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Abstract. As stated in the literature the most important needs of cancer patients are not adequately meet.
Improving information, communication and education provided have not led to incisive changes in the or-
ganizational model of the oncology departments. The study contributes to this direction, by planning an
“Integrated Operating Point” (I.O.P.) dedicated to cancer patients and their relatives in Italy. 42 Some profes-
sionals, patients and relatives were involved and 42 of them participated in focus group/or interviews. Results
of thematic content analysis allow us to sketch out some key elements that I.O.P. should have in order to
support cancer patients and their families. Integration of services, continuity of care, and cooperation between

professionals involved are key elements that might qualify such organizational development.
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Introduction

As stated in the literature the most important
needs of cancer patients are not adequately meet (1-6).
In particular, the continuity of care (7-10) and psy-
chological support (11-14) are missing from clinical
agendas. Improving information, communication and
education provided to patients and their families, even
if it is necessary, have not led to incisive changes in
the organizational model of the oncology departments
(15-16). Indeed the integration of several services for
people with cancer needs to be enhanced, in order to
integrate resources and meet to patients and family
needs (1, 3).

The need of a strong integration of services at
all levels clearly emerged from some previous experi-
ences of a Single Point of Access (S.P.A.) realized in
8 Italian Regions and dedicated to people with frailty,
chronic illness, addiction (17). S.P.A. has the following
functions: access reception, collection of recommen-

dations, guidance and management of demand, direct
activation of services in response to simple needs and
integration with local offices and hospital services net-
work. The most important activities are: needs analysis,
recording of access, informative answers and guidance,
signalling complex cases with the transmission at a
Multidimensional Assessment Unit. The integration
“of all that is behind the single door access system” is
considered one of the biggest advantages of the experi-
ence conducted (17).

Moreover a randomized Italian clinical trial (18)
showed that the establishment of Points of Informa-
tion and Support (P.I.S.) can reduce the psychological
distress of patients and increase their satisfaction. The
PLS. offers a library for patients, relatives and friends
with internet access. It is managed by a nurse special-
izing in oncology, specifically trained to respond to re-
quests from patients or to address them, if necessary,
to the psychologist or oncologist. Even activity data of
the National Foundation G. Ghirotti (19) confirm val-
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ue and importance assigned to the Points of Counsel-
ling for cancer patients. It helps the person and family
to get out of loneliness and disorientation. There are
many international internet sites providing informa-
tion and services related to cancer cure and counsel-
ling. Among those some have institutional roles or
are public healthcare programs or projects as World
Health Organization (WHO, 20), and National Can-
cer Institute’s Cancer Information Service (NCI’s CIS,
21). Others are risen by initiative of patients and their
families, as People Living With Cancer supporting the
Cancer Call Centre (PLWC, 22).

More are funded and supported by multidiscipli-
nary associations of professionals and organizations, as
American Psychosocial Oncology Society (APOS, 23)
or private funds, as PLWC (22).

Some of them are worldwide, such as the Ameri-
can Society of Clinical Oncology (ASCO, 24) a world
be known oncological society, and the WHO (20), that
provide full and detailed information about prevention
worldwide. Programs and initiatives about tobacco
risks, physical training, diet, expositions to infections
and radiations are included.

Others are European, such as Telematic Services
in Cancer (Telescan, 25) that is among the first Euro-
pean internet services about cancer research, treatment
and widespread of information completely online for
patients, families, professionals and researchers. Oth-
ers important Services and society are national, such
as APOS (23), the Cancer Call Centre (22) and the
NCTI’s CIS (21). For more than 35 years NCI's CIS
has been providing scientific information to patients,
families, friends, and healthcare professionals about
risk factors, symptoms, diagnosis and other topics.

The APOS (23) is the only multidisciplinary or-
ganization in the United States researching psycho-
logical, social and behavioral aspects of cancer. Il has
the goal of increasing the level of attention for health
professionals and for public engagement about cancer
patient’s care, for innovative methods for diagnosis and
treatment. The main aim is to create a network of pa-
tients and caregivers including psychiatrists, psycholo-
gists, nurses, social assistants and experts in managing
all problems related to cancer.

The study presented here attempts to make a con-
tribution in this direction, planning the opportunity to

open an “Integrated Operating Point” (I.O.P.) dedi-
cated to cancer patients and their relatives. Through
a qualitative research conducted in a region of North
of Italy this study has analyzed the representations of
patients, relatives, social and health professionals and
volunteers about an hypothetical Integrated Operating
Point (I1.O.P).

