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Canadian Institutes of Health Research, Methods: Patients with advanced cancer attending an oncology palliative care
Grant/Award Number: 152996 clinic (OPCC) completed a 25-item survey. Eligible patients had seen an FP
within 5years. Binary multivariable logistic regression analyses were conducted
to identify factors associated with (1) having seen an FP for palliative care within
6 months, and (2) having a scheduled/planned FP appointment.

Results: Of 258 patients, 35.2% (89/253) had seen an FP for palliative care within
the preceding 6 months, and 51.2% (130/254) had a scheduled/planned FP ap-
pointment. Shorter travel time to FP (odds ratio [OR] = 0.67, 95% confidence in-
terval [CI] = 0.48-0.93, p = 0.02), the FP having a 24-h support service (OR = 1.96,
95% CI = 1.02-3.76, p = 0.04), and a positive perception of FP's care (OR = 1.05,
95% CI = 1.01-1.09, p = 0.01) were associated with having seen the FP for pallia-
tive care. English as a first language (OR = 2.90, 95% CI = 1.04-8.11, p = 0.04) and

greater ease contacting FP after hours (OR = 1.33, 95% CI = 1.08-1.64, p = 0.008)
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1 | INTRODUCTION

Early outpatient palliative care improves quality of life,
symptom control, and satisfaction with care for patients
with advanced cancer.'™ While clinical trials of early
palliative care have predominantly examined specialized
palliative care interventions, it is increasingly recognized
that a sustainable model requires both generalist and spe-
cialist palliative care.* Family physicians (FPs) are ideally
positioned to provide basic palliative care, with special-
ized palliative care physicians providing care in more
complex situations.*” FPs have long-term relationships
with patients and their families, which enable continu-
ity of care and smooth transitions to end-of-life care and
facilitate provision of psychosocial support and eventual
bereavement care.®'* However, receiving oncological care
at a cancer center may supplant FPs' care provision.13 In
addition, an increasing number of cancer centers have
outpatient palliative care clinics, where patients receive
specialized symptom control, advance care planning, and
emotional support.'®* Although the intent of these clin-
ics is to provide specialized palliative care in collaboration
with FPs and oncologists,"” it is possible that longitudinal
follow-up in the outpatient palliative care clinic could
compromise the receipt of palliative care by FPs.

Factors that may facilitate or impede FP involvement
in palliative care for patients with advanced cancer can
be conceptualized using Andersen’'s Behavioral Model of
Health Services Use, which describes four main groups of
factors determining access to and use of healthcare ser-
vices.'®!” Predisposing factors include patient-related fac-
tors, such as demographic characteristics, that affect the
use of healthcare services. Enabling factors are conditions,
such as transportation and travel time, that facilitate or
impede use of services. Need factors include conditions
that reflect a requirement for medical treatment, such as
the diagnosis of a medical illness. Outcome factors include
patient-reported outcomes, such as symptom control and
satisfaction with care; these outcomes are influenced by

were positively associated, and female sex of patient (OR = 0.51, 95% CI = 0.30-
0.87, p = 0.01) and travel time to FP (OR = 0.66, 95% CI = 0.47-0.93, p = 0.02)
negatively associated with having a scheduled/planned FP appointment. Number
of OPCC visits was not associated with either outcome.

Conclusion: Most patients had not seen an FP for palliative care. Accessibility,
availability, and equity are important factors to consider when planning interven-
tions to encourage and facilitate access to FPs for palliative care.

cancer, cross-sectional survey, family physicians, palliative care, satisfaction with care

the predisposing, enabling and need factors and, in turn,
affect subsequent healthcare use.

Although the perspective of FPs on their role in pro-
viding cancer palliative care has been well described,'®*
research on patients’ perspectives of FP involvement in
their palliative care consists mostly of small qualitative
studies.” The aims of the present study were to describe
patient-reported involvement of FPs in their palliative
care and to identify factors associated with such involve-
ment among patients with advanced cancer referred to an
outpatient palliative care clinic.

2 | METHODS

2.1 | Participants

Participants were patients with cancer who were attend-
ing the Oncology Palliative Care Clinic (OPCC) of the
Princess Margaret Cancer Centre, a large integrated can-
cer treatment, teaching, and research center in Toronto,
Canada. The OPCC offers specialized palliative care ser-
vices to outpatients with cancer, receiving approximately
1500 new referrals annually.10 To avoid selection bias,
eligible patients were identified through screening of
daily clinic patient lists for the OPCC. Inclusion criteria
included attending the OPCC; age >18years; ability to un-
derstand English sufficiently to provide informed consent
and complete the study questionnaires; currently have, or
previously had, an FP in the 5years prior to recruitment;
and physical and cognitive capacities to participate, ac-
cording to their palliative care physician.

2.2 | Materials

Participants’ sociodemographic and medical character-
istics were extracted from their medical charts using
a chart review form developed for the study. A survey
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was developed to assess patients' perspectives of their
FPs' involvement in their care. The survey comprised 25
multi-component questions with a completion time of
approximately 20 minutes. Two categorical survey items
formed the two primary study outcomes: (1) having seen
the FP for palliative care services (symptom control, ad-
vance care planning, and emotional care for cancer) in the
last 6 months (versus >7 months or never); and (2) having
scheduled or planning to schedule an appointment with
the FP (versus not having scheduled and not planning to
schedule an appointment). Two questions addressed from
whom patients currently received and would prefer to re-
ceive various cancer and general medical services.

The remaining questions included items regarding pre-
disposing factors (e.g. patient demographics), enabling fac-
tors (e.g. length of time with FP, travel time to FP's office,
provision of home visits), and outcome factors (e.g. per-
ception of medical care). For perceptions of medical care
by the FP, seven survey items were rated from 0 (strongly
disagree) to 4 (strongly agree): satisfaction with the FP's
care; confidence in receiving the best care from the FP;
feeling that the FP's role in their care was clear; feeling
that the FP provided sufficient time to address their prob-
lems; feeling that the FP knew them as a person; receipt
of prompt care from their FP; and availability of the FP
for desired services. Given the mostly high intercorrela-
tions among these seven items (Spearman’s p = 0.46-0.87)
and high internal consistency (Cronbach's a = 0.92), their
ratings were summed to create a total score reflecting pa-
tients' perception of medical care for use in analyses. An
additional item—feeling that it was easy to reach the FP
or their team after hours—was included separately to re-
flect a specific, important aspect of palliative care and was
rated on the same 0 to 4 scale.””*® This item demonstrated
lower correlations with the seven perceptions of medical
care items (Spearman's p = 0.19-0.39).

