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Abstract

Purpose—The purpose of this research was to describe the application of a model of knowledge
exchange, the Knowledge Exchange-Decision Support (KE-DS) Model, to the Canadian pilot of
Cancer Transitions, a psychosocial program for cancer survivors.

Method—We compared and contrasted the program planning and implementation processes
across three diverse sites offering Cancer Transitions. The KE-DS Model guided the collection and
analysis of observations and written data according to specific model components.

Results—The use of the KE-DS Model highlighted four pertinent factors that influenced
knowledge exchange during planning and implementation processes of this psychosocial program.
First, the geographic diversity of where these programs were offered affected strategies for
program promotion, recruitment and means of access. Second, the variation of the professional
and organizational capacity of the three sites was critical to program planning and delivery. Third,
cultural values and norms shaped each site’s approach. Fourth, the KE-DS Model identified
populations who were included and excluded from participation.

Conclusions—The KE-DS Model was useful in elucidating the processes of knowledge
exchange during the planning and implementing of an intervention for survivor care. This process
information will inform future offerings of Cancer Transitions.
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Introduction

The number of cancer survivors worldwide has risen considerably in recent decades as the
result of early detection and advances in treatment. Currently, there are nearly one million
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cancer survivors in Canada (Canadian Partnership Against Cancer) and 9.8 million survivors
in the United States (U.S.) (Rowland et al.,). This dramatic increase has resulted in the
recognition of cancer survivorship as a distinct phase in the cancer trajectory (Hewitt et al.,
2006). During this phase, cancer survivors may face a host of difficulties due to the physical,
psychological, and social consequences of cancer and its treatments. As such, health services
for cancer survivors are essential to ensure that these issues are appropriately managed and
to improve cancer survivor outcomes. The unique and unmet needs of cancer survivors have
recently been highlighted in national and international reports by A National Coalition for
Cancer Survivorship and the Institute of Medicine (2007), the National Cancer Institute
(2007), and the Canadian Partnership Against Cancer (2010). Although cancer survivorship
is an international phenomenon, countries and heath care systems worldwide have focused
their attention on cancer care and research at different times and in different ways. A recent
U.S. publication titled National Action Plan for Cancer Survivorship. Advancing Public
Health Strategies authored by the US National Coalition for Cancer Survivorship, the
National Cancer Institute Office of Survivorship, the US Centers for Disease Control and
Prevention and the Lance Armstrong Foundation, provides an expanded definition of
survivorship (2004). Survivors are defined as individuals living with cancer, their families as
well as their care givers, “from the day of diagnosis through the remainder of their lives”
(Shapiro et al., 2009:6). Rather than focus solely on the cancer-free time, this definition
conceptualizes survivorship as a continuum with different phases (Shapiro et al., 2009). As
cancer survivorship increasingly appears on other national health care agendas, as it has in
the US and Canada, the importance of engaging in dialog and collaboration with fellow
researchers, clinicians and decision makers as a first step in developing effective, evidence-
informed strategies requires immediate attention.

Further to the international discourse on evidence-based practice and policy, the exchange of
information and evidence has been recognized as critical to promoting best practices in
health care, including cancer survivorship. This process has been referred to using many
different terms. In Canada, knowledge exchange (KE) is defined as “collaborative problem-
solving between researchers and decision makers that happens through linkage and
exchange. Effective KE involves interaction between decision makers and researchers and
results in mutual learning through the process of planning, producing, disseminating and
applying existing or new research in decision making” (Canadian Health Services Research
Foundation). Although substantial work has gone into developing KE strategies, there
remain significant barriers including time, culture, resources and incentives (Lomas, 2000).
Moreover, systematic approaches targeting health care providers, administrators and policy
makers to facilitate KE remain underdeveloped.

Traditionally, the process of KE has been viewed as linear and unidirectional, whereby
researchers and scientists disseminate data on the effectiveness of an intervention, and
clinicians and policy makers adopt it. This conceptualization does not accurately depict the
dynamic and complex set of relationships between knowledge producers and users
(Baumbusch et al., 2008; Graham et al., 2006). In order for researchers to translate data and
evidence into a meaningful product for knowledge users, and for knowledge users to inform
the research agenda so that meaningful questions and issues are investigated, dialog and
interaction at all stages of the research process is key (Lavis, 2006; Ross et al., 2003). For
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that purpose, we developed a structured approach to KE designed to delineate the iterative
set of interactions between the creation of new information, strategies for dissemination and
translation, and activities related to implementation of new knowledge into current practice.
The Knowledge Exchange - Decision Support (KE-DS) Model was developed reflecting the
principles of evidence-informed medicine and tailored specifically for the field of cancer
survivorship (Kazanjian et al., 2009a) (Fig. 1).

