
INTRODUCTION
Continuity of care (COC) is defined as an 
ongoing therapeutic relationship between 
a single practitioner and a patient, beyond 
specific episodes of illness or disease.1 
Salisbury et al referred to this as: ‘care 
from as few professionals as possible at 
repeated visits’.2 In general practice, COC 
also integrates interpersonal (or relational) 
continuity, which implies reciprocal trust 
and responsibility for preventive and 
coordinated care.3,4

COC is commonly valued by patients 
and GPs. Literature on COC in the 
general practice setting shows consistent 
associations with better economic, clinical, 
and patient-reported outcomes. Systematic 
reviews showed that sustained COC 
improved the quality of care, particularly 
for patients with chronic conditions,5,6 
while in studies using large US and French 
databases, longitudinal COC in general 
practice was associated with a reduced 
death rate.7,8 From the GP’s point of view, 
personal COC is closely linked with their 
role, purpose, and satisfaction at work.9,10

A recent systematic review concluded that 
GPs and patients supported GPs having a 
greater role in cancer follow-up.11 Canadian 
patients with lung cancer wanted their GP to 
be more involved in all aspects of care and at 

all cancer phases,12,13 and, in interviews, GPs 
have shown that they consider themselves 
to be providers of moral support and crisis 
management during the cancer treatment 
phase.14 However, as specialists and hospital 
cancer teams take the lead in diagnostic 
procedures and treatments, patients may 
consider these health professionals to be 
their regular physicians.15 Many qualitative 
studies found that GPs and patients perceive 
that they lose touch with each other when 
cancer is diagnosed.12,14,16–18

Whether there is an actual loss of 
patient–GP COC around the time of cancer 
diagnosis has not been investigated using 
quantitative patient data. A recent survey 
suggested the opposite: in a population-
based nationwide registry study of 127 210 
Danish adults at cancer diagnosis, patients 
had a higher GP consultation rate than 
the population who did not have cancer;19 
however, this study quantified total GP and 
specialist care consumption but did not 
investigate COC.

This article reports on an analysis of a 
large cohort of patients followed in general 
practice settings in France. The authors 
aimed to ascertain whether there was any 
loss of COC at cancer diagnosis and in the 
year afterwards, and to identify patient- and 
cancer-related determinants of that loss. 

Research
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At cancer diagnosis, it is unclear whether 
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Aim
To identify patient–GP loss of COC around the 
time of, and in the year after, a cancer diagnosis, 
together with its determinants.

Design and setting
A post-hoc analysis of data from a prospective 
cohort of GPs in France, taken from a survey by 
the Observatoire de la Médecine Générale.

Method
A prospective GP cohort (n = 96) filed data on 
patients who were diagnosed with incident 
cancer between 1 January 2000 and 31 
December 2010. COC was assessed by 
ascertaining the frequency of consultations and 
the maximal interval between them. (In France, 
patients see their referring/named GP in most 
cases.) A loss of COC was measured during the 
trimester before and the year after the cancer 
diagnosis, and the results compared with those 
from a 1-year baseline period before cancer had 
been diagnosed. A loss of COC was defined as a 
longer interval (that is, the maximum number of 
days) between consultations in the measurement 
periods than at baseline. Determinants of the 
loss in COC were assessed with univariate and 
multivariate logistic regression models.

Results
In total, 2853 patients were included; the mean 
age was 66.1 years. Of these, 1440 (50.5%) were 
women, 389 (13.6%) had metastatic cancer, and 
769 (27.0%) had a comorbidity. The mean number 
of consultations increased up to, and including, 
the first trimester after diagnosis. Overall, 26.9% 
(95% confidence interval [CI] = 25.3 to 28.6) of 
patients had a loss of COC in the trimester before 
the diagnosis, and 22.3% (95% CI = 20.7 to 23.9) 
in the year after. Increasing comorbidity score 
was independently associated with a reduction in 
the loss of COC during the year after diagnosis 
(adjusted odds ratio [OR] comorbidity versus 
no comorbidity 0.61, 95% CI = 0.48 to 0.79); the 
same was true for metastatic status (adjusted 
OR metastasis versus no metastasis 0.49, 95% 
CI = 0.35 to 0.70).