Additional outcome factors, which could also be con-
ceptualized as need factors, were the Patient-Reported
Functional Status (PRFS) measure, a validated adaptation
of the clinician-rated ECOG* and the Revised Edmonton
Symptom Assessment System-CS (ESASr-CS) scale. The
latter scale measures the severity of 11 common cancer
symptoms: pain, tiredness, drowsiness, nausea, appetite,
shortness of breath, depression, anxiety, well-being, con-
stipation, and sleep.”® Average severity of each symptom
over the last 24 h was rated from 0 (best) to 10 (worst). A
total summed score was calculated, as well as a physical
subscale (pain, tiredness, drowsiness, nausea, appetite,
shortness of breath, constipation, and sleep) and an emo-
tional subscale (depression and anxiety). A chart review
was conducted to abstract additional need factors includ-
ing cancer diagnosis and number of previous visits to the
OPCC.
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2.3 | Procedure

The study received approval from the University Health
Network Research Ethics Board (REB #16-5061-CE).
Participant recruitment in the OPCC was conducted be-
tween May 2016 and August 2018. Study staff approached
the attending physicians or nurses to confirm eligible pa-
tients' physical and cognitive abilities to participate and
then approached patients about participating in the study.
After receiving information about the study, patients will-
ing to participate provided written informed consent.
They either completed the survey immediately or took it
home to complete and return by mail using a provided ad-
dressed, stamped envelope.

2.4 | Statistical methodology

The target sample size was 250 participants. Based on our
clinical experience with the study population, we esti-
mated that 25% of patients would have seen a FP for pal-
liative care in the last 6 months; thus, with 250 patients,
we would estimate that about 63 participants (250 x 25%)
would have seen their family physician for palliative care
in the last 6 months. Given the minimal number of events
per predictor variable (EPV) of >10 that would result in
valid regression coefficients,” we would be able to accom-
modate five to six variables in a multivariate logistic re-
gression analysis.

Descriptive statistics were used for patients’ demo-
graphic and medical characteristics and the characteristics
of their FP and their care services. Comparisons of groups
within each outcome on patients’ demographic and med-
ical characteristics were conducted using chi-square tests,
Cochran-Armitage trend test, and t-tests. Univariable
binary logistic regression was used to determine the re-
lationship between positive perception of medical care
and each outcome; this was done for the seven perception
items individually and for the single score reflecting over-
all perception of the FP's medical care.

Binary logistic regression analyses were conducted
to identify factors associated with the two outcomes.
Candidate factors included the following variables from
the survey, classified according to Andersen’s model'®'":
(1) predisposing patient factors: age, sex, marital status,
ethnic background, first language, and education level;
(2) enabling factors: duration of relationship with the
FP, travel time to FP's office, provision of home visits
during or after office hours, provision of 24-h telephone
support, and ease of reaching the FP after hours; (3)
need factors: time since diagnosis, current oncology
treatment, and number of previous OPCC visits; and
(4) outcome factors: symptom severity (ESASr-CS total
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and physical and emotional subscales), perception of
medical care total score, and PRFS rating. Factors that
were associated with each outcome at p <0.25 were en-
tered into the respective stepwise selection procedures;
factors with p <0.05 were retained in the multivariable
logistic regression model. Odds ratios (OR) and 95%
confidence intervals (CI) for significant factors were re-
ported. Analyses were performed on all available data
and conducted using SPSS version 25 and SAS version
9.4. The significance level was set to 0.05.

3 | RESULTS

3.1 | Participant characteristics

A total of 832 patients were screened. Of these, 289
(34.7%) were ineligible (169 [20.3%] had a language bar-
rier, 55 [6.6%] were too ill to approach, 23 [2.8%] had a
cognitive deficit, 17 [2.0%] had no FP, and, for 25 [3.0%],
clinicians asked that patients not be approached). The
remaining 543 eligible patients (65.3%) were approached
at least once. Of these, 280 (51.6%) declined participa-
tion (150 [27.6%] were not interested, 80 [14.7%] felt the
study would take too much time or be burdensome, 44
[8.1%] were not feeling well, and 6 [1.1%] expressed dis-
satisfaction with their FP). The remaining 263 (48.4%)
consented to the study, and 258 (47.5%) completed the
survey.

Of those who responded, 89/253 (35.2%; five missing
responses) reported having seen their FP for palliative
care in the last 6 months, whereas 130/254 (51.2%; four
missing responses) had scheduled or planned to sched-
ule an appointment with their FP. Table 1 summarizes
the demographic and medical characteristics of the 258
participants by each of these two outcomes. There were
no significant differences in demographic or medical
characteristics between those who had or had not seen
their FP for palliative care within the last 6 months.
Participants who had a scheduled or planned appoint-
ment with the FP were less likely to be female (p = 0.02)
and more likely to speak English as a first language
(p = 0.02) than those who did not have a scheduled or
planned appointment.

Table 2 summarizes enabling factors for patients' visits
to the FP. More than 60% of patients indicated that they
had been with their FP for more than 5years, and almost
half for more than 10years. Few patients indicated that
their FP offered home visits during (23/256, 9.0%) or after
office hours (21/255, 8.2%) or 24-h telephone support ser-
vices (54/255, 21.2%). The majority (147/246, 59.8%) dis-
agreed or strongly disagreed that it was easy to reach their
FP or the FP's team after hours.

