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Abstract:
Purpose:
To date, information about collaborative networks of doctors and nurses in palliative care is still scarce, yet of great importance in revealing gaps
in collaboration. This paper investigates the collaboration frequencies of medical doctors and nurses within, and across, different settings of
palliative care.
Methods:
The study was based on a Swiss national survey on “Collaboration and cooperation in Palliative Care”. The subjects surveyed included service
providers in the primary and specialized palliative care sectors, as well as support services (N=1111). Information about ties between providers was
gathered by asking professionals to estimate the frequency of interaction with other professionals within the last year, on a daily, weekly, monthly
and yearly basis. Social network analysis was used to assess the interaction patterns of nurses and doctors (N= 728) in primary and specialized care
settings.
Results:
Visual representations indicated that, contrary to primary care settings, healthcare providers in specialized care settings reported of numerous
interactions with other professions. In primary care, general practitioners reported the least frequent interactions with other professions. Of all
providers investigated, specialized doctors in hospitals and hospices reported the densest collaborative networks.
Implication:
Gaps regarding collaboration in Swiss palliative care provision were revealed. Based on the results of the study, recommendations on how to
improve service quality by strengthening the interaction patterns of general practitioners, as well as community-based palliative care, are provided.
Keywords: Palliative Care Networks, Inter-professional collaboration, Multidisciplinary teams, Healthcare provision, Swiss national, Social
network.
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1. INTRODUCTION
According to the definition of the WHO, Palliative Care
(PC) is a holistic approach to caregiving, which aims to
improve the quality of life of patients and their families in their
last stage of life [1]. Over the last decade, several European
countries have invested in new strategies, which aim to foster
PC, often with the focus of improving the provision of PC in
local communities and rural areas [2 - 4]. Switzerland has
followed suit and initiated two national palliative care
strategies, which lasted from 2010 to 2015 [5, 6]. Considerable
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efforts have been made since to promote official regional and
inter-organizational PC networks, aimed at improved
management, collaboration and coordination of care [7].
Successful PC delivery relies on many professions, their
individual expertise and collaborative exchanges across
institutions and settings of care [8, 9]. The discipline of
collaborative networks, to which this paper refers, is an
overarching field, which addresses the structure and dynamics
of networks of different organizational units, which interact
with each other in order to accomplish common goals [10]. By
definition, it is not just a single institution or an individual, but
a PC network that is the smallest unit of regional PC [11].
Therefore, it can be reasoned that collaborative networks are
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the breeding ground for developing sustainable PC structures.
In Switzerland, specialized palliative care (SPC) is offered
by highly specialized medical doctors and nursing staff, who
provide care in the context of a complex medical and
psychosocial treatment system in PC hospital wards, hospices
and specialized practices. Primary palliative care (PPC), on the
other hand, is typically provided for less challenging patient
trajectories, by general practitioners (GPs) and nurses
providing care in a home-care setting or in retirement homes
[6]. In particular, PC in home care settings requires a stable
network of professionals and relatives who work closely
together, while the smallest professional PPC network consists
of at least one general practitioner and one ambulant nurse
[12]. Based on the resources available in the region, volunteer
groups, physiotherapists, and pastoral and community social
services are part of a PPC network as well.
It is well-known that strong collaborative networking of
various medical and supporting professions can ensure costefficient, yet high-performance care planning in each of the
two care settings [13]. On the other hand, when the formation
of strong ties between professionals, especially between
doctors and nurses, is being inhibited or coordination regarding
the management of complex care provision is impaired, this
often leads to negative patient outcomes and additional
healthcare costs [8, 14].
Numerous studies have shown that collaborative patterns
of healthcare providers do not necessarily follow the given
organizational structure, and are often informal. Thus, gaining
an understanding of how multiple specialties work together in
PC provision is a challenge that should best be undertaken
bottom-up [15]. One of the most popular ways to
operationalize collaborative networks has been to quantify the
number of mutual exchanges of information [16]. To our
knowledge, this research paper is the first one to reconstruct
collaborative networks of the following key professions
working in PC from the bottom-up: (i) GPs in primary care,
(ii) nurses in primary care, (iii) medical doctors with additional
training in PC (specialists for PC, oncologists and internal
medicine) working in hospitals and hospices, and (iv) nurses in
PC wards in hospitals and hospices.
2. METHODS
The main aim of this study was to explore the following
collaborative networks by counting and presenting visual
representations of their interaction frequencies: (i) GPs and (ii)
nurses’ collaboration networks in primary care (iii) specialized

