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EXECUTIVE SUMMARY 
 
Cancer Care Nova Scotia (CCNS) has recently undertaken a number of collaborative initiatives involving 
patients and health care professionals, to identify and respond to issues in the provision of cancer care in 
Nova Scotia.  These included comprehensive profession-specific needs assessments to assess the 
learning and support needs of Nova Scotia family physicians, community specialists, nurses and 
pharmacists.  The final stage was to conduct interdisciplinary focus groups to further explore educational 
needs in each of the nine district health authorities and the three tertiary care cancer centres.  The 
Dalhousie University Office of Continuing Medical Education (CME) contracted with CCNS to conduct 
these focus groups. 
 
The overall objective of these focus groups was to determine the educational priorities of the physicians, 
nurses, pharmacists and other health professionals working in each district health authority and the three 
cancer centres. 
 
Conclusions 
Findings of the 10 community focus groups and three tertiary care centre focus groups supported similar 
themes.  Conclusions included the following: 
 
Educational needs of community health professionals 
Prominent learning needs, as identified by community professionals themselves and supported by 
perceptions of the tertiary care health professionals, included:  
 
1. Treatment and follow-up care, including pain and symptom management. This need was strongly and 
extensively expressed across all groups and disciplines.  Community health professionals need 
knowledge of their patients’ (both adults and children) treatments and anticipated side effects, practice 
guidelines for continuing care and, particularly, knowledge of appropriate pain and symptom management 
measures.  Specific educational needs identified were: 

a. Treatment 
• The latest and most effective treatments; i.e., “We need someone to tell us…”this is what’s 

current, this is what we know, this is what you can do”” 
• Knowledge of and access to treatment guidelines, treatment protocols and standards of care; 
• Chemotherapy and treatment of its side effects, including appropriate medications; and  
• Lines & pumps – caring for portacaths, PICC lines, Hickman lines and CADD pumps. 
 
b.  Pain and symptom management, encompassing cancer symptoms, management of side effects 
and palliative care; e.g.: 
• Pain management in treatment, follow-up and palliative care; 
• Changing physicians’ ordering practices and improving nursing approaches; 
• Increased knowledge of pain and other medications (e.g., anti-emetics and “magic 

mouthwashes”); and 
• Nutrition information, especially to assist in counselling patients with disease symptoms or 

treatment side effects. 
 
c.  Complimentary & alternative therapies - knowledge about the different types of therapies, their 
pros and cons, and nutritional aspects. 

 
2. Available resources and supports and how to access them for patient care.  Every focus group 
highlighted knowledge gaps concerning resources for patients. These included both resources available 
at the tertiary care centre and in the patient’s community, and provincial and national resources, such as 
the toll-free Canadian Cancer Society information line.  
 
3. Teamwork: Roles and responsibilities of other members of the team. This includes knowledge of other 
team members’ expertise and how they can contribute to cancer patient care, both within communities 
and tertiary care centres.  This need was expressed across all disciplines. 



Interdisciplinary Focus Groups, Final Report 
February 2003 

Cancer Care Nova Scotia and Dalhousie Office of Continuing Medical Education 7

 
4. Patients’ navigating the system. This is an understanding by health professionals of the cancer care 
system and how patients have to navigate it, so that community health professionals can provide them 
with appropriate information and support. Especially important is an understanding of patients’ treatment 
‘road map’ and their experience at the cancer centre.   
  
5. Psychosocial care and patient communication. All groups discussed aspects of psycho-social care and 
identified learning needs related to understanding the patients’ needs and emotional responses, and 
being able to communicate appropriately and provide emotional support. 
 
Educational needs of tertiary care health professionals 
Prominent learning needs, as identified by tertiary care health professionals themselves included: 
 
1.  Cancer treatment.  The most prominent educational need, based on the discussion data of the three 
groups, was keeping current with up-to-date information about cancer treatment, and maintaining clinical 
expertise.  For the pediatric centre, maintaining membership with the Children’s Oncology Network (COG) 
was critical in this regard. 
 
2.  Teamwork: Roles and responsibilities of other members of the team.  A better understanding of 
teamwork was an important educational issue expressed among the groups.  This includes understanding 
other team members’ disciplinary roles and responsibilities, and how to effectively communicate with 
them.  This knowledge was perceived to be important for facilitating patient care in terms of knowing “who 
the resources are” within some participants’ own institution and/or in the community. 
 
3.  Awareness of community resources.  Knowledge of community resources to facilitate patient and/or 
family access to supports when they return home (e.g. financial and psychosocial) was another tertiary 
centre educational need, expressed in two groups. 
 
Role of tertiary care centres 
All three groups indicated that the tertiary centres play three main roles: providing, directing/guiding and 
ensuring up to date treatment; being a resource, and providing education.  Another role, related to the 
centre’s overall treatment role was linking patients with their home community or other parts of the 
treatment spectrum.   
 
Meeting educational needs in the community 
Methods and strategies for meeting the educational needs of the community were discussed by the 
community health professionals.  Tertiary care health professionals commented on their role in meeting 
these needs.  The suggested methods included: 
  
1. Short, local sessions.  All groups and disciplines expressed a strong preference for short sessions, 

delivered locally and/or regionally and planned with sensitivity to local conditions.  Some participants 
also indicated that local expertise and resources should be used more frequently. 

 
2. Case study approaches received significant attention and positive appraisal from some groups and 

disciplines.  Case study methods are beneficial due to their adaptability to many delivery mechanisms 
and formats, including print resources, inservices, study groups, the Internet, Telehealth, and 
workshops.  Also, they are ideal for interdisciplinary sessions. 

 
3. There was no clear preference regarding distance continuing education delivery mechanisms.  

Telehealth and the Internet received mixed reviews.  Telehealth, while improving access was 
perceived to have at least two limitations: videotaping restrictions and a reduced amount of 
interaction.  Some participants viewed the Internet as a means to more easily access protocols and 
guidelines. 

 



Interdisciplinary Focus Groups, Final Report 
February 2003 

Cancer Care Nova Scotia and Dalhousie Office of Continuing Medical Education 8

4. Interdisciplinary continuing education appeared to be endorsed in principle by some participants, but 
its acceptability would depend to some extent on the topic.  Palliative care emerged most clearly as a 
suitable topic for interdisciplinary education. 

 
5. The tertiary care health professionals expressed an overall willingness to serve as a treatment 

resource and provide education for health care providers in the communities.  Participants identified 
some strategies for reaching out to the community, these included Telehealth and ‘traveling teams’ or 
‘road shows’. 

 
Systemic issues and barriers in continuing education and cancer care  
All groups and disciplines indicated that significant issues and barriers impede their ability to provide 
optimum care and participate in continuing education programs.  These include: 
 
1. Communication between the communities and cancer treatment centres.   Communication issues 

were identified in all but one community focus group. Poor flow of information from the cancer centre 
regarding the patient’s condition and treatment, including untimely reports was noted by a number of 
participants.  Delays, duplication or missed follow-up were described as impacts.  Sometimes 
community physicians and other health professionals have to rely on the patient for information.  Also, 
the need for clearer guidelines was expressed, regarding who checks what, when and how. 

 
2. The inter-related systemic issues of funding, human resource and time limitations (i.e., lack of 

coverage, loss of income for physicians and lack of paid educational leave for salaried health care 
workers) were identified as barriers to both patient care and continuing education. 

 
3. The financial burden of cancer care to patients was of concern in several groups. Inadequate financial 

coverage for medications was emphasized.  
 
4. To reduce the barriers that impede patients’ access to care, some suggested providing   

chemotherapy and follow-up services closer to home. 
 
Recommendations 
Conclusions derived from the interdisciplinary focus groups reflect those resulting from the profession-
specific needs assessment surveys reported earlier, for family physicians and community specialists, 
nurses and pharmacists (see footnote 1).  Hence, recommendations support those arising from these 
earlier studies, and readers are referred to those reports for complementary and additional data and 
results.  Recommendations are presented under two headings: 

1. Educational needs and preferred ways of learning  
2. Systemic issues influencing cancer care 

 
Educational needs and preferred ways of learning 
Focus group discussions reinforced many of the educational needs identified in the earlier needs 
assessment studies, and recommendations are consistent with those. It is recommended that their 
implementation be guided by the CCNS Education Advisory Group. 
1. For community health professionals begin to develop and implement programs that address the 

priority learning needs identified in the conclusions (refer to conclusion #1 for the community health 
professionals).  These included treatment and follow-up care including pain and symptom 
management and complementary and alternative therapies, patients’ navigation of the system, 
available resources and supports, teamwork, psycho-social care and patient communication.   
 

2. Begin to respond to the more specialized learning needs of tertiary care health professionals: 
• Cancer treatment: Keeping as current as tertiary care providers.  
• Teamwork: Roles and responsibilities of and effective communication with other members of the 

health care team. 
                                           
1 The complete Physicians, Nurses, and Pharmacists Needs Assessment reports are available upon request from 
CCNS.  Please contact Anne Murray at (902)473-3781 or email at anne.murray@ccns.nshealth.ca. 
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• Community resources:  Knowing what’s available for patients when they return home. 
 
3. Implement educational programs and supports using the preferred methods: 

• Use short, local programs 
• Use case studies as they can be adapted to many teaching formats; e.g., face-to-face sessions, 

videoconferencing, Internet, self-study. 
• Further explore using telehealth / videoconferencing and the Internet for educational programs. 
• Explore using interdisciplinary approaches to education for appropriate topics; e.g., palliative 

care, communication, pain and symptom management. 
 
Systemic issues influencing cancer care.   
Although systemic issues were not the focus of the discussions, each group addressed them and 
identified them as priorities for improving both cancer care and cancer care education.  (Several are also 
identified as learning needs in the preceding section, “Educational needs”.) 
 
1. Respond to gaps and inefficiencies in communication and information-sharing among members of the 

health care team, with particular emphasis upon increasing communication between tertiary care 
centres and community health professionals. (It is recognized that the three tertiary care centres differ 
with respect to the extent of this problem, and readers are referred to the full text of the two focus 
group reports for more detail.) (see footnote 2) 

a. Establish an interdisciplinary collaborative working group representative of tertiary care health 
professionals (oncologists, nurse, pharmacists, etc), community health professional (family 
physicians, community specialists, nurses, pharmacists, etc) and patients to: 
• Explore gaps in communication addressed in the CCNS needs assessment studies, 

clarify issues and perspectives, recommend strategies, coordinate and oversee their 
implementation, and monitor and evaluate progress using a quality improvement model.  

• Explore specific options for enhancing communication among tertiary care and 
community health professionals, such as ensuring that community physicians are 
represented on CCNS site teams, using “checklists’ or other simple communication tools 
when patients return to the community. 

