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Check for
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for the home return of patients with metastatic
cancer: a survey of general practitioners

Laétitia Gimenez'**", Vladimir Druel’, Anastasia Bonnet', Cyrille Delpierre?, Pascale Grosclaude?* and

Marie-Eve Rouge-Bugat'*

Abstract

pated in this type of consultation, via a telephone survey.

- hospital coordination.

Background: To promote improved coordination between general practice and hospital, the French clinical trial
CREDO (“Concertation de REtour a DOmicile”) is testing an innovative experimental consultation for patients with
metastatic cancer who are returning home. This consultation involves the patient, the patient’s referring GP (GP,.¢) and
a GP with specific skills in oncology (GP,,.) in a specialized care center. The objective of our study is to explore the
satisfaction of GPs,¢ about this consultation, in the phase of interaction between GP, . and GP ..

Methods: This observational, cross-sectional, multicenter study explored the satisfaction of GPs s who had partici-

Results: One Hundred GPs ¢ responded to the questionnaire between April and September 2019 (overall response
rate: 55%). 84.5% were satisfied with the consultation, and the majority were satisfied with its methods. Half of the
GPs,¢ learned new information during the consultation, three-quarters noted an impact on their practice, and 94.4%
thought that this type of coordination between the GP,sand the oncology specialist could improve general practice

Conclusions: For GPs, the CREDO consultation seems to be practical and effective in improving the coordination
between general medicine and hospital. GPs would benefit from such coordination for all patients with cancer, sev-
eral times during follow-up and at each occurrence of a medically significant event.

Keywords: Care coordination, Cancer, General practitioner, Satisfaction

Background

The general practitioner (GP) has a central role in
the different phases of cancer patient management
[1-4], including in early treatment phases [5, 6]. How-
ever, exchanges between general practice and hospital
remain fragmented [7]. In the active phase of anti-neo-
plastic treatment, patients first seek the advice of their
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oncologist in the event of an adverse effect or complica-
tion [8—10]. When patients return home, lack of medical
information may present a source of difficulties for the
patient’s referring GP.

Several initiatives have emerged in recent years to
develop tools for effective care coordination between
hospital and general practice for patients with cancer
[11]. Implementation methods are diverse: standard-
ized mailing, use of electronic support and relational
exchanges between health professionals. The timing
of information exchange between health professionals
can also vary: during the initial oncology consultation,
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during the multidisciplinary consultation [12], during the
announcement of the diagnosis of cancer [13], for shared
decision-making of cancer treatment decisions [6], or at
the time of discharge from hospital [14]. The quality of
information transmission impacts the quality of care, the
satisfaction of patients and GPs, and results in more fre-
quent use of primary care, and a decrease in the number
of hospitalizations due to adverse effects of anti-neoplas-
tic treatments [15]. In addition, the involvement of GPs
in the design and effective implementation of the tools
seems to be one of the keys to effective care coordination
between primary and hospital care [16].

Patients with metastatic cancer are not numerous in
the active files of GPs but they are at risk of developing
potentially serious complications or side effects. A clear
and rapid communication of appropriate information
is therefore essential for the smooth running of care, as
well as for quality of life and for keeping patients at home
in good conditions. Currently, in the French health care
system, when a patient with cancer presents complica-
tions from his/her pathology or side effects due to his/her
anti-neoplastic treatment, several solutions are possible
depending on the severity, the day of the week, the time
of day and the area where he/she lives:

1) Either the referring GP can receive the patient in
consultation at his/her private practice or visit him/
her at home. If necessary, he/she can obtain the
advice of the referring oncologist from the special-
ised care centre by telephone to help him/her with
the care management.

2) Or the patient goes to a local hospital which does
not necessarily have an oncology department. In this
case, the emergency or inpatient department can
contact the GP and/or the referring oncologist at
the specialised care centre by telephone to seek their
advice on care management.

3) Or the patient goes directly to the specialised oncol-
ogy care centre, especially if the situation is serious
and if he/she lives close to the centre. In this case,
communication with the referring oncologist is
direct.

