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SUMMARY
This article describes a survey of the opinions
of family physicians practising in the
London, Ontario, area concerning the
management of doctor/patient relationships
and patient treatment in cases referred by
family physicians to the London Regional
Cancer Clinic. Findings clearly identified a
need for better communication between
Clinic staff and referring family physicians,
greater continuity of care for patients at the
clinic, continuing family physician support of
patients during periods of hospitalization at
the Clinic, and some administrative
adjustments in Clinic routines that would
reduce patient stress and discomfort and
improve morale. (Can Fam Physician 1987;
33:71-74.)

SOMMAIRE
Cet article analyse les opinions des medecins de
famille en pratique dans la region de London,
Ontario, concernant la relation patient/medecin et le
traitement des cas referes par les medecins de
famille au London Regional Cancer Clinic. L'analyse
a clairement identifie la necessite d'une meilleure
communication entre les medecins de cette clinique
et les medecins de famille referants, d'une meilleure
continuite des soins aupres des patients pendant
qu'ils sont traites 'a la clinique, d'un support continu
par le medecin de famille pendant les periodes
d'hospitalisation et de certains ajustements
administratifs dans les procedures de la clinique,
lesquels contribueraient a diminuer le stress et
l'inconfort du patient et rehausseraient son moral.
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HEN A DIAGNOSIS of cancer

is made, the patient is often re-

ferred to a regional cancer centre for

assessment and establishment of a

treatment plan. The patients referred
sometimes seem to become lost to the
care of their family physicians during
this process. Such fragmentation of
care is potentially of concern to many
family physicians, patients, their fam-
ilies, and oncologists.

In April 1986, the annual Cancer
Clinic Symposium was held in Lon-
don, Ontario. The organizers of the
program had asked the principal au-

thor to provide them with feedback on

patient-care issues from the family
physician's perspective. As a result of
this request and of the need to try to
provide a representative statement of
family physicians' views, a survey
was conducted so that a truly collec-
tive opinion could be put forward.
The results of this survey were pre-
sented at the Symposium. Although
the general issues raised were specific
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to the London Regional Cancer
Clinic, they may apply, as well, to
other regions of Ontario and Canada.
For this reason, information about the
survey and its findings is offered
here.

Methods
A 13-item pre-tested questionnaire

was mailed to all family physicians in
Middlesex County, Ontario, who
were registered with the London and
District Academy of Medicine. A sin-
gle reminder letter was sent to those
physicians who did not return the ini-
tial questionnaire within three weeks
of mailing. All replies received by
March 21, 1986 were included in the
statistical analysis.

Results
A total of 220 questionnaires were

mailed, of which 164 were returned,
71



representing an overall response rate
of 75.6%. Practice experience
roughly divided itself into equal parts:
those in practice 10 years or fewer
(38%); those in practice 10 to 20
years (27%); and those in practice
more than 20 years (35%). Approxi-
mately half of the respondents had
had at least 16 patients treated at the
Cancer Clinic during the preceding
five years.

Three-quarters of the respondents
declared that they rarely or never had
problems communicating with consul-
tants at the Cancer Clinic, indicating
that in general, community physicians
were satisfied with the care of their
patients. However, as more specific
questions were asked, it became clear
that more physicians were identifying
more issues of concern than had been
expected. The physicians who re-
sponded that they had concerns about
communication with the Clinic identi-
fied the most common problem as dif-
ficulty in contacting the consultant re-
sponsible for the care of their patient.
Some indicated that they were not
always notified of significant changes
in their patients' treatment program or
condition. In relation to this area of
concern, the physicians cited delay in
receiving consultation notes and defi-
ciencies in the content of such notes,
particularly with respect to the ex-
pected side-effects of treatment proto-
cols and the management of such
side-effects. Cross-referrals to other
specialists without prior notification
of the family physician were another
problem identified.

Another concern identified was the
perception that the family physician
was not allowed to write orders on pa-
tients hospitalized during their illness
when those patients were under the
care of Cancer Clinic physicians.
When the family physicians were

asked to suggest procedures that
would improve communication with
the Cancer Clinic, approximately half
of them suggested that a phone call
informing the family physician of
major changes in a patient's treatment
would be appreciated. Many of the re-
spondents stated that they considered
the family physicians responsible for
initiating contact if they had concerns.
Many believed that the Cancer Clinic
consultants should encourage patients
to maintain contact with their family
physician during treatment. Other re-
spondents noted the need for the
Cancer Clinic to address the issue of

continuity of care for patients being
treated at the Clinic, as many of these
patients were seen by a number of
consultants during their treatment pro-
gram. Some stated that there should
be more liaison between consultants
and family physicians, but made few
suggestions as to how liaison could be
strengthened. Others commented that
the addition of family physicians to
the Cancer Clinic staff would proba-
bly improve communication.
Over 94% of the respondents indi-

cated that they continued to see their
patients during their time of treatment
at the Cancer Clinic. This figure sup-
ported the view of the majority of
family physicians who believed that
follow-up care of cancer patients
should be the joint responsibility of
both the consultant and themselves.

