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FIGURE 1 Organizational structure of CanIMPACT (Canadian Team to Improve Community-Based Cancer Care Along the Continuum).

KTE = knowledge translation and exchange).

TABLE I CanIMPACT consultative workshop stakeholder groups and
participants®

Stakeholder group Participants (n)

Surgical oncology 1
Radiation oncology
Medical oncology

Primary care 19
Nursing 5
Knowledge user 19
Researcher 13
International liaison 5
Trainee 8
Patient advisory committee 7

@ Some participants are double-counted because they represent
two different stakeholder groups (for example, primary care and
research).

indicator perspective and increase the likelihood that
more definitive conclusions can be made about the effec-
tiveness of any intervention.

Benefits: Specific challenges to integration of care vary
depending on local circumstances. For example, travel
is an important issue for rural patients and telemedicine
hasbeen viewed as a possible alternative. In some regions,
receipt of transcription from oncology to family medicine

is a problem; it is not a problem in other areas, or when
oncology and family medicine are part of the same insti-
tution. The framework would allow for the development of
approachestailored tolocal circumstances. It could be built
around a theoretical framework such as the Consolidated
Framework for Research Implementation'”.

Limitations: This scenario would not directly imple-
ment and test an innovative model of care. The extent to
which the scenario would be valuable for jurisdictions,
organizations, or professional groups aiming to improve
coordination of care is unclear.

Scenario 2
Conduct a pilot or feasibility trial of a navigation model
based in primary care.

Summary: A feasibility study would provide the neces-
sary information and data required to develop a full-scale
trial. The research question could be “Is navigation based
in primary care an effective way to improve integration
between primary care and cancer specialist care along the
cancer continuum?” Primary outcomes could be metrics of
integration or coordination, and secondary outcomes could
include satisfaction (patient and provider), costs, quality
of life, and emergency room avoidance. The feasibility
study could explore issues of recruitment, successful ran-
domization, preliminary estimates of effect, and assess-
ment of required sample size for a full-scale trial.
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Benefits: A feasibility study would provide essential in-
formation for moving to a full-scale trial. Although strong
evidence supports the role of navigators in cancer screen-
ing and other aspects of cancer care, having the navigator
based in a primary care team practice is novel and inno-
vative. A navigator based in a primary care team practice
could support all cancer patients of the team practice
from the peri-diagnostic process through to survivorship,
thus supporting continuity of care and, potentially, coor-
dination of care. This intervention would be based on the
model introduced at the North Perth Family Health Team
(presented by Sara Givens).

Limitations: Itmightbe thatthismodelwouldbe feasible
to implement only in a limited number of primary care
practices, such as team practices, potentially limiting its
scalability and generalizability.

Scenario 3

Development of an online repository of cancer-specific
guidelines and tools tailored for family physicians. Develop
and test a rigorous strategy to disseminate the tools and
assess their value for supporting family physicians and
improving quality of care.

Summary: Create an online space containing tools and
resources to support primary care provision of quality care
to cancer patients. Development would involve determin-
ing the type of tools and resources to include (for example,
clinical practice guidelines on survivorship care; tools for
management of chemotherapy-related toxicity; decision
supporttools for assessing genetic predisposition); the larger
implementation strategy would disseminate the online tools.

Benefits: This scenario would provide a resource ac-
cessible to providers across Canada and beyond. We have
beenin discussion with the College of Family Physicians
of Canada who would potentially host the resource.

Limitations: Issues related to access to just-in-time
information for several cancer types and various phases
of care would be addressed. Issues of integration or coor-
dination and communication between primary care and
oncology would not directly be addressed. This initiative
could be coupled with another online resource such as
eConsult (see scenario 4).

Scenario 4
Test eConsultin the oncology setting alone or in combina-
tion with another scenario.

Summary: eConsultis asecure Web-based tool that pro-
vides primary care with quick access to specialty care. The
family physician can submit a non-urgent patient-specific
question to a participating specialist. The tool has been
tested for many specialties, but has never been applied or
tested in the oncology setting. Applications to oncology
could potentially occur during diagnosis, active treatment,
and survivorship transitions. The system is in place in Ontar-
io (Champlain and Mississauga Halton local health inte-
gration networks) and is being introduced in Newfoundland

and Labrador. We would therefore have to work within those
jurisdictions to engage oncology participation.

