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Abstract
Purpose of the study This pilot study was designed to
evaluate the impact of management by the Interdisciplinary
Supportive Care Department for Cancer Patients (Département
Interdisciplinaire de Soins de Support pour le Patient en
Oncologie—DISSPO) at the Institut Curie in Paris, France on
patient quality of life and satisfaction with care.
Materials and methods Patients hospitalised for cancer
treatment and referred to DISSPO during their hospital-
isation were invited to complete the European Organiza-

tion for Research and Treatment of Cancer core quality of
life (EORTC QLQ-C30) and patient satisfaction (EORTC
IN-PATSAT32) questionnaires during the week following
their initial management by DISSPO (T0) and 2 months
later (T1). These patients were compared with control
patients matched for age, gender, ward and period of
hospitalisation in terms of quality of life and satisfaction
with care.
Main results One hundred fourteen (77%) DISSPO
patients at T0 and 72 (48%) patients at T1 and 102
(89%) control patients at T0 and 66 (57%) at T1 returned
their completed questionnaires. Baseline characteristics
of DISSPO patients and control patients were signifi-
cantly different in terms of duration of the current
hospitalisation, interval between the date of diagnosis
of the cancer and inclusion in the study (both longer for
DISSPO patients) and Karnofsky performance status
(lower for DISSPO patients). For the 43 pairs of patients
who completed the questionnaires at the two time points,
significant independent positive effects of management
by DISSPO and age (less than or equal to 60 years) were
demonstrated for patient satisfaction in relation to the
availability of the nursing and paramedical team. In
particular, patients over the age of 60 not managed by
DISSPO presented a significant reduction of patient
satisfaction scores over the 2 months compared to age-
matched patients managed by DISSPO.
Conclusions Management of cancer patients by an inter-
disciplinary supportive care department appears to have a
positive impact on patient satisfaction in relation to
availability of the nursing and paramedical team. These
results need to be confirmed in a larger study.

Keywords Supportive care . Cancer . Quality of life .

Satisfaction with care . Availability

Support Care Cancer (2009) 17:1507–1516
DOI 10.1007/s00520-009-0617-3

A. Brédart (*) : S. Dolbeault
Psycho-Oncology Unit, Institut Curie,
26 rue d’Ulm, 75.246,
Paris Cedex 05, France
e-mail: anne.bredart@curie.net

A. Savignoni : S. Gomme :B. Asselain
Biostatistics Service, Institut Curie,
Paris, France

L. Copel
Supportive and Continuous Care Unit, Institut Curie,
Paris, France

S. Dolbeault
University Paris-Sud and University Paris Descartes,
UMR-SO669, INSERM U669,
Paris, France

S. Simard
Laval University, School of Psychology,
Québec, Canada

S. Dolbeault
University Paris-Sud and University Paris-V, INSERM,
Paris, France

A. Brédart
Psychology Institute, University Paris Descartes,
Paris, France



Introduction

Cancer has a considerable impact on the patient's well-
being. The treatments proposed for this disease often
generate adverse effects and/or disabling sequelae. Various
studies have revealed a significant number of physical,
functional, psychological, social, financial or existential
difficulties in these patients and their families, as well as a
need for information or specific support, regardless of the
type of cancer or the phase of the disease [2, 5, 15, 20, 21,
27–29, 33, 34].

Cancer supportive care was set up in order to more
effectively meet the needs of cancer patients [22, 26].
Models of coordination of supportive care have been
proposed in healthcare establishments to organise the
multidisciplinary aspects of the highly specialised and highly
technical healthcare professionals in oncology and the
insufficient communication between teams [18]. These
characteristics can have a negative impact on quality of care,
damaging the relationship with the patient, the cohesion and
continuity of care and inducing added confusion and
psychological distress for the patient and family.

