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ABSTRACT
Background This study aimed to develop an innovation to assist general practitioners (GPs) in
Australia to proactively address the needs of caregivers of people with cancer.
Method Six GPs were video recorded each consulting six actor-patients in their respective practices. All cases depicted caregivers of people with
cancer. The patients were instructed to complete a
Needs Assessment Tool for Caregivers (NAT-C),
before the consultation. Actor-patients were instructed
to present the NAT-C to three of the six GPs they
consulted, selected at random. Two assessors independently reviewed each consultation performance
using the Leicester Assessment Package (LAP). The
practitioners and actor-patients focused on the
value of the NAT-C and how it could be deployed
to best eﬀect in a subsequent ‘stimulated recall
session’.
Results Thirty-four consultations were successfully recorded. The mean duration of consultations
was 13 min. 47 sec. (range 6 min. 3 sec. to 22 min.

51 sec.). GPs diﬀered in core competencies as
measured by the LAP (P<0.001), range 37–92%.
However, they demonstrated no signiﬁcant diﬀerences in performance (LAP scores) analysed by
scenario (P = 0.99). The ‘generalised estimating
equation’ (GEE) model identiﬁed an improved
LAP score in consultations in which the NAT-C
was used (average of 3.3 points; 95% CI: –3.99,
10.6), after controlling for the diﬀerent GPs and
scenarios, but this improvement was not statistically signiﬁcant (P = 0.37). The participants felt that
the NAT-C was beneﬁcial and suggested how it
could be further reﬁned.
Conclusions If this innovation had been formally
tested in a randomised trial without assessing its
impact on the consultation there might have been
signiﬁcant diﬃculties with administering the intervention in practice.
Keywords: cancer, caregivers, consultation, general
practice, innovation.

10

M Jiwa, G Mitchell, D Sibbrit et al

How this ﬁts with quality in primary care
What do we know?
Many cancer suﬀerers are supported in the community by relatives who are carers. Little is known about
strategies for assessing needs of carers for patients with cancer. A new instrument for prior completion by
carers to aid the consultation, the NAT-C, was developed to help improve the quality of consultations for
caregivers.
What does this paper add?
This study aimed to assess the potential impact on the quality of the consultation of introducing the NAT-C
to help GPs proactively address the needs of caregivers of people with cancer by using standardised
assessment of audio or video recordings of simulated consultations incorporating the instrument. Although
there was no objective improvement participants felt that the NAT-C was beneﬁcial and suggested how it
could be further reﬁned.

Introduction
One in four Australians will develop cancer before the
age of 75 years.1 Most patients will be older adults and
therefore vulnerable to the impact of demanding
surgery and complex regimens of adjuvant therapies.1,2
The trajectory through the illness will be punctuated
by appointments at specialist clinics and, in many
cases, admissions to hospital. The majority of people
with cancer will survive.1 Most will be supported
during their treatment by a partner or other close
family member or members, who are sometimes
equally frail or vulnerable.3 Some caregivers may be
ambivalent about assuming the supportive role, and
others will delay seeking support for their own needs,
choosing instead to invest their time and energy on the
needs of the person with cancer.4 Caregivers may feel
unworthy of support or confused about their role:
they may regard oﬀers of help as a mark of weakness or
as a betrayal of their duty to the person with cancer.5–7
Consequently some caregivers are at risk of complex,
preventable and treatable problems, including mental
and physical illness. There are many funded programmes in Australia that could support caregivers
of cancer patients, including the Cancer Helpline and
the Commonwealth Carer Resource Centre. Caregivers
may not be aware of these services. In many instances
access to speciﬁc community support services/service
providers necessitates referral by a GP. Therefore caregivers need to be oﬀered the opportunity to reﬂect
on whether to enlist this support. Their own GP is a
logical person to review their needs and facilitate
appropriate referrals.
Annually there are 100 million consultations with
GPs in Australia.8 Each encounter is an opportunity to
proactively assess the needs of the patient. Since most
consultations will last no more than 15 minutes it is
important that problems are presented eﬃciently and

