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Abstract

Purpose Multidisciplinary video consultations are one method of improving coherence and coordination of care in cancer
patients, but knowledge of user perspectives is lacking. Continuity of care is expected to have a significant impact on the quality
of cancer care. Enhanced task clarification and shared responsibility between the patient, oncologist and general practitioner
through video consultations might provide enhanced continuity in cancer care.

Method We used descriptive survey data from patients and doctors in the intervention group based on a randomised controlled
trial to evaluate the user perspectives and fidelity of the intervention.

Results Patients expressed that they were able to present their concerns in 95% of the consultations, and believed it was beneficial
to have both their doctors present in 84%. The general practitioner and oncologist found that tripartite video consultation would
lead to better coordination of care in almost 90% of the consultations. However, the benefits of handling social issues and
comorbidity were sparser. Consultations were not accomplished in 11% due to technical problems and sound and video quality
were non-satisfactory in 20%.

Conclusion Overall, multidisciplinary video consultations between cancer patient, general practitioner and oncologist were
feasible in daily clinics. Initial barriers to address were technical issues and seamless planning. Patients reported high satisfaction,
patient centredness and clarity of roles. General practitioners and oncologists were overall positive regarding role clarification
and continuity, although less pronounced than patients.

Trial registration www.clincialtrials.gov, NCT02716168.

Keywords User perspectives - Video consultation - Cancer - General practice - Technical fidelity

Introduction cancer care and the patient quality of life [1]. Therefore, inter-

ventions addressing gaps in continuity may improve patients’
Multidisciplinary video consultations are one method to im- satisfaction, health outcomes [2] and lower health care needs
prove coherence and coordination of care in cancer patients, [3]. In line with guidelines, coordination of care, collaboration

but knowledge of user perspectives is lacking. Continuity of  across health care sectors and involvement of general practi-
care is expected to have a significant impact on the quality of  tioners (GPs) are regarded as essential for continuity of care

>4 Theis Bitz Trabjerg ! Research Unit of General Practice, Department of Public Health,
ttrabjerg @health.sdu.dk University of Southern Denmark, J.B. Winsloews Vej 9A,
5000 Odense C, Denmark
Lars Henrik Jensen
Lars Henrik.Jensen @rsyd.dk Department of Oncology, Lillebaelt University Hospital,
Vejle, Denmark
Jens Sendergaard
Jsoendergaard @health.sdu.dk 3 Danish Colorectal Cancer Center South, Center of Clinical
Excellence, Vejle Hospital, Department of Regional Health Research,

Jeffrey J Sisl
erey James Sisier University of Southern Denmark, Odense, Denmark

jsisler@cfpc.ca

Dorte Gilsa Hansen Department of Family Medicine, Faculty of Health Sciences,
Dgilsaa@health.sdu.dk University of Manitoba, Winnipeg, Canada

@ Springer


http://crossmark.crossref.org/dialog/?doi=10.1007/s00520-020-05467-0&domain=pdf
https://orcid.org/0000-0002-7632-8227
http://creativecommons.org/licenses/by/4.0/
mailto:ttrabjerg@health.sdu.dk

108

Support Care Cancer (2021) 29:107-116

[4]. However, continuity of cancer care still poses a substantial
challenge to accomplish [5], and general practitioners (GPs)
are often disconnected from care planning [6].

Consequently, patient [7] and oncologist [8] can be uncer-
tain about the GP’s competence and role. To provide effective
cancer care in the future, new models supporting the exchange
of knowledge and task clarification between oncologists and
GPs are needed, continuously involving the patients’ needs
[9]. Bringing them together in a shared consultation might
be a powerful solution.

Due to geographical reasons and shortage of time, shared
consultations are not feasible as part of routine cancer care.
Video consultations have become increasingly common [10,
11], and video-based communication may be an alternative
solution to connect health professionals sitting apart
[12—14]. Seeing each other is essential for building and estab-
lishing professional relationships and can be accomplished
through video [15]. We are not aware of studies exploring
video consultations bringing a patient together with his/her
GP and oncologist. However, for years, video solutions have
been used for multidisciplinary team meetings in cancer treat-
ment planning [16]. Recent trials have included GPs [17] or
patients [18, 19], but not simultaneously. Moreover, video
solutions have been used in palliative care, and studies have
highlighted how video consultations can contribute to effec-
tive and inclusive communication, and facilitate a feeling of
security, trust and relationship building although sitting apart
[20, 21]. We therefore developed the Partnership Study aiming
to test multidisciplinary video consultations between a cancer
patient, oncologist and GP in a randomised design [22]. In this
paper, we aim to analyse video consultations from the user’s
perspective (patients and doctors), based on three surveys of
patients enrolled in the intervention group, and their oncolo-
gists and GPs. We evaluated key elements of the intervention:
continuity, patient involvement and sharing of knowledge be-
tween health professionals. We also evaluated technical qual-
ity by surveying patients and oncologists.