Conclusion
As COC is a core value for GPs and for most 
patients, special care should be taken to prevent 
a loss of COC around the time of a cancer 
diagnosis, and in the year after.
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METHOD
Study design
This was a post-hoc analysis of a 
prospective cohort study based on data 
from the Observatoire de la Médecine 
Générale (Observatory of General Practice, 
http://omg.sfmg.org). From 1993 until 2012, 
129 French GPs prospectively included 
every patient consultation in routine 
practice and provided standardised data 
on patient characteristics and diagnoses. 
The GPs are from 11 out of 22 different 
regions. The participants in this network 
were largely representative of the French 
GP population, although a comparison with 
data from the Ministry of Health showed 
that doctors working in rural areas were 
under-represented.20

Using this cohort, the Continuité des 
Soins en Médecine Générale au Diagnostic 
de Cancer (Continuity of Care in Cancer 
Patients in General Practice, COOC-GP) 
study focused on adult patients diagnosed 
with an incident cancer between 1 January 
2000 and 31 December 2010. The date of the 
first consultation in which the diagnosis was 
recorded was used as a proxy for the date of 
the cancer diagnosis. The period assessed 
for each patient was from 18 months before 
diagnosis until 12 months after diagnosis. 
The baseline period was considered to be 
the 1-year period from 18 months until 
6 months before the cancer diagnosis; this 
was done to avoid the known increase in 
general practice care consumption related 
to the diagnosis.19 Patients were excluded if 
their usual consultations with a GP were too 
infrequent — this was defined as there being 
no consultation during the 1-year baseline 
period or during the year before diagnosis.

Data
The collected data included patient and GP 
demographic characteristics, a description 
of the first consultation with the diagnosis 
of cancer mentioned in the GP medical 

record, and dates of other consultations. 
The tumour site was classified by group: 

• breast;

• genital, female;

• genital, male;

• digestive system (the reference group);

• skin;

• respiratory system;

• lymphoma/leukaemia; and 

• other locations. 

Patients were described as ‘living in rural 
areas’ or not (because of the difference in 
access to secondary care); the threshold 
for rural areas was defined as <2000 
inhabitants.

A baseline comorbid condition score was 
generated using the comorbidities of the 
Charlson comorbidity21 index documented 
before the cancer diagnosis, and combined 
using modified weights (0 = no comorbidity, 
29 = maximum score).22 Bannay’s modified 
Charlson index scores 12 comorbidities 
with the following weights:

• congestive heart failure = 2;

• peripheral vascular disease = 1;

• cerebrovascular disease = 1;

• dementia = 2;

• chronic pulmonary disease = 1;

• mild liver disease = 2;

• moderate or severe renal disease = 1;

• hemiplegia = 2;

• any tumour (including leukaemia and 
lymphoma) = 2;

• moderate or severe liver disease = 3;

• metastatic solid tumour = 11; and

• HIV/AIDS = 1.22

The maximum score of 29 is only 
theoretical.

COC was estimated using the maximal 
interval, in days, between two consultations 
to reflect the patient’s usual consultation 
regularity. It was coded as a categorical 
variable:

• frequent: 0–91 days (0–3 months); 

• regular: 92–182 days (>3–6 months); and 

• occasional: ≥183 days (>6 months). 