In most cases, a paper liaison file containing the care
plan, the treatment protocol and the contacts of the
referring professionals is given to the patient so that he/
she can have it with him/her wherever care is provided.
The limitations of this organisation may be multiple: the
paper liaison file may be forgotten by the patient; the
referring GP or the local hospital may lack prior informa-
tion or competence to manage the patient; the referring
GP and/or oncologist may be unavailable to answer tel-
ephone calls when complications/side effects occur.
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In order to better involve GPs in these exchanges and
the management of patients with cancer in the active
treatment phase, a French team has been experimenting
with an innovative general practice-hospital coordination
model. The ongoing CREDO (“Concertation de REtour
a DOmicile”) clinical trial is evaluating the efficacy of
an organized “return home” consultation compared to
the standard of care for patients with metastatic cancer.
We took advantage of this multicenter, randomized the
multi-center, randomized, open-label, prospective trial
(described in Methods) that had already identified and
involved the referring general practitioners (GP,) of
patients included in the trial, to implement an ancillary
study focused on the satisfaction of these GPs. The pri-
mary objective of this ancillary study was to explore the
satisfaction of GPs,¢ participating in the CREDO trial
about the exchanges occurring during this experimental
system of care coordination. The secondary objectives
were to gather the opinion of these GPs about the modal-
ities and the contribution of CREDO exchanges for the
care of their patients with metastatic cancer.

Methods

Overview

This study was conceived as an ancillary study of the
multi-center, randomized, open-label, prospective
CREDO trial. We took advantage of this trial to examine
the satisfaction of GPs,; participating to CREDO about
the exchanges occurring during this experimental system
of care coordination, through a cross-sectional survey.

Description of the CREDO experimental system of care
coordination

The CREDO clinical trial has been registered with
the ClinicalTrials.gov identifier: NCT02857400 on
05/08/2016. It has been running since July 2017 in two
specialized cancer care centers in southern France
(Occitania region). Patient inclusion criteria are: be
over 18years old; be treated with a first cycle of meta-
static chemotherapy in a specialized cancer care center;
have a metastatic solid cancer, regardless of the organ;
and be returning home after treatment administration.
Patients are randomized in two arms: standard arm (con-
ventional management) or intervention arm (CREDO
management). In the standard arm, representing the cur-
rent standard of care, discharge information documents
are sent by e-mail or fax to the GP on the day of the
patient’s discharge. In the intervention arm, a “return
home” consultation is carried out in three steps between
the different actors (Fig. 1):

1) First step: Consultation between the patient and the
GP_,... A return home consultation is carried out

onc*
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Step 1 : Consultation between
the patient and the GP with
specific skills in oncology (GPonc)

Before return home (during
hospitalization): return home
consultation

(not in the scope of the survey)

GP with specific
skills in oncology

Step 2: Consultation between
the GPonc and the patient’s

o
-2

referring GP Phone call
When patient return home
"CREDO home return GP with specific Patient's
coordination exchanges" skills in oncology referring GP

o
*

Step 2: Consultation between
the GPonc and the patient’s
referring GP
CREDO link sheet transmitted to
the patient's referring GP

"CREDO home return
coordination exchanges"

GP with specific
skills in oncology

Patient's
referring GP

Step 3: Transmission of
information to the chosen care
centre
Patient report form, summarizing
the patient's medical record, sent
to the chosen care centre in case

of complications
(not in the scope of the survey)

GP with specific
skills in oncology

Report form

o s |

Fig. 1 Representation of the CREDO standard and the steps included or not in the scope of the survey

during hospitalization between the patient and a GP
(GP,,.) with specific skills in oncology integrated in
the specialized cancer care centre (including data
collection on patient’s socio-demographic and medi-
cal information and patient’s management choices).
GP,,, are already practising in some specialised care
centres in France. GP_,. are GP who have completed
a year of additional training in oncology services in
order to be able to get more specifically involved in
the care of patients with cancer.

