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Introduction

The use of complementary medicine (CM), defined as non-
mainstream therapies used alongside conventional medi-
cine, is common among individuals with cancer.1 It is 
estimated that nearly 80% of all individuals living with can-
cer use a CM therapy during or after treatment.2 Despite 
how common CM use is during cancer care, healthcare pro-
fessionals (HCPs) often do not ask patients about their use 
of these therapies,3 nor is it documented in their electronic 
health record (EHR).4 Although some CM therapies are 
efficacious and safe to use,5,6 other therapies may pose risks 

such as interacting with cytotoxic agents,7,8 inducing organ 
toxicity,9 and antiplatelet activity,10 or causing financial 
harm.11,12 As such, lack of assessment, documentation, and 
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Abstract
Introduction: The use of complementary medicine (CM) among individuals with cancer is common, however, it is 
infrequently assessed or documented by oncology healthcare professionals (HCPs). A study implementing standardized 
assessment and documentation of CM was conducted at a provincial cancer agency. The purpose of this study was to 
understand the perspectives and experience of oncology HCPs who took part in the study, as well as withdrew, regarding 
the feasibility and the challenges associated with assessment and documentation of CM use. Methods: An interpretive 
descriptive study methodology was used. A total of 20 HCPs who participated, managed staff, or withdrew from the 
study were interviewed. Interviews were recorded and transcribed verbatim. Thematic, inductive analysis was used to 
code and analyse themes from the data. Results: Oncology HCPs who participated in the study felt that CM use was 
common among patients and recognized it went underreported and was poorly documented. Facilitating factors for 
the implementation of standardized assessment and documentation of CM use included having a standard assessment 
form, embedding assessment within existing screening processes, and leveraging self-report by patients. Barriers included 
limited time, perceived lack of knowledge regarding CM, hesitancy to engage patients in discussion about CM, and lack of 
institutional support and resources. Recommendations for future implementation included having explicit policies related 
to addressing CM at point-of-care, leveraging existing electronic patient reporting systems, including the electronic health 
record, and developing information resources and training for HCPs. Conclusions: With the high prevalence of CM use 
among individuals with cancer, oncology HCPs perceive addressing CM use to be feasible and an essential part of high-
quality, person-centered cancer care. Institutional and professional challenges, however, must be overcome to support the 
assessment, documentation and discussion of CM in patient-HCP consultations.
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discussion around CM use may pose risks to individuals 
with cancer who consider or choose to use these therapies.

To address the lack of standardization of assessment, 
documentation, and discussion of CM use within cancer 
care settings we developed a clinical practice guideline 
that outlined 7 practice recommendations regarding how 
to address CM use by individuals with cancer.13 These rec-
ommendations focused on communication, assessment, 
education, decision-coaching, documentation, active mon-
itoring, and adverse event reporting related to CM. We 
then launched a study that aimed to implement 3 key rec-
ommendations drawn from this clinical practice guide-
line—assessment, documentation, and education—within 
a provincial cancer agency in Canada. This included an 
assessment form that consisted of a 1-page, double-sided 
form of 40 commonly used natural products and 11 non-
biological therapies (eg, yoga, massage, acupuncture; see 
Supplemental Table 1) and standardized documentation of 
CM therapies in patients’ EHR. Education was provided 
through a brief seminar outlining the study processes, 
online and hardcopy evidence-based CM resources, and 
weekly email reminders. Further details of the implemen-
tation of the clinical practice guideline recommendations 
can be found elsewhere.14 Beyond examining the impact 
of the recommendations on HCPs’ knowledge, attitudes 
and practices related to CM,14 we were also interested in 
understanding the feasibility and experience of addressing 
CM at point-of-care from the perspective of oncology 
HCPs.

The overall purpose of this qualitative study was to 
explore the experiences and perceptions of oncology HCPs 
and clinical managers regarding their participation, or lack 
thereof, in the implementation of the CM guideline recom-
mendations, as well as the barriers and facilitators they 
experienced in assessing, documenting, and discussing CM 
use as part of their clinical practice.

Methods

This qualitative study, informed by interpretive descriptive 
methodology,15 took place at CancerCare Manitoba, the 
provincial cancer agency located in Manitoba, Canada. 
Oncology HCPs who took part in the implementation proj-
ect were asked to describe their past (ie, prior to study com-
mencement) and current experiences of standardizing the 
assessment and documentation of CM use, as well as the 
barriers and facilitators to addressing CM with individuals 
living with cancer. We also interviewed HCPs who with-
drew from the study to assess their concerns and perspec-
tives on how CM use should be addressed as part of cancer 
care. Finally, we interviewed clinical managers to obtain 
their perspectives regarding incorporating CM assess-
ment and documentation within oncology HCPs’ scope of 

practice. Future recommendations related to addressing CM 
use in cancer care settings were also sought.