Method

This study is based on survey data on user perspectives from
cancer patients, their oncologists and GPs who participated in
video consultations in the Partnership Study: a randomised
controlled trial (RCT) evaluating the Partnership
Intervention. The RCT has been described in more detail else-
where [22]. Descriptive data covering patient age and gender,
cancer localisation and intention of treatment were retrieved
from hospital-based electronic patient records. Socio-
economic characteristics (education, employment status, liv-
ing with a spouse and children at home) were included in the
patient survey. Descriptive data regarding oncologists and
GPs were retrieved from the corresponding surveys.
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The Partnership Intervention

Patients in the intervention group received “the Partnership
Intervention” in addition to “usual care”. The oncologist in-
vited the GP to take part in one of the patient’s consultations
during the ongoing oncological treatment. They were brought
together using internet video, allowing them to see and hear
each other although sitting apart. The patient could choose to
be with the oncologist or the GP. The consultation was
planned as early as possible within 12 weeks from time of
inclusion, corresponding to a maximum of 15-18 weeks after
the first appointment at the Department of Oncology. The
consultation was conducted as part of the planned standard
programme at the hospital, but if the patient chose to be locat-
ed at the GP’s office, further consultation was scheduled.
Consultations were booked 3—6 weeks in advance within reg-
ular clinic hours.

Before each consultation, oncologists and GPs received
specific information about the aim of the consultation, includ-
ing a “consultation-guide” with themes that may be relevant
for their dialogue (Fig. 1). It was emphasised to the doctors
that not all themes might be relevant for all patients. The three
experts in the consultation, the GP, oncologist and a patient,
should bring up the most important issues according to their
knowledge. The guide was sent by email to the GPs as part of
study information and presented to the oncologist before the
consultation. The consultation guide was inspired by the
Calgary-Cambridge Guide, supporting doctor-patient com-
munication training [23], a literature search focused on unmet
needs for cancer patients [24] and user perspectives of partic-
ipating in video consultations in health care [12, 25, 26]. The
development included feedback from a user panel of GPs and
oncologists along with “The Patient and Relatives Council” at
the hospital.

In line with the consultation guideline, the oncologist
chaired the consultation, wrote a summary to be sent electron-
ically to the GP and included in the hospital’s electronic pa-
tient record. The summary was available for the patients at
Sundhed.dk, an online portal where patients can read their
entire medical record from secondary care.

Setting and participants

The Partnership Study was performed in cooperation between
the Department of Oncology, Lillebaelt University Hospital,
Denmark and general practices in the Region of Southern
Denmark. Annually, around 1300 cancer patients are referred
for chemotherapy at the department. The hospital’s catchment
area includes about 750,000 citizens, though depending on the
different cancer diagnoses. Five hundred GPs work in approx-
imately 300 general practice medical centres comprising 1-8
physicians in the region. In Denmark, all citizens are eligible
for free medical service at public hospitals and in primary
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Consultation-guide

e The oncologist acts as chair of the shared video consultation
e The duration of the consultation should be between 10-20 minutes

e The oncologist started by introducing the participants and the purpose of the shared consultation:
e Exchange of information between all participants for the benefit of the patient
e Role and tasks clarification between the Oncology Department and the general practitioner
e The consultations conclude with a summary where it is clarified whether a follow-up is needed at the

general practitioner or Oncology Department

e The consultation and its agreements are documented hospitals electronics patient record and sent to
the general practitioner and available for the patient.

The list of potential themes, not all themes might be relevant for the patient

e A summary of the patient trajectory

e Patients concerns and desire for the consultation

e Sharing knowledge regarding comorbidity
e Psychosocial resources and needs

e Agreements on who should take care of what and when in the future

e Physical wellbeing

e Medicine

e Psychological wellbeing
e Relatives

e  Ability to work

e Late complications and side effects to the treatment

e Other

Fig. 1 The consultation guide to GPs and oncologists, including themes potentially relevant for the consultation

care. GPs are located in their own local offices close to where
patients live [27]. GPs are gatekeepers to more specialised
health care services, and more than 98% of the population
are registered with a specific general practice [27].

All participating GPs were family medicine specialists with
private practices. They had an average length of service of
15 years (range 3—34 years), and 52% were females. The
oncologists included 13 oncology medical specialists and
one doctor in training for oncology (57% female).

Cancer patients were eligible regardless of their cancer di-
agnosis. We invited all 18+-year-old newly diagnosed patients
if receiving oncological treatment for the first time at the de-
partment. Participants should have an expected survival time
of more than 7 months as assessed by an oncologist and be
able to speak and read Danish. Eligible patients were handed
study information in connection with their second oncological
treatment session.

When a patient was allocated to the intervention group, a
research nurse at The Research Unit for General Practice,
Odense contacted the GP to invite him/her to take part in the
study. If the GP did not have the video equipment required, the
research nurse arranged free installation by a technician from
the Health Innovation Centre of Southern Denmark. When
ready, the GP’s secretary was contacted by an oncology nurse

coordinator to schedule the video consultation within 3—
6 weeks.

The sample for this paper on process evaluation was drawn
from the ongoing RCT, and consists of 87 patients allocated to
the intervention group between June 2016 and April 2019
[22]. At that time, all previous patients in the allocation se-
quences had completed the intervention, or a note was made in
the record why the intervention would never be completed. Of
the 87 patients allocated to the intervention group, 55 com-
pleted the intervention (Fig. 2).

Technical issues

The consultations were accomplished using a virtual meeting
room. The picture-in-picture feature showed the speaking par-
ticipants in full screen.