Accordingly to action-research perspective (26),
the goal of the qualitative research was to improve the
participation of who directly involved, identifying the
problems and the possible solutions in collaboration
with the researchers (27).

Methods
Participants

The research has been conducted in a region of
the center of Italy. Heath Cancer Services’ profession-
als, members of Cancer Associations, cancer patients
and relatives took part in this study, for a total of 42
participants (76.2% women). All of them gave their
informed consent.

Four of the patients were women and among
them 3 had breast cancer and 1 had a sarcoma. The
relatives were 5 (3 women), the oncologists were 10 (6
women), the nurses were 7 (3 women), the volunteers
of Cancer Associations were 8 (7 women) and the so-
cial care assistants were 6 women. One psychologist
(woman), one social worker (woman) and one general
practitioner (man) took also part in the survey.

Instrument and data analysis

Patients, relatives, physicians, nurses, social
care assistants and volunteers participated in 6 focus
groups. To outgo the numerical inadequacy for focus
group criteria, three face to face in-depth interviews
were conducted with the psychologist, social worker
and general practitioner.

Focus group/ interview sessions were conducted
by researchers in order to explore:

a) the representation of the integrated operating
point (1.O.P) for information and orientation of the
people affected by cancer and their families. In par-



Integrated Operating Point to meet the cancer patient’s needs

167

ticular aims, functions and needs that the I1.O.P. could
meet and its organization/location were identified;

b) the representation of patients/relatives who could
benefit from the 1.O.P;

¢) the representation of ideals operators of the
1.O0.P;

d) the evaluation in term of advantages and disad-
vantages of 1.O.P.

In order to boost the effective pooling of resources
from patients, families, social and health profession-
als and volunteers, it was examined whether and how
I.O.P. could be able to improve health and community
services skills to answer cancer patients and their fam-
ily needs as to guarantee the continuity of care.

The average time span of focus groups/interviews
was 60 minutes. All focus group/interview sessions
were audio-recorded, transcribed verbatim and pro-
cessed through an analysis of thematic content. The
analysis consisted in decomposing the text into sen-
tences and in their classification in synthetic cores or
sub-categories (27). Five trained assistants indepen-
dently coded the needs and the solutions to meet them
into different dimensions. The inter-rater agreement
was 96%. Quotations offered by participants are pro-
vided in order to illustrate the emerged theme that has
been then connected in order to synthesize partici-
pants’ representation of I.O.P.

Results

1. Identity of the Integrated Operational Point (I1.O.P)
Jfor the reception and orientation of the people affected by
cancer and their families

1.1 Avms, functions and the needs that 1.O.P. could meet
All participants imagine the I.O.P. as a well or-
ganized and coordinated context, in which both pa-
tients and their families can find answers to a variety
of problems that accompany cancer disease. Among
them, there are both supportive and informative func-
tions. For example, the general practitioner underlined
the importance to give a waste range of information:
“patients often ask me who should go to get answers to some
problems that are often trivial for us, but an insurmount-
able obstacle for them |[...]. Often they are not aware of

economic support, or waive the requirement to obtain if,
because the path is not properly explained” (General prac-
titioner).

For other professionals and relatives the I.O.P. has
to be aimed to offer:

“Help, guidance and support to develop and main-
tain skills and contact with the family, providing pallia-
tive care at home and addressing the issue of death and of
mourning” (Health and social care assistant 6). “Surely
this must be a center point of listening for emergencies. If
the center does not have a doctor, for the medical emergency,
the connection with the hospital could offers [...] a doctor
who can give information” (Relative 5).

According to family members, I.O.P. could satisfy
the need of psychological support (offering active lis-
tening and empathy). Furthermore, through a good in-
formation, professionalism and flexibility of the organi-
zation, it may act against the problem of complicated
bureaucracy. “A point of reference, a center where there is
someone in whom, at any time of need [...].I dare to call,
Just call, to ask also about bureaucratic practice”(Relative 1).

Volunteers agreed that the I.O.P. can offer A/
kinds of support. The 1.O.P, which is an integrated ap-
proach, could support the person and his family for needs
never been talked about before [...] that’s why we need
more resources, because the support 1s bez‘erogeneous.‘ psy—
chological, informational, therapeutic, in various fields”
(Volunteer 1).