in a way that allows the doctor to recognise and
negotiate a response to need.8
The rationale for focusing on the consultation in
this study is framed within two theories relating to
meeting needs in a professional setting. Jean Watson’s
theory of caring originally referred to nursing but can
be applied to medical practice.9–11 Viewing the person’s
health through Watson’s caring lens, a critical element
is the quality of the interaction between the patient
and the caregiver, in this case the GP. Also in general
practice, patients may present with concerns in many
parts of their lives and the GP must address each
eﬀectively. Rubinstein et al describe two processes that
help people switch between tasks unconsciously.12
One is ‘goal shifting’ (‘I want to do this now instead
of that’), the other is ‘rule activation’ (‘I’m turning oﬀ
the rules for that and turning on the rules for this’).
Problems arise when switching compromises productivity and safety, both of which are required in
general practice. Thus, diagnostic and therapeutic errors
may occur when either process is compromised.
The impact of an innovation that requires practitioners to attend to multiple issues in the consultation
needs to be assessed, and can be measured indirectly
with reference to measures of core competencies in
general practice. It is recognised that consultation
performance is a product of competence, the inﬂuences of the individual (e.g. health, relationships) and
the inﬂuences of the system (e.g. facilities, practice
time). Therefore the most appropriate context in which
to observe the impact of innovations in a healthcare
system is within the practitioners’ own premises and
subject to the constraints of that setting.13 The aim of
this study was to develop an innovation to be tested in
a formal clinical trial in Australian general practice.
We conceived of this study as a vital Phase I study in
developing a complex intervention.14 We aimed to
road test the intervention and assess its likely impact
on the quality of the consultation.
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Methods
Setting
The study involved video or audio recorded consultations with GPs in which actors were portraying the
caregivers of people with cancer. These sessions were
conducted on the premises of the participating GPs in
Perth, Western Australia. Video assessment of GPs in
daily practice is a valid and reliable method. There is a
trade-oﬀ between feasibility on one hand and validity,
reliability and credibility on the other hand. Compared
to investments in observation methods in standardised settings, the costs of video observation of GPs’
actual performance are acceptable.15

Actor-patients
All six ‘patients’ presented themselves as caregivers of
people with cancer. The scenarios were developed by
the members of the team and are outlined in Box 1.
Physical signs, presented as descriptions, were available if the GP proposed relevant physical examination.
Therefore no actor was subjected to a physical examination during the study. Patients were amateur actors
trained to portray the relevant case. A brief medical
record with the relevant past medical history was
prepared for each patient and was available to the
GP at his or her surgery. The patients presented to the
doctors as routine appointments but because of the
need for high quality recording the consultations were
identiﬁable as study cases by the GPs.
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Innovation
A needs assessment tool for caregivers (the NAT-C)
was developed by the project team. The commonly
reported needs of lay caregivers of cancer patients were
identiﬁed from the literature. These needs were transformed into simple statements and grouped into
several key domains of caregiver health and wellbeing:
information issues, practical issues, personal health
and wellbeing issues, relationship issues and meaning
issues. An assessment form was formatted, based on
these domains, and additional space was left at the end
of the assessment for caregivers to note any other
topics of concern. An explanatory cover sheet was
prepared to indicate to caregivers and their GPs the
purpose of the NAT-C, and how to use it. Caregivers
were asked to rank the level of concern which each
statement represented to them, by selecting one of
three options: ‘None’, ‘Some’ or ‘A lot’. They were
then asked to identify the items of concern which they
wished to discuss with their GP, either now or later. If
there were several issues to discuss, caregivers were
asked to prioritise the top three. Five GPs and 20 lay
people associated with the academic team informally
reviewed the draft NAT-C prior to administration,
with a focus on layout, language and functionality.

