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ABSTRACT
The multidisciplinary pan-Canadian canimpact (Canadian Team to Improve Community-Based Cancer Care Along 
the Continuum) group is studying how to improve cancer care for patients in the primary care setting. A consultative 
workshop hosted by the team took place on 31 March and 1 April 2016 in Toronto, Ontario. The workshop included 74 
participants from 9 provinces, with representation from primary care, cancer specialties, international liaisons, knowl-
edge users, researchers, and patients. On the agenda were presentations from canimpact phase 1 projects including

■■ qualitative studies on the perspectives of survivors and health care providers about continuity and coordination 
of care;

■■ an environmental scan and systematic review of existing initiatives designed to improve care integration;
■■ population-based administrative health database analyses related to breast cancer diagnosis, treatment, and 

survivorship; and
■■ a qualitative study on the experiences, desired roles, and needs of primary health care providers with respect 

to personalized medicine.

In addition, there were presentations on two possible intervention approaches, including nurse navigation and 
the eConsult system. Based on the information presented, participants worked in small groups to develop recom-
mendations for phase 2, which will involve development and evaluation of an intervention to improve the integration 
of care between primary care providers and cancer specialists. After a process of deliberation and voting, workshop 
participants recommended testing the implementation of eConsult in the oncology setting to determine whether it 
improves relationships, communication, knowledge sharing, and connections between family doctors and cancer 
specialists; and, to improve system navigation, evaluating eConsult in existing nurse navigator programs, if feasible.
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INTRODUCTION

Primary care is the first and most frequent point of contact 
for cancer patients within the health care system during 
most phases of cancer care. Cancer patients rely on good 
integration of care between their family physician and 
their cancer specialist throughout the cancer journey. 
However, problems of communication, integration, and 
coordination of care are well documented1. Those prob-
lems can lead to suboptimal care and anxiety for patients 

and their families, as well as inefficiencies within the 
health care system. From the perspective of primary care, 
cancer is of critical importance because of the complexity 
and urgency of care needs. The expanding role of primary 
care in cancer care is increasingly recognized2, and better 
integration between primary care and cancer specialist 
care is considered essential3.
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CanIMPACT: CANADIAN TEAM TO IMPROVE 
COMMUNITY-BASED CANCER CARE ALONG 
THE CONTINUUM

The multidisciplinary pan-Canadian canimpact group 
(http://canimpact.utoronto.ca) is studying how to improve 
cancer care to patients in the primary care setting. The 
Canadian Institutes of Health Research provided funding 
to canimpact for 5 years (2013–2018, http://www.cihr-irsc.
gc.ca/e/47154.html).

The canimpact group comprises primary care and 
cancer specialist health professionals; researchers with 
expertise in epidemiology, biostatistics, knowledge trans-
lation, and qualitative and quantitative methods (including 
population-based administrative health database analysis 
and community-based pragmatic trials); patients; policy-
makers; and knowledge users spanning seven provinces, 
plus international liaisons in Denmark, Australia, England, 
and the United States.

With guidance from a Patient Advisory Committee, a 
Scientific Advisory Committee, and a Scientific, Common 
Methods and Management Committee (organizational 
structure presented in Figure  1), canimpact’s activities 
were divided into two phases:

Phase 1 (complete)
■■ This phase involved foundational descriptive research 

consisting of 4 streams of inquiry:
■■ Qualitative studies of stakeholder perspectives 

and contextual factors related to the coordination 
of care between primary care and cancer spe-
cialist care4–6.

■■ A pan-Canadian environmental scan and system-
atic review to identify and understand the imple-
mentation of care models designed to improve 
integration between primary care and cancer 
specialist care7–9.

■■ Quantitative analyses that are using population-​
based administrative health databases in 5 
provinces to make inter- and intra-provincial 
comparisons of the breast cancer diagnosis, treat-
ment, and survivorship phases of care10,11.

■■ A study of the experiences, desired roles, and 
needs of family physicians with respect to per-
sonalized cancer medicine12,13.

Phase 2 (in progress)
■■ This phase was initiated with a consultative workshop 

at which a synthesis of findings from phase 1 was pre-
sented to the multi-stakeholder workshop participants, 
and during which recommendations were made for 
approaches to improve integration of care.
The conference proceedings, including participants, 

processes, and conclusions are presented here.