At the hospital department, we used the Cisco®
TANDBERG™ E20 screen system. The GPs used the
Cisco® Jabber system with an external combined
microphone/speaker and a small webcam attached on top of
their computer screen.

All data were processed through the Secure Servers. To
avoid technical problems and misunderstandings, project
manager TBT contacted the GP office 1 day in advance

@ Springer
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Fig. 2 Flowchart of participants
enrolled in the randomised
controlled trial “The Partnership
Project”. From randomisation to
survey participation

Randomised patients
n=174

v v

Intervention group
n=87 (50%)

Control group
n=87

GP declined
n=10 (11%)

Y

GP confirmed to participate

n=77

Administrative failure n=3 (4%)
Death n=7 (9%)

Patients withdraw consent n=3 (4%)

Patients to ill to participate n=2 (3%)

Consultation scheduled

n=62

«| Video equipment failure

v

n=7 (11%)
v

n=53

Consultation completed
with video and audio

Consultation completed
with audio only
n=2

Non-participation of
survey n=11 (20%)

halfway through the inclusion period, to repeat how a virtual
meeting room works and the number to be dialled. To further
smooth the process and rate of success, TBT was present “in”
the virtual meeting room until video contact was established.

Outcome measures

Patients, GPs and oncologists had separate questionnaires
(Tables 2, 3 and4).

Immediately after the consultation, the oncologists evalu-
ated their experiences. A project nurse entered their responses
in RedCap® [28], which prompted the issuing of surveys to
patients and GPs. Within 24 h, they were each emailed a short
letter including link and password, giving them access to their
electronic survey. Two reminders were sent by email and a
third and last in paper format with a return envelope to
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Y
Participation in survey
n=44

improve response rates. Furthermore, patients and GPs were
given the option of receiving the survey in paper format.

In the absence of validated survey instruments covering the
experience of patients and professionals from tripartite con-
sultations, we prepared ad hoc questions evaluating key ele-
ments of the intervention: continuity, role clarification, patient
involvement and sharing of knowledge between profes-
sionals. Patients and oncologists were also asked to evaluate
the technical aspects of the video consultation.

The themes and items were based on the literature [24, 29,
30] and piloting of the intervention [22]. Items covering the
technical aspects of video consultation were mainly inspired
by the Australian College of Rural & Remote Medicine [25].

Patients were asked about four themes in addition to tech-
nical evaluation (Table 2): patient involvement, role and re-
sponsibility, satisfaction and the setting of the consultation. In
addition to a technical evaluation of quality of picture and
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audio, consultation duration and patient location, the oncolo-
gists evaluated five themes (Table 3): continuity, sharing of
knowledge, roles and responsibility, possible relief to the de-
partment and overall satisfaction. The GPs evaluated four
themes (Table 4): continuity, sharing of knowledge, roles
and responsibility and the exchange of information between
sectors.

The oncologists and GPs answered using a four-point
Likert scale from “very much” to “not at all”. Oncologist
evaluation regarding technical solution was answered on a
three-point Likert scale from “poor” to “good”. Patient ques-
tionnaires, including technical evaluation, were answered in a
different four-point Likert scale from “agree” to “disagree”
with the option of “do not know”. These scales correspond
to what has been used in other studies in a Danish cancer
setting to measure cross-sectoral cooperation [31] and techni-
cal aspects of video consultations [25].

Statistical analysis

We conducted a descriptive analysis, including response dis-
tribution (numbers and percentages) and measures of central
tendency. Answers were dichotomised. Two categories were
considered in favour of the question: for patients, “agree” and
“partly agree” and for doctors “very much” and “partly”. We
also calculated dispersion, including 95% confidence intervals
(CD) for consultation times. For comparison in time between
patient locations, we applied a Wilcoxon rank-sum test as data
were not normally distributed.

Results

From June 2016 until 15th of April 2019, 174 patients were
enrolled in the Partnership Study, including 87 (50%) random-
ly allocated to the intervention group (Fig. 2). From the inter-
vention group, 62 patients could potentially complete the con-
sultation. However, in seven of these cases (11%), video
equipment failures caused cancellation. Therefore, this study
is based on results from 55 joint consultations. Scheduling
proved to be time-consuming for the oncology coordinators,
and extra resources were allocated to ensure seamless plan-
ning. Baseline characteristics of the patients allocated to the
intervention group are presented in Table 1. In the majority of
cases (n=47; 85%), the patients were located at the hospital,
whereas eight patients (15%) were at the GP’s office. The 55
video consultations were completed by 52 GPs and 14 oncol-
ogists. Three GPs participated in two consultations, and the
remainder in one. The mean number of consultations per on-
cologist was four (range 1-9).