• As part of this work, identify, clarify and educate all members of the cancer care team 
about the respective roles and skills of team members. 

 
b. Respond to patients’ difficulties in navigating the cancer care system and to the lack of health 

professionals’ knowledge about their patient’s cancer care journey.  The latter prevents them 
from supporting patients adequately during their cancer care. 
• Explore options related to developing a patient “roadmap” or “journey map” which would 

identify the steps involved in each individual patient’s “journey” and the health care 
professionals involved and their roles.  This model could be tested and evaluated in one 
district. 

 
c. Designate one staff person, knowledgeable about the health care system and cancer care, to 

guide the processes identified above related to communication among the health care team.  
This is a large task, and may require hiring or contracting an additional staff person. 

 
2. Increase awareness of and access to resources for both tertiary care and community cancer care 

health professionals and their patients.  This also includes resources available both through the 
community and in tertiary care centres. 

 
3. Address, as possible, systemic barriers to continuing education – insufficient staffing, insufficient time 

and lack of financial support for education.  
 
                                           
2 The complete Community Detailed Report (Appendix G) and the Tertiary Care Detailed Report (Appendix H) are 
available upon request from CCNS.  Please contact Anne Murray at (902)473-3781 or email at 
anne.murray@ccns.nshealth.ca. 
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INTRODUCTION 
 
Cancer Care Nova Scotia (CCNS) has recently undertaken a number of collaborative initiatives involving 
patients and health care professionals, to identify and respond to issues in the provision of cancer care in 
Nova Scotia.  This included comprehensive profession-specific needs assessments to assess the 
learning and support needs of Nova Scotia family physicians, community specialists, nurses and 
pharmacists.  The final stage was to conduct interdisciplinary focus groups to further explore educational 
needs in each of the nine district health authorities and the three tertiary care cancer centres.  The 
Dalhousie University Office of Continuing Medical Education (CME) contracted with CCNS to conduct 
these focus groups. 
 
The overall objective of these focus groups was to determine the educational priorities of the physicians, 
nurses, pharmacists and other health professionals working in each district health authority and the three 
cancer centres. 
 
Specific objectives included the following: 
Community focus groups: 
1. Discuss how CCNS can work most effectively with physicians, nurses, pharmacists and other health 

professionals to promote interdisciplinary educational opportunities. 
2. Identify cancer care and education issues that are unique to each particular district. 
3. Examine cancer care community resources within each district and decide how to improve utilization 

of these resources. 
4. Determine the educational priorities of the physicians, nurses, pharmacists and other health 

professionals working in each district health authority. 
5. Examine the District Cancer Program and preferred leadership model for this program. 
 
Tertiary care focus groups: 
1. Discuss health care professionals’ perceptions of the role of the tertiary care cancer centres in 

relation to the districts. 
2. Identify the educational needs and priorities of physicians, nurses, pharmacists and other health 

professionals working in the tertiary care cancer centres. 
3. Identify cancer centre staff’s perspective of the educational needs and priorities of physicians, nurses, 

pharmacists and other health professionals who provide cancer care in the community. 
4. Discuss the role of the tertiary care cancer centres in meeting the educational needs of the 

communities.  Identify the resources and supports required to meet these needs. 
5. Discuss how CCNS can work most effectively with physicians, nurses, pharmacists and other health 

professionals to promote interdisciplinary educational opportunities. 
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METHODS 
The following methods were used to design the focus group questions, recruit participants, conduct the 
focus groups and analyze the data. 
 
1.  Development of questions: 
Community focus group questions 
The focus group questions were developed based on the findings of the family physician and community 
specialists needs assessments, and oncologists interviews, by the Dalhousie CME Director of Program 
Development & Evaluation and the CME Research Associate.  Modifications were made based on 
feedback from the CCNS Education Coordinator. 
 
The original interview guide attempted to elicit data on several important, often complex topics and was 
somewhat lengthy.  After the first two groups, the format was changed in two ways. The first was to 
include a nominal group process to increase the emphasis on continuing education needs and learning 
preferences, and decrease the emphasis on issues and barriers in providing cancer care in the districts.  
Secondly, the original question guide included items on a proposed leadership model for district cancer 
care programs and the use of a part-time medical coordinator.  Questions pertaining to this area were 
removed from the guide, when it was found that participants in the first four groups, with a few exceptions, 
were generally not familiar with the proposed model.  (see Appendix A for the final version of the 
community focus group questions). 
 
Tertiary care focus group questions 
Tertiary care focus group questions were developed from the findings of the family physicians and 
community specialists needs assessments, oncologists interviews and preliminary results from the 
community focus groups.  (see Appendix B for the tertiary care focus group questions) 
 
 
2.  Recruitment Strategy:  
Community focus groups 
The goal was to conduct 10 focus groups, 1 in each of the 9 district health authorities and 2 in the Capital 
Health, each with 10-12 participants consisting of approximately 2 specialist physicians, 2 family 
physicians, 4 nurses (2 with oncology and/or palliative care expertise), 1 pharmacist and 3 other health 
professionals (i.e., social work, occupational therapy, etc.). 
 
The following recruitment strategies were used with each health profession: 
 
Physicians: 
1. In the spring of 2001, a CCNS needs assessment questionnaire was sent to approximately 50% of 

Nova Scotia physicians and community specialists.  In addition to the questionnaire, physicians were 
notified that CCNS would be conducting district focus groups to explore learning needs with respect 
to cancer care.  Physicians were asked to indicate whether or not they were interested in participating 
in a focus group by returning the form.  All respondents who said “yes” or “unsure” about participating 
(family physicians: yes=31 and unsure=28; specialists: yes=15, unsure=10) were mailed a focus 
group invitation letter. 

 
2. Since the number of physician volunteers was low in some districts, the following methods were also 

used to recruit family physicians and specialists in these districts:   
a. Invitation letters were mailed to family physicians and specialists in the targeted district health 

authorities, who had not been sent the CCNS questionnaire.  
b. The research team targeted a few family physicians & specialists, known to them, in districts 

where there were insufficient volunteers.  For example, in these districts a member of the 
research team phoned physicians affiliated with CCNS or Dalhousie CME to invite them 
and/or ask them for suggestions of additional physicians to invite. 
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Nurses: 
A CCNS nurses needs assessment was sent to all nurses with oncology and/or palliative care expertise, 
that were registered with the College of Registered Nurses of Nova Scotia (CRNNS) or found in the 
CCNS list of palliative care nurses.   Additionally, questionnaires were sent to a random sample of all 
other nurses in each district health authority from the CRNNS database.  Similar to the procedure 
described above for physicians, nurses also received information about the upcoming focus groups and 
were asked to indicate if they were willing to participate.  Nurses who expressed interest in the focus 
groups were mailed an invitation letter with a choice of two dates for their district focus group.  All 
volunteers available on the date chosen were invited to participate unless there were too many volunteers 
for a particular district.  In this case, the nurses were randomly selected from the list of volunteers. 
 
Pharmacists: 
CCNS mailed letters to all pharmacists listed in the CCNS database to inform them of the upcoming focus 
group in their district and determine who was interested in participating.  One pharmacist per district, 
available on the date scheduled, was randomly selected from the volunteers. 
 
Other Health Care Professionals:  
Names of other health professionals (i.e., social workers, radiation therapists, etc) were obtained from the 
CCNS database containing people who have attended CCNS events or been on various CCNS 
committees.  Letters were mailed to these people to inform them of the upcoming focus group and to 
determine who was interested in participating.   Up to 3 other health care professionals per district, 
available on the date scheduled, were randomly selected from the volunteers. 
 
Overall, approximately 80 to 100 health care professionals were invited to participate in each district focus 
group.  On average, 20-25 people volunteered for each.  
 
Tertiary care focus groups 
The goal was to conduct three tertiary care focus groups, one at each of the Nova Scotia Tertiary Care 
Centres: Queen Elizabeth II Health Sciences Centre (QEII), IWK Health Centre (IWK) and Cape Breton 
Cancer Centre, each with 10-12 participants representing health care professionals involved in patient 
cancer care (i.e., physicians, nurses, etc.). 
 
Recruitment for these groups varied somewhat for each centre.  In Cape Breton, based on the 
recommendation of the former director of the Cape Breton Cancer Center, members of the hospital 
accreditation team were invited.  At the QEII, all staff at the Cancer Care program were invited.   
Additionally, nurses who indicated on the nursing needs assessment that they work in one of the Capital 
Health tertiary care centres were invited.  And, at the IWK, all the core members of the Pediatric Cancer 
Team were invited to participate.    
 
Overall, approximately 15-20 health care professionals were invited to participate in each tertiary care 
focus group.  On average, 10-12 people volunteered for each. 
 
 
3.  Focus groups: Obtaining consent, focus group procedure, and nominal group technique: 
 
Obtaining consent 
All focus group volunteers were faxed or mailed a consent form.  They were instructed to read the 
consent form and contact the CME research associate if they had any questions.  Volunteers were then 
asked to sign the consent form and fax it back to CCNS if they were willing to participate. 
 
Upon receipt of the signed consent form, participants were faxed information about the focus group 
logistics for their district (i.e., date, time, location) and a copy of the focus group questions, without 
prompts. 
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Demographic questionnaire 
A 1-page demographic questionnaire (see Appendix C) was distributed to each participant at the focus 
group meeting.  Participants were instructed to complete the questionnaire and return it to the facilitators 
after the focus group.  
 
Focus group procedure 
There were two facilitators at each focus group, one representative from Dalhousie CME (either the 
Director of Program Development & Evaluation or the Research Associate) and one from CCNS (the 
Education Coordinator).  The Dalhousie CME facilitator was the primary person to ask the series of 
questions, ensure that all professional groups partook in the discussion, and summarize thoughts/key 
points at the end of each question.  The role of the CCNS Education Coordinator was to take notes 
throughout the discussion, record key points on flip charts, help summarize key points and answer 
questions. 
 
Each focus group began with the standardized introduction.  Participants were welcomed and thanked for 
their participation.  The purpose and objectives of the focus group and the overall needs assessment 
were explained.  Then, the focus group “ground rules” were explained, participants were informed that the 
focus group was audiotaped and that their  
responses were confidential. 
 
Focus group questions were designed so that general open-ended questions were asked first to facilitate 
discussion from all participants (i.e., what is your role in caring for cancer patients), then became 
progressively more focused on the topics of interest. 
 
In the first 2 focus groups, participants spent a great deal of time discussing systemic and patient 
education issues that affected their ability to provide optimal care and participate in continuing education, 
rather than discussing their educational needs and priorities.  In an attempt to minimize discussion of 
these topics and maximize the time spent discussing educational issues, the format was modified in two 
ways.  First, for the remaining groups, the facilitators reviewed and discussed barriers and system issues 
at the beginning of the focus group.  Participants were asked if system factors (i.e., time, money, etc.) 
were issues in their community.  They were also asked to indicate if there were any issues specific to their 
community (i.e., language barriers) that weren’t presented on the prepared flip chart sheet.  Once these 
issues were discussed, participants were asked to refrain from discussing these issues until near the end 
of the focus group.  Secondly, a nominal group technique was added to the format to ensure that the 
discussion focused on educational needs and priorities. 
 
After the educational needs and priorities were identified and discussed, the focus group procedure was 
resumed to discuss the remaining topics (i.e., preferred learning methods and attitudes towards 
interdisciplinary learning). 
 
