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introduction
the specific objectives of multidisciplinary 
cancer care—cancer care delivered by 
represen tatives of a variety of professions and 
functions working in concert—are to increase 
the efficacy of treatment, improve quality of 
life, and enhance patient compliance with 
treatment plans, thereby increasing patients’ 
satisfaction with their overall care. improving 
the overall outcomes for cancer patients is a 
complex process that cannot be accomplished 
by only shrinking a tumor or increasing 
the length of survival. High-quality, multi-
disciplinary cancer care can shorten the 
course of illness, increase patient compliance 
with recommended treatment, boost patient 
morale and understanding, make it easier to 
formulate and implement optimal treatment 
plans, allay patients’ and caregivers’ fears, and 
help with enrolling patients in clinical trials. 
Multidisciplinary care can also significantly 
reduce the potential for medical errors by 
increasing communi cation and understand-
ing between doctors, nurses, other care-
givers, support staff, and the patient, thereby 
improving medical outcomes as well as 

lessening a treatment center’s exposure to 
litigation.1 in addition, multi disciplinary care 
has the potential to increase the job satisfac-
tion and psychological well being of those 
providing the care.

to better illustrate the dynamics of effec-
tive multidisciplinary cancer care, we have 
developed the ‘aBC’ conceptual model. 
according to this model, effective multi-
disciplinary cancer care can be seen as con-
sisting of three components: active care (a), 
base support (B), and community support 
(C). For effective multi disciplinary cancer 
care, all three components should be con-
sidered and coordinated by the health care 
providers. at the center of multi disciplinary 
cancer care is the patient (Figure 1), but 
many indivi duals contribute to each compo-
nent that is needed to provide the best multi-
disciplinary cancer care (table 1). the aBC 
conceptual model is designed to aid under-
standing of the modern, complex health care 
organization, but it also helps underscore the 
dynamics of how health care providers can 
best work in concert with each other.

component a: active care
in oncology, active care predominately 
refers to the direct treatment of the cancer 

itself, cancer-induced symptoms, and the 
side effects of treatment. individuals who 
deliver active care include physicians, nurses, 
pharma cists, physical therapists, occupa-
tional therapists and nutritionists (table 1). 
these professionals are generally expected to 
practice evidence-based medicine; however, 
in situ ations in which guidelines for the 
practice of evidence-based medicine are 
not available or not clear, these health care 
providers, guided by a code of ethics, reach 
consensus regarding the best approach for a 
patient. the goal of active care is to increase 
patient health and satis faction by solving 
the medical problems that the patient 
encounters. Furthermore, health care pro-
viders delivering active care are expected to 
improve the quality of care as well as advance 
the science in their area of expertise using 
evidence-based medicine.

component B: base support
Base support is the assistance a patient needs 
to effectively receive active care. individuals 
providing base support are predominately 
professionals trained to care for cancer 
patients’ psychosocial well being, such as 
social workers, psycho logists and chaplains. 
nurses often provide base support in addi-
tion to delivering active care. Base support 
is not necessarily guided by evidence- 
based science.

a main goal of base support is to increase 
patient satisfaction by helping patients solve 
problems and to cope better with problems 
that cannot be solved. another aim of base 
support is to increase patients’ satisfaction 
with their care by ensuring that they are 
able to express their feelings, thoughts and 
opinions and by helping those involved in 
providing active cancer care reach a greater 
understanding of patients’ specific indivi-
dual needs and preferences. individuals who 
provide base support frequently facilitate 
solutions that help optimize active care—for 
example, social issues may be addressed by 
social workers, insurance reimbursement 
issues handled by case managers, or spiritual 
needs addressed by chaplains or other spiri-
tual advisors. nonprofessionals, such as family 
members and friends, frequently serve along-
side professionals to provide base support, so 
where possible they should be considered to 
be members of the cancer care team.
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Many of the problems addressed through 
base support can be resolved, but some may 
have no ready solution and must be reduced 
or managed. For example, the side effects 
of chemotherapy can be mitigated some-
what, but not completely avoided. Having a 
support team that listens to the patient’s fears 
and social distress and acknow ledges the 
patient’s discomfort is a critical component 
of cancer treatment and care. therefore, in 
addressing problems, the primary functions 
of individuals providing base support are 
clear communi cation with the patient about 
available options and the practice of active 
listening, both of which empower patients 
by engaging them in fundamental decisions 
about their health care and letting them 
know that they are recognized and valued 
as individual human beings.