2) Second step: Consultation between the GP, . and
the patient’s GP,. A “CREDO link form” summa-
rizing a telephone consultation between the GP,,.
and GP, is transmitted to the GP, on the day of
the patient’s discharge (transmission of information
about patient’s state of health and current treatment
opinion of GP, about the place of care desired by
the patient in case of complications). An information
sheet on the side effects of the anti-neoplastic treat-
ment is also sent to the GP ¢

3) Third step: Transmission of information to the local
care centre. A patient report form, summarizing the

patient’s medical record, is transmitted to the chosen
care structure in the event of a complication, when
it is different from the specialized cancer care centre.
This report form is sent as soon as the patient returns
home.

The main outcome of the trial is the number of
unscheduled visits of the patient to the care centers, after
the first cycle of metastatic chemotherapy: consultations
and hospitalizations in specialised or non-specialised
cancer care centers.

All the patients are followed for 1 year.

Study design

Our study focuses on the satisfaction of GPs, involved
in the second part of the CREDO experimental system,
represented by the transfer of information between GP,,
and GP,.. This phase is called “CREDO home return
coordination exchanges” or “CREDO exchanges” in our
study. We evaluated the satisfaction of GPs; with this
system via telephone interviews, as part of a multi-center,
cross-sectional study.
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Study population

The population is represented by the GPs,; of the
patients with metastatic cancer included in the experi-
mental arm of the CREDO trial between July 2017 and
February 2019.

Development of the questionnaire

The questionnaire was developed on the basis of a lit-
erature review and validated by a group of 5 researchers
including 4 GPs (LG, VD, AB and MERB) and an epide-
miologist (PG).

The questionnaire consisted of two parts (Addi-
tional file 1). The first part (15 questions) focused on the
satisfaction of the GPs,.. The first 10 questions asked
GPs, ¢ about their experiences with CREDO exchanges.
The last 5 questions could be completed even if the GP
interviewed could not remember the CREDO exchanges.
The questionnaire was submitted to the GP ¢ preferably
by telephone, but could also be returned either by email
or post mail. In case the GP s was unreachable after three
call attempts, an e-mail or post mail was sent to the GP .,
followed by a fourth telephone call. In case of refusal of
the telephone call, the questionnaire was sent by e-mail
or post.

Outcomes

The primary outcome was the satisfaction of the GPs,¢
with the CREDO home return coordination exchanges,
defined as a binary variable (“satisfied”/“rather satisfied”
versus “rather unsatisfied”/“unsatisfied”). Secondary out-
comes were the responses to all other binary or multi-
choice questions.

Analysis

Socio-demographic characteristics of the participat-
ing GPs,, as well as the variables of interest, particu-
larly GP, satisfaction, were described with numbers
and percentages for the qualitative variables, and mean
and standard deviations for the quantitative variables.
In order to compare the nominal qualitative variables
between the “satisfied” and “dissatisfied” groups in the
study, a Fisher’s exact test was used as at least one of the
expected values was less than five. For the comparison
of the quantitative variables, the non-parametric Wil-
coxon-Mann-Whitney test was used, as variances were
homogeneous but non-normally distributed. The alpha
significance level used for these tests was 0.05.

In the last open-ended question, GPs,¢ could propose
their own ideas for improving the general practice-hos-
pital link. The key ideas for improving this coordination
were extracted from their spontaneous verbatim and
classified into seven main categories: type of information
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to be better shared, type of interlocutor, ideal characteris-
tics of the interlocutor, type of communication medium,
ideal characteristics of the communication medium, ideal
characteristics of the communication and points to be
improved in hospital practice.

Results

Characteristics of the population

We identified 198 GPs,; concerned by the experimental
arm of the patients included in the CREDO trial between
July 21 2017 and February 20 2019. We conducted calls,
emails and mailings between April 10, 2019 and Septem-
ber 27, 2019. After excluding GPs who retired before the
start of the study, 183 GP . were approached, and 100
GP, finally responded to the questionnaire, as detailed
in the study flow chart represented in Fig. 2.

The overall response rate was 55%, with 60% of the
responses provided by phone (average time for com-
pletion, 14 minutes), 32% by email and 8 by mail. The
response rate varied from 33 to 100% according to the
questions considered. The characteristics of the GPs
sample are presented in Table 1.

