Shifting specialized oncological care from hospital- to home-setting: Is there support among patients, specialists and general practitioners?

ABSTRACT
Purpose Oncological home-hospitalization  might be a patient-centred approach to deal with the increasing burden of cancer on healthcare facilities and finances. Before implementation into practice its feasibility, costs and support among stakeholders should be evaluated. The purpose of this trial was to examine patients’, specialists’ and general practitioners’ perspectives towards the opportunities of implementing oncological home-hospitalization within the Belgian healthcare system.
Methods A regional cross-sectional survey study was launched in order to investigate the stakeholders’ views on oncological home-hospitalization and the current cancer care focusing on integration of primary care and continuous care.
Results Of the responders, 37 out of 163 patients (27%), 51 of 62 general practitioners (82%) and 10 of 15 specialists (67%) feel positive about the opportunities for oncological home-hospitalization. Nevertheless, 11/15 specialists (73%) and 51/62 general practitioners (82%) feel primary care might currently be (too) little involved in order to ensure continuous care for cancer patients. Opportunities for improved continuous care are seen in better communication between primary care and hospital and more patient contacts for primary care during the cancer treatment process.  
Conclusion This survey study demonstrated there is support among different stakeholders groups for the implementation of oncological home-hospitalization. However, some barriers impeding transmural continuous care should be tackled before putting such model into practice.
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INTRODUCTION
Currently, societies are confronted with an increasing (financial) pressure on healthcare as result of the ageing population, the growing number of chronical diseases, technological advances and highly personalized medicine (1). As a result, governments are forced to seek new models in order to organize healthcare cost-effectively, without losing the current quality of care (2). Furthermore, whereas current models for healthcare delivery are largely focused on delivering acute care, the challenge is to reorganize healthcare to meet the needs of more chronic care (3). However, providing high-quality chronic care requires multidisciplinary approaches, inevitably bringing new challenges. 
In Belgium, the governmental aim of preventing unnecessary hospital admissions and hospital stays has been translated into an action plan in order to provide higher quality and efficiency of care. Transition of hospital care to healthcare actors outside the hospital is part of this action plan and goes along with the emerging need for more transmural and integrated care models guaranteeing continuous care for chronic diseases (4, 5). In light of this action plan, some pilot projects were launched in preparation of a reformation of the healthcare landscape. One of the themes proposed was home-hospitalisation, defined as: ‘providing care at the patients homes that otherwise could only be given at the hospital’ (6). 
Since cancer is the second most common disease and characterized by strong progresses and innovation in its therapeutic domain, opportunities for home-hospitalization are seen within this domain of healthcare (7). Oncological home-hospitalisation (OHH) has already been introduced in other countries, however, its quality and effect on healthcare costs is poorly evaluated. Despite the large heterogeneity of the reported models for OHH and methods used for the analyses, in general these trials demonstrated it is a safe, equivalent and acceptable alternative to ambulatory hospital care (7, 8). 
As part of a larger project, a model for oncological home-hospitalisation was implemented within the oncology department of the general hospital Groeninge, Kortrijk (Belgium). The introduction of specialized oncological care into the home-setting was dual. For those patients receiving certain subcutaneous cancer drugs, the full administration process was performed at the patients’ homes. For those patients receiving intravenous cancer medication, only the required preparatory steps for therapy administration (i.e. blood collection and IV line access provision, nursing review, toxicity scoring and vital signs monitoring) could be carried out at the patients’ homes, whereas the administration of the anticancer product itself was still executed at the oncology day care unit (DCU) of the hospital. 
When investigating the opportunities of oncological home-hospitalization within the Belgian context, it is of interest to examine the practical as well as financial feasibility of such new care model. However, it should also be questioned whether there is general support for such new way of specialized care delivery among the different stakeholders: patients, hospital doctors and general practitioners (GP’s). After successful evaluation of the abovementioned care path for (partial) oncological home-hospitalisation during a pilot study (9), the model was introduced to a local group of patients, cancer specialists and general practitioners in order to evaluate their views on this new concept of care delivery. 
The primary aim of this qualitative study was to determine cancer patients’ and healthcare providers’ interest for (partial) oncological home-hospitalisation and who they would recognise as the best healthcare provider to assign these specific tasks to. Secondly, the aim of this study was to explore potential shortages of the current treatment process for cancer patients and how these could be addressed in order to improve the current quality of care. 
METHODS
A regional cross-sectional survey study was launched to investigate patients’, specialists’ and general practitioners’ views on (partial) oncological home-hospitalisation. This study encloses two study protocols which were both approved by the Ethical Committee of the general hospital Groeninge, Kortrijk. A first protocol focused on the patients’ perspectives and was part of a master’s thesis project (registration number: CME 18001). Another protocol concerned the questioning of healthcare providers (registration number: B396201836643). All activities were carried out in compliance with good clinical practice guidelines.
Study-specific questionnaires were created for each of the stakeholders’ group of interest. The content of the questionnaire was based upon clinical experiences and was presented to a panel of experts from each group of interest in order to check face validity. It was deliberately chosen to compose the questionnaires as concisely as possible in the hope of getting the response rates as high as possible. Nevertheless, all participants had the opportunity to add additional information or reservations to the questionnaire, by using the available free text fields. This study used a convenience sample for the three stakeholder groups.