Nominal group technique 
Participants were given a worksheet (see Appendix D) and were asked to spend 5 minutes writing down a 
minimum of three educational needs, related to cancer care, for themselves and other health care 
professionals.  They were also asked to indicate on the worksheet which health care professionals 
needed education in each area.  Participants in the tertiary groups were asked to identify their own needs 
and the needs of community health care professionals. 
 
At the end of 5 minutes, participants took turns identifying their educational needs.  Only one need was 
reported at a time, to ensure that everyone had an opportunity to contribute.  Some discussion took place 
during this process to clarify, elaborate and illustrate the educational needs.  This continued until all topics 
were identified and recorded on the flip chart.   
 
Once all the educational needs were recorded, participants were asked to review them to ensure that 
they understood each and nothing was omitted.  Also, participants were asked to indicate if any of the 
needs should be combined, i.e. if 2 or more were saying the same thing. 
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The next step was for participants to prioritize the identified educational needs.  Community focus group 
participants were given 5 coloured stickers to put beside the 5 educational needs that each felt were the 
priorities.  Tertiary care participants were each given six stickers to prioritize the top three educational 
needs for themselves and for health care professionals in the community. Stickers were colour coded by 
profession (i.e. yellow stickers for physicians, green for nurses, etc.).   
 
4.  Analysis: Questionnaire, focus group, nominal group technique and worksheet: 
 
Demographic questionnaire 
Descriptive statistics, including means, frequencies, and percentages were calculated for each item using 
the software SPSS 10.1 for Windows (SPSS Inc., Chicago, IL).  Results from the questionnaire are 
reported in the participants’ section. 
 
Qualitative Analysis of Focus Groups    
Transcripts of the taped focus groups were verified by the analyst before importing into NUD*IST 41 for 
data management. When necessary, a facilitator was consulted to interpret any potentially significant 
portions that were unclearly taped and incompletely transcribed. 
  
Data were systematically coded; that is, broken down into meaningful units and assigned to categories in 
‘index trees’ that were initially structured according to interview guide and developed further as new 
categories emerged from the data. A constant comparative approach2, 3 (e.g. within and between 
categories of data) was used in the interpretation, aided by matrices4 constructed to facilitate 
comparisons within and between disciplines and districts or centres. Negative cases (instances that did 
not appear to fit patterns in the data) were identified, and alternative explanations were considered.5 
Themes were identified and interpreted.5 Findings were further synthesized in the report writing process.  
 
Several measures were employed in the analysis to ensure credibility and trustworthiness of the 
qualitative findings.6, 7 A systematic analytic approach was used, as previously described. An audit trail 
comprised of the transcripts, coding reports and matrices permits confirmation that the findings arise from 
the data.  Analysis was conducted by a person with a health and adult education background, and 
experienced in qualitative research. Credibility was further enhanced through review of findings by the 
three group facilitators/observers.  For the tertiary care focus groups, developing interpretations were 
checked and further refined through discussions with one facilitator.  
 
Nominal group technique & worksheet 
The nominal group technique was used with 8 of the 10 community focus groups and the 3 tertiary care 
groups.  The educational needs identified for each group were recorded into tables for each district.  To 
ensure that every participant’s needs had been identified during the nominal group process, the 
worksheets were carefully reviewed and compared to the flip chart results.  Needs that were identified on 
the worksheets but omitted during the nominal group process were added to the districts’ summary table.  
 
To determine the educational priorities for each district, the frequency of stickers overall and by 
profession were calculated.  These needs were then categorized according to the area of the cancer 
spectrum that they addressed (i.e., prevention, screening, diagnosis, treatment, palliative care or follow-
up) and ranked accordingly.  
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RESULTS 
Results are reported separately for the community and tertiary care focus groups.  First the participants 
are described and then the group findings.  Please see Appendices E and F for the prioritized nominal 
group results categorized by district and tertiary care centre, and Appendices G and H for community and 
tertiary care detailed reports.  (see footnote 3) 
 
SECTION 1:  Community Focus Group Results 
 
Multidisciplinary focus groups were held in the 9 Nova Scotia district health authorities (two groups were 
held in Capital Health), between April and June 2002.   
 
Participants:  
A total of 98 health care providers participated in 10 multidisciplinary focus groups, each approximately 
two hours in length.  The 1-page demographic questionnaire was completed by 92 of these participants, 
15% of whom were male and 85% were female.   
 
Nurses (44), physicians (18) and pharmacists (14) comprised 78% of participants overall, with the 22 
remaining participants from 8 other disciplines (see Table 1). Overall, there were 8 community-based 
specialists and 10 general practitioners or family physicians.  The number of years that participants had 
been practicing in their profession ranged from 0 to 44 years, with a mean of 21 years in practice.  Two of 
the family physicians had special interest in palliative care.  The nurses practiced in a variety of settings, 
including ambulatory care (chemotherapy and diagnostic services), acute care, palliative care, home 
care, the community and long-term care.  Community (retail) and hospital pharmacists also attended. 
Thirty- seven percent (37%) of participants indicated that they have specialized training in oncology or 
palliative care. Ten percent (10%) of participants indicated they had interest in cancer care aside from 
their immediate health care provider role.  Four participants disclosed personal or close family experience 
with the cancer care system, and seven were active as volunteers (health care, cancer care, and 
palliative care related governing boards or in volunteer roles involving direct cancer patient or public 
contact). One participant was a lay person active at the board level in the voluntary sector. 
 
Table 1: Total number of community participants by health care affiliation. 

Professional Affiliation No. 
Physician 18 
Nurse 44 
Pharmacist 14 
Dietitian 6 
Social Work 6 
Spiritual Care/Chaplain 2 
Volunteer Coordinator 2 
Technologist   2 
Other 4* 
TOTAL 98 

*includes physiotherapy, management and volunteer 
 
As shown in Table 2, the majority of participants see cancer patients on a regular basis.  Only 5.6% 
reported that they didn’t see any cancer patients over the last 3 months. 
 

                                           
3 The complete Community Detailed Report (Appendix G) and the Tertiary Care Detailed Report (Appendix H) are 
available upon request from CCNS.  Please contact Anne Murray at (902)473-3781 or email at 
anne.murray@ccns.nshealth.ca. 



Interdisciplinary Focus Groups, Final Report 
February 2003 

Cancer Care Nova Scotia and Dalhousie Office of Continuing Medical Education 16

Table 2: Frequency of cancer patients seen by community participants over the past 3 months.  
Number of patients with cancer 
over the last 3 months 

No. Percent 

0 5 5.6 
1-5 18 20.2 
6-10 16 18.0 
> 10 50 56.2 

 
 
Group Composition & Size 
All groups were multidisciplinary, with six groups containing five different disciplines, and four groups 
containing four disciplines.  Nine of ten groups contained at least one physician, with 6 groups having two 
or more.  As shown in Table 3, professional practice settings differed by health profession and district.  
Also, many participants indicated that they work in more than one practice setting. 
 
Table 3:  Practice settings of the community focus group participants. 

 District (frequency) 
Practice Setting 1 2 3 4 5 6 7 8 9 

Overall 
(n) 

Private Office 0 3 2 0 2 3 1 2 3 16 

Regional or District Hospital 4 7 5 3 5 5 3 5 6 43 

Tertiary Care Hospital 0 0 0 0 0 0 0 0 4 4 

Small Community Hospital 3 1 0 1 3 0 3 0 3 14 

Clinic 1 0 0 0 0 0 0 1 1 3 

Home care program/agency 2 1 0 4 2 1 0 1 1 12 

Nursing home/long term care 0 0 2 0 2 1 1 0 2 8 

Community Health Agency 0 0 0 0 1 1 0 1 0 3 

Other 3 2 2 0 0 2 1 2 2 14 

 
As shown in Table 4, groups ranged in size from 6 to 13 participants, with 6 groups having 10 or more 
participants.  The number of participants was appropriate for the nominal group process but was likely too 
large for optimum use of the focus group method. Groups of 6-10 participants are recommended2 to allow 
participants adequate opportunity to discuss topics.  
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Table 4:  Total Number of Focus Group Participants from each Health District. 
Health District No. 
South Shore District Health Authority (District 1)  12 

Southwest Nova District Health Authority (District 2) 12 

Annapolis Valley Health (District 3) 13 

Colchester East Hants Health Authority (District 4) 7 

Cumberland Health Authority (District 5) 11 

Pictou County Health Authority (District 6) 10 

Guysborough Antigonish Strait Health Authority (District 7) 7 

Cape Breton District Health Authority (District 8) 10 

Capital Health (District 9) – June 5th  9 

Capital Health (District 9) – June 13th  6 

 
 
Focus group findings: 
Four overall topics were explored in the community focus groups: 

1. Educational needs and preferences 
2. Meeting educational needs 
3. Systemic issues 
4. Awareness of District Cancer Program 

 
Please refer to the complete report in Appendix G (see footnote  4) for a comprehensive discussion of 
these topics. 
 
1.  Educational needs and preferences 
Data analyses of the nominal group process and group discussion were combined to determine 
educational needs.  The following sections report results predominantly from the discussion analysis, 
while results of the nominal group process are included in the section “Educational priorities”, page 22.  
 
The prominent learning needs were:  
1.1 Treatment and follow-up care, including pain and symptom management  
1.2 Patients’ navigating the system 
1.3 Available resources and support 
1.4 Teamwork: Roles and responsibilities of other members of the team 
1.5 Psychosocial care and patient communication 
 
Also discussed are: 
1.6 Other learning needs 
1.7 Educational priorities from nominal group process 
 
The educational themes are captured by this participant’s comments: 

“I would I think, I as a physician, need to be educated by specialists who are doing that kind of 
work as to what the new treatments are, what’s appropriate, when to do this and when to do that. 
But at the same time, I’m lost when it comes to knowing, you know, what’s available in the 
community. What’s available to people who have cancer, who you’re working with and how you’re 
going to either…so there’s a whole big education there that we have to…I think, for physicians to 
understand we’re part of a team and we need to know who’s on the team” (physician) 

                                           
4 The complete Community Detailed Report (Appendix G) is available upon request from CCNS.  Please contact 
Anne Murray at (902)473-3781 or email at anne.murray@ccns.nshealth.ca. 
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1.1 Treatment and follow-up care, including pain & symptom management      
Education on current cancer treatment, including pain and symptom management, was a strongly voiced 
need, extensively expressed among disciplines and groups. Some participants recognized a need for 
both themselves and their colleagues to update their knowledge concerning the current, most effective 
treatments. Physicians, both specialists and general practitioners, nurses in many practice settings, and 
pharmacists spoke of needing to update their knowledge, as treatments have advanced and changed.   
Participants described how knowledge of treatments and their side effects is a prerequisite to providing 
not only the best medical treatment and follow-up, but also to providing skilled physical and psychosocial 
supportive care in all stages of cancer care, including palliative care.  Adequate, applicable current 
knowledge is needed to deal with cancer patients’ problems at the district level where specialized 
resources are limited (e.g. treatment of emergent treatment complications, managing nutrition related side 
effects in chemotherapy patients).  
 
