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1.0 Executive Summary

Introduction:

Cancer patients are often treated with radiation and systemic therapy; while outcomes are
improved, both these treatment modalities carry risks of toxicities, many of which are expected
and, in some cases, preventable. The lack of alternative models for timely toxicity management
support have resulted in the ED becoming the default setting for addressing symptoms during
treatment, despite its unsuitability for this purpose. For instance, within the ED, there is an
increased risk of immunocompromised patients being exposed to infections and illnesses, as well
as limited side-effect management expertise among care providers. Effective management of
treatment-related side effects and symptoms in care settings other than the ED may contribute
to optimizing acute care utilization and improving the quality of life for patients.

Approach:

Recognizing the need for appropriate toxicity management for Ontario’s patients with cancer, a
Toxicity Management Advisory Committee (TMAC) was established in December 2016 to provide
guidance on the recommended areas of focus for formulating the provincial approach. The
primary responsibility of TMAC was to develop the recommendations that would serve as the
foundation for CCO to build a comprehensive, system-level approach to toxicity management
across the province. These recommendations will serve as a guiding framework for future
toxicity management planning and implementation by CCO and the Regional Cancer Programs,
which will tailor the operationalization of recommendations per regional/local contexts. This
report summarizes the approach undertaken to develop the TMAC recommendations, and the
interventions for implementation.

Recommendations:

To enable the development of a standardized and comprehensive approach to toxicity
management across the province, TMAC formulated eight recommendations for executive
review by CCO. These consensus-based recommendations address focus areas such as
implementing solutions for engaging patients and families, improving access to timely support,
targeting high-risk patients for additional toxicity management support, and enabling effective &
coordinated multidisciplinary teames.

1. Patients should be provided with ongoing self-management training and support tailored
to their own needs. Providers should receive training to deliver self-management support
to patients based on provincial self-management standards.

2. Patients and their caregivers should be provided with evidence based and up-to-date
patient education. This education should be provided in a health literate manner, using
proven adult education techniques.



3. Patients should have the option to capture and report their symptoms and/or side effects
with the expectation of a timely response and guidance from a knowledgeable provider
specific to their needs should the severity of their symptom report require it.

4. Patients should have access to remote toxicity and symptom management advice from a
knowledgeable provider (e.g. tele-triage).

5. Facilities providing systemic and/or radiation therapy should have an urgent care process
in place for patients who require an urgent assessment during regular clinic hours,
extended or after hours, or on weekends/holidays.

6. CCO should develop a standardized process/tool for stratifying patients by toxicity risk.
High risk patients should be offered the opportunity to participate in standardized
proactive toxicity management protocols (e.g. call-back program).

7. The roles and responsibilities of team members should be defined and communicated to
patients and team members both within and outside of the cancer program such as
oncology, ED, and Primary Care Providers.

8. CCO should provide tools for providers (including Primary Care and ED) to support the
dissemination of best practices in symptom and toxicity management.

Future Direction:

These final recommendations are intended to serve as a guiding framework for a provincial
approach to toxicity management. As such they are not intended to be prescriptive, but rather
allow for regional adaptation based on local and contextual needs. Next steps will involve
executive review and approval by CCO and prioritization of recommendations for development
and implementation. Recognizing the far-reaching impact of appropriate toxicity management
for Ontario’s cancer patients, CCO’s toxicity management initiative, which stemmed out of a
System Treatment Provincial Plan (2014-2019) strategic priority, grew into a multi-program
quality improvement initiative (MPQIl). The recommendations developed by TMAC will serve as
the foundational pieces for the MPQIl and guide the direction and prioritization of deliverables.



2.0 Introduction

Background

Radiation and systemic therapy are frequently used to treat oncology patients and to improve
outcomes. However, both these treatment modalities carry risks of toxicities, many of which are
expected and, in some cases, preventable. In addition, treatment related side effects may cause
patients distress and impact their quality of life, which can be exacerbated by the lack of
appropriate support for toxicity management.