Sample and Sampling

Participants were eligible if they participated, withdrew 
from participating, or managed oncology HCPs involved in 
the guideline implementation project. All interviews were 
conducted either one-on-one or in dyads. Purposeful sam-
pling was employed to have participants who both com-
pleted the guideline implementation project as well as those 
who chose to withdraw from the project but were willing to 
engage in qualitative interviews about their experience to 
obtain varying perspectives on the feasibility of implement-
ing a practice guideline related to CM. A total of 32 partici-
pants were contacted via email, with 20 (63%) agreeing to 
be interviewed. Participants who consented to take part in 
the study were interviewed in private by a member of the 
research team (CZW) via phone or in-person.

Data Collection

Two interview guides were employed depending if the 
HCP completed the study or withdrew from the study 
(see Supplemental Table 2). Interview guides were devel-
oped from the Complementary Medicine Education and 
Outcomes Program (CAMEO) research program,16 which 
aims to address the CM decision support and education 
needs of individuals with cancer and oncology HCPs. Study 
participants were encouraged to share their prior and cur-
rent experiences and perceptions of assessing, document-
ing, and discussing CM use with cancer patients, as well as 
what worked well in the implementation of the guideline 
recommendations and what could have been improved. 
Each interview lasted approximately 15 to 30 min, and were 
audio recorded and transcribed verbatim. All willing par-
ticipants were interviewed and while data saturation across 
key study themes was a goal, it did not guide data collec-
tion. Due to time constraints and the busy workload of clini-
cians in cancer care, transcribed interviews were not 
returned to participants for further comment.

Data Analysis

For each interview, inductive thematic analysis was con-
ducted. Transcripts were read twice by both authors (LGB 
and CZW) to identify key themes. From this, an initial cod-
ing scheme was developed and used to code the transcripts. 
All transcripts were coded using the qualitative data man-
agement software, NVivoTM. From the coded data, themes 
were further explored and compared across all interviews.

Ethical approval for this study was obtained from the 
University of Manitoba Research Ethics Board and from 
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CancerCare Manitoba’s Research Resource Impact 
Committee.

Results

A total of 20 HCPs were interviewed, of whom 11 completed 
the assessment and documentation portion of the study and 5 
chose to withdraw. Four nursing managers who oversaw 
clinical nursing staff were also interviewed. Of the 11 HCPs 
who took part in CM assessment and documentation, 3 were 
medical oncologists, 6 were registered nurses, including 
nurse practitioners and educators, 1 was a radiation thera-
pist, and 1 was a pharmacist. In total, 16 participants identi-
fied as women and 12 participants reported working in an 
oncology setting for more than 10 years. Six participants 
indicated they had recommended CM therapies to patients in 
the past, whereas only 2 reported receiving any formal CM 
education. See Table 1 for additional information.

Overall, 6 main themes were identified within the inter-
view data. These include: (1) Motivations for study partici-
pation and withdrawal; (2) Past experiences in addressing 
CM use; (3) Experiences of implementing standardized CM 
assessment and documentation; (4) Barriers and facilitators 
to assessment and documentation of CM use; (5) Future 
intentions related to assessing and documenting CM use; 
(6) Recommendations related to assessment and documen-
tation of CM use.

Motivations for Study Participation and 
Withdrawal

Several of the oncology HCPs who participated in the 
assessment and documentation of CM shared that they were 
interested in taking part in the study as they believed CM to 
be a “clinically relevant issue” that was commonly used by 
patients but often not disclosed, thus presenting safety 
issues. HCPs were particularly concerned about potential 
interactions between CM and conventional cancer treat-
ments. Some participants also felt that the study would 
promote “open dialogue” about CM, and improve patients’ 
decision-making, as well as their own knowledge and 
awareness about CM use. As 1 nurse explained:

I think that patients were under-reporting their products and 
they were doing so because they didn’t want to be told not to 
take them. And for me, it was a big concern around toxicity and 
potential harm, so I thought that encouraging the conversation 
and disclosing could help, hopefully, patient safety and 
increase awareness of the products [used]. And what things [I 
need] to know to educate the patients about. But also having 
the patients have their sense of control and making better-
informed decisions with the right information.

Other participants were interested in participating in the 
study based on their own personal interest in CM, wanting 

to gain skills in discussing CM, as well as advancing their 
understanding of why individuals with cancer use CM. As 1 
nurse practitioner shared: “[I have] a long-standing interest 
in complementary therapies, and never really having 
enough guidance on how to discuss it with patients.” A few 
participants indicated that their study participation was 
motivated by the recognition that understanding patients’ 
use of CM was an important part of providing holistic, 

Table 1. Characteristics of Oncology Health care Providers 
Interviewed (N = 20).