doctors’ collaborative networks in hospitals and hospices and
(iv) nurses’ collaborative networks in hospitals and hospices.
In the model, the collaboration frequencies of nurses and
medical doctors were reconstructed by depicting their weighted
degree of connections to other professional groups.
3. PARTICIPANTS
This study was based on a Swiss national survey on
“Collaboration and coordination in Palliative Care conducted
on Palliative Care networks in Switzerland”. Regarding
inclusion criteria, Healthcare Providers (HCP), who regularly
cared for PC patients were eligible to participate. General
practitioners obtained a link via email to the online survey
through the Swiss association of general practitioners and
pediatricians, “mfe”. Other PC providers had to be contacted
with the support of various organizations and platforms, such
as “palliative.ch”, the Swiss cancer league, curaviva and a wide
number of hospitals and local nursing organizations. These
organizations sent a link to the online survey to their members
and three rounds of reminders were sent out in total. The
survey addressed roughly 4,500 service providers in palliative
care provision in Switzerland and was available in German,
French and Italian languages (N=1111, mean age= 50.91,
SD=10.3, f= 64.7%, n.a. = 21.0%). We assume that 21% of the
respondents did not want to state their gender in order to
maintain their anonymity in all circumstances. However, the
anonymity of responders was ensured at all times by coding,
which was clarified at the beginning of the survey. A detailed
description of the demographic characteristics of the study
population is given in Table 1.
3.1. Data Collection and Measurements
A pretest was conducted beforehand using HCP`s from
similar fields, and survey items were reviewed for
comprehensibility and validity by an expert panel. Data
collection was carried out between the 19th of September and
the 30th of November 2018. On average, it took participants 25
minutes to complete the questionnaire. An informed consent
was needed to be signed by each participant beforehand.
For the collaborative network analysis, participants were
asked to provide information about the amount of collaboration
with other professions when caring for mutual PC patients, by
estimating the frequencies of social interaction with
professionals in the last year (2017) on a daily, weekly,
monthly and yearly basis (scale: interaction at least once per
day, several times per week, at least once per month, several
times a year, less, never).

Table 1. Demographic and professional characteristics of the study sample.
n Mean age

Mean work experience in PC in years

Mean no. of patients per year,
ambulant/ long-term

Nurses in primary care

323 49 +/- 9.4

6-10, range: 0-35

13.8 / 23.1

Nurses in specialized
care

208 48 +/- 9.1

6-10, range: 0-35

116.7/ 128.6

Doctors in specialized care

73 53 +/- 9.0

16-25, range: 0-35+

116.2 / 112.4

General practitioners

94 58 +/- 8.6

26-35, range: 0-35+

21.7/ 19.43
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A study indicated that certain doubts about the validity and
reliability of network relationships obtained through selfdisclosure are justified, since memories are easily distorted
[17]. However, there is evidence that the ability to remember
social interactions is particularly problematic when querying
short-term interaction sequences, while long-term social
structures seem to be adequately remembered [18]. Therefore,
we specifically chose a longer time period of 12 months in our
assessment, over which interactions had to be estimated.
Besides collaborative networks between doctors and nurses in
primary and specialized palliative care, the frequencies of
social interactions of doctors and nurses with the following
professional groups were assessed: members of mobile
palliative care teams, psychologists, pastoral carers, social
workers, nutritionists, ergo therapists and physiotherapists,
pharmacists, volunteers and informal caregivers of patients
(usually family or friends). Although collaboration with case
managers and music, animal and art therapists has been
investigated as well, these marginal groups have not been
included in this study. Visual representations of the social
interactions in the fields of primary and specialized PC, as well
as of mobile care and support services were created.
3.2. Statistical Methods
The method of listwise deletion was used for data cleaning.
Although listwise deletion can sometimes affect the statistical

strength of the tests conducted [19], in this case, we had a
sufficiently large sample size in all four groups, with only a
few missing. For the social network analysis (SNA), separate
tables in CSV-format were created four times for both the
nodes and the edges, by depicting the average of the
professions weighted degree of connection to other
professional groups. The tables were read with Gephi [20] and
traced with Adobe Illustrator for visual representation.
Additionally, descriptive frequency distributions of the
individual social interactions were counterchecked with
histograms. Interaction frequencies have not been adapted to
differing patient numbers in the different occupational fields
since the primary aim of this study was to reconstruct true-tolife collaborative networks of nurses and doctors in both
community and specialized palliative care.
4. RESULTS
Visual representations of interaction frequencies of GPs
and nurses in PPC are reported in Fig. (1). Fig. (2) shows
collaborative networks of medical doctors and nurses in SPC.
Fig. (3) shows the strongest ties in the collaborative
network and provides a summary of external factors that
influence collaboration. It displays the main finding of this
study, namely that considerably higher amounts of interactions
originate from HCPs working in SPC, then from HCPs
working in PPC.