Evidence suggests that patients often use acute care hospitals while on cancer treatment to
address treatment-related side effects and symptoms, such as neutropenia, fever, infection,
pain, and weakness.! Population-based studies from Ontario, as well as outside of Canada,
indicate that emergency department (ED) visits and hospitalizations are common among patients
receiving systemic therapy and/or radiation, with rates higher than those reported in clinical
trials.? A study of women with early stage breast cancer receiving adjuvant chemotherapy found
that patients receiving chemotherapy were significantly more likely to have acute care visits than
matched non-cancer patients.®> Unplanned hospital visits are also common among oropharynx
cancer patients undergoing radiation treatment in Ontario. Although evidence (Appendix A: ED
Backgrounder) suggests that some of these side effects can be managed or even prevented
outside of the ED, patient interviews conducted by Cancer Care Ontario (CCO) revealed that
patients are often advised to go to the ED by providers. The lack of alternative models for timely
toxicity management support have resulted in the ED becoming the default setting for
addressing symptoms during treatment. Effective management of treatment-related side effects
and symptoms in care settings other than the ED may lead to better acute care and improved
quality of life.

At a system-level, implementing a coordinated toxicity management framework across the
province aligns with a number of the Ontario Cancer Plan (OCP) IV goals, such as quality of life,
integrated care and sustainability. As part of its key priorities, the System Treatment Provincial
Plan (STPP) 2014-2019, which focuses on advancing the quality and safety agenda in systemic
treatment in Ontario, has also articulated the need to decrease emergency room utilization
through enhanced toxicity management, and to enhance coordination and communication to
improve person-centred care.

A number of CCO initiatives have laid the foundation for developing a provincial toxicity
management approach. For instance, the current state survey of systemic treatment facilities
conducted in 2016, highlighted that while many treatment facilities have some form of
telephone support available to patients during the day, less than 50% of facilities provide
telephone support afterhours. Launched in September 2015, the New Ambulatory Models of
Care (NAMoC) initiative partnered with health care organizations to identify, evaluate,
implement and spread innovative, patient-centred, sustainable ambulatory models. The goals of



this initiative were to (1) improve symptom management, (2) improve access to care, (3)
optimize nursing scope of practice, and (4) improve healthcare resource use. The initiative
provided insights into how different multidisciplinary team-based models of care could facilitate
better access to symptom management during cancer treatment, particularly through optimizing
the role of nurses. The annual 2015 and 2016 Systemic Treatment Quality & Safety Symposia
revealed that both patients and providers recognize the need for timely access to credible
information for toxicity management. These initiatives showed that patients are interested in
receiving more tailored information and support for toxicity management, including electronic
symptom/self-management tools, which have shown clinical benefits among cancer
populations.®>* > The emphasis on measuring, reporting and using patient reported outcomes to
improve patient-centred care has also been highlighted by the Patient Reported Outcomes
(PROs) and Symptom Management Program Strategic Framework 2016-2019.

Toxicity Management Advisory Committee

Recognizing the benefits of appropriate toxicity management for Ontario’s patients with cancer,
a Toxicity Management Advisory Committee (TMAC) was established in December 2016 to
provide guidance on formulating the provincial approach (Appendix B. Terms of Reference)

TMAC comprised of twenty-nine internal and external multidisciplinary stakeholders from each
LHIN (Appendix C: Membership). The primary responsibility of TMAC was to develop
recommendations that would serve as the foundation for CCO to build a comprehensive, system-
level approach to toxicity management across the province. These recommendations will serve
as a guiding framework for future planning and implementation by CCO and the Regional Cancer
Programs, which will tailor the operationalization of recommendations per regional/local
contexts. This report summarizes the approach undertaken to develop the TMAC
recommendations, and the areas of focus for implementation.



3.0 Approach

The Advisory Committee met on a monthly basis from December 2016 to December 2017. The
committee used a quality improvement framework to produce recommendations that could
then be further built out and adapted by CCO and the Regional Cancer Programs as part of
implementation. Figure 1 illustrates the steps taken to create and achieve consensus on the final
set of recommendations

Figure 1. TMAC Process Overview
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As a first step, the committee examined reasons for treatment-related ED visits and patient
experience with their symptom management among systemic and radiation treatment patients.
This helped the group better understand and substantiate the requirements of a well-
coordinated, multi-pronged approach to addressing toxicity issues across the province.