3.2 | Current and preferred providers of
medical care

Table 3 identifies the different clinicians currently in-
volved in provision of non-cancer and cancer-related
medical care and patients' preferences for providers of
such care. FPs were the main providers of non-cancer re-
lated acute care (193/254, 76.0%) and non-cancer chronic
medical management (176/254, 69.3%) and were also
the preferred healthcare providers for both types of care
(218/252, 86.5%, and 221/253, 87.4%, respectively). In
contrast, few FPs were involved in cancer-related care,
including coordination of cancer care and pain and symp-
tom management for cancer and cancer treatments (0.8%—
2.0%), nor were they the preferred providers for such care
(2.0%-4.1%). Rather, palliative care clinicians tended to
be the actual and preferred providers of cancer-related
pain and symptom management, whereas oncologists
were most commonly the actual and preferred providers
of care for cancer treatment-related symptoms. Few pa-
tients indicated that FPs provided psychosocial palliative
care services, including emotional care, advance care di-
rectives, support for caregivers and family members, and
arrangement of home-care services (2.8%-6.0%), although
a somewhat larger proportion of patients preferred FPs to
provide such care (12.6%-27.6%). Compared to FPs and
oncologists, the largest proportions of patients reported
that palliative care clinicians were their actual (10.7%-
29.6%) and preferred (57.8%-68.9%) providers of psycho-
social care.

3.3 | Perception of FP's medical care by
previous and planned visits to the FP

Table 4 summarizes the number of participants who
agreed or strongly agreed with statements of positive
perceptions of care received from their FP. Patients were
most likely to endorse the item “knows me as a person”
and least likely to endorse the item “able to provide the
time I need to address all of my problems.” Almost all
statements were more likely to be endorsed by those
who had visited their FP for palliative care in the past
6months than by those who had not. Feeling that the
FP provided sufficient time to address problems was
the only statement that was significantly more likely to
be endorsed by those who had a scheduled or planned
appointment with their FP than by those who did not
(OR=1.29,95% CI=1.07-1.55, p = 0.01). The total score,
reflecting positive perceptions of overall medical care,
was significantly associated with both having visited the
FP for palliative care in the last 6 months (OR = 1.06,
95% CI = 1.02-1.11, p = 0.002) and having a scheduled
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TABLE 1 Patients' characteristics by previous and planned family physician visits

Visited family physician for Scheduled/plan to schedule
palliative care in last 6 months appointment with family physician
(N =253), n (%) (N = 254), n (%)

Total sample

Characteristics (N = 258), n (%) Yes, n = 89 No, n = 164 P Yes, n =130 No, n =124 P

Age, mean years (SD) 59.59 (12.2) 59.5 (11.6) 59.5(12.5) 1.00  59.9(12.5) 59.2 (12.0) 0.65

Sex 0.26 0.02
Female 143 (55.4) 45 (50.6) 95 (57.9) 62 (47.7) 78 (62.9)

Male 115 (44.6) 44 (49.4) 69 (42.1) 68 (52.3) 46 (37.1)

Marital status 0.87 0.87
Married/common-law 161 (62.9) 56 (63.6) 102 (62.6) 82 (63.6) 77 (62.6)

Other 95(37.1) 32(36.4) 61 (37.4) 47 (36.4) 46 (37.4)

Ethnic background 0.87 0.06
European 177 (68.6) 61 (68.5) 114 (69.5) 97 (74.6) 79 (63.7)

Other 81 (31.4) 28 (31.5) 50 (30.5) 33(25.4) 45 (36.3)

First language 0.90 0.02
English 235(91.1) 81(91.0) 150 (91.5) 124 (95.4) 108 (87.1)

Other 23(8.9) 8(9.0) 14 (8.5) 6(4.6) 16 (12.9)

Education 0.48 0.61
<High school 68 (26.4) 25(28.1) 42 (25.6) 35(26.9) 32(25.8)
Trades/college 58 (22.5) 23 (25.8) 34 (20.7) 32 (24.6) 25 (20.2)

University 132 (51.2) 41 (46.1) 88 (53.7) 63 (48.5) 67 (54.0)

Cancer site 0.62 0.41
Breast 31(12.0) 10 (11.2) 21 (12.8) 15(11.5) 16 (12.9)
Gastrointestinal 66 (25.6) 26(29.2) 39(23.8) 32(24.6) 33(26.6)
Genitourinary 37(14.3) 12(13.5) 24 (14.6) 24 (18.5) 13 (10.5)
Gynecologic 28 (10.9) 12 (13.5) 16 (9.8) 10 (7.7) 18 (14.5)

Head and neck 21 (8.1) 8(9.0) 12(7.3) 10 (7.7) 10 (8.1)
Lung 37(14.3) 13 (14.6) 24 (14.6) 21 (16.2) 16 (12.9)
Other 38(14.7) 8(9.0) 28(17.1) 18 (13.8) 18 (14.5)

Time since diagnosis, 4.06 (5.0) 3.73 (4.3) 4.33(5.4) 0.37 4.10 (4.9) 4.08 (5.2) 0.98

mean years (SD)

Active cancer treatment 0.79 0.25
Yes 162 (62.8) 56 (62.9) 106 (64.6) 78 (60.0) 83 (66.9)

No 96 (37.2) 33(37.1) 58 (35.4) 52 (40.0) 41 (33.1)
ESASr-CS symptoms,
mean (SD)
Total score 30.90 (17.37) 31.81 (17.54) 30.73(17.49) 054  30.17 (18.07) 31.40(16.72)  0.58
Physical subscale 22.37 (12.94) 23.02 (12.69) 21.98 (13.20) 0.55 21.70 (13.21) 22.90 (12.71) 0.47
Emotional subscale 4.73 (4.62) 4.81 (4.83) 4.69 (4.56) 0.85  4.90(4.86) 4.45 (4.39) 0.45

PRFS 0.41 0.72

0 19 (7.9) 2(0.4) 17 (11.2) 8 (6.6) 10 (8.7)
1 134 (55.8) 50 (60.2) 81 (53.3) 72 (59.5) 60 (52.2)
2 53(22.1) 20 (24.1) 32(21.1) 24(19.8) 28 (24.4)

3-4 34(14.2) 11 (13.3) 22(14.5) 17 (14.1) 17 (14.8)

(Continues)
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TABLE 1 (Continued)

Visited family physician for
palliative care in last 6 months
(N = 253), n (%)

Scheduled/plan to schedule
appointment with family physician
(N = 254), n (%)

Total sample
Characteristics (N = 258), n (%) Yes, n = 89
Number of palliative care
visits

0 26 (10.1) 11 (12.4)

