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A B S T R A C T   

Objective: In a recent study, we explored what kind of existential concerns patients with advanced cancer disclose 
during a routine hospital consultation and how they communicate such concerns. The current study builds on 
these results, investigating how the physicians responded to those concerns. 
Methods: We analyzed video-recorded hospital consultations involving adult patients with advanced cancer. The 
study has a qualitative and exploratory design, using procedures from microanalysis of face-to-face-dialogue. 
Results: We identified 185 immediate physician-responses to the 127 patient existential utterances we had pre
viously identified. The responses demonstrated three approaches: giving the patient control over the content, 
providing support, and taking control over the content. The latter was by far the most common, through which 
the physicians habitually kept the discussion around biomedical aspects and rarely pursued the patients’ exis
tential concerns. 
Conclusions: Although the physicians, to some extent, allowed the patients to talk freely about their concerns, 
they systematically failed to acknowledge and address the patients’ existential concerns. 
Practice implications: Physicians should be attentive to their possible habit of steering the agenda towards 
biomedical topics, hence, avoiding patients’ existential concerns. Initiatives cultivating behavior enhancing 
person-centered and existential communication should be implemented in clinical practice and medical training.   

1. Introduction 

Existential suffering “develops from the threat to life or injury to the 
self with resultant in distress, grief at loss, emerging helplessness, and 
likelihood that this situation will endure” [1] (p. 1). Advanced cancer 
may bring existential suffering to those affected. Uncertainty, vulnera
bility, and dependency are thus commonly part of the illness experience 
[2]. Moreover, existential suffering is associated with reduced quality of 
life, anxiety and depression, suicidal thoughts, and desire for hastened 

death [3]. Such heavy impact on patient well-being has implications for 
oncology care. 

Existential aspects of life involve all dimensions of being [2,4,5]. In a 
recent study, we explored what kinds of existential concerns patients 
with advanced cancer disclose during routine hospital consultations, 
and how they communicate such concerns [6]. To identify patients’ 
existential utterances, we had developed an operational definition based 
on a literature review and the emerging data analysis. In short, we 
looked for utterances conveying that the illness or treatment posed a 
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threat to the person’s physical, psychological, social, or spiritual being, 
i.e., losses or threats of loss of something or someone significant to the 
person. We identified a total of 127 existential utterances in 12 of the 13 
encounters we analyzed [6]. Most existential concerns were related to 
the illness being a threat to life itself, however, patients also conveyed 
threats to a good life (e.g., due to symptom burden, function loss), to 
identity, autonomy, and relations. The patients displayed uncertainty 
about the future, uncertainty about self and coping, dependency on 
others, and their search for hope and meaning. Importantly, existential 
concerns were rarely explicit; instead, patients expressed them hesi
tantly, subtly, and indirectly, typically wrapped up in biomedical terms 
and accompanied by little emotional display. 

Traditionally in clinical practice, existential aspects of illness have 
been defined as outside the scope of medical responsibility [7], as a task 
assigned for the chaplaincy. An increasing number of scholars, however, 
have argued that physicians can and should play a role in attending to 
the patient’s existential concerns [1, 2, 8–11], as part of person-centered 
care [12]. For many patients attempting to orient the unfamiliar terri
tory of illness, the physician is an important (perhaps the only) guide. 
The relief of suffering, in a way that respects patient autonomy and 
enhances coping, is a salient goal in clinical practice and particularly 
important in chronic and life-threatening conditions. Communication is 
at the heart of implementing this care [13]. How physicians respond to 
patients disclosing their existential concerns constitutes key moments in 
the dialogue, which has received little attention in research, clinical 
practice, and medical training. Previous research has shown that 
early-stage cancer patients who had expressed uncertainty and fear were 
met with biomedical information in response [14]. Still, we have limited 
knowledge of how communication around existential concerns play out 
in consultations involving patients with advanced cancer. Thus, the aim 
of this study is to explore how physicians respond to patients’ uttered 
existential concerns during routine oncology visits. 