The development of the KE-DS Model was informed by a Health Technology Assessment
(HTA) approach. HTA is a systematic, multi-disciplinary process that examines the
effectiveness and cost-effectiveness of health interventions and delineates social, ethical and
legal implications (Banta and Luce, 1993). It incorporates a diversity of theoretical
perspectives including epidemiology, economics and ethics. The KE-DS Model is an
iterative model that positions the processes involved in bringing evidence to the development
and implementation of an intervention as central to program success. The focus on process
aims to be inclusive of different types of knowledge, such as experiential, tacit as well as
scientific, recognizing that both producers and end users of knowledge draw from a diversity
of knowledge forms acquired over a period of time (Baumbusch et al., 2008; Bartunek et al.,
2003; Goldenberg, 2006; Lambert, 2006). By engaging program managers in the initial
planning stages of a program, it is assumed that they will share their knowledge as well as
their knowledge needs through explicit seeking of information and health interventions. In
contrast, research findings are often presented as effectiveness studies, devoid of context,
that is, under controlled conditions, and often reported as “absolute” patient outcomes that
may have little relevance to end users (Bartunek et al., 2003). We aimed to develop a model
that moves beyond implicit conceptual underpinnings of knowledge development, synthesis
and translation, by making explicit the dynamic nature of knowledge exchange in context.
Thus, moving beyond measures of efficacy and effectiveness usually reported in HTA
assessments, the KE-DS Model encourages managers to consider at the outset what
measures of program success they will use. Consequently, dissemination activities are more
likely to be tailored to the needs of these specific end users in their particular context
because they have been engaged throughout program planning and delivery. Furthermore,
the KE-DS Model assists with organization and communication between program managers
and officials in their organization by facilitating transparent reporting during all stages of
program planning and implementation.

Knowledge exchange activities are vital to promoting evidenced-informed health care for
cancer survivors. Therefore, early in the development of the KE-DS Model and on an on-
going basis, we verified the value of the Model through one on one discussions with
clinician managers and system level decision makers involved in different cancer
survivorship initiatives. Support for the utility of this model was also expressed by clinicians
implementing supportive cancer care navigation programs in Canada (Kazanjian et al.,
2009c). While early use of the Model as a KE tool for several supportive cancer care
programs across Canada has been encouraging, refinement of the Model is ongoing. Cancer
Transitions (CT) is a U.S. cancer survivorship program developed specifically to meet the
needs of cancer survivors in the U.S. (The Wellness Community). This program also shows
promise in addressing the needs of Canadian cancer survivors. Here, we discuss the
application of the KE-DS Model to the Canadian pilot of the CT program.
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The purpose of this study was to use the KE-DS Model to identify and describe the
knowledge exchange processes pertaining to the development and implementation of the CT
pilot program in three different Canadian sites. In the absence of a structured approach,
usually KE activities remain unidentified. Guided by the assertion that the context is equally
as important as the intervention itself (Geertz, 1973), we aimed to illustrate, through the use
of the KE-DS Model, how the different social environments of the CT program would
require different types of knowledge and evidence to support program delivery. We also
sought to describe the processes of program planning and implementation in a range of
health care and community settings. A qualitative approach was deemed the most
appropriate for this study. The structured KE-DS Model assisted us in organizing each site-
specific program’s experiences into common themes, while at the same time allowing for the
richness of their experiences to remain intact. The aim, therefore, was not to evaluate the
effectiveness of the intervention (the CT program) or the resulting patient outcomes.

Description of participants

The KE-DS Model was used to describe the attributes of the CT program that was piloted in
three locations across Canada. These three sites constituted the cases in this KE study. Two
program sites were located in the province of British Columbia. The site located in the
Northern region of the province is rural and remote. The health authority in this region
serves 300,000 people over an area of 600,000 square kilometers (Northern Health, 2010).
There is no cancer centre in this region, rather, treatment and services are administered
through regional and local hospitals. The second site in British Columbia was an urban
location on the West Coast of the province. Here, a full service cancer centre provides
oncology consultations, chemotherapy and radiotherapy treatments, and provides a broad
range of services including prevention, treatment, screening, education and survivorship care
for patients, family and friends. A variety of cancer specific support groups are available
through the centre. The third site was a metropolitan centre in the province of Quebec. The
program operated out of a peer-support, volunteer based oncology centre that is managed by
professional staff and comprised of more than 300 volunteers. The centre is a member and
supporter of the clinical care teams at the partnering hospitals and is connected to a network
of community and academic organizations. Ethics approval for the CT pilots was secured by
the individual site’s respective agency or associated university.