Benefits: eConsult uses secure Web-based technology to
facilitate simple, effective, and timely (but not real-time)
communication between primary and specialist care pro-
viders. Itis a growing, low-cost service in Ontario, with good
feedback from primary care providers. Current goals include
avoidance of referrals and increased confidence for cancer
care within primary care settings; ultimate goals include a
low-cost service delivery model that provides primary care
providers with specialist advice within days, improved qual-
ity of care delivery, and reduction of face-to-face referrals!'®19.

Limitations: This scenario is not as patient-centred as
the scenario involving patient navigation.

Small-Group Deliberations and Voting
During the afternoon of day 1 and the morning of day 2,
workshop participants met in small groups, during which
they made a “case” for adoption of the specific scenario
they supported. In addition to the 4 scenarios described in
Potential Scenarios for Phase 2 Evaluation, “hybrid” or al-
ternative scenarios were proposed by the groups. Inthe end,
the small-group deliberations involved a total of 8 scenarios.
Each small group builta “case” for their scenario and argued
the case at plenary, which allowed for further refinement
of the scenarios with all workshop participants involved.
Workshop participants then used i-clicker technology
(https://wwwl.iclicker.com) to rate their support on ascale
from 1 (low) to 4 (high) for each scenario based on 5 key
criteria (participants had been made aware of the criteria
at the start of the meeting):

Does the scenario have the potential to improve inte-
gration or coordination of care between primary care
and cancer specialists?

Is the scenario feasible to test within the constraints
of canimpact?

Is the scenario patient-centred?

Is the scenario generalizable or adaptable across
settings?

Is the scenario scalable and sustainable?

Participants rated their overall support for each sce-
nario asitwas presented, and they then rated their support
for the entire set. Given that votes were spread over 8 sce-
narios, no single scenario emerged as the leader. A subse-
quentdiscussion consolidated the dominant scenarios into
two sets (for example, all navigation scenarios, because
they were very similar, were combined into one set). In
the final round of voting, a modified form of eConsult, in
settings with and without existing navigation programs,
received a majority of votes as being the most feasible,
generalizable, adaptable, scalable, and sustainable.

CONSULTATIVE WORKSHOP
RECOMMENDATIONS

The intervention evaluated in phase 2 should be actionable,
adaptable to various contexts, and easy to use. Although

138

Current Oncology, Vol. 24, No. 2, April 2017 © 2017 Multimed Inc.


https://www1.iclicker.com

CONSULTATIVE WORKSHOP PROCEEDINGS OF CanIMPACT, Grunfeld et al.

no single solution will work in every context, factors that
will facilitate success include effective engagement of
stakeholders (an integrated knowledge transfer approach);
good governance, with clear roles and responsibilities;
use of champions; commitment to evaluation; and due
consideration for the complexities oflarge-scale initiatives.

The intervention recommended to be tested in phase 2
is implementation of eConsult in the oncology setting to
determine whether itimproves relationships, communica-
tion, knowledge-sharing, and connections between family
doctors and cancer specialists. Furthermore, to improve
system navigation, eConsult will be evaluated in existing
nurse navigator programes, if feasible.

The intervention should target specific transition
points such as the peri-diagnostic period and transition
from active treatment to survivorship when patients are
transferred from specialist care back to the primary care
practice. The study should also explore various cost-
effective models for the introduction of this innovative
intervention.

SUMMARY AND CONCLUSIONS

Problems of communication, integration, and coordination
between primary care and cancer specialist care have been
reported for many years' despite the recognized pivotal
role of primary care in quality of care throughout the can-
cer control trajectory?. Improving integration of care is
complex and must consider the multilevel context of cancer
care'. Nevertheless, interventions to improve integration
of care must be feasible, testable, scalable, sustainable,
and adaptable to local contexts within the current cost-
constrained environment of health care.

