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ABSTRACT
Objective: General practice plays an important role in cancer trajectories, and cancer patients
request the continuous involvement of general practice. The objective of this scoping review
was to identify healthcare practices that increase the quality of care in cancer trajectories from a
general practice perspective.
Design, setting, and subjects: A scoping review of the literature published in Danish or
English from 2010 to 2020 was conducted. Data was collected using identified keywords and
indexed terms in several databases (PubMed, MEDLINE, EBSCO CINAHL, Scopus, and ProQuest),
contacting key experts, searching through reference lists, and reports from selected health polit-
ical, research- and interest organizations’ websites.
Main outcome measures: We identified healthcare practices in cancer trajectories that increase
quality care. Identified healthcare practices were grouped into four contextual domains and allo-
cated to defined phases in the cancer trajectory. The results are presented according to the
Preferred Reporting Items for Systematic Reviews and Meta-analysis extension for scoping
reviews (PRISMA-ScR).
Results: A total of 45 peer-reviewed and six non-peer-reviewed articles and reports were
included. Quality of care increases in all phases of the cancer trajectory when GPs listen carefully
to the full story and use action plans. After diagnosis, quality of care increases when GPs and
practice staff have a proactive care approach, act as interpreters of diagnosis, treatment options,
and its consequences, and engage in care coordination with specialists in secondary care involv-
ing the patient.
Conclusion: This scoping review identified healthcare practices that increase the quality of care
in cancer trajectories from a general practice perspective. The results support general practice in
investigating own healthcare practices and identifying possibilities for quality improvement.

KEY POINTS
Identified healthcare practices in general practice that increase the quality of care in cancer
trajectories:
� Listen carefully to the full story
� Use action plans and time-out-consultations
� Plan and provide proactive care
� Act as an interpreter of diagnosis, treatment options, and its consequences for the patient
� Coordinate care with specialists, patients, and caregivers with mutual respect
Identified barriers for quality of care in cancer trajectories are:
� Time constraints in consultations
� Limited accessibility for patients and caregivers
� Health practices to increase the quality of care should be effective, safe, people-centered,
timely, equitable, integrated, and efficient. These distinctions of quality of care, support
general practice in investigating and improving quality of care in cancer trajectories.
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Background

General practice has a significant role in cancer
patients’ trajectories because general practice is often
the patients’ first contact with the healthcare system
[1]. The implementation of cancer pathways and fast-
track referral pathways has reduced the time to diag-
nosis and treatment [2,3]. However, signs of cancer
are intangible and only half of the patients, who were
later diagnosed with cancer, presented to their gen-
eral practitioner (GP) with cancer alarm symptoms [4].
An increased number of GP visits often precedes can-
cer diagnosis [5], but pre-diagnostic healthcare-seeking
varies greatly among patients with different cancer
types and socioeconomic status [6,7]. Even though the
incidence of cancer is increasing with the growing and
ageing population; typically, a GP only has a few cases
a year where patients are diagnosed with cancer [1,8].
The incidence of cancer is steadily increasing globally,
with high-income countries accounting for the main
proportion [9]. However, the incidence of different
types of cancer differs greatly and presentations vary,
making it difficult for GPs to recognize diagnostic pat-
terns for specific cancer types.

A review found that cancer patients preferred their
GP to be continuously involved in the cancer trajec-
tory [10]. Due to being based in local communities
and providing person-centered care, general practice
is the obvious choice for cancer patients’ follow-up
consultations [1,11]. GPs expressed the need for more
specific information regarding their patients diagnosed
with cancer, from secondary healthcare at the transi-
tion of care to primary care, including the possibility
of coordinating with and counseling from cancer spe-
cialists at hospitals [10,12,13]. Also, cancer patients felt
more secure and were more satisfied with follow-up in
general practice, if the GP had the possibility of coun-
seling with a specialist [14]. However, there are still
barriers to coordinating care, such as defining and
agreeing on the health professionals’ roles and
responsibilities, lack of coordinating the transition of
care, and inadequate communication between cancer/
hospital specialists and general practice [15].