These categories were chosen taking into 
account French regulatory drug packaging 
(28–30 days or 84–90 days), and there being 
a maximum 6-month prescription duration 
for patients with chronic conditions and a 

How this fits in
In qualitative studies, GPs and patients 
perceive that they lose touch with each 
other when cancer is diagnosed. This loss 
of continuity of care (COC) was investigated 
using quantitative data and it was found 
that there was a loss of patient–GP COC 
for approximately a quarter of the patients 
studied. Such a loss may negatively affect 
the relationship between the patient and 
GP, preventive care, or management of 
other chronic diseases. 
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mean of seven medical consultations per 
patient per year in France.23

The main outcome was loss of COC, 
defined as a longer interval between 
consultations with the same GP in the 
measurement periods than in the baseline 
period. Patients who died were excluded. In 
the sensitivity analysis, this outcome was 
tested with a 30-day and a 20% margin 
above the longer interval; all patients lost 
to follow-up were considered a loss of COC. 
These margins were chosen by the authors 
to account for there being a 1-month 
maximum duration for prescriptions given 
at hospital discharge or for a pharmacy 
exceptionally dispensing without a new 
prescription. 

The ongoing relationship between the 
patient and GP was also determined by 
the number of consultations per patient 
per trimester, and the proportion of 
patients seen at least once per trimester. 
COC was measured during the trimester 
before cancer diagnosis to observe the 
diagnostic procedures period, and the year 
after to observe the cancer management 
and treatment period. The Strengthening 
the Reporting of Observational Studies in 
Epidemiology (STROBE) recommendations 
were adhered to.

Statistical analysis
Age was coded into four groups: 

• 18–49 years; 

• 50–64 years; 

• 65–74 years; and 

• ≥75 years. 

Each patient’s comorbidity score was 
coded as a three-class variable: 

• no metastasis and no comorbidity: score 2; 

• no metastasis with comorbidities: score 
3–12; 

• metastatic cancer: score ≥13.

The paired Student’s t-test and Wilcoxon 
matched-pairs signed-rank test were used 
to compare the maximal interval between 
consultations and the distributions of the 
frequencies of consultations between the 
measurement period and baseline period 
respectively. Differences between groups 
with frequent, regular, or occasional 
consultations were tested using a c2 test or 
analysis of variance as appropriate, and the 
Cuzick test, a non-parametric test for trend 
across ordered groups.24

Factors associated with loss of COC were 
analysed separately during the two study 
periods with univariate and multivariate 
logistic regression models. Variables with a 
P-value of <0.2 at univariate analysis were 
introduced in the multivariate analysis after 
correlations among variables were tested 
with Cramér’s V and Pearson’s R 2 statistics; 
confounding was also tested. The baseline 
frequency of consultations was used as a 
continuous variable (that is, number of days 
between two consultations per patient) and 
expressed in months. GPs’ variability was 
tested in hierarchical mixed models. The 
discrimination abilities of the multivariate 
model were checked by area under the 
ROC curve (AUC) analysis. For all analyses, 
Stata version 14.2 was used and statistical 
significance was set at P<0.05.

RESULTS
Population characteristics
The GP population comprised 96 GPs, 
practising in 11 out of 22 regions in France; 
84 (87.5%) were males and 65 (67.7%) had a 
joint practice. 

From the 4690 eligible patients, 2853 
were included (Figure 1). Patients had 
a mean age of 66.1 years (standard 
deviation 13.9 years), 1440 (50.5%) were 
females, 389 (13.6%) had metastatic 
disease (Table 1), and 769 (27.0%) had at 
least one comorbidity (data not shown). 
During the baseline period, the regularity 
of consultations was available for 2749 
patients: 697 (25.3%) patients had frequent 
(0–3 months) consultations, 1134 (41.3%) 
had regular (>3–6 months) consultations, 
and 918 (33.4%) had occasional (>6 months) 
consultations (Table 1). Patients with 
frequent consultations at baseline were 
older, had more comorbidities, and, 
proportionally, had home visits more often 
than patients with regular or occasional 
consultations; there was no difference 
according to sex (Table 1).