Support Services

SPC

Specialized Doctors

Pharmacists

Nurses in primary care

MPCT`s
Interaction frequencies
very often
often
seldom
hardly ever

Psychologists
Pastoral care

---------

Fig. (1). Collaborative network of GPs and nurses in primary palliative care (PPC).

PPC

General Practitioners

--------------

Nurses in hospitals
and hospices

Ergo/ Physiotherapy
Nutritionists a.o.

Informal caregivers of patients

Social workers

Volounteers
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Support Services
Ergo/ Physiotherapy
Nutritionists a.o.

Nurses in hospitals
and hospices

SPC

Specialized Doctors

Interaction frequencies
very often
often
seldom
hardly ever

Psychologists

Informal caregivers of patients

Social workers

MPCT`s

Pharmacists

Nurses in primary care

PPC

General Practitioners

Volounteers

Pastoral care

---------

Fig. (2). Collaborative network of doctors and nurses in specialized palliative care (SPC).

Fig. (3). Overview of the strongest interaction frequencies of nurses and medical doctors in PPC and SPC (collaborating “very often”). Considerably
higher amounts of interactions originate from HCPs working in SPC, than from HCPs working in PPC. External factors that influence collaboration,
as identified via a literature search, are listed in the box on the right.
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Since the organizational functioning of healthcare organizations can be limited by various other barriers to collaborative
network building, a number of further external factors that
strongly influence collaboration of PC providers in Switzerland
have been identified via a literature search. Those are, amongst
others, different regional regulations and policies, the historical
development of the regions, structural conditions (e.g. urban vs.
rural areas, number of specialized facilities, number of GPs
etc.), financial resources and lack of reimbursement for
coordinative tasks, the use of e-tools and guidelines for
cooperation, the organizational structure of institutions, varying
hierarchies within work teams, the composition and fluctuation
of care teams, different role understandings and assignments of
HCPs, and lastly, the social network of patients [8, 9, 13, 14,
21 - 23].
In PPC (Fig. 1), GPs reported comparably low interaction
frequencies with other professionals and only reported daily
contact with nurses. Interactions with relatives, doctors in
specialized practices, specialized doctors in hospitals or
hospices and physiotherapists and allied professions occurred
at least a few times per week. Mobile palliative care services
(MPCTs) and psychosocial professions seem to be of
subordinate importance in the GPs’ professional networks
when caring for PC patients. GPs particularly reported little to
no contact with pastoral carers, psychologists and volunteers.
In contrast to GPs, nurses in primary palliative care
reported a much higher frequency of interaction with other
HCPs and relatives. Nurses in the primary palliative care sector
were in contact with relatives, other nurses and GPs on a daily
basis when caring for PC patients. Moreover, they collaborated
with some supporting services, such as pharmacists or social
workers, several times per month. Nurses in PPC were hardly
ever in contact with psychologists, pastoral carers and
physiotherapists.
Looking at the sphere of SPC (Fig. 2), nurses showed
significantly higher frequencies of collaboration with other
professions than nurses in PPC. They reported very high (daily)
frequencies of collaboration with a lot of different actors, such
as doctors and nurses from SPC, relatives, psychologists,
pastoral care and various support services when caring for PC
patients. Further, they reported contact with GPs, nurses from
PPC, MPCT`s and volunteers on a weekly basis. Interestingly,
most well-connected participants investigated in this study
were medical doctors who worked in hospitals and hospices
[Fig. 2]. They stated that they were in close contact with
numerous people from the listed professions on a daily basis,
except for volunteers and pharmacists.
In summary, the reconstructed networks showed that HCPs
in SPC shared considerably higher interaction frequencies with
a large number of HCPs than was the case for doctors and
nurses in PPC. Within both fields, doctors and nurses appeared
to be very well connected to each other; however, at the
interfaces of SPC and PPC, there was room for further
improvement of professional networking. By far, as measured
by the self-statements, the least well-connected group was that