In general, there are many evidence-based guide-
lines and scientific reviews that recommend prede-
fined and standardized processes of care for cancer
trajectories, making it difficult for GPs to be updated
on all of them [16]. Moreover, evidence-based guide-
lines are not directly transferable to primary care due
to the individual contextual factors in each patient-GP
relation, e.g. comorbidities, sex, age, social, economic,
cultural, and occupational factors [17]. To our know-
ledge, no reviews investigated how evidence-based

guidelines and standards are translated into healthcare
practices in general practice, in which they took con-
textual factors into account. This scoping review aims
to identify healthcare practices that increase the qual-
ity of care in cancer trajectories, from a general prac-
tice perspective.

Materials and methods

The scoping review methodology was chosen for this
study, as it goes beyond effectiveness by investigating
both the context in which care is delivered and the
knowledge gaps [18,19]. Joanna Briggs Institute meth-
odology [19] was used for the search strategy
(Appendix I), and the search results are presented
according to the Preferred Reporting Items for
Systematic Reviews and Meta-analysis extension for
scoping reviews (PRISMA-ScR) [20].

Framework for cancer trajectories

Based on the current literature, seven phases of cancer
trajectories were defined; 1. Awareness of patients’
bodily sensations and unexplained symptoms, 2. First
presentation and investigation of symptoms in primary
care, 3. Referral to secondary care, 4. Diagnosis, 5.
Treatment, 6. Follow-up, and 7. Palliative care. More
Specifically, phase 1–4 are based on The Aarhus
Statement [21], 5 and 6 are based on the ‘Quality of
Cancer Survivorship Care Framework’ [22], and phase
7 is based on the WHO report: ‘Integrating palliative
care and symptom relief into primary health care’ [23].
After being diagnosed with cancer, patients may inter-
changeably receive treatment, follow-up, and/or pallia-
tive care; therefore, the phases should be regarded as
concurrent and not sequentially.

Eligibility criteria

Studies describing healthcare practices in cancer tra-
jectories from a general practice (i.e. primary health-
care, family medicine, GPs, and general practice staff)
perspective included: patients diagnosed with can-
cer—regardless of age, type or stage of cancer,
patients with unexplained or cancer suspicious symp-
toms, and caregivers of these patient groups.
Furthermore, studies with both GPs and staff/health
personnel employed in general practice were included.
Patients and caregivers are age 18þ unless referred to
as otherwise. Studies were excluded if they were
solely concerned: pharmacies, nursing homes,
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community nurses, or private practice specialists, such
as gynecologists.

Theoretical frameworks
The WHO’s definition of healthcare quality [24] was
used to define and categorize how healthcare practi-
ces affect the quality of care in cancer trajectories and
identify which healthcare practices increase the quality
of care (Table 1).

We used the four contextual domains included in
the Quality of Cancer Survivorship Framework to
group healthcare practices according to how they are
affected by or how they affected the context of cancer
trajectories in general practice [22]; i.e. I. Clinical struc-
ture, II. Communication/decision making, III. Care
coordination, and IV. Patient/caregiver experiences.

Search strategy

The search strategy in scoping reviews implies an
iterative search technique and is based on both a sys-
tematic scoping search of peer-reviewed literature and
a screening of non-peer-reviewed literature from
January 2010 to September 2020. The systematic
search included peer-reviewed literature with any
study design and methodology, written in English or
Danish. Included studies described healthcare practi-
ces in terms of, i.e. testing interventions or everyday
experiences/healthcare practices in cancer trajectories.
Studies that included expectations, views, and beliefs
as their findings, were excluded. Reference lists of the
included articles for full-text reading were screened
for relevant articles for full-text reading, and experts
within the field of general practice and cancer trajec-
tories were consulted to identify further relevant peer-
reviewed and non-peer-reviewed records.

An initial search for identified keywords and index
terms was conducted in PubMed, and a second search
was conducted in MEDLINE, EBSCO CINAHL, Scopus,
and ProQuest. A research librarian assisted with the
second search that was conducted in March 2020 and
updated in September 2020. The search strategy used
in MEDLINE is presented in Appendix I. All identified
records were imported to the web-based screening
software, Covidence (www.covidence.org), and dupli-
cates were removed. Two reviewers screened titles
and abstracts (AN and GBL). The screening was pilot
tested on 25 articles before the reviewers screened
them independently. The same reviewers also con-
ducted the full-text screening, which was pilot tested
on a random sample of five articles. Disagreements
were solved through discussion until consensus
was reached.