Excluded (n = 362):
two tumour sites or more

Eligible patients
(n = 4690)

Included patients
(n = 4328)

Study population
(n = 2853)

Excluded (n = 1475):
GP follow-ups
too infrequent
before cancer

(that is, no consultation
during the baseline
period or during the

year before diagnosis)

Figure 1. Flowchart of patients in the study.
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Table 1. Patient characteristics and consultation frequency at baseline

 Maximum interval between consecutive GP consultations, n = 2749

 Study population, 0–3 months  >3–6 months  >6 months   P-value 
 n = 2853 ‘frequent’, n = 697 ‘regular’, n = 1134 ‘occasional’, n = 918 P-value for trenda

Age in years

 Mean  66.09 69.04 68.01 62.2 <0.001b <0.001

 SD 13.92 14.06 12.75 13.98  

 Range 18–110 18–102 20–98 19–110  

Comorbidity score 

 Mean 3.96 4.33 3.81 3.78 <0.001b <0.001

 SD 3.90 4.10 3.71 3.89  

 Range 2–19 2–19 2–18 2–16  

Age group, n (%)

 18–49 years 352 (12.34) 67 (9.61) 98 (8.64) 159 (17.32) 

 50–64 years 880 (30.84) 167 (23.96) 335 (29.54) 340 (37.04) <0.001c <0.001

 65–74 years 747 (26.18) 182 (26.11) 307 (27.07) 241 (26.25)  

 ≥75 years 874 (30.63) 281 (40.32) 394 (34.74) 178 (19.39)  

Comorbidity score (category), n (%)    

 2 1813 (63.55) 379 (54.38) 702 (61.90) 658 (71.68) <0.001c <0.001

 3–12 651 (22.82) 212 (30.42) 296 (26.10) 135 (14.71)  

 ≥13 (metastatic cancer) 389 (13.63) 106 (15.21) 136 (11.99) 125 (13.62)  

Sex, n (%)      0.64c 0.75

 Male 1413 (49.53) 348 (49.93) 550 (48.5) 464 (50.54) 
 Female 1440 (50.47) 349 (50.07) 584 (51.50) 454 (49.46) 

Home visit inclusion, n (%) 430 (15.07) 140 (20.09) 176 (15.52) 98 (10.06) <0.001c <0.001

Tumour site (n = 2430), n (%)  n = 593d n = 971d n = 775d  

 Breast 548 (22.55) 128 (21.59) 227 (23.38) 171 (22.06)  

 Genital, female  128 (5.27) 34 (5.73) 48 (4.94) 40 (5.16)  

 Genital, male 463 (19.05) 110 (18.55) 172 (17.71) 159 (20.52)  

 Digestive system 444 (18.27) 108 (18.21) 184 (18.84) 137 (17.68) 0.51c 0.39

 Skin 254 (10.45) 65 (10.96) 117 (12.05) 67 (8.65)  

 Respiratory system 221 (9.09) 62 (10.46) 78 (8.03) 68 (8.77)  

 Lymphoma/leukaemia 102 (4.20) 22 (3.71) 43 (4.43) 34 (4.39)  

 Other locations 270 (11.11) 64 (10.79) 102 (10.50) 99 (12.77)  

Living in rural areas (n = 2317)  n = 563 n = 970 n = 784 
 857 (35.80) 203 (36.06) 343 (35.36) 290 (36.99) 0.78c 0.68

Standard of livinge (n =2337), n (%)  n = 568 n = 980 n = 789 

 1st quartile 757 (32.39) 223 (39.26) 292 (29.80) 242 (30.67)

 2nd quartile 450 (19.26) 104 (18.31) 201 (20.51) 145 (18.38) 0.001c 0.01

 3rd quartile 558 (23.88) 102 (17.96) 251 (25.61) 205 (25.98)  

 4th quartile 572 (24.48) 139 (24.47) 236 (24.08) 197 (24.97)  

aCuzick non-parametric test for trend across ordered groups. bAnalysis of variance test. cPearson c2 test. dAvailable data for this variable. eStandard of living: Institut National de la 

Statistique et des Etudes Economiques [National Institute for Statistics and Economic Studies] 2013 median standard of living for the GP’s city of practice, used as a proxy of the 

patient’s living conditions. SD = standard deviation.

