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ABSTRACT
Objective: Our objective was to describe the development and evaluation of a course pro-
gramme in existential communication targeting general practitioners (GPs).
Design: The UK Medical Research Council’s (MRC) framework for complex intervention research
was used as a guide for course development and evaluation and was furthermore used to struc-
ture this paper. The development phase included: identification of existing evidence, description
of the theoretical framework of the course, designing the intervention and deciding for types of
evaluation. In the evaluation phase we measured self-efficacy before and after course participa-
tion. To explore further processes of change we conducted individual, semi-structured telephone
interviews with participants.
Subjects and setting: Twenty practising GPs and residentials in training to become GPs from
one Danish region (mean age 49).
Results: The development phase resulted in a one-day vocational training/continuing medical
education (VT/CME) course including the main elements of knowledge building, self-reflection
and communication training. Twenty GPs participated in the testing of the course, nineteen GPs
answered questionnaires measuring self-efficacy, and fifteen GPs were interviewed. The mean
scores of self-efficacy increased significantly. The qualitative results pointed to positive post
course changes such as an increase in the participants’ existential self-awareness, an increase in
awareness of patients in need of existential communication, and an increase in the participants’
confidence in the ability to carry out existential communication.
Conclusions: A one-day VT/CME course targeting GPs and including the main elements of know-
ledge building, self-reflection and communication training showed to make participants more
confident about their ability to communicate with patients about existential issues and concerns.

KEY POINTS

� Patients with cancer often desire to discuss existential concerns as part of clinical care but
general practitioners (GPs) lack confidence when discussing existential issues in daily practice.

� In order to lessen barriers and enhance existential communication in general practice, we
developed a one-day course programme.

� Attending the course resulted in an increase in the participants’ confidence in the ability to
carry out existential communication.

� This study adds knowledge to how confidence in existential communication can be increased
among GPs.
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Introduction

Comprehensive evidence demonstrates that cancer
patients frequently experience multiple existential
problems and concerns that impact negatively on their
physical and mental health [1]. In the medical litera-
ture, some of the most common existential questions

and concerns relate to the need to find meaning and
purpose (“why me?”), fear of an insecure future and
death, loss of relationships, feelings of regret, guilt and
anger, faith in God or some higher power [2].

Studies show that cancer patients in palliative care
often desire to discuss existential, spiritual and/or
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religious concerns with their health care provider [3].
Furthermore, research shows that communicating
about these issues, as part of medical care, is associ-
ated with an improved ability to cope with disease
symptoms, better patient quality of life and increased
mental and social wellbeing [3,4]. As a result, commu-
nication about existential, spiritual and religious
aspects is viewed as an essential element of person-
centered medicine [5]. In this research study, we shall
use the term “existential communication” as a meta-
concept that includes communication about broad
existential aspects and potentially, but not mandator-
ily, communication about spiritual and religious
aspects [6].

In the speciality of general practice attention to
existential issues in the clinical encounter is high-
lighted as a central part of general practitioners’ pro-
fessional and ethical responsibility [7]. However,
several barriers have been identified to hinder commu-
nication about existential issues. These both include
individual physician characteristics as well as context-
ual and organizational dynamics such as: a) personal
insecurity, b) lack of education and training, c) lack of
language, d) low self-awareness regarding existential
and religious values, d) restricted time resources and
general workload, and e) a predominantly one-dimen-
sional biomedical focus on health problems and out-
comes [8,9].

Researchers have suggested that offering opportu-
nities for professional development regarding existen-
tial communication, e.g. through vocational training
(VT) or continuing medical education (CME), is a feas-
ible and effective method to increase health profes-
sionals’ confidence in providing this type of care [10].
However, there is no specific knowledge of how such
initiatives towards enhancing existential communica-
tion can best be developed and structured in a gen-
eral practice setting. We therefore aimed to develop a
course programme in existential communication tar-
geting GPs and to investigate the participants’ evalua-
tions of the impact and significance of the course after
attending. In progressively modelling a complex inter-
vention through different research phases we
expected to have generated the results needed to
decide whether a randomized controlled design would
be accurate for measuring the effect of the interven-
tion at a later stage.