While the extent of knowledge required may vary among the disciplines according to their roles, 
information about current treatment and its related aspects was a widespread need. 
 
Specialists and some pharmacists stressed the need for treatment and/or follow up guidelines and 
protocols. The Internet was viewed by some physicians, pharmacists and nurses as a way to improve 
access to guidelines and/or protocols. 
 
Topics of highest need interest across several disciplines included:  
 
• Treatment: 

• The latest and most effective treatments; i.e., “We need someone to tell us…”this is what’s 
current, this is what we know, this is what you can do”” 

• Knowledge of and access to treatment guidelines, treatment protocols and standards of care; 
• Chemotherapy and treatment of its side effects, including appropriate medications; and  
• Lines & pumps – caring for portacaths, PICC lines, Hickman lines and CADD pumps. 
 

• Pain and symptom management, encompassing cancer symptoms, management of side effects and 
palliative care: 
• Pain management in treatment, follow-up and palliative care; 
• Changing physicians’ ordering practices and improving nursing approaches; 
• Increased knowledge of pain and other medications (e.g., anti-emetics and “magic 

mouthwashes”); and 
• Nutrition information, especially to assist in counselling patients with disease symptoms or 

treatment side effects. 
 

• Other: 
• Complimentary & alternative therapies - knowledge about the different types of therapies, their 

pros and cons, and nutritional aspects. 
 
1.2 Patients’ navigating the system   
Discussion occurred in all ten groups concerning various aspects of patients and professionals 
‘navigating’ the cancer care treatment system.  Professionals from several disciplines described how 
patients feel “overwhelmed,” are anxious, do not know or understand what will happen next, and have 
many questions that front line professionals are sometimes unable to answer.  Learning needs with 
respect to navigating the cancer care system emerged, and focused on understanding both the patient’s 
treatment and their cancer centre experience. 
 
This included an understanding of the patient’s treatment ‘road map’ and their experience at the cancer 
centre.  ‘Understanding What’s Ahead for Them’ was a theme expressed in several groups. Professionals 
across many disciplines articulated that they need a better understanding of the cancer treatment and the 
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cancer centre experience to be able to answer some of their patients’ questions, and direct the patient to 
appropriate resources, both at the cancer treatment centre and locally. As one community pharmacist 
said, “you become the navigator because nobody else is available”. 
 
Support for the navigator position or concept was evident in several districts, as a resource for patients, 
families, and health care providers, and serving as a link to the cancer treatment centre. (Note: CCNS, as 
the result of comprehensive consultation of patients and health professionals, has identified patient 
navigation as a priority and has put in place patient navigator positions in three districts, as early-adopter 
or pilot sites.)  
 
1.3 Available resources and supports     
All focus groups highlighted the need for health care providers to know about available resources and 
how to access them.  This was a prominent need, extensively expressed among physicians, nurses, 
social workers and community pharmacists.  Some participants clearly articulated that they want to be 
able to direct patients to community resources and services, but lack the information to do so.  Variable 
knowledge appeared to exist in some groups about the toll-free Cancer Information Service, one 
accessible source of resource information.  Some participants commented on the need for more 
knowledge about regional and district resources both at the local community level and at the cancer 
treatment centre level. 
 
1.4 Teamwork: Roles and responsibilities of other members of the team     
Most groups discussed various aspects of teamwork, such as knowing more about other team members’ 
roles, and the value of and need for improved team communication. There was broad interest in what 
other professionals know, and how their expertise contributes to patient care. This was expressed across 
several disciplines, and often by physicians. 
 

“I think everybody on the team needs to have a flavour of the other disciplines, I mean it’s part of 
the education, it’s part of the team building process. So I know what your role is, you now what 
my role is, but I also know when I see a patient at home on this drug that ‘oh, there may be a 
couple things going on,’ so I come back and tell the right people.” (nurse) 

 
Refer to systemic issues, page 25, for additional discussion related to this topic. 
 
1.5 Psycho-social care and patient communication 
All groups discussed aspects of psycho-social care, and learning needs include understanding the 
patients’ needs and emotional responses and being able to provide support.  These aspects of care 
incorporate both knowledge and communication skills, as described in this comment: 
 

“See from my point of view as a doc in the community, I would see a role for myself and with my 
patient, in trying to interpret some of that for my patients and maybe providing some of that 
touchy-feely stuff that you don’t get at the clinic.  But I can’t do that if I don’t know what the hell is 
going on!” (general practitioner) 

 
Specific communication needs identified were conveying bad news (e.g., cancer diagnosis or prognosis) 
and discussing end of life issues (e.g., palliative care decisions, living wills, power of attorney, etc.). 
 
1.6 Other learning needs    
Some groups raised learning needs related to Prevention, Screening and Diagnosis, but these were not 
discussed across all groups, as were the above topics.  Although not as prominent, they were important 
to some participants and their perspectives are contained in the full report. 
 
1.7 Educational priorities identified by the nominal group technique 
The nominal group prioritizing exercise reinforced the educational needs identified through the focus 
group discussion process.  Table 5 shows the top 3 priorities identified in the 8 focus groups that 
participated in the nominal group process.  Note, South Shore District and Colchester East Hants Health 
Authories are not included as this process was not used with them.   
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In summary, the nominal group process showed that the educational priorities for most districts included: 
treatment and follow-up, knowledge of available resources, and improved interprofessional 
communication skills.   Specific skills identified by each district are listed in Appendix E. 
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Table 5:  Top three educational priorities for each district health authority. 
District Priority #1 Priority #2 Priority #3 

Southwest Nova  Treatment & follow-up 
- nausea & vomiting 
- best practices 
- expectations 

Available resources 
- services available? 
- who does what? 

Interdisciplinary 
communication 
- sharing information 
amongst team 
- working as a team 

Annapolis Valley  Treatment & follow-up 
- current standards & 
guidelines 
- pain management 

Prevention 
- Patient & public 
education 

Available resources 
- services available? 

Cumberland  Treatment & follow-up 
- oncology therapeutics 
- standards of care 
 

Palliative Care 
- change standards in 
long term care 
- increase comfort with 
dying patients 

Available resources 
- continuity of services 
available 
- services available? 

Pictou County  Treatment & follow-up 
- knowledge of 
chemotherapy drugs & 
side effects 

Patient/family 
communication 
- giving diagnosis & 
discussing dying 

Prevention & Screening 
- guidance based 
guidelines 
- education of public & 
health professionals 

Guysborough 
Antigonish Strait 

Treatment & follow-up 
- standards of care, 
procedures & 
techniques 

Interdisciplinary 
communication 
- improved 
communication 
between hospital & 
community 

Available resources 
- services available? 
- patient navigator could 
be a liaison 

Cape Breton  Interdisciplinary 
communication 
- improve 
communication with 
health professionals re 
patients’ cancer journey 
& new knowledge 

Treatment & follow-up 
- treatment options 
- management & 
therapies used 

Available resources  
- services available? 

Capital Health  
June 5th  

Treatment & follow-up 
- info re treatments 
- pain & symptom 
management 
- adverse affects 

Interdisciplinary 
communication 
- work as a team 
- seamless care 
- improved 
communication skills 

Psychosocial care  
- understanding emotional 
needs of patients 
- cultural & ethnic 
practices 

Capital Health  
June 13th 

Treatment & follow-up 
- alternative therapies 
- newest diagnostic 
methods & tests 
- new treatment 

Interdisciplinary 
communication 
- communication skills 
with other health 
providers 
- team approach to 
patient care 

Available resources 
- services available? 
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2.   Meeting educational needs  
Discussions generally supported continuing education (CE) programs that are consistent with adult 
education principles; i.e.: 
• provide opportunity to learn relevant, useful information  
• in an environment compatible with their learning styles, and  
• facilitate sufficient interaction to meet  learners’ professional networking and learning needs. 
 
Nine of the ten groups were asked to comment on their preferred learning methods and continuing 
education formats.  Methods or formats were differentially explored across groups and some groups 
discussed particular methods and formats more than others. Internet use appeared to be probed more 
systematically. Despite the differences in the discussions, information was gathered about learning 
methods and formats which appear to be most helpful, particularly in light of barriers to participating in 
formal continuing education programs.  
 
Participants, providing health care in a context of resource limitations, expressed a strong preference for 
local/regional delivery of short continuing education sessions. While there appeared to be some support 
for interdisciplinary education in principle, its acceptability may depend on the topic (e.g. palliative care).  
 
2.1 Short, locally delivered sessions    
Many participants across professional groups indicated preferences for short sessions that are held 
locally and/or regionally and planned with sensitivity to local conditions. This preference was strongly 
articulated among physicians, but also expressed by other health care providers. While the data presents 
some factors to consider in determining the best time, duration, and locations for CE, it also suggests 
further assessment within districts is needed to develop the most acceptable programming. 
 
The demand for short episodes, delivered locally appears related to:  
• problems providing coverage of patient care which constrain the participants’ ability to attend CE,  
• the amount of time available to attend CE, and 
• compensation issues, such as loss of income for fee for service providers and paid leave for salaried 

professionals.  
 
Videotaping and multiple continuing education delivery mechanisms may be required to reach 
participants given the resource and time constraints. 
 
2.2 Case study format    
The extent to which specific formats for continuing education were explored varied among groups.  Case 
study approaches, while not extensively discussed, when they were addressed received significant 
attention and positive appraisal. First hand reports indicated that even in a simple form (such as a case 
based scenario accompanying a patient’s discharge summary), case study materials facilitated a 
multidisciplinary approach to care.   
 
The significance of the case study method rests also with its adaptability to a variety of delivery 
mechanisms and formats, including print resources, inservices, study groups, the Internet, Telehealth and 
workshops. This is important since no single method received universal support among participants, 
consistent with the view that different people with different learning styles will prefer different formats.  
 
2.3 Local resources    
There was some recognition that local expertise and resources were underused with respect to 
continuing education. The underlying themes of human resources and time limitations (see 2.6 below) 
suggest that current capacity to engage local resources in delivering intensive continuing education 
efforts may be limited. This would need to be explored further at a district or regional level.  
 
2.4 Delivery methods  
No clear preference emerged regarding continuing education delivery methods. As a continuing 
education program delivery method, the Internet evoked a mixed reaction, with convenience and level of 
interaction appearing as some of the factors influencing its acceptability. Its potential use to disseminate 
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standards of care and protocols was evident, although some indicated print resources might be required 
because of access barriers. Several participants also wanted to be able to direct patients to reliable web 
sites.  
 
Telehealth also received mixed reviews, with improving access a perceived benefit to some, in the 
context of geographic and resource constraints. Nurses frequently mentioned videotaping of Telehealth 
sessions for viewing at more convenient times. Two major limitations surfaced: videotaping restrictions 
(affecting access to the information) and the degree of interaction Telehealth affords.  Data suggested 
these barriers could be at least partially overcome by centrally located videotaping and skillful facilitation 
with appropriately sized groups.  
 