Loss of COC
The mean number of consultations ranged 
from 1.2 to 1.7 per patient per trimester 
and the proportion of patients seen at least 
once per trimester ranged from 63% to 76% 
(Figure 2). A peak frequency of consultations 
occurred during the first trimester after the 
cancer diagnosis (Figure 2).

The mean maximal interval between 
consultations was statistically significantly 
shorter during the trimester before cancer 
diagnosis when compared with the baseline 
period (122.9 days [95% CI = 119.7 to 126.1] 
versus 203.1 days [95% CI = 194.2 to 212.0], 
n = 2794, P<0.001) and during the year 
after (90.8 days [95% CI = 89.0 to 92.7] 
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versus 195.7 days [95% CI = 186.8 to 204.7], 
n = 2527, P<0.001) (data not shown).

Overall, 768 (26.9%, n = 2853) patients 
experienced a loss of COC during the 
trimester before the diagnosis (95% CI = 25.3 
to 28.6) and 583 (22.3%, n = 2616 patients 
with a follow-up) during the year after (95% 
CI = 20.7 to 23.9). In the sensitivity analysis, 
with a 30-day or 20% margin, 15.4% (95% 
CI = 14.0 to 16.7) and 18.1% (95% CI = 16.7 
to 19.5) of patients, respectively, had a loss 
of COC during the trimester before the 
diagnosis and 9.5% (95% CI = 8.4 to 10.7) 
and 13.9% (95% CI = 12.6 to 15.3) during 
the year after (data not shown). Taking 
into account the loss of COC for patients 
lost to follow-up, this proportion equates 
to 28.5% (95% CI = 26.8 to 30.2) in the year 
after diagnosis. Among those patients who 
experienced a loss of COC in the year after 
diagnosis, 329 (56.4%) had also lost COC 
during the trimester before the diagnosis 
(data not shown).

There was no statistical significance in 
GPs’ variability in the hierarchical models 
tested (P = 0.18 in the year after diagnosis, 
P = 0.23 in the trimester before) so non-
hierarchical logistic models were tested.

During the trimester before the cancer 
diagnosis, in univariate analysis, both tumour 
site and a higher frequency of consultations 
at baseline were associated with a loss 
of COC (Table 2). GP characteristics were 
not statistically significant. In the univariate 
analysis of data relating to the year after 
the cancer diagnosis, increased age, sex, 
tumour site, higher comorbidity score, 
and frequency of consultations at baseline 

were associated with a loss of COC (P<0.2, 
Table 3). In the multivariate analysis, a higher 
frequency of consultations at baseline was 
the only significant determinant and, after 
adjustment for frequency of consultations 
at baseline, the probability of loss of COC 
decreased with increasing comorbidity 
score and with metastatic status (Table 4). 
The discriminative ability of these models 
was fair and good25 (AUC 0.73 during the 
trimester before diagnosis and AUC 0.83 in 
the year after, [data not shown]).

DISCUSSION
Summary
The study presented here showed an overall 
increase in the number and frequency of 
GP consultations around the time of cancer 
diagnosis and in the year afterwards. It 
demonstrated that approximately three-
quarters of patients did not experience 
a loss of COC with their GP — however, 
27% did during the trimester before the 
diagnosis and 22% did in the year after. 
Of those who experienced a loss of COC 
in the year after diagnosis, 56% had 
also experienced loss of COC during the 
trimester before their diagnosis. The risk of 
loss of COC in the year after diagnosis was 
reduced for patients with comorbidities and 
with metastatic cancer. The age and sex of 
patients, tumour site, or GP characteristics 
were not associated with COC loss.