Patient Questionnaire
A self-administrating Dutch-language questionnaire was presented on paper to all patients visiting the oncology day care unit of the general hospital Groeninge, Kortrijk, between the 15th and 23th of February 2018. Patients were excluded for study-participation if they were not able to read Dutch, if they were visiting the DCU for the first time, if they were included in a clinical trial with any investigational medical product or if they were staying in the joint seats hall (for privacy reasons). Eligible patients were informed about the study and if they were willing to participate, a signed informed consent form was collected. 
The patient questionnaire included questions on satisfaction with the working of the oncology DCU, the duration of these visits and their perspectives towards partial and full OHH. For those patients who had already experience with the locally implemented model for OHH, some additional questions about their satisfaction with this new practice were presented. The questionnaire used a combination of items with fixed response options and free text fields.
Specialist Questionnaire
A self-administrating Dutch-language survey was mailed electronically to physicians specialized in medical oncology or haematology; and who are active within the regional hospital network the general hospital Groeninge takes part in. This network is a partnership between seven neighbouring hospitals covering a region of 40 municipalities. After sending an invitation e-mail, physicians were reminded twice with an interval of two weeks. By completing and returning the questionnaire, the participants agreed upon study participation and data collection. All data was gathered anonymously.
The specialist questionnaire included questions on demographics, experiences with the current collaboration with primary healthcare providers and their perspectives towards oncological home-hospitalization. The questionnaire used a combination of items with fixed or multiple response options and free text fields.
General Practitioner Questionnaire
A self-administrating Dutch-language survey was mailed electronically to primary care physicians affiliated to the regional general practitioners group of south-west Flanders, Belgium. This organization gathers the interests of GP’s active within the wide surrounding of the general hospital Groeninge, Kortrijk, where a model for OHH was launched. After sending an invitation e-mail, physicians were reminded twice with an interval of two weeks. By completing and returning the questionnaire, the participants agreed upon study participation and data collection. All data was gathered anonymously.
The general practitioners’ questionnaire included questions on demographics, experiences with the present oncological care and their perspectives towards oncological home-hospitalization. The questionnaire used a combination of items with fixed or multiple response options and free text fields.
Statistical analysis
The categorical data gathered during this trial was summarized using descriptive statistics. Frequency distributions were calculated for all variables. The proportional distribution of fixed-response variables were examined for the different demographic characteristics using exact Chi-Square tests. P-values below 0.05 were considered statistically significant (no correction for multiple comparison was done). All statistical analyses were conducted using SPSS Statistics 24. 
Qualitative data was coded systematically by one researcher, after which a second researcher was consulted to discuss the results. 
RESULTS
Patients 
In the context of this trial, 206 patients were approached whereof 163 completed the study questionnaire (response rate = 79%). 21 patients refused participation and 22 patients were incapable of completing the questionnaire during their stay at the oncology DCU. Of those patients who completed the survey, 36 (22%) already had experience with the new care model for (partial) oncological home-hospitalization. (Table 1)
In total, 37 (27%) participants reported to feel positive about the opportunity of administrating cancer treatment in the home environment; 33 (20%) patients did not have an opinion, whereas 80 (49%) patients expressed to feel negative about this concept (figure 1.a.). Key reasons given for accepting full OHH are the comfort of the own home during treatment (n = 9), the absence of waiting times (n = 3) and saving displacements (n = 2). Key reasons for not favouring full OHH are the preferred presence of a physician or care team (n = 13); the safe environment of the clinic (n = 22); contact with fellow sufferers (n = 4) and preference of keeping home- and hospital-environment separately (n = 4).  There was no statistically significant association observed between acceptance or rejection of full OHH and whether or not the patients had already experience with the locally introduced home-hospitalization model (p = 0.484). 