Patients often report dissatisfaction with their interactions
with clinicians (e.g. information, attention to psychosocial
needs) or organisation of healthcare, in terms of continuity and
coordination of care (e.g. exchange of information between
hospital specialists and the general practitioner or the home
care team), or waiting times (e.g. to receive the results of
medical examinations or to obtain an appointment with a
doctor) [6, 11–13, 19, 31]. Specific needs for improvement of
healthcare may emerge as a function of socio-demographic
characteristics, particularly concerning coordination, access to
care and the need for medical information [4].

The Multinational Association of Supportive Care in
Cancer defines supportive care as “the prevention and
management of the adverse effects of cancer and its treatment,
including physical and psychosocial symptoms and side effects
across the entire continuum of the cancer experience, and
involving the enhancement of rehabilitation and survivorship”.
Supportive care therefore comprises management of possible
anti-tumour treatment sequelae as well as palliative care,
corresponding to initial and terminal palliative phases [18]. In
France, the integration of multidisciplinary supportive care
structures into cancer care has become mandatory, with
particular emphasis on the importance of multidisciplinary
treatment decision-making discussions [3].

A critical and comprehensive appraisal of studies address-
ing the effectiveness of psychosocial, supportive and pallia-
tive care services for the cancer patients recently carried out by
the National Institute for Health and Clinical Excellence
concluded that “strong evidence for the effectiveness of
intervention was available for certain areas, such as specialist
palliative care, information giving, psychological support or

pain management” [14]. However, the effectiveness of
models of care coordination was less scientifically estab-
lished, suggesting the need to further evaluate these
initiatives.

The present study evaluates the effects of interventions
proposed in the context of an “Interdisciplinary Supportive
Care Department for Cancer Patients” (French acronym:
DISSPO) on quality of life and satisfaction with care of
patients treated for cancer.

The DISSPO relies on a biopsychosocial patient-centred
care approach [10, 23]. This model recognises the dynamic
interaction of multiple factors in relation to an individual’s
health and the need for interdependent and integrated
interdisciplinary health care integrating global patient
assessment, patient-centred communication, interprofes-
sional education, communication and coordination.

The DISSPO was set up in July 2003 at the Institut Curie
in order to promote this care approach through a better
recognition, referral and management of complex physical
symptoms and psychosocial needs in patients receiving
treatment for cancer. Coordination in this model of
supportive care involves the use of a complex health care
needs screening tool, the implementation of weekly
multidisciplinary liaison staff meeting and the adoption of
clinical guidelines for managing complex symptoms and
needs in cancer patients.

The needs of patients are considered to be “complex”
inasmuch as they cannot be managed by first-line
clinicians (oncologists, nurses) and require the specific
skills of supportive care professionals: supportive care
physicians, psycho-oncologists, social workers, dieticians
or physiotherapists.

This pilot study was designed to evaluate the impact of
an initial 2-month management by the DISSPO on the main
aspects of quality of life and patient satisfaction with care,
independently of specific socio-demographic or clinical
factors. Quality of life and patient satisfaction were selected
as outcome variables, as they constitute relevant indicators
of the quality of healthcare services provided in response to
the patient's healthcare needs.

Psychometrically valid instruments, which have demon-
strated their ability to respond to change in health status [1]
or to discriminate between groups of patients varying in
satisfaction with care levels [8], have been selected to
assess these outcomes.

Materials and methods

Design

A prospective, nonrandomised, observational study was
conducted to compare inpatients newly referred to the
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DISSPO during a hospital stay with a control inpatient
group matched for age (within a 10-year range), gender,
hospital ward and period (within a 21-day range) of
hospital stay.

Patient selection

Study participants were recruited from the medical
oncology and surgery wards of Institut Curie (Paris,
France). Eligibility criteria included a histologically
confirmed cancer diagnosis, an expected survival time
of at least 3 months, age above 18 years, ability to
provide informed consent and current hospital stay of at
least one day at Institut Curie. This last criterion was
defined to allow for sufficient experience of a hospital
stay to assess satisfaction with care in that context. The
control patient was recruited within 21 days of the
DISSPO patient's referral to the DISSPO. Patients phys-
ically or cognitively unable to complete a questionnaire or
unable to understand the language of the questionnaire
were not included.