2. Methods 

The study had a qualitative and exploratory design, using analytical 
principles and procedures from microanalysis of face-to-face-dialogue 
(MFD) [14]. This method involves detailed examination of observable 
communicative behavior and allows researchers to build a structured, 
systematic, and quantifiable analysis from initial inductive observations. 

2.1. Participants and study setting 

Drawing from a video corpus that had been collected at a large 
university hospital in Norway during 2007–08 as part of a project 
studying patient-physician-communication [15], we selected all routine 
outpatient consultations involving advanced cancer patients with a poor 
or uncertain prognosis. The selected videos involved 13 patients and five 
physicians. We have previously described the selection process and the 
patients in detail [6]. The physicians, three males and two females, 
belonged to five different departments. The consultations focused 
mainly on disease control or treatment, with an average duration of 
22:14 min (09:22–41:57). 

2.2. Analysis 

MFD is based on the theoretical assumptions that both audible and 
visible behaviors influence how interlocutors interpret each other [16]. 
Thus, the first author (BHL) transcribed the videos verbatim (in Nor
wegian), additionally noting features of speech, facial expressions, and 
bodily conduct when these provided relevant additional information. 
The analysis is based on both videos and transcripts. The entry point for 
analysis was the 127 patient utterances that we had identified as 
conveying existential information [6]. For the present analysis, we 
examined the physicians’ responses, which we defined as the immediate 
utterance(s) reacting and orienting to the patient’s existential utterance. 

Excerpt 1 presents such responses to the patient’s existential utterance, 
spanning lines 355, 357, and 359. The blood tests that the patient refers 
to (PSA) are tumor markers for prostate cancer, and thus indicate pro
gression of a fatal disease. 

As demonstrated here, utterances from the patient and the physician 
could be intertwined, as patients sometimes conveyed their meaning in 
short instalments, punctuated by brief listener responses. The excerpt 
includes two such responses (“yes” in lines 356 and 358) and a sub
stantive response spanning lines 360 and 362. 

We took a descriptive approach, analyzing the physician-responses 
along two lines: according to the interactional function they served in 
that moment (e.g., providing information,) and according to content 
(what the physicians chose to pursue). For content, we analyzed in two 
steps. The first (“topic choice”) related the physician’s response to what 
the patient had said along three levels of meaning: the literal (e.g., worry 
about test results), the existential implications for the patient’s life (e.g., 
potential progression of fatal disease), and the more abstract, existential 
concept (e.g., threat to life). The second step dealt with the substance of 
the physician-response, which we categorized according to Sara Heal
ing’s framework distinguishing between: small talk, generic responses, 
biomedical content, or patient centered content [17]. See Table 1 for 
definitions of these content categories, and Fig. 1 for illustration of an
alytic steps. 

Initially, two members of the research team (BHL and RF) inspected 
the videos repeatedly. The first author (BHL) conducted all coding and 
the second author (TL) reviewed all the responses independently. Then, 
the two discussed coding doubts and ambiguities until they reached 
consensus. The last author (JG) participated in the last refinement of 
categories. The whole research team engaged in discussions about the 
analytic process and the derived categories. BHL documented the ana
lytic choices in a codebook guiding subsequent decisions. The codebook 
is available from the first author (BHL). 

2.3. Ethical and privacy considerations 

The study is part of a project that was approved by the Regional 
Committees for Medical and Health Research Ethics (REC) of South-East 
Norway (project number 2018/474 D). Participants in all videos had 
provided broad written consent for use of the videos in further 
communication studies. The video-recordings were stored in a secure 
server at the hospital. All observations were carried out at this site. 
Transcripts are encrypted by password, free from personal information 
identifying the participants, and accessible to the research team only. All 

Table 1 
Short definitions of content categories.  

Small talk The kind of information that you might give someone when you 
meet them for the first time, e.g., talking about the weather or 
where you were born 

Generic 
response 

Short utterance just showing that he or she understands or is 
following what the patient has said, e.g., "yeah" or "mhm". 

Biomedical An utterance providing or seeking only biomedical or procedural 
information (e.g., about medical tests, appointments, or 
information from other physicians) without any indication whether 
or how the illness, treatment, side-effects, or symptoms are or will 
be either[1] affecting the patient’s life,[2] interfering with the 
patient’s activities, or[3] tolerable to the patient. 