The UK Medical Research Council’s (MRC) framework
for complex intervention research was used as a guide
to course development and evaluation [11]. In the fol-
lowing Methods and Results sections we describe the
development- and evaluation phases of the course
under the following headings:

1. Development phase, 2. Feasilbility and piloting
phase, 3. Evaluation phase and 4. Implementation
phase. The first two phases are described under the
Methods section whereas the last two sections are
described under the Results section.

Methods

Development phase

The development phase included: identification of evi-
dence (secondary research) and needs for further,
explorative research (primary research), description of
the theoretical framework of the course, and designing
the intervention and deciding for types of evaluation.

Identifying the evidence and needs for
primary research

No specific studies focusing on the development and
evaluation of course programmes in existential com-
munication in general practice were found when
searching the databases Scopus, MEDLINE, EMBASE,
PsychINFO and using four groups of terms combined
with AND: Existential, Curriculum, Cancer, General
practice (the complete search string- and history can
be obtained from the first author).

From a broader perspective, training curricula
framed within the field of spiritual care (broadly under-
stood as care that attends to existential, spiritual and
religious patient needs) have been developed and
implemented internationally for professionals in other
health care sectors, mostly within palliative care [10].
We reviewed the existing evidence in order to estab-
lish if a VT/CME course could be expected to have a
worthwhile effect. A number of studies concluded that
training and education in communication regarding
spiritual issues had a positive effect in terms of making
health professionals feel better equipped to handle
such issues [10].

The European Association for Palliative Care (EAPC)
and the International Society for Health and
Spirituality (IGGS) surveyed their members in order to
gain an overview of the current situation in spiritual
care training in Europe [12]. Reviewing the great var-
iety of spiritual care courses that were reported, the
authors recommend that future courses consider an
appropriate distribution between a) providing know-
ledge, b) developing attitudes, sensitivity and self-
reflection and c) working on participants’ personal and
professional skills while preparing them for spiritual
care [12]. The authors also recommend developing
courses that are adapted to the local society, taking
cultural and religious variations into account.
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In order to adapt these insights from the literature
on spiritual care training to the local Danish society
and general practice context, we supplemented the
development of the course programme with primary,
explorative research. Focus group interviews were con-
ducted with GPs in order to investigate understand-
ings among GPs of the existential dimension and of
how and when the existential dimension was inte-
grated in the interaction with patients [13].
Furthermore, we investigated barriers and facilitators
to existential communication as perceived by GPs as
well as their suggestions for educational initiatives
[14]. In the focus group interviews, the GPs acknowl-
edged knowledge deficits regarding patients’ spiritual
and religious needs. Self-reflection, understood as pro-
viding the opportunity for scrutinizing own beliefs and
values, was also suggested as an essential and pro-
ductive learning activity highlighting the need for an
increased awareness of how personal values affect
professional practice. All the above results were used
to develop the intervention. Furthermore, the GPs
voiced a need for training tools that could guide them
in communicating about existential issues and con-
cerns. Consequently, we developed a question tool
[15] that was incorporated into the final
course curriculum.

Theoretical framework of the course

The theoretical base for the training course is to be
found within the tradition of existential philosophy
and psychology that deal with questions relating to
the most basic questions of existence: the meaning of
one’s being, freedom, isolation and death [16,17].
According to this framework, these conditions are not
only inescapable givens of human existence, but also
catalysts for existential distress and growth. To reach
authentic and meaningful “being” the individual must
actively seek to address and reflect on existential ques-
tions related to feelings such as meaninglessness,
hopelessness, disruption, anger, loneliness, fear of suf-
fering and death. Likewise, addressing and reflecting
on the above existential questions, is said to be a crit-
ical process in the preparation of health professionals
to care for others [18].

Constructing or finding meaning appears particu-
larly important during illness and crisis, since the onset
hereof breaks apart the comprehensible world and
challenges former meaning orientations [19]. To gain a
sense of meaningfulness and handle the changed
existential condition, the person may need to orient
her-/himself towards new or renewed meaning orien-
tations to handle the changed existential condition.