Records identified through other sources were non-
indexed reports, government documents, guidelines,
and newsletters relevant to general practice. Other
sources included these Danish websites: The Danish
Cancer Society, Danish Health Authority, The Danish
Knowledge Centre for Rehabilitation and Palliative
Care (REHPA), The Danish College of General
Practitioners (DSAM), Monthly Magazine for General
Practice [Månedsskrift for Almen Praksis], and corre-
sponding websites in the UK (e.g. The Kings Fund and
United Kingdom National Health Service). Non-peer
reviewed records were gathered from the UK, as the
UK has a primary healthcare system comparable to
Denmark and has experienced similar challenges
regarding cancer trajectories as Denmark.

Synthesis of results

An interpretive approach was applied to identify
healthcare practices in the included records and was
performed by AN and GBL. The identified healthcare
practices were grouped into the corresponding con-
textual domain(s) for each of the seven cancer trajec-
tory phases and assigned by their effect on the quality
of care according to the WHO definition.

Results

A total of 3553 articles were screened for eligibility,
and 178 peer-reviewed full-text articles were retrieved
and reviewed. The main reason for exclusion was that
no healthcare practices were described (n¼ 102). A
total of 45 peer-reviewed and six non-peer-reviewed
articles were included (Table 2). The study’s selection
process is presented in Figure 1. Overall, we identified

Table 1. Definition of quality healthcare based on a summary
of a selection of the main components of definitions of qual-
ity healthcare in the reference [24].
Definition of quality healthcare

In accordance with the WHO, quality healthcare should be:
� Effective: providing evidence-based healthcare services to those who

need them
� Safe: avoiding harm to people for whom the care is intended
� People-centred: providing care that responds to individual

preferences, needs and values
� Timely: reducing waiting times and sometimes harmful delays for

those who both receive and give care
� Equitable: providing care that does not vary in quality on account of

age, sex, gender, race, ethnicity, geographical location, religion,
socioeconomic status, linguistic or political affiliation

� Integrated: providing care that is coordinated across levels and
providers, and makes available the full range of healthcare services
throughout the life course

� Efficient: maximizing the benefit of available resources and
avoiding waste
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five healthcare practices that increased the quality of
care in cancer trajectories from a general practice per-
spective (Table 3). In the following text, quality con-
cepts corresponding to the WHO definition are
highlighted in italics.

Phase 1. Awareness of bodily sensations and
unexplained symptoms

II. Communication/decision making
When patients perceive bodily sensations and unex-
plained symptoms, they might convince themselves
that symptoms could be due to age, lifestyle, other
known/chronic conditions, or present these to the GP
and argue that their symptoms are credible [25–27].
Therefore, patients, caregivers, and GPs are mutually
dependent on each other to discuss and negotiate the
possible explanations for bodily sensations and unex-
plained symptoms. People-centered and equitable qual-
ity of care is increased when the GP: listens carefully
to the full story, is aware of both verbal and non-ver-
bal communication, and is aware of how their percep-
tion of the presented bodily sensations and symptoms

may be affected by their previous relationship with
the patient or caregivers [26,28].

Phase 2. First presentation and investigation of
symptoms in primary care

I. Clinical structure
To provide effective and evidence-based quality of care,
continuous medical education for early cancer diag-
nostics should be aimed at specific cancer types
[29–32]. Time constraints in general practice can be a
barrier to timely, efficient, and people-centered health-
care; thus, negatively influencing both the GPs ability
to listen to the patients’ full story and their decision
to perform a thorough physical examination, and
makes it difficult for patients to get an appoint-
ment [27,31,33].

II. Communication/decision making
The quality of people-centered and equitable healthcare
is increased when GPs: are aware of their preconcep-
tions about their relationship with patients and care-
givers who attend the consultation(s), listen to the
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Figure 1. PRISMA-ScR flowchart presenting the study selection process in the systematic scoping review.
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patients’ full story, and investigates/explores the
patients’ preconceptions to avoid miscommunication
[28,34–36]. Moreover, timely and effective quality of
care in cancer trajectories is increased if GPs examine
the patients’ story for structured, precise, and detailed
presentation (e.g. duration of symptom, time course,
and associated symptoms) by using close-ended ques-
tions to guide the patient’s presentation of their
symptoms [33].

