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Background: Family physicians (FPs) play an important role in cancer control. The aim of this study was to understand the functions 
of FPs in cancer control and to explore FPs’ perceptions of their own roles and the difficulties they face in cancer control in Karabuk 
province, Turkey.
Methods: The study consisted of two methodological parts. The qualitative part included a descriptive study in which data were collected 
from 87.5% (n=56) out of all FPs in Karabuk using a questionnaire. In the quantitative part, in-depth interviews with 15 FPs were 
conducted and analyzed through content analysis.
Results: Half of the FPs (50.0%) provided cancer prevention information for their registered people, focusing on especially smoking 
cessation. In the last three months, the proportion of FPs who had not invited anyone to screenings was 37.5% for the pap test, 26.8%  
for the mammography, 19.0% for the fecal occult blood test and 34.5% for the colonoscopy. Only 16.1% of them reported that they 
made home visits for cancer patients. In the qualitative part of study, the following themes were highlighted: the perceived responsibilities 
of FPs regarding cancer control; the effect of geographically undefined working area of FPs; the issues with coordination between FPs 
and specialists; the effect of the number of primary care team members.
Conclusions: Cancer control services provided by FPs have significant problems in terms of the FPs’ approach to the services and their 
content, continuity and coordination. 
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INTRODUCTION

Cancer control requires comprehensive and continuous 

practices ranging from reducing the effects of risk factors at the 

individual and environmental levels as much as possible to 

maintaining care until the end of life. Family physicians (FPs) 

have critical roles in all stages of cancer control services as the 

first contact with the community. 

Studies indicate that the services provided by FPs are 

associated with an increase in public awareness and in the early 

diagnosis of cancer1-3 and with improvements in survival 

duration and quality of life of cancer patients, the provision of 

end-of-life care, and allowing end-stage cancer patients to die at 

home.4-8 The need for primary, secondary and tertiary care 

providers to share the burden of follow-up care for the increasing 

number of cancer patients has also been noted.9,10 The Turkish 

National Cancer Control Program highlighted the integration of 

FPs into the cancer control is a necessity for the success of cancer 

control program.11 In addition, the FPs should provide the 

primary and secondary prevention of cancer, monitoring of 

patients with cancer and other chronic diseases and meeting 

those patients’ home care needs legally. However, there have 
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Figure 1. The design of the study. 
FP, family physicians.

been no studies of the role of FPs in cancer control in Turkey based 

on our best knowledge.

The aim of this study was to evaluate the functions of FPs in 

cancer control and to explore FPs’ perceptions of their own roles 

and the difficulties they face in cancer control in Karabuk 

province, Turkey. 

MATERIALS AND METHODS 

The study was carried out in Karabuk located in northwest 

Turkey in 2014 to 2015 years. The study has two methodological 

parts (Fig. 1). 

1. The qualitative part of the study 

A descriptive study was established. The study group consisted 

of 56 (87.5%) of a total of 64 FPs (six physicians refused to 

participate in the study, and two physicians were not available 

because they were off duty). Data were collected through 

face-to-face interviews using a questionnaire based on the 

relevant literature. The questionnaire included 35 questions that 

questioned physicians’ sociodemographic and work-related 

characteristics and functions in cancer control services. 

Descriptive data were summarized as a percentage distribution. 

2. The quantitative part of the study 

A descriptive qualitative approach was adopted in this part of 

study. In-depth interviews were conducted with 15 FPs by using 

an interview guide. The interview guide included open-ended 

questions such as “1) could you please inform about your services 

in primary care settings related to cancer prevention, early 

detection and the monitoring of patients with cancer? 2) could 

you explain about the factors that affect the quality of your 

services related to cancer control? 3) to what extent are you able 

to keep informed of the services your patients with cancer 

received from specialists and the results of their treatments?” 

Interviews were conducted until no new information was 

emerging, to saturation point. Each interview took 25 to 45 

minutes and was tape-recorded after an oral consent obtained 

from each FP. The content analysis was used in the analysis of the 

data. First, the interviews were transcribed verbatim by 

researchers. Second, each researcher analyzed the data independ-

ently. Meaning units were identified for each interview, and then 

they were condensed and coded. The codes were compared to 

find similarities and differences. Afterwards, suitable subcategories 

and categories were formed by grouping together overlapping or 

similar codes. The themes were discussed until a consensus was 

reached and then demonstrated.

Ethics committee approval was obtained from the Bulent 

Ecevit University Research Ethics Committee (no: 2014-70-25-03). 