of GPs, who indicated a significantly lower degree of
networking than the other three investigated professional
groups. GPs showed especially low interaction rates with
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support services.
5. DISCUSSION
The main findings of the study revealed strong networks
within the two fields of SPC and PPC, but rather weak ties
between the two fields, as well as limited contact of GPs with
other HCPs in PC, especially support services.
One of the main results of our study showed that both
doctors and nurses working in a hospital or hospice reported
more interactions with other HCPs than doctors and nurses in
PPC.
This is in line with a study by Wensing and colleagues,
who investigated the collaboration of HCPs for Parkinson
patients, and found that professionals working in PPC showed
significantly lower frequencies of interaction with other care
professionals than those who were working in a hospital [24].
The main reason for this lies in the fact that fixed
organizational structures are more present in certain fields of
SPC, which facilitate interprofessional collaboration through
predetermined exchange mechanisms, such as case discussions,
round tables and supervisions [25, 26]. Furthermore, hospitals
and hospices usually feature detailed guidelines and standards
as well as training programs, which are known to foster interprofessional collaboration, and which challenge traditional role
models and hierarchies [25]. Previous studies also found that
the mere geographic proximity of healthcare suppliers in
hospitals and hospices leads to higher frequencies of
interaction since logistic interconnections are easier to make
when HCPs are more visible to each other [27].
Contrary to doctors in SPC, GPs reported limited contact
with members of MPCT teams, pastoral care teams,
psychologists, volunteers and pharmacists when caring for PC
patients. Some of the reasons for low interaction frequencies
originating from GPs in this study might include the lower
complexity levels of patients in PPC, GPs’ unfamiliarity of
fellow HCPs and psychosocial services, as well as less use of
e-tools, less possibilities for inter-professional exchange and
insufficient remuneration for collaborative tasks [28 - 30].
However, strengthening GPs’ collaborative interactions
with other professions in PC is vital, since up to 80% of all PC
patients in Switzerland are currently being treated in primary
care [6]. A Swiss population survey from 2017 reports that GPs
are the first point of reference for 72% of responders with
palliative care needs [31]. Being the first point of reference for
a majority of the population, it is essential for GPs to be aware
of the wide range of palliative care services available,
including psychological and pastoral care. Besides physicians,
who are strongly linked to their external professional
environment are also associated with better clinical
performance [32].
The authors suggest that inter-professional collaboration of
GPs should be fostered by establishing standardized
communication structures appropriate for the setting of PPC,
which specifically caters for the needs of GPs and nurses
working in ambulant settings. Shared online tools for reporting
and assessment do not only promote common ground between
various professional groups in the same area but reduce the
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barriers for GPs of reaching out to unknown colleagues or
professionals. This is supported by a study from Australia,
which demonstrated that GPs that frequently used information
technologies and e-tools revealed sustainable network
structures and stronger ties to other professional groups in
healthcare, which in turn resulted in better clinical performance
[33].
The authors further suggest that the services of specialized
MPCTs should be further promoted and strengthened from a
professional basis, in order to fill in gaps in provision, and to
facilitate high-standing PC provision in the community and in
remote areas. Not only are MPCTs needed for GPs and
informal caregivers to consult with when challenging decisions
have to be made, but they might serve as an effective
coordinating interface between SPC and PPC in the future,
since MPCTs are mostly commissioned by, or affiliated with,
hospitals and hospices [34]. MPCTs are not yet available
comprehensibly throughout the whole country of Switzerland;
however, it is to be expected that these services will be
expanded in the near future [35].
One of the main barriers towards more interprofessional