2.5 Interdisciplinary Continuing Education  
Interdisciplinary Education appeared to be endorsed in principle by some participants, but its acceptability 
would depend to some extent on the topic.  Palliative care was viewed positively and emerged most 
clearly as a suitable topic for interdisciplinary education.  This implies it may be an appropriate model to 
examine if planning education on other topics. Data suggested the following elements may be important 
aspects of palliative care interdisciplinary education: a clear patient care focus, a recognized need for 
shared expertise, and an opportunity for team building incorporated into the educational processes.  
Other topics were suggested for interdisciplinary education, but there was insufficient data to assess their 
appeal. They included pain and symptom management, dealing with the patient holistically or as an 
individual, ethical issues, and community resources.  Groups under explored any problems that might 
exist concerning bringing together the different disciplines. 
 
2.6 Barriers to CE    
Participants identified significant resource barriers to continuing education (CE), including insufficient 
human resources to relieve potential CE participants, the amount of time available to attend, and funding 
issues such as income loss for physicians and lack of paid educational leave for other health care 
workers.  
 
3.   Systemic issues 
While the main purpose of the focus groups was to examine the continuing education needs and learning 
preferences among health care disciplines in the districts, themes also emerged pertaining to systemic 
issues in the provision of cancer care.  These emerged in spite of efforts by facilitators to re-direct 
discussions towards educational issues, emphasizing the importance participants placed on the role of 
systemic issues.  Issues identified included working with the cancer treatment centre, human resource 
and time constraints, financial burden for patients and patient access to cancer care.  Participants 
identified the significant human resource, time and funding barriers that constrain their ability not only to 
participate in continuing education but also affect the delivery of cancer care at the district level. 
 
3.1 Working with the Cancer Treatment Centre 
Communication, coordination and relationship issues with the cancer treatment centre were raised in 
most groups, and appeared to be an important theme.  The words of one nurse participant help to 
illustrate this: 
 
 “…it becomes a specialist’s world in terms of care of the oncologists for the patients and the family doctor 
is often left ‘out of the loop’ ” (nurse) 
 
This concern also builds on the earlier discussion of the education need, “Teamwork: Roles and 
responsibilities of other members of the team page 21.  Some participants perceived poor communication 
and coordination as a system wide issue that also exists at the local level, and not only in the relationship 
with the cancer treatment centre.   
 
Communication issues with the cancer treatment centre were identified in all but one focus group. While 
different groups described various aspects of the problem, this concern was extensively and sometimes 
intensely expressed, sometimes with strong agreement within groups. 
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Poor flow of information from the centre, including untimely reports, was a significant observation of 
several physicians, other team members, and members of patients’ families. It is also noted that there 
was one report that information flow has shown improvement.  Several impacts of lack of information 
were described. Sometimes community physicians have to provide urgent care for patients with 
complications or other medical problems without up-to-date knowledge of the patient’s cancer condition 
and treatment protocol. Sometimes they have to rely on patients for information. Without information and 
up-to-date knowledge of current treatments, health care providers are sometimes unable to answer 
patients’ questions. Support was expressed in some groups for a patient-carried record as one solution.  
 
Difficulties providing follow-up at the district level were reported, with respect to untimely communication 
and insufficient communication on treatment protocols and follow-up care.  
 
Lack of coordination with the cancer treatment centre was another identified issue. Coordination problems 
with respect to follow-up were articulated.  Delays, duplication or missed follow-up were described. A 
‘road map’ was suggested, more clearly defining roles and responsibilities in patient follow-up.  
 
There was also a perceived need among some participants for an increased awareness and 
understanding on the part of the cancer treatment centre with respect to district expertise, the patients’ 
environment, available district resources and their limitations.  
 
Communication, coordination and team work problems have other intangible aspects. Perceived poor 
communication may contribute to a sense that the patient is “taken over” by the centre, and in some 
cases, that district level expertise is undervalued. 
 
3.2 Human Resources & Time Constraints    
Participants described how human resources and time constraints can pose barriers to treating and 
caring for patients, affect the implementation of a multidisciplinary approach, and reduce the opportunity 
to participate in continuing education.  Some specific gaps in palliative care services and resources were 
raised in several groups including resource and policy barriers to delivering palliative care in long term 
care.   
 
3.3 Financial Burden of Cancer   
The financial burden of cancer experienced by patients was another systemic issue of concern to several 
participants, especially with respect to funding medication coverage for patients at home and those with 
incomes above the $15,720 cut off.  
 
3.4 Access  
Access issues emerged in some groups, especially with respect to geographical barriers and 
transportation difficulties for older patients and those with lower incomes. Distance and time away from 
home may be other factors affecting patients’ decisions regarding treatment. There was some support for 
more chemotherapy and follow-up closer to home to relieve patient burden. 
 
 
4. Awareness of District Cancer Care Program  
Findings are restricted to four groups, with three of these groups having opportunity to explore both the 
overall concept and the medical coordinator role. It is noteworthy that only a few individuals across the 
four groups indicated some knowledge of the proposed program. In subsequent groups, questions on this 
topic were eliminated because previous participants were generally unfamiliar with the concept.  
 
4.1 Funding Concerns   
Some support for the concept of district cancer care was apparent, both explicitly stated with respect to 
the topic and implicit in the context of other discussions concerning access to treatment (chemotherapy) 
and follow-up. However, funding concerns were a predominant theme, with a strong perception that 
district cancer care will require new funding, that existing budgets and resources cannot accommodate 
the further strain anticipated with a shifting of cancer care to the districts. There was also concern that 
districts may be made to assume care without the necessary new resources to make it achievable and 
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with negative impact, i.e. ‘shrinking’ of existing resources. Lack of support for this approach was evident. 
One physician’s comment seemed to summarize group opinion -  “So to talk about district cancer care 
until the funding issue has been addressed…I think everyone’s skeptical that it’s going to fly.” (physician) 
 
The medical coordinator position was perceived to require new funding. Some questions were raised 
regarding the role, and the family physician’s involvement. Separation of clinical and administrative 
functions were also recommended. 
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SECTION 2:  Tertiary Care Focus Group Results 
 
Three multidisciplinary, tertiary cancer care centre focus groups were held in June and July 2002.  
Groups were asked to discuss the role of their centres in relation to the districts and identify and discuss, 
using a nominal group process, the educational needs of health professionals working at the centres and 
in the community.  
 
Participants: 
A total of 27 health professionals from 12 different disciplines participated (Table 6).  The 1-page 
demographic questionnaire was completed by 25 of these participants, 32% of whom were male and 68% 
were female.  Groups were of equal size, and were remarkable in their heterogeneity both within and 
between disciplines.  Seventy-two (72%) of participants indicated that they had specialized training in 
oncology or palliative care and 88% of participants reported that they saw over 10 patients with cancer in 
the last three months (Table 7).  Of the four physicians who participated, two identified themselves as 
oncologists. Nine participants were nurses with experience in a variety of oncology roles, including 
treatment and palliative care. There were 14 other participants from pharmacy, social work, dietetics, 
rehabilitation therapy, spiritual care and other specialized areas of cancer care delivery, coordination and 
administration. The number of years that participants had been practicing in their profession ranged from 
2 to 32 years, with a mean of 16.5 years in practice.   
 
Heterogeneity was evident among the groups. One group appeared to be composed of several members 
associated with care for a particular type of cancer, whereas this was not apparent in the other groups. 
One group did not contain an oncologist’s perspective. Radiation, chemotherapy, pharmacy, and 
administration, managerial and other specialized disciplinary perspectives were not similarly represented 
across groups.  
 
Table 6:  Total number of tertiary participants by health care affiliation 

Professional Affiliation No. 
Physician 4 
Nurse 9 
Pharmacist 2 
Dietitian 1 
Social Work 2 
Spiritual Care/Chaplain 2 
Radiation Therapist 2 
Other 5** 
TOTAL 27 

** includes director of cancer centre, child life specialist, occupational therapist, medical physicist, Atlantic 
coordinator 
 
 
Table 7:  Frequency of cancer patients seen by tertiary participants over the past 3 months  

Number of patients with cancer 
over the last 3 months 

No. Percent 

0 2 8.3 
1-5 0 0 
6-10 1 4.2 
> 10 21 87.5 
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Focus group findings: 
 
Four general topics were explored in the tertiary focus groups: 
 

1. Role of the tertiary care centres (cancer centres) 
2. Educational needs of the cancer centre staff 
3. Cancer centre staff’s perceptions of learning needs of the community health professionals 
4. Meeting educational needs 

 
 
1. Role of the tertiary care centres (cancer centres) 
 
Three tertiary centre roles emerged as prominent themes in the data:  
1.1 Providing, directing/guiding and ensuring up-to-date treatment; 
1.2 Being a resource and providing education; and 
1.3 Linking patients with their home community or other parts of the treatment spectrum.   
The first two roles were expressed in all groups, whereas the third role was explicitly expressed in two 
groups, with some implicit evidence present in the third group. 
 
1.1  Providing, directing and/or guiding, and ensuring up-to-date treatment  
This appeared to be the central role. Support was evident for providing treatment closer to the patient’s 
home, when feasible in terms of resources available in the community. The centre’s role includes 
planning treatment and developing or providing protocols and clinical practice guidelines. Knowledge of 
clinical practice guidelines was a prominent educational need identified for the communities.  Physician 
participants especially described a tertiary centre role in ensuring that up to date treatment is provided 
based on standards. For pediatric cancer care, participation in the Children’s Oncology Network (COG), 
demands compliance with protocols. In one centre, a physician remarked,  
 

“I think too, maybe just expanding on what I said earlier, this really applies to all health 
professions. The most important thing about us a tertiary centre is that we see that optimal 
standards are applied uniformly across the province, and that ‘just ain’t happening.’ ”  

 
1.2  Being a resource and providing education 
Participants expressed an overall willingness to serve as a treatment resource and provide education for 
health care providers in the communities.    

 
“One thing I think that we need to increase knowledge of the communities of available resources 
that are here, and that we’re not perceived of as the ivory tower, cause I’ve heard that at times, 
so that we’re perceived as just willing to share and work with the community and to best enable 
care for the patient and family.”  

 
It was expressed in all groups that communities or peripheral centres vary in their resources and capacity 
to provide treatment. It was also explained that the centre’s role as a resource for treatment will vary 
accordingly, from provision of specific treatments to guidance and consultation. 
 

“… some facilities are just going to use us as a [treatment] resource, and some facilities can 
be…educated more thoroughly. But they’re not all equal.” 

 
1.3  Linking and liaison 
There was also evidence expressed in two groups of a linking role, related to the centre’s overall 
treatment role. This involves connecting patients to care in their home community or other areas of the 
cancer treatment spectrum.  Working relationships and communication appeared important in this regard. 
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2. Educational needs of the cancer centre staff 
 
Data analyses of the nominal group process and group discussion were combined to determine 
educational needs of the cancer centre staff.  The following section reports results predominantly from the 
discussion analysis, while results of the nominal group process are included in the section “Educational 
priorities”, page 32. 
 