Patient 
centered 

An utterance providing or seeking biomedical information or 
procedural information with an explicit indication whether or how 
the illness, treatment, side-effects, or symptoms are or will be 
either[1] affecting the patient’s life,[2] interfering with the 
patient’s activities, or[3] tolerable to the patient, OR an utterance 
seeking information about (or commenting on/relating to) the 
patient’s hopes, dreams, plans, goals, preferences, 
decision-making-preferences, wishes, concerns or fears. 

The definitions of content categories are based on Sara Healing’s framework for 
categorizing patient utterances, linguistically modified to fit physician responses 
[17]. 
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physicians are referred to as “she”, and patients are given a pseudonym 
to protect their identity. 

3. Results 

We identified 185 immediate physician-responses to the 127 patient 
existential utterances. By combining the analysis of interactive function 
and content, we found that responses demonstrated three approaches: 
responses giving the patient control over the content, responses 
providing support, and responses taking control over the content. No 
responses fit the category “small talk”. Table 2 illustrates the distribu
tion of the various categories of physician-responses. 

3.1. Giving the patient control over the content 

While the patients were talking, the physicians occasionally uttered 
generic responses (e.g., “yeah”, “mhm”), often accompanied with 
nodding. Such responses displayed attending to what the patient said 
(unless the physician directed gaze elsewhere) and offered the patient an 

opportunity to continue without the physician’s influence. Generic re
sponses accounted for almost one-third of the immediate physician- 
responses, and they occurred both during the patient utterance (over
lapping) and afterwards (when the patient paused). 

3.2. Providing support 

We identified supporting responses in five of the 12 encounters during 
which existential concerns were displayed. Similar to generic responses, 
these were not directing the content of the subsequent dialogue. The 
physicians who provided supporting responses did so in three ways. One 
was acknowledging the patient’s emotion, concern, or experience (e.g., “I 
understand” or “It’s not strange you feel that way”). Another was 
acknowledging the patient’s coping strategies or personal resources (e.g., 
“That sounds like a good idea” or “I thought that, this is a strong lady”). 
The third type of supporting responses was giving advice for how the 
patient could cope. These responses were rare. 

Excerpt 2 illustrates the first two supporting responses. Karen, a 
woman in her forties, was recently told that her colon cancer had spread 

Fig. 1. Illustration of analytic steps; the middle columns showing the content analysis of patients’ existential utterances as previously reported [6], the right columns 
showing the current analysis of physician-responses. 

Table 2 
Overview of physician-responses to patients’ existential concerns.  

Main approaches Interactional function Content 

Giving the patient control over the content (53/185) Attending to what the patient said, allowing the patient to continue 
uninterrupted (n = 53) 

Generic response 
(n = 53) 

Providing support (24/185) Acknowledging the patient’s emotion, concern, or experience (n = 10) Patient centered 
(n = 10) 

Acknowledging the patient’s coping strategies or personal resources 
(n = 10) 

Patient centered 
(n = 10) 

Giving advice for how the patient could cope (n = 4) Patient centered 
(n = 4) 

Taking control over the content – steering the agenda towards 
biomedical topics (108/185) 

Educating (providing new information) (n = 85) Biomedical (n = 77) 
Patient-centered 
(n = 8) 

Exploring (inviting the patient to provide more information about 
something) (n = 16) 

Biomedical (n = 10) 
Patient-centered 
(n = 6) 

Reformulating (restating or paraphrasing what the patient had said) 
(n = 7) 

Biomedical (n = 2) 
Patient-centered 
(n = 5) 

Table 2 illustrates the distribution of the various categories of physician-responses according to interactional function and content. 

B.H. Larsen et al.                                                                                                                                                                                                                               



Patient Education and Counseling 105 (2022) 3062–3070

3065

to the lungs. She has now attended the clinic to discuss further treat
ment. Karen had just told the physician that she will not “lie down” and 
give in to depression, she would rather keep the possibility of “not 
getting well” at a distance. She shared with the physician that she finds it 
distressing when people confront her with her daunting situation, so she 
tells them that she prefers to avoid talking about it all the time. Her 
existential utterance is lines 1644–1646. 