Information about the phone call

As detailed in Table 2, less than half of the GPs ¢ (40%)
recalled being contacted by telephone to exchange infor-
mation about their patient. The timing of the call was
considered appropriate by 95% of the respondents. The
duration of the call was unanimously described as appro-
priate, and 90% of respondents considered the choice
of telephone calls to be appropriate for this type of
exchange. The fact that the caller was a physician facili-
tated the exchanges for 92% of the respondents.

Information about the link form

Half of the GPs, (51%) remembered receiving a link
form summarizing information on their patient’s health
status and their wishes for care. GPs s who recalled this
sheet considered it to be useful in 77% of the cases.

Satisfaction about the overall contribution of CREDO
exchanges

Of the 58 GPs,; who commented on their satisfaction
with the return home consultation, the majority (84%)
were satisfied (43%) or rather satisfied (41%) by CREDO
exchanges. No statistically significant association was
found between GPs, characteristics and satisfaction
(Table 1).

In total, 75 GPs,; answered the question on the contri-
bution of CREDO exchanges in terms of new information
(Table 2). Among them, 51% actually learned informa-
tion about their patient’s state of health and/or their care
preferences.
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Referring GPs identified (n=198)

Retired before study start (n=7)

Referring GPs approached (n=191)

Refused to participate (n=8)

Being sent the questionnaire (n=183)

Cannot be reached (n=11)

Potentially respondent (n=148)

Not able to participate (n=24)

Not reponded to the survey (n=48)

Responded to the survey (n=100)

Responded to specific survey
domains:

the phone call (n=100)

the link sheet (n=100)

CREDO exchanges (n=33 to 85)

perspectives (n=93)

Fig. 2 Participant flow diagram

When the CREDO exchanges made it possible to
transmit new information to the patient’s GP ¢ (n=38)
(Table 2), it was most often information about the
adverse effects of specific treatments (66%) or about
possible or expected complications (n=50%), and what
action to take if necessary (n=50%); about future spe-
cific care (n=53%) and about treatments maintained
after hospital discharge (n =50%).

In the multiple-choice question on their perceived
value(s) of direct systematic exchanges between
patients, GP,; and GP,,. (n=85) (Table 3), GPs,; most
often emphasized the updating of patient information
(82%), the rapidity of information transmission (81%)
and the interest in anticipating emergency situations
(69%).

Among the 90 GPs,; who commented on the poten-
tial impact of the CREDO initiative on the general
practice-hospital coordination (Table 3), 94% thought
that it could improve this coordination.

Perspectives
When asked whether they would be willing to partici-
pate in such a consultation for any patient with cancer,
whether metastatic or not (Table 3), 94% of the GPs,
were in favour of this experimental consultation. Con-
cerning their willingness to participate in such consul-
tations on several occasions during the treatment of the
same patient, in the event of the occurrence of medically
significant events, 90% of the GPs_ were in favour.
Fifty-seven GPs ¢ responded the last open-ended ques-
tion of the study.