1 62 (24.0) 23(25.8)

2-3 74 (28.7) 29 (32.6)

>4 96 (37.2) 26(29.2)

No, n = 164 P Yes, n =130 No, n =124 P
0.09 0.20

15(9.1) 12(9.2) 14 (11.3)

38(23.2) 30(23.1) 31(25.0)

41 (25.0) 33(25.4) 39 (31.5)

70 (42.7) 55 (42.3) 40 (32.3)

Note: Five participants did not have a rating for the “visited family physician for palliative care in last 6 months” outcome, and four did not have a rating for the
“scheduled/plan to schedule appointment with family physician” outcome. Additional missing characteristic data for “visited family physician for palliative
care in last 6 months” outcome: for marital status, 1 “yes” and 1 “no” participant; for ESASr-CS total, 3 “yes” and 9 “no” participants; for ESASr-CS physical,

3 “yes” and 9 “no” participants; for ESASr-CS emotional, 5 “yes” and 10 “no” participants; and for PRFS, 6 “yes” and 12 “no” participants. Additional missing
characteristic data for “scheduled/plan to schedule appointment with family physician” outcome: for marital status, 1 “yes” and 1 “no” participant; ESASr-CS
total, 6 “yes” and 7 “no” participants; for ESASr-CS physical, 6 “yes” and 7 “no” participants; for ESASr-CS emotional, 8 “yes” and 8 “no” participants; and for

PRFS, 9 “yes” and 9 “no” participants.

Abbreviations: ESASr-CS, Edmonton Symptom Assessment System-revised plus constipation and sleep; PRFS, Patient-Reported Functional Status rating; SD,

standard deviation.

or planned appointment with the FP (OR = 1.03, 95%
CI = 1.00-1.07, p = 0.049).

3.4 | Multivariable factors associated
with previous and planned visits to the FP

Results of the multivariable analyses are shown in Table 5.
Three FP factors remained negatively or positively as-
sociated with having visited the FP for palliative care in
the past 6 months: travel time to the FP (OR = 0.67, 95%
CI = 0.48-0.93, p = 0.02), indicating that the FP offers
24-h telephone support (OR = 1.96, 95% CI = 1.02-3.76,
p = 0.04), and better perceived care by the FP (OR = 1.05,
95% CI = 1.01-1.09, p = 0.01).

The following variables were negatively or posi-
tively associated with having a scheduled appointment
with the FP: female sex (OR = 0.51, 95% CI = 0.30-
0.87, p = 0.01), English as first language (OR = 2.90,
95% CI = 1.04-8.11, p = 0.04), travel time to the FP
(OR = 0.66, 95% CI = 0.47-0.93, p = 0.02), and ease of
reaching the FP after hours (OR = 1.33, 95% CI = 1.08-
1.64, p = 0.008).

4 | DISCUSSION

In our study, approximately one-third of patients had
seen their FP for palliative care in the last 6 months,
and half had a scheduled or planned FP's appointment.
Enabling factors associated with having visited FPs for
palliative care or with having a scheduled or planned

appointment included shorter travel time to FPs, 24-h
telephone support services, and ease of reaching FPs
after hours. In addition, a positive perception of the FP's
care was associated with having seen the FP for pallia-
tive care in the last 6 months. Female patient sex was
negatively associated, and English as a first language
was positively associated, with having scheduled or
planning to schedule a FP visit. The number of previous
visits to the palliative care clinic was not associated with
either outcome.

The majority of participants indicated that their FPs
knew them well and expressed general satisfaction with
the FP's care. However, there was less endorsement of
adequate time to address problems and of confidence in
receiving the best care possible. Moreover, few patients
indicated that FPs provided palliative care services such
as cancer-related symptom management, emotional
care, discussions of advance care directives, support for
caregivers and family, and provision or arrangement of
home care.®*'* FPs have reported barriers to providing
palliative care, including insufficient time?*?*: lack of
resources including education and training in palliative
care22’24; poor integration and communication with other
healthcare providers; and ambiguity about their role in
end-of-life care.'>*** Given that FPs' involvement in
palliative care may enable holistic care, decrease emer-
gency room visits, and increase the likelihood of dying at
home,"**? additional supports and resources are needed
to enable this involvement. These could include training
and education, better integration and communication
with hospital-based services, and compensation for care
provision.>**
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TABLE 2 Enabling factors for visits to family physician

Total
(N =258), n

Characteristics (%)
Length of time with family physician

<1 year 30(11.7)

1-5years 65 (25.3)

6-10years 42 (16.3)

>10years 120 (46.7)
Travel time to family physician

<10 min 75 (29.2)

11-30 min 112 (43.6)

31-60 min 58 (22.6)

>1h 12 (4.7)
Home visits during office hours

Yes 23(9.0)

No/do not know 233 (91.0)
Home visits after office hours

Yes 21(8.2)

No/do not know 234 (91.8)
24-h telephone support service

Yes 54 (21.2)

No/do not know 201 (78.8)
Easy to reach family physician's team after hours

0 (strongly disagree) 70 (28.5)

1 77 (31.3)

2 43 (17.5)

3 30(12.2)

4 (strongly agree) 26 (10.6)

Note: Missing data: for length of time with family physical and for travel
time, 1 participant; for home visits during office hours, 2 participants; for
home visits after office hours, 3 participants; for 24-h telephone support, 3
participants; and for “easy to reach family physician,” 12 participants.

Enabling factors, including shorter travel time to the
FP's office, availability of 24-h telephone support, and
after-hours services, were associated with previous vis-
its to the FP for palliative care and/or with planned FP
visits. Ease of access to FPs is particularly important
for patients with advanced cancer, for whom fatigue is
a prominent sympt0m33"35 and whose condition may
worsen unexpectedly. FPs' provision of after-hours care
was similarly deemed important in a survey of patients
attending a radiation oncology clinic.?® Group practices,
out-of-hours cooperatives, and better remuneration for
after-hours care may facilitate FPs' provision of 24-h
care.*?’