In this excerpt, we see that the physician both acknowledged the 
strain of Karen’s experience (lines 1648–1649) and her coping strategy 
(to avoid talking about the illness), using the metaphor putting “it in the 
drawer and putting the drawer in the dresser” (lines 1651–1653). 

One example of giving advice is from Roger’s encounter, when he 
and the physician briefly reflected on the severity of the disease, and 
Roger uttered, “Yeah, it is fatal (heh heh)”. In response, the physician 
provided the following advice, “It is important that you take care of (.) 
or (.) use the health you have now at least”. 

3.3. Taking control over the content – steering the agenda towards 
biomedical topics 

Most physician-responses functioned to steer the agenda more 
actively, directing the content of the subsequent dialogue. We identified 
three types of such responses, based on their interactive function: 
educating (providing new information), exploring (inviting the patient to 
provide more information about something), and reformulating (restat
ing or paraphrasing what the patient had said). For each of these 
interactive functions, we present the analyzed content as well, differ
entiating between patient centered and biomedical content. 

Educating was the most common way of taking control of the content 
and indeed was the most frequent physician-response to existential 
concerns overall. Most of these responses provided biomedical informa
tion, typically about disease status, test results, and treatment options. 
The biomedical information provided in response to existential concerns 
was sometimes initiated by a request for this information from the pa
tient, but usually not. Few educating responses were patient-centered, 
that is, information about implications for the patient’s life. One 
example is the response to Carl, who had expressed concern about how 
surgery for his kidney tumor would affect his condition; the physician 
replied that he would most likely be just as fit as before. Physicians 
rarely addressed the expected course of illness or what follow up the 
patient could expect. 

We will illustrate educating responses with two examples. Olav, a 
man in his seventies, had undergone surgery for colon cancer. Now, the 
physician told him that, unfortunately, they had found multiple me
tastases in his liver, and that no treatment was applicable. Olav 
expressed grief over this daunting news. Then, as shown in excerpt 3, he 
asked about the cells growing in his liver, whether they were of the 
“dangerous” type or the “mildest ones” (line 130). 

The physician’s immediate response (lines 131 and 133) educated 
Olav about the likely connection between the cells found in his liver and 
his colon cancer. The physician continued by describing thoroughly how 
the cancer cells spread via the bloodstream, thus offering an explanation 
about the biomedical facts (lines 135–143). What this information 
meant for Olav’s life, and what the news evoked in him, was not a topic 
the physician pursued. 

Throughout Karen’s encounter, she uttered several treatment-related 
concerns of existential significance; about expected effect, potential side 
effects and function loss. After nearly thirty minutes, Karen raised the 
question of whether there might be a chance that she will ever become 
well, as shown in excerpt 4 (line 1239). 

The physician responded by answering Karen’s unusually direct 
question, educating her that the tumor will probably never go away 
(lines 1245–1246). Then, the physician explained that she hoped the 
treatment would keep the tumor under control (lines 1249–1251), thus 
offering some reassurance. Still, the physician kept the discussion 
focused on biomedical content, without addressing Karen’s concern 

related to the high probability of not getting well, and the inherent 
implications for her life. Nor did the physician explore Karen’s thoughts 
and emotions or offer any partnership taking responsibility for non- 
abandonment. 

Few responses were exploring, that is, responses explicitly inviting 
the patient to elaborate. When eliciting information, the physicians 
tended to ask the patient for information about biomedical aspects rather 
than patient-centered ones. By reviewing the six cases in which the 
physician explored patient-centered topics, it became apparent that 
none were invitations for the patient to elaborate on existential matters. 
Excerpt 5 illustrates this. Peter, a man in his sixties, had recently un
dergone radiation for his prostate cancer. Due to severe side-effects, he 
had cancelled the treatment before it was completed. Now, Peter and his 
wife shared their worry about the disease status (lines 50–55). 

The physician’s first response was educating them that blood sam
ples will be taken, as is the routine (line 56). Then the physician asked if 
Peter had noticed anything in his body (line 58). 