Discussion

Main results

The return home consultation experimented in the
CREDO trial generated good satisfaction among GPs,.
Among those who were dissatisfied, a majority of GPs,¢
had actually forgotten about the intervention. The prac-
tical modalities of the CREDO exchanges, a telephone
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Table 1 Characteristics of study participants and their satisfaction with CREDO exchanges
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Satisfied Not satisfied p-value All respondents
(n=49) (n=9) (n=100)?
Gender 0.467'
Female 19(79.2) 5(20.8) 33
Male 30(88.2) 4(11.8) 67
Mean age (SD) 48.1(11.6) 437(11.5) 0.273? 49.9(11.2)
Location of practice 0.999'
Urban 18(85.7) 3(143) 37
Semi-rural 19 (82.6) 4(174) 35
Rural 12(85.7) 2(143) 28
Type of practice 0.157"
Sole practitioner 13(92.9) 1(7.1) 30
Group practice of several GPs 25(89.3) 3(10.7) 42
Group practice of several medical or paramedical 5(62.5) 3(37.5) 15
specialties
Multidisciplinary Healthcare Center 6 (75) 2(25) 13
University lecturer 13(81.3) 3(18.8) 0.696' 28
Mean duration of practice (in years (SD) 16.2 (12.7) 126 (11.3) 04587 186 (12.4)
Degree or additional training in oncology 4(77.8) 2(222) 0.231! 12
' Fisher's exact test 2 Wilcoxon-Mann-Whitney test
2 Of the 100 respondents, 58 GPs answered the questions about satisfaction with CREDO exchanges
Table 2 Details of the responses to the questionnaire with number and percentage in agreement with the question
N (%)
Responded to the survey in general (n =100)
Concerning the phone call (n =100)
Remembered receiving a call to exchange information on the patient’s state of health and his/her wishes for treatment 40 (40.0)
The timing of the call was appropriate 36 (94.7)
The duration of the call was appropriate 40 (100)
The use of the telephone for this exchange of information seemed appropriate 36 (90.0)
The exchange of information was facilitated by the fact that the caller was a physician 36 (92.3)
Concerning the link sheet (n =100)
Remembered receiving a link sheet summarizing information on the patient’s health status and his or her wishes for care 51(51.0)
Considered the link sheet useful 39 (76.5)
Concerning CREDO exchanges in general (n =33 to 85)
Satisfaction (“satisfied” or “rather satisfied”) with CREDO exchanges (n =58) 49 (84.5)
The exchanges, during the telephone call and via the link form, provided information concerning the patient (n =75) 38 (50.7)
Classification of information areas where CREDO exchanges have brought new data (n =38) ®
Possible or expected side effects of specific treatments 25 (65.8)
Future specific therapeutic management (chemotherapy, radiotherapy) 20(52.6)
Treatments maintained after hospital discharge 19 (50.0)
Possible or expected complications 19 (50.0)
What to do if complications and/or adverse effects occur 19 (50.0)
General state at discharge (WHO score) 16 (42.1)
Precise carcinological situation (type of cancer, location of metastases) 16 (42.1)
Patient’s wishes regarding the place of care in case of complications 15(39.5)
Dates of the next scheduled consultations and/or hospitalizations 12(31.6)
Reason for current hospitalization 9(23.7)
Concomitant pathologies 6(15.8)

@ multiple choice question
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Table 3 Details of the responses to the questionnaire: GP ¢ satisfaction with direct exchanges before the patient returned home and

aspects of the practice impacted after the patient returned home

N (%)

Responded to the survey in general (n =100)
Concerning CREDO exchanges in general (n =33 to 85)

Perceived interests of a systematic direct exchange between patient, referring physician and hospital physician, before the patient

returned home (n =85) °
Systematic updating of information
Speed of information transmission
Anticipation of emergency situations
Information grouping, via the personalized link sheet

Reconciliation between the referring physician and the hospital team

Easy access to information, via the link sheet

Humanizing the relationship between the attending physician
and the hospital team

Adaptation to the patient’s wishes

Aspects of the practice impacted by the exchanges after the patient returned home (n =33) °

Management of side effects and/or complications

Patient Communication

Management of the patient’s symptoms

Involvement in patient management

Relationship with the hospital’s health care team

Communication with the patients’family and friends

Relationship with the home care team
Perspectives (n =93)

Would request such exchanges for any cancer patient, metastatic or not
Would request multiple exchanges of this type for the same patient, should medically significant events occur

This type of initiative can improve the general practice coordination

@ multiple choice question

call and a link form, were both reported as having good
feasibility. The evaluation of the benefits of CREDO
exchanges is aimed at improving general practice-hospi-
tal care coordination. Overall, the feasibility of the return
home consultation as a whole was reported as good and
as having positive expected practical consequences.