collaboration in PC concerns overall healthcare reimbursement.
Previous research indicated that especially the collaborative
services of GPs are not adequately remunerated if they concern
activities apart from immediate contact with the patient [30].
However, GPs should ideally be able to take their time to
consult with, and refer patients to other HCPs and allied
services, as well as to advise family members on important
decisions [30]. Recent literature suggests that the number of
GPs who are willing to do home-visits in Switzerland is
declining, which could be a hint of dissatisfaction with their
reimbursement for time-consuming responsibilities [28, 36].
Therefore, new concepts for remunerating GPs’ collaborative
activities are required to foster collaborative activities in PC
within Switzerland.
Last but not least, experts from the field have
recommended the development of innovative, communitybased and community-owned models that facilitate palliative
care delivery to patients in a home care setting [37, 38]. These
community networks are typically built up by residents in close
cooperation with healthcare facilities while following certain
educational and ethical standards that strengthen the resident’s
capacity to provide appropriate PC at home [38 - 40].
Community-based care networks can consist of, amongst
others, family members, neighbours, case managers, local
organisations, faith groups and volunteers with special training
in PC. Evidence suggests that community-networks for PC are
not only cost-saving and sustainable, but they also relieve the
workload of HCPs working in PC and promote patients`
autonomy at the end of life [38, 40].
CONCLUSION
This study has provided insight into collaborative patterns
of doctors and nurses in primary and specialized PC provision
in Switzerland. Examples on how to improve service quality by
strengthening the interaction patterns of GPs, as well as
community-based palliative care, are provided.
This information is relevant in order to plan healthcare
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provision more efficiently, by highlighting possible
shortcomings in inter-professional communications. It is
important to emphasize that each individual network of
palliative care providers may substantially differ from the
visual networks portrayed in our study. Compared to other
medical areas, much more variance can be expected regarding
the professional network building of HCPs in PC [22]. This is
mainly due to the complex care situation of PC patients, who
require an individually tailored treatment plan according to
their present physical and psychosocial needs. Depending on
the severity of the patient’s condition, frequent transfers
between, and within SPC and PPC settings may occur, which
are a major contributing factor to the changes in professional
network formation [13].
This research did not aim to directly compare the quality of
collaborative networking between the two areas of PPC and
SPC. This claim cannot be fulfilled, since the two areas handle
different numbers of patients and treat patients with different
degrees of severity.
Self-reported measures, as used in this study, can have
certain disadvantages, such as an increased probability that
events or interactions are not being recalled correctly. Thus,
over or under estimation of interaction frequencies are possible
and the question arises as to whether the survey primarily
measures the actual, or subjectively perceived, professional
networks. Nevertheless, literature suggests that effects on the
behavior of individuals can be expected in both cases [41]. For
future social network studies in healthcare, the authors
recommend an observational approach in order to avoid selfratings. Moreover, future research should aim at analyzing the
impact of frequency of collaboration of HCPs on patient
outcomes, as well as on data security. External factors, which
influence collaborative networking on an individual level,
should be taken into account as well.
ETHICS APPROVAL AND CONSENT TO PARTICIPATE
The study was approved by the the Ethics Committee of
Northwestern Switzerland (EKNZ) on the 29th of August 2018
(Req-2018-00490).
HUMAN AND ANIMAL RIGHTS
Not applicable.
CONSENT FOR PUBLICATION
Not applicable.
AVAILABILITY OF DATA AND MATERIALS
The data that support the findings of this study are
available from the corresponding author, [R.S], upon
reasonable request.
FUNDING
The study was funded by the Swiss National Research
Foundation SNF within the National Research Programme
NRP 74 "Smarter Healthcare", grant No. 167345.

