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KEY MESSAGES

•	 In the management of patients with cancer, the division of tasks between health professionals was not clear 
and was not discussed by the group.

•	 Communication within the health professionals was mediated often by the patient.
•	 Interprofessional collaboration is strongly encouraged by France’s public health policies but was not mentioned 

or put into practice by the health professionals.

ABSTRACT
Background:  Health policymakers have tried to improve the care pathway for cancer patients by 
improving collaboration between participating healthcare professionals by involving the general 
practitioner (GP).
Objective(s):  To explore how patients, GPs, oncologists and nurses interacted and how they 
perceived, in their practice, professional roles, collaboration, and cancer care pathways.
Methods:  Between January 2018 and December 2021, we conducted a qualitative study that 
combined phenomenology and a general inductive analysis, based on semi-structured interviews 
with cancer patients and their GPs, oncologists, and nurses in France.
Results:  Our analysis of 59 interviews showed that the stakeholders had different perceptions of the 
cancer care pathway. Task division was implicit and depended on what each health professional 
thought he/she should be doing; this led to the blurring of certain tasks (announcement of the 
diagnosis, coordination, and follow-up). The healthcare professionals were stuck in frameworks centred 
on their own needs and expectations and were unaware of the other health professionals’ needs and 
expectations. Outside the hospital, GPs and nurses worked in isolation; they were not aware of the 
other stakeholders and did not communicate with them. GPs and nurses justified this attitude by the 
lack of a perceived need. Interprofessional communication varied as a function of the needs, 
involvement and knowledge of the other health professionals and was often mediated by the patient.
Conclusion:  In the cancer management in France, to improve cancer care pathway, there is a 
need to train healthcare professionals in interprofessional collaboration delivering care tailored to 
patient needs and preferences.

Point of Interest

•	 In the management of patients with cancer, the 
division of tasks between stakeholders was not 
clear and was not discussed by the group.

•	 Communication within the professionals was 
mediated often by the patient.

•	 Interprofessional collaboration is strongly 
encouraged by France’s public health policies 
but was not mentioned by the stakeholders.
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Background

Healthcare systems in general and primary care organ-
isations in particular are changing in response to 
demographic and epidemiologic challenges [1,2]. 
Cancer is a particular challenge: the rising incidence, 
the complexity of treatment (including orally adminis-
tered chemotherapy), and the long course of the dis-
ease means that general practitioners (GPs) are 
increasingly involved in cancer care [3,4]. Consequently, 
patients with cancer are followed by different health-
care professionals (including surgeons, oncologists, pri-
mary care physicians, nurses, nutritionists, psychologists, 
social workers…) [5,6]. This situation may lead to frag-
mented, poorly coordinated care [6]. With regard to 
cancer, a number of studies have shown that interpro-
fessional collaboration has an impact on patient satis-
faction, quality of life, and continuity of care [7–9]. 
Sequential, parallel and shared cancer care by GPs and 
oncologists has been described in the literature [10,11]. 
In sequential care, cancer patients are followed up by 
the oncologist only and do not consult their GP until 
after the cancer has been treated. In parallel care, the 
patients continue to be treated by their GP for condi-
tions other than cancer. In shared care, cancer patients 
are followed up by the GP and the oncologist together. 
However, the GP’s involvement in cancer care varies 
from one country to another as a function of how the 
healthcare system is organised [9,12–14]: in countries 
with gatekeeper healthcare systems (such as The 
Netherlands or the UK), GPs generally coordinate care 
and have a longstanding, personal relationship with 
their patients. In France, specialists take the lead once 
the patient’s cancer has been diagnosed and treat-
ment has started; primary care teams often lose con-
tact with their patient. Moreover, GPs and oncologists 
may have different opinions about shared care: 
although patients and GPs tend to favour greater GP 
involvement in the follow-up process [15,16], some 
oncologists disagree because they think GPs lack suffi-
cient skills [17]. Interprofessional collaboration has 
been defined by D’Amour as a structured group action 
with a common objective, defined operating proce-
dures, awareness of interdependencies, and regulatory 
mechanisms [18] (Figure 1). Interprofessional collabora-
tion is a complex and specific process influenced by 
ideological, organisational, structural and relational 
factors [19]. With regard to cancer management, the 
role of health professionals and patients and their 
responsibilities are not always clearly defined. For 
example, GPs may not be sufficiently informed about 
cancer management. Other problems include a lack of 
communication between healthcare professionals, a 

feeling of exclusion, and a breakdown in GP care [20]. 
To date, few studies have investigated the health pro-
fessionals’ opinions of their expected roles in the man-
agement of cancer [17,21]. However, none of the 
previous studies compared the main health profession-
als’ opinions and experiences of collaboration and care 
pathways. Therefore, the objective of the present study 
was to explore how patients, GPs, oncologists and 
nurses interacted and how they perceived, in their 
practice, professional roles, collaboration, and cancer 
care pathways.