Beyond educating and exploring, physicians sometimes reformulated 
what the patient had said. These were uncommon, but they played a 
significant role when occurring, as they displayed the physician’s 
perception of the meaning of the patient utterance. Most reformulating 
responses were patient-centered, still, they directed the subsequent 
dialogue in a subtle way, in how they omitted or added information or 
altered what the patient had said. 

Excerpt 6 illustrates some of these findings. Miriam, a young woman 
in her early twenties, had undergone extensive therapy for her cancer in 
the head-and-neck area, and she was still taking chemotherapy tablets. 
Miriam displayed worry and reported heavy symptom burden, both 
affecting her quality of life. The physician listened attentively to Mir
iam’s narrative. Most of the time, she was facing toward Miriam and 
allowed her to speak out, uttering generic responses while nodding, and 
occasionally acknowledging Miriam’s strain with a compassionate tone 
of voice. In this encouraging context, Miriam disclosed the intimidating 
moment when she was informed about the need for additional radio
therapy, something she had not been prepared for. 

Miriam emphasized the significance of this event by choosing the 
word “worst” (line 76). She abandoned a personal description by cutting 
off “when I-”, and then used a more neutral and distant word “the ra
diation”. The physician encouraged her to continue by nodding (line 
77). In her subsequent elaboration, Miriam displayed that the news 
about radiation was daunting, using the word “fear” (line 84). Her 
concurrent facial gestures (frowning and adopting a serious expression) 
and bodily conduct (shuddering) emphasized the display of dread and 
were particularly notable given that Miriam’s baseline facial display 
throughout the consultation was to smile. The physician’s response 
conveyed empathy; however, the reformulation distorts Miriam’s ut
terance, transforming “fear” into an issue of “energy” (line 85) and 
“tiredness” (line 88). Despite this unusually explicit expression of fear, 
the physician did not display any recognition, much less offer to explore 
it with the patient. 

4. Discussion and conclusion 

4.1. Discussion 

The physicians’ immediate responses to patients’ disclosed existen
tial concerns demonstrated three approaches; giving the patient control 
over the content, providing support, or taking control over the content. 
The latter was by far the most common, through which the physicians 
habitually kept the discussion around biomedical aspects and rarely 
pursued the patients’ existential concerns. The physicians avoided sen
sitive issues by routinely selecting biomedical topics when providing 
information (educating), eliciting information (exploring), or para
phrasing something the patient said (reformulating). Failing to respond 
to a patient concern or redirecting the conversation has been called 
“blocking” and is listed among communication behaviors to avoid [18]. 
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Generic responses gave the patients control over the agenda, 
providing them an opportunity to continue uninterrupted. Previous 
research has shown that after generic listener responses, storytellers 
tended to contribute more new information [19]. Allowing silence may 
have the same function and is a behavior some have recommended to 
cultivate [18]. During analysis, we noted that gaze and body posture 
towards the patient seemed to encourage the patient to elaborate (e.g., 
Excerpt 6), whereas body posture and gaze away from the patient (into 
the PC-screen or papers), seemed not to. This corresponds with research 
showing that looking at the patient is an effective way for doctors to 
show interest [20], arguably a minimal requirement for building trust 
and relationship. 

Providing biomedical information was the most common response to 
patients’ existential concerns. Educating the patient is indeed an 
important part of physicians’ responsibilities. However, delivering 
medical facts without tailoring it to the patient’s concerns may be 
overwhelming and not necessarily helpful [14,18]. Admittedly, the in
formation provided was sometimes answering specific questions from 
the patient, but usually not. Moreover, although the patients revealed 
insecurity about their future and their own coping [6], little information 
physicians provided in response shed light on the path ahead or 
conveyed non-abandonment. 