The goal of the consultative workshop held by canimpacr,
which involved multidisciplinary stakeholders from
across Canada, was to identify an intervention that meets
the foregoing criteria. Through a deliberative process of
small-group discussions, plenary discussions, and voting,
support was given to the development of an intervention
using the innovative eConsult technology, adapted to the
oncology setting.

Phase 1 of canimpacT involved multi-method foun-
dational research that informed the deliberations at the
workshop. With the direction given at the workshop for
the phase 2 intervention research, the canimpact team will
begin developing and testing the intervention in several
contexts throughout Canada.

ACKNOWLEDGMENTS

caniMpACT is funded by the Canadian Institutes of Health Re-
search (grant number 128272). EG is supported with funds from
the Ontario Institute for Cancer Research through funding pro-
vided by the Government of Ontario. We thank all the workshop
participants; invited speakers Stephen Taplin, Sarah Givens,
and Clare Liddy; and international liaison panel members Kevin
Oeffinger (United States), Michael Jefford (Australia), Jon Emery
(Australia), Sandhya Pruthi (United States), and Stephen Taplin
(United States, moderator). We give special thanks to the members
of the Patient Advisory Committee for their active and insightful
input to the work of canimpacrt at the workshop and in the devel-
opment of the patient gigamap. We are grateful to Cate Creede for
facilitating the workshop.

The canimpAcT investigators are Michele Aubin, Melissa
Brouwersb:¢ (Knowledge Translation lead), Sandy Buchmanb,
June Carroll®9¢ (co-lead Personalized Medicine), Elizabeth
Eisenhauer®® (co-lead Personalized Medicine), Lise Filliond,
Margaret Fitch®¢f, Julie Gilbert, Patti Groome®$ (Quantitative
Methods co-lead), Eva Grunfeld®£ (principal investigator), Ruth
Heisey®, Doris Howell?, Amna Husain, Jennifer Jones, Jon Kerner?,
Paul Krueger, Monika Krzyzanowska®®#, Aisha Loftersé, Donna
Manca?¢, John Maxted, Mary McBride8, Baukje “Bo” Miedema®d¢
(Qualitative Methods lead), Rahim Moinedding, Mary Ann
O’Brien®d¢f Carol SawkaPe®, Jeff Sisler®¢, Jonathan Sussman?@®,
Donna Turner®, Robin Urquhart®, and Marcy Winget®# (Quantita-
tive Methods co-lead). International liaisons: Jon Emery, Michael
Jefford, Kevin Oeffinger, Sandhya Pruthi, Stephen Taplin, and
Peter Vedsted. Trainees: Julie Easley, Li Jiang, Cynthia Kendell,
Nicolette Sopcak, Jennifer Tomasone, Teja Voruganti, Melanie
Walker, and Rachel Walsh.

CONFLICT OF INTEREST DISCLOSURES
We have read and understood Current Oncology’s policy on dis-
closing conflicts of interest, and we declare that we have none.

AUTHOR AFFILIATIONS
*Ontario Institute for Cancer Research and 'Department of Family
and Community Medicine, University of Toronto, Toronto, ON.

REFERENCES

1. Taplin SH, Rodgers AB. Toward improving the quality of cancer
care:addressing the interfaces of primaryand oncology-related
subspecialty care. J Natl Cancer Inst Monogr 2010;2010:3-10.

2. Rubin G, Berendsen A, Crawford SM, et al. The expand-
ing role of primary care in cancer control. Lancet Oncol
2015;16:1231-72.

3. Coburn C, Collingridge D. Primary care and cancer: inte-
gration is key. Lancet Oncol 2015;16:1225.

4. Easley J, Miedema B, Carroll JC, O’Brien MA, Manca D,
Grunfeld E. Patients’ experiences with continuity of cancer
care in Canada: results from the canimpacr study. Can Fam
Physician 2016;62:821-7.

5. Easley J, Miedema B, Carroll JC, et al. Coordination of
cancer care between family physicians and cancer spe-
cialists: importance of communication. Can Fam Physician
2016;62:€608-15.

6. Easley], Miedema B, Carroll]J, et al. The role of family physi-
cians in cancer care: perspectives of primary and specialty
care providers. Curr Oncol 2017;24:75-80.