The mean duration of all consultations was 15 min (CI 14—
16). There was no significant difference in the duration of the
consultation when the patient was present at the GP’s office or

Table 1 Baseline characteristics of patients allocated to the intervention
group of the Partnership Intervention, and the subgroups who completed
the intervention, and answered the survey subsequently

Patient Allocated to ~ Completed the Completed
characteristics intervention intervention the survey
m=87)N (%) (n=55)N (%) m=44)N
(%)
Mean age, years (SD) 68 (9.5) 66 (9.8) 65 (10,2)
Gender (males) 44 (51) 27 (49) 21 (48)
Education
Primary school 48 (56) 30 (55) 22 (50)
High school 10 (12) 7 (13) 6 (14)
Higher education 18 (21) 14 (25) 13 (30)
3—4 years
Higher education 10 (10) 4(7) 3(7)
5 years
Living with spouse 64 (74) 45 (82) 37 (84)
Children at home 11 (13) 8 (15) 8 (18)
Employment status
Retirement 48 (56) 32 (58) 23 (52)
Working 28 (33) 20 (36) 18 (41)
Other 10 (12) 3(5 3(7)
Primary cancer
Breast 9 (10) 9 (16) 6 (14)
Lung 32 (37) 22 (40) 17 (39)
Colorectal 34 (39) 15 (27) 15 (34)
Other 12 (14) 9 (16) 6 (14)
Prostate
Pancreatic
Gynaecological
Cholangiocarcinoma
Intention of treatment
Potentially curative 53 (61) 33 (60) 29 (66)
Non-curative 34 (39) 22 (40) 15 (34)
Comorbidity 37 (44) 22 (40) 19 (43)
(reported by
patients)

the Department of Oncology (15 (11.9-18) vs. 15 (13.9-16.1)
min, p=0.3).

Evaluation by patients

The response rate of the patient survey reached 80%. Table 2
shows the responses in detail. Based on the dichotomisation of
the responses, 95% of the patients were allowed to present
their needs in the consultations. They became more aware of
the role of the oncologists and GPs in the trajectory in 91%
and 86% of consultations respectively.

Ninety-three percent of the patients also became more con-
fident in whom to contact with a given problem. Regarding
“satisfaction”, 95% believed it was helpful to have a consul-
tation with both oncologist and GP, and 90% would like to
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Table 2

Patient evaluation of a video-based consultation, including GP and oncologist (n=44). The table shows the four themes: (1) patient

involvement, (2) role and responsibility. (3) satisfaction and (4) the setting of the consultation

Agree N Partly agree  Partly disagree  Disagree N Do not know
(%) N (%) N (%) (%) N (%)
Patient involvement
I was allowed to present the issues that worried me the most. 42095 0 1) 0(0) 1)
Role and responsibility
I have become more aware of the role of the Department of Oncology, Vejle 34 (77) 6 (14) 1) 12) 2(5)
Hospital in the treatment.
I have become more aware of my GP’s role in the trajectory. 27 (61) 11 (25) 205 2(5) 2(5)
I feel more confident about whom to contact. 33(75) 8(18) 1) 1) 1)
Satisfaction
It was useful for me to have the trajectory summed up. 35@80) 3(7) 3(7) 1) 2(5)
It was helpful for me to have the planned treatment explained. 34(77)  7(16) 1(2) 1(2) 1)
I believe that it was useful for my GP to have the planned treatment 36(82) 5(11) 1(2) 1) 1)
explained.
It was helpful to have a consultation in which both my GP and oncologist 37 (84) 5 (11) 0 2(5) 0
participated.
I believe a video conversation can be useful to me again at a later date. 31(70)  9(20) 2(5) 2(5) 0
The setting of the consultation
I understood the role of each participant in the video consultation. 38(86) 4(9) 0 2(5)
I felt comfortable during the video consultation. 41 93) 2(5 0 1(2)
The purpose of the video consultation was clear. 31(70)  10(23) 1(2) 2(5) 0

have a similar video consultation later in their trajectory. The
“setting” theme showed that close to all patients felt comfort-
able during the consultation (98%), understood the role of
each participant within the consultation (95%) and found the
purpose of the consultation clear to them (93%).

Evaluation by oncologists

Based on a response rate of 100%, the results include 15
oncologists’ evaluations of 55 consultations. Table 3 shows
the responses in detail. Based on the dichotomised responses,
a total of 86% of the consultations were found to contribute to
a more coherent trajectory and deemed useful in 76% of the
cases. The oncologists retrieved valuable knowledge about the
GPs’ role in the patient trajectory from two out of three con-
sultations, and in 37% valuable knowledge from the GP re-
garding comorbidity. Regarding “roles and responsibility”,
actual agreements between the doctors were made in 80% of
the consultations. In 40% of the cases, the oncologists be-
lieved the consultation could yield relief for the department.

Evaluation by general practitioners

We reached a response rate for GP surveys of 71%. Table 4
shows the responses in detail. Based on the dichotomisation of
the responses, a total of 90% of the GPs found that the con-
sultation could give a more coherent course for the patient. In
69% of the cases, the consultation helped to clarify their role
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during the trajectory and in an equal number enabled presen-
tation of helpful information from the hospital that was not
previously present. The GPs found that the consultation
helped them to handle physical consequences and side effects
of chemotherapy in 61 and 54% of cases respectively, and lead
to better treatment of comorbidity (41%) or would help them
in to take care of psychological (36%) and social issues (33%)
in a lower number of cases.

Technical evaluation

Ofthe 53 consultations completed as intended in the protocol,
the oncologists assessed the sound quality and video quality as
good in 80% and 76% of consultations respectively.

Patients were satisfied with the technical aspects, “hearing”
and “seeing” participants clearly in 93% and 95% of the con-
sultations respectively. Furthermore, 98% of patients found
that enough time was set aside. The number of cancellations
due to technical failure was 7 out of 62 (11%), and two were
completed using a telephone (Fig. 2). In 20% of consultations,
the participants experienced a non-satisfactory sound and vid-
eo quality.