The prominent learning needs were:  
2.1 Cancer treatment: Keeping current 
2.2 Teamwork; Roles, responsibilities and effective communication 
2.3 Community resources 
2.4 Other learning needs 
 
Also discussed are: 
2.5 Educational priorities for Cancer Care Staff (as identified in the nominal group process) 
 
2.1 Cancer treatment: Keeping current 
The most prominent educational need, based on the discussion data of the three groups, appeared to be 
keeping current with up-to-date cancer treatment. For the pediatric centre, maintaining COG membership 
was critical in this regard.  The role of networking to maintain current knowledge was prominent in a few 
health professions, especially from the medical, nursing and pharmacy perspectives offered.  A broader 
knowledge base about cancer care was identified as a need by participants from several disciplines.  
 
Detailed information on educational needs related to maintaining clinical expertise was not systematically 
obtained. Some individuals cited specific educational needs (nutritional assessment, psychotherapeutic 
counselling techniques, and lymphaedema prevention and treatment), that pertained to their own 
discipline or their focus on treating particular cancers. Further exploration is necessary to obtain a 
complete understanding of discipline-specific needs. 
 
2.2 Teamwork: Roles and responsibilities of other members of the team 
A better understanding of teamwork, including others’ roles and responsibilities and effective 
communication was an important educational issue expressed among the groups. As one nurse 
remarked: 
 

“I think the one very positive thing we could possibly do for ourselves, is that, as much as we 
espouse multidisciplinary team, interdisciplinary team, most places function loosely as a team, 
and I think we could do a whole lot around making nice, sharp, cohesive, very patient focused 
teams. I think we can do something about that.” 

 
Understanding other team members’ disciplinary roles and responsibilities was a need articulated in two 
groups. This knowledge was perceived to be important for facilitating patient care in terms of knowing  
“who the resources are” within some participants’ own institution and/or in the community. For example, 
radiation therapists with frequent, ongoing patient contact might identify problems and refer patients to 
other team members for assistance, if they were more knowledgeable about others’ roles and 
responsibilities. 
 
Some participants noted a lack of clarity as to who has responsibility for the patient’s care. This was 
raised in the two adult treatment centre groups, and communication may be one contributing factor. 
Information as to who has responsibility for care may not always be adequately communicated to team 
members or to the patient, as the following comments help illustrate: 
 

“And for the patients to know who is directing their care when they leave here, and I mean 
hopefully the physicians that occurs on their last visit.  Who is sort of you know, the main coach in 
your care?  Like is it going to be your family physician, palliative care, cancer centre doctor, like 
who do you call?”   
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This same participant further described, “A lot of times we are getting calls when it should be the 
family doctor and I think people just don’t know who’s doing what.”  

 
Further, there was a perceived reluctance on the part of family physicians in some instances to reassume 
care. An array of reasons were offered by both physician and non physician participants in one adult 
centre group. These included: physicians may feel intimidated related to their lack of knowledge; there 
are complex issues of patient “ownership; ” sometimes family physicians may assume someone else has 
responsibility once referral is made; and there is inadequate reimbursement for dealing with time 
consuming problems. 
The limited data available suggested that clarifying and understanding roles and responsibilities in patient 
care is a multifaceted issue. Interestingly, clarity was not raised as a problem in the IWK group, which 
also described explicit communication between the centre’s team members and professionals in the 
community.  
 
Problems with some communication channels were noted in other groups (e.g. family physicians not 
reading dictated notes; information not quickly available when responding to calls from palliative care 
patients at home).  Overall, data indicated that communication is both a systemic and educational issue. 
As one participant summarized, “what we really need to work on [is] on the communication channels and 
getting people to contact each other.”  
 
2.3 Community resources 
Knowledge of community resources to facilitate patient and/or family access to supports when they return 
home (e.g. financial and psychosocial) was another tertiary centre educational need, expressed in two 
groups. The importance of this need was most extensively discussed in the IWK group in the context of 
shared interdisciplinary care. This group also noted that sometimes supports or resources are assumed 
to exist when they in fact do not, and that advocacy for pediatric resources is needed.   Also, it was 
suggested that specialists and family physicians should encourage their patients to use the toll free 
Cancer Information Service, since some patients may not return to the family physician before their 
contact with the centre.  
 
2.4 Other learning needs 
Other identified needs, less extensively discussed, included palliative care, patient communication 
(conveying bad news and communicating with patients in end stages), psychosocial, family and spiritual 
care.  
 
 
2.5 Educational priorities of Cancer Care Staff (as identified in the nominal group process) 
The nominal group prioritizing exercise reinforced the educational needs identified through the focus 
group discussion process.  The educational priorities for health care professionals working in tertiary care 
centres are listed below for each of the three cancer centres: 
 
QEII Cancer Care Centre 
(1) The majority of participants indicated that they need to increase their knowledge about treatment & 

follow-up.  Specific topics identified were: basic oncology information; medical terms, and 
implications of diagnosis and prognosis on psychosocial aspects of patient’s life. 

(2)  An increased awareness of the cancer process and an understanding of others’ roles were also 
identified as priorities.   Health care professionals indicated that they need a better understanding of 
the process from diagnosis to treatment to palliative care. 

 
Cape Breton Cancer Centre 
(1) Psycho-social needs were identified as the educational priority for this group.  Specific topics 

included: recognizing and providing for spiritual needs, giving bad news to patients, and supporting 
patients after they receive bad news. 

(2) Treatment & follow-up – focus group participants indicated that more education is needed in the 
administration and side effects of chemotherapy, and in pain management. 
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IWK Cancer Centre 
(1) Patient needs and resources: The top educational priority for this group was an increased awareness 

and knowledge of patients’ home life, family and community, and the resources available in that 
community to assist them when they return. 

(2) Treatment & follow-up was also rated as a prominent educational need.   This includes keeping 
current with up-to-date information on the complete spectrum of patient needs (i.e., treatment, 
diagnosis, psychosocial and supportive care, and oncological emergencies).   

 
 
3. Cancer centre staff’s perceptions of learning needs of the community health professionals 
  
Tertiary care groups were also asked to identify and discuss their perception of the learning needs for 
community health professionals caring for cancer patients.  The prominent learning needs were: 
  
3.1 Treatment and follow-up care, including pain and symptom management 
3.2 Knowledge of tertiary centre resources 
3.3 Awareness of community resources 
3.4 Other learning needs 
 
Also discussed are: 
3.5 Cancer Centre staff’s perceptions of educational priorities for community health professionals (as 

identified in the nominal group process) 
 

3.1 Treatment and follow-up care, including pain and symptom management 
Educational needs with respect to cancer treatment in the community were identified in the following 
areas: clinical practice guidelines and/or protocols, chemotherapy, pain and symptom management, 
radiation therapy, and knowledge of tertiary centre resources.   
 
Educational needs pertaining to pediatric treatment were discussed in two groups, and needs related to 
chemotherapy and supporting children and families through the process were identified.  Some 
participants raised that not all centres had the necessary teams in place to deal with pediatric cancer.  
(please refer to Appendix H section 5.2.2 for specific pediatric needs) (see footnote  5)  
 
In each group, clinical practice guidelines, or in the case of the IWK, COG standards and protocols, were 
clearly identified as the foundation for treatment and were an important educational need. 
 

“But [another participant] is right, there needs to be more education around clinical practice 
guidelines for all disciplines and particularly, in cancer care best practices […]. We said they 
needed to be shared more, there’s not a lot of people [who] understand what clinical practice 
guidelines are, and what ones are out there governing practice…”   

 
 
3.2 Knowledge of tertiary centre resources 
Across groups, an increased awareness and understanding of tertiary centre resources was an identified 
educational need for professionals working outside the centre, particularly physicians and nurses.   
 
In pediatric cancer care, the use of the IWK as a referral centre was emphasized for 1) diagnosis with its 
specialized expertise and ancillary studies (important since diagnosis is the foundation for treatment), 2) 
treatment as part of the Children’s Oncology Network, and 3) as a “back up” resource. 
 
Participants communicated an awareness that professionals in the community did not always know what 
happens at the centre (e.g. radiation therapy), and they expressed considerable interest in helping them 
become more familiar with the centre. Ways suggested to increase awareness included: practicums or 
                                           
5 The complete Tertiary Care Detailed Report (Appendix H) is available upon request from CCNS.  Please contact 
Anne Murray at (902)473-3781 or email at anne.murray@ccns.nshealth.ca. 
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specific educational experiences (e.g. chemotherapy), open houses, virtual tours, videos, and pamphlets. 
Some participants indicated some resources were presently under development. 
 
3.3 Awareness of community resources 
One group identified improved knowledge about other supportive resources, such as those offered by the 
Canadian Cancer Society, especially the toll-free contact number, as an educational need.  Community-
based providers could help their patients access resources earlier in treatment, receive information, and 
experience less anxiety.   
 
3.4 Other learning needs 
Other educational needs included palliative and spiritual care; however these needs were not discussed 
in depth. 
 
3.5 Cancer Centre staff’s perceptions of educational priorities for community health 

professionals (as identified in the nominal group technique) 
The nominal group prioritizing exercise reinforced the educational needs identified through the focus 
group discussion process.  The educational priorities for health care professionals working in the 
community, according to cancer care staff at the three tertiary centres, are listed below (refer to Appendix 
F for the complete nominal group results by centre): 
 
QEII Cancer Care Centre 
(1) The majority of participants indicated that community health professionals need to increase their 

knowledge about understanding others’ roles in the cancer process and patient navigation.  Patients 
need to know who is directing their care and who they should call when they have questions or 
problems. 

(2)  An increased awareness of available resources was also identified as a priority.  Cancer centre staff 
felt that community health care professionals need a better awareness of the resources and services 
available to patients in their own community. 

 
Cape Breton Cancer Centre (same as for cancer care staff) 
(1) Psycho-social needs were identified as the educational priority for community health professionals.  

Specific topics included: recognizing and providing for spiritual needs, giving bad news to patients, 
and supporting patients after they receive bad news. 

(2) Treatment & follow-up – focus group participants indicated that more education for community health 
professionals is needed in the administration and side effects of chemotherapy, and in pain 
management. 

 
IWK Cancer Centre 
(1) Awareness of facilities and resources available at the IWK, as well as the roles of the various cancer 

care staff.  Community health professionals need to know when to ask questions and who to ask at 
the IWK. 

(2) Formal education about the communication system between the IWK and Community, and how 
pediatric oncology differs from adult oncology. 

(3) Treatment & follow-up.  Specific topics identified were: learn what to expect following treatment; 
anticipate treatment outcomes; how to assess and identify oncological emergencies, and know when 
to refer back to IWK.   

 
 
4.  Meeting Educational Needs 
 
Groups variably explored meeting educational needs. Limited information was obtained on 
interdisciplinary education. Participants identified some means to reach out to the community, including 
strategies to increase awareness of the centre’s resources, Telehealth and ‘traveling teams’ or ‘road 
shows’.   
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4.1   Reaching community professionals 
Ways to reach out to the community professionals included ‘traveling teams’ or ‘road shows’ and 
Telehealth. 
 
 ‘Traveling teams’ or ‘traveling road shows’ were discussed in all three groups as a means to provide 
education in the communities, though there are resource considerations in terms of staffing and financing 
such an initiative.   
 