Additional factors were associated with both out-
comes. Female patients were less likely to have a
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planned appointment with FPs, which suggests that
they were more likely to seek care exclusively from the
palliative care team. Indeed, previous research demon-
strated that female patients are more likely to know
about and receive palliative care.’®* English as a first
language was also positively associated with having a
scheduled or planned FP appointment. Canadian pa-
tients have reported lower rates of same-day response
from their family physicians if their first language is
neither English nor French (the official Canadian lan-
guages).”’ Extending telephone translation services
that are available in many hospitals (including Princess
Margaret Cancer Centre) to primary care settings would
promote equitable access to primary care. Lastly, having
seen FPs for palliative care services in the last 6 months
was associated with a positive perception of FPs' care,
with sufficient time to address patients' problems and
clarity of the FP's role being deemed particularly im-
portant. Although providing sufficient time for consul-
tations may be challenging in a busy family practice,”’
patients with advanced cancer value patient-led, un-
hurried palliative care visits.">*' Role clarity of the FP
in this regard may be increased by patient education to
explain the relevance and value of their FP as an active
provider of palliative care.

The observed importance of enabling and predispos-
ing factors is relevant for models of integration of primary
care into models of comprehensive, coordinated palliative
care.*” Patients with advanced disease desire continuous
care that is accessible and close to home, and FPs are well
placed to meet such needs."* Integrated care pathways and
ways to redress challenges FPs face in providing palliative
care have been advanced but must be enacted concur-
rently with patient education about the role of FPs in pal-
liative care.

A limitation of this study is that all participants were
attending an outpatient palliative care clinic and that only
10% of participants were attending the clinic for the first
time. Although the number of previous visits to the palli-
ative care clinic was not associated with either outcome
in the regression analyses, comparative studies with pa-
tients who have not been referred to a specialty palliative
care clinic care would be informative. However, that most
patients were acquainted with a specialty palliative care
service was also a strength, as their understanding of pal-
liative care may have helped them to determine whether
they would like to receive these services from their FP.
Although patients had advanced disease and were re-
ceiving palliative care, they reported relatively low symp-
tom burden; findings may not generalize to patients with
worse symptom severity. Generalizability may also be lim-
ited due to the inclusion criterion of English fluency.
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TABLE 3 Current and preferred providers for different types of medical care

Medical care providers, n (%)

Type of medical Family Palliative care =~ Oncologist/oncology Other healthcare Do not receive
care doctor team team provider® this care®
Non-cancer related care (e.g., common cold, flu)

Receive 193 (76.0) 2(0.8) 9 (3.5) 10 (3.9) 40 (15.7)

Prefer to receive 218 (86.5) 18(7.1) 16 (6.3) — —
Non-cancer chronic medical management (e.g., high blood pressure)

Receive 176 (69.3) 3(1.2) 8(3.1) 20 (7.9) 47 (18.5)

Prefer to receive 221 (87.4) 19 (7.5) 13(5.1) — —
Coordination of cancer care

Receive 5(2.0) 34(13.9) 193 (79.1) 4(1.6) 8(3.3)

Prefer to receive 10 (4.1) 54 (22.2) 179 (73.7) — —
Pain management for cancer

Receive 3(1.2) 197 (78.5) 25 (10.0) 1(0.4) 25(10.0)

Prefer to receive 5(2.0) 213 (84.9) 33(13.1) — —
Symptom management related to treatment for cancer (e.g., nausea from chemotherapy or radiation)

Receive 2(0.8) 71 (29.0) 140 (57.1) 5(2.0) 27 (11.0)

Prefer to receive 5(2.0) 107 (43.3) 135 (54.7) — —
Symptom management for cancer (e.g., nausea, constipation, shortness of breath)

Receive 5(2.0) 111 (44.6) 106 (42.6) 6 (2.4) 21 (8.4)

Prefer to receive 6(2.5) 130 (53.3) 108 (44.3) — —
Emotional care related to my cancer (e.g., for anxiety, sadness)

Receive 15(6.0) 41 (16.4) 9(3.6) 61 (24.4) 124 (49.6)

Prefer to receive 64 (27.6) 134 (57.8) 34 (14.7) — —
Advance care directives support (planning for the future in case you are no longer able to make decisions for yourself)

Receive 8(3.2) 74 (29.6) 4(1.6) 15 (6.0) 149 (59.6)

Prefer to receive 41(17.2) 164 (68.9) 33(13.9) — —
Providing support for your caregiver/family

Receive 10 (4.0) 27(10.7) 7(2.8) 19(7.5) 189 (75.0)

Prefer to receive 50 (21.8) 145 (63.3) 34 (14.8) — —
Arranging home care and related services (e.g., community care access center)

Receive 7(2.8) 49 (19.8) 46 (18.6) 30 (12.1) 115 (46.6)

Prefer to receive 30 (12.6) 154 (64.7) 54 (22.7) — —

 Response options provided only for “Receive.” Number of participants who did not indicate a medical care provider: for non-cancer related care, 4 “receive”
and 6 “prefer” participants; for non-cancer medical management, 4 “receive” and 5 “prefer” participants; for coordination of cancer care, 14 “receive” and 15
“prefer” participants; for pain management for cancer, 7 “receive” and 7 “prefer” participants; for symptom management (cancer treatment), 13 “receive” and
11 “prefer” participants; for symptom management (cancer symptoms), 9 “receive” and 14 “prefer” participants; for emotional care, 8 “receive” and 26 “prefer”
participants; for advance care directions, 8 “receive” and 20 “prefer” participants; for caregiver/family support, 6 “receive” and 29 “prefer” participants; and for

home care arrangements, 11 “receive” and 20 “prefer” participants.