Discussion

This study showed that when it is possible to bring a cancer
patient, GP and oncologist together for a multidisciplinary,
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Table 3 The oncologists’ ]
evaluation of video consultations Very much ~ Partly N Slightly Not at all
(n=55). The table shows the five N (%) (%) N (%) N (%)
themes: (1) continuity, (2) sharing —
of knowledge, (3) roles and Continuity
responsibility, (4) relief to the The video consultation can help create a better and more 18 (33) 29 (53) 8(15) 0
department and (5) overall coherent course for the patient.
satisfaction Sharing of knowledge
I gained knowledge about his/her role in the trajectory. 16 (29) 20 (36) 13 (24) 4(7)
1 gained knowledge about comorbidity. 8 (15) 12 (22) 15 (27) 20 (36)
I gained knowledge about psychological problems. 2(4) 22 (40) 12 (22) 19 (35)
1 gained knowledge about social problems. 4 (7) 17 (31) 11 (20) 21 (38)
Roles and responsibility
The consultation helped to focus on topics that are often 9 (16) 13 (24) 23 (42) 10 (18)
overlooked.
The consultation resulted in specific agreements on roles 21 (38) 23 (42) 11 (20) 0
and responsibilities.
Relief to the department
The agreements will be able to yield relief for the 7 (13) 15 (27) 27 (49) 6 (11)
department.
Overall satisfaction
All in all, it was a useful consultation. 20 (36) 22 (40) 13 (24) 0

video-based consultation, a very high degree of user satisfac-
tion is reached from all three participants. During these tripar-
tite consultations, patients believed they were able to be in-
volved by presenting their needs and concerns, roles and tasks
became more apparent to both patients and professionals, and
knowledge was shared between health sectors. All perceived a

contribution to better continuity of care and thus better health
care [1, 2, 32].

Patients experience continuity of care by having confi-
dence in the care path and trust in the providers [33].
However, cancer patients often serve as their own care coor-
dinators and navigate the many steps in their trajectory [34]. In

Table 4 Evaluation by general
practitioners of the video
consultations including » = 39.
The table shows the four themes:
(1) continuity, (2) sharing of
knowledge, (3) roles and
responsibility and (4) exchange of
information between sectors

Very Partly Slightly ~ Notatall
much N N (%) N (%) N (%)
(%)
Continuity
The video consultation can help create a better and more 19(49) 16(41)  4(10) 0
coherent course for the patient.
Sharing of knowledge
The video consultation helped me better handle side effects to ~ 8(21) 13(33) 11(28) 7(18)
chemotherapy.
The video consultation helped me better handle the physical 6(15) 18(46) 12(31) 3(8)
consequences of chemotherapy.
The video consultation helped me better handle psychological ~ 5(13) 9(23) 18(46) 7(18)
problems.
The video consultation helped me better handle social issues. 5(13) 8(21) 17(44) 9(23)
The video consultation helped me better handle comorbidity. 3(8) 13(33) 12(31) 11(28)
Roles and responsibility
The video consultation helped clarify my role in the patient’s 13(33) 14(36) 11(28) 1(3)
ongoing treatment.
Exchange of information between sectors
Before the video consultation, I had received information from  20(51) 16(41)  3(8) 0
discharge summaries that met my needs.
The video consultation gave me useful information that 13(33) 14(36) 10(26) 2(5)

complements previous discharge summaries from the
department.
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the current study, almost all patients became more confident in
the different roles the health professionals play and more con-
fident in whom to contact with a given problem, thereby lay-
ing the foundation for confidence in navigating in their path-
way and establishing a more coherent trajectory.

The perspectives of GPs on roles and task clarification
were deemed essential for enhanced continuity in a review
by Lawrence et al. [35]. According to the authors, there is a
need for more correspondence between sectors, which could
be achieved by electronic summaries, but preferably by per-
sonal interaction through meetings between doctors involved
in care provision. The current study shows that roles and re-
sponsibility between sectors could be accomplished through
joint consultations.

When care for cancer patients occurs in different settings,
incomplete sharing of information between primary and spe-
ciality care providers has been described, and cancer patients
described this experience as like “falling through the cracks”
[36]. Comorbidities have often been mentioned as problemat-
ic and incompletely handled during cancer treatment, since
expectations and agreements are seldom reached [37]. In con-
trast to this literature, bringing together patient, GP and oncol-
ogist resulted in a highly satisfactory transfer of knowledge
between professionals regarding comorbidity. In line with a
previous survey among Danish cancer patients [38], 43% of
the participating patients reported having comorbidity.
Information about comorbidity was deemed satisfactory in
41% and 37% of the consultations as perceived by the GP
and oncologist respectively. Therefore, our results suggest that
when comorbidity was present, the consultation improved
sharing of knowledge and information between providers.

Video-based consultations require easy-to-use, high quali-
ty, reliable, safe and legal communication equipment [12, 14].
In line with a review by Kitamura et al. [13], we found that
when the establishment of a digital connection succeeded,
both oncologists and patients were satisfied with the quality
of the audio and video. The study also shows that even with
the participation of two medical specialists, the patient felt
comfortable and the purpose of the consultations was clear
to them.