General practitioner, nurses, social worker and
health and social care assistants, stressed the impor-
tance of strengthening a network of heterogeneous
services necessary to cancer patients’ support. The
opening of I.O.P. would have the advantage of con-
centrating the existing forces in a single meeting point,
saving resources: “I# could put together all the energies,
avoiding the wastes, as at present, and it would opti-
mize many things: cost, time, stress, everything! [...] in
order not to leave the family alone in managing complex
problems”(Health and social care assistant 6). In particu-
lar volunteers emphasize the importance of the “conzi-
nuity of care” (Volunteer 3, Volunteer 7)

1.2 Organization and location

For I.O.P. participants must be easy to access and
visible in the territory. Nurses and oncologists, for
convenience, recommended to set it in the hospital (in
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contiguity with the Day Hospital), while health and
social care assistants, relatives and the social worker
suggested that I.O.P. should have a place outside of it
in the territory: I think it is difficult to put it by the Day
Hospital, as it has happened” (Social worker).

Some interesting hypotheses regarding the struc-
ture of the I.O.P were found. For example, among
these views: “the service could be open 24 hours a day”
(Health and social care assistant 4), “through the call-
center “(Oncologist 8),"with telephone availability dur-
ing the night “(Relative 5). 1.0.P. is a place where “both
patients and family members can access to receive infor-
mation before hospitalization” (Psychologist), but also, in
a second time, “where you can find moments of dialogue
and exchange and where you can also take part of patients’
groups” (Psychologist). An interesting perspective un-
derline that I1.O.P. has not to be ‘another structure to
which [the patient] goes to, but a structure that goes to the
patient: this is much more difficult!”(Volunteer 4). “It is
L.O.P. that has to go to those in need” (Relative 3).

Nurses, oncologists, volunteers and the social
worker agreed that I.O.P. should provide a suitable
space, with rooms to ensure confidential talks and not
simply a one-stop front-line: “Certainly a very private
space, small, but friendly” (Social worker).

2. Representation of patients/relatives who could benefit
from I.O.PR

All participants believe that I.O.P. could be useful
to all of cancer patients and their families (according
to oncologists), either those from the hospital or those
coming from their homes (according to nurses). Pa-
tients and family members may contact I.O.P. when
patients are discharged or when they are still in hos-
pital: “No matter the target [...] whether call someone al-
ready discharged, or the relative of a person still hospital-
i1zed” (Nurse 6).

In particular, I.O.P could help people to man-
age the disease and its consequences along with can-
cer pathway. People need to be reached at the time of
diagnosis -"go to people as much as possible when people
find out they have cancer: a time of big bewilderment!”
(Volunteer 4)- or to be informed after their first visit
with the oncologist about the opportunity of making
use of LO.P. support ~After the wisit [the doctor] could

say: <Look, now, if you need support, you can go to this
Centre> (Patient 2). 1.O.P. activity could be extended
to family members as to entire groups of patients: ‘%o
create groups could be an interesting thing [...] giving the
possibility of a space where patients and family members
can meet and discuss what would be useful” (Psychologist).

According to family members, all citizens should
still be informed of the existence of 1.O0.P: 4 general
information to the citizenry, because someone fortunately
does not have that need, at this moment of life, but how-
ever they know the channels” (Relative 5).

3. Representation of ideals operators of the 1.O.P

Identifying ideal matching figures who can work
at I.O.P, participants gave particular importance ei-
ther to operators’ personal characteristics or profes-
sionals roles and functions.

3.1 Personal characteristics

All participants stressed that I.O.P. operator must
possess certain fundamental trait of personality. He/
she has to be “belpful, balanced, tolerant, and friendly”
(Volunteer 5). The ideal figure should have good knowl-
edge and training in medical and in social-psycholog-
ical field as well, to create a trust relationship in order
to meet the needs, and to direct the person ‘factfully”
(Relative 1).

Ideal professionals have to be prepared and com-
petent and also know the person discharged from the
hospital. “They must be familiar with the physical and
family situations (Patient 4). They have to be “people
specialized in many things [...] able to be a point of ref-
erence” (Volunteer 1) “with both professional skills and
human qualities [...]” (Relative 3) fulfilling “¢he [I.O.P]
needs to have a very well prepared and selected profession-
als” (Volunteer 4).