These new meaning orientations might encompass
existential dimensions and perspectives including reli-
gious and/or spiritual ones.

Designing the intervention

The intervention was designed as a one-day VT/CME
course (eight hours) for practising GPs and residentials
in training to become GPs. The course comprised both
theoretical and practical elements incorporated into
the following three basic elements:

1. Theoretical input – providing knowledge of overall
theoretical frames, patient concerns and needs as
well as knowledge of the importance of existential
communication within the doctor-patient relation-
ship. The teaching was conducted by the first and
last author, both of them having considerable
experience as teachers in existential philosophy
and psychology and religious/spiritual coping and
meaning-making.

2. Reflection in groups as well as self-reflective exer-
cises (e.g. “What is the existential to me?”).

3. Communication training on how to listen, how to
ask questions that facilitate dialogue, how to help
the patient formulate problems, needs and resour-
ces using the method of theatre improvisation
[20] that allows going back and forth between the
following circular steps: improvising a scene,
reflecting together on what happened, playing
the scene anew incorporating the feed-back and
sharing reflections in plenum. Two professional
actors initiated the scenes and engaged in tem-
poral moment-to-moment interactions with the
audience. Subsequently, the GPs were invited to
take the role of either patient or GP, and the feed-
back from the audience was moderated by a
facilitator.

Deciding on types of evaluations

According to intervention researchers within health
science, the evaluation and implementation of an
intervention can be strengthened by incorporating
consideration of the social mechanisms and processes
through which an intervention works [11]. We there-
fore decided to evaluate the intervention on a smaller
scale using a combination of qualitative and quantita-
tive methods.

To evaluate the impact of the course quantitatively,
we decided to use self-efficacy as outcome as it has
been widely used for self-assessment of the outcome
of communication skills training [21]. The construct of
self-efficacy was introduced by the psychologist Albert
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Bandura [22] and refers to a person’s estimate of
his/her ability to perform a specific task or behaviour
successfully.

In constructing the questionnaire for measurement
of self-efficacy regarding existential communication
skills, we were inspired by Bandura’s guide for con-
structing self-efficacy scales [23] and a recently vali-
dated self-efficacy questionnaire (SE-12) measuring
health care professionals’ clinical communication
skills [24]. We further developed this questionnaire
by adjusting the items to reflect the tasks and objec-
tives of the course. Each question began with the

words: “How confident do you feel being able to…”
followed by eight different skills and competencies
(listed in Figure 1(a)). Furthermore, in order to assess
whether attending the course caused any changes in
participants’ perceived importance of being able to
manage each of the eight communication skills and
competencies we added the following question: “How
important is it for you to be able to… in your daily
professional work?” (see Figure 1(b)). Ratings of the
strength of self-efficacy and the perceived importance
were made using a Likert scale from 1 (not at all confi-
dent) to 5 (totally confident).
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Figure 1. (a) Changes in GPs’ self-efficacy regarding the eight listed communication skills and competences from before the
course (T1) to immediately after the course (T2). (b) Changes in GPs’ perceived importance of the eight communication skills from
T1 to T2.
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With the aim of gaining a deeper understanding of
the participants’ experiences with attending the
course, individual telephone interviews were con-
ducted with participants. An interview guide with
broad, open-ended questions and prompts were used
to encourage participants to reflect on all stages of
the intervention and to provide insight into what they
experienced as bringing about change (if any).

Feasibility and piloting phase

Recruitment, participants and setting

The intervention was tested on a small scale (piloting).
Participation was voluntary, in response to promo-
tional material (a flyer) sent to randomly selected pri-
mary care clinics in the Southern Denmark Region and
advertisements in a Facebook group for GPs in the
region. Twenty participants attended the one-day
training course at a regional conference venue (see
Table 1). GPs were remunerated for participating in
the course.