42 The Open Public Health Journal, 2020, Volume 13

CONFLICT OF INTEREST

Schweighoffer et al.

[22]

The authors declare no conflict of interest, financial or
otherwise.
[23]

ACKNOWLEDGEMENTS
The authors thank Eveline Degen for her assistance in
conducting this research and all participating healthcare
providers for their contributions.

[24]

REFERENCES
[25]
[1]

[2]
[3]
[4]

[5]
[6]
[7]
[8]

[9]
[10]

[11]

[12]

[13]

[14]

[15]

[16]

[17]

[18]

[19]
[20]

[21]

WHO, World Health Organization. WHO definition of palliative care
cited 2019 June 29 Avaiable from: http://www.who.int/cancer
/palliative/definition/en/
Unit EI. The 2015 quality of death index. Ranking palliative care
across the world. The Economist 2015.
Cole TR, Carlin NS, Carson RA. Medical humanities: An introduction
In: New York: Cambridge University Press 2015; pp. 230-1.
Lynch T, Connor S, Clark D. Mapping levels of palliative care
development: A global update. J Pain Symptom Manage 2013; 45(6):
1094-106.
[http://dx.doi.org/10.1016/j.jpainsymman.2012.05.011]
[PMID:
23017628]
Binder J, von Wartburg L. Nationale Strategie. Palliat Care 2009;
2010-2. [Bundesamt für Gesundheit BAG.].
Von Wartburg L, Näf F. Nationale Strategie. Palliat Care 2012;
2013-5. [Bundesamt für Gesundheit BAG.].
Mehira N. Plattform Palliative Care 2017. Available from:
https://www.palliative.ch/de/palliative-ch/
Egli S, von Wartburg L, Näf F. Das interprofessionelle Team in der
Palliative Care: die Grundlage einer bedürfnisorientierten Betreuung
und Behandlung am Lebensende. Bundesamt für Gesundheit BAG,
Direktionsbereich Gesundheitspolitik 2016.
Sullivan T: Collaboration: A health care imperative. New York:
McGraw-Hill 1998.
Camarinha-Matos LM, Afsarmanesh H. The emerging discipline of
collaborative networks. Working Conference on Virtual Enterprises
Springer. Boston, MA. 2004; pp. 3-16.
Eychmüller S, Benedetti FD. Oxford University Press Oxford 2012;
pp. Community palliative care in Switzerland: from assessment to
action. In: Participatory Research in Palliative Care: Actions and
Reflections. 76-84.
[http://dx.doi.org/10.1093/acprof:oso/9780199644155.003.0007]
Näf F. Verbreitung der allgemeinen Palliative Care bei der NonprofitSpitex in der Schweiz Modularbeit am Institut Alter der Berner
Fachhochschule 2018.
Sottas B. Interprofessionelle Teams sind effizienter und senken die
Kosten. Innovationen in der Gesundheitswirtschaft: Theorie und Praxis
von Businesskonzepten Jahre B Braun-Stiftung Mentoring programm
2018; 40
Currie G, White L. Inter-professional Barriers and Knowledge
Brokering in an Organizational Context: The Case of Healthcare.
Organ Stud 2012; 33(10): 1333-61.
[http://dx.doi.org/10.1177/0170840612457617]
Tasselli S. Social networks of professionals in health care
organizations: a review. Med Care Res Rev 2014; 71(6): 619-60.
[http://dx.doi.org/10.1177/1077558714557079] [PMID: 25380607]
Serdült U. Soziale Netzwerkanalyse: eine Methode zur Untersuchung
von Beziehungen zwischen sozialen Akteuren. Osterr Z Politwiss
2002; 31(2): 127-41.
Schenk M, Mohler PP, Pfennig U. Egozentrierte Netzwerke in der
Forschungspraxis:
Ausschöpfungsquoten
und
Validität
soziodemographischer Variablen. ZUMA Nachrichten 1992; 16(31):
87-120.
Jansen D. Wiesbaden: Erhebung von Netzwerkdaten. In Einführung in
die Netzwerkanalyse. VS Verlag für Sozialwissenschaften 2003; pp.
69-90.
Allison P D. Missing data Sage publications 2001; 136
Bastian M, Heymann S, Jacomy M. Gephi: An open source software
for exploring and manipulating networks Third international AAAI
conference on weblogs and social media.
Sullivan T J. Collaboration: A health care imperative. McGraw-Hill
Medical Publishing 1998.

[26]

[27]

[28]

[29]

[30]

[31]

[32]

[33]

[34]

[35]

[36]

[37]

[38]

[39]

[40]