RESULTS
1. The qualitative part of the study 

Most of the FPs (67.9%) were male and between the ages of 35 

and 44 years (76.8%), and 58.9% of the FPs worked in the city 

center. The majority of the physicians (91.1%) were general 
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Table 1. Sociodemographic and work-related characteristics of the 
study group

Variable Number (%)

Sex
Female 18 (32.1)
Male 38 (67.9)

Age group (yr)
25-34 5 (8.9)
35-44 43 (76.8)
45-54 8 (14.3)

Work place
City center 33 (58.9)
District cenrer 19 (33.9)
Town/village 4 (7.1)

Speciality
General practitioner 51 (91.1)
Family physician 5 (8.9)

Years in profession
1-10 12 (21.4)
11-20 36 (64.3)
21-30 8 (14.3)

Years in the family medicine model
1-4 16 (28.5)
5-8 40 (71.5)

No. of registered people per FP
1,500-2,499 7 (12.5)
2,500-3,499 20 (35.7)
3,500-4,499 29 (51.8)

Average no. of patients per day
20-39 10 (17.9)
40-59 23 (41.1)
60-79 17 (30.4)
80 and over 6 (10.7)

Total 56 (100)

The sum of the percentages does not equal 100% because of 
rounding. FP, family physician.

practitioners, and approximately half the FPs (51.8%) were 

responsible for 3,500 or more individuals (Table 1). 

Half of the FPs (50.0%) reported that they had the opportunity 

to provide health education regarding cancer prevention on a 

regular basis. The FPs' health education activities focused mostly 

on patients’ smoking behavior. The proportions of FPs who had 

never recommended that target patients take a screening test in 

the last three months were as follows: 37.5% for pap test, 26.8% 

for mammography, 19.0% for fecal occult blood test, and 34.5% for 

colonoscopy (all of these tests are within the scope of the national 

community-based screening program). One out of every three FPs 

(32.1%) did not know the number of cancer patients in their 

registered population. Only 16.1% of the FPs performed home 

visits for their cancer patients (Table 2). 

2. The qualitative part of the study

In this part, four themes were identified from in-depth 

interviews with two female and 13 male FPs.

1) Perceived responsibilities of family physicians 

regarding cancer control

All the FPs described their responsibilities as health education 

and early detection activities, which included screening for 

breast, cervix, and colorectal cancers in collaboration with Cancer 

Early Diagnosis Screening and Training Centers. 

“We are given responsibilities mainly for the screening part; it 
seems so. Apart from that, our responsibilities are not much.”

——  Interview 15

The physicians indicated that their function was limited to 

referring patients to specialists following a cancer diagnosis, and 

they did not feel responsible for the follow-up care of cancer 

patients. Eight of the FPs stated that the responsibility for 

providing follow-up and palliative care for cancer patients 

belonged to the home care unit, which has two ambulance teams. 

Five FPs noted that it was not possible for them to provide 

follow-up care for cancer patients because of their daily routines 

and responsibilities. 

“When we identify cancer patients, we only register them on 
the computer, but we cannot monitor them. How can you achieve 
that when you have already an excessive workload?”

——Interview 10  

2) The effect of geographically undefined working 

area of family physicians 

Nine FPs indicated that their lists were not constant because of 

migration and the patients’ right to change physicians. They also 

mentioned that they encountered people who were not 

registered at any FP. The FPs stated that because the patients on 

their lists lived in different places, they were not able to assess 

the patients’ living and workplaces. Five of the FPs noted that 

they could not plan or evaluate services, including cancer control, 

at the family health center level because they did not serve a 

geographically defined region. 

“The Ministry of Health may calculate statistics at the 
geographic area level, but I cannot do it here. For example, there 
is a recycling factory in Karabuk, and sometimes workers have 
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Table 2. Cancer prevention and early detection activities, and services after diagnosis of cancer provided by FPs (n=56)

Activity Number (%)

Health education 
In general, I am able to give an information about cancer prevention to the people who consult me for any reason. 28 (50.0)
My health education on cancer prevention mainly covers the following topicsa: 

Harms of smoking 47 (83.9)
Avoiding obesity 44 (78.6)
Physical activity 42 (75.0)
Healthy diet 34 (60.7)
Occupational and environmental carcinogens 22 (39.3)
Sexual factors associated with cancer 19 (33.9)

Screening 
In past three months, I have invited at least one person from my eligible target population to undergo the following screening testsa:

Pap smear or HPV DNA test 35 (62.5)
Mammography 41 (73.2)
Fecal occult blood test 45 (80.4)
Colonoscopy 36 (65.5)

Services after diagnosis of cancer
I know the total number of cancer patients among my registered population. 38 (67.9)
I know the medical history of my cancer patients. 6 (10.9)
I know my patients' family members living in their home. 17 (30.4)
I provide home visits for my cancer patients. 9 (16.1)
I know which drugs my cancer patients use. 22 (39.3)
I know whether my cancer patients can pay for their treatment cost. 14 (25.0)
My cancer patients inform me about their treatment process. 21 (37.5)
I contact specialists for my cancer patients. 12 (21.5)
I leave enough time for to listen to my cancer patients’ cancer-related problems. 27 (48.2)
My cancer patients feel comfortable when they talk to me about their worries and challenges. 44 (78.6)

FPs, family physicians; HPV, human papilomavirus. aMultiple choice can be marked.

lead-poisoning incidents. Someone over there is registered to me, 
but it is far away. It is not possible for me to follow him/her or 
know that region.”