In conclusion, the present study identified enabling
factors reflecting ease of access to FPs, predisposing fac-
tors of sex and English as the first language, and positive
perceptions of FPs' care as correlates of having received
palliative care services from FPs or having a planned or
scheduled FP appointment. Further research should in-
vestigate interventions to promote FP-provided palliative
care.
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TABLE 5 Multivariable factors associated with previous and planned visits to family physician

Visited family physician for palliative
care in last 6 months

Scheduled/plan to schedule
appointment with family physician

Factors OR 95% CI P OR 95% CI P
Patient sex, female — — — 0.51 0.30-0.87 0.01
First language, English — — — 2.90 1.04-8.11 0.04
Travel time to family physician 0.67 0.48-0.93 0.02 0.66 0.47-0.93 0.02
24-h telephone support service, yes 1.96 1.02-3.76 0.04 — — —
Easy to reach family physician after hours  — — — 1.33 1.08-1.64 0.008
Perception of medical care, total score 1.05 1.01-1.09 0.01 — — —

Note: Factors with p <0.05 were retained in the multivariable model. Univariable factors meeting the p <0.25 selection criterion for inclusion in the

multivariable analyses for “visited family physician for palliative care in last 6 months” were: travel time to family physician (OR = 0.66 [95% CI = 0.48-0.92]),
24-h telephone support service (OR = 2.43 [95% CI = 1.30-4.52]), number of palliative care visits (OR = 0.80 [95% CI = 0.62-1.04]), “easy to reach family
physician after hours” (OR = 1.27 [95% CI = 1.04-1.56]), and perception of medical care (OR = 1.06 [95% CI = 1.02-1.11]). Univariable factors meeting the
p<0.25 criterion for inclusion in the multivariable analyses for “scheduled/plan to schedule appointment with family physician” were: sex (female) (OR = 0.54
[95% CI = 0.33-0.89]), European ethnicity (OR = 1.67 [95% CI = 0.98-2.87]), first language English (OR = 3.06 [95% CI = 1.16-8.10]), travel time to family
physician (OR = 0.68 [95% CI = 0.50-0.92]), home visits after office hours (OR = 2.05[95% CI = 0.80-5.27]), 24-h telephone support service (OR = 1.77 [95%
CI = 0.95-3.29]), number of palliative care visits (OR = 1.17 [95% CI = 0.92-1.50]), “easy to reach family physician after hours” (OR = 1.40 [95% CI = 1.14-

1.71]), and perception of medical care (OR = 1.03 [95% CI = 1.00-1.07]).

Abbreviations: CI, confidence intervals; OR, odds ratios.

and editing (equal). Nadia Swami: Investigation
(equal); project administration (supporting); writ-
ing - review and editing (equal). Breffni Hannon:
Investigation (equal); writing - review and editing
(equal). Jenny Lau: Investigation (equal); writing -
review and editing (equal). Ernie Mak: Investigation
(equal); writing — review and editing (equal). Ahmed
Al-Awamer: Investigation (equal); writing — review
and editing (equal). Subrata Banerjee: Investigation
(equal); writing — review and editing (equal). Laura A.
Dawson: Investigation (equal); methodology (equal);
writing - review and editing (equal). Amna Husain:
Investigation (equal); methodology (equal); writing —
review and editing (equal). Gary Rodin: Investigation
(equal); methodology (equal); writing - review and
editing (equal). Lisa W. Le: Conceptualization (equal);
formal analysis (equal); methodology (equal); writing
- review and editing (equal). Camilla Zimmermann:
Conceptualization (equal); investigation (equal); meth-
odology (equal); writing - original draft (equal); writing
- review and editing (equal).

ACKNOWLEDGMENTS

Camilla Zimmermann is supported by the Harold and
Shirley Lederman Chair in Psychosocial Oncology and
Palliative Care, a joint Chair among the University of
Toronto, Princess Margaret Cancer Centre/University
Health Network and the Princess Margaret Cancer
Foundation. The authors thank the patients who par-
ticipated in this study, as well as Sarah Wise and Taylor
Mehta for their assistance with recruitment of patients
and data collection and entry.

FUNDING INFORMATION

This study was funded by the Canadian Institutes of
Health Research (Grant No. 152996 to Dr. Zimmermann).
The funding body had no role in the design of the study,
collection, analysis, and interpretation of data or in writ-
ing the manuscript.

CONFLICT OF INTEREST
We declare that we have no competing conflicts of interest.

DATA AVAILABILITY STATEMENT

The data that support the findings of this study are avail-
able from the corresponding author upon reasonable
request.

ETHICS APPROVAL STATEMENT

This study was conducted in line with the principles of
the Declaration of Helsinki. Approval was granted by the
University Health Network Research Ethics Board (REB
#16-5061-CE).

ORCID

Kenneth Mah © https://orcid.org/0000-0001-8920-5253
Breffni Hannon © https://orcid.org/0000-0002-0881-555X
Jenny Lau @ https://orcid.org/0000-0003-0947-7334
Ahmed al-Awamer © https://orcid.
org/0000-0003-2839-7460

Laura A. Dawson (© https://orcid.
org/0000-0002-9068-6872

Gary Rodin (@ https://orcid.org/0000-0002-6626-6974
Camilla Zimmermann © https://orcid.
org/0000-0003-4889-0244


https://orcid.org/0000-0001-8920-5253
https://orcid.org/0000-0001-8920-5253
https://orcid.org/0000-0002-0881-555X
https://orcid.org/0000-0002-0881-555X
https://orcid.org/0000-0003-0947-7334
https://orcid.org/0000-0003-0947-7334
https://orcid.org/0000-0003-2839-7460
https://orcid.org/0000-0003-2839-7460
https://orcid.org/0000-0003-2839-7460
https://orcid.org/0000-0002-9068-6872
https://orcid.org/0000-0002-9068-6872
https://orcid.org/0000-0002-9068-6872
https://orcid.org/0000-0002-6626-6974
https://orcid.org/0000-0002-6626-6974
https://orcid.org/0000-0003-4889-0244
https://orcid.org/0000-0003-4889-0244
https://orcid.org/0000-0003-4889-0244

MOON ET AL.

REFERENCES

1.

10.

11.

12.

13.

14.

15.

16.

Zimmermann C, Swami N, Krzyzanowska M, et al. Early
palliative care for patients with advanced cancer: a cluster-
randomised controlled trial. Lancet. 2014;383(9930):1721-1730.
doi:10.1016/S0140-6736(13)62416-2

Temel JS, Greer JA, Muzikansky A, et al. Early palliative care
for patients with metastatic non-small-cell lung cancer. N Engl
J Med. 2010;363(8):733-742.