3.2 Professional roles

Professional roles suggested by participants as a
point of reference are various: psychologists, oncolo-
gists, nurses, social workers and volunteers, but also
a plastic surgeon, beautician, physiotherapist, speech
pathologist and radiation oncologist: “Many profes-
sionals [...] and not only oncologists and nurses. I think
those figures are essential to understand certain emergen-
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cies and fundamental things”(Relative 5) as well as “a per-
son who knows about work issues, laws, assistance such as
volunteers” (Health and social care assistant 6). The psy-
chologist imagines nurses as a reference figure, even
for self-help groups. The general practitioner, instead,
reaffirms the need to have a psycho-oncologist: “Cer-
tainly 1.O. P, requires competent people who have become a
point of reference for patients and their families. 1t could
be a psycho-oncologist, that mainly abroad is part of the
team, monitoring and guiding the patient in the course of
treatment “(General practitioner). “It looks good to have a
nurse, a physician and a psychologist in order to answer all
of the questions”(Nurse 7).

For all of the participants however I.O.P. should
be managed by a multidisciplinary team that has de-
veloped a strong capabilities to guide and support: “I
expect, especially with respect to such a program [...] that
nurses should be part of the operating unit, as supporting
Jrgures [...] and psychologists as references. I wonder if, in
addition to these figures institutionally part of the operat-
ing unit, should be important to consider other figures [...]
such as members of associations [...] if you want to set up a
supporting activity fo finalize, and optimize the relation-
ship not only by a healthcare point of view, but by a more
global perspective, in a view of global care “(Oncologist 1).

Even patients said that within I.O.P. should be
‘present operators of the hospital and the territory together,
to infegrate the different aspects of care and strengthen
the network” (Patient 4), with a psycho-social more than
medical training” (Patient 3).

4. Evaluation of 1.O.P. and potential prospects

4.1 Advantages and strengths of I. O.P.

According to the almost unanimous opinion of
family members, nurses, general practitioners, oncol-
ogists, health and social care assistants, patients and
volunteers, the establishment of an I.O.P. is deemed
very important to inform and give acceptance: ‘7 is
important that all those involved in cancer patients be
aware of the existence of 1.O.P. and that they give the cor-
rect information for its use [...]. Well, maybe in the future,
this could become a useful tool for other types of patients
too” (General practitioner); “Definitely helpful!” (Nurse 7);
An information point “(Oncologist 8).” “It could be a point
of reference!” (Health and social care assistant 4).

In particular, nurses emphasized the center’s ca-
pacity to be a point of connection that could compen-
sate the lack of a network, promoting the continuity of
care: ‘When the patient goes away from [the hospital] is
definitely usefull” (Nurse 1).

Even volunteers assess the possibility that I.O.P.
might serve as reference center by the ability to in-
tegrate resources: I see this very positive, because of the
integrated resources, [...] the fact is that a lost person needs
points of reference, not only as people support, but also as
places where to go” (Volunteer 1).

All patients are favorable to the establishment of
I.O.P. considering it useful at the Cancer Center, be-
cause it is more convenient for patients, much visible
and accessible: ‘I think it’s really a nice project!” (Patient
2).

For some families, I.O.P. would be advantageous
to maintain a high quality of care services dedicated to
cancer patients: “In my opinion, yes, 1.O.P. is very use-
ful, because the city has many good qualities in the medical
Jreld and this would be an additional excellence” (Relative
1). Even for the Health and social care assistant, the
opening of I.O.P. is viewed positively because it is a
place where those in need can find help and a psycho-
social support: “L.O.P. is the only way to help people in
need! Just that! (Health and social care assistant 4) and it
allows the person to get out of the state of loneliness
caused by the disease: “I.O.P. gpens communication and
allows to live less completely alone (Health and social care
assistant 1).

4.2 Obstacles to the implementation of 1. O.P.

Is in the opinion of health and social care assis-
tants that fragmentation of the various services not
working on a network level and therefore not adopting
a systemic point of view constitute hard obstacles to the
foundation of an I1.O.P. “There is still little work of net-
work; currently there are services, but each one takes care of
their own piece and is hard to put all of the pieces together
“(Health and social care assistant 6). Furthermore quite
often patients themselves are those who do not want
to talk about the disease, because of “Fear and shame”
(Health and social care assistant 1); “They does not speak
about cancer and then they avoid coming to ask” (Health
and social care assistant 4). It follows that people who
could access I.O.P. services would not be the people
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who have a real need. For these people the access to the
center is much more difficult: “The only doubt I have
is that 1.O.P. may be accessed by people who know they
have this type of disease and are therefore well aware. The
problem is to facilitate access to people that don’t’ know or
who choose not to know for several reasons” (Health and
social care assistant 6). Although volunteers do not as-
sume that, through I.O.P,, it is possible to reach those
who actually need and in particular “¢he cancer patient
discharged and no longer hospitalized for chemotherapy or
continuous therapy. It is difficult for the patient himself to
take the initiative and go looking for someone who can
help him/her [...] it is not enough to wait for them to come
and ask, because they won't do it (Volunteer 1).