III. Care coordination
The quality of timely and effective care related to care
coordination is increased, when GPs and patients/care-
givers reach an agreement regarding a specific time
and date for further follow-up and consultations,
which functions as a safety net for both the GP and
patients/caregivers [28,35].

IV. Patient/caregiver experiences
For most cancer patients, their GP was their first
healthcare contact in their cancer trajectories. Thus,
people-centered quality of care is increased when the
GP investigates whether their patients feel that their
symptoms are being taken seriously and whether their
patients suspect that their symptoms could be cancer-
related [31,32,37].

Phase 3. Referral to secondary care

II. Communication/decision making
It increases the quality of integrated and people-cen-
tered care, when GPs provide information and reassur-
ance to patients regarding their referral, based on the
patient’s information needs. Furthermore, inquiring
about what their patients would like to know about
the diagnostic testing process, encompassing referral,
specialist input, and how the patient can obtain the
results, also increases the quality of care [38]. To
increase the integrated quality of care, GPs and
patients can make an action plan together, which the
patient can use in case of delays in the process [39].
An action plan is defined as an explicit and mutual
agreement between GPs and patients, where the role
of the GP and the responsibilities of both patients
and GPs throughout the cancer trajectory are
clearly defined.

III. Care coordination
Including fast-track referral, proactive care increases
integrated quality of care, when GPs seek to maintain
contact with cancer patients throughout the entire
cancer trajectory by systematically making appoint-
ments for follow-up consultations [32,40].

Table 3. Identified healthcare practices that increase the quality of care, their corresponding cancer trajectory phases, and com-
ponents of quality healthcare.
Healthcare practices that increase quality of care Cancer trajectory phases Components of quality healthcare

Listen carefully to the full story 1. Awareness of patients’ bodily sensations and
unexplained symptoms

2. First presentation and investigation of
symptoms

3. Referral to secondary care
4. Diagnosis
5. Treatment
6. Follow-up
7. Palliation

Efficient quality of care
Equitable quality of care
People-centered quality of care
Timely quality of care

Use action plans and time-out-consultations 1. Awareness of patients’ bodily sensations and
unexplained symptoms

2. First presentation and investigation of
symptoms

3. Referral to secondary care
4. Diagnosis
5. Treatment
6. Follow-up
7. Palliation

Efficient quality of care
Integrated quality of care
People-centered quality of care
Safe quality of care
Timely quality of care

Plan and provide proactive care 4. Diagnosis
5. Treatment
6. Follow-up

Effective quality of care
Efficient quality of care
Integrated quality care
People-centered quality of care
Safe quality of care
Timely quality of care

Act as an interpreter of diagnosis, treatment
options, and its consequences for the patient

4. Diagnosis
5. Treatment
6. Follow-up

Effective quality of care
Efficient quality of care
People-centered quality of care
Safe quality of care

Coordinate care with specialists, patients, and
caregivers with mutual respect

4. Diagnosis
5. Treatment
6. Follow-up

Effective quality of care
Efficient quality of care
Integrated quality of care
People-centered quality of care
Timely quality of care
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Phase 4. Diagnosis

II. Communication/decision making
It increases the people-centered quality of care, when
GPs act as an interpreter for the patient, by informing
the patient in layman’s terms about the diagnosis and
its consequences in regards to care, including discus-
sing physical and psychosocial effects [41,42]. It
increases the quality of timely and integrated care
when GPs make an action plan [34]. At diagnosis in
primary care, it increases the quality of people-centered
care, if GPs tell patients to bring a relative to their
consultation [27].

III. Care coordination
To increase the quality of effective and efficient care,
GPs and general practice staff can make checklists of
concrete tasks, appoint roles to GPs and practice staff,
and describe when and how they should be involved
in the cancer trajectory and structured activities.
Structured activities that increase timely, people-cen-
tered, and equitable quality of care include: sending a
letter to patients when the cancer diagnosis is given,
describing the potential role of general practice in the
cancer trajectory, and then appointing a contact per-
son (i.e. GP or practice staff) to contact the patient if
they do not respond to the letter [32,40,43,44].