Telehealth was raised as a means to provide education and to facilitate transfer of patient care to the 
community.  However, some limitations were cited and included: frustrating, poor quality reception and 
inconvenient times and locations. As well, it was suggested that Telehealth does not meet the learner’s 
need to network with the educator in the same way as face to face conferencing. Similarly, the IWK group 
noted with cutbacks, there is now less travel to the patients’ home community, and some interest was 
expressed in evaluating direct contact and Telehealth transfer.  
 
4.2   Networking  
Networking to keep current was prominent in two groups and across disciplines. The IWK group 
emphasized networking with other COG members. There was also some interest expressed in the IWK 
group in exchanging experiences and approaches with adult cancer treatment providers.  The Cape 
Breton group advocated sharing among other treatment centres, especially with respect to practice 
guidelines. This group suggested a regular continuing education opportunity with their Halifax 
counterparts (such as a symposium), possibly rotating the location.  

 
The following comments illustrate concerns that reduced education budgets will reduce opportunities to 
network, which serves as an important means to update knowledge about treatment and resources.  

 
“…when budgets are being cut, they seem to cut the ability to be able to network, and it’s essential 
that individuals are able to network, and that networking provides often time essential contact for work 
that’s being done in the hospital as well as up date individuals on a day to day basis…” (physician) 
 
“…sometimes local conferences and networking -- you start to see channels that you never knew 
existed, and that is […] the benefit. And that is one of the things that does get cut is conferences and 
the education, but that’s the part that opens up those networks and makes you increase your 
awareness.” (nurse) 

 
4.3  Interdisciplinary education  
Interdisciplinary education was not addressed directly by the groups, but some discussions contained 
interdisciplinary content.  The limited data suggested there were both positive and negative experiences 
with interdisciplinary education. Sharing conferences and other educational opportunities was discussed 
in very positive terms across disciplines in one group. e.g. “It’s also a good thing for us a team.”  
Attending oncology grand rounds helped meet the information needs of some nurse participants, who 
indicated other disciplines could also benefit, particularly if the presentation was adjusted to make content 
more easily understood. Discussion also indicated attitudinal barriers are sometimes encountered with 
respect to including non physicians in physician oriented events.  
 
4.4   Barriers to CE 
A prominent theme across all groups was the resource constraints that participants and the community 
experience first hand, and affect continuing education by posing barriers to educational opportunities and 
involvement. Several examples of the interrelated time and human resource barriers were described by 
participants. One participant pointed out, 
 

“But without the time, and in order to have the time you need personnel, in order to have 
personnel, you need the money. So they all link together. If you have the money, personnel, time 
then a lot of the other educational issues, the follow up, the community care, the models we are 
talking about then fit into place.”  
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DISCUSSION AND LIMITATIONS 
 
The community focus group findings, based on multidisciplinary perspectives, highlight the 
interrelationships between continuing education, cancer care delivery, and systemic contextual factors. 
These factors include resource limitations, geographical barriers, and cancer care system communication 
and coordination problems. These interrelationships suggest for these participants, that updated cancer 
knowledge will be acquired and used more easily and effectively, if systemic issues are addressed 
simultaneously. Knowledge related to treatment and resources for patients may have a synergistic 
potential to facilitate “seamless” patient care if system wide communication and coordination is improved.  
Interdisciplinary education may also play a role in this respect, particularly for appropriate topics or areas 
that are conducive to multidisciplinary approaches. The significant resource barriers that constrain the 
delivery of health care in the districts will need to be considered in planning new models of cancer care 
delivery and continuing education initiatives.  
 
The tertiary centre focus groups provided information to enrich an understanding of participants’ 
perceptions of tertiary centre role, their own cancer educational needs and those of health care providers 
in the community.  For these participants, the central role appeared to be providing, directing/guiding and 
ensuring up to date cancer treatment. Associated with that role are important resource and educational 
roles. Linking the patient with the community is another aspect of the overall tertiary centre role.  
 
Knowledge of up to date treatment is a perceived need for both tertiary centre and community providers.  
Aspects of team work, such as understanding roles and responsibilities and effective communication is an 
educational issue associated with delivering cancer care closer to patients’ homes. This was particularly 
apparent in one group articulating a model of shared, interdisciplinary care.  For community providers, 
knowledge of tertiary centre resources is another educational focus.  A willingness to reach out to 
communities was evident among participants, though resource constraints were noted.  As reported in the 
community focus groups, health care professionals in the tertiary care centres also indicated that 
significant interrelated time, human resource and funding resource barriers affect educational involvement 
and opportunities. 
 
Some inherent limitations in these results need to be considered prior to developing and implementing 
recommendations.  First, qualitative findings are specific to the participants and groups involved and are 
not generalizable in the quantitative research sense.  Second, the nominal group process tends to limit 
discussion and hence, the data available for qualitative analysis. 
 
And finally, the range and depth of the data obtained was probably affected by the heterogeneity within 
and between groups.  Homogeneity is usually recommended for focus groups to facilitate comfortable 
discussion among compatible participants, with heterogeneity appropriate in instances where interaction 
between groups is an area of interest.1 In this case, the interest in district cancer care models and 
interdisciplinary education appears to support the use of heterogeneous, interdisciplinary groups. The 
respectful sharing of information and friendly banter among participants suggest that participants were 
comfortable enough with each other to engage in the discussions. Nonetheless, it is still possible some 
participants, in the presence of others possessing different power and authority within their working 
relationships, may not have felt comfortable to freely comment on continuing education needs or system 
barriers they may perceive either within or outside their own discipline.   As a result, findings may not 
completely portray all themes or significant factors related to a specific topic.   
 
The impact of these limitations is lessened because the focus groups were only one data collection tool in 
the needs assessment process. The entire needs assessment was a comprehensive study including: 
questionnaires completed by family physicians, community specialists, nurses, pharmacists and radiation 
therapists; interviews with oncologists, and interdisciplinary focus groups in each district health authority 
and tertiary care centre. Results of each component of the study have been found to be generally 
consistent, and the use of different methods adds to the strength of the study.  Consequently, these 
findings together offer a comprehensive view of health professionals’ perceived education needs in 
cancer care. 
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OVERALL CONCLUSIONS 
 
Findings of the 10 community focus groups and three tertiary care centre focus groups supported similar 
themes.  Conclusions included the following: 
 
Educational needs of community health professionals 
Prominent learning needs, as identified by community professionals themselves and supported by 
perceptions of the tertiary care health professionals, included:  
 
1. Treatment and follow-up care, including pain and symptom management. This need was strongly and 
extensively expressed across all groups and disciplines.  Community health professionals need 
knowledge of their patients’ (both adults and children) treatments and anticipated side effects, practice 
guidelines for continuing care, and, particularly, knowledge of appropriate pain and symptom 
management measures.  Specific educational needs identified were: 

a. Treatment 
• The latest and most effective treatments; i.e., “We need someone to tell us…”this is what’s 

current, this is what we know, this is what you can do”” 
• Knowledge of and access to treatment guidelines, treatment protocols and standards of care; 
• Chemotherapy and treatment of its side effects, including appropriate medications; and  
• Lines & pumps – caring for portacaths, PICC lines, Hickman lines and CADD pumps. 
 
b.  Pain and symptom management, encompassing cancer symptoms, management of side effects 
and palliative care; e.g.: 
• Pain management in treatment, follow-up and palliative care; 
• Changing physicians’ ordering practices and improving nursing approaches; 
• Increased knowledge of pain and other medications (e.g., anti-emetics and “magic 

mouthwashes”); and 
• Nutrition information, especially to assist in counselling patients with disease symptoms or 

treatment side effects. 
 
c.  Complimentary & alternative therapies - knowledge about the different types of therapies, their 
pros and cons, and nutritional aspects. 

 
2. Available resources and supports and how to access them for patient care.  Every focus group 
highlighted knowledge gaps concerning resources for patients. These included both resources available 
at the tertiary care centre and in the patient’s community, and provincial and national resources, such as 
the toll-free Canadian Cancer Society information line.  
 
3. Teamwork: Roles and responsibilities of other members of the team This includes knowledge of other 
team members’ expertise and how they can contribute to cancer patient care, both within communities 
and tertiary care centres.  This need was expressed across all disciplines. 
 
4. Patients’ navigating the system. This is an understanding by health professionals of the cancer care 
system and how patients have to navigate it, so that community health professionals can provide them 
with appropriate information and support. Especially important is an understanding of patients’ treatment 
‘road map’ and their experience at the cancer centre.   
  
5. Psychosocial care and patient communication. All groups discussed aspects of psycho-social care and 
identified learning needs related to understanding the patients’ needs and emotional responses, and 
being able to communicate appropriately and provide emotional support. 
 
Educational needs of tertiary care health professionals 
Prominent learning needs, as identified by tertiary care health professionals themselves included: 
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1.  Cancer treatment.  The most prominent educational need, based on the discussion data of the three 
groups, was keeping current with up-to-date information about cancer treatment, and maintaining clinical 
expertise.  For the pediatric centre, maintaining membership with the Children’s Oncology Network (COG) 
was critical in this regard. 
 
2.  Teamwork: Roles and responsibilities of other members of the team.  A better understanding of 
teamwork was an important educational issue expressed among the groups.  This includes understanding 
other team members’ disciplinary roles and responsibilities, and how to effectively communicate with 
them.   This knowledge was perceived to be important for facilitating patient care in terms of knowing 
“who the resources are” within some participants’ own institution and/or in the community. 
 
3.  Awareness of community resources.  Knowledge of community resources to facilitate patient and/or 
family access to supports when they return home (e.g. financial and psychosocial) was another tertiary 
centre educational need, expressed in two groups. 
 
Role of tertiary care centres 
All three groups indicated that the tertiary centres play three main roles: providing, directing/guiding and 
ensuring up to date treatment; being a resource, and providing education.  Another role, related to the 
centre’s overall treatment role was linking patients with their home community or other parts of the 
treatment spectrum.   
 
Meeting educational needs in the community 
Methods and strategies for meeting the educational needs of the community were discussed by the 
community health professionals.  Tertiary care health professionals commented on their role in meeting 
these needs.  The suggested methods included: 
  
1. Short, local sessions.  All groups and disciplines expressed a strong preference for short sessions, 

delivered locally and/or regionally and planned with sensitivity to local conditions.  Some participants 
also indicated that local expertise and resources should be used more frequently. 

 
2. Case study approaches received significant attention and positive appraisal from some groups and 

disciplines.  Case study methods are beneficial due to their adaptability to many delivery mechanisms 
and formats, including print resources, inservices, study groups, the Internet, Telehealth, and 
workshops.  Also, they are ideal for interdisciplinary sessions. 

 
3. There was no clear preference regarding distance continuing education delivery mechanisms.  

Telehealth and the Internet received mixed reviews.  Telehealth, while improving access was 
perceived to have at least two limitations: videotaping restrictions and a reduced amount of 
interaction.  Some participants viewed the Internet as a means to more easily access protocols and 
guidelines. 