Bakitas M, Lyons KD, Hegel MT, et al. Effects of a palliative
care intervention on clinical outcomes in patients with ad-
vanced cancer: the Project ENABLE II randomized controlled
trial. JAMA. 2009;302(7):741-749. doi:10.1001/jama.2009.1198
Quill TE, Abernethy AP. Generalist plus specialist pallia-
tive care—creating a more sustainable model. N Engl J Med.
2013;368:1173-1175. d0i:10.1056/NEJMp1215620

McCallan T, Daudt H. Engaging family physicians in the provi-
sion of pallative and end-of-life care: can we do better? Palliat
Med Rep. 2021;2(1):207-211. doi:10.1089/pmr.2021.0021

Shadd J, Burge F, Stajduhar K, Cohen S, Kelley M, Pesut B.
Defining and measuring a palliative approach in primary care.
Can Fam Physician. 2013;59(11):1149-1150.

Murray SA, Boyd K, Sheikh A, Thomas K, Higginson I.
Developing primary palliative care. BMJ. 2004;329:1056-
1057. Accessed April 5, 2017. http://www.bmj.com/conte
nt/329/7474/1056

Mitchell S, Tan A, Moine S, Dale J, Murray SA. Primary pal-
liative care needs urgent attention. BMJ. 2019;365:1827.
doi:10.1136/bm;j.11827

Masel EK, Kitta A, Huber P, et al. What makes a good palli-
ative care physician? A qualitative study about the patient's
expectations and needs when being admitted to a palliative
care unit. PLoS One. 2016;11(7):¢0158830. d0i:10.1371/journal.
pone.0158830

Hannon B, Swami N, Pope A, et al. The oncology pallia-
tive care clinic at the Princess Margaret Cancer Centre: an
early intervention model for patients with advanced cancer.
Support Care Cancer. 2015;23(4):1073-1080. doi:10.1007/
$s00520-014-2460-4

Seamark D, Blake S, Brearley SG, et al. Dying at home: a qual-
itative study of family carers’ views of support provided by
GPs community staff. Br J Gen Pract. 2014;64(629):e796-e803.
doi:10.3399/bjgp14X682885

Ramanayake RPJ, Dilanka GV, Premarsiri LWS. Palliative care;
role of family physicians. J Fam Med Prim Care. 2016;5(2):234-
237.d0i:10.4103/2249-4863.192356

Rubin G, Hunter D, Earle C, et al. The expanding role of pri-
mary care in cancer control. Lancet Oncol. 2015;16(16):1231-
1272. d0i:10.1016/S1470-2045(15)00205-3

Hui D, Elsayem A, De La Cruz M, et al. Availability and in-
tegration of palliative care at US cancer centers. JAMA.
2010;303(11):1054-1061. doi:10.1001/JAMA.2010.258
Zimmermann C, Ryan S, Hannon B, et al. Team-based out-
patient early palliative care: a complex cancer intervention.
BMJ Support Palliat Care. 2019;12:bmjspcare-2019-001903.
doi:10.1136/BMJSPCARE-2019-001903

Andersen R, Davidson P. Improving access to care in America:
individual and contextual indicators. In: Anderson R, Rice T,
Kominkski J, eds. Changing the U.S. Health Care System: Key

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

.. 6223
Cancer Medicine “WI LEYJ—

Open Access.

Issues in Health Services Policy and Management. Jossey-Bass;
2007:3-31.

Andersen R. National health surveys and the behavioral model
of health services use. Med Care. 2008;46(7):647-653.

Howard M, Bernard C, Klein D, et al. Barriers to and enablers of
advance care planning with patients in primary care. Can Fam
Physician. 2018;64(4):e190-e198.

Le B, Eastman P, Vij S, McCormack F, Duong C, Philip J.
Palliative care in general practice: GP integration in car-
ing for patients with advanced cancer. Aust Fam Physician.
2017;46(1/2):51-55.

Mahtani R, Kurahashi AM, Buchman S, Webster F, Husain A,
Goldman R. Are family medicine residents adequately trained to
deliver palliative care? Can Fam Physician. 2015;61:e577-e582.
Accessed July 20, 2017. https://www.ncbi.nlm.nih.gov/pmc/
articles/PMC4677961/pdf/061e577.pdf

Mitchell GK, Burridge LH, Colquist SP, Love A. General
practitioners’ perceptions of their role in cancer care and fac-
tors which influence this role. Health Soc Care Community.
2012;20(6):607-616. doi:10.1111/§.1365-2524.2012.01075.x
Brazil K, Sussman J, Bainbridge D, Whelan T. Who is responsi-
ble? The role of family physicians in the provision of support-
ive cancer care. J Oncol Pract. 2010;6(1):19-24. do0i:10.1200/
JOP.091060

Anvik T, Holtedahl KA, Mikalsen H. “When patients have can-
cer, they stop seeing me”—the role of the general practitioner
in early follow-up of patients with cancer—a qualitative study.
BMC Fam Pract. 2006;7(19). doi:10.1186/1471-2296-7-19
Ledeboer QCP, Van Der Velden L-A, De Boer MF, Feenstra L,
Pruyn JFA. Palliative care for head and neck cancer patients
in general practice. Acta Otolaryngol. 2006;126(9):975-980.
doi:10.1080/00016480600606764

Crawford ED, Bennett CL, Stone NN, et al. Comparison of per-
spectives on prostate cancer: analyses of survey data. Urology.
1997;50(3):366-372. d0i:10.1016/S0090-4295(97)00254-9
Johnson E, McVey P, Rhee J, et al. General practice palliative
care: Patient and carer expectations, advance care plans and
place of death—a systematic review. BMJ Support Palliat Care.
2018;25. doi:10.1136/bmjspcare-2018-001549

Hoexum M, Bosveld H, Schuling J, Berendsen A. Out-of-hours
medical care for terminally ill patients: a survey of availabil-
ity and preferences of general practitioners. Palliat Med.
2012;26(8):986-993.

Fisher R, Lasserson D, Hayward G. Out-of-hours primary
care use at the end of life: a descriptive study. Br J Gen Pract.
2016;66(650):e654-e660.

Popovic G, Harhara T, Pope A, et al. Patient-reported func-
tional status in outpatients with advanced cancer: correlation
with physician-reported scores and survival. J Pain Symptom
Manage. 2018;55(6):1500-1508.