In line with studies from a Cochran review [39], technical
failures appeared in 11% of planned consultations. Failures
could influence the fidelity and effect of the intervention and
may act as a barrier to future implementation.

Strength and limitations

Our response rates from patients, GPs and oncologists of 80%,
71% and 100%, respectively, are considered highly satisfac-
tory and reduced the risk of selection bias [40].

The lack of validated scales is an explicit limitation of the
study compared with instruments with established measure-
ment properties [41]. However, we relied on well-known
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Likert scales and inspiration from questionnaires previously
used in a Danish cancer setting [31, 38] and tested the ques-
tionnaires in our piloting [22].

Concerning the generalisability of study results, it is impor-
tant to acknowledge the strategic work that has already been
done at the trial hospital. The hospital has been known for
years as being innovative regarding cross-sectoral cooperation
[42], shared decision-making [43] and patient-centred com-
munication [44]. Therefore, the oncologist may be more
open-minded towards sharing knowledge and decisions with
GPs, and more focused on communication and patient in-
volvement than oncologists in general. Likewise, the GP
may have been more in touch with their workload and the
potential of cooperation.

Social desirability bias may have resulted in over-
optimistic responses from participants with personal interests
in portraying the intervention positively; LHJ as a project
manager and the oncologists as his colleagues; patients being
thankful to the oncologist for an invitation and to the two
health care professionals for taking their time. Furthermore,
it could be argued that our information was biased when only
relying on the successful cases.

Perspectives

Despite fast-growing technology within video communication
[10, 11], there is still a gap in understanding and troubleshoot-
ing when the systems do not work. Taking into consideration
the stress and discontent that can be caused when system
failures occurred, our results underline the need for easy-to-
understand instructions and a hotline as technical issues is
common.

Scheduling consultations, including participants from dif-
ferent settings, is logistically challenging but manageable for
non-acute problems [45]. In our study, all consultations were
embedded in regular clinic hours. For oncology, consultations
are usually 30 min and general practice 15-min slots. The
video consultations averaged 15 min, thereby integrating them
in the everyday clinic at both specialties and allowing the
oncologists enough time for clarifying oncology specific
topics after the video consultation. To enhance the success
of the video consultations, dedicated staff was closely linked
to the coordination and technical fidelity. A project member
was engaged at the hospital as well as general practice level. In
the current study, coordination and technical support was quite
comprehensive. As technology gets mere embedded in clini-
cal practice [45], we suggest that in the near future, easy-to-
use video technology is fully integrated into both settings, and
coordination tasks are reduced to a low level. However, in-
creasing the quality of cancer care may cost. A health eco-
nomic evaluation may contribute to the question “was it worth
the time?”
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Results from the randomised design are an important next
step before implementation. Surveys on oncology nurses and
relatives, as well as focus group interviews with the different
participants, may broaden our understanding of the concept.
Furthermore, interviews with GPs and patients focusing on
reasons for non-participation may be relevant for future
research.

Conclusion

This novel approach of cross-sectoral communication with
cancer patients has shown that bringing a cancer patient, GP
and oncologist together for a video-based consultation was
feasible in clinics, although initial barriers, such as technical
issues and seamless planning, need to be addressed.
Consultations contributed to enhanced continuity of care as
perceived by the users. Moreover, doctors experienced confi-
dence in the roles and responsibility for their care.

Acknowledgements The authors are grateful for the Department of
Oncology, Lillebaelt University Hospital, Vejle, Denmark and the will-
ingness of general practitioners in the Region of Southern Denmark to
participate in the study. We also wish to thank the Patient and Relatives
Council at Lillebaelt University Hospital, Vejle, Denmark, for their price-
less participation in the development of the interventions. Finally, thanks
to Odense Patient data Explorative Network for their support of the
RedCap database used for data management.

Funding information The study is financially supported by the Danish
Cancer Society, the Region of Southern Denmark and the University of
Southern Denmark. The sponsors were neither involved in the planning,
design nor carrying out of the study.

Compliance with ethical standards

Competing interests The authors declare that they have no competing

interests.

Ethical approval The Regional Ethics Committee on Biomedical
Research in Denmark (S-20142000-138) and the Danish Data
Protection Agency (2014-41-3534) have approved the study. Informed
consent was obtained from all individual participants included in the
study.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing, adap-
tation, distribution and reproduction in any medium or format, as long as
you give appropriate credit to the original author(s) and the source, pro-
vide a link to the Creative Commons licence, and indicate if changes were
made. The images or other third party material in this article are included
in the article's Creative Commons licence, unless indicated otherwise in a
credit line to the material. If material is not included in the article's
Creative Commons licence and your intended use is not permitted by
statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Plate S, Emilsson L, Soderberg M, Brandberg Y, Warnberg F
(2018) High experienced continuity in breast cancer care is associ-
ated with high health related quality of life. BMC Health Serv Res
18:127

2. Haggerty JL, Reid RJ, Freeman GK, Starfield BH, Adair CE, Mc
Kendry R (2003) Continuity of care: a multidisciplinary review.
BMJ 327:1219-1221

3. King M, Jones L, Richardson A, Murad S, Irving A, Aslett H,
Ramsay A, Coelho H, Andreou P, Tookman A, Mason C,
Nazareth I (2008) The relationship between patients’ experiences
of continuity of cancer care and health outcomes: a mixed methods
study. Br J Cancer 98:529-536