Methods

Study design

The French SINPATIC study focused on the interprofes-
sional management of patients with a solid cancer 
(colorectal, lung, breast or prostate cancer). To meet 
our research objective, we combined phenomenology 
with a general inductive analysis. The phenomenologi-
cal approach was used to explore how interprofes-
sional collaboration, professional roles and care 
pathways make sense in the health professionals’ prac-
tice and in patients’ pathway; we analysed the data 
drawn from the subjective experiences of each health 
professional and patient in the pathway [22–24]. We 
also used a general inductive approach to analyse 
emerging categories in the collected data, in order to 
compare them with D’Amour’s reference framework 
[18,25]. Between January 2018 and December 2021, 
we conducted semi-structured interviews with cancer 
patients, GPs, oncologists, nurses and other healthcare 
professionals in the Ile-de-France region of France. The 
study’s methods and results were reported in accor-
dance with the Consolidated Criteria for Reporting 
Qualitative Studies checklist [26].

Study sample

The sampling was purposive; we sought to include (i) 
patients who differed in terms of sex, area of resi-
dence, tumour site, the time since the multidisci-
plinary cancer team meeting (more or less than 
3 months), the disease stage, the treatment phase 
(pre-/during/post-), and the treatment intent (curative 
or palliative), and (ii) healthcare professionals who dif-
fered in terms of sex, age, area of activity (rural vs. 
urban) and, for GPs involvement in the training of 
students. Eligible GPs, nurses and oncologists were 
contacted by phone and invited to participate in the 
study. The patient inclusion criteria were defined by 
an advisory board, in order to obtain a broad range 
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of participants and points of view. The patients were 
identified and recruited by their own oncologist or 
own GP after the latter had joined the study. The 
study’s advisory board had informed the oncologists 
and GPs of the patient inclusion criteria before the 
physicians started to recruit patients. To limit selec-
tion bias, both outpatients and hospitalised patients 
were recruited.

Data collection

Audiotaped, individual, semi-structured interviews of 
patients were conducted at home, in hospital, or in 
their GP’s office. The GPs and nurses were interviewed 
in their office, and the oncologists were interviewed at 
their hospital. The interview guides for each health 
professional and patientwere developed by an advi-
sory board comprising GPs (WM, EF, LM, KP, SD, and 
JC), sociologists (ML and GP), and oncologists (CT and 
AL). The guides were refined by the advisory board 
after the first 12 interviews. The interview guide cov-
ered the perception of cancer patients, the perception 
of professional roles, collaboration, care pathways, and 
interactions between caregivers (Online supplements 
S1 to S4). The questions on collaboration were devel-
oped on the basis of D’Amour’s model [18].

Data analysis

All the interviews were transcribed word-for-word and 
then analysed by six pairs of researchers (EF/LM; WM/
ML; SD/KP; KP/ML; ML/LM; LM/GP) [22]. Each researcher 
worked independently, in order to increase the level of 
intercoder reliability. The meaningful units in each 

transcript were identified, grouped into major emergent 
themes and then discussed by the pairs of researchers. 
Emergent themes were compared until a consensus 
was achieved within each pair and then across all 
the pairs.

The analysis comprised three steps. Firstly, we anal-
ysed the experiences of all the patients, GPs, oncolo-
gists, and nurses separately. Secondly, we compared 
the points of view and experiences within each pair, 
triad or quartette (i.e. an intragroup analysis of the 
patient vs. his/her GP, oncologist and/or nurse). Lastly, 
we compared experiences and points of view across 
groups (i.e. in an intergroup analysis).

On the basis of this analysis, we graphically sum-
marised the health professionalsand patients’ percep-
tions of professional roles, collaboration, and care 
pathways (Figure 2). The figure is intended to illustrate 
factors that influence perceptions, interactions, and 
the implementation of interprofessional collaboration 
in practice.

Ethics

Participants were informed that their data would be ano-
nymized and gave their consent to participation. The 
study data were processing in accordance with the guide-
lines issued by the French National Data Protection 
Commission (Paris, France; reference: MR003 2104875v0). 
The SINPATIC study was approved by an independent 
ethics committee (Paris, France; reference: 01061722).