Two-thirds of the respondents con-
sidered that their patients had a posi-
tive experience at the Clinic. Another
third were rather neutral in their re-
sponses about the experience of their
patients, while only 4% believed that
their patients had had a negative expe-
rience. Typical comments made by
patients to physicians were: "Every
time I went to the clinic, I saw a dif-
ferent doctor'"; "I waited and waited
and waited . . .''; "There was never
any time to discuss my concerns";
"My care was very impersonal";
"The Clinic is so crowded"; and "I
didn't know whom to call if there
were a problem." Other respondents
indicated that their patients had ex-
pressed positive feelings about their
treatment, mentioning, in particular,
the many resources available to them,
such as drugs, special equipment, pal-
liative care and support services.
Other patients had commented on the
co-operative nature of the staff and
the compassionate and supportive care
provided by the Clinic's health pro-
fessionals.
The majority (80%) of respondents

believed that they themselves should
see all or most of their patients to pro-
vide supportive care while the patients
were receiving active treatment at the
Clinic. One-third considered that it
was the patient's responsibility to ar-
range for family-physician contact,
while over half considered that it was
their responsibility to initiate contact.
Some physicians were of the opinion
that the consultant at the Clinic should
be responsible for actively recom-
mending that the patient contact the
family doctor for supportive care.
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Family-physician respondents to a
question about the most suitable tim-
ing of this intervention were split be-
tween the active treatment phase and
the time period immediately following
the initial course of treatment. Two-
thirds of the respondents believed that
additional supportive care should be
provided by other professionals in
care-related fields, such as clergy, so-
cial workers, nurses, the palliative
care team, home-care providers and
volunteers in various services, de-
pending on the needs of the patients
and their family.

One-half of the respondents consid-
ered that changes were required at the
London Cancer Clinic in order to im-
prove patient care. The suggested
changes could be grouped into three
areas: communication, organization
and attitude.

Concerning communication, the
family physicians believed that im-
proved methods of notification of ad-
mission of their patients to hospital or
of any significant change in the clini-
cal course of treatment would be help-
ful. They thought that more telephone
communication between family physi-
cians and consultants would be help-
ful, and that the family physician
should assume at least equal responsi-
bility with the consultant for initiating
this contact. Some family physicians
suggested that more information
should be given to patients about their
treatment options and the side-effects
to be expected from the treatment.

Concerning organization, the re-
spondents suggested that improved
treatment facilities would be helpful.
In particular, they identified a need
for more space and more staff. They
also believed that the consultant staff
should offer more continuity of care
for patients at the clinic, and that pro-
longed waiting times should be
avoided, where possible, by improved
scheduling. They considered, too,
that an increased rate of transcription
of consultation notes would be help-
ful.

Concerning attitude, the family
physicians identified the need for a
more personal, empathetic and caring
approach to patients at the Cancer
Clinic. They also emphasized a need
for the consultants actively to encour-
age more involvement by the family
physician in the patient's overall treat-
ment program.

Overall, the following areas were
identified as needing attention. Fain-

ily physicians should assume more re-
sponsibility for involvement in their
patient's care. A significant propor-
tion of the long-term follow-up care
given by the Cancer Clinic could be
transferred to the family physician,
thus decreasing the load on the con-
sultants. There is need for a service
directory outlining the support ser-
vices available to patients from the
Cancer Society and other community
support services.

Finally, the respondents believed
that the "dumping" of patients to the
family doctor at the time of palliative
crisis should be avoided in the interest
of good patient care. A clear transfer
of care at the time when all active
treatment was completed would go a
long way to avoiding this uncomfort-
able gap in patient care.

Conclusions
The authors hope that the willing-

ness expressed by family physicians
to become more involved in the care
of their cancer patients and to share
with the clinic consultants the respon-
sibility for providing this care will be
heard and acted upon by all con-
cerned. It appears that the respondents
to this survey were making a strong
plea for the sharing of the work load,
and for a common respect for the ca-
pability of all health professionals in-
volved in caring for cancer patients,
in order to strive for the goal of meet-
ing those patients' care needs. That
task is too big for any individual to
shoulder; it requires a well co-ordin-
ated team effort to achieve the goal of
optimum patient care.

It is our hope that all the members
of the health team can take up the
challenge of improving our care to the
patient with cancer by each doing our
share a little better, giving a little
more thought to details, and offering
a little more care and understanding
both for the other professional care
providers involved and for the pa-
tients concerned.
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