IV. Patient/caregiver experience
It increases the quality of timely and people-centered
care when GPs discuss their role in the cancer trajec-
tory with their patients and caregivers. Due to patients
not being informed of the GPs role in the cancer tra-
jectory, there is a risk of them not wanting to bother
the GP by contacting them or a risk that previous
negative experiences in the cancer trajectory impact
their perception of support from their GP [37,44,45].

Phase 5. Treatment

I. Clinical structure
Increasing effective, safe, people-centered, and inte-
grated quality of care, requires GPs to maintain con-
tact with patients during treatment phases and
hospital admissions, and provide healthcare professio-
nals in the secondary sector (e.g. surgeons, oncolo-
gists) with relevant information about the
patient [46–48].

II. Communication/decision making
If GPs are available to both patients and relatives, to
interpret and discuss the diagnosis and its consequen-
ces, including physical and psychosocial effects, it

increases effective, safe, and people-centered quality of
care [44,49–52]. Time-Out-Consultations in general
practice are general practice-initiated consultations
after diagnosis and before initiation of treatment,
aimed at supporting treatment decisions. Moreover,
these consultations increase safe, efficient, and people-
centered quality of care by supporting patients in
choosing treatment, based on both evidence and the
patient’s preferences [51,53].

III. Care coordination
It increases the quality of timely and people-centered
care when GPs are explicit about the roles of the GP
and practice staff in the treatment phase; regarding,
the patient’s physical and psychosocial needs related
to cancer and other chronic conditions
[41–43,47,50,54]. One way to ensure contact is main-
tained during the treatment phase is to reserve con-
sultation time in the calendar to make room for
outreaching patient contact [43]. Having a representa-
tive participate in the multi-disciplinary meetings at
the hospital on behalf of the patient’s GP, to both pro-
vide information and receive information about the
patient, increases; effective, people-centered, and timely
quality care, especially in complex cases [55].
Additionally, it increases the quality of people-centered
and integrated care if GPs that do not receive
adequate information from secondary care, ask them
to supply further information [41].

IV. Patient/caregiver experiences
Proactive care increases the timely and people-centered
quality of care [32,45,49,52] by helping to identify,
among others, patients who distrust their GP due to
experiences leading up to their diagnosis, or patients
who lack trust in their GPs’ knowledge about their dis-
ease [49,50]. Likewise, proactive care may benefit care-
givers who might need to be contacted by their GP to
discuss physical and psychosocial effects, because they
do not contact the GP for fear of wasting the GP’s
time [44,54].

Phase 6. Follow-up

I. Clinical structure
GPs’ use of data from electronic patient files for pro-
active supervision of cancer patients, increases safe,
integrated, efficient, and people-centered quality of care.
Therefore, insufficient exchange of data between gen-
eral practice and secondary care is a barrier to execut-
ing this general practice [36,40,56].
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To assure the quality of timely care, it is important
that GPs ensure that they are accessible to their can-
cer patients and caregivers so that patients don’t have
to wait weeks before getting an appointment
[39,44,57,58], e.g. conducting telephone or web con-
sultations with patients and their caregivers [43,59].
Moreover, in cases where patients do not attend fol-
low-up visits, practice staff could contact the patient,
inquire why they missed their appointment, and offer
them a new consultation [60]. Another approach for
delivering timely and efficient quality of care is to pro-
vide follow-up care in a group setting, based on can-
cer type, and focuses on: addressing illness-specific
issues, offering support, reviewing progress, identifying
raised needs, and ensuring that previous concerns
have been addressed [61].

II. Communication/decision making
Effective and people-centered quality of care during fol-
low-up in the cancer trajectory is increased when GPs
act as interpreters of hospital information, such as sur-
vivorship care plans and practice proactive care
[49,54,56,62,63]. In cases where the patient is familiar
with the GP, it increases the effective and people-cen-
tered quality of care if the GP does not completely fol-
low the recommended guidelines regarding exercise
and nutrition recommendations based on cancer diag-
nosis, but instead tailors the recommendations to
each individual patient [64]. A well-established rela-
tionship before the cancer diagnosis makes it easier
for patients, caregivers, and GPs to contact each other,
and for patients and caregivers to ask the GP for sup-
port [36,44,47]. The patient-GP relationship was
strengthened when video consultations were used, if
the patient, cancer specialist, GP, and in some cases
caregivers, were included [52]. Support and informa-
tion may also be offered by practice staff or as peer-
support in group consultations [43,61].