Results

Fifty-nine people (19 patients, 17 GPs, 15 oncologists or 
other specialists, and eight nurses) agreed to be 

Figure 1. T he four-dimensional model of collaboration (from D’Amour et  al.).
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interviewed in the SINPATIC study. The 59 participants 
formed seven quartettes (i.e. the patient and his/her GP, 
oncologist and cancer nurse) and - when at least one of 
the health professionals (the GP, specialist or nurse) was 
missing - seven triads (six patient-GP-oncologist triads and 
one patient-GP-nurse triad) and five pairs (two 
patient-oncologist pairs and three patient-GP pairs).

The health professionals and patient’ characteristics are 
summarised in Table 1. Patients were aged on average 
63 y, n = 11/19 patients were female and n = 16 were 
undergoing curative treatment. Among GPS, n = 13/17 
were teachers and n = 15 worked in health centre or 
group practice. Among oncologists n = 11/15 worked in 
university hospital and n = 3/8 nurses had an oncology 
training.

Four themes were identified (Figure 2): perceptions 
of the patient’s medical history and background, 
the implicit distribution of tasks and a limited coordi-
nation, the health professionals and patients’ expecta-
tions and needs, and interactions between them. To 
illustrate each theme, a selection of quotes is shown in 
Table 2.

Perceptions of the patient’s medical history and 
background

The patients talked mainly about how their cancer was 
discovered, the role of their family and friends, and 
their experience of the disease, whereas the healthcare 
professionals summarised the patient’s background 
and life in biomedical terms. The patients were espe-
cially marked by the cancer discovery step, which was 
lengthy, complex, and worrying. However, the patients 
were actively involved in this step by flagging up a 
symptom or an unusual event, making appointments, 
and waiting until the diagnosis was announced by GPs 
or specialists.

The oncologists summarised the patient’s life in 
technical terms, with a focus on the cancer. A few 
oncologists considered the patient’s family and friends 
and experience of the disease and adjusted the treat-
ment accordingly. The oncologists and cancer nurses 
did not talk much about the discovery because they 
were not involved in this step.

The nurses often lacked information about the 
patient’s background and life; their perception of the 

Figure 2. T he health professionals and patients’ perceptions of professional roles, collaboration, and care pathways.
The direction of solid arrows indicates the burden of the expectation (e.g. the arrow marked “Cure” indicates that the patient expects the oncologist to 
cure the cancer). The direction of dotted arrows indicates the direction of information transmission (e.g. case notes are sent by the hospital to the GP).
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care pathway was limited and was influenced by what 
the patients told them.

If they had been involved, the GPs talked about 
how the cancer had been discovered. Some also com-
mented on the patient’s social environment, the 
patient-GP relationship, and patient’s experience.

In some quartettes, triads or pairs, we observed 
that the patients, GPs and/or oncologists disagreed 
about who had announced the cancer diagnosis. The 
announcement of diagnosis was described as being 
fragmented, with no concertation between the oncol-
ogist and the GP. The nurses were not usually involved 
in care at this stage.

The implicit distribution of tasks and a limited 
coordination

The roles were described in terms of the tasks that the 
health professionals had attributed to themselves. 
Some patients listened to the oncologist and tried to 
facilitate their work by showing their trust, agreeing to 
examinations, preparing the results, and making 
appointments. Others asked for help from their cancer 
nurse or their GP (in order to gain a better understand-
ing of their medical situation) or from their friends and 
family (for social issues). They asked questions and 
sometimes objected the medical decisions, so that 

their opinion would be taken into account or so that 
they could participate in their own way. The oncolo-
gists described themselves as being responsible for the 
cancer follow-up: they took decisions, organised the 
treatment, and coordinated the hospital-based care. 
Some oncologists considered themselves to be the 
“physician-in-chief for cancer”. The nurses executed the 
physicians’ prescriptions and had a technical role. They 
contributed to patient monitoring and saw themselves 
as “sentinels” who flagged up problems early. The GPs 
provided patients with psychological support, managed 
adverse events and administrative requests, and coordi-
nated care as a whole. The nurses and some of the 
oncologists thought that the GP was not sufficiently 
competent for following up cancer patients. Whereas 
some tasks were shared out implicitly, others over-
lapped (diagnosis, announcement of cancer, manage-
ment of adverse events, coordination, and follow-up) 
and were more difficult to share.