DISSPO structure and activities

The DISSPO is a supportive care department integrating
and coordinating the activities of five mobile units
operating in the various wards of the Institut Curie cancer
hospital: the Supportive and Continuous Care Mobile
Team, including a wound and scarring specialised nurse;
the Psycho-Oncology Unit; the Physical Rehabilitation
Unit; the Nutritional Unit; and the Social Work Unit. The
DISSPO professionals operate as consultants in the various
hospital wards. The DISSPO team is supervised by a
physician (head of one unit) assisted by a paramedical
professional.

The DISSPO comprises a systematic evaluation by a
ward nurse of newly hospitalised cancer patients through
a specifically designed list of criteria for identifying the
patient to be referred to one or more of the DISSPO unit
(s) (see Appendix: DISSPO referral criteria list). New
DISSPO patients are referred to the DISSPO units they
need and are presented at a weekly staff meeting involving
the different health care professionals in charge of the
patient. During that meeting, information on the physical
and psychosocial patient health care needs is shared and
used to organise a coherent and articulated management
option of the health care problem(s) identified. These
patients are followed and repeatedly assessed and dis-
cussed during these staff meetings when further specific
problems occur or at key points in the course of their
treatment. Specific guidelines are followed by DISSPO
members as clinical pathways for the specific health care
problem they each address (e.g. discharge planning at the

end of life, important weight loss, psychiatric disorders,
compliance problems).

Procedure

Between July 2004 and April 2006, 2 days per week, a
study assistant contacted patients meeting the eligibility
criteria. Patients who agreed to participate were introduced
to the study objectives and procedures and invited to
complete the EORTC quality of life (EORTC QLQ-C30)
and patient satisfaction (EORTC IN-PATSAT32) question-
naires. Written informed consent was obtained from each
participant. Baseline assessment (T0) was performed within
1 week of referral to the DISSPO or control patient accrual,
and the subsequent assessment (T1) was performed
2 months later.

At T0, the patient was given the questionnaire in
hospital and was asked to complete the questionnaire in
hospital or at home (when the patient was discharged), and
the questionnaire was then returned in a reply-paid
envelope. At T1, questionnaires were sent to the patient's
home and were completed at home and returned by mail.
When the patient was hospitalised at T1, the question-
naires were completed in hospital. A single telephone call
reminder was performed if the questionnaire had not been
returned within 14 days. Direct enquiry about refusal to
participate or failure to return the questionnaire was not
permitted by the Ethics Committee (French CNIL—
National Data Processing and Liberties Commission).

Data collected and outcome measures

Patients provided socio-demographic data at baseline such as
age, gender, level of education, marital status and clinical data
such as the site and stage of cancer, date of cancer diagnosis,
type of current cancer treatment and length of hospital stay
were obtained from medical records. The Karnofsky perfor-
mance status was assessed by the hospital ward oncologist in
charge of the patient. Quality of life was measured using the
European Organisation for Research and Treatment of Cancer
core quality of life questionnaire—EORTC QLQ-C30 [1].
The EORTC QLQ-C30 covers a range of quality of life
issues relevant to a broad spectrum of cancer patients. Patient
satisfaction was assessed by the European Organisation for
Research and Treatment of Cancer patient satisfaction
questionnaire—EORTC IN-PATSAT32 [8]. This question-
naire addresses the patient's perception of the quality of
hospital doctors and nurses, as well as specific aspects of the
care organisation and hospital environment. For the specific
objective of this study, the instructions concerning the nurses’
assessment were expanded to paramedical personnel, includ-
ing psycho-oncologists, social workers, physical therapists
and dieticians.
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Statistical methods

Sample size requirement was based on the criterion of patient
satisfaction with the doctor's technical skills as reported on
the EORTC IN-PATSAT32. Patient satisfaction was consid-
ered our primary endpoint as improved quality of life would
then, theoretically, lead to better patient satisfaction. The
doctors' technical skills scale was selected as the main patient
satisfaction outcome as this aspect of care was evidenced to
be most important for cancer patients [32].