Schmitz C, Atzeni G, Berchtold P. Challenges in interprofessionalism
in Swiss health care: the practice of successful interprofessional
collaboration as experienced by professionals. Swiss Med Wkly 2017;
147(4344): w14525..
[PMID: 29120009]
Bainbridge D, Brazil K, Krueger P, Ploeg J, Taniguchi A. A proposed
systems approach to the evaluation of integrated palliative care. BMC
Palliat Care 2010; 9(1): 8.
[http://dx.doi.org/10.1186/1472-684X-9-8] [PMID: 20459734]
Wensing M, van der Eijk M, Koetsenruijter J, Bloem BR, Munneke M,
Faber M. Connectedness of healthcare professionals involved in the
treatment of patients with Parkinson’s disease: a social networks study.
Implement Sci 2011; 6(1): 67.
[http://dx.doi.org/10.1186/1748-5908-6-67] [PMID: 21722400]
Chase SK. The social context of critical care clinical judgment. Heart
Lung 1995; 24(2): 154-62.
[http://dx.doi.org/10.1016/S0147-9563(05)80010-X]
[PMID:
7538987]
Boyer L, Belzeaux R, Maurel O, Baumstarck-Barrau K, Samuelian JC. A social network analysis of healthcare professional relationships in
a French hospital. Int J Health Care Qual Assur 2010; 23(5): 460-9.
[http://dx.doi.org/10.1108/09526861011050501] [PMID: 20845677]
Kraut R E, Fussell S R, Brennan S E, Siegel J. Understanding effects
of proximity on collaboration: Implications for technologies to support
remote collaborative work Distributed work 2002; 137-62.
Giezendanner S, Bally K, Haller DM, et al. Reasons for and frequency
of end-of-life hospital admissions: General practitioners’ perspective
on reducing end-of-life hospital referrals. J Palliat Med 2018; 21(8):
1122-30.
[http://dx.doi.org/10.1089/jpm.2017.0489] [PMID: 29727249]
Sheppard M. Contact and collaboration with general practitioners: a
comparison of social workers and community psychiatric nurses. Br J
Soc Work 1992; 22(4): 419-36.
Alvarado V, Liebig B. Conditions of palliative home care: the case of
family physicians in Switzerland. Prim Health Care 2015; 5(180):
2167-1079.
Stettler
P,
Bischof
S,
Bannwart
L,
Schempp
D.
Bevölkerungsbefragung. Palliat Care 2017; 2017. [Ergebnisse der
Befragung.].
Hansen H, Pohontsch NJ, Bole L, Schäfer I, Scherer M. Regional
variations of perceived problems in ambulatory care from the
perspective of general practitioners and their patients - an exploratory
focus group study in urban and rural regions of northern Germany.
BMC Fam Pract 2017; 18(1): 68.
[http://dx.doi.org/10.1186/s12875-017-0637-x] [PMID: 28545402]
Chung KSK, Hossain L. Towards a social network model for
understanding information and communication technology use for
general practitioners in rural Australia. Comput Human Behav 2010;
26(4): 562-71.
[http://dx.doi.org/10.1016/j.chb.2009.12.008]
Bundesamt für Gesundheit B. A. G.. Mobile Palliative-Care-Dienste in
der Schweiz– Eine Bestandsaufnahme aus der Perspektive dieser
Anbieter. Gesundheitsmanagement 2014; C: L. [F. Ö., & IBR, H.].
Wächter M, Bommer A. Mobile palliative-care-dienste (mpcd) in der
schweiz – eine bestandsaufnahme aus der perspektive dieser anbieter.
cited
:
2019
June
252014.
Available
from:
https://www.pallnetz.ch/cm_data/Mobile_Palliative_Care_Dienste_Sc
hlussbericht.pdf.
Efstathopoulou A, David S, Herzig L. [Home visits by GPs Considerations in Europe and in Switzerland]. Rev Med Suisse 2016;
12(537): 1874-8.
[PMID: 28696626]
Reid MC, Ghesquiere A, Kenien C, Capezuti E, Gardner D.
Expanding palliative care’s reach in the community via the elder
service agency network. Ann Palliat Med 2017; 6(Suppl. 1): S104S107..
[http://dx.doi.org/10.21037/apm.2017.03.10] [PMID: 28595429]
Kumar SK. Kerala, India: a regional community-based palliative care
model. J Pain Symptom Manage 2007; 33(5): 623-7.
[http://dx.doi.org/10.1016/j.jpainsymman.2007.02.005]
[PMID:
17482058]
Prince H, Nadin S, Crow M, et al. “If you understand you cope better
with it”: the role of education in building palliative care capacity in
four First Nations communities in Canada. BMC Public Health 2019;
19(1): 768.
[http://dx.doi.org/10.1186/s12889-019-6983-y] [PMID: 31208402]
Abel J, Walter T, Carey LB, et al. Circles of care: should community

Collaborative Networks in Primary

development redefine the practice of palliative care? BMJ Support
Palliat Care 2013; 3(4): 383-8.
[http://dx.doi.org/10.1136/bmjspcare-2012-000359]
[PMID:
24950517]

The Open Public Health Journal, 2020, Volume 13 43

[41]

Hirschi C, Serdült U, Vögeli C, Widmer T. The Actor-Process-Event
Scheme (APES): issues of validity and reliability for network
applications. Second Conference on Applications of Social Network
Analysis. 20-1.

© 2020 Schweighoffer et al.
This is an open access article distributed under the terms of the Creative Commons Attribution 4.0 International Public License (CC-BY 4.0), a copy of which is
available at: https://creativecommons.org/licenses/by/4.0/legalcode. This license permits unrestricted use, distribution, and reproduction in any medium, provided the
original author and source are credited.