Having built a comprehensive contextual foundation, the committee then reviewed a maturity
map (Appendix D: Maturity Map), which was created based on the clinical consensus and
strategic vision of internal partners. Specifically, the maturity map was used by the committee to
facilitate discussions on the current state of toxicity management in Ontario and envision the



optimal future state. Particular attention was paid to the interrelated dimensions of effort and
the types of stakeholders that would need to be actively engaged and involved to achieve the
strategic vision.

Having thoroughly considered the issues at hand and the shared vision, the committee then
proceeded to develop a driver diagram (Appendix E: Driver Diagram) to discover how best to
address the gaps in creating a patient-centred approach to toxicity management. The driver
diagram is a widely used quality improvement tool to analyze and articulate the links between
the particular aims of a project, the associated drivers for change, and the ultimate change ideas
required to achieve the aims. As the driver diagram shows, the group developed twelve change
ideas centred on three primary drivers: activated patients, improved access, and coordinated
team.

In addition to evidence from the literature review, the formulation of change ideas were
informed by local priorities, as well as existing needs and initiatives to ensure the relevance of
the subsequent recommendations to the Ontario context. Moreover, TMAC members
participated in two rounds of surveys, which showed differences in the perceived feasibility and
impact of change ideas on ED utilization and patient experience (Appendix F: Feasibility-Impact
Survey Outcomes). The survey also yielded feedback on key considerations for implementation
and evaluation, which are further detailed in the next section of this report.



4.0

Recommendations

To enable the development of a system-level and comprehensive approach to toxicity
management across the province, TMAC formulated eight recommendations for executive
review by CCO.

1.

Patients should be provided with ongoing self-management training and support tailored
to their own needs. Providers should receive training to deliver self-management support
to patients based on provincial self-management standards.

Patients and their caregivers should be provided with evidence based and up-to-date
patient education. This education should be provided in a health literate manner, using
proven adult education techniques.

Patients should have the option to capture and report their symptoms and/or side effects
with the expectation of a timely response and guidance from a knowledgeable provider
specific to their needs should the severity of their symptom report require it.

Patients should have access to remote toxicity and symptom management advice from a
knowledgeable provider (e.g. tele-triage).

Facilities providing systemic and/or radiation therapy should have an urgent care process
in place for patients who require an urgent assessment during regular clinic hours,
extended or after hours, or on weekends/holidays.

CCO should develop a standardized process/tool for stratifying patients by toxicity risk.
High risk patients should be offered the opportunity to participate in standardized
proactive toxicity management protocols (e.g. call-back program).

The roles and responsibilities of team members should be defined and communicated to
patients and team members both within and outside of the cancer program such as
oncology, ED, and Primary Care Providers.

CCO should provide tools for providers (including Primary Care and ED) to support the
dissemination of best practices in symptom and toxicity management.

These consensus-based recommendations focus on implementing solutions for engaging
patients and families, improving access to real-time support, targeting high-risk patients for
additional toxicity management support, and enabling effective & coordinated multidisciplinary
teams. The final recommendations are intended to serve as a guide as CCO develops a provincial
toxicity management approach



The following section summarizes the relevant components that comprise each
recommendation including the rationale, the existence of interventions already in place, and
considerations for implementation including potential feasibility, priorities, and opportunities for
refinement. Recommendations have been stratified into key themes and presented as such.

Implement Solutions for Engaging Patients and Families
Context and Rationale

With the advancement of Patients First, there is renewed recognition that patients play an
important role in managing their own care. To do this effectively, patients need to be better
supported and enabled. Self-management support involves a collaborative relationship between
patients and health care providers, to identify the need for education and supportive
interventions, provided by the health care team, to enhance patients' skills and confidence in
managing their health and wellbeing. This includes regular assessment of progress and problem:s,
problem-solving support, goal setting, and action planning. Self-management support takes the
communication skills of health care providers into account and includes patient education
resources and tools that are needed to reinforce and augment self-management support.’