Treatment decisions were made in multidisciplinary 
team meetings in hospital. The patients, GPs and 
nurses were well aware of these multidisciplinary team 
decisions but they didn’t participate, which were inte-
grated into the oncologists’ usual practice. The patients 
described these treatment decisions as a group con-
sensus made by specialists. This decision was perceived 
differently from one patient to another: some trusted 

Table 1. C haracteristics of the health professionals and patients included in the SINPATIC study.
Patients

N = 19
General Practitioners

N = 17
Medical specialists

N = 15
Nurses

N = 8

Sexe
   Female 11 (58%) 6 (35%) 11 (73%) 7 (88%)
Age (means ; [min-max]) 63,3 [36-84] 54,8 [32-76] 48,2 [36-65] 41,5 

[37-51]
Type of cancer
  Prostate 4 (21%)
  Breast 9 (47%)
  Colonorectal 4 (21%)
  Lung 2 (11%)
Type of treatment
  Curative 16 (84%)
  Palliative 3 (16%)
Status of cancer
  Local 11 (58%)
  Metastatic 8 (42%)
Type of practice
  Solo practice 2 (12%)
  Group practice 8 (47%)
  Health Centre 7 (41%)
Location of practice
  Urban 12 (71%)
  Rural 5 (29%)
Teaching activity 13 (76%)
University hospital 11 (73%)
Medical specialty
  Oncologists 11 (73%)
  Gynaecologist 3 (20%)
  Surgeon 1 (7%)
Oncology training
  Yes 3 (38%)
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the specialists’ decision, whereas others negotiated or 
objected initially before being convinced (usually by 
the oncologist). Most of the GPs did not contribute to 
these decisions and did not discuss them. A few dis-
cussed the planned care with their patients without 
consulting the oncologists and had therefore changed 
the decisions and the treatments. Only five GPs would 
have liked to have been involved in the decision-making; 
the others did not express an opinion because they 
did not feel competent or legitimate.

The oncologists perceived their work as being coor-
dinated because the follow-up was shared with other 
specialists. Outside the hospital, most GPs and nurses 
worked alone and did not feel the need to talk to or 
get to know the other healthcare professionals. Some 
of the GPs were committed to following up their 
patients, whereas others had given up because they 
felt that had not been given that role by the patient 
and/or the oncologist or felt that it was not their role. 
Most of the nurses executed the prescriptions and 
worked without collaborating with either the oncolo-
gists or the GPs; their primary partner was the patient.

The health professionals talked about “coordination”, 
rather than “collaboration”. Coordination appeared to 
be limited to within the hospital but was sometimes 
shared with the GP - depending on the role that he 
had given himself and the space given to him by the 
patient and/or the hospital staff.

The health professionals and patients’ expectations 
and perceived needs
The health professionals and patients’ expectations 
differed and there was little coordination between 
healthcare professionals in this respect. The patients 
mainly expected to be treated, given information, lis-
tened to, reassured, and taken into account. They 
expected the oncologists to cure the cancer and 
sometimes wanted to spend more time talking about 
treatments and adverse events. The patients expected 
the GP to manage adverse events, listen to them, 
reassure them, and help with administrative matters 
(social security and sick leave). Thus, the patients 
attributed an active, therapeutic role to the oncolo-
gist, a support role to the GP, and a technical moni-
toring role to the nurses.

The oncologists expected (i) the patients to be 
compliant, (ii) the GPs to manage out-of-hospital 
adverse events, the end of life at home, and adminis-
trative tasks, and (iii) the nurses to monitor the patients 
at home and to flag up any problems. Furthermore, 
the oncologists wanted the GPs to commit to the 

management and make their involvement known but 
also thought that cancer care was too complex for GPs 
or that GPs did not wish to be involved.

The nurses thought that the oncologist was the pri-
mary stakeholder in cancer care. They expected the 
oncologist to brief them on the patient and give clear 
and comprehensive prescriptions. The nurses’ primary 
care partner was the patient. The nurses expected the 
patient to give her as much information as possible so 
that she could understand the situation. The nurses 
wanted to be able to contact the hospital easily in the 
event of a problem. They often did not perceive the 
GP to have a role or utility in the patient’s care.

Some GPs wanted to be more integrated into the 
care pathway by the hospital team, with involvement 
in treatment decisions and the provision of 
patient-specific information of value in the manage-
ment of adverse events. The GPs also complained that 
their opinions were not sufficiently taken into account.

