Additional file 3. Cross-country differences
Table S3. Cross-country similarities and differences per COM-B domain
	COM-B
	Similarities
	France
	Germany
	Netherlands
	Norway
	Spain
	Portugal

	Psychological capability
	Communication adapted to patients’ needs; use of guidelines as a reference; empathetic communication; shared decision-making.
	Patient compliance challenges; Dual adaptation to uncertainty.
	Structured, education-based approach; emphasis on patient empowerment focus; variability in knowledge across centres.
	Reliance on experience-based decision-making; challenges in adhering to rigid guidelines.
	Training gaps; reliance on guidelines; awareness of patient anxiety.
	Multidisciplinary approach; knowledge gaps between centres; emphasis on psychosocial support.
	Ethical deliberation in decision-making; influence of family context on communication.

	Social opportunity
	Importance of professional networks and interdisciplinary collaboration; influence of family on patients’ decision-making.
	Established clinician–patient relationships; collaboration with patient associations and among clinicians.
	Formal care networks; peer learning; role of self-help groups.
	Strong patient–clinician relationships; peer learning; use of joint consultations.
	Interdisciplinary collaboration; challenges in family communication; reliance on institutional systems.
	Influence of media and peer support; family pressure; informal coordination networks.
	Influence of family experiences on decisions; stigma around genetic care; trust between specialties.

	Physical opportunity
	Centralisation of specialised care; logistical barriers; organisational constraints affecting coordination.
	Unequal territorial access to specialised services; financial disincentives for preventive care.
	Decentralised care; limited recognition/funding for preventive care; fragmented coordination.
	Financial coverage of surveillance; logistical barriers affecting attendance.
	Lack of shared medical records; geographic/seasonal barriers; turnover of general practitioners affecting continuity of care.
	Regional variability; rigid referral pathways; limited flexibility.
	Low prioritisation of surveillance; limited consultation time; reliance on informal coordination; financial constraints influencing decisions.

	Reflective motivation
	Belief in proactive risk management; sense of duty to coordinate care; prioritisation of patient reassurance; emphasis on sustained follow-up.
	Professional identity centred on relational guide; focus on sustaining patient adherence within complex pathways.
	Concerns regarding care transitions; consideration of structural and reimbursement constraints; sense of long-term patient responsibility.
	Tension between guidelines adherence and clinical experience; concerns about care avoidance; reliance on trust-based decision-making.
	Balancing clinical benefits with psychosocial impact; legal constraints on family outreach.
	Concerns about over-referral and over-medicalisation; prevalence-driven decision-making.
	Confidence in guidelines; use of structured pathways to support patient reassurance.

	Automatic motivation
	Emotional responses (e.g., guilt, satisfaction, anxiety); reliance on clinical habits to reduce uncertainty; professional satisfaction derived from positive outcomes.
	Routine-based referral practices.
	Guilt and moral responsibility; strong emotional engagement.
	Initial uncertainty; confidence increasing through experience.
	Routine-based care; management of emotional burden.
	Fear of error; emotional burden; professional regret.
	Emotional burden associated with uncertainty; frustration with non-adherence; satisfaction with positive outcomes.