In patients with chronic diseases, self-management and provision of self-management support
have been shown to be associated with better outcomes. However, while relevant and
applicable, self-management has been less studied within the context of cancer care. Self-
management and self-management support have been shown to improve access to and the
quality, safety and value of health care services.” Additionally, self-management reflects a
patient-centred approach to oncology by enabling the delivery of personalised care that
supports individuals in managing their own health and care by giving them information they can
understand and act on, and by providing them with support that is tailored to their needs. As
such, attention has turned to self-management support as a means of supporting patients to
self-manage throughout the cancer continuum, from the point of diagnosis, through treatment
and beyond to prevent or reduce health risks and optimize health and quality of life.” 1012

Ensuring the provision of timely and relevant information in a manner that is easily understood is
especially important when supporting patients and their caregivers in managing their care. In a
series of patient and family advisor (PFA) interviews conducted by CCO, patients receiving
systemic and radiation therapy reported that having specific instructions about when to go to
the ED would have helped them decide on the necessity of their own ED visit. The PFAs also
agreed that provision of individually tailored information and the dissemination of resources
such as CCO’s ‘How to manage your symptoms’ patient guides to ED staff would help support
their interactions with those patients that visit the ED for toxicity related symptoms.

Findings from a randomized controlled trial (RCT) showed that a self-management program was
effective in managing antiemetic-induced constipation during chemotherapy among breast



cancer patients.'3Similarly, a structured teaching program for patient self-identification and
management of hand-and-foot syndrome resulted in statistically significant improvement in the
knowledge of self-management among colon cancer patients on chemotherapy.'* A systematic
review demonstrated that providing preparatory information (e.g., via written information,
audiotapes, videotapes, computer programs) can improve patient-reported outcomes among
those undergoing systemic therapy and radiotherapy, especially with respect to satisfaction and
knowledge. In addition, psychological outcomes and, in some cases, physical symptoms were
also shown to improve. 1> Furthermore, providing patients with effective patient education will
lead to improved patient experience and potentially a reduction in unnecessary acute care

utilization due to toxicity.'?

Patients should be provided with ongoing self-
management training and support tailored to their needs. Providers should
receive training to deliver self-management support to patients based on
provincial self-management standards.

Patients and their caregivers should be provided with
evidence based and up-to-date patient education. This education should be
provided in a health literate manner, using proven adult education
techniques.

Implementation Considerations

Existing local patient education and self-management programs can serve as the basis for
the design of future models for the delivery of provincially consistent programs. These
programs should be reviewed to identify barriers, facilitators and enablers, opportunities
for improvement, and evaluate delivery mechanisms.

Further investigation into the most effective mechanisms for delivering patient education
is necessary. This is especially apparent with information presented through printed
patient material, which is widely available, yet may require an alternate mode of delivery
(e.g. YouTube videos, non-written materials) for more effective uptake.

Patient self-management support should be provided through a combination of patient-
facing self-management tools and coaching programs that are built upon best available
evidence in the fields of adult and patient education including the application of universal
health literacy provisions.

CCO is in the process of developing Self-Management Quality Statements to drive the
development of strategies to implement self-management and self-management support
in cancer care throughout the cancer continuum. These statements do not prescribe how



organizations and individuals should achieve compliance with the statements, but they
establish a standard for how care is optimally designed to support self-management in
Ontario. The standards are also meant to encourage administrators and individual
providers to begin to examine how self-management and self-management support can
be implemented and measured in their individual organizations and practices. To
facilitate the delivery of consistent self-management support to patients and caregivers
across the province, CCO should work with regions to disseminate and facilitate
implementation of these standards

e To support health care providers with the delivery of patient self-management support,
CCO should train providers on delivering self-management coaching to their patients, and
provide tools and resources to sustain and disseminate best practices.

e Toxicity management education for patients should encompass where to seek advice or
care and in which situations. CCO should continue to develop and expand on the content
in the Patient Symptom Management Guides.

e CCO should assess the quality of education provided during the systemic therapy and
radiation education classes and consider opportunities for provincial standardization.
Areas for further exploration, include how different populations could be better served
by different modes of education delivery. For example, regular in-person radiation
education is helpful, although the same model may not be feasible for systemic therapy
patients given the patient volume and treatment model (i.e., how often systemic therapy
vs. radiation therapy patients are required to come in to clinics, and hence have an
opportunity to have in-person time with clinicians/providers)

e The delivery of patient education via an eTool could enable more real-time support as
symptoms arise.