A previous survey found a doctors' technical scale mean
(SD) score of 3.49 (0.85; on a scale ranging from 1 to 5)
[7]. A sample of 100 patients per group (DISSPO and
control groups) was estimated as providing a 80% power to
detect a difference in satisfaction with mean scores for
doctors' technical skills of 0.3 The type I error rate is 5%.
With this sample size, we would have a power superior to
80% to detect a 10% change on a scale ranging from 0 to
100 as standardised scores of EORTC measures are
computed. A change of 5% to 10% of scale breath appears
perceptible to patients as a meaningful change [25].

DISSPO and control patients were compared at T0 and T1
using paired-sample McNemar tests for qualitative variables
and a paired-sample Student t test for quantitative variables.
Respondents and non-respondents were compared using
Pearson’s Chi-squared test or Fisher’s exact test for
categorical data and using Student t test for continuous data.

Analysis of variance, taking into account the paired
individuals, was used to test differences between patients
from the DISSPO and control groups on EORTC QLQ-
C30 and IN-PATSAT32 subscale relative score variation
((T1-T0)/T0). With respect to this study design, differ-
ences between paired individuals and then the mean of
these differences were computed.

This method was also used to assess the impact of
potential confounding socio-demographic or clinical cova-
riates, including age, gender, disease stage, Karnofsky
performance status, time since diagnosis and length of
hospital stay. To limit the number of statistical tests
performed, only the EORTC QLQ-C30 functional and
global health status and IN-PATSAT32 doctors and nurs-
ing/paramedical personnel subscales were selected as
outcome variables. Variables significant at p value <0.10
in ANOVA univariate analysis were included in a multi-
variate ANOVA analysis. A pairwise method was used to
deal with missing data. All statistical analyses were
performed on R statistical software.

Results

Over the study period, 527 patients were referred to the
DISSPO. Among them, the part-time research assistant

could invite 151 eligible inpatients to participate in this
study (Fig. 1); patients who were not included were
followed on an outpatient basis, already assessed as
control patients or not identified within 1 week of referral
to the DISSPO. One hundred and forty-nine invited
patients accepted to participate in this study, and 114
(77%) returned their completed questionnaires. Eight
patients spontaneously reported tiredness as the reason
for not returning the questionnaires, five patients died
unexpectedly during the 14 days following distribution of
the questionnaires and no reason for non-reply was
provided for 22 patients. One hundred and sixteen control
patients were identified, and 102 (89%) returned the
completed questionnaires. At 2 months (T1), 72 (48%)
DISSPO patients and 66 (57%) controls again completed
these questionnaires.

Descriptive socio-demographic and clinical characteristics

Characteristics of age, gender, educational level, tumour
type, disease stage and hospital ward in which the patient
was admitted were balanced across patient groups (Table 1).
However, the time interval between cancer diagnosis and
study inclusion and the duration of the current hospital stay
were longer for DISSPO patients than for control patients
(p value=0.01 and <0.0001), and the Karnofsky perfor-
mance status was lower for DISSPO patients than for
control patients (p value=0.0001).

These characteristics did not differ between respondents
and non-respondents to the first questionnaires; however, at
the second assessment, a greater number of non-respondents
than respondents presented metastatic disease among both
DISSPO and control patients (p value <0.0001).