Social worker’s evaluation of I.O.P. is quite posi-
tive: “Well, it could be very interesting” (Social worker),
while some concerns were expressed by the psycholo-
gist on the clarity of the tasks and functions: “Ze in-
clusion of IOP within the Oncology Day Hospital, could
be perceived as intrusive; so roles and tasks must be coor-
dinated and designed at its best “(Psychologist). It is also
important to highlight the risk of confusion between
associations, Oncology Day Hospital and 1.O.P.: “The
risk is that patients get confused “(Psychologist). Finally,
nurses, as well as families, glimpsed the actual imple-
mentation of .O.P. complicated given the small finan-
cial resources: “How much money do we have?” (Nurse 5).

Discussion
The aim of this study was to evaluate, through an

action-research study, whether an Integrated Opera-
tive Point (I.O.P.) -meant for supporting and orienting

cancer patients and families- could provide answers to
cancer patients’ needs. Such needs often appear in this
study, as well as in literature, not yet satisfied.

Interpretation of thematic contents emerged from
the focus groups allows us to sketch out some key el-
ements that I.O.P. should have in order to support
people affected by cancer disease and their families.
These were: integration of services, continuity of care, and
cooperation between professionals involved (figure 1).

I.O.P. will help to develop a useful and “virtuous”
integration between health and social services given the
output of participants of focus groups and interviews.
According to Grone and Garcia-Barbero (28) the “[In-
tegrated care] is a concept bringing together inputs, de-
livery, management and organization of services related
to diagnosis, treatment, care, rehabilitation and health
promotion [...] to improve services in relation to ac-
cess, quality, user satisfaction and efficiency”.

The design of an integrated operating point
(I.O.P) offers an invaluable opportunity to rethink and
re-organize the provision of complex care needs, in re-
sponse to different scenarios of disease (17). The answer
to health problems, through implementation of social
interventions, makes use of a defined national legal
reference (Legislative Decree n. 229/1999) which de-
scribes the social-health integration as a set of “activi-
ties to meet, through a complex process of care, health
needs of the person, requiring unitary health care and
social protection measures” (29). The integration has,
however, also a professional meaning to improve health
outcomes and to protect the more vulnerable social
groups, improving knowledge about the utilities’ loca-
tion and the access to correct information. The integra-
tion of all operators is therefore essential to avoid the

Associations

<

Social Services

) <

Integrated Operating
Point

Hospitals

General
Pratictionairs

)

Figure 1. Integrated Operating Point
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sense of abandonment and insecurity, experienced by
patients and their families (30). Although the regula-
tions and guidelines of socio-health program highlight
the importance of an integrated approach to care, are
well known the difficulties of integration management
at the local level for what concerns: the collaboration
among institutions in implementing the network of
services; the definition of integrated care pathways use-
ful to vicarious repetitions and/or overlapping of indi-
vidual interventions and communication among pro-
fessionals as a result of low use of specific tools integra-
tion (17). Only interdisciplinary and inter-professional
integration may provide a complex care, sharing tasks
and responsibilities and a rational use of resources, in-
cluding the economic aspect.

In the opinion of those interviewed, especially
nurses and volunteers I.O.P. could represent an im-
portant organizational way to promote the continuity
of care. More precisely, the definition and adoption of
integrated care pathways are perceived as a prerequisite
for achieving the continuity of care, a goal set out force-
fully to design services able to keep responses in step
with the times. The continuity of care is also one of the
most sensitive indicators of the functions of a health
service as it adds to the traditional concept of “cure”
the idea of “taking care” within different levels of care
network divided between hospital and community (30).

According to the findings the location and the
organization of I.O.P. would ensure the continuity of
contacts with patients and family and attending the
course of disease management. The Italian socio-san-
itary contexts, however, highlight critical issues related
to both the widespread difficulties in ensuring conti-
nuity of care at the time of hospital discharge, and to
ensure the continuity of taking over at later stages. As
mentioned by some participants, the activation of I.O.P.
does not mean giving birth to another “health facility”,
but it means to fix an organizational model oriented
to the individuality of contacts between health services
and citizens and aimed to protect and take charge of
patients care needs (17).