Improve Access to Real-Time Support
Context and Rationale

Technology provides the opportunity to expand access to appropriate, standardized, evidence-
based symptom monitoring and management for patients undergoing radiation and systemic
therapy. Implementation of teletriage enables facilitated access to expert advice, and support for
patients and families. This more specifically involves real-time, remote exchange of physiological
or symptom data between patients in the community and care providers within a treatment
facility, and can include the use of internet, telephone, mobile apps, and video links. Existing
data indicate that technology has enabled successful assessment of symptoms in patients with
chronic disease resulting in improved patient outcomes as well as decreased hospital stays and
health system costs.16%3 There also exists potential for increased patient satisfaction, and
possibly a moderate impact on ED use.



There is growing interest to enhance symptom monitoring during routine cancer care using
patient-reported outcomes. Real-time patient reporting of toxicities will allow for earlier
intervention and symptom management support, and literature shows that most patients are
willing and able to self-report via the web, even when close to the end of life.?* Several web-
based systems exist and have been shown to prompt clinicians to intensify symptom
management, to improve symptom control and to enhance patient-clinician communication,
patient satisfaction, and well-being.* Likewise, a mobile phone-based, remote monitoring,
advanced symptom management system (ASyMS) has been shown to support the management
of symptoms in patients with lung, breast and colorectal cancer receiving chemotherapy.®

There is an increasing amount of evidence that highlights the beneficial impact of symptom
monitoring during routine cancer care using patient-reported outcomes and/or clinical
outcomes. Findings from a large single-center randomized controlled trial (RCT) comparing web-
based symptom monitoring with patient-reported outcomes (PROs) vs. usual care in patients
receiving chemotherapy for metastatic solid tumors reported significant improvement in the
quality of life, patient satisfaction, emergency room utilization and overall survival outcomes
through monitoring.#?® Another RCT used to evaluate the impact of a web-application for the
early detection of symptomatic relapse, complications and need for early supportive care in
high-risk lung cancer patients between visits demonstrated significant improvement in survival.?’
Several other studies are underway to further evaluate the impact of real-time electronic remote
symptom monitoring on health outcomes 2% 2% 30 and may potentially identify even more
benefits on patient outcomes and system efficiencies.

To expedite access to appropriate in-person care, and mitigate unnecessary ED visits, facilities
providing treatment for systemic therapy and radiation would benefit from developing protocols
for assessing patients with treatment related signs and symptoms, both during and after hours. A
hospital based study conducted in the North East LHIN revealed that 34% of ED admissions
occurred during business hours, while 66% took place after hours on weekdays and
weekends/holidays. An ED utilization study of systemic treatment patients at Windsor Regional
Cancer Centre paints a similar picture of acute care visits. Compared to ED visits during clinic
hours, the proportion of ED visits was higher after hours (including weekends) in both 2015 (35%
v 65%) and 2016 (40% v 60%). Urgent care units combined with teletriage which have already
been implemented in Ottawa, Hamilton, and Princess Margaret Cancer Centre, enable prompt
and efficient access to providers in the event of treatment-induced toxicity.

Patients should have the option to capture and report
their symptoms and/or side effects when and where they want with the
expectation of a timely response and guidance from a knowledgeable
provider specific to their needs should the severity of their symptom report
require it



Patients should have access to remote toxicity and
symptom management advice from a knowledgeable provider (e.g. tele-
triage).

Facilities providing systemic therapy and/or radiation
should have an urgent care process in place for patients who require an
urgent assessment during regular clinic hours, extended or after hours and on
weekends/holidays.

Implementation Considerations

A provincially standardized and accessible mechanism for patient toxicity reporting and
monitoring would require:

= the development of new or the modification of existing patient-reported measures of
toxicities

= the development and provincial integration of a real-time reporting platform
= the testing and operationalization of real-time patient reporting of toxicities
= regular monitoring and evaluation of patient reported data

= modifications to patient care plans based on reported data

Investment to set up enabling infrastructure A feasibility test of an internet-based self-
reporting of toxicities at home found that while monthly compliance with home Web
reporting was high, weekly compliance was lower, which indicates a need to further
develop strategies to enhance compliance.