Univariate analyses

Univariate analysis showed that patient satisfaction with
nursing/paramedical personnel availability was significantly
related to DISSPO attendance (F test: p value=0.04) and age
(F test: p value=0.04; Tables 2 and 3): An increase of the
mean score for the satisfaction with nursing/paramedical
personnel availability subscale was observed in DISSPO
patients, whereas this score decreased in control patients. An
increase of the mean score of the satisfaction with nursing/
paramedical personnel availability subscale was also ob-
served in patients aged 60 years or less, whereas a decrease
of this score was demonstrated in patients over the age of
60 years. No other outcome variable of the EORTC QLQ-
C30 and IN-PATSAT32 selected subscales appeared to be
associated with DISSPO attendance, and no other potential
socio-demographic or clinical covariate was correlated with
patient satisfaction with nursing/paramedical personnel
availability.
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Looking at score changes for DISSPO or control
patients considered as groups (on the same patients as for
the paired patients analysis), we observed a 5% to 10%
score change for most of the EORTC QLQ-C30 selected
scale. Particularly, a positive score change (9%) was
observed for the DISSPO and NOT for the control
patients.

Multivariate analysis

In multivariate analysis, adjusted independent effects of
DISSPO attendance (F test: p value=0.04) and age (F test:
p value=0.03) were evidenced on patient satisfaction with
nursing/paramedical personnel availability: For instance,
patients over the age of 60 who did not attend the DISSPO
demonstrated a significant decrease in satisfaction over the
2-month period compared to patients aged 60 years or less
who attended the DISSPO (Table 3).

Discussion

Coordinated multidisciplinary supportive care teams have
been recently set up in cancer hospitals. However, few data
are available on the effects of these new models of care

from the patient's point of view. As the main objective of
these units is improvement of quality of life and improved
patient satisfaction, evaluation of the patient's perception of
the quality of these new modalities of care is particularly
relevant.

This prospective, nonrandomised, observational study,
with a matched control group, was designed to estimate
the effect of 2 months of initial management by a French
Interdisciplinary Supportive Care Department for Cancer
Patients (DISSPO) on quality of life and patient
satisfaction.

A positive effect of management by the DISSPO was
observed on the level of satisfaction in relation to
availability of the nursing and paramedical team. Moreover,
looking at score changes for DISSPO or control patients
considered as groups, a positive change in perceived overall
health status was observed for DISSPO but not for control
patients, suggesting that a DISSPO effect could be
evidenced using a statistical analysis approach considering
groups rather than pairs of patients.

Patients managed by the DISSPO therefore presented a
positive course of their level of satisfaction in relation to the
availability of the nursing and paramedical team while
control patients presented a deterioration of their satisfac-
tion concerning these aspects.

 
REFERRED TO DISSPO 
Eligible patients 
(n=527) 

Invited to participate (n=151) 
Refusal (too ill) (n=2) 

MATCHED CONTROL 
Invited to participate (n=116) 
Refusal (too ill) (n=1) 

Completed baseline assessment 
(n=114) 
Motives of non-response: fatigue (n=8), 
death (n=5), no reason provided (n=22)  

Completed baseline assessment 
(n=102) 
Motives of non-response: death (n=1), 
no reason provided (n=11) 

Completed 2 months (n=72) 
Motives of non-response: fatigue (n=3), 
death (n=8), no reason provided (n=31)  

Completed 2 months (n=66) 
Motives of non-response: fatigue (n=6), 
death (n=5), no reason provided (n=25) 

Paired DISSPO patients (n=43) Paired control patients (n=43) 
E

valuation T
0

E
valuation T

1 

Fig. 1 Participation rate
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Independent of the effect of management by the DISSPO,
an effect of age was also observed. Regardless of the age
group, patients managed by the DISSPO presented a positive
course of their level of satisfaction in relation to the availability
of the nursing and paramedical team, while control patients
presented a decline in their level of satisfaction, and at the same
time, regardless of the mode of management (standard
management or by the DISSPO), patients aged 60 years or
less presented a positive course of their level of satisfaction in

relation to the availability of the nursing and paramedical team,
while patients aged 60 years presented a decline of this level of
satisfaction.