Characteristic N (%)

Age
 30-39 y 4 (20)
 40-49 y 5 (25)
 50+ y 5 (25)
 Missing 6 (30)
Gender—Women 16 (80)
Participation in study
 Completed the study 11 (55)
 Withdrew from the study 5 (25)
 Managed staff involved in study 4 (20)
Profession
 Medical oncologist 4 (20)
 Nurse/nurse educator/nurse 

practitioner
6 (30)

 Pharmacist 1 (5)
 Dietitian 1 (5)
 Radiation therapist 1 (5)
 Psychosocial provider 3 (15)
 Nursing managers 4 (20)
Number of years working in oncology
 1-4 y 5 (25)
 5-10 y 3 (15)
 10+ y 12 (60)
Type of cancer primarily work with
 Breast 5 (25)
 Gynecological 2 (10)
 Gastrointestinal 3 (15)
 Hematology 3 (15)
 Multiple sites 7 (35)
Education in complementary medicine before study
 Yes 2 (10)
 No 16 (80)
 Missing 2 (10)
Recommended complementary medicine for patients before 

study initiation
 Yes 6 (30)
 No 7 (35)
 Missing 7 (35)
Use any form of complementary medicine in their personal life
 Yes 12 (60)
 No 4 (20)
 Missing 4 (20)
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high-quality, person-centered care that acknowledged 
patients’ beliefs and promoted a healthy patient-clinician 
relationship. As 1 medical oncologist explained:

Basically, patients come in with preconceived ideas about the 
benefits of complementary medicine, and I don’t agree with 
their understanding of it, but unless I can get to a place where 
I can understand where they are coming from, it could sabotage 
my relationship with my patients and my ability to provide 
good care.

For those HCPs who withdrew from the study, their rea-
sons for withdrawal included being concerned about having 
insufficient time or feeling that assessing CM use did not fit 
into their clinical role. For example, several of the psycho-
social oncology clinicians indicated that while patients’ CM 
use would arise occasionally during visits, the formal 
assessment of CM would have been disruptive to their role 
in the healthcare team and the therapeutic alliance they have 
with patients. One psychosocial clinician explained:

It would have disrupted the flow of communication, it would 
have possibly misled the patient and family about the nature of 
my work with them and what my role was, and it could have 
muddied the waters in terms of roles with other team members.

Several of the oncologists interviewed expressed concern 
that assessing CM use could be perceived by patients as an 
endorsement. As shared by a medical oncologist who chose 
not to implement CM assessment: “My only concern is the 
way that those questions sometimes can come about. There 
is almost an endorsement of the use of CM and I think we 
just have no idea if they’re effective.” While some HCPs 
choose not to take part in CM assessment and documenta-
tion, most expressed that they perceived the topic to be 
important and had discussed CM use with cancer patients in 
the past.

Past Experience Addressing CM Use

Prior to taking part in the study, most HCPs described CM 
assessment as occurring “sporadically,” if at all, and not 
conducted in a systematic or comprehensive manner. CM 
use was typically addressed only at the initial consult or 
when patients “brought forward questions,” resulting in 
limited assessment while patients underwent active treat-
ment or transitioned to a new phase in the cancer contin-
uum. As a consequence, several HCPs expressed the 
belief that a substantial amount of information about CM 
use was not being gathered. As 1 medical oncologist 
shared:

We were missing a lot of the data and we were not getting full 
disclosure of the things patients were taking. . .we didn’t know 
what they were using because we didn’t ask. I think one of the 

benefits of the study is that it brought to attention that we were 
failing to collect this data.

The rationale provided by HCPs for the limited prior assess-
ment of CM use included lack of time, their insufficient 
knowledge about CM therapies and their efficacy and side 
effects, and subsequent discomfort in addressing any ques-
tions posed by patients about CM. One HCP equated CM 
assessment to asking “the sexuality question – if you don’t 
know the answers, you just don’t bring up the question.”

Several oncology HCPs, however, described CM assess-
ment as part of their prior history taking and medication 
reconciliation, the latter focusing on natural products such 
as vitamins, minerals and herbal therapies. As 1 pharmacist 
shared:

It was always part of my process every time I would meet with 
patients in clinic for chemotherapy teaching. One of the first 
things I ask is about medications and what they’re on and I do 
specifically ask about natural products, things of that nature.

With regards to previous documentation experiences, 
when assessment did occur, most HCPs described listing 
CM therapies under a progress note or in patients’ initial 
medical history. For those HCPs who engaged patients in a 
more detailed conversation about CM use, progress notes 
were most often used to document patients’ treatment deci-
sions. Several HCPs noted that CM therapies other than 
natural products were rarely assessed or documented, as 
illustrated by the following quote from a nurse describing 
their documentation practices: “But yoga. . .the other phys-
ical therapies are sometimes just not on my assessment, so 
it’s hit and miss, it’s not consistent.”