The GPs were asked to answer the questionnaire
electronically using SurveyXact before (T1) and just
after the course (T2). The post-course questionnaire
was expanded with ad hoc questions evaluating the
participants’ perceived relevance of the course, the
participants’ overall satisfaction with the content of
the course, and the participants’ evaluation of their
competencies in existential communication after hav-
ing attended the course compared to before attending
the course. Finally, participants were encouraged to
write positive as well as negative criticism and to pro-
pose concrete changes for future courses.

Telephone interviews with fifteen participants were
conducted up to four weeks after the course. The
interviews lasted from twenty to sixty minutes and
were transcribed verbatim by a secretary and validated
by the first and last authors.

Analysis

Descriptive statistics were used to clean data, deter-
mine if assumptions for parametric statistics were met,
and to analyse the background variables (Table 1). The
distribution for self-efficacy and perceived importance
variables is given as mean standard deviation. The
measurement at T1 was used as a baseline for com-
parisons with those made at T2. Paired samples t-tests
were used to determine if before- and after-test scores
differed significantly. P values� .05 were considered
significant. Statistical analyses were performed using
Stata (v. 12.1.).

For the qualitative data analysis we used a hermen-
eutically inspired thematic content analysis [25].
Methodological rigor of the qualitative analysis was
maintained through periodic debriefing with the
research team.

Results

Evaluation phase

In the evaluation phase the following results from
the quantitative and the qualitative evaluations
were generated.

Quantitative evaluation

Nineteen course participants answered the question-
naire at T1 and T2. Demographic and professional
characteristics of course participants are presented in
Table 1.

Mean scores of self-efficacy at T1 and T2, respect-
ively, are presented in Table 2(a). The mean scores of
self-efficacy that increased the most were related to:
The ability to communicate with patients about reli-
gious/spiritual (R/S) concerns, The ability to work with
own barriers and The ability to reflect upon own exist-
ential/spiritual values brought into the consultation.
Figure 1(a) illustrates the changes over time.

The mean scores of perceived importance of the
following eight questions at T1 and T2 are illustrated
in Table 2(b). The GPs’ perceived importance of the
eight communication skills did not change significantly
from T1 to T2 except for their experiences of the ques-
tions: “Communication about R/S concerns” and
“Active listening and being present”. Figure 1(b) shows

Table 1. Demographic and professional characteristics of
course participants.
Baseline characteristics Category N (%)

Number of participants 19 (100)
Age (mean age 49) < 50 12 (63)

� 50 7 (37)
Gender Male 6 (32)

Female 13 (68)
Have you participated in

communication courses
after having completed
your medical education?

Yes 14 (74)

No 4 (21)
Don’t know 1 (5)

Years of experience as a GP Is currently in education 5 (26)
1 year–less than 2 years 0 (0)
2 years–less than 5 years 1 (5)
5 years–less than 10 years 5 (26)
10 years or more 8 (42)

Are you a believer? Yes 9 (47)
No 7 (37)
Don’t know 3 (16)

Nationality Danish 18 (95)
Danish and other nationality 1 (5)
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the change from before the course (T1) to immediately
after the course (T2).

The participants’ evaluations of the training are pre-
sented in Table 3. A majority of the participants (74%)
were “very satisfied” with the content of the course,
and most participants (89%) assessed their competen-
ces in communicating about existential issues to be
“better” than before attending the course.

The responses to the open-ended questions were
mainly positive with comments such as: “Inspiring
course that motivates you to continue as a GP”,
“Lovely to be able to share an interest in existential
communication with colleagues” and “Fantastic course!
Lovely to go beyond ‘factual knowledge’ and engage
in self-reflection and theatre”. However, a few respond-
ents commented that more time should be spent on

communication training (the theatre improvisation
method) and less time on theoretical knowledge.

Qualitative evaluation

The following themes were identified: one main
theme: “understanding change” with two subthemes:
a) “self-reflection and sharing with peers” and b)
“increasing awareness and confidence”.

All course participants (n¼ 20) were invited to par-
ticipate in the follow-up evaluation interviews within
four weeks after the communication course. One par-
ticipant did not respond to the invitation, four
responded after the deadline given resulting in fifteen
participants being interviewed by EAH.