Key considerations for the establishment of a provincial teletriage network, include:
= extended hours and/or expanded geographical region of service provision

= more systemic or radiation treatment facilities offering teletriage

= providers trained on standardized triage process & symptom assessment

= teletriage provided using standardized processes & symptom algorithms

= partnerships among centres to provide after-hours access; sharing of patient
information and documentation may be appropriate, depending on volume of
patients at different centres

= 3 focus on refining existing local teletriage initiatives, including consideration of
staffing needs dependent on how many hours past regular hours the teletriage is
expanded to



. There is a need to implement provincial standards for the minimal level of provider
training for teletriage, to ensure adherence to best practices in safety, clinical
competency, and ethics. There is a potential opportunity to adapt and endorse the pan-
Canadian Oncology Symptom Triage and Remote Support (COSTaRS) evidence-based
protocols for nurses to assess, triage and guide patients in self-management of the
symptoms from cancer treatments through remote support. Incorporating standardized
COSTARS protocols has been shown to improve patient/provider satisfaction and
confidence in the care received/provided3!

. The model of combining urgent care units with teletriage would require:

= on-site space for urgent symptom assessment and intervention both during regular
hours and after hours

= athorough review of staffing impacts and resourcing

= standardized protocols in place for urgent care within cancer facilities (e.g., referral
or drop-in, symptom assessment, interventions, documentation, follow up activities
as necessary)

= providers trained on the protocols

= a3 mechanism to facilitate knowledge exchange between centres regarding
implementation issues including funding sustainability of urgent care process

. Implementation of urgent care processes should be phased with embedded quality
improvement methodology (e.g. PDSA cycles) and appropriate outcome and process
measures.

. Further evaluation around optimal funding and model of care to develop and

recommend a sustainable business model that could be implemented across the
province is required

Target High-Risk Patients for Additional Toxicity Management Support
Context and Rationale

Proactive monitoring for toxicity might allow earlier intervention thereby preventing the
symptoms from escalating and could potentially reduce inappropriate and/or preventable ED
visits. Examples of evidence from the literature that supports proactive monitoring of patients
include:

= Proactive symptom monitoring using a computer tablet improved survival (e.g., 5 month
survival benefits) and treatment completion among patients receiving chemotherapy for
advanced solid tumours, and reduced ED admission and hospitalization*

= Telephone call back was shown to improve assessment, follow-up and support for
outpatients with managing chemo-induced nausea & vomiting3?

= Proactive telephone-based toxicity management was also shown to be feasible,
associated with lower rates of acute care use, and perceived as valuable by clinicians and
patients receiving neo-adjuvant or adjuvant chemotherapy for early stage breast cancer3?



=  Proactive symptom monitoring through a weekly NP-led symptom management clinic
was found to reduce hospitalization and chemotherapy dose deviation, and increased
chemotherapy completion among head and neck concurrent patients*

Identifying patients at high risk for toxicity through a standardized tool or process could expedite
access to appropriate care and proactively mitigate the escalation of toxicity in those who are
most vulnerable while supporting efficiency and sustainability from a health systems perspective.
Though a validated approach to stratifying patients by toxicity risk does not yet exist, the
ultimate goal is to eventually develop a methodology that uses population level data from
Ontario to identify high risk populations. The vision is to use this to ultimately deliver more
personalized care, which could potentially have a significant impact on patient experience,
quality of life, and outcomes.

Recommendation 6: CCO should define a standardized process/tool for
stratifying patients by toxicity risk. High risk patients should be offered the
option to participate in standardized proactive toxicity management protocols
(e.g. call-back program).

Implementation Considerations

. CCO should define a standardized process for stratifying patients based on toxicity risk,
this could be done through the creation of an algorithm or tool that proactively identifies
at risk patients.

= The risk identification tool should be embedded into models of care, but decisions
about who administers the tool would be left to the cancer centres.

= Ongoing evaluation of the standardized process and tool will be necessary to assess
the accuracy of the tool in predicting toxicity risk and to make enhancements as new
evidence emerges.

= Assessing the feasibility of developing an algorithmic approach to identify high risk
patients is still needed. Immediate implementation may focus on cohort identification
(e.g., by disease site, drug, regimen, comorbidity) and data collection (e.g., of known
high risk group) to enable future stratification as part of a subsequent phase.
Additional considerations for the development of an algorithm include assignment of
toxicity management interventions by risk and standardization of data collection; as a
first step, the priority may be to set up the data elements needed to operationalize
the cohort.