Consultations
Six GP volunteers were asked to consult with the actor
patients as though the person had previously visited
the practice for one or two ongoing medical problems.
The practitioners were allocated 15 minutes per consultation; this is the standard time allocated to GP
consultations in Australia. The scenarios were presented to the practitioners as consecutive cases. GPs
were asked to make clinical notes and outline any

Box 1 Carer scenarios
1 41-year-old married man. Wife has metastatic breast cancer. Patient requests a prescription for hypnotic,
anxious but not clinically depressed. Consultation with young male patient caring for female partner in
need of palliative care.
2 31-year-old married man, son has leukemia. Patient abusing alcohol. Not clinically depressed. Consultation with young male patient distressed by son’s diagnosis.
3 23-year-old female complaining of fatigue. Mother dead, father dying from cerebral cancer. Younger
siblings struggling to cope with consequences of father’s illness. Family discord. Consultation with young
person caring for a family.
4 41-year-old male ambivalent about caring for female friend with leukemia. Heavy alcohol consumption.
Inadequately controlled hypertension. Consultation with ambivalent carer.
5 39-year-old female immigrant caring for parents, mother has lung cancer. Patient has mild rheumatoid
arthritis. Requests home visit. Ambivalent about assuming main carer role despite cultural expectations.
Consultation with carer adjusting to cultural expectations.
6 20-year-old female. Caring for older boyfriend with lung cancer. Presents with mechanical back pain.
Consultation with very young person, inadequately equipped to assume carer role.
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management plan in as much detail as they would in
their practice. GPs were informed that the study was
about developing an innovation to assist caregivers.
The methods outlined here replicate similar studies to
develop innovations or test the impact of multitasking
in GP consultations in Australia.16,17 An example of a
consultation has also been presented in an online
journal.18 For the purposes of this study actor-patients
were instructed to present the NAT-C at all consultations with three of the GPs selected at random.

Outcome measures

Statistical analysis
As the data were not normally distributed the
Kruskal–Wallis test was used to examine the diﬀerences in the LAP scores between GPs and between
scenarios. We applied a GEE model to take into
account the dependence of LAP scores (GP) and the
diﬀerent scenarios. The correlation between the LAP
score and minutes in consultation was measured using
the Spearman’s correlation coeﬃcient.

Results

Quality of consultation
The LAP has been shown to facilitate reliable assessments of consultation performance and its face validity
has been conﬁrmed for general practice consultations.19,20 Three of the six LAP categories of consultation competence (interviewing and history taking,
problem solving and patient management) were
assessed in this study. The percentage range of scores
was 0–100. We double rated all available consultations
and followed the methods described in the LAP and
previous work on assessing recorded consultations.16,17
The recordings were independently reviewed with
reference to the LAP categories by two investigators
(GM and MJ). The scores were then compared and the
ﬁnal scores represented the consensus view on the
quality of the consultations. The value of the LAP is
that it measures the quality of the consultation independently of the problems presented.

Stimulated recall session
The practitioners and actor-patients were shown brief
episodes of selected consultations and asked to comment on:

Thirty-four consultations were successfully recorded.
The team reviewed the performance of the actorpatients and conﬁrmed that there were no remarkable
diﬀerences in the way that cases were portrayed to the
practitioners. Two doctors opted for audio rather than
video recordings. The mean duration of the consults
was 13 min. 47 sec. (range 6 min. 3 sec. to 22 min. 51
sec.). One doctor’s audio recordings failed in two
cases. This provided a total of 19 consultations in
which the NAT-C was and 14 in which the NAT-C was
not used for review.

GP core competencies
There was evidence of signiﬁcant diﬀerences between
GPs in core competencies as measured by the LAP
(P<0.001). One doctor, shown as Doctor 2 in Table 1,
demonstrated exceptional skill, and Doctor 6 showed
much less skill than the others.
There was no evidence of diﬀerences in doctors’
performance according to scenario (P = 0.99). The
scores according to scenario are presented in Table 2.