This effect of the DISSPO on satisfaction in relation to
the availability of the nursing or paramedical team was
expected, as the DISSPO ensures a longer and more
continuous presence of nursing or paramedical staff,
especially by means of regular telephone contact when the
patient is no longer hospitalised.

p value

DISSPO group (n=114) Control group (n=102)

Age, years

Mean 60 60 NS

Range 18–90 19–82

Time since diagnosis, months

Mean 36 20 <0.01

Range 0–386 0–444

Length of hospital stay, days

Mean 20 8 <0.01

Range 1–86 1–57

Number of patients (%) Number of patients (%)

Gender

Male 49 (43) 44 (43) NS

Female 65 (57) 58 (57)

Education level

Elementary 17 (15) 8 (8) NS

High school 41 (36) 38 (37)

College/University 53 (47) 55 (54)

Marital status

Married 72 (63) 61 (60) NS

Other 42 (37) 41 (40)

Tumour type

Breast 36 (32) 38 37) NS

Gynaecologic 13 (11) 12 (12)

GU 5 (4) 7 (7)

GI 16 (14) 5 (5)

Head/neck 33 (29) 25 (25)

Other 11 (10) 13 (14)

Stage of disease

Local/loco-regional 58 (51) 62 (61)

Metastatic 55 (48) 40 (39)

Hospital ward

Medical oncology 27 (24) 25 (25) NS

Radiotherapy 14 (12) 11 (11)

Surgery A 37 (32) 36 (35)

Surgery B 36 (32) 30 (29)

Karnofsky performance status

≤50 39 (34) 15 (15) <0.01

>50 75 (66) 87 (85)

Table 1 Baseline characteristics

NS not significant
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Deterioration of satisfaction with the availability of the
nursing or paramedical team in patients over the age of 60 not
managed by the DISSPO highlights the need for increased
availability of the nursing or paramedical team in this age
group, not provided by standard care, but which appears to be
achieved by the DISSPO. Recent studies have emphasised the
importance of coordinated global management in elderly
patients. Older cancer patients over the age of 65 often present
complex problems that require comprehensive physical and
psychosocial support, often provided bymultiple professionals
working in different health care providing organisations [9].
Using a self-administered questionnaire in an outpatient
oncology practice, Hurria [16] emphasises the deficiency of
standard care in terms of the particular needs of elderly
patients for attention and availability of the nursing and
paramedical team, probably to help them deal with their
various medical and psychosocial problems.

This study presents several methodological limitations
such as the use of a non-experimental comparative design
conducted in a single site and on a small sample size. As
the DISSPO was set up throughout the hospital, a
randomised study could not be performed. These patients
were therefore compared to a matched group of patients not
managed by DISSPO, but the impact of management by
DISSPO is only partially controlled by this type of study
design.

The target sample size was not achieved, as patient
recruitment was limited by the study design (matched
control), and loss of a patient (due to tiredness, for
example) inevitably led to loss of the matched patient.
Telephone follow-up would probably have avoided drop-
outs, but this approach was not used for ethical and
methodological reasons: the fear of disturbing an unknown,
possibly seriously ill patient by an initial telephone contact;

Table 2 Baseline (T0) and 2 months later (T1) mean (SD) scores and effect of DISSPO intervention on relative score change for each patient pair
and selected EORTC QLQ-C30 and IN-PATSAT32 subscales

DISSPO group Control group Effect of DISSPO
intervention p value
for F testMean

(SD) at T0
Mean
(SD) at T1

Mean (SD) of
relative score
changea

Mean
(SD) at T0

Mean
(SD) at T1

Mean (SD) of
relative score
change

EORTC QLQ-C30

Physical functioning
(N=38)

68.5 (26.2) 75.1 (21.2) 0.46 (1.3) 76.1 (24.6) 80.1 (20.4) 0.27 (1.0) NS

Role functioning
(N=17)

74.5 (27.1) 62.7 (32.6) −0.05 (0.5) 76.5 (24.3) 72.5 (30.6) 0.02 (0.6) NS

Emotional functioning
(N=37)