Figure 1 | ABC conceptual model of multidisciplinary cancer care

component c: community support
Community support is distinct from direct 
patient care or base support in that it pro-
vides the necessary infrastructure to facili-
tate these functions through research and 
other non-medical services. individuals 
providing community support may also 
be involved in shaping the social and eco-
nomic policy surrounding cancer care 
delivery—for example, shaping legisla-
tion, securing funding, bringing attention 
to the practice and science of medicine or 
otherwise shaping health care delivery and 
the culture of the health care environment. 
individuals providing community support 
might include hospital administrative staff, 
other hospital non-health care workers (for 
example cashiers and janitors), research 
scientists, epidemiologists, pharmaceutical 

industry employees, government employees 
engaged in shaping health care policy, and 
members and employees of patient advo-
cacy organizations.2 individuals delivering 
active care or offering base support may also 
provide community support depending on 
their circumstances. the individual culture 
and sociopolitical system of a speci fic locale 
can also be understood as part of the com-
munity support component. Community 
support is guided by both evidence-based 
and non- evidence-based practices with the 
ultimate goal being to facilitate the delivery 
of high-quality cancer care to patients.

The aBc conceptual model in practice
Most individuals working in multi disciplin-
ary cancer care have only a superficial 
know ledge of the purview and special issues 
faced by the other disciplines because of the 
highly specialized nature of each profes-
sional’s role. this limited knowledge can 
lead to ineffec tive communication and col-
laboration. Furthermore, misunderstand-
ing each other’s experience, scope or limits 
can result in the setting of unrealistic goals 
or duplicated efforts. the best method for 
members of different professions to col-
laborate effectively in caring for cancer 
patients is through regular, active commu-
nication focused on securing a fundamental 
understanding of each other’s skill base and 
approach to treatment.

Professionals delivering one major com-
ponent of cancer care often have difficulty 
communicating effectively with those deliv-
ering other components, usually owing to 
the different educational backgrounds of 
each of the specialists. without specific 
training or a formal educational process, 
many members of a multidisciplinary 
cancer care team may not recognize partic-
ular issues that can impact the quality of a 
patient’s care and may not understand what 
each professional is attempting to achieve 
for the patient. Our experience has been that 
these issues are both common and signifi-
cant; indeed, most hospitals and clinics do 
not provide the professionals involved with 
introductions to other occupations or criti-
cal opportunities for team building or team 
alignment, all of which we have found to 
be critical to the development of effective 
multidisciplinary cancer care (Box 1). team 
members need to be trained to discover 
the differences of perception and opinion 
among them and to engage in creative, con-
structive discussion. team trust is built by 
open, candid and respectful communication 
to the benefit of the patient.

Table 1 | Overview of the ABC conceptual model

component individuals who deliver the 
component

objectives Methods

Component A : 
active care

Physician, pharmacist, 
laboratory technician, 
nutritionist, physical 
therapist, occupational 
therapist, nurse

Provide evidence-based 
medicine, reach 
consensus on best 
approach to care when 
standard guidelines are 
not available

Multidisciplinary direct 
patient care

Component B:  
base support

Chaplain, clinical 
psychologist, music 
therapist, art therapist, 
nurse, social worker, family 
member, friend, spiritual 
advisor, nurse

increase patient 
satisfaction with care, 
empower patients by 
giving them a sense of 
ownership of medical 
care

Clear communication, 
active listening, 
counseling, spiritual 
guidance, assistance with 
social and financial needs

Component C: 
community 
support

Patient advocate, 
pharmaceutical industry 
employee, research 
scientist, epidemiologist, 
government employee, social 
worker, family member, 
friend, spiritual advisor

Provide the support 
infrastructure to facilitate 
the work of components A 
and B, shape social and 
economic policy affecting 
cancer care, guarantee 
the quality of health care

Maintenance of hospital 
and clinic infrastructure, 
research, advocacy, goal 
setting, policy making, 
drafting and 
implementation of 
legislation

Component C: community support

Patient

Component B:
base support

Communication-based care

Component A:
active care

Evidence-based medicine
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together, components a, B and C encom-
pass the totality of cancer care. the active 
care:base support:community support ratio, 
the ‘a:B:C ratio’, can change depending  
on the specific environment (for example, 
hospital versus clinic; small hospital versus 
large hospital; and primary versus second-
ary versus tertiary center) and the indivi dual 
patient’s disease characteristics (for example, 
early disease versus advanced disease; and 
acute disease versus chronic disease). if a 
patient has early-stage cancer, active care is 
most prominent; if a patient has a terminal 
illness, base support such as palliative and 
hospice care becomes increasingly central.