1) how the NAT-C impacted on the consultation and
2) how it could be deployed to best eﬀect in the
context of a subsequent formal clinical evaluation.
Table 1 LAP scores according to GP
Doctor

Number of
scenarios

Mean

Standard
deviation

Minimum

Maximum

1

6

69.3

11.2

55.1

79.1

2

6

85.3

3.4

82.5

91.9

3

6

54.9

2.9

51.9

58.9

4

6

63.7

2.6

61.1

68.1

5

4

57.4

3.1

54.4

60.5

6

6

45.7

6.0

36.9

53.3
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Table 2 LAP scores according to scenario
Scenario

Number of
doctors

Mean

Standard
deviation

Minimum

Maximum

1

6

63.1

13.6

48.7

84.4

2

6

62.0

15.4

50.0

91.9

3

6

64.4

13.5

53.3

85.0

4

6

58.8

15.4

36.9

84.8

5

5

65.9

16.4

42.6

83.3

6

5

64.7

16.2

42.8

82.5

Impact of the NAT-C

Reﬁning the NAT-C

LAP scores were higher when the NAT-C was used
compared to when it was not used, as shown in Figure 1.
The use of NAT-C improved LAP score by an average
of 3.3 (95% CI: –3.99, 10.6) points on the LAP score,
after controlling for the diﬀerent GPs and scenarios.
However, this improvement is not statistically signiﬁcant (P=0.37).
We were able to plot the LAP scores in each
consultation and relate them to the number of minutes into the consultation before the doctor reviewed
the NAT-C. Figure 2 suggests that there may be a slight
decreasing trend in LAP score as minutes increase (r =
–0.25). However, there was a heavy inﬂuence of two
extreme values (9 and 13.5 minutes). The number of
minutes that elapsed before the NAT-C was introduced was not a predictor of LAP scores after GP and
scenario were adjusted for (P = 0.92). The LAP score
increases by 0.03 (95% CI: –0.64, 0.71) points for every
one minute increase.

Doctors and actors made several recommendations
about how the NAT-C could be improved. Box 2
consists of a summary of their recommendations. The
general consensus was that the NAT-C was a helpful
intervention. It allowed the ‘caregiver patients’ to
voice their concerns, focused the consultations on
speciﬁc areas that might not have been addressed
without a prompt and in the case of the patients
allowed them to feel that they had ‘permission’ to
raise issues which were not necessarily directly related
to an ongoing physical medical problem. However, the
participants also made recommendations about how
the NAT-C could be further reﬁned for use in practice.
The details of the NAT-C will be reported separately.

Discussion
This study aimed to pilot test an intervention prior to
conducting a formal randomised controlled trial.

Figure 1 Impact of the NAT-C on the LAP score per scenario
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Figure 2 Relationship of LAP score to minutes in the consultation before GP reviewed the NAT-C. Demonstrating that there may be a slight decreasing trend in LAP score as minutes increase (r = –0.25)

Box 2 Conclusion of stimulated recall session
How the NAT-C helps

How the NAT-C could be improved

1 The NAT-C helps the patients (gives them
permission) to raise issues which they might be
reticent to talk to their GP about.
2 The NAT-C helps decide the agenda for the
consultation.
3 The result of the NAT-C may include the need
for an appointment involving the cancer patient
and their carer.
4 The consultation may be therapeutic; in some
cases the discussion around the NAT-C led to
issues being discussed which were not highlighted
but found to be very helpful by the patient.

1 Patients may be concerned about a breach of
conﬁdentiality, especially when the cancer patient
is also receiving care from the same GP. Although
the risk may be minimal patients will need to be
strongly reassured that the information will not be
shared with the cancer patient without their express consent.
2 The column ‘talk now/talk later’ was confusing
because the GPs disregarded it and ventured into
discussions which the patient did not want to deal
with at the time.
3 The GPs would prefer to have the NAT-C before
the patient was seen. Perhaps handed in to reception before the appointment rather than bringing it
with them into the consultation.
4 There are lots of items on the NAT-C and it is
important to look on both sides of the form!
5 There is a need for instructions for the doctor
and the patient before they use the NAT-C:
a need a double appointment for the ﬁrst visit with
the NAT-C
b need to be clear what is important for today
c a means to an end not an end in itself – the
beginning of a conversation that may go on over
several consultations
d patient may need time to be able to come to
terms with each issue and should not feel rushed to
unload everything at one consultation.