4. Smith SM, Allwright S, O’Dowd T (2008) Does sharing care across
the primary-specialty interface improve outcomes in chronic dis-
ease?. A systematic review. Am J Manag Care 14:213-224

5. Taplin SH, Rodgers AB (2010) Toward improving the quality of
cancer care: addressing the interfaces of primary and oncology-
related subspecialty care. J Natl Cancer Inst Monogr 2010:3—-10

6. Sussman J, Baldwin LM (2010) The interface of primary and on-
cology specialty care: from diagnosis through primary treatment. J
Natl Cancer Inst Monogr 2010:18-24

7. Guassora AD, Jarlback L, Thorsen T (2015) Preparing general
practitioners to receive cancer patients following treatment in sec-
ondary care: a qualitative study. BMC Health Serv Res 15:202

8. Potosky AL, Han PK, Rowland J, Klabunde CN, Smith T, Aziz N,
Earle C, Ayanian JZ, Ganz PA, Stefanck M (2011) Differences
between primary care physicians’ and oncologists’ knowledge, at-
titudes and practices regarding the care of cancer survivors. J Gen
Intern Med 26:1403-1410

9. Barry MJ, Edgman-Levitan S (2012) Shared decision making-
pinnacle of patient-centered care. N Engl J Med 366:780-781

10. Duggal R, Brindle I, Bagenal J (2018) Digital healthcare: regulating
the revolution. BMJ 360:k6

11.  Marshall M, Shah R, Stokes-Lampard H (2018) Online consulting
in general practice: making the move from disruptive innovation to
mainstream service. BMJ 360:k1195

12. Sabesan S, Allen DT, Caldwell P, Loh PK, Mozer R, Komesaroff
PA, Talman P, Williams M, Shaheen N, Grabinski O, Royal
Australasian College of Physicians Telehealth Working G (2014)
Practical aspects of telehealth: establishing telehealth in an institu-
tion. Intern Med J 44:202-205

13.  Kitamura C, Zurawel-Balaura L, Wong RK (2010) How effective is
video consultation in clinical oncology? A systematic review. Curr
Oncol 17:17-27

14. Allen DT, Caldwell P, Komesaroff PA, Loh PK, Mozer R, Sabesan
S, Shaheen N, Talman P, Williams M, Grabinski O, Royal
Australasian College of Physicians Telehealth Working G (2013)
Practical aspects of telehealth: set-up and preparation for video
consultations. Intern Med J 43:1133-1136

15. Sabesan S, Allen D, Caldwell P, Loh PK, Mozer R, Komesaroff PA,
Talman P, Williams M, Shaheen N, Grabinski O, Royal
Australasian College of Physicians Telehealth Working G (2014)
Practical aspects of telehealth: doctor-patient relationship and com-
munication. Intern Med J 44:101-103

16. Fleissig A, Jenkins V, Catt S, Fallowfield L (2006)
Multidisciplinary teams in cancer care: are they effective in the

UK? Lancet Oncol 7:935-943

17. Pype P, Mertens F, Belche J, Duchesnes C, Kohn L, Sercu M,
Deveugele M (2017) Experiences of hospital-based multidisciplin-
ary team meetings in oncology: an interview study among partici-
pating general practitioners. Eur J Gen Pract 23:155-163

18.  Chaillou D, Mortuaire G, Deken-Delannoy V, Rysman B, Chevalier
D, Mouawad F (2019) Presence in head and neck cancer

@ Springer


http://creativecommons.org/licenses/by/4.0/

116

Support Care Cancer (2021) 29:107-116

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

multidisciplinary team meeting: the patient’s experience and satis-
faction. Eur Ann Otorhinolaryngol Head Neck Dis 136:75-82
Myhre A, Agai M, Dundas I, Feragen KB (2019) “All eyes on me”:
a qualitative study of parent and patient experiences of multidisci-
plinary care in craniofacial conditions. Cleft Palate-Craniofacial J :
official publication of the American Cleft Palate-Craniofacial
Association 56(9):1187-1194 1055665619842730

Funderskov KF, Raunkiaer M, Danbjorg DB, Zwisler AD, Munk L,
Jess M, Dieperink KB (2019) Experiences with video consultations
in specialized palliative home-care: qualitative study of patient and
relative perspectives. J] Med Internet Res 21:¢10208

Jess M, Timm H, Dieperink KB (2019) Video consultations in
palliative care: a systematic integrative review. Palliat Med 33:
942-958

Trabjerg TB, Jensen LH, Sondergaard J, Sisler JJ, Hansen DG
(2019) Improving continuity by bringing the cancer patient, general
practitioner and oncologist together in a shared video-based consul-
tation-protocol for a randomised controlled trial. BMC Fam Pract
20:86

Silverman J, Kurtz, S., Draper, J. (2013) Skills for communicating
with patients Radcliffe Publishing Ltd, UK

Holm LV, Hansen DG, Johansen C, Vedsted P, Larsen PV,
Kragstrup J, Sondergaard J (2012) Participation in cancer rehabil-
itation and unmet needs: a population-based cohort study. Support
Care Cancer 20:2913-2924

(2013) Australian College of Rural and Remote Medicine.
Handbook for the Telehealth Online Education Module. In:
Editor (ed)“(eds) Book Australian College of Rural and Remote
Medicine. Handbook for the Telehealth Online Education Module,
City