importantly, different professionals may 
have active roles in more than one compo-
nent of care at different times. For example, 
as mentioned previously, nurses frequently 
provide both active care and base support. 
if a hospital is small with limited resources, 
other professionals providing active care may 
also need to provide social support. in addi-
tion, regardless of profession, indivi duals 
active in the cancer-advocacy community or 
the politics surrounding cancer are involved 
in providing community support. Financial 
considerations, staffing levels and the ready 
availability of specialists significantly impact 
the role(s) each professional plays in the 
aBC model and should be considered when 
treatment plans are developed and delivered. 
there is no defined a:B:C ratio for a given 
profession; even people working in similar 
occupations can have different a:B:C ratios 
according to their talents, interests and the 
environment in which they work.

another important factor is that the a:B:C 
ratio can dynamically change throughout the  
course of a patient’s care. For this reason, 
the ratio that is in play at any given point in 
time should be carefully considered. when 
a shared mission and vision shape the deliv-
ery of health care to the individual patient, 
professionals collaborate with more ease and 
a clearer understanding of their specific role 
definitions and expectations in providing the 
different components of multi disciplinary 
cancer care.

importance of patient engagement
understanding some of the basic issues 
related to the aBC conceptual model might 
help patients rethink how they should estab-
lish their relationships with their health care 
providers. it is important that the patient and 
his or her family clearly understand the dif-
ferent components of care and the indivi dual 
roles within them in order to know who to 
rely on for speci fic care and support. while 

historically us patients were fairly passive 
in receiving medical care, they now come 
for treatment armed with the latest research 
articles and prepared to engage actively with 
their caregivers by asking questions, identi-
fying their options and facilitating com-
munication among their care providers. 
a patient involved with his or her health 
care team can better recognize when efforts 
are being duplicated or treatment alterna-
tives are overlooked, and is better situated 
to intervene on his or her own behalf when 
potential errors are identified.

For effective patient-centered multi-
disciplinary care, the multidisciplinary 
team needs to be aligned and functioning 
with the patient so that communication is 
encouraged at every step. Health care pro-
viders cannot know what a patient is experi-
encing without asking the patient; however, 
direct inter action with patients allows only 
a small window of understanding into who 
the patient is. Health care professionals 
should be careful not to extrapolate a full 
picture of the patient from these limited 
encounters. in addition, cultural differences 
in behaviors and values may interfere with 
team members’ perceptions of the patient’s 
needs and preferences. to better under-
stand patients it is important to ask about 
their thoughts and feelings and encourage 
meaningful dialog. in the aBC model, the 
patient is considered to be a member of  
the multidisciplinary team and is encour-
aged to actively participate in his or her own 
treatment plan in order to receive the best 
care.3 as previously mentioned, members 
of a particular profession can learn different 
things from their interaction with patients 
over the course of treatment. nurses, for 
instance, often develop closer, more open 
relationships with patients because of 
their frequent interaction and active care. 
Consequently, nurses can be a rich source 
of information about the patient.

creating multidisciplinary teams
How do individuals trained in diverse pro-
fessions, such as medicine, nursing, social 
work, physical therapy, occupational therapy, 
pharmacy and spiritual care, learn to work 
together effectively? it is important for profes-
sionals to know and understand what other 
specialists offer and how to complement—
rather than supplant, contradict, or repeat—
the work of other discip lines. while there is a  
general consensus that working together in  
a complementary manner is not only desir-
able, but also necessary, this type of synergistic  
care is often difficult to put into practice.

Most health professionals are trained 
within the context of a field of specialty, 
and each specialty has its own jargon or 
‘language’, value system, and unique way of 
looking at and solving problems.4 Disease 
states can be so complex that two special-
ists from different fields can “look at the 
same thing and not see the same thing”.5 

an additional hurdle that many individual 
practitioners do not even realize that this 
problem exists.6 For patients, specialization 
can mean navigating through a labyrinth of 
caregivers who speak different ‘languages’, 
emphasize different issues, and focus on dif-
ferent aspects of the disease and its care. all 
too often, it is the confused and frustrated 
patient who must convey information from 
one specialist to another. establishing effec-
tive communication between care givers 
themselves and between the caregivers and 
the patient is important so that clarifications 
can be provided when someone unintention-
ally speaks in their profes sion’s specialized 
vocabulary. all members of the team should 
feel comfortable asking for clear explanations 
throughout the course of treatment.

to be an effective member of a multi-
disciplinary team, an individual must be 
highly skilled and secure in his or her indivi-
dual specialty7 and also willing to leave the 
safety of this area of expertise to chart a new 

Box 1 | MD Anderson’s approach to multidisciplinary care

At The University of Texas MD Anderson Cancer Center, institutional support for developing 
multidisciplinary teams has been made a priority, with much attention being given to the 
interactions of the care givers among themselves and with their patients. Physicians, 
researchers, nurses and other staff members are offered a wide range of quality-improvement 
programs that build team participation skills and enhance individual effectiveness. Teams are 
encouraged to participate in team development projects to help team members improve their 
ability to understand each other’s roles and work together more efficiently. Patients and their 
families are provided with extensive information on cancer treatment and coping with cancer 
and are encouraged to actively engage with the health care team.