4.1.1. The biomedical culture of avoidance 
One explanation for the non-recognition of patients’ existential 

concerns could be the oftentimes subtle and implicit way patients dis
played them [6]. However, avoidance of sensitive topics and difficult 
emotions also occurred when the patients were quite explicit about 
them, as illustrated in Extract 6. The physicians’ evasive responses to 
existential concerns are similar to those previously shown for emotional 
concerns [21]. Although existential concerns undoubtedly evoke emo
tions, they are not the same, but may both arouse uncertainty in the 
physician. Physicians’ reluctance to discuss end-of-life-issues with pa
tients is well known [22–24], leading to inappropriate treatment and 
care at the end of life [25]. A focus-group-study found that patients, 
families, nurses, and physicians, all tended to avoid or postpone con
versations about difficult end-of-life issues and that both individual, 
interactional, and system-level factors contributed to preserve this cul
ture of avoidance [26]. Lack of continuity in the patient-physician 
relation was among the reported barriers, which might be a relevant 
factor in these encounters as only one patient knew the doctor well. 
While a requirement for efficiency is another recognized barrier [26], in 
the present study there were few signs of time-constraints: the physi
cians took plenty of time explaining biomedical matters thoroughly, 
often in more detail than asked for. This aligns with research showing 
that physicians’ responses to patients’ uncertainties and fears were 
lengthy, spanning a wide complex range of biomedical and technical 
issues [14], apt to create confusion and alienation [27]. 

Physicians have shown a tendency to point to barriers outside 
themselves [28]. Another plausible explanation lies within medical 
culture and identity, with its inherent biomedical focus [29], which is 
also reflected in the professional training. Traditionally, the underlying 
structure of the medical interview, described by Mishler four decades 
ago, consists of the physician’s request for information and the patient’s 
response providing information [30]. Mishler argued that this cyclic 
information exchange leaves physicians in control of the turn-taking 
process, enabling them to obtain the information needed to diagnose 
and treat the patient, which is still the doctor’s primary goal [31]. 
Talking with patients about impending death and lack of effective 
treatment options is associated with physicians feeling insufficient and 
failing their mission to heal [22, 23, 32]. Thus, one might ask if 
providing biomedical information is sometimes employed as a shield of 
protection against one’s own discomfort. 

4.1.2. Physicians’ role in the relief of existential suffering 
A recent concept analysis defined the existential experience in 

advanced cancer as a dialectic movement between existential suffering 
and existential health, preceded by being confronted with one’s own 
mortality and with the capacity for personal growth [33]. 

Kissane, who provided a taxonomy for existential suffering, high
lights the universal nature of existential challenges [1]. Although some 
patients may need specialized therapies, he claims that the physician can 
assist the patient in the relief of existential suffering [1], thus, in the 
movement toward existential health. He suggests that the physician can 
promote hope and courage that is not rooted in denial or unrealistic 
expectations to the achievements of medicine, emphasizing that realistic 
and tailored information can promote acceptance and help patients 
prepare for time ahead [1]. According to Kissane, such education should 
include the dying process and focus on optimal symptom control, as 
these aspects commonly cause fear and uncertainty [1]. In the analyzed 
encounters, such information was rare. Of equal importance is the right 
to not know, suggesting that clinicians ask patients about their infor
mation needs, rather than routinely sharing biomedical information 
based on assumptions. 

Tailoring information starts with listening to and acknowledging the 
patient’s experience and struggles. Moreover, this listening process itself 
may have a healing effect [1]. Several tools aim to enhance 
patient-centered cancer care and may be helpful when refining re
sponses to patients’ existential concerns [32,34]. There are also specific 
course programs shown to enhance existential communication with 
cancer patients [9]. Early integration of palliative care, with its inherent 
holistic approach, might also broaden the room for existential aspects. 
Video-recorded consultations using our analytical lens has a potential in 
quality improvement of practice and may be used as a schema for 
reflection by doctors in small groups. 

Knowing that patients express existential concerns subtly and hesi
tantly [6], physicians could ask patients about their concerns and 
informational needs rather than awaiting patient initiatives. Questions 
used in Advance care planning conversations [35], may be helpful in the 
process of tailoring information and care. Our analysis provides a 
schema for reflecting on responses to patient answers. 

Clinicians may feel neither comfortable nor competent help patients 
to deal with the full spectrum of existential problems that may arise. 
Avoiding difficult topics, however, can be perceived as a rejection, 
reinforcing the notion of fundamental aloneness. Instead, when faced 
with patient-needs that they feel unable to accommodate, physicians 
could direct the patient to others within the interdisciplinary team, e.g., 
a hospital chaplain or a psychiatric nurse. 