Sabesan S, Allen D, Loh PK, Caldwell P, Mozer R, Komesaroff PA,
Talman P, Williams M, Shaheen N, Royal Australasian College of
Physicians Telehealth Working G (2013) Practical aspects of
telehealth: are my patients suited to telehealth? Intern Med J 43:
581-584

Pedersen KM, Andersen JS, Sondergaard J (2012) General practice
and primary health care in Denmark. J] Am Board Fam Med
25(Suppl 1):S34-S38

Harris PA, Taylor R, Thielke R, Payne J, Gonzalez N, Conde JG
(2009) Research electronic data capture (REDCap)-a metadata-
driven methodology and workflow process for providing transla-
tional research informatics support. ] Biomed Inform 42:377-381
Bergholdt SH, Hansen DG, Larsen PV, Kragstrup J, Sondergaard J
(2013) A randomised controlled trial to improve the role of the
general practitioner in cancer rehabilitation: effect on patients’ sat-
isfaction with their general practitioners. BMJ Open 3:¢002726
Bergholdt SH, Larsen PV, Kragstrup J, Sondergaard J, Hansen DG
(2012) Enhanced involvement of general practitioners in cancer
rehabilitation: a randomised controlled trial. BMJ Open 2:¢000764
Waulff CN, Vedsted P, Sondergaard J (2012) A randomised con-
trolled trial of hospital-based case management to improve colorec-
tal cancer patients’ health-related quality of life and evaluations of
care. BMJ Open 2:¢001481

@ Springer

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

Pereira Gray DJ, Sidaway-Lee K, White E, Thorne A, Evans PH
(2018) Continuity of care with doctors-a matter of life and death? A
systematic review of continuity of care and mortality. BMJ Open 8:
e021161

Haggerty JL, Roberge D, Freeman GK, Beaulieu C (2013)
Experienced continuity of care when patients see multiple clini-
cians: a qualitative metasummary. Ann Fam Med 11:262-271
Clauser SB, Wagner EH, Aiello Bowles EJ, Tuzzio L, Greene SM
(2011) Improving modern cancer care through information technol-
ogy. Am J Prev Med 40:S198-S207

Lawrence RA, McLoone JK, Wakefield CE, Cohn RJ (2016)
Primary care physicians’ perspectives of their role in cancer care:
a systematic review. J Gen Intern Med 31:1222-1236

Walsh J, Harrison JD, Young JM, Butow PN, Solomon MJ, Masya
L (2010) What are the current barriers to effective cancer care co-
ordination? A qualitative study. BMC Health Serv Res 10:132
Sogaard M, Thomsen RW, Bossen KS, Sorensen HT, Norgaard M
(2013) The impact of comorbidity on cancer survival: a review. Clin
Epidemiol 5:3-29

(2013) The needs and experiences of cancer patients through the
trajectory. The Danish Cancer Society’s Barometer Survey. In:
Editor (ed)"(eds) Book The needs and experiences of cancer pa-
tients through the trajectory. The Danish Cancer Society’s
Barometer Survey. Danish Cancer society, City, pp. 123

Flodgren G, Rachas A, Farmer AJ, Inzitari M, Shepperd S (2015)
Interactive telemedicine: effects on professional practice and health
care outcomes. Cochrane Database Syst Rev 2015:CD002098
Draugalis JR, Coons SJ, Plaza CM (2008) Best practices for survey
research reports: a synopsis for authors and reviewers. Am J Pharm
Educ 72:11

Boynton PM, Greenhalgh T (2004) Selecting, designing, and de-
veloping your questionnaire. BMJ 328:1312-1315

Dahler-Eriksen K, Nielsen JD, Lassen JF, Olesen F (1998) Cross-
sectional therapeutic programs-an example of a cooperative health
care system. A review with comments. Ugeskr Laeger 160:5021—
5024

Steffensen KD, Vinter M, Cruger D, Dankl K, Coulter A, Stuart B,
Berry LL (2018) Lessons in integrating shared decision-making
into cancer care. J Oncol Pract 14:229-235

Ammentorp J, Graugaard LT, Lau ME, Andersen TP, Waidtlow K,
Kofoed PE (2014) Mandatory communication training of all em-
ployees with patient contact. Patient Educ Couns 95:429-432
Greenhalgh T, Shaw S, Wherton J, Vijayaraghavan S, Morris J,
Bhattacharya S, Hanson P, Campbell-Richards D, Ramoutar S,
Collard A, Hodkinson I (2018) Real-world implementation of video
outpatient consultations at macro, meso, and micro levels: mixed-
method study. ] Med Internet Res 20:¢150

Publisher’s note Springer Nature remains neutral with regard to jurisdic-
tional claims in published maps and institutional affiliations.



	Cross-sectoral video consultations in cancer care: perspectives of cancer patients, oncologists and general practitioners
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Abstract
	Introduction
	Method
	The Partnership Intervention
	Setting and participants
	Technical issues
	Outcome measures
	Statistical analysis

	Results
	Evaluation by patients
	Evaluation by oncologists
	Evaluation by general practitioners
	Technical evaluation

	Discussion
	Strength and limitations
	Perspectives

	Conclusion
	References