Care for patients at MD Anderson is also guided by a patient bill of rights, wherein patients are 
told what rights they have and can exercise during treatment, as well as the expectations the 
institution and their care givers have of them. involving patients as active participants in their 
own treatment has been a central tenet of this patient-centered approach.
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course.5 team members who understand the 
roles and perspectives of indivi duals from 
other professions are better able to listen to 
each other.8 a poor understanding of the 
specialist knowledge of other team members 
can cause anxiety, conflict, and ineffectively 
functioning teams. it has been suggested that 
team members should clarify role percep-
tions and expectations, identify their own 
professional competencies, look for common 
ground among their competencies, and work 
together when possible, but also segregating 
and sharing responsibilities as necessary.9 
importantly, whichever team is ultimately 
forged and whichever sub specialties it 
includes, the patient and the exigencies of 
his or her specific illness(es) should be at the 
center of all treatment plans and decisions.

effective multidisciplinary care
in many academic institutions, multi-
disciplinary teams are formed without the 
members receiving any formal training in 
how to function as a team. Building an effec-
tive team depends on each member realizing 
that the team has been assembled deliber-
ately and that teams go through phases of 
development. each individual needs to 
understand how his or her behavior con-
tributes to the dynamics and performance 
of the team as a whole. this type of experi-
ential learning takes time, but even over the 
course of a 1-day retreat, a group can make a 
great deal of progress in understanding what 
is required to become a strong team that has 
the potential to realize its goals.

the most proactive way of creating 
dynamic multidisciplinary cancer care teams 
is to formally educate health care students in 
this approach during their training. training 
future generations of cancer care providers 
in communication, conflict manage ment, 
leadership, team dynamics, and the aBC 
conceptual model would reduce the effort 
required to achieve productive team align-
ment in practice. Growing interest in pro-
moting multi disciplinary collaboration has 

prompted several federal agencies, including 
the national institutes of Health, to estab-
lish large, multicenter initiatives intended 
to foster collaborative research and train-
ing.10 the collaboration readiness of multi-
disciplinary research teams and centers 
was clear in the findings from the national 
Cancer institute’s transdisciplinary research 
on energetics and Cancer Year-One evalu-
ation study.3 in this study, at least three categ-
ories of collaborative- readiness factors were 
considered: “(1) contextual– environmental 
conditions (for example, institutional 
resources and supports or barriers to cross-
 departmental collaboration; the environ-
mental proximity or electronic connectivity 
of investigators, or both); (2) intrapersonal 
charac teristics (for example, research orien-
tation, leadership qualities); and (3) inter-
personal factors (for example, group size, 
the span of disciplines represented, investi-
gators’ histories of collaboration on earlier 
projects)”.3 ideally, a comprehensive multi-
disciplinary curriculum would provide a 
framework so that multiple professionals can 
act as a team traversing disciplinary boundar-
ies to care for patients and their families. the 
goal is to enhance the awareness of diverse 
issues so that a common ‘language’ can be 
understood and put into action for the benefit 
of all involved in an effective therapeutic alli-
ance. if this approach is successful, patients 
receive comprehensive care from providers 
having different disciplinary backgrounds in 
a single, supportive environment.

conclusions
the aBC conceptual model provides a con-
venient way to think of the various compo-
nents involved in effective multidisciplinary 
cancer care. Health care providers involved in 
cancer care need to understand and recog nize 
the value of creating an efficient and effec-
tive multidisciplinary team that can address 
the complex needs of modern onco logy care 
(Box 2). this type of approach is required not 
only for patient care, but also for the advance-
ment of cancer research and the development 
of appropriate scientific and medical policy at 
the government level. Collaborative mentor-
ship and training guided by the aBC concep-
tual model is a unique way to align patient 
care and research teams in a cancer center 
and allow them to be more effective.
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Box 2 | Multidisciplinary care requirements

Patient education about care options ■

Patient participation in decision making ■

Transparent and timely communication ■

explanation of the component concept to  ■
the patient and care givers

Appropriate composition of the  ■
multidisciplinary component

Cross-cultural sensitivity ■

Formal training of component members  ■
in the multidisciplinary approach
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