Experiences of Implementing Standardized CM 
Assessment and Documentation

Overall, most HCPs interviewed who completed the study 
described the process of implementing the CM assessment 
form as “easy,” with many directing patients to complete 
the form alongside other existing screening material (ie, 
symptom assessment tool) prior to consultations. As a con-
sequence, the impact on workload was perceived by most 
participants as minimal. Some HCPs, however, suggested 
that the 1-page, 2-sided form was quite long, listing many 
therapies that were not commonly used by patients in their 
practice. A few HCPs also indicated that they did not review 
patients’ completed form, nor discussed CM use with 
patients. Despite this, most HCPs praised the standardized 
nature of the form, which they perceived to be a reminder 
for everyone in their clinic to have a conversation about 
CM. The assessment form was also seen to highlight to 
patients the importance of fully disclosing all forms of CM 
utilized and to foster dialogue about CM:
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It was a standardised approach to make sure that we were 
letting patients know that we wanted to keep track of everything 
they were taking, not just medications, but also natural 
medicines. I really liked that on the form it also included a 
spot for massage therapy or acupuncture, acupressure, stuff 
like that, which is also important. It opened up the discussion 
about CM. Otherwise, in a busy clinic, you tend to forget 
about bringing everything up, whereas when this is part of 
the standard [forms that] they filled out ahead of time, then I 
found that it kind of opened up, gave you a little bit of a 
gateway to talk about CM and why it’s important to talk 
about it.

Most HCPs involved in the study relied on data entry 
clerks to document CM use into the EHR. Time constraints 
in the clinical setting made it challenging for HCPs to chart 
CM use at point-of-care, the exception being nurse educa-
tors and nurse practitioners, who sometimes shared they 
made time during consults to document natural products 
disclosed by patients. The few HCPs who entered CM ther-
apies into the EHR found it somewhat challenging due to 
the specificity of product names required:

I honestly find it a bit frustrating when it’s not easy to find the 
actual complementary medicine. For example, if turmeric isn’t 
underneath turmeric, it’s underneath a different name, then I’d 
have to go in and find the name that it actually would be listed 
under [in the medication record]. And when you’re super busy 
and behind, I can’t even remember where to find that list, so I 
honestly sometimes haven’t entered it.

Both participants who took part in the implementation 
phase of the study and those who withdrew agreed that the 
documentation of CM use needs to be more easily accessi-
ble in the EHR. In particular, CM therapies other than natu-
ral products were difficult to locate as they were relegated 
to a separate section of the EHR devoted to patient-reported 
outcomes and unique nursing or medical checklists, which 
was infrequently reviewed by the healthcare team. In con-
trast, natural products were embedded in the medication 
history, which is commonly reviewed during each consulta-
tion. As a result, several HCPs indicated that they were able 
to use this information to inform their conversations with 
patients about the safety of specific natural products, espe-
cially with regards to potential drug interactions. As 1 phar-
macist shared:

So, in the past, when we’re triaging chemotherapy orders, one 
of the things we look for is drug interactions and often if 
patients were on any kind of those therapies [natural products] 
we’d have to go digging through the chart to find that 
information. Usually, it would be in a chart note of some sort 
or sometimes it would be omitted all together. So, I find that 
having it as part of the [medication reconciliation] now makes 
it a lot easier to find in one single place that everyone can 
access.

Navigating questions about CM. According to the HCPs 
interviewed, assessing CM use sometimes prompted 
patients to enquire about specific CM therapies. Patients’ 
questions included whether a therapy was recommended 
and if it was considered safe. In addition, some patients 
appeared concerned about how any information they shared 
about CM would be used. One pharmacist shared the fol-
lowing when asked if questions arose due to assessing CM 
use:

Definitely. I find usually as soon as you ask the question, the 
follow-up question that comes is, ‘Is this okay for me to take?’ 
It helps to prompt that discussion for sure. The two top 
questions were ‘Is this okay to take?’ or ‘Do you recommend 
that I do this?’ and then also ‘What [be]comes of the 
information that I provide to you?’

The degree to which HCPs felt prepared to answer patients’ 
questions about CM varied across participants depending 
on their experience in addressing CM questions and their 
level of knowledge regarding specific therapies. For those 
therapies they felt less comfortable addressing, participants 
indicated they consulted or referred patients to other HCPs 
more knowledgeable about CM, such as pharmacists and 
dietitians, or they referred to evidence-based resources, 
such as the Memorial Sloan Kettering Cancer Center’s17 
About Herbs app. One nurse described their experience of 
responding to CM questions as the following:

I did my best – but most of those questions revolved around 
either risks or benefits so I did my best to respond to that 
based on my knowledge of the existing evidence around each 
particular agent as well as asking a pharmacist to take a look.