Strengths and weaknesses

The first strength is the originality of this work. To our
knowledge, this is the first study on a general practice -
hospital care coordination system made for and by GPs.
Moreover, the choice to conduct the questionnaire pref-
erably by telephone, followed by various reminders (by
e-mail and post) resulted in a good overall response
rate (55%), even if response rate was highly variable and
around 30% for some questions. It is very difficult to
evaluate the response rate of GPs to a telephone ques-
tionnaire because the data seem to vary widely in the
literature. Our questionnaire was validated by physi-
cians with methodological expertise in epidemiology
and already involved in improving care coordination in
oncology.

Finally, the researcher conducting the telephone
interviews was external to the CREDO study research
team, which may have reduced the subjectivity bias
inherent in a study assessing satisfaction.

Our first limitation is that our sample of responding
GPs is not representative of French GPs. Indeed, the
population of French GPs was 52.41% male as of 1 Janu-
ary 2019 (67% in our study), and the average age was
51.2years (49.94years in our study) [17]. The number
of university lecturers in France was 10,736, or 10.5% of
GPs (28% in our study). Young age and participation in
student training are two factors known to favour par-
ticipation in research [18, 19]. This may have increased
the participation of GPs in the CREDO scheme and
constituted a selection bias in our study. Further work
would therefore be necessary to be able to general-
ise the results of our study to the whole population of
French GPs.

Our study required the GPs to make an effort to
remember an event that occurred 6 to 22 months pre-
viously, generating a memory bias. Half of the partici-
pants were not able to remember receiving the link form,
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suggesting that the timing of survey implementation
should have been closer to the CREDO study.

As the response rate seems to be inversely proportional
to the time needed to complete it, the length of our ques-
tionnaire may have been another weakness of our work.

Finally, our study may have suffered from a desirability
bias among respondents, i.e. the expression of a favour-
able opinion linked to the desire to present oneself as a
competent professional to the researcher who conducted
the interviews.

About the phone call

Shen et al. showed in 2015 that communication between
GPs and oncologists could be improved, particularly just
after the diagnostic stage [20]. In 2017, the work of Dos-
sett et al. again highlighted the shortcomings of general
practice - hospital communication and the fact that direct
contact with oncologists (via a personal telephone num-
ber or e-mail) was associated with improved communica-
tion and satisfaction among GPs [21]. The telephone tool
was appreciated by the GPs in our study, allowing direct
and rapid contact for the exchange of information with
the oncologist.

The use of a GP,. as the contact person during the
consultation was considered a factor favouring the
exchange of information. There are few studies in the
literature concerning the role of a physician as the main
interlocutor in general practice - hospital coordination.
To our knowledge, only the Canadian study by Sisler et al.
dating from 2009 studied this parameter [16]. One of the
interventions in their program consisted in the assign-
ment of a “lead physician’ with additional training in
oncology, to each primary care clinic. His/her role was to
foster the link with the referral center, pass on informa-
tion to other health professionals and assist in oncology
management. Their results were very encouraging, with
69% of GPs seeing an improvement in care coordination
and 56% of GPs perceiving a benefit from the presence of
the “lead physician” This “lead physician” and the GP,.
defined in our study, are not strictly comparable. While
the “lead physician” is stationed in a primary care center
and becomes the local resource person for oncology, the
GP,,. in the CREDO study assumes his/her role as an
information carrier from the hospital. In any case, both
studies have shown an improvement in GP satisfaction
when a physician embodies the primary care - hospital
coordination.

About the link form

The first shortcoming of traditional mail is the delay in
transmission to the GP [22-26]. In addition, in tradi-
tional letters sent from the hospital to the referring GP,
important information for GPs is frequently missing [26],
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and these letters are sometimes difficult to read, due to
a lack of structure and paragraphs that are too long and
too detailed [23]. The CREDO link form is designed to
be filled in quickly, at the patient’s bedside, and sent as
soon as possible after hospital discharge. It has been
designed with standardized information for all patients.
To our knowledge, no study on GPs views of such a form
has been published. The literature is abundant on the
usefulness of sending GPs information sheets on the side
effects of anti-neoplastic treatments [14, 27, 28]. In order
to ensure that GPs were informed on this point, this type
of sheet was systematically attached to the CREDO link
form.