Table 2(a). Mean scores of self-efficacy for (T1) and (T2).
How confident do you feel being able to…

Mean (SD) p Values Number of participants whose score after the course was

Questions Before After t-test

One point
less than
before

The same
as before

One point
more than
before

Two points
more than
before

Three points
more than
before

communicate about existential con-
cerns and needs in connection with
a disease?

3.4 (0.8) 3.9 (0.6) 0.001 0 (0) 10 (53) 8 (42) 1 (5) 0 (0)

communicate about R/S concerns and
needs in connection with
a disease?

2.9 (1.1) 3.7 (0.7) 0.002 1 (5) 8 (42) 6 (32) 3 (16) 1 (5)

listen actively and being present? 3.9 (0.8) 4.5 (0.6) 0.000 0 (0) 7 (37) 12 (63) 0 (0) 0 (0)
endure in situations without a solution

or a right answer?
3.5 (0.9) 3.7 (0.8) 0.130 3 (16) 10 (53) 5 (26) 1 (5) 0 (0)

recognize own professional limits? 4.0 (0.5) 4.2 (0.6) 0.165 3 (16) 10 (53) 6 (32) 0 (0) 0 (0)
reflect upon own existential and/or

R/S values brought into the
consultation?

3.2 (0.9) 4.0 (0.7) 0.000 0 (0) 7 (37) 8 (42) 4 (21) 0 (0)

work with own barriers to communi-
cating about existential and
R/S issues?

3.1 (0.8) 3.9 (0.6) 0.000 0 (0) 8 (42) 7 (37) 3 (16) 1 (5)

make an action plan with the patient
based on his/her existential and/or
R/S needs?

3.0 (0.7) 3.4 (0.7) 0.014 2 (11) 8 (42) 8 (42) 1 (5) 0 (0)

Table 2(b). Mean scores of perceived importance for the eight questions at (T1) and (T2).
How important is it for you to be able to … .in your daily professional work?

Number of participants whose score after the course was

Questions
One point

less than before
The same
as before

One point
more than before

Two points
more than before

communicate about existential concerns and
needs in connection with a disease?

4 (21) 10 (53) 5 (26) 0 (0)

communicate about R/S concerns and needs
in connection with a disease?

1 (5) 11 (58) 6 (32) 1 (5)

listen actively and being present? 0 (0) 16 (84) 3 (16) 0 (0)
endure in situations without a solution or

right answer?
3 (16) 14 (74) 2 (11) 0 (0)

recognize own professional limits? 2 (11) 15 (79) 2 (11) 0 (0)
reflect upon own existential and/or R/S values

brought into the consultation?
4 (21) 13 (68) 2 (11) 0 (0)

work with own barriers to communicating
about existential and R/S issues?

3 (16) 8 (42) 8 (42) 0 (0)

make an action plan with the patient based
on his/her existential and/or R/S needs?

3 (16) 12 (63) 4 (21) 0 (0)
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In the accounts embedded in the theme “Self-
reflection and sharing with peers”, the reflective course
element (both individually and in groups) was much
valued by the participants. Several participants recog-
nized that, in order to be able to carry out existential
communication with patients, one needs to be aware
of” what one associates with the existential oneself”.
Becoming aware of one’s barriers to communicating
with patients about existential issues was also experi-
enced as an important reflective endeavour. One par-
ticipant expressed it as follows: “One has to become
aware of one’s own barriers before being able to enter
“the existential room”. As voiced by several of the par-
ticipants, the reflective exercises prepared them for a
more dedicated involvement in the subsequent com-
munication training during the course.