Barriers and Facilitators to Assessment and 
Documentation of CM use

Commonly, participants stated that time was a substantial 
barrier to discussing CM use with patients. The participants 
who withdrew from the study stated that the potential time 
needed to assess and then document CM use was a major 
factor in their decision to withdraw. One medical oncologist 
who withdrew stated: “Well, one of the concerns was really 
the amount of time involved. So, I think that’s probably one 
of the biggest challenges, there’s not [enough] time within 
clinic to do that.” For other participants, the repeating theme 
of having a lack of knowledge about CM was perceived to 
create hesitancy among HCPs regarding assessing CM use 
as it could lead to questions they felt unprepared to address. 
One nurse shared her hesitancy as follows: “We haven’t 
really had a whole lot of training on supportive medication 
[CM]. . . I think we always defer [patients’] questions.”

In contrast, participants reported that a major facilitator 
to completing the CM assessment form was the fact that it 
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was implemented, often by patients, alongside existing 
screening processes. Participants also stated that having a 
standardized form was helpful as it ensured all patients 
were asked about the same CM therapies and did not require 
in-depth questioning. As 1 pharmacist explained:

It might have actually made it a little bit easier for me because 
especially if all the therapies that a patient was on were on the 
form, then I didn’t have to actually write anything down. I 
could just check, do the checkmarks on it. So, in those cases 
where those therapies were on the form, it probably actually 
saved me time.

Future Intentions Related to Assessing and 
Documenting CM Use

Most participants, except those concerned about legitimiz-
ing CM use, indicated that they would be willing to con-
tinue to assess and document CM use in the clinical setting 
outside of the purview of a research study. They perceived 
CM to be “just like any other medication” and assessing 
CM use was deemed an important part of providing safe 
and comprehensive cancer care. Some even suggested that 
it would be unprofessional or “disingenuous” not to assess 
CM use as part of their clinical intake or physical examina-
tion. Some HCPs also emphasized the importance of CM 
use being documented within the medical record “where 
everyone has access.” As a radiation therapist shared:

If the statistics are right on how many [patients]are using some 
type of CM, I think the onus is on us to get with the times and 
stop putting it in the closet, pretending it’s not a scope of 
practice. It’s in our competency profile.

A few HCPs also expressed the belief that beyond safety 
issues, assessing and documenting CM use may open up the 
conversation about treatment options, including CM thera-
pies, that may benefit and empower patients. As a nurse 
educator shared:

Plus, the other part is, if they’re not partaking in complementary 
therapies, you can start saying, ‘Look, acupuncture might help 
with your neuropathy, exercise will work for this. Different 
things like this.’ And it’s something that they have power and 
control over. I think it opens up that conversation of, ‘Okay, if 
you’re not using these things, these are ideas of what’s 
complementary and what may work.’

A few participants, however, did express hesitation 
regarding continuing to assess and document CM use. 
Concerns included the impact on flow within a clinic due to 
additional time being spent discussing CM use with patients 
and needing a more streamlined form that focused on com-
monly used therapies. In addition, 1 HCP expressed reser-
vations about collecting data on CM use without a clear 

plan regarding how that information would be used and 
addressed within the clinical setting.

If [CM assessment and documentation] was no longer affiliated 
with a research project but it was just day-to-day clinic activity, 
I would want to be well-versed in what that information was 
going to be used for and who was actually going to look at it. 
Because I think we do have an issue of sometimes collecting 
data and then not actually looking at it. So why collect 
information from a patient if you’re not going to be using it.

In a similar vein, 1 nurse manager expressed concern that 
clinic nurses were collecting complex information about 
CM that warranted follow-up, however, it was unclear if and 
how nurses should address potentially problematic CM use.

You [the patient] said you were taking whatever, multiple 
different herbs or what have you, what do we do with that once 
we have that information? So, I think for some of the clinic 
nurses that were involved in this study, I’m speaking more 
nursing wise than physician wise, is now what do we do with 
that?

Recommendations Related to Assessment and 
Documentation of CM Use

Numerous recommendations were provided by study par-
ticipants regarding how assessment and documentation of 
CM use could be improved and how HCPs could be better 
supported in addressing CM use as part of their clinical 
practice.

Embedding CM in standard of care. The majority of partici-
pants agreed that the assessment of CM use should be a 
standard of care and occur for all patients. When asked 
about future directions of assessing for CM use, 1 HCP 
stated, “I think it needs to become part of our norm.” Par-
ticipants also agreed that timing of assessment should occur 
at first appointment and continue through treatment and 
follow-up. One nurse explained:

I think it [CM assessment] should be done right at the beginning 
and there should be information available in our Patient and 
Family Resource Centre and there should be a culture of 
openness and education and discussion around it that is present 
in the team all the way along, every step of the way, but starting 
with a conversation right at patient registration. Then it should 
be part of regular follow-up.