Whilst consultation performance was somewhat improved in consultations which referred to the NAT-C,
these improvements were not signiﬁcant. Importantly, the pilot study identiﬁed speciﬁc areas to further

reﬁne the NAT-C. The approach taken to developing
this complex intervention had several strengths. We
were able to replicate conditions that may be diﬃcult
to control in clinical practice. The practitioners all
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consulted the same patients in the same sequence. The
doctors demonstrated a range of consultations skills,
as was as expected since the doctors came from diﬀerent
backgrounds and had diﬀerent levels of experience.
There was no evidence of diﬀerences in doctors’ performance according to scenario. This suggests that all
the scenarios were equally testing of practitioner skill.
The use of actors as standardised patients to assess the
performance of healthcare professionals during faceto-face consultations has previously been reported.
This method has been shown to be a reliable and valid
way to assess clinical performance.21 In many ways the
methodology involving consulting actor-patients mimics
the formal assessment or examination of candidates
seeking membership to many professional colleges.

Medical practitioners and innovation
Participating GPs were volunteers and as such may not
have necessarily been typical of their colleagues. It is
possible that those who volunteered may have had
better than average consultation skills or an interest in
the topic of the research. Recruitment is a particular
challenge in labour intensive studies especially when
they require observation of consultation practice,
however, where the participants are also providing guidance on the development of an innovation we believe the
advantages of involving interested and willing volunteers outweigh the need to recruit a ‘representative’
sample. Nonetheless we have no measures of how the
volunteer practitioners perform in routine practice
without the study using the LAP or any other measure
of competence. We are, therefore, unable to conﬁrm
how well their performance here reﬂects their competencies when consulting ‘real’ patients. For the
purpose of this study we had hypothesised that the
NAT-C could have disrupted the ﬂow of the consultations – the ‘switch costs’ of the intervention as
predicted by Rubinstein et al.12 While we had no direct
measure of this, had it been a problem, we would have
expected it to be reﬂected in the LAP scores which were
allocated. While this was encouraging and helpful data,
we cannot exclude the possibility of a clinically important negative impact. Therefore we emphasise that
this method is a prelude to, but not a substitute for, a
formal randomised trial in clinical practice.

The clinical challenge and the
innovation
We hypothesised that the administrative tool may have
heightened the practitioners’ inattentiveness to other
important clinical issues which were included in the
scenarios but not mentioned on the NAT-C, thus
reducing the LAP scores. Neither practitioner examination skills nor the impact of that examination could
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be assessed in this experiment. Time taken to undertake a physical examination might also have increased
the duration of the consultations substantially. However, it may be impractical and is possibly unethical to
subject actors to intimate physical examination. In
this study it might have been helpful for the actorpatients to present ‘incognito’. However, as has been
noted previously, ﬁelding incognito standardised
patient visits as known patients is feasible but labour
intensive, and within the constraints of the project
reported here which included a requirement to record
consultations, incognito presentations were not practical.22

The scoring of consultation
competencies
In a previous study using actor-patients it was concluded
that a professional media team should be employed,
guaranteeing high quality footage, with the least disruption or inconvenience to the participants.16 We
were able to conﬁrm this impression in this study
as the majority of consultations were captured with
suﬃcient technical clarity to be available for analysis.
However, we were unable to assess the impact of observation on the GPs’ performance, although the literature
on video recording for the purposes of assessment
suggests that it has no signiﬁcant adverse eﬀect. Agreement by assessors on GP LAP scores was generally
good. The assessors were from similar practice backgrounds (UK and Australia) and seniority (25 and 15
years), but diﬀered in experience of assessment (one
study vs. three studies). Close attention was therefore
paid to achieving a consensus score. Finally, as investigators in the study the assessors could not be blind to
the aims of the study. We do not believe this had an
impact on the scores. However, it would be prudent to
deploy assessors who could be successfully ‘blinded’ at
the time of reviewing the consultations.

Conclusions
We present work on developing an intervention prior
to conducting a formal randomised controlled trial.
The intervention as conceived appears not to harm
core competencies. The pilot study also suggests that
there was scope to further reﬁne the NAT-C. Had the
intervention been tested in a formal trial without
piloting in the context of the consultation there might
have been signiﬁcant diﬃculties with administering
the intervention in practice.
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