Strengths and limitations 
To the authors’ knowledge, this is the first 
study to explore the impact of a cancer 
diagnosis on COC in general practice 
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Table 2. Determinants of loss in continuity of care during the trimester before cancer diagnosis (univariate 
analysis)

 Loss of COC  No loss of COC 
 (n = 768) (n = 2085) ORa 95% CI P-valueb

Patient age in years     0.57

 Mean  66.33 66.00 1.00 0.99 to 1.00

 SD 14.37 13.75

GP age in years     0.32

 Mean  51.20 51.5 0.99 0.98 to 1.00

 SD 7.82 27.59

Patient age group, n (%)     0.77

 18–49 years 97 (12.63) 255 (12.23) Ref –

 50–64 years 226 (29.43) 654 (31.37) 0.91 0.69 to 1.20

 65–74 years 202 (26.30) 545 (26.14) 0.97 0.73 to 1.29

 ≥75 years 243 (31.64) 631 (30.26) 1.01 0.77 to 1.34

Patient sex, n (%)     0.23

 Male 366 (47.66) 1047 (50.22) Ref –

 Female 402 (52.34) 1038 (49.78) 1.11 0.94 to 1.31

Comorbidity score (category), n (%)     0.33

 2 500 (65.10) 1313 (62.97) Ref –

 3–12 175 (22.79) 476 (22.83) 0.97 0.79 to 1.18

 ≥13 (metastatic cancer) 93 (12.11) 296 (14.20) 0.83 0.64 to 1.06

Tumour site (n = 2430), n (%)  n = 650 n = 1780   0.16

 Breast 158 (24.31) 390 (21.91) 1.15 0.86 to 1.52

 Genital, female 43 (6.62) 85 (4.78) 1.43 0.94 to 2.18

 Genital, male 117 (18.00) 346 (19.44) 0.96 0.71 to 1.29

 Digestive system 116 (17.85) 328 (18.43) Ref –

 Skin 76 (11.69) 178 (10.00) 1.21 0.86 to 1.70

 Respiratory system 57 (8.77) 164 (9.21) 0.98 0.68 to 1.42

 Lymphoma/leukaemia 20 (3.07) 82 (4.60) 0.69 0.40 to 1.17

 Other locations 63 (9.69) 207 (11.63) 0.69 0.40 to 1.17

Frequency of consultations at baseline, n (%)     <0.001

 0–3 months: frequent 350 (45.67) 347 (17.52) Ref –

 >3–6 months: regular 317 (41.28) 817 (41.24) 0.39 0.32 to 0.47

 >6 months: occasional 101 (13.15) 817 (41.24) 1.22 0.87 to 1.17

GP sex, n (%)     0.38

 Male 700 (91.15) 1878 (90.07) Ref –

 Female 68 (8.85) 207 (9.93) 0.88 0.66 to 1.17

GP joint practice, n (%)     0.83

 Yes 556 (72.40) 1518 (72.81) 0.98 0.81 to 1.18

 No 212 (27.60) 567 (27.19) Ref –

Living in rural areas (n = 2394), n (%) 650 1744   0.20

 No 404 (62.15) 1133 (64.97) Ref –

 Yes 246 (37.85) 611 (35.03) 1.13 0.94 to 1.36

aUnivariate logistic regression. bWald test. COC = continuity of care. OR = odds ratio. SD = standard deviation.

routine care. Several studies have explored 
COC from the patient’s point of view12,15,16 
and, in qualitative studies, the GP’s point 
of view,14,16,26,27 but no known study has 
quantified the loss of COC using a national 

GP database. The large cohort of patients 
included in this study enabled the provision 
of accurate estimations. However, care 
should be taken with generalisability outside 
of the French or comparable-care context.
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Among the multiple dimensions of COC, 
this study used a new approach to assessing 
personal COC based on the frequency of 

patient–GP consultations. This study may 
also assess longitudinal COC, defined as a 
pattern of consultations ‘that occurs in the 