Interactions between the health professionals and 
patients
Outside the hospital, dialogue between the healthcare 
professionals was limited. The oncologists communi-
cated with the other professionals within the hospital 
by phone, via the medical records, or during meetings. 
Communication between hospital-based professionals 
and GPs was essentially limited to sending case notes 
and discharge letters. Most of the oncologists did not 
initiate communication (other than by sending regular 
case notes, which were often perceived to be received 
late by the GPs) and did not express the need to initi-
ate communication with GPs. In most cases, the oncol-
ogists did not know who the patient’s GP was. Some 
GPs took the initiative of contacting the oncologist by 
phone or by e-mail, whereas other gave up after hav-
ing difficulty getting in touch with the oncologist. 
Likewise, the nurses had also little direct contact with 
the oncologists and complained about not having any 
information on the patient’s medical status other than 
prescriptions. In fact, the communication within the 
quartette was mediated often by the patient, who 
often served as an intermediary or messenger between 
the professionals. Several communication tools were 
used: prescription, patient, case notes, discharge let-
ters, e-mail, phone calls, and phone text messages. The 
use of these various tools depended on how close to 
each other the health professionals felt.

It took time and commitment to build awareness of 
and relationships between the health professionals 
and patients. The GPs put their energy into their rela-
tionship with the patient. Some oncologists also 
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committed themselves to the patient-physician rela-
tionship by adjusting the care pathway if the patient 
was adherent and facilitated the treatment. Lastly, the 
nurses described a close relationship with the patient 
through their regular or even daily visits, which 
enabled them to understand the patients’ feelings. 
Collaboration was not therefore mentioned sponta-
neously in the stakeholders’ narrative and thoughts 
about how to work together were focused on their 
relationships and, more precisely, on communication 
that was easy to understand, analyse and comment on.

Discussion

Main findings

The patients stated that their cancer pathway was a 
long process, marked by significant milestones and 
scattered with moments of uncertainty, doubt, and 
hope. The announcement was variously described as 
being expected, prepared for, or sudden. Although the 
patients expected the oncologist to announce the diag-
nosis, the other stakeholders did not all agree on this 
point. Moreover, the same pathway was thus reported 
differently by the health professionals: (i) an overall nar-
rative by the patients, (ii) a fragmented, “step-by-step” 
narrative focused on their involvement by the GPs and 
the oncologists, and (iii) a “closeness” narrative focused 
on relationships and care by the nurses. Each health-
care professional’s role and tasks were conceived in an 
isolated, profession-specific manner, with no attention 
paid to the multidisciplinary nature of care; this 
appeared to confuse or blur the perception of certain 
tasks (the announcement, coordination, and follow-up). 
The work was described as being coordinated by the 
oncologist, who shared the patient’s follow-up and care 
with other professionals (e.g. the surgeon and the 
nurse). Outside the hospital, the GPs and nurses worked 
in isolation; they were not aware of the other health 
professionals and did not communicate with them. The 
GPs and nurses justified this attitude by the lack of a 
perceived need. Some GPs committed to following up 
the patient in their own way and claimed roles in pain 
management, administrative work, psychological sup-
port, and a more general coordination role (i.e. less 
focused centred on cancer). The nurses applied the pre-
scriptions, monitored the patients, and alerted the phy-
sicians if necessary; they considered themselves to be 
technicians or “sentinels”.

“Collaboration” was not mentioned and was mainly 
described in terms of communication and coordination. 
The ways of working together were analysed by the 
patient and the healthcare professional in terms of their 

relationships and, more precisely, communication. 
Communication between healthcare professionals was 
varied according to needs, commitment, and mutual 
awareness; it was often mediated by the patient, whose 
role as an intermediary or messenger influenced the 
interactions between the health professionals.

Strengths and limitations

To the best of our knowledge, the health professionals 
and patients’ perceptions and experiences of collabora-
tion, roles and care pathways for given cancer patient 
have not previously been compared. None of the pub-
lished studies looked at the group dynamics and inter-
actions. To this end, we conducted individual, 
semi-structured interviews in order to compare and 
contrast opinions about the same pathway and to 
understand the interactions between the health pro-
fessionals and patients involved in following up the 
same patient. Other strengths of the present study 
included the variety of the investigators’ specialties 
(GPs, oncologists, nurses and sociologists), the purpo-
sive sampling, the multiple coding procedures, and the 
diverse patient sample (with regard to the type of can-
cer, the treatment intent, the treatment phase and the 
treatment setting)[26].

Our approach combining phenomenology and gen-
eral inductive analysis permitted to understand and 
share, from the clarifying of their practice, the point of 
view and experience of GPs, nurses and oncologists 
involved in the care of patients with cancer.