The CT program aims to assist survivors in making the transition from active treatment to
post-treatment care by focusing on emotional well-being, exercise, nutrition, medical
management, and survivorship care planning (Ward, 2010). Stakeholders across sites and on
different levels endorsed the need for psychosocial services for cancer survivors. The CT
program aligned with national cancer control priorities (Canadian Strategy for Cancer
Control), as well as patient demands in each of the three Canadian communities. The U.S.
originated CT program has a set curriculum and provides guidelines for personnel
requirements and the outcome measures that each program site is to utilize. The program
consists of six, 2.5 h sessions, a booster session and a 3 month follow up. Participants were
eligible for the program if they had completed cancer treatment within the last 24 months
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and had no known recurrence or secondary cancer. Participants received a workbook,
exercise log, food diary, action plan and health journal. The recommended human resources
included a fitness expert, dietician, medical expert, facilitator and psychosocial expert. The
CT program utilized specific proxy outcome measures to assess the early impact of the
program, reported elsewhere (Ward, 2010). The use of the KE-DS Model was intended to
highlight the variations in the evidentiary base in planning and implementation processes
across the CT sites as a complement to the program outcome measures. Through this
process, the knowledge ecology of each site reflected how the CT program was delivered at
these locations.

Data collection

The KE-DS Model was initially introduced by the research team at an in-person meeting
with the three program leads. They were instructed about the development of the KE-DS
Model and how it could be used as a planning and implementation tool. The KE researcher
followed up this meeting with a phone call to each site lead regarding their understanding of
the KE-DS Model and its application and continued to check in with the site lead over the
course of the piloting of the CT program.

Detailed descriptions that captured the nuances and subtleties of CT program planning and
implementation in a Canadian health care system and at the three different sites were
necessary for a comprehensive documentation of program operationalization and
implementation. These descriptions included detailed notes stemming from ongoing phone
interviews, informal correspondence, email exchanges, and exit phone interviews between
the researchers and site leads. The important details on program implementation are usually
lost to memory when a program is eventually evaluated for effectiveness. During the exit
phone interviews, the KE researcher posed closed- and open-ended questions related to each
module in the KE-DS Model (see Table 1). For example, close-ended questions asked
whether potential stakeholder groups relevant to the program had been involved, while open-
ended questions queried how the program teams dealt with opportunities and barriers.
Throughout data collection, the researcher verified notes through email with CT program
leads who contributed comments, clarified details and elaborated on the processes involved
in planning and implementing the program where these intersected with knowledge
mobilization activity. Program documents were also reviewed. These data were collected
from March through to September, 2009.

Data analysis

During the analysis of data we coded site-specific notes according to the modules of KE-DS
Model, treating each of these modules as a theme. These modules/themes included:
establishing the need, site description, stakeholders, population of interest, population
impact, social context and economic context and the type and quality of evidence
incorporated (explicitly and implicitly) in program implementation. This involved two
members of the research team reading through all the notes and categorizing these data
according to the KE-DS modules/themes. We then prepared descriptive summaries for each
program site according to these themes. These summaries were then compared and
contrasted noting similarities and differences among sites throughout the process of planning

Eur J Oncol Nurs. Author manuscript; available in PMC 2016 June 01.



1duosnuey Joyiny ¥HIO 1duosnuey Joyiny JHID

1duosnuen Joyiny YHID

Kazanjian et al.

Results

Page 6

and implementing CT. As a means of member-checking, the summaries were shared with
the respective program leads to verify our interpretations. Comments made by program leads
were then incorporated into the summaries. Once finalized with all program leads, the
summaries were compiled into a report and made available electronically (Kazanjian et al.,
2009h).

There was appreciable variation in the development and implementation of Cancer
Transitions at the specific sites. Here we describe those components that most influenced the
delivery and the success of the program in each site that only became apparent through
systematic use of the KE-DS Model. We will focus on four salient themes that emerged
through the use of the KE-DS Model at each site: community geography; professional and
organizational capacity; community culture; and inclusivity.