III. Care coordination
It increases quality of people-centered and integrated
care when GPs practice proactive care [32,36,39,41,42,
54,57,62,65–67]. Both GPs and practice staff may act
as the patient’s contact person in general practice
[40], and pre-book appointments for performing out-
reach patient contact [43].

Only sharing care plans between general practice
and secondary care, might not affect patient outcomes
[68], since people-centered, integrated, and effective
quality of care requires information handed from sec-
ondary care to general practice that is both compre-
hensive and specific for general practice, including;

how to manage late effects, which possible symptoms
of recurrence to look for, and when the GP should
refer the patient back to the specialists [32,41,58,63].
Still, when GPs and specialists show mutual respect
and work together (e.g. in video consultation between
specialists, GPs, and patients) their sharing of informa-
tion can increase the integrated and effective quality of
care, with the patient as an obvious part of this team-
work [48,60,69,70]. One way of improving cooperation
is for specialists to provide general practice with a dir-
ect telephone number in case of questions [69].

IV. Patient/caregiver experience
Proactive care increases the quality of integrated,
timely, and people-centered care; whereas, follow-up
appointments led by GPs improve the relationship
between patients and GPs [42,49,54,57]. Proactive care
requires the GP to be: friendly, have knowledge about
the disease, appear receptive to questions, and be
explicit about the process [39]. People-centered quality
of care is increased, when GPs ask for patients’ per-
ceptions of their relationship, which might be affected
by experiences from consultations before diagnosis
and patients’ perceptions of the GP’s cancer-related
knowledge [42,45,49,63]. Furthermore, the quality of
people-centered and timely care increases when GPs
proactively care for relatives and caregivers during fol-
low-up [32,44,54].

Phase 7. Palliative care

I. Clinical structure
Effective, safe, integrated, and people-centered quality of
care increases when GPs ensure they have information
regarding preferred place of death, medical condition,
information about the living situation, names and tele-
phone numbers of family, and a known treatment
plan with specified responsibilities of multidisciplinary
health professionals, including appointing a stand-in
for the regular GP if the GP is absent. The quality of
people-centered care is increased if the GP performs
home visits, and offers GP consultations to caregivers
[43,44,71,72]. Moreover, effective quality of care
increases when GPs participate in continuous medical
education, especially if they lack palliative care know-
ledge [73].

II. Communication/decision making
Quality of people-centered and integrated care is
increased, if GPs initiate and negotiate their involve-
ment in palliative care [72,74] and use dialogue to
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identify needs, even in cases when there is no clear
prognosis [46,59,74].

III. Care coordination
To increase effective, integrated, timely, and people-cen-
tered quality of care, besides being responsible for
prescriptions and follow-up of already identified
needs, GPs can ensure early identification of palliative
care needs [46,74]. Home visits and telephone or
video consultations between the patient, GP, and sec-
ondary care, increase the quality of integrated, effect-
ive, and people-centered care by; managing pain,
managing comorbidity, providing psychosocial sup-
port, and building-up relationships [48,52,59,72].
Moreover, communication from secondary care regard-
ing; clinical information, information about patient
and family, living situation, and preferred place of
death, are very useful in general practice [71]. In
regards to managing a patient’s acute needs, the qual-
ity of timely care increases if patients have the GP’s
direct number [40].

IV. Patient/caregiver experience
Performing Time-Out-Consultations with patients in
the palliative phase increases the timely and people-
centered quality of care [46,75].

Discussion

Principal findings

A total of 51 studies that presented healthcare practi-
ces in cancer trajectories from a general practice per-
spective were identified. These studies provided
knowledge of how healthcare practices increase the
quality of care in the different phases of cancer trajec-
tories. This scoping review reflects the context of pri-
mary care: balancing increased demands for efficiency,
greater complexity of biomedical knowledge, and con-
sideration for individual patient needs [76]. Overall,
this study found that it increases the quality of care in
all cancer trajectory phases when GPs; (1) Listen care-
fully to the full story and (2) Use action plans. After
referral for secondary care, quality of care is increased
when GPs and practice staff: (I) Use a proactive care
approach, (II) Act as interpreters of diagnosis, treatment
options, and its consequences, and (III) Engage in care
coordination with specialists in secondary care involving
the patient. While time constraints and accessibility to
general practice can be substantial barriers to quality
of care.

