementary and Alternative Medicine Use
in Oncology: A Questionnaire Survey of Patients and Health
Care Professionals,” BMCCancer 11, no. 1 (2011): 196, https://
doi.org/10.1186/1471-2407-11-196.

[37] G. E. Klein and C. Guethlin, “Information and Training Needs
Regarding Complementary and Alternative Medicine: A
Cross-Sectional Study of Cancer Care Providers in Germany,”
Integrative CancerTerapies 17, no. 2 (2018): 380–387, https://
doi.org/10.1177/1534735416666372.

[38] K. Tasaki, G. Maskarinec, D. M. Shumay, Y. Tatsumura, and
H. Kakai, “Communication between Physicians and Cancer
Patients About Complementary and Alternative Medicine:
Exploring Patients’ Perspectives,” Psycho-Oncology 11, no. 3
(2002): 212–220, https://doi.org/10.1002/pon.552.

[39] S. B. Johnson, H. S. Park, C. P. Gross, and J. B. Yu, “Com-
plementary Medicine, Refusal of Conventional Cancer
Terapy, and Survival Among Patients With Curable Can-
cers,” JAMA Oncology 4, no. 10 (2018): 1375–1381, https://
doi.org/10.1001/jamaoncol.2018.2487.

[40] C. M. Witt, “Training Oncology Physicians to Advise Teir
Patients on Complementary and Integrative Medicine,”
Journal of Alternative & ComplementaryMedicine 24, no. 9-10
(2018): 1016–1017, https://doi.org/10.1089/acm.2018.0146.

[41] N. K. Quartey, P. H. Ma, V. C. Chung, and S. M. Grifths,
“Complementary and Alternative Medicine Education for
Medical Profession: Systematic Review,” Evidence-based
Complementary and Alternative Medicine 2012 (2012): 1–
13, https://doi.org/10.1155/2012/656812.

[42] C. M. Witt, S. M. Helmer, P. Schofeld, et al., “Training
Oncology Physicians to Advise Teir Patients on Comple-
mentary and Integrative Medicine: An Implementation Study
for a Manual-Guided Consultation,” Cancer 126, no. 13
(2020): 3031–3041, https://doi.org/10.1002/cncr.32823.

[43] S. M. Helmer, A. A. Rogge, F. Fischer, et al., “Evaluation of
a Blended-Learning Training Concept to Train Oncology
Physicians to Advise Teir Patients about Complementary
and Integrative Medicine (KOKON-KTO): Study Protocol for
a Prospective, Multi-Center, Cluster-Randomized Trial,”
Trials 20, no. 1 (2019): 90, https://doi.org/10.1186/s13063-019-
3193-y.

[44] B. J. Powell, T. J. Waltz, M. J. Chinman, et al., “A Refned
Compilation of Implementation Strategies: Results From the
Expert Recommendations for Implementing Change (ERIC)
Project,” Implementation Science 10, no. 1 (2015): 21, https://
doi.org/10.1186/s13012-015-0209-1.

[45] T. A. Creed, M. E. Crane, A. Calloway, T. M. Olino,
P. C. Kendall, and S. W. Stirman, “Changes in Community
Clinicians’ Attitudes and Competence Following a Trans-
diagnostic Cognitive Behavioral Terapy Training,” Imple-
mentation Research and Practice 2, no. 10 (2021):
26334895211030220, https://doi.org/10.1177/
26334895211030220.

[46] I. Ajzen, “Te Teory of Planned Behavior,” Organizational
Behavior and Human Decision Processes 50, no. 2 (1991):
179–211, https://doi.org/10.1016/0749-5978(91)90020-t.

[47] K. Williams, S. Hartley, and P. Taylor, “A Delphi Study In-
vestigating Clinicians’ Views on Access to, Delivery of, and

Adaptations of MBCT in the UK Clinical Settings,” Mind-
fulness 12, no. 9 (2021): 2311–2324, https://doi.org/10.1007/
s12671-021-01706-5.

[48] M. J. Koula and J. M. Knight, “Increasing Provider Awareness
of and Recommendations for Yoga andMeditation Classes for
Cancer Patients,” Supportive Care in Cancer 26, no. 10 (2018):
3635–3640, https://doi.org/10.1007/s00520-018-4220-3.
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