. CCO should endorse a standardized proactive toxicity management protocol which might
include tools in a variety of modes, such as telephone or electronic symptom monitoring.



= Standardized documentation & communication would be required. Monitoring
protocols could include details on proactive calls, subsequent follow-up, and linkage
with other interventions as required by symptom severity.

= To support provider standardization, CCO could create best practice online symptom
management modules considering key areas of toxicity (e.g. n/v, diarrhea, etc.).
These would be mandatory for review by new learners/hires or persons changing
disease sites (e.g. nurse transitioning from radiation to a systemic therapy practice). A
robust and collaborative stakeholder engagement strategy should be used to ensure
input from other organizations that deliver education to providers so as to both
ensure alignment (e.g. regulatory bodies, professional associations) and avoid
duplication of efforts.

Enable Effective & Coordinated Multidisciplinary Teams
Context and Rationale

When delivering health care, a high functioning team can effectively and efficiently improve
patient safety and outcomes. The need for effective teams is heightened due to the increasing
number of co-morbidities and increasing complexity of care. A study of primary care physicians
and oncologists found that strategies are needed to promote a more active role for primary care
physicians in managing comorbidities, psychological distress, and behaviour modification, as well
as to overcome communication challenges to improve shared cancer care.??

Delivering quality patient care requires provider professional development to occur in parallel to
meet the demands of keeping abreast of advancements in care. The dissemination of tools and
provider training has been demonstrated to be an effective knowledge translation and exchange
(KTE) strategy for the dissemination of best practices. A multinational survey of 2388 health care
providers showed a wide range of educational interests in chemotherapy-induced nausea and
vomiting (CINV), including managing breakthrough CINV, keeping up with novel antiemetic
agents, and learning about emerging approaches for CINV prevention/management.3®

The roles and responsibilities of team members should
be defined and communicated to patients and team members both within
and outside of the cancer program such as oncology, ED, and Primary Care
Providers.

CCO should provide tools for providers (including Primary
Care and ED) to support the dissemination of best practices in symptom and
toxicity management.



Implementation Considerations

o Areas of focus for the clear definition of team roles and points of contact include the
following:
= team roles and points of contact clearly communicated among providers across
disciplines and care settings

= identification of which responsibilities will fall to specific provider types, and which
others can be organized according to the needs and structure of the particular cancer
centre

= roles and responsibilities defined from the perspective of patients and caregivers to
support patient centred care

. CCO could consider facilitating or providing the necessary information and tools to
undertake process mapping exercises to support the delineation of roles and
responsibilities for care providers

. To provide and facilitate training in best practices, CCO should consider creating and
standardizing tools that can be used by providers for symptom and toxicity management

. KTE best practices (e.g. audit and feedback) should be utilized and hospitals should be
provided with the knowledge to deploy these best practices internally to ensure
consistent uptake and concordance with best practices

5.0 Future Directions

As previously mentioned, these final recommendations are intended to serve as a guiding
framework for a provincial approach to toxicity management. As such they are not intended to
be prescriptive, but rather allow for regional adaptation based on local and contextual needs.
Next steps will involve executive review and approval by CCO and prioritization of
recommendations for development and implementation.

Recognizing the far-reaching impact of appropriate toxicity management for Ontario’s cancer
patients, CCO’s toxicity management initiative, which stemmed out of a STPP strategic priority,
grew into a multi-program quality improvement initiative (MPQIl). The recommendations
developed by TMAC will serve as the foundational pieces for the MPQIl and guide the direction
and prioritization of deliverables. As such, the MPQIl on toxicity management will focus on
empowering patients with validated tools, education and support to effectively manage
treatment-related symptoms and side effects. Appropriate solutions for better (1) access to
oncology healthcare providers, (2) communication within the circle of care, and (3) access to
high-quality symptom management education, will be identified, assessed and implemented to
improve symptom management for patients during treatment. This concerted effort also enables
us to pool resources and learn from previously isolated projects across portfolios/programs, like



NAMOC and the regional System Treatment Program Quality Improvement Initiatives, in a more
seamless, efficient manner.
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6.0 Appendices

Appendix A: TMAC Terms of Reference (ToR)

Background

Systemic therapy and radiation treatment can improve patient outcomes but these therapies often carry
a significant risk of toxicity. Population-based studies from Ontario as well as outside of Canada suggest
that emergency department (ED) visits and hospitalizations are common among patients receiving
systemic therapy and/or radiation, and that the rates are higher than observed in clinical trials.
Unplanned hospital visits have also been noted among patients with oropharynx cancer who were
receiving radiation treatment in Ontario cancer centres.