55.2 (28.1) 63.7 (28.4) 0.63 (1.5) 66.2 (27.4) 74.2 (22.0) 0.46 (1.2) NS

Social functioning
(N=26)

64.1 (36.1) 58.3 (34.1) 0.05 (1.0) 71.8 (25.3) 77.0 (25.0) 0.15 (0.4) NS

Overall health status
(N=39)

47.2 (16.6) 56.0 (17.1) 0.38 (0.8) 56.4 (17.9) 58.3 (22.4) 0.30 (1.8) NS

EORTC IN-PATSAT32

Doctors

Technical competence
(N=36)

79.7 (18.2) 73.8 (18.7) −0.05 (0.24) 82.4 (17.9) 76.4 (18.6) −0.06 (0.2) NS

Interpersonal quality
(N=37)

70.0 (23.9) 65.5 (24.9) 0.01 (0.4) 75.8 (21.1) 69.8 (24.2) −0.05 (0.3) NS

Information (N=37) 61.7 (25.6) 59.3 (22.7) 0.24 (1.4) 69.7 (22.3) 70.6 (23.1) 0.10 (0.5) NS

Availability (N=36) 61.8 (25.2) 60.1 (22.7) 0.13 (0.7) 71.9 (22.4) 66.3 (22.9) −0.04 (0.3) NS

Nurses/paramedical personnel

Technical competence
(N=40)

77.3 (18.8) 75.8 (16.3) 0.02 (0.3) 81.3 (17.8) 79.2 (17.3) −0.004 (0.2) NS

Interpersonal quality
(N=40)

78.1 (19.1) 76.3 (18.3) −0.003 (0.2) 80.0 (18.4) 80.6 (18.0) 0.03 (0.2) NS

Information (N=35) 66.2 (22.1) 64.8 (22.1) 0.02 (0.3) 73.3 (19.1) 72.1 (22.0) 0.02 (0.3) NS

Availability (N=39) 73.1 (21.4) 72.8 (17.4) 0.05 (0.3) 78.5 (19.2) 73.4 (23.2) −0.07 (0.3) 0.04

General satisfaction
(N=35)

81.4 (16.4) 75.0 (19.2) −0.05 (0.3) 79.3 (16.6) 79.3 (20.5) 0.01 (0.2) NS

N number of patients for data available at both T0 and T1 assessment and for paired patients for each selected scales of the EORTC QLQ-C30 and
IN-PATSAT32
a The mean is computed on the sum of the difference for each patient pair. A positive or negative sign means increase or decrease, respectively
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the lack of comparability of responses given by various
modalities of evaluation (self-evaluation by the patient
alone or hetero-evaluation by a telephone conversation). A
larger sample size would confirm these results, which must
be considered cautiously at this stage.

Finally, respondents and non-respondents did not differ
in terms of baseline socio-demographic and clinical
characteristics, but the response rate at 2 months was lower
for the more severely ill patients, and the results obtained
therefore essentially reflect the point of view of less
severely ill patients.

Using a matched comparison, no significant difference
was observed on overall quality of life or important
functional and satisfaction with care domains between
the DISSPO and control matched patients. Several
explanations may be suggested, which should be tackled
in further research. The absence of difference between
both groups may mean that DISSPO patients who were
judged to need support did gain benefit because they
would have been worse at T1 than control patients who
did not need support. In fact, we observed that patients
aged over 60 years old who were not managed by the
DISSPO deteriorated in terms of satisfaction with the
availability of nursing and paramedical team, which
supports this hypothesis. To overcome the selection bias
in this quasi-experimental study, we could have consid-
ered a cohort comparison with a similar hospital service
in which DISSPO is not available or with existing data
obtained from a previous survey in the Institut Curie
when the DISSPO was not yet implemented.