Consultative Workshop Process
The purpose of the consultative workshop was to establish 
and prioritize recommendations for an intervention that 
would improve integration of care between primary care 
providers and cancer specialists. A deliberative process 
was established to prioritize recommendations for an 

intervention to improve integration of care. The approach 
recommended at the workshop will determine the research 
to be conducted in phase 2.

Participants
The 74 participants in the workshop were determined through 
a snowball sampling approach that identified individuals 
representing these stakeholder groups: 9 Canadian prov-
inces; patients, primary care clinicians, and cancer specialist 
clinicians; policymakers from cancer agencies; managers and 
knowledge users from cancer care delivery organizations; and 
cancer researchers. Core members of the canimpact team 
were asked to nominate individuals from their jurisdiction 
who represented one of the stakeholder groups. Individuals 
were invited to participate or to nominate another individual 
from their jurisdiction. In this way, a cross-section of stake-
holders from across Canada, plus members of the Patient 
Advisory Committee and canimpact’s international liaisons 
participated in the workshop. Table i lists the stakeholder 
groups represented by the workshop participants.

Process
Presentations on the first morning of the workshop provided 
background and context:

■■ A keynote address by Dr. Stephen Taplin, Deputy 
Associate Director, Healthcare Delivery Research 
Program, Division of Cancer Control and Population 
Sciences, U.S. National Cancer Institute, provided an 
international perspective.

■■ The foundational research conducted during phase 1 
of canimpact (published in this issue of Current 
Oncology6,9–11 and elsewhere4,5,7,8,10,13,14) was reviewed 
in detail.

■■ Two examples of potential interventions—one involv-
ing a nurse navigator based in a family health team 
(presented by Sarah Givens)15, and the other involving 
eConsult, an innovative electronic approach to pri-
mary care–specialist communication (http://www.
champlainbaseeconsult.com)—were detailed.

■■ In-depth visual representations of the cancer contin-
uum from the health system and patient perspectives 
in the form of “gigamaps”16 were presented.

Potential Scenarios for Phase 2 Evaluation
Four potential scenarios for evaluation in phase  2 were 
presented as a springboard for discussion.

Scenario 1
Develop and pilot-test an evaluation framework for models 
of care designed to improve integration between primary 
care and cancer specialist care.

Summary:  To develop and pilot-test an evaluation 
framework that can be applied to a model of care (such 
as navigation). The framework could be pilot-tested on 
selected initiatives—for example, 1 of the 13 initiatives 
described in the casebook (downloadable from http://
canimpact.​utoronto.ca/streams-and-themes/knowledge​
-translation/) that include navigation. This choice would 
advance the science from a measurement and quality 

http://canimpact.utoronto.ca
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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 
has been 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 
approaches tailored to local circumstances. It could be built 
around a theoretical framework such as the Consolidated 
Framework for Research Implementation17.

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.

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 
participantsa

Stakeholder group Participants (n)

Surgical oncology 1

Radiation oncology 2

Medical oncology 6

Primary care 19

Nursing 5

Knowledge user 19

Researcher 13

International liaison 5

Trainee 8

Patient advisory committee 7

a	� Some participants are double-counted because they represent 
two different stakeholder groups (for example, primary care and 
research).
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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:  It might be that this model would be 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 
support tools 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 
been in 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 eConsult in the oncology setting alone or in combina-
tion with another scenario.

Summary:  eConsult is a secure 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. It is 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 referrals18,19.

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. In the end, 
the small-group deliberations involved a total of 8 scenarios. 
Each small group built a “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://www1.iclicker.com) to rate their support on a scale 
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 as it was 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-
quent discussion 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 

https://www1.iclicker.com
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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 of large-scale initiatives.

The intervention recommended to be tested in phase 2 
is implementation of eConsult in the oncology setting to 
determine whether it improves 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 programs, 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 years14 despite the recognized pivotal 
role of primary care in quality of care throughout the can-
cer control trajectory2. Improving integration of care is 
complex and must consider the multilevel context of cancer 
care1. 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 canimpact, 
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.
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