Hannon B, Dyck M, Pope A, et al. Modified Edmonton
Symptom Assessment System including constipation
and sleep: validation in outpatients with cancer. J Pain
Symptom  Manage.  2015;49(5):945-952.  d0i:10.1016/].
jpainsymman.2014.10.013

Peduzzi P, Concato J, Kemper E, Holdford TR, Feinstein AR. A
simulation study of the number of events per variable in logis-
tic regression analysis. J Clin Epidemiol. 1996;49(12):1373-1379.
doi:10.1016/s0895-4356(96)00236-3


https://doi.org//10.1016/S0140-6736(13)62416-2
https://doi.org//10.1001/jama.2009.1198
https://doi.org//10.1056/NEJMp1215620
https://doi.org//10.1089/pmr.2021.0021
http://www.bmj.com/content/329/7474/1056
http://www.bmj.com/content/329/7474/1056
https://doi.org//10.1136/bmj.l1827
https://doi.org//10.1371/journal.pone.0158830
https://doi.org//10.1371/journal.pone.0158830
https://doi.org//10.1007/s00520-014-2460-4
https://doi.org//10.1007/s00520-014-2460-4
https://doi.org//10.3399/bjgp14X682885
https://doi.org//10.4103/2249-4863.192356
https://doi.org//10.1016/S1470-2045(15)00205-3
https://doi.org//10.1001/JAMA.2010.258
https://doi.org//10.1136/BMJSPCARE-2019-001903
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4677961/pdf/061e577.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4677961/pdf/061e577.pdf
https://doi.org//10.1111/j.1365-2524.2012.01075.x
https://doi.org//10.1200/JOP.091060
https://doi.org//10.1200/JOP.091060
https://doi.org//10.1186/1471-2296-7-19
https://doi.org//10.1080/00016480600606764
https://doi.org//10.1016/S0090-4295(97)00254-9
https://doi.org//10.1136/bmjspcare-2018-001549
https://doi.org//10.1016/j.jpainsymman.2014.10.013
https://doi.org//10.1016/j.jpainsymman.2014.10.013
https://doi.org//10.1016/s0895-4356(96)00236-3

6224 .
—I—Wl LEY_Cancer Medicine _

32.

33.

34.

35.
36.

37.

38.

MOON ET AL.

Klabunde CN, Ambs A, Keating NL, et al. The role of pri-
mary care physicians in cancer care. J Gen Intern Med.
2009;24(9):1029-1036. d0i:10.1007/s11606-009-1058-x
Riechelmann R, Kryzanowska M, O'Carroll A, Zimmermann
C. Symptom and medication profiles among cancer pa-
tients attending a palliative care clinic. Support Care Cancer.
2007;15(12):1407-1412.

Bower JE. Cancer-related fatigue—mechanisms, risk factors,
and treatments. Rev Clin Oncol. 2014;11:597-609. doi:10.1038/
nrclinonc.2014.127

Hagelin CL, Wengstrom Y, Ahsberg E, Furst CJ. Fatigue di-
mensions in patients with advanced cancer in relation to time
of survival and quality of life. Palliat Med. 2009;23(2):171-178.
doi:10.1177/0269216308098794

Barnes EA, Fan G, Harris K, et al. Involvement of family phy-
sicians in the care of cancer patients seen in the Palliative
Rapid Response Radiotherapy Program. J Clin Oncol.
2007;25(36):5758-5762. doi:10.1200/JC0.2007.13.3082

Malik S, Goldman R, Kevork N, et al. Engagement of pri-
mary care physicians in home palliative care. J Palliat Care.
2017;32(1):3-10. doi:10.1177/0825859717706791

Saeed F, Hoerger M, Norton S, Guancial E, Epstein R, Duberstein
PR. Preference for palliative care in cancer patients: Are men

39.

40.

41.

and women alike? J Pain Symptom Manage. 2018;56(1):1-6.e.1.
doi:10.1016/j.jpainsymman.2018.03.014

Kozlov E, McDarby M, Reid MC, Carpenter BD. Knowledge of
palliative care among community-dwelling adults. Am J Hosp
PalliatCare.2018;35(4):647-651.d0i:10.1177/1049909117725725
Health Quality Ontario. Quality in Primary Care: Setting a
Foundation for Monitoring and Reporting in Ontario. 2015.
Accessed March 13, 2017. http://www.hqontario.ca/Portals/0/
Documents/pr/theme-report-quality-in-primary-care-en.pdf
Hannon B, Swami N, Pope A, et al. Early palliative care
and its role in oncology: a qualitative study. Oncologist.
2016;21(11):1387-1395. doi:10.1634/theoncologist.2016-0176

How to cite this article: Moon CC, Mah K, Pope
A, et al. Family physicians’ involvement in
palliative cancer care. Cancer Med. 2023;12:6213-
6224. doi: 10.1002/cam4.5371



https://doi.org//10.1007/s11606-009-1058-x
https://doi.org//10.1038/nrclinonc.2014.127
https://doi.org//10.1038/nrclinonc.2014.127
https://doi.org//10.1177/0269216308098794
https://doi.org//10.1200/JCO.2007.13.3082
https://doi.org//10.1177/0825859717706791
https://doi.org//10.1016/j.jpainsymman.2018.03.014
https://doi.org//10.1177/1049909117725725
http://www.hqontario.ca/Portals/0/Documents/pr/theme-report-quality-in-primary-care-en.pdf
http://www.hqontario.ca/Portals/0/Documents/pr/theme-report-quality-in-primary-care-en.pdf
https://doi.org//10.1634/theoncologist.2016-0176
https://doi.org/10.1002/cam4.5371

	Family physicians' involvement in palliative cancer care
	Abstract
	1|INTRODUCTION
	2|METHODS
	2.1|Participants
	2.2|Materials
	2.3|Procedure
	2.4|Statistical methodology

	3|RESULTS
	3.1|Participant characteristics
	3.2|Current and preferred providers of medical care
	3.3|Perception of FP's medical care by previous and planned visits to the FP
	3.4|Multivariable factors associated with previous and planned visits to the FP

	4|DISCUSSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGMENTS
	FUNDING INFORMATION
	CONFLICT OF INTEREST
	DATA AVAILABILITY STATEMENT

	ETHICS APPROVAL STATEMENT
	REFERENCES