Partial oncological home-hospitalization, only including preparation of therapy-administration at the patients home, while treatment itself is administered the next day in hospital, was accepted by a larger group of responders (69/163 or 42%). 33 (20%) patients did not have an opinion about this, whereas 54 (33%) reported not to be in favour. Reason for negation was provided by 40 patients which could be simplified to the following key arguments: patients prefer to concentrate all treatment-related care to one day (n = 7); there are difficulties or discomfort to make time available the day before treatment (n = 7); patients feel more safe in clinic (n = 6); patients prefer to avoid two punctures in two days (n = 5); day of treatment is considered a wasted day anyhow, so it doesn’t matter how long it exactly takes (n = 5) and others (n = 10). 90 patients expressed their views on the most suitable healthcare provider who should be in charge of oncological home-hospitalization, with most patients selecting hospital nurses (n = 75; 83%) (figure 1.b).  
In general, 158/163 (91%) patients declared to be satisfied with the current working of the oncology DCU and 110/163 (67%) feels the involved waiting times are acceptable. No differences in distribution were observed for those patients who are already familiar with the home-hospitalization model or not (p = 0.613 and p = 0.093 respectively). All patients who were familiar with the locally implemented model for partial home-hospitalization (36/36) declared to be satisfied with this new care model. (Table 2) 
Specialists
In total, 15 responses were received from 46 medical oncology / haematology specialist of the local hospital network (response rate = 33%). The responders represented different sex-, age- and speciality categories (table 1). Median number of subspecialties within the domain of oncology reported is 1. 
When considering the opportunities of oncological home-hospitalization; 10 out of 15 specialists (67%) declared to feel positive about this concept and believe there are a number of cancer treatments which can be administered at the patients’ homes instead of in the hospital. According to most specialists, home-administration should be performed by hospital nurses (n = 7) or homecare nurses who received special training (n = 7) (figure 1.b.). Coordination of this specialized homecare should be performed by the oncologist (n = 7) or a coordinating person within the hospital (n = 7) (figure 1.c.) The distribution in perspectives towards oncological home-hospitalization was not statistically different for the differences is demographics (all p > 0.05). 
When evaluating specialists’ views on the current treatment process for cancer patients, 11 specialists (73%) believe primary healthcare providers might be (too) little involved in order to guarantee continuous care. Those phases of the treatment process most cited are the period between diagnosis and start of treatment (n = 7) and treatment itself (n = 10). Most frequently selected opportunities to improve this involvement are better communication between primary care and hospital (n = 11) and access to the (hospitals’) electronic patients files (n = 10). Five specialists declared primary healthcare providers currently do not have sufficient information in order to provide continuity of care. Most reported missing information according to the specialists is information regarding treatment (n = 4) and pharmacology (n = 4) (figure 2).
General practitioners
The general practitioners’ questionnaire was sent to all members of the local association for general practitioners (n = 286), of which 62 responses were received (response rate = 21.7%). Demographic details of the respondents are represented in table 1. 45 general practitioners declared to feel positive about the possibilities for oncological home-hospitalization (73%). According to them, homecare nurses with special oncology training should be responsible for this new type of specialized homecare (n = 37). Coordination should be performed by the oncologist (n = 19), general practitioner (n = 16) or a coordinator within the hospital (n = 12). The distribution in perspectives towards oncological home-hospitalization was not statistically different for the differences is demographics (all p > 0.05).
51 out of 62 responders (82%) feel primary healthcare providers might be (too) little involved to ensure continuous care for cancer patients. According to the general practitioners optimal involvement falls short at the phase between diagnosis and treatment (n = 20), during treatment (n = 39), and during follow-up and/or post-treatment (n = 18). Most GP’s feel involvement can be improved by more patient contacts for primary care during the oncological treatment process (n = 31). Furthermore, 21/62 GP’s (34%) consider they do not have sufficient information to ensure care continuity, which is specified in shortages of information regarding pharmacology (n = 21), treatment (n = 15) and treatment intention (n = 12). 
DISCUSSION
The primary aim of this regional survey study was to explore the current perspectives towards the concept of oncological home-hospitalization among different stakeholder groups in Belgium. The results of this study demonstrate that the majority of responding physicians (67% of specialists and 73% general practitioners) feel there are opportunities for such care model within the current healthcare delivery system, whereas patients are more reluctant to accept OHH (23%). To our knowledge this was the first survey evaluating patients’, general practitioners’ and specialists’ views on oncological home-hospitalization. A recent Dutch investigation revealed similar numbers for patient preferences on full OHH (10) and recent initiatives on oncological home-hospitalisation (11-15) demonstrate there is interest among a substantial proportion of cancer patients and caregivers. Besides the stakeholders’ perspectives on the implementation of a new care model for home cancer treatment, this survey also revealed some shortcomings and ambiguities within the current cancer care impeding general implementation of such model. 