Perspectives

To the best of our knowledge, this project is the first
study of a care coordination system between general
practice and the hospital carried out for and by general
practitioners in the management of patients with cancer.
However, other models of coordination involving GPs
and hospital care have been studied in cancer and other
chronic conditions. A few examples enrich our think-
ing and highlight the need for multidisciplinary teams to
optimize the patient’s care pathway.

In cancer, Grunfeld et al. [29] conducted an RCT of 296
women with breast cancer to assess the effect on patient
satisfaction of transferring the primary responsibility
for follow-up of women with breast cancer in remis-
sion from hospital outpatient departments to general
practice. Breast cancer patients were more satisfied with
follow-up in general practice than in hospital outpatient
departments. This study shows that patients have a better
experience of their care, particularly at the psycho-social
level, when good communication is provided by health
professionals. They want to be more informed about their
disease and treatments and to be more involved in the
decision-making process. These results underline the fact
that quality information transmitted from specialised
oncology care centres to the GP can contribute to better
support for patients in their care and make them more
proactive in their management.

In other chronic conditions such as stroke, the system-
atic review by Mitchell et al. [30] included 18 papers and
aimed to assess the impact of coordinated multidiscipli-
nary care in primary care, represented by the provision
of formal care planning by primary care teams or shared
between primary and secondary teams, compared with
usual care for stroke patients. Multidisciplinary care
planning does not appear to clearly improve the care of
stroke patients, but it may have benefits, particularly in
terms of the division of tasks between primary and sec-
ondary care teams. Further studies on the impact of GPs’
active involvement in multidisciplinary care planning
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seem necessary as their role was poorly described in the
literature reviewed. By collecting GPs’ satisfaction with
the CREDO experimentation, our study allows us to
collect the coordination modalities desired by GPs and
could thus contribute to better involving them in the
patients’ care pathway.

Finally, if we extend the study to the context of pallia-
tive care, two studies provide food for thought. Quill and
Abernethy [31] described a model of coordinated pallia-
tive care in which the primary care physician could man-
age many palliative care problems, initiating a palliative
care consultation for more complex or refractory prob-
lems. By promoting communication and skill sharing
between primary care and specialist palliative care teams,
this model would allow easier access to specialist pallia-
tive care to address problems of physician demographics
and increased patient need due to longer life expectancy
and increased prevalence of chronic conditions.

A systematic review by Carmont et al. [32] included
17 articles to assess the effectiveness of interventions
designed to engage GPs and secondary specialist services
in integrated palliative care. They showed that sharing
care between GPs and specialist palliative care teams can
reduce hospital admissions and maintain patients’ func-
tional status. However, the effectiveness of integrated
palliative care models remains to be evaluated.

In the light of our results and the reflections in the lit-
erature on the topic of care coordination involving the
GP, certain developments of the experimental CREDO
system should be considered. For example, the telephone
call could be scheduled, by agreeing a telephone appoint-
ment with the GP. The information from the liaison sheet
could be included in the hospital discharge letters. At
present, GP . work in specialist cancer centres and often
have a second activity in primary care. This gives them
a comprehensive view of the cancer patient’s care path-
way. In addition, the fact that they are trained in oncol-
ogy makes them well suited to answering the questions
of the GPs ¢ concerning diagnosis, prognosis, the vari-
ous treatments and supportive care. However, there are
not enough GP_ . and their mission is broader than just
coordinating care for patients hospitalised in the active
phase of treatment. As the CREDO trial is financed by
the French Ministry of Health, we hope that the results
will enable a reflection about the effective and permanent
establishment of a physician dedicated to coordination
between general practice and hospital.

Conclusion

Our study assessed the satisfaction of referring GPs
with a system of direct coordination between hospital
and general practice for patients with metastatic cancer.
The CREDO trial is experimenting with a direct way of

Page 9 of 10

transmitting information between physicians. Our study
has shown that this strategy is feasible and well received
by GPs. However, it can only be carried out by the refer-
ring care centre and by a sufficiently trained professional.

Abbreviations
GP: General practitioner; GP ¢ Referring general practitioner,; GP,, . General
practitioner with specific skills in oncology.
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