In the accounts embedded in the theme “Increasing
awareness and confidence”, the GPs described how
attending the course raised their awareness of how
religious and spiritual needs and resources might be
experienced and lived by patients and of the signifi-
cance of existential communication as a part of patient
care. As a result of gaining more knowledge of exist-
ential, religious and spiritual patient needs, several
participants mentioned that they had become better
at “spotting the patients” in need of existential com-
munication and at “picking up the patients’ cues”.
Several of the participants talked about having gained
communicative confidence through the communica-
tion training. Thanks to the theatre improvisation
method, communicating with patients about religious
and spiritual issues did not appear an impossible task
anymore. One participant reported: “I experienced
peace in doing it. I learned to endure in it. So, I felt
that I left the course with considerable strength to
carry it out myself”. Another participant said: “It’s okay!
It’s okay! We are also capable of doing this. I can

handle this as a physician”. Clearly, the boundaries of
the GP’s role had been pushed for several of the par-
ticipants, and existential communication had been
reexamined with respect to its feasibility. In line with
this, several participants reported that they had taken
new actions in the time following the course and
stepped out of their comfort zone.

Implementation phase

The results gained from the project raise issues as to
what can be optimized in a future implementation
phase. Several of the participants commented that the
course could with advantage be longer by incorporat-
ing more time to communication training through the-
atre improvisation. Furthermore, participants
demanded a more systematic integration of the sup-
portive communication tool developed for the course
[15] and providing them with a broader vocabulary
and suggestions for key questions to ask.

Other ways to improve the intervention could
involve a more specific focus on how to promote less
solution-oriented approaches to the patient. The fact
that self-efficacy in the ability to endure in situations
without a solution or right answer did not increase
considerably over time might indicate that more
reflection on and training in enduring in meaningless
and powerless situations are needed.

Discussion

Principal findings and relation to other studies

Both the quantitative and the qualitative results of this
study show that the chosen design of the course with
the three main elements (providing knowledge, reflect-
ive exercises and communication training) was posi-
tively evaluated by the GPs. Firstly, it raised their
awareness of existential, religious and spiritual patient
needs. Secondly, the course provided them with the
opportunity to reflect individually and with colleagues
on personal values and convictions and on how these
could be included in their own everyday health care
practice. Lastly, the course resulted in increased confi-
dence in the GPs’ ability to carry out existential
communication.

When looking at the quantitative results, we find
that attending the course appears to have specifically
effected an increase in the participants’ confidence in
their ability to communicate with patients about reli-
gious and spiritual concerns and needs. Informed by
studies showing improved self-efficacy and communi-
cation skills after training in existential support and

Table 3. Participants’ evaluations of the training.
To what degree have you obtained new relevant

knowledge? (N¼ 19)
N (%)

High degree 7 (37)
Some degree 10 (53)
Less degree 2 (11)
Not at all 0 (

How satisfied were you with the overall content of
the training course? (N¼ 19)
Very satisfied 14 (74)
Satisfied 5 (26)
Less satisfied 0 (
Not at all satisfied 0 (

Compared to before you participated in the training course do you
perceive your competences in communicating about existential
issues to be (N¼ 19)
Much better 1 (5)
Better 17 (89)
Unchanged 1 (5)
Worse 0 (
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spiritual care [10,26], increased scores of self-efficacy
could be expected. However, given that the course
participants are embedded in a highly secular culture
where a large majority of people experience religious
and spiritual orientations as either unfamiliar or rele-
gated to the private realm [27], a non-significant
increase in communication about these issues could
also have been expected. Possibly, highlighting and
demonstrating during the course that communication
about religious and spiritual beliefs and values may be
carried out meaningfully even though the patient’s
beliefs and convictions seem foreign or irrational to
the physician may have contributed to these results.
The qualitative data supports this interpretation in
that several participants voiced their relief when dis-
covering that existential communication is not about
having to “fix” the patients’ problems and concerns by
saying the “right” things, but much more about non-
verbal skills and competences such as active listening
and being present with the patient. A significant
increase in perceived importance regarding active lis-
tening and being present was also seen from T1 to T2.

The quantitative data furthermore showed a signifi-
cant increase in perceived importance from T1 to T2
regarding communication about religious and spiritual
concerns. Increases in communicative confidence are
also reflected in the qualitative finding that the course
was experienced as increasing awareness among par-
ticipants and as having an “eye-opening” effect in
terms of understanding how important communication
with the GP about religious and spiritual concerns was
to patients.