Education and training about CM. A few HCPs suggested 
having standard CM education and training across the insti-
tution to better equip them to ask and discuss CM use with 
patients. Whether there was institutional support for such 
education or having CM addressed as part of clinical prac-
tice, however, was questioned by some participants:
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I’m just not sure if they [senior management] have a buy-in on 
it [addressing CM]. I just don’t see a huge support from the 
higher-ups to say this is an important piece and we need to get 
this organized.

Improvements to assessment and documentation of CM use.  
As previously described, some HCPs offered suggestions 
about how the assessment of CM use could be improved, 
including shortening the form and standardizing the assess-
ment of CM use at key milestones in the cancer care con-
tinuum (eg, diagnosis, end of treatment, at recurrence). 
There was also the recommendation that clinicians be con-
sulted to identify newly emerging therapies that should be 
added to the form, as well as those that were no longer com-
monly used.

With regards to documentation, those HCPs who entered 
data related to CM use reported being frustrated with the 
specificity of the natural products listed in EHR and recom-
mended creating a searchable list of products that included 
both brand and scientific names. Several HCPs also recom-
mended improvements in the structure of the EHR to better 
facilitate the documentation of CM use as well as increase 
its visibility within the health record for all healthcare team 
members. More specifically, participants recommended 
that beyond maintaining natural products within the medi-
cation record, other CM therapies and providers (eg, natu-
ropathic and chiropractic care) should be documented in a 
location in the EHR that would be readily accessible and 
commonly reviewed during consultations. Other partici-
pants envisioned the implementation of technologies (eg, 
tablets, kiosks, online portals) where patients could self-
report CM use, which would then be imported directly into 
the EHR, streamlining the overall documentation process.

For oncologists focused on discussing treatments with 
patients, a suggestion was made that a “flag” be created 
similar to pharmaceutical medication to not only prompt the 
documentation of CM but also identify any therapies of 
concern, particularly in relation to potential harms and/or 
interactions. As 1 medical oncologist suggested:

I think if there was real-time feedback to have the patients’ data 
input into the electronic record, like the same way their 
medications would be. . .there was no real flag or forced 
function for me to be documenting what they’d put down on the 
study worksheet.

Healthcare providers responsible for CM. Several HCPs 
emphatically stated that it was time for oncology HCPs to 
accept that CM was commonly used by many patients and 
that assessment and documentation of CM use was part of 
all clinicians’ scope of practice. One nurse manager stated: 
“. . .having it [CM] part of the conversation just helps 
everybody; whether it’s providers or patients.” However, 
when asked which specific HCPs should complete the 
formal assessment and documentation process, responses 

differed. While physicians and nurses were commonly 
identified as being the best situated to ask patients about 
CM, allied health professionals such as pharmacists and 
dietitians were seen to be better positioned to provide more 
in-depth consultation regarding natural products and poten-
tial risks and benefits.

CM resources. Participants expressed that having evidence-
based resources, such as a repository of information on spe-
cific therapies that both HCPs and patients could access, 
would help facilitate discussion and aid in treatment deci-
sion making. Nurses and other HCPs also expressed the 
desire for an integrative medicine clinic or even a specialist 
who was an “expert” on CM where they could refer patients 
with more complex CM needs for consultation. One nurse 
suggested:

If we had a practitioner, someone they could go and talk to, and 
maybe it’s something like a multidisciplinary thing, where there’s 
pharmacists, dietitians, or somebody that’s knowledgeable in 
those things [CM], where they can go and have an intelligent 
conversation about this.

Creating an integrative medicine clinic, however, was a 
point of contention for some HCPs who perceived such a 
resource as potentially legitimizing the use of CM therapies 
that were not supported by strong evidence. As 1 medical 
oncologist shared:

I think there’s a risk with having a complementary medicine 
clinic, again, because these therapies aren’t studied extensively, 
and we should not validate it in that way. So, I’m not opposed 
to having some pertinent information or some sort of support 
to help patients decide, but in a way that is not validating.

Discussion

This is the first study, to our knowledge, that examines 
oncology HCPs’ perceptions and experiences related to 
assessing and documenting CM use at point of care. While 
there have been numerous studies that have explored HCPs’ 
attitudes and knowledge related to CM use among individu-
als living with cancer,18-21 our study provides insight into 
the feasibility of standardizing the assessment and docu-
mentation of CM use in busy ambulatory cancer care set-
tings. In addition, our study sheds light on oncology HCPs’ 
willingness, aptitude, and comfort to incorporate CM into 
their scope of practice, and the resources and training 
required to ensure they are able to provide safe, informed, 
and timely care related to CM use.