7. Brouwers MC, Vukmirovic M, Tomasone JR, et al. Docu-
menting coordination of cancer care between primary care
providers and oncology specialists in Canada. Can Fam
Physician 2016;62:e616-25.

2 Scientific, Common Methods and Management Committee (with
Julie Easley, Sharon Matthias, Geoff Porter, and Jennifer Tomasone).

b Strategic Advisory Committee (with Craig Earle, Sharon Matthias,
Jamie Meuser, Stephen Taplin, and Fiona Walks).

¢ Knowledge Translation Subgroup (with Jennifer Tomasone, Margaret

Tompson, Robin Urquhart, Richard Wassersug, and Fiona Webster).

Qualitative Methods Subgroup (with Julie Easley, Mary Ann O'Brien,

and Fiona Webster).

¢ Personalized Medicine Subgroup (with Fiona Miller, Sandhya Pruthi,

Nancy Schneider, and Catarina Versaevel).

Patient Advisory Committee (with Julie Easley, Sharon Matthias,

Dawn Powell, Nancy Schneider, Margaret Tompson, Catarina

Versaevel, Bonnie Vick, Richard Wassersug).

8 Quantitative Methods Subgroup (with Margaret Jorgensen, Cynthia
Kendell, Nicole Mittmann, Dawn Powell, and Bonnie Vick).

Current Oncology, Vol. 24, No. 2, April 2017 © 2017 Multimed Inc.

139



CONSULTATIVE WORKSHOP PROCEEDINGS OF CanIMPACT, Grunfeld et al.

10.

11.

12

13.

Tomasone JR, Brouwers MC, Vukmirovic M, et al. Interven-
tions to improve care coordination between primary health
care providers and cancer specialists: a systematic review.
ESMO Open 2016;1:€000077.

Tomasone]JR, Vukmirovic M, Brouwers MC, et al. Challenges
and insights in implementing coordinated care between
oncology and primary care providers: a Canadian perspec-
tive. Curr Oncol 2017;24:120-3.

JiangL, Lofters A, Moineddin R, et al. Primary care physician
use across the breast cancer care continuum: CaniMPACT
study using Canadian administrative data. Can Fam
Physician 2016;62:e589-98.

Kendell C, Decker KM, Groome PA, et al. Use of physician
services during the survivorship phase: a multi-province
study of women diagnosed with breast cancer. Curr Oncol
2017;24:81-9.

O’Brien MA, Carroll JC, Manca DP, et al. Multi-gene expres-
sion profile testing in breast cancer: is there a role for family
physicians? Curr Oncol 2017;24:95-102.

Carroll JC, Makuwaza T, Manca DP, et al. Primary care pro-
viders’ experiences with and perceptions of personalized
genomic medicine. Can Fam Physician 2016;62:e626-35.

14.

15.

16.

17.

18.

19.

Grunfeld E. It takes a team: canimpacT: Canadian Team to
Improve Community-Based Cancer Care Along the Con-
tinuum. Can Fam Physician 2016;62:781-2.

O’Malley D, Hudson SV, Nekhlyudov L, et al. Learning the
landscape: implementation challenges of primary care
innovators around cancer survivorship care. ] Cancer Surviv
2016;:[Epub ahead of print].

Jones PH, Shakdher S, Singh P. Synthesis maps: visual
knowledge translation for the CanIMPACT clinical system
and patient cancer journeys. Curr Oncol 2017;24:129-34.
Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander
JA, LoweryJC. Fostering implementation of health services
research findings into practice: a consolidated framework
for advancing implementation science. Implement Sci
2009;4:50.

Liddy C, Rowan MS, Afkham A, MarangerJ, Keely E. Building
access to specialist care through e-consultation. Open Med
2012;7:el-8.

Keely E, Liddy C, Afkham A. Utilization, benefits, and
impact of an e-consultation service across diverse spe-
cialties and primary care providers. Telemed ] E Health
2013;19:733-8.

140

Current Oncology, Vol. 24, No. 2, April 2017 © 2017 Multimed Inc.