Further explanation may be that the intended interven-
tions in the DISSPO were not adequately performed or that
control patients obtained supportive care interventions by
other means within or outside the hospital. Quality of care
improvement research has elaborated specific designs such
as time series designs to assess the functional relationship
between process changes in systems of health care (i.e. new
interventions, re-organisation of care) and changes in
outcomes. These designs control for extraneous factors that

weaken the validity of observational studies, essentially by
means of continuous assessment that determine whether
changes in outcome coincides with the intervention and by
using statistical process control [30].

Based on this methodology and following Jacobsen’s
[17] suggestions for assessing the practice implementation
of psychosocial care evidence-based recommendations for
cancer patients, further research on the effectiveness of the
DISSPO could focus on assessing (1) whether the complex
needs screening tool is effectively used for every patients
admitted in the different hospital wards, (2) whether
patients identified as presenting complex needs are effec-
tively discussed during the weekly DISSPO staff meeting
and whether an action has been taken for the patient
evidencing problem(s) and (3) whether improvement in
clinical status may be recorded.

Analysis of factors that impeded the process or may
explain the lack of improvement in outcomes (e.g. lack of
time, room, skills, motivation, confidence, professional role
definition, central coordination, network resources) should
be addressed for further development of improvement
initiatives. A number of psychological theories have been
highlighted as helpful to study the implementation of
evidence-based practices [24].

Evaluation of clinical practice is essential to improve
quality of care. This pilot study suggests a perceived benefit
by DISSPO patients of complementary care ensuring more
prolonged and continuous presence of nursing or paramed-
ical staff. Moreover, elderly patients in this hospital not
managed by a department specifically designed to identify
complex medical and psychosocial problems and ensure
coordinated global management present unmet needs,
especially in terms of sufficient access to nursing or
paramedical teams.
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Table 3 Effect of DISSPO intervention and age on relative score differences of EORTC IN-PATSAT32 nurses and paramedical personnel
availability subscale

Mean score at T0 Mean score at T1 Mean (SD) of relative score changea

≤60 (N=19)

Control group 80.9 (16.3) 81.6 (14.1) 0.03 (0.2)

DISSPO group 71.1 (21.3) 73.0 (16.8) 0.08 (0.3)

>60 (N=20)

Control group 76.3 (21.8) 65.6 (27.5) −0.18 (0.3)

DISSPO group 75.0 (21.8) 72.5 (18.4) 0.03 (0.3)

Effect of DISSPO: p value for F test=0.04; effect of age: p value for F test=0.03
a The mean is computed on the sum of the difference for each pair. A positive or negative sign means increase or decrease, respectively
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Appendix

DISSPO referral criteria list

This checklist is designed to identify cancer patients with
complex care needs. Its purpose is to help oncology

providers to screen patients that need to be referred to one
or more of the DISSPO unit(s). This checklist must be
completed for each new patient in the ward. The “complex”
patient meets at least one criterion for at least two DISSPO
units. Once identified, the complex patient is referred the
DISSPO secretariat.

Floor criteria
1 = YES
0 = NO COMMENTS

Social  service
. Less than 20 year
. Have a relative in charge (child, older parent,…)
. Isolated (no social, familial relationship)
. Material problems (housing, job, financial resources…) 
. Discharged in another health care structure 

Palliative care mobile team
. Patients in palliative stage whose symptoms cannot be 
managed by the front-line medical team
. Wish for end of life at home expressed by patient and/or 
relatives 
. Ethical decisions related to palliative stage (end of anti-tumour 
treatment, sedation…) 

Would and scarring
. Chronic wound with uncontrolled symptoms (odours, 
discharge, haemorrhage,…) 

Psycho-oncology unit
. Thoughts of suicide, suicidal expression or behaviour 

. Known psychiatric history 

. Treatment refusal or compliance problem 
Functional rehabilitation unit

. Immobilization of a member or the whole person > 5 days  

. Bedsore  

. Breathing difficult due to clinically heard or seen secretions 
Nutrition unit

. Weight loss > à 10% in 6 months * 

. Bedsore 

. Diet for hospitalised patients or ill adapted diet 
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