Patients and healthcare providers seem to agree that nurses (from primary or secondary healthcare) are the most suitable healthcare providers for executing specialized oncological procedures at the patients’ homes. Nevertheless, the physicians clearly expressed the importance of hospital experience or a proper training. These expectations are in line with initiatives on OHH described in the available literature, mentioning nurses to be responsible for this specialized homecare (11-13, 15, 16). When evaluating most suitable healthcare professional for coordinating OHH, majority of specialists and general practitioners believe this should be organized by healthcare providers in the hospital, albeit also a considerable number of physicians feel coordination can be performed by the general practitioner. The authors believe the most suitable model for OHH comprises a close collaboration between primary care and the hospital favouring continuous care for cancer patients. This is supported by the finding of this survey and recently, a similar mixed model approach for the organisation and delivery of general home hospitalization was suggested by a group of Belgian stakeholders (6). Furthermore, multidisciplinary integrated care  is currently encouraged by global policy makers as it is believed to enhance health outcomes and improve health system performance (17). 
This survey demonstrated that healthcare providers, despite high patient satisfaction, also feel some shortcomings within the current ambulatory cancer care impeding transmural and continuous care. Historically, primary healthcare was little involved in the care path of cancer patients which was strongly dominated by technical interventions focusing on treatment (18). As the nature of cancer is evolving; the importance of integrating primary healthcare in cancer care is strongly emphasized (18, 19). Many reports are available defining the GP’s role during cancer diagnosis (20), follow-up post treatment (21) and palliative care (22), but only limited literature is available on GP integration during active cancer treatment (23). However, opportunities for GP involvement are recognized for symptom control and management of toxicities in the home environment which might avoid emergency department visits and hospital admission (18). In addition, GP’s are believed to have in important role in the management of concurrent mental health problems and potential comorbidities (18). The authors believe these opportunities should be encouraged in practice as it will enhance continuous cancer care. Furthermore, this will be crucial when healthcare providers are willing to introduce OHH. Increased involvement of the primary care during cancer therapy will provide more insights into the patients treatment pathway, hence leading to increased quality of care. The results of this survey demonstrate that the aforementioned opportunities are recognised by our local GP’s and specialists. Better communication and more patient contacts for primary care were the most frequently reported areas for improvement. Moreover, a substantial number of physicians (33% of specialists and 34% of GP’s) feel that primary care professionals do not have sufficient information to ensure care continuity. Yet, the authors are convinced that these barriers should be easily overcome given the recent technological advances and growing eHealth opportunities (18, 24). 
In addition to better communication, also legislation and financing were expressed as complicating factors for the implementation of OHH in Belgium. Within the standard of care, the treating physician is responsible for therapy prescription and entrusting administration of the product to an expert nurse, while the physician should remain available in case of problems (25). When considering an integrated model approach for OHH, one should face the responsibility shifts coming along with it. Besides, attention should be paid to the fact that nurses with special qualification or equivalent experience are required to administer chemotherapy in an oncology centre according to Belgian law (26). A clear legal framework is needed allowing shared responsibility if a continuous and multidisciplinary care delivery path for oncological home-hospitalization will be implemented. Likewise, as home-hospitalization is currently not recognized by the Belgian health authorities, there are currently no financial resources available. 
Despite acceptable response rates, the present survey study was prone to participation bias. Furthermore, due to the local characteristic of this trial the results might not be representable to the Belgian population. And finally, one should be aware that the results of this survey reflect the situation for the Belgian healthcare system. Different systems in other countries may yield different results. 