4.1.3. Strengths and limitations 
This study is based on data from few participants in one hospital. 

Thus, the findings must be translated into other settings with caution. 
Video recordings of authentic consultations allow for a repetitive and 
detailed inspection of what goes on, without being filtered through the 
“lens” of the participants. However, the data do not provide information 
about the physicians’ motivations, reflections, or assessments, limiting 
interpretation to observable behavior without extending to these inner 
aspects. Since the videos were collected, the focus on communication 
and ethics in medical training has increased. Nevertheless, communi
cation about existential concerns has received little specific attention. 

5. Conclusion 

Although the physicians, to some extent, allowed the patients to talk 
freely about their concerns, they systematically focused the discussions 
on biomedical aspects and rarely explored the patients’ uttered exis
tential concerns. Consequently, these aspects mainly remained unad
dressed. The patients, who displayed great uncertainty about the future 
and their own coping, received little information about what awaited 
them, how they could be helped in dealing with these issues, or what 
kind of support they could expect. 
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5.1. Practice implications 

Physicians should be attentive to their possible habit of steering the 
agenda towards biomedical topics, hence, avoiding patients’ existential 
concerns. Initiatives like tools and course programs cultivating behavior 
that are known to enhance person-centered and existential communi
cation should be implemented in clinical practice and medical training 
to promote coping, autonomy, and existential health. Video recordings 
of conversations could be used in quality improvement for example in 
reflection groups for health care personnel. When appropriate, the 
physician could invite others within the interdisciplinary team to pro
vide expertise in existential and emotional support. 

Funding 

This work was supported by South-Eastern Norway Regional Health 
Authority [grant number 2018008]. The funding source had no 
involvement in study design; in the collection, analysis and interpreta
tion of data; in the writing of the report; or in the decision to submit the 
article for publication. 

Declaration of Competing Interest 

The authors declare that they have no known competing financial 
interests or personal relationships that could have appeared to influence 
the work reported in this paper. 

Acknowledgements 

Thanks to research assistant Helene Alice Vestad Nortvedt for help 
with checking the translations of quotes. Thanks also to Morten 
Magelssen, physician and ethicist, for critical reading and constructive 
feedback on the manuscript in an early phase. 

CRediT author contribution statement 

Berit Hofset Larsen: Conceptualization, Methodology, Analysis, 
Writing – original draft. Tonje Lundeby: Conceptualization, Validation, 
Writing – review & editing. Pål Gulbrandsen: Conceptualization, 
Methodology, Resources, Writing – review & editing. Reidun Førde: 
Conceptualization, Analysis, Writing – review & editing, Supervision. 
Jennifer Gerwing: Conceptualization, Methodology, Validation, 
Writing – review & editing. 

Competing interests  

The Authors declare that there is no conflict of interest. We confirm 
all patient/personal identifiers have been removed or disguised so the 
person(s) described are not identifiable and cannot be identified through 
the details of the story.   

Excerpt 1, from Peter’s encounter.   

Explanation of signs: (.)=micro-pause; wor-=cut off; […]=overlap of speech.  

Excerpt 2, from Karen’s encounter.   

Explanation of signs: (.)=micro-pause;.hhh=in-breath; wor-=cut off; […]=overlap of speech.  
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Excerpt 3, from Olav’s encounter. 

Excerpt 4, from Karen’s encounter. 

Explanation of signs: (.)=micro-pause; word=emphasis.  

Explanation of signs: (.)=micro-pause;.hhh=in-breath; >word< =speeding up; a::=prolongation of sound; wor-=cut off; word=emphasis; [ …]=overlap of speech; 
((comment)).  

B.H. Larsen et al.                                                                                                                                                                                                                               



Patient Education and Counseling 105 (2022) 3062–3070

3069

Excerpt 5, from Peter’s encounter. 

Excerpt 6, from Miriam’s encounter: 

Explanation of signs: (.)=micro-pause; wor-=cut off; [ …]=overlap 
of speech; word= =word=continuation of speech without pause; 
((comment)). 
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