Both the quantitative and qualitative results reveal
that the course promoted beneficial self-reflective
processes. In the literature about curriculum develop-
ment both within communication and spiritual care, it
is argued that self-reflective practices are a necessary
and an effective part of the training [10]. This is in line
with our qualitative results indicating that the reflect-
ive practice of identifying, reflecting on and challeng-
ing personal barriers to this type of communication
was perceived as a necessary prerequisite for existen-
tial communication. Research shows that low self-
awareness regarding existential, spiritual and religious
meaning orientations constitutes a large barrier
[14,28]. It can be argued that low self-awareness is
particularly characteristic of modern health professio-
nals being prone to becoming socialized into a bio-
medical culture that attends to disease, technology
and biology, rather than meeting the patient emotion-
ally and existentially [29]. Therefore, as several studies
have shown, working with health professionals’ exist-
ential, religious and spiritual self-awareness through

individual and group exercises is a prerequisite for
health professionals wanting to gain confidence in
existential communication.

According to Maguire and Pitceathly [30] and
Bandura’s social learning theory [21], communication
skills are most effectively taught and behavioral
changes obtained in problem-focused training work-
shops in which other people’s behavior and their con-
sequences are observed and cognitively processed.
Based on these theories, the course was designed to
ensure that knowledge acquired about concepts and
patient needs together with reflection were immedi-
ately operationalized into improvised communication
training. Our study indicated that the theatre impro-
visation method employed was a significant contribu-
tor to increases in communicative confidence.

The qualitative data revealed that the improvised
theatre, in which GPs’ communication behavior was
observed and reflected upon, resonated with real life
clinical scenarios to a degree that the GPs felt pre-
pared for real life clinical communication and were
confident that they had acquired the needed skills
(verbal and non-verbal) to carry out the task.
Furthermore, the fact that the increase in the per-
ceived ability to recognize own professional limits was
non-significant might be due to the fact that the com-
munication training had opened up to a broadening
of the professional role and responsibility as reported
in the qualitative data where the participants
expressed that their concern over transgressing the
profession’s area of expertise had been reduced as a
result of attending the course.

Strengths and weaknesses

This study may be limited due to different types of
bias. The course participants may want to show that
the course activity was useful and improved their skills.
Therefore, the GPs’ self-rating of self-efficacy can be
considered a methodological weakness because of the
risk of response bias. Furthermore, a course activity
based on voluntary participation includes the risk of
selection bias due to over-representation of partici-
pants open-minded to communication training as well
as to themes relating to existential, spiritual and reli-
gious issues, although not necessarily confident in reli-
gious matters or religious themselves. A finding that
support this interpretation is the lack of increase in
perceived importance of most of the skills (see Table
2(b)). This could be interpreted as due to a response
bias indicating that the GPs attending the course
already had experienced and reflected on the import-
ance of these existential issues.
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The small number of participants in this study is
another central shortcoming of the quantitative data
since it reduces the possibility that an association
shows to be statistically significant. Thus only tenden-
cies can be drawn from the quantitative findings of
this study. However, as mentioned earlier, we deliber-
ately decided to test the intervention on a smaller
scale in order to gain an understanding of contextual
and situational issues surrounding the implementation
and evaluation of the intervention, prior to a planned
future large-scale RCT-study.

Practice implications

With this study, we add important knowledge to how
confidence in the ability to communicate with patients
about existential, religious and spiritual aspects can be
increased. Devoting attention and time to this kind of
VT/CME is important to patients and supports core
medical values and ideologies such as patient-centered
medicine and the bio-psychosocial disease model.
Future research should include an evaluation in a
randomised controlled trial of both long- and short-
term effects on GPs’ self-efficacy and patient perspec-
tives and outcomes, e.g. satisfaction and quality of life.
Although cancer and general practice in Denmark
have constituted our empirical starting point, the
course has also been developed to outreach these
boundaries in that it deals with broad and universal
existential themes that play a central role to many
individuals who suffer from serious or life-threatening
illnesses or impairments.
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