Table 3. Determinants of loss in continuity of care during the year after cancer diagnosis (univariate 
analysis)

 Loss of COC  No loss of COC 
 (n = 583) (n = 2033) ORa 95% CI P-valueb

Patient age in years

 Mean  67.6 65.9 1.01 1.00 to 1.02 0.01

 SD 13.2 13.9

GP age in years

 Mean  51.5 51.5 1.00 0.99 to 1.01 0.98

 SD 7.9 7.4  

Patient age group, n (%)     0.09

 18–49 years 56 (9.61) 256 (12.59) Ref –

 50–64 years 169 (28.99) 631 (31.04) 1.22 0.88 to 1.71

 65–74 years 160 (27.44) 530 (26.07) 1.38 0.98 to 1.94

 ≥75 years 198 (33.96) 616 (30.30) 1.47 1.06 to 2.04

Patient sex, n (%)     0.10

 Male 273 (46.83) 1030 (50.66) Ref –

 Female 310 (53.17) 1003 (49.34) 1.17 0.97 to 1.40

Comorbidity score (category), n (%)    0.02

 2 379 (65.01) 1262 (62.08) Ref – 

 3–12 145 (24.87) 475 (23.36) 1.02 0.82 to 1.26 

 ≥13 (metastatic cancer)c 59 (10.12) 296 (14.56) 0.66 0.49 to 0.90 

Tumour site (n = 2254), n (%) n = 483 n = 1771   0.03

 Breast 120 (24.84) 385 (21.74) 1.16 0.85 to 1.59

 Genital, female 33 (6.83) 83 (4.69) 1.48 0.93 to 2.37

 Genital, male 92 (19.05) 347 (19.59) 0.99 0.71 to 1.38

 Digestive system 86 (17.81) 321 (18.13) Ref –

 Skin 60 (12.42) 183 (10.33) 1.22 0.84 to 1.78

 Respiratory system 29 (6.00) 173 (9.77) 0.63 0.40 to 0.99

 Lymphoma/leukaemia 21 (4.35) 76 (4.29) 1.03 0.60 to 1.77

 Other locations 42 (8.70) 203 (11.46) 0.77 0.51 to 1.16

Frequency of consultations at baseline (n = 2539), n (%) n = 583 n = 1956   <0.001

 0–3 months: frequent 347 (59.52) 312 (15.95) Ref –

 >3–6 months: regular 216 (37.05) 856 (43.76) 0.23 0.18 to 0.28

 >6 months: occasional 20 (3.43) 788 (40.29) 0.02 0.01 to 0.04

GP sex, n (%)     0.36

 Male 534 (91.60) 1837 (90.36) Ref –

 Female 49 (8.40) 196 (9.64) 0.86 0.62 to 1.19

GP joint practice, n (%)      0.38

 No 168 (28.82) 548 (26.96) Ref –

 Yes 415 (71.18) 1485 (73.04) 0.91 0.74 to 1.12

Living in rural areas, n (%)     0.44

 No 319 (65.77) 1090 (63.85) Ref –

 Yes 166 (34.23) 617 (36.15) 0.92 0.74 to 1.14

aUnivariate logistic regression. bWald test. cWeight of metastasis in comorbidity score was 11 points. COC = continuity of care. OR = odds ratio. SD = standard deviation.

e94  British Journal of General Practice, February 2019



same place, with the same medical record, 
and with the same professionals’.4 These 
aspects of COC highlight the potential 
clinical impact on the patient’s follow-up 
and the care coordination.

Excluded patients were probably seen 
occasionally by the GP instead of a colleague 
or were patients who do not usually come to 
see their physician; as such, extrapolation 
of the results should be limited to patients 
who had been seen at least once or twice 
over the 18 months before diagnosis.