Findings in relation to other studies

Listen carefully to the full story
A review described the importance of listening to the
full story, emphasized by the GPs’ use of their ‘gut
feeling’ when listening to patients’ descriptions of
symptoms and non-verbal cues during the diagnostic
phase [77]. However, GPs’ listening to their ‘gut feel-
ing’ is related to the GPs’ perceived relationship with
the patient [78], and is concurrent with our finding
that GPs should be aware of their preconceptions
about the relationship. Moreover, a study concluded
that diagnosing cancer is not solely a question of
adhering to clinical guidelines [79]. The suspicion of a
cancer diagnosis arises during GP and patient commu-
nication, and ineffective communication can cause a
delay in a timely cancer diagnosis [80].

During treatment and follow-up care, the use of
self-reported needs assessment questionnaires com-
pleted at home before a general practice consultation
supports patients with cancer to reflect and articulate
their own perception of problems and needs [81].
Such a tool in general practice could support the
patient in presenting ‘the full story’.

Use action plans
The use of action plans is described in all phases of
the cancer trajectory. A review exploring the role of
GPs’ ‘gut feelings’ in the diagnostic phase, reported
that GPs encouraged patients to contact the GP again
if their symptoms persisted or worsened [77]. This
study found that the GP should do more than just
encourage patients to re-consult. Based on the GPs
evaluation of each patient, as to whether the patient
will contact the GP if their symptoms persist, the GP
either scheduled a follow-up consultation or relied on
the patient to contact the GP in case of persistent or
worsening symptoms. Booking the next follow-up visit
at the end of the consultation will avoid hindering
patients from booking a GP consultation due to wait-
ing time. Likewise, planning a follow-up consultation
gives GPs with perceived time pressure, time for; a
more thorough physical examination, eliciting clinical
signs, and listening to the patient’s full story [80].

One study described GPs’ opinions about using text
messages to communicate with patients with low-risk
cancer symptoms. The study found that text messages
could act as a safety net by encouraging patients to
either remember their consultation or encouraging
patients to contact their GP if the patient’s symptoms
persist or worsen [82]. Text messaging is already being
used in general practice, but to the knowledge of the
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authors, no existing literature describes the systematic
use of text messages and the effects thereof.

Another positive aspect of having an action plan is
that it addresses the patient’s need for knowing
whom to contact in case of emerging problems and
needs. This study found that after patients are diag-
nosed with cancer, they often do not have information
regarding what role their GP plays in the patient’s can-
cer trajectory; however, this can be remedied by coor-
dinating care, such as telephone and video
consultations between specialists, patients, and GPs
[59,83]. Moreover, it is also important for the GP to be
informed of the action plans and responsibilities the
specialists and patients agreed upon [84].

Use a proactive care approach
As this study found, a proactive care approach sup-
ports those patients who are in-between hospital
departments during the diagnosis and treatment
phases and do not know who to contact if problems
or needs emerge [84]. Furthermore, this approach sup-
ports patients who distrust their GP due to previous
negative experiences [84] or lack of confidence in their
GP’s knowledge of their cancer diagnosis, treatment,
and follow-up [85,86].

In the palliative phase, WHO recommends early
identification of palliative care needs by GPs [23], and
WHO has developed eight indicators that GPs may use
for needs identification [87]. However, further investi-
gation of the effect of these is required.

Act as interpreters of diagnosis and its
consequences
In accordance with the results of this study, a review
found that men diagnosed with prostate cancer are at
risk of regretting their treatment decisions. GPs can
support these patients by encouraging them to
include their personal values and level of social sup-
port in the decision-making process before treatment;
furthermore, GPs can review and interpret treatment
information material together with the patient [88].

Another review found that the major barrier for
using the GP’s cancer-related knowledge after diagno-
sis is GPs’, patients’ and specialists’ lack of trust in the
GPs’ knowledge [85]; thereby, limiting the GPs ability
to provide adequate information and timely identifica-
tion of needs and symptoms that require referral to
secondary care. Another study found that, if GPs had
received additional training and could contact a spe-
cialist in case of questions, patients trusted the GPs to
be responsible for their follow-up care; even though,

all tasks in follow-up care may not be identified in
advance [84].