However, we were not always been able to inter-
view full quartettes; some patients did not have a can-
cer nurse, and some GPs, oncologists and nurses did 
not reply to our request for an interview.

The fact that none of the patients had free state 
health insurance (a status that often reflects a low 
socio-economic level) may have affects our findings. 
Moreover, half of the GPs in our sample supervised 
trainee GPs, and many of the oncologists worked in a 
university hospital; these aspects might have led the 
physicians to be more aware of the concept of collab-
oration. Hence, our sample of physicians might not 
have been representative of interactions in the French 
health system more widely and so might limit the abil-
ity to extrapolate our present results.

The interview guides were based on D’Amour’s model; 
the latter conditioned our questions and thus consti-
tuted a limitation on our inductive approach. However, 
the interview guide was sufficiently open-ended, and 
the questions were designed to gain a good under-
standing of the participants’ experiences [18,22,27].
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Comparison with the literature data

The care pathway for patients with cancer is complex, 
and the various health professionals’ points of view are 
not always concordant. Disagreements between oncol-
ogists, nurses, GPs and patients about their respective 
roles in cancer care make it difficult to share tasks and 
clarify roles [16,17,20,21,28,29].

We found that within a given quartette, the patient 
and the healthcare professionals often had different 
expectations; this sometimes led to misunderstand-
ings, criticism, or even conflict. The definition of a 
common objective appeared to be difficult because 
each health professional’s actions depended mainly on 
their needs and professional interests, which were 
sometimes contradictory [18].

As in the literature, our results showed that the 
health professionals were not necessarily all involved 
in the follow-up of cancer patients and that the 
follow-up for a given patient was not always shared 
between the stakeholders [10,20]. Other than in mul-
tidisciplinary team meetings, healthcare professionals 
have few opportunities to get to know each other 
and to understand how the others work. Three types 
of collaboration can be defined: (i) collaboration in 
inertia, with leadership battles, no relationships, no 
negotiation, and no shared responsibility; (ii) collabo-
ration under construction, in which negotiation pro-
cesses are present and responsibility sharing is fragile; 
and (iii) collaboration in action (the highest level of 
collaboration), in which responsibilities are shared, 
consensuses are formalises, and care is based on con-
tinuity and efficiency [30]. In our study, we observed 
a lack of mutual understanding of other health pro-
fessionals’ needs, a lack of negotiation over roles and 
task-sharing, and an absence of conceptualisation 
and thoughts about collaboration and its common 
goal. We consider that this corresponded to collabo-
ration in inertia (led by the hospital) and some ele-
ments of collaboration under construction within the 
hospital. In our study and others in the literature, a 
number of factors may account for collaboration in 
inertia: the variable level of the GP’s involvement in 
care, the role in follow-up given to the GP by the 
other health professionals (i.e. the patient, the oncol-
ogist and the nurse), poor awareness among oncolo-
gists of the GP’s level of knowledge and skills, and 
organisational differences between private practices 
and hospitals [30,31]. Even when GPs wanted to “get 
involved” more, involvement was limited by the 
oncologists’ failure to provide information at the right 
time, and a lack of knowledge, legitimacy and skills 
[7,21,32,33].

Implications for practice

In response to the complex challenges faced by cancer 
patients, interprofessional collaboration has been pro-
moted by healthcare institutions. While a few studies have 
highlighted the impact of interprofessional collaboration 
on patient satisfaction, quality of life, and continuity of 
care [7,9], this is not perceived by the health professionals 
and does not appear to be a true goal. Interprofessional 
collaboration requires (i) definition of the rules for task 
division, (ii) formalised objectives for shared management, 
and (iii) a sense of integration into a team by getting to 
know the other members, learning to trust them, and 
sharing professional skills [34]. To achieve this, the health 
professionals must develop a formalised care team around 
the patient, define communication rules and tools, clarify 
roles, and develop the skills required for interprofessional 
collaboration [30].

Conclusion

In routine cancer care in France, the patient, the oncol-
ogist, the GP and the nurse do not collaborate. 
Coordination between the stakeholders is limited; the 
level of mutual awareness is low, and there is no con-
sensus on the various roles. As a result, collaboration 
is an ideal promoted by the French institutions in 
order to improve the cancer care pathway.

To improve cancer care pathway, there is a need to 
train healthcare professionals in France in interprofessional 
collaboration delivering care tailored to patient needs and 
preferences. Experiences in other countries could be help-
ful to improve management of patients with cancer.
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