The continuity of care must have procedures and
instruments for its ordinary realization (30). In this
sense, cooperation among departments, hospital and
territory associations, patients and their families is a
key strategy of the operating point of an integrated

structure that forms the active cooperation aimed at
overcoming the present fragmentation in a synergistic
way and to ensure the appropriateness of care path-
ways. To re-organize the provision of assistance in ac-
cordance with an I.O.P. means, in effect, to direct the
person within a complex system, simplifying the infor-
mation and reducing the bureaucracy (17). Specifically,
it means to facilitate the comprehension, processing
histories of disease, offering an experience exchange
and shared resources, providing the interconnection
with the network of services (31). The public health is
moving from an organizational model focused on the
supply, to an integral model, based on a request: citi-
zens are headed to care pathways by specific reference
structures which in turn direct those to the appropriate
services (30).

According to the representations of the par-
ticipants of the present study, the I.O.P. has different
functions: orientation/information and facilitation of
access to services. I.O.P. constitutes one of the possi-
ble integrations between social and health professions,
a deputy to intercept the need to ensure continuity of
care. The participants had the mandate to discuss the
feasibility of opening an I.O.P. In this sense, the dis-
cussion has highlighted important issues which still
remain open, such as: need to manage problems during
the weekend; possible availability of telephone counsel-
ling during services closing times to handle problems
who do not require access to the hospital services; need
to have spaces dedicated to listening; an easy access and
traceability of I.O.P. in the territory or in a hospital
placement in contiguity with the Day Hospital.

The hypothesis of a concrete opening of a I.O.P.
is based on the possibility of relying on a precise set
of professional resources that, in a interdisciplinary and
synergistic way, breaks through the cultural barriers
that often demarcate individual professionals (17) In
particular, in several focus groups of this study there
were debates about roles of institutional reference,
pointing out that some barriers must be torn down
as soon as the function of listening on a single point
of reference was identified. The cultural reference is a
current culture that sees specialists -identified as ideal
figure- as the only professional problem-solver (e.g.:
the psycho -oncologists). It was noted also that would
be “extremely important to insist and urge the sensi-
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tivity of general practitioners in relation to knowledge
of different settings [...] through tighter relationships
with institutions” (30). Several participants highlighted
the important role of reference for directing and co-
ordinating actions, paths, strategies to be deployed to
meet the complex needs of cancer patients. The study
of Bellentani et al. (17) have led to differentiate the case
manager, as responsible clinician, that coincides with
the general practitioner, and the manager for the “care
that, in close relation with the responsible clinician, has
the role of “director” and follows the implementation
of care project, interconnecting all of the resources. The
emerging continuity of care is provided by the “care-
pathway manager”. Often it is a nurse or a social work-
er, based on the prevalence of health, or family- rela-
tionship needs. This nurse, monitoring of the multiple
needs of the person, is also the “plotter” that links into
the network of community care through the activation
of voluntary or self-help groups. However, in oncology
and palliative care, the problems are so complex that
the whole team has put in a position of listening and
dialogue. This is why it is believed that the staff dedi-
cated to L.O.P, as well as those working in oncology
and palliative care, should be specifically trained and
motivated and that the psychologist is not considered
as the only figure to delegate listening and decoding of
need The reference team does not imply a necessarily
stable staff. The I.O.P, from time to time depending
on the individual case, is able to integrate different as-
pects of care. The systemic perspective is designed to
overcome the fragmentation of services that still shows
discrepancy between social and health care, including
hospitals and local associations of patients, whereas it
would be important to promote really cooperative rela-
tionships, strengthening the services network (30).

In sum, the research project launched to the in-
terlocutors of the focus groups the challenge to re-
think the answer to the organizational change to meet
cancer patients’ needs, according to continuity and
integration. Starting from the formulation of organi-
zational models able to respond to changing needs
of health care settings, social welfare and people who
work there (32), the I.LO.P. is positioned as a system
of functional integration between services, profession-
als and users (17) characterized by health and social
integration, by interconnections between hospital and

territory, with a view to sharing of assumptions and
practices (33) where the intensification of integration
and professional collaboration required to start, first,
the construction of relations before the organization
networks (34).

Limitation

Focus groups are expected to capture experiences
and opinions from many people in a short amount of
time with facilitating effect because of the inclusion of
patients, relatives and professionals who have similar
experiences (35). Limitations of the present research
are the restricted number of each focus group partici-
pants and the convenience sampling here used. More-
over the focus group are not always balanced between
genders. In the coming future research it will be also
interesting to testify whether different results would be
gleaned from different patients and professionals and
to compare results obtained by mixed method analysis.
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