Effective management of these treatment-related side effects in care settings other than the ED would
both decrease hospital ED visits and likely improve the quality of life for patients. This multi-program
quality improvement initiative (MPQIl) on Toxicity Management will focus on empowering patients with
validated tools, education and support to effectively manage treatment-related symptoms and side
effects. Appropriate solutions for better (1) access to oncology healthcare providers, (2) communication
within the circle of care, and (3) access to high-quality symptom management education, will be
identified, assessed and implemented to improve symptom management for patients during treatment.

Mandate

The Advisory Committee will guide the development and implementation of validated tools, education
and support to effectively manage toxicities related to chemotherapy and/or radiation therapy in
ambulatory patients on adjuvant or curative treatment, excluding complex malignant hematology.

The Advisory Committee will:

e Provide guidance and oversight to the development and implementation of the MPQIl to ensure
quality and consistency at the provincial level;

e Review data, reports and recommendations presented by the Cancer Care Ontario team and
relevant stakeholders and working groups;

e Make recommendations for action to Executive Sponsors;

e Engage relevant members within their profession and/or institutions as needed to
identify/address gaps in service and opportunities for program improvement;

e |dentify risks, challenges or issues related to program development and implementation; and

e Act as champions for the program.

Membership Term

Members are asked to commit to a one-year term upon joining the Advisory Committee. Membership will
be reviewed and may be renewed at the end of the one-year period with the consent of the member on
the recommendation of the Committee Chair(s).



Meeting Schedule and Expectations

The Advisory Committee will meet monthly by teleconference. Members will be expected to attend 80%
of scheduled meetings and review material and provide input in between meetings. Additionally, there
may be opportunity for an in-person meeting each year.

Representation

The Advisory Committee will include at least one representative from each region, in either a clinical or
administrative role. In addition, the Advisory Committee composition will be reflective of facility service
mix.

Membership
Representatives from each of the following roles will be invited to participate:
e (linical Lead, Quality Care and Access, Systemic Treatment, Cancer Care Ontario (Chair)
e Regional Vice Presidents
e Clinical/RCC Directors
e Medical and radiation oncologists
e Self-management expert
e Oncology nurses
e Radiation therapists
e Oncology pharmacists
e Patient education leads
e Patient/family member representatives
e Provincial Head, Systemic Treatment, Cancer Care Ontario
e Provincial Head, Radiation Treatment, Cancer Care Ontario
e Provincial Lead, Patient Reported Outcomes, Cancer Care Ontario
e C(linical Lead, e-Tools and Technology, Cancer Care Ontario
e Provincial Lead, Patient Education, Cancer Care Ontario
e Director, Person Centred Care, Clinical Programs and Quality Initiatives (CPQI), Cancer Care
Ontario
e Director, Cancer System Quality Improvement Initiatives, CPQl, Cancer Care Ontario

We will seek variations in the membership from a regional, disciplinary and facility service perspective.

Additionally:
e A Co-Chair may be selected from the above membership
e Other parties will be invited from time to time, as necessitated by the agenda
e Members will be invited to participate in the Advisory Committee by invitation of Cancer Care
Ontario
e  Members will be approached based on their specific knowledge and expertise as related to the
mandate of this group



Reporting Relationship

The Advisory Committee will report to and make recommendations to Cancer Care Ontario Executive
Sponsors, who will be the final decision makers.

Recommendations:

Recommendations will be developed through a consensus building process. If consensus cannot be
achieved during the timeframes required, the (Co-) Chair(s) may choose to call for a vote. A simple
majority will determine the recommendation to be made to the Executive Sponsors.

Meeting Minutes
Minutes will be kept of all meetings and be distributed to all members.
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Appendix C: Toxicity Management Maturity Map (ver. 4)
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Appendix D: TMAC Driver Diagram
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Appendix E: TMAC Feedback: Feasibility-Impact Survey Outcomes
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