Conclusion
Based on the results of this survey study we can conclude that there is support among different stakeholder groups for a model of oncological home-hospitalization. Nevertheless, before implementing such model into practice, some barriers impeding continuous cancer care delivery should be tackled. A number of recommendations, relatively easy to implement into practice; were indicated by the responding physicians. 
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	Table 1. Respondent characteristics

	
	Patients
N = 163
	Specialists 
N = 15
	General practitioners
N = 62

	
	No. (%)
	No. (%)
	No. (%)

	Gender
Female
Male
Missing
	
87 (53.4%)
66 (40.5%)
10 (6.1%)
	
7 (46.7%)
7 (46.7%)
1 (6.7%)
	
22 (35.5%)
40 (64.5%)
/

	Age (years)
25 – 34
35 – 44
45 – 54
55 – 64
≥ 65
	
No information
	
1 (6.7%)
7 (45.7%)
4 (26.7%)
3 (20.0%)
0 (0.0%)
	
14 (22.6%)
5 (8.1%)
16 (25.8%)
20 (32.3%)
7 (11.3%)

	Specialty*
Breast
Dermatology
Digestive
Geriatric
Gynaecology
Haematology
Head & Neck
Neurology
Pulmonology
Urology
	NA
	
3 (20%)
2 (13.3%-
6 (40.0%)
2 (13.3%)
4 (26.7%)
3 (20.0%)
4 (26.7%)
2 (13.3%)
4 (26.7%)
[bookmark: _GoBack]4 (26.7%)
	NA

	Practice setting
Solo
Group (≥ 2)
Association
Community health centre
Other
	NA
	NA
	
26 (41.9%)
33 (53.2%)
1 (1.6%)
1 (1.6%)
1 (1.6%)


* Percentage given is de percentage of experience within the specialty domain represented in the complete respondents group. Respondents could master several specialty domains. 

	Table 2. Patients’ reported satisfaction with the current oncological care

	
	Positive
	Negative
	Neutral
	Missing 

	
	No. (%)
	No. (%)
	No. (%)
	No. (%)

	General satisfaction oncology DCU
(N = 163)
	
158 (96.9%)
	
2 (1.2%)
	
0 (0%)
	
3 (1.8%)

	Waiting times at oncology DCU
(N = 163)
	
110 (67.5%)
	
15 (9.2%)
	
35 (21.5%)
	
3 (1.8%)

	General satisfaction partial OHH*
(N = 36)
	
36 (100%)
	
0 (0%)
	
0 (0%)
	
0 (0%)


* Only applicable for those patients who had experience with the locally implemented model for partial oncological home-hospitalization. 



Figure 1. Perspectives towards oncological home-hospitalization
c. Most suitable healthcare provider responsible for coordinating oncological home-hospitalization.















b. Most suitable healthcare provider responsible for home administration of cancer therapeutics.














a. Perspectives towards the possibility of oncological home-hospitalization, defined as administrating cancer therapeutics at the patient’s’ homes instead of at the oncology day care unit.


















Figure 2: Specialists’ and General practitioners’ perspectives about the current oncological care
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a. Phases where primary care providers might be (too) little involved in order
to ensure continuity of care.

39
20 18
14
11 10
7
. - [ | - ' m
| — | —

During treatment  During follow-up  Palliative Phase
and/or post-
treatment

No Between research  Between diagnosis
and diagnosis  and treatment start

mSpecialists  ® General practitioners