—— Interview 14   

All the FPs indicated that their health education and screening 

services were limited to patients who consulted the family health 

center for any reason and that they could not pay attention to 

people who did not consult an FP. Nine FPs mentioned some 

problems regarding the accessibility of screening services for 

people who had difficulty reaching the family health center, 

those who had low education levels and those who lived far away 

from the screening services. Additionally, thirteen FPs stated that 

most people for whom they recommended screening did not 

participate because of their ignorance. 

“We have their phone numbers, but if you mean ‘contact them’ 
in the literal sense of ‘to talk them face-to-face,’ then as I said, I 
have been here for four years, but I know that some registered 
people never come to the family health center.”

——Interview 5  

3) The issues with coordination between family 

physicians and specialists 

Almost all the FPs (n=14) stated that they only had access to 

information regarding a patient’s health condition or cancer 

diagnoses made by specialists when the patient came to the 

family health center for some reason. All but one of the 

physicians noted the lack of a referral system caused problems 

with patient utilization of preventive services and with 

monitoring patients and keeping records as well as care 

coordination. They noted that after diagnosis, there was no 

communication between the FPs and the specialists. Three 

physicians emphasized the need for a kind of electronic data 

system that would allow primary, secondary, and tertiary care 

providers to share data with one another.    

“There is no correspondence or any other communication 
between the specialists and us. Only if they give the patients a 
piece of paper and tell them, ‘Have that test or have those drugs 
prescribed at the family health center’ we only have information 
about the patient or treatment in this way.” 

——Interview 10  
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4) The effect of the number of primary care team 

members 

All but four of the FPs reported that their workloads were 

much too high because there was only one family health worker 

to assist them. Additionally, they stated that they had difficulties 

carrying out their responsibilities in cancer control and 

implementing preventive measures in general. The FPs indicated 

that cancer screening tests, such as taking samples for pap smear 

and fecal occult blood test, were often conducted by the family 

health workers. The four FPs emphasized that dissatisfaction was 

present among the family health workers, who had difficulties 

carrying out their routine work, and that trouble could be 

observed among health personnel.

“We cannot save 5-10 minutes per person and give him/her 
information because many patients are waiting at the door to 
consult us. As you work too much and do additional work, you 
forget about our primary duties, such as cancer screening.”

—— Interview 12  

DISCUSSION

This study provided information on the functions of FPs and 

an in-depth understanding of their perceptions and challenges 

regarding cancer control in Karabuk province, Turkey. When 

interpreting the findings of the study, several limitations should 

be considered. First, the findings were based only on FPs’ 

perspectives and not those of the community, cancer patients or 

specialists. Second, the sample size of the quantitative part of the 

study was small. However, as it included all the FPs in Karabuk 

Province, the findings represent the entire province. Another 

important limitation of our study is that it was based on 

physicians’ self-reports, and it is possible that the FPs responded 

in ways that reflected better practices rather than what they 

actually did. Finally, although the qualitative part of this study 

provided a comprehensive and in-depth understanding of the 

perceptions and experiences of the FPs regarding cancer control, 

the findings might not be generalizable to all FPs in Karabuk. 

In the study, all the FPs stated that their primary 

responsibilities in cancer control were primary and secondary 

prevention, but only half the FPs reported that they provided 

opportunistic health education, and many FPs had not 

recommended the screenings included in the national cancer 

screening program to a person in the last three months. 

McIlfatrick et al.12 reported that 66% of general practitioners in a 

region of the United Kingdom routinely provided cancer preven-

tion information for the primary risk factors of cancer and for 

maintaining a healthy lifestyle. That study also indicated that 

most general physicians (97%) questioned patients about their 

smoking status and whether they had received any help to quit 

smoking, and they promoted screening for cervical cancer. 