Overwhelmingly, CM use was perceived to be an 
important clinical issue that was worthy of attention due to 
the potential negative, as well as positive, health effects. 
Incorporating CM assessment and documentation into 
standard clinical practices, such as patient history taking, 
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medication reconciliation, and follow-up appointments, 
was seen as an essential part of high-quality cancer care. 
However, oncology HCPs reported that addressing CM 
use was not consistently done due to issues in the health-
care system (ie, lack of standardized assessment proce-
dures, CM therapies not included in the EHR, and 
insufficient time) as well as individual factors, such as 
attitudes toward CM, perceived lack of knowledge about 
CM, and fear of legitimizing CM use. Similar barriers to 
addressing CM use in cancer care settings have been 
reported in previous studies.21-23

For those oncology HCPs who implemented or oversaw 
the assessment and documentation of CM use, most found 
the process feasible and to have minimal impact on their 
workflow. Many participants, however, were candid that 
they had limited engagement in the overall process, relying 
on individuals with cancer to complete the assessment form 
and clerks to enter the reported information into the EHR. 
Study participants also reported that they infrequently 
reviewed CM information and consulted with patients who 
disclosed CM use. In order for CM use to be reconciled as 
part of standard cancer care, institutional support, informa-
tion and decision support resources, and training were per-
ceived by participants as potential facilitators.

Overcoming Challenges to Assessment and 
Documentation of CM Use

Our findings clearly show that while there is support for 
standardizing the assessment and documentation of CM use 
across the cancer care continuum, and ensuring this infor-
mation is consistently reviewed and addressed in patient-
HCP consultations, a guideline alone will not sustain such a 
change in practice. Despite being provided a standardized 
assessment form and having support in entering CM use 
information into the EHR, there was a disconnect expressed 
by many HCPs about what to do with this information and 
if they were the appropriate HCP to discuss CM use. This 
begs the question of what needs to be in place for oncology 
HCPs to take responsibility and embed CM use assessment, 
documentation and discussion as part of standard care?

Institutional support. Most participants interviewed felt that 
institutional policies, standard procedures, and resources 
need to be in place before they felt comfortable in discuss-
ing CM use with individuals with cancer. Despite many 
professional regulatory bodies in North America stipulat-
ing that providing evidence-informed decision support to 
individuals considering CM is part of HCPs’ scope of 
practice,24-26 many oncology HCPs felt they do not have 
the requisite knowledge, skills, resources, and institutional 
support to do so. As such, cancer care institutions must cre-
ate clear expectations through the development of policies, 
procedures, and resources (eg, access to evidence-based 

CM databases, such as Natural MedicinesTM) for HCPs to 
feel prepared to address CM use. Similar strategies have 
been found to be effective in other neglected areas of can-
cer care, including psychosocial oncology,27 symptom 
screening,28 and advance directives29; topics that are com-
monly cited as being difficult to communicate about with 
patients. In addition, including CM assessment and docu-
mentation as part of quality assurance and accreditation pro-
cesses will further normalize and regulate addressing CM as 
part of the expected standard of care within an institution.

Health informatics. Health informatics may also play a cen-
tral role in addressing many of the barriers experienced by 
HCPs regarding addressing CM use. This may include 
introducing standardized questions about CM use in exist-
ing electronic patient reporting systems, creating new ave-
nues for individuals with cancer to self-report CM use that 
are directly entered into the EHR, and modifying the EHR 
structure so that CM information is readily available to the 
entire healthcare team. Similar health informatic interven-
tions have been found to be effective in other areas of oncol-
ogy care.30 The development of a notification system that 
prompts oncology HCPs to review new CM information 
and reflect on the need for consultation and decision sup-
port may further facilitate timely patient-HCP communica-
tion about CM. In addition, the creation of alerts regarding 
potential interactions between CM and medications and the 
use of therapies known to have adverse effects would con-
tribute to patient safety. Links to existing reporting systems 
for adverse events associated with natural products and 
other CM therapies (eg, FDA Safety Reporting Portal, 
MedEffect Canada) would also contribute to the larger body 
of knowledge related to CM and public safety. Lastly, accu-
rately capturing not only individuals’ use of CM, but also 
clinical and patient-reported outcomes, will provide much-
needed, population-based data that will support future 
research focused on the efficacy and safety of CM.

CM education and training. Despite numerous studies identi-
fying the need for education related to CM among oncology 
HCPs,20,21,31 participants in our study continue to report lack 
of knowledge about CM as creating hesitancy related to 
assessing and discussing CM. While it is not realistic that 
all oncology HCPs can become experts on the wide diver-
sity of CM therapies, developing undergraduate and con-
tinuing education programs that provide foundational 
knowledge and decision support skills related to CM would 
promote respectful and informed dialogue between patients 
and clinicians. Understanding the different types of CM, the 
current evidence associated with popular CM therapies, 
where to find evidence-based information, and how to 
engage in shared decision making will potentially increase 
HCPs’ capacity and comfort in discussing CM with patients. 
Fortunately for HCPs, there is an increasing number of 
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education and training programs available internationally 
aimed at advancing oncology HCPs’ knowledge and skills 
related to CM.16,32,33 It is also important to note that many of 
the skills associated with communicating about CM draw 
on basic skills that all HCPs should be well versed in, such 
as inquiring about self-care behaviors in a non-judgmental, 
respectful manner, and assessing patients’ level of under-
standing and knowledge related to treatment decisions.34