Engage in care coordination with specialists in sec-
ondary care involving the patient
Care coordination should not be the responsibility of
either specialists or GPs, but both [89]. However,
shared information and the organization of follow-up
care should not be standardized or solely based on
organizational and administrative decisions [90]. The
decision as to whether follow-up cancer care should
be shared between GPs and specialists, or whether fol-
low-up care should only be provided in either primary
care or a hospital setting, could be a risk-stratification
of cancer patients [91] based on cancer-related effects,
comorbidity, and socioeconomic disparities [92].
Finally, care coordination should include the clearly
defined roles of both the specialist and the GP, how
the specialist and GP can contact one another, and a
plan or guideline for follow-up care provided to the
GP by the specialist [85,93].

One method for improving care coordination is by
using shared care plans, most often developed in sec-
ondary care, then sent to both the patient and the
patient’s GP [94]. However, content requirements for
shared care plans differ for GPs and patients. One
study found that primary care providers were more
interested in receiving information about the late
effects of treatment, rather than specifics regarding
therapeutic agents and dosage [95]; additionally, the
study found that patients wanted a plan that
described what they could expect throughout their
cancer trajectory. Moreover, the same study described
that specialists’ wished for an ‘interactive’ document,
that could be continuously updated [95]. Even though
there are many wishes for shared care plans, the effect
of care plans for patients remains unclear. A random-
ized controlled trial found that implementing a shared
care plan increased patients’ concerns, symptoms, and
contact to their GP with cancer-related concerns [96].
Most importantly, the mere presence of care plans
does not imply improved coordinated care, unless
they are implemented as a tool to support communi-
cation and shared care for specialists, GPs, and
patients [97].

Strengths and weaknesses of the study

The findings of this scoping review should be consid-
ered along with some limitations. Even though a
robust search for literature assisted by a research
librarian was executed, it’s possible some relevant
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literature (including literature written in languages
other than English and Danish) was missed. Further,
it’s recognized that healthcare systems vary greatly
across countries, and even though this study included
international literature, the evidence presented in this
review may not be universally applicable or action-
able. Furthermore, the findings may not apply to all
cancer types, as included studies predominantly
focused on patients with breast, prostate, and/or colo-
rectal cancer.

The scoping review method used in this study is a
strength, as it enabled the investigation of research in
the context of general practice, and presented results
integrating the complexity of quality of care. However,
a limitation of scoping reviews is that the included
studies are not quality-rated. Nonetheless, the aim was
to identify the variation of healthcare practices
increasing quality of care, not to identify correct
healthcare practices, since correct healthcare practices
vary due to the complexity of quality of care in gen-
eral practice.

Implications for clinicians

This scoping review identified healthcare practices that
increase the quality of care in cancer trajectories from a
general practice perspective. Even though some of the
identified healthcare practices are already being imple-
mented in many general practices, the results may help
to further guide individual GPs and general practice
teams to organize and address quality cancer care by
using the results of this scoping review to identify areas
they can initiate quality improvement initiatives, and
adjust their healthcare practices according to the
increasing demands of efficiency, greater complexity of
biomedical knowledge, and consideration for individual
patient needs. Moreover, this scoping review informs;
general practice, hospital specialists, policymakers, and
interest organizations on how to improve the quality of
care in cancer trajectories.
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Appendix I

Table A.1. Example of search in Medline using a combination
of three search blocks.
Search
block Search terms

1 Cancer� OR neoplasm�
2 Patient pathway� OR continuity of patient care OR shared care

OR co-manag� OR patient care manag� OR collaborative
care OR care coordinat� OR continuum OR proactive care OR
relationship centered care OR patient-focused care OR
patient-centered nursing OR patient-centered
communication OR shared decision� OR physician-patient
relation� OR nurse-patient relation� OR attitude of health
personnel OR attitude of patient� OR communication OR
professional competence� OR patient experience� OR
caregiver experience�

3 General practice OR general practice staff OR general
practitioner� OR primary care physician� OR patient care
team OR family physician OR primary care practitioner� OR
family practice�
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