Cancer care begins with referral and diagnosis and continues 

through treatment to follow-up care. Care requires considering 

the patient’s physical needs as well as the psychological and social 

challenges of patients and their families.13 However, this study 

indicated that the functions of FPs almost disappeared after 

diagnosis. The FPs did not see themselves as primarily responsible 

for providing follow-up and supportive care for cancer patients, 

and they did not wish to assume this role. Most of the physicians 

did not know even the how many cancer patients were in their 

list, and only 16.1% of the physicians stated that they visited 

cancer patients at home. These are important finding that reflects 

the FPs’ approach to managing cancer and other non-communicable 

diseases. In developed countries, although some problems exist 

in FPs’ involvement in the care of cancer patients after diagnosis, 

FPs feel responsible for the care of patients and their families and 

provide routine follow-up care for them. Beccaro et al.4 reported 

that general practitioners needed training on the theoretical 

issues of palliative care but were very willing to integrate into the 

multi-professional palliative care team and provide palliative care 

for their patients in coordination with palliative care physicians 

in their daily practices. In a survey of 356 general practitioners in 

London, 61% were providing palliative care to cancer patients on 

their list; 72% agreed or strongly agreed that palliative care was a 

central part of their role, and only 27% wanted to hand over the 

care to specialists.14 Anvik et al.8 reported that, in North Norway, 

general practitioners have a place in the follow-up of many 

patients with cancer and in the initial phase after treatment, and 

patients trust them to provide competent care, especially when 

they have more complex health care needs on top of their cancer.

This study showed that FPs provide health education and 

screening services only to people who visit the family health 

center, and they do not make efforts to reach non-service-seekers. 

As the findings of the qualitative part of the study reflect, 

demand-oriented care causes a decrease in the access and the use 

of services by people who are socially disadvantaged and have 

more health service needs. Afterwards, list-based organization 

removed the description of the community according to its 

demographic, social, economic, and other characteristics. For this 

reason, list-based organization causes important problems for FPs 

in terms of identifying community needs, providing surveillance, 

and planning and evaluating their services. As the current study 
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showed, it is quite difficult to take precautions against risk 

factors, provide early detection and follow-up patients’ care 

needs without defining the community.15,16 

As cancer patients move among FPs, hospitals and oncology 

clinics, continuity of cares requires sharing patient information, 

coordinating administrative plans, and sharing communication 

among professionals. Primary care physicians are considered the 

best professionals to perform these activities.17 However, in this 

study, we found that there was insufficient coordination between 

the FPs and patients and between the FPs and specialists. The 

difficulty of coordinating cancer care when patients began 

receiving specialized services has also been emphasized in other 

studies.9,10,17 The nature of a cancer diagnosis, the complexity and 

toxicity of cancer treatments, and the structure of the cancer care 

system all pose significant challenges to high-quality coordination 

of care. Norman et al.18 reported that cancer patients lose contact 

with FPs because of patient or physician relocation, distrust over 

delays in diagnosis, the lack of a perceived need for an FP, poor 

communication between FPs and specialists, and a lack of FP 

involvement in the hospital. 

In this study, the FPs reported that the lack of a referral system 

caused problems with patient utilization of preventive services 

and with monitoring patients and keeping records. The referral 

system has never been operated since 2004 when the family 

medicine model began piloting. Limiting the gatekeeping 

functions of FPs adversely affects their ability to plan care and 

ensure its continuity, substantially limits their role in allowing 

patients to die in familiar surroundings and decreases the weight 

of their decisions as an end-of-life care provider.5 Also, Phillips et 

al.19 found that women in gatekeeper plans were significantly 

more likely to obtain mammography screening, clinical breast 

examinations and pap smears than women who were not in 

gatekeeper plans.

Another important finding of the study was that the FPs did 

not have time to provide preventive services due to their 

excessive responsibilities and the presence of only one family 

health worker per family health unit. This problem is also 

emphasized in other studies from Turkey.20,21 The physicians 

reported that they were able to examine patients and perform 

other daily duties by limiting the time they used for cancer 

prevention services and that it was impossible to plan for cancer 

control services and follow cancer patients because of excessive 

responsibilities and limited time. It was estimated that a 

physician would need 1,773 hours per year or 7.4 hours per 

workday to meet all the US Preventive Task Force suggestions 

fully.22 

These findings reflect the need for a multidisciplinary team to 

treat cancer and other chronic diseases in primary care.

In conclusion, despite the limitations mentioned above, this 

study identified critical gaps in the provision of cancer control by 

FPs. The participating FPs reported that primary and secondary 

prevention activities for cancer were unplanned, opportunistic 

and insufficient and that they did not take responsibility for their 

cancer patients' follow-up and palliative care. The study also 

showed that the inadequate role of FPs in cancer control services 

was limited not only by their approaches but also by the reformed 

organization of primary care services. Further comprehensive 

studies are necessary to identify FPs’ role in cancer control and to 

determine how to better integrate FPs into cancer control to 

ensure the improvement of preventive services and cancer care in 

Turkey. Additionally, FPs should receive in-service on the 

management of cancer and other chronic diseases in the primary 

care setting, and the responsibilities of FPs should be clearly 

defined for all stages of cancer control. 
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