 
4. Interdisciplinary continuing education appeared to be endorsed in principle by some participants, but 

its acceptability would depend to some extent on the topic.  Palliative care emerged most clearly as a 
suitable topic for interdisciplinary education. 

 
5. The tertiary care health professionals expressed an overall willingness to serve as a treatment 

resource and provide education for health care providers in the communities.  Participants identified 
some strategies for reaching out to the community, these included Telehealth and ‘traveling teams’ or 
‘road shows’. 

 
Systemic issues and barriers in continuing education and cancer care  
All groups and disciplines indicated that significant issues and barriers impede their ability to provide 
optimum care and participate in continuing education programs.  These include: 
 
1. Communication between the communities and cancer treatment centres.   Communication issues 

were identified in all but one community focus group. Poor flow of information from the cancer centre 
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regarding the patient’s condition and treatment, including untimely reports was noted by a number of 
participants.  Delays, duplication or missed follow-up were described as impacts.  Sometimes 
community physicians and other health professionals have to rely on the patient for information.  Also, 
the need for clearer guidelines was expressed, regarding who checks what, when and how. 

 
2. The inter-related systemic issues of funding, human resource and time limitations (i.e., lack of 

coverage, loss of income for physicians and lack of paid educational leave for salaried health care 
workers) were identified as barriers to both patient care and continuing education. 

 
3. The financial burden of cancer care to patients was of concern in several groups. Inadequate financial 

coverage for medications was emphasized.  
 
4. To reduce the barriers that impede patients’ access to care, some suggested providing   

chemotherapy and follow-up services closer to home. 
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RECOMMENDATIONS 
Conclusions derived from the interdisciplinary focus groups reflect those resulting from the profession-
specific needs assessment surveys reported earlier, for family physicians and community specialists, 
nurses and pharmacists ( see footnote 6).  Hence, recommendations support those arising from these 
earlier studies, and readers are referred to those reports for complementary and additional data and 
results.  Recommendations are presented under two headings: 

1. Educational needs and preferred ways of learning  
2. Systemic issues influencing cancer care 

 
Educational needs and preferred ways of learning 
Focus group discussions reinforced many of the educational needs identified in the earlier needs 
assessment studies, and recommendations are consistent with those. It is recommended that their 
implementation be guided by the CCNS Education Advisory Group. 
 
1. For community health professionals begin to develop and implement programs that address the 

priority learning needs identified in the conclusions (refer to conclusion #1 for the community health 
professionals).  These included treatment and follow-up care including pain and symptom 
management and complementary and alternative therapies, patients’ navigation of the system, 
available resources and supports, teamwork, psycho-social care and patient communication. 
 

2. Begin to respond to the more specialized learning needs of tertiary care health professionals: 
• Cancer treatment: Keeping current as tertiary care providers  
• Teamwork: Roles and responsibilities of and effective communication with other members of the 

health care team. 
• Community resources:  Knowing what’s available for patients when they return home 

 
3. Implement educational programs and supports using the preferred methods: 

• Use short, local programs 
• Use case studies as they can be adapted to many teaching formats; e.g., face-to-face sessions, 

videoconferencing, Internet, self-study. 
• Further explore using telehealth/ videoconferencing and the Internet for educational programs. 
• Explore using interdisciplinary approaches to education for appropriate topics; e.g., palliative 

care, communication, pain and symptom management. 
 
Systemic issues influencing cancer care.   
Although systemic issues were not the focus of the discussions, each group addressed them and 
identified them as priorities for improving both cancer care and cancer care education.  (Several are also 
identified as learning needs in the preceding section, “Educational needs”.) 
 
1. Respond to gaps and inefficiencies in communication and information-sharing among members of the 

health care team, with particular emphasis upon increasing communication between tertiary care 
centres and community health professionals. (It is recognized that the three tertiary care centres differ 
with respect to the extent of this problem, and readers are referred to the full text of the two focus 
group reports for more detail.)  (see footnote  7) 
a. Establish an interdisciplinary collaborative working group representative of tertiary care health 

professionals (oncologists, nurse, pharmacists, etc), community health professional (family 
physicians, community specialists, nurses, pharmacists, etc) and patients to: 

• Explore gaps in communication addressed in the CCNS needs assessment studies, 
clarify issue and perspectives, recommend strategies, coordinate and oversee their 
implementation, and monitor and evaluate progress using a quality improvement model.  

                                           
6 The complete Physicians, Nurses, and Pharmacists Needs Assessment reports are available upon request from 
CCNS.  Please contact Anne Murray at (902)473-3781 or email at anne.murray@ccns.nshealth.ca. 
7 The complete Community Detailed Report (Appendix G) and the Tertiary Care Detailed Report (Appendix H) are 
available upon request from CCNS.  Please contact Anne Murray at (902)473-3781 or email at 
anne.murray@ccns.nshealth.ca. 



Interdisciplinary Focus Groups, Final Report 
February 2003 

Cancer Care Nova Scotia and Dalhousie Office of Continuing Medical Education 38

• Explore specific options for enhancing communication among tertiary care and 
community health professionals, such as ensuring that community physicians are 
represented on CCNS site teams, using “checklists’ or other simple communication tools 
when patients return to the community. 

• As part of this work, identify, clarify and educate all members of the cancer care team 
about the respective roles and skills of team members. 

 
b. Respond to patients’ difficulties in navigating the cancer care system and to the lack of health 

professionals’ knowledge about their patient’s cancer care journey.  The latter prevents them from 
supporting patients adequately during their cancer care. 

• Explore options related to developing a patient “roadmap” or “journey map” which would 
identify the steps involved in each individual patient’s “journey” and the health care 
professionals involved and their roles.  This model could be tested and evaluated in one 
district. 

 
c. Designate one staff person, knowledgeable about the health care system and cancer care, to 

guide the processes identified above related to communication among the health care team.  This 
is a large task, and may require hiring or contracting an additional staff person. 
 

2. Increase awareness of and access to resources for both tertiary care and community cancer care 
health professionals and their patients.  This also includes resources available both through the 
community and in tertiary care centres. 

 
3. Address, as possible, systemic barriers to continuing education – insufficient staffing, insufficient time, 

and lack of financial support for education.  
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APPENDIX A: Community Focus Group Questions 
 
1. What are the educational needs and priorities for health care professionals in this district 

(knowledge, skills, attitudes)? 
Prompts: 
• Do you see particular education needs for health professionals in: 

o Communication 
o Screening (i.e., breast and cervical cancer; digital rectal examination) 
o Appropriateness of work up tests before referral 
o Diagnosis 
o Pain management 
o Side effects 
o Medication 
o Palliative care 

 
2. Interdisciplinary education 
• Do you have experience with interdisciplinary learning?  
• What are your attitudes/thoughts about interdisciplinary education for cancer care? 
• What are the characteristics/criteria required for interdisciplinary learning to work? (e.g., opportunity to 

discuss common problems) 
• What types of knowledge or skills would be appropriate for interdisciplinary education? (i.e. pain 

management, supportive/palliative care, cancer prevention education) 
 
3. Learning preferences 
• What learning methods would be best to meet your educational needs? (i.e. skills workshops, 2 day 

symposium, telehealth, Internet)  Try to be creative 
• Where would you prefer to attend education programs? (in your health district or in a central location?) 
• What types of education issues and barriers does your health district encounter (i.e., geographic barriers, 

rural issues, demographics)? 
• What community and educational resources are available to health care professionals in this district? 
• Are there specific resources you feel you should have in your community for cancer care, but don’t currently 

have? 
 
4. District Cancer Program 
• Have you heard of the District Cancer Program? 
• Could this help resolve the barriers you identified? 
• What do you see as your role in this model? 
• Would a part-time Medical Coordinator with specialized education in cancer care be of assistance in your 

district? 
• What do you think this person’s roles should be? (chemotherapy, advice concerning side effects, liaison with 

hospitals) 
• Would another administrator/coordinator position also be helpful? 
  
5. Final comments 
• Anything that we’ve missed?  
• Anything you would like to add? 
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APPENDIX B:  Tertiary Care Focus Group Questions 
 
1. What do you see as the role of the tertiary care cancer centres in relation to the District Health Authorities 

(DHA) – regional hospitals, community based care - in providing cancer care to Nova Scotians? 
 
2. Based upon your perspective as a health care professional in the cancer care centre, what are the needs or 

gaps in care that you see that might be addressed by education (knowledge, skills, attitudes)? 
• Please identify 3 educational needs specific to you and health care professionals in the cancer centre.  
• Please identify 3 educational needs specific to those who provide cancer care in the DHAs  (based 

upon the patients referred to your center and the assistance requested of you by community health 
professionals) 

(record this info on the worksheet, indicate all the professions for whom this is a need).  
 
Prompts (only use if participants haven’t mentioned these topics): 

• Do you see particular education needs for health professionals in: 
o Communication 
o Screening (i.e., breast and cervical cancer; digital rectal examination) 
o Appropriateness of work up tests before referral 
o Diagnosis 
o Chemotherapy (Medication? Is this chemotherapy?) 
o Pain management 
o Side effects   
o Palliative care 

 
3. Educational needs of health professionals at the cancer centre  (record on flip chart). 

• What are your top 3 educational needs? 
• What types of education issues and barriers do you face at this centre?  
• Are there specific educational resources you feel you should have available to you, but don’t currently 

have? 
 
4. Educational needs of community health professionals (record on flip chart). 

• What do you perceive as the top 3 educational priorities for health care professionals who provide 
cancer care in the community?   

• What do you see as the role of health care professionals at the cancer centre in meeting the educational 
needs of the communities? 

• What resources and supports do you need to do this? 
•  In what other ways could these educational needs be met? 

 
5. Interdisciplinary education 

• What has been your experience with interdisciplinary learning?  
• What are your impressions about the value or usefulness of interdisciplinary education for cancer care? 
• What types of knowledge or skills would be appropriate for interdisciplinary education? (e.g. pain 

management, supportive/palliative care, cancer prevention education) 
• What are the characteristics/criteria required for interdisciplinary learning to work? (e.g., opportunity to 

discuss common problems) 
6. Final comments  

• Anything we’ve missed?  
• Anything you would like to add? 
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APPENDIX D: Nominal Group Worksheet  

 
WHAT ARE THE EDUCATIONAL NEEDS AND PRIORITIES FOR HEALTH CARE PROFESSIONALS IN THIS DISTRICT? 

 
Please list a minimum of 3 suggestions (for yourself and/or for others) and indicate the health care provider(s) for whom this is an educational need, on 
the table below. 
 

Health Care Provider 
 

 
 
 
EDUCATIONAL NEED(S) 

Family 
Physician 

Specialist 
Physician 

Nurse 
(indicate 
specialty) 

Pharmacist Social 
Worker 

Dietitian Other 
(please 
specify) 

1. 
 
 

       

2. 
 
 

       

3. 
 
 

       

4. 
 
 

       

5. 
 
 

       

6. 
 
 

       

7. 
 
 

       

8. 
 
 

       

9. 
 
 

       

10. 
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