Comparison with existing literature
In a Danish study, patients who had been 
diagnosed with cancer were seen by a GP 
more often than those who had not.19 The 
results presented here illustrate a similar 
pattern in the number of GP consultations. 
In another study, this time conducted in 
England, of 65 337 patients with cancer, 
a third declared having had contact with 
a GP in the previous 2 weeks.28 These 
results concur with the notion that GPs are 
involved at the time of cancer diagnosis to 
meet patients’ needs, including: conducting 
consultations or home visits; providing 
psychological support; managing pain, 
anxiety, comorbidities, and side effects 
of treatment; and help with family issues 
or economic problems.13,14,16 According to 
most patients, the GP is the doctor they 
trust to be responsible for them as a whole 
person over time. It has been demonstrated 
that patients wish to see ‘their’ GP when 
dealing with chronic or emotional problems 
so they do not have to repeat their whole 
story at each consultation;29 this situation 
can also apply when patients have cancer.

Despite the overall increased number of 
consultations, approximately a quarter of 
patients with cancer did not see their GP 
during a longer period than they ever had 
during 12 months of usual follow-up. These 
data reflect what GPs subjectively perceive 
— namely: ‘when patients have cancer, 
they stop seeing me’,16 ‘from the moment 
the diagnosis is made, I’m completely out 
of the game’.17 Although GP perceptions 
are borne out by these results in some 
instances, there is also a discrepancy with 
the fact that three-quarters of patients did 
not lose touch with the GP. Some studies 
assessing COC at a cancer diagnosis made 
assumptions about the causes of this loss 
of COC. A study conducted in England found 
that only half of patients with cancer were 
told to contact their GP post-discharge,28 
whereas a literature review found that 
patients with cancer felt more confident 
with hospital-based follow-up, as it meant 
they had possible access to expertise and 
tests if needed.30 In a Canadian survey of 
patients with lung cancer, some patients 
did not identify the role their GP could play 
with regard to their cancer, especially if they 
had no other health problems.13

In the study presented here, comorbidities 
and metastatic status were found to be 
independently associated with reduced 
probability of loss of COC in the year after 
a diagnosis of cancer diagnosis. Patients 
who have existing comorbidities when they 
are diagnosed with cancer may be used 
to trusting their GP for all of their health 
care.29

Implications for research and practice 
The loss of COC that affected some patients 
around the time of their cancer diagnosis 
and in the year after may negatively affect 
the patient–GP relationship, preventive 
care, or management of other chronic 
diseases. COC is a core value for GPs 
and for most patients, notably those with 
chronic conditions. Further qualitative 
research could be conducted to better 
understand what GPs need to get more 
involved in cancer care. After the treatment 
phase, most cancers do, or will, require 
long-term follow-up by GPs, along with 
disease management — just as with other 
chronic diseases. Preserving patient–GP 
COC would be an asset for all patients with 
cancer, at the diagnostic and treatment 
phases; as such, it may be useful to ensure 
that such patients have named GPs, and to 
educate and support cancer specialists in 
referring patients to their GP periodically.

Table 4. Independent determinants of a loss in continuity of care 
(multivariate logistic regression)

 Loss of COC No loss of COC 
 Mean (SD) Mean (SD) ORa 95% CI

Trimester before cancer (n = 2539)

Frequency of consultations at baseline  
(expressed by units of 1 month) 3.59 (2.21) 7.87 (8.80) 0.73  0.71 to 0.76

Year after cancer (n = 2539)

Frequency of consultations at baseline  
(expressed by units of 1 month) 2.91 (1.82) 7.50 (8.25) 0.51 0.48 to 0.55

Comorbidity score (category), n (%)

 2 379 (14.93) 1208 (47.58) Ref –

 3–12 145 (5.71) 469 (18.47) 0.61 0.48 to 0.79

 ≥13 (metastatic cancer) 59 (2.32) 279 (10.99) 0.49 0.35 to 0.70

aMultivariate logistic regression. COC = continuity of care. OR = odds ratio. SD = standard deviation.
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