There will be, however, complex situations that will 
require more in-depth knowledge about CM and decision 
coaching skills (eg, polytherapy use during active cancer 
treatment). In such scenarios, identifying oncology HCPs 
with the required knowledge and skills (ie, pharmacist, 
dietitian), establishing clear referral processes, and creating 
space within their clinical practice role for such counseling 
work, will be imperative. It may also be worthwhile for 
institutions to consider developing a specialized position 
for HCPs with advanced training in CM who can provide 
in-depth support to not only patients and families interested 
in and using CM, but also act as a resource for oncology 
HCPs encountering CM use within their clinical practice. 
Such positions have become increasingly common in major 
cancer centers around the globe.35,36

Professional responsibility. Ultimately, oncology HCPs need 
to professionally accept responsibility for addressing CM 
use as part of comprehensive, person-centered, and high-
quality cancer care. Participants in our study recognized 
that CM use is now commonplace among individuals with 
cancer and that it should be treated like any other medica-
tion or self-care behavior. Choosing not to acknowledge 
CM use may not only lead to incomplete health informa-
tion, patient safety issues,37 and potential disruptions in the 
patient-clinician relationship,25,38 but also have ethical and 
legal implications. All regulated HCPs have a duty to ensure 
patients are making informed treatment decisions,39,40 with 
no distinction made between therapies that are considered 
conventional versus complementary. Moreover, not inform-
ing individuals with cancer about both conventional and 
evidence-based CM therapy options, especially in light of 
a growing number of systematic reviews and clinical 
practice guidelines,5,6 has been considered by some to be 
unethical.38,41,42 For those oncology HCPs that do assess 
and document CM use, failing to research or seek profes-
sional advice on possible contraindications, adverse effects 
or interactions with conventional cancer therapies could 
open the door to potential liability.43

Oncology HCPs also need to be reflective regarding how 
their attitudes toward CM may influence their clinical inter-
actions with individuals with cancer who express interest 
in, or disclose the use of, CM. Despite the growing body of 
evidence regarding the possible role of CM therapies, espe-
cially in the context of supportive cancer care,5,6 there con-
tinues to be considerable skepticism and stigma associated 

with CM use.44 Not asking about CM for fear of encourag-
ing use or possibly “legitimizing” certain therapies harkens 
back to past unease expressed about other taboo subjects, 
such as sex education and substance use.45,46 Stigmatizing 
and/or dismissive attitudes toward CM have the potential to 
impact how clinicians discuss CM use with patients, result-
ing in interactions that may discourage disclosure, under-
mine trust, and lead to fractures in the patient-clinician 
relationship.38

Study limitations. There are a few study limitations that 
should be considered. Foremost, while purposive sam-
pling was employed and resulted in a sample representing 
a wide array of oncology HCPs, we may not have cap-
tured the experiences and perspectives of all HCPs. Typi-
cally, individuals who agree to participate in research are 
unique and have polarizing attitudes or experiences 
toward a subject matter. Although we attempted to have 
perspectives from both participants who withdrew and 
completed the study, participants who declined to be 
interviewed may have differing perspectives than those 
willing to participate. Moreover, HCPs included in the 
study were employed at a single cancer center in Canada, 
and therefore, may not be representative of experiences of 
all oncology HCPs. With regards to data analysis, data 
saturation may not have been achieved due to the limited 
sample that were interviewed and the complexity of the 
issues surrounding CM use in cancer care; however, no 
substantially unique ideas or themes were identified in 
the final interviews. It is important to note that many par-
ticipants appeared focused on the potential risks of natu-
ral products; it would thus be worthwhile in future 
research to explore in greater detail oncology HCPs’ per-
spectives around other CM therapies.

Conclusion

Using CM is the reality for many individuals living with 
cancer. The standardization of the assessment and docu-
mentation of CM use is an essential first step in providing 
safe, comprehensive, and person-centered cancer care. Our 
study findings, however, illustrate that addressing CM use 
as part of standard cancer care comes with challenges. It 
requires institutional and professional support through poli-
cies, infrastructure, and training that provide oncology 
HCPs with the foundation to confidently address CM as 
part of their clinical practice. Going forward, the assess-
ment and documentation of CM will need to be streamlined 
and operationalized into standard care processes and proce-
dures to promote widespread uptake. The development of 
advanced training for oncology HCPs in CM will be needed 
to further enhance oncology HCPs’ ability to support indi-
viduals with cancer in making safe and informed treatment 
decisions about CM.
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