Community geography

The three communities where the CT program was piloted were geographically diverse. The
northern area of British Columbia is rural and remote, while the West Coast region of the
province serves both rural and urban populations. The site in Quebec was in a centrally
located urban setting. The weather conditions experienced by these areas are also diverse,
with northern British Columbia and Quebec experiencing heavy snow fall and short days in
the long winter months, while the West Coast of British Columbia experiences temperate
weather. The geographic diversity of these communities required strategies for promotion
and recruitment as well as accessibility, thus drawing on different knowledge and evidence
to support these activities.

Promation and recruitment strategies reflected the centrality of services in each community.
The more centralized the program site was, the less resources required to market the
program and recruit participants. The marketing and promotion strategies utilized by the
Quebec team were fairly minimal — the team sent information via their email list to
registered clients who were post-treatment. The team found that word of mouth was
effective as volunteers and staff spoke to potential participants, and participants to each
other. Outside advertising via newspaper or radio were unnecessary because posters on
bulletin boards and internal advertising in the hospital were sufficient for reaching their
community of interest. Similarly, the West Coast site’s most successful promotion and
recruitment strategies were those that occurred through the central cancer centre, such as
word of mouth, emails, internal flyers and direct referrals from oncologists, nurses and
counselors. While public service announcements and newspapers were marginally useful in
raising the program’s profile over the long term, the program lead found their value limited
as a promotional tool to attract participants.

In contrast, the Northern site required a large media presentation that consumed half of the
program budget. As there is no central cancer centre, patients move through a number of
separate hospitals resulting in little walk-through contact with potential CT participants.
This resulted in a promotion strategy utilizing media outlets, including newspaper, radio and
TV advertisements that reached the large geographic region.
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The ability to access the CT program was complicated for those living in the Northern
region by the fact that some participants had to travel up to 200 km to attend the program.
The long commute was a burden for many; however, despite the time and distance, these
participants continued to attend because of the support they received. The program was
scheduled for Saturday delivery since the sun sets early during the winters in this area and
thus residents tend to “hibernate” during the week. Leaving the house and having an activity
to participate in on a Saturday morning was deemed motivating. City traffic and parking
were taken into consideration by the Quebec team who also scheduled their program on
Saturday mornings. There were no reported issues of access to the program for the West
Coast site.

Professional & organizational capacity

The variation of the professional and organizational capacity of the three sites was a critical
aspect of program planning and delivery. Different types of knowledge and evidence were
considered by the program leads to address organizational capacity. With its established
centre, the Quebec site was well supported to complete the administrative duties associated
with the program, such as screening participants, follow-up phone calls and scheduling of
expert speakers. In contrast, the West Coast and Northern sites had limited administrative
capacity to carry out these tasks in addition to their already busy service schedules.

Professional capacity varied amongst sites. In accordance with the curriculum of the CT
program, program sites were required to include a nutritionist, an oncologist and a fitness
expert. Although there were nutritionists and oncologists available in all three sites, access to
a qualified and experienced fitness expert posed significant challenges for both the West
Coast and Northern sites in British Columbia. While both sites had difficulty locating a
fitness expert with experience in working with individuals suffering from chronic illness, the
Northern site was able to train a qualified fitness instructor who was eager to learn new skills
and commit to future programs. The facilitator assisted the fitness expert with slide
presentations, and consulted before the sessions to answer questions or offer feedback from
previous sessions. This mentoring, encouragement and feedback was considered essential to
developing the role and speaks to the ability of the program facilitator to spend time on this
training. The experience of the West Coast team in training the available fitness experts was
met with some difficulty. The fitness expert’s unfamiliarity with the medical needs and
physical ability of the participants was difficult to overcome despite efforts by the facilitator
to offer literature, presentation material and other resources. In contrast, the Quebec team
had an exercise specialist on staff with expertise in exercise physiology.

There was also diversity amongst sites in their access to well equipped and appropriate
exercise facilities. The Quebec team had an existing exercise facility on site, and many of the
participants had taken part in previous exercise programs tailored to the needs of cancer
survivors. While the West Coast team did not have an exercise facility on site, they were able
to move to a better equipped location after realizing that their designated space was too
small and too warm. Having now offered the CT program more than once, the West Coast
team has been successful in engaging a fitness facility in the ongoing program delivery and
the exercise component.
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Community culture

Inclusivity

The cultural norms and values of each community shaped the team’s approach to program
delivery. As each program lead was also a local community member, they had insight into
the norms and values of the community, as well as available resources and lessons learned
from previous programs. For example, the facilitator for the Northern team described the
largest city in the area as a “last minute city”, meaning people sign up for programs at the
last moment possible. Promotion of the program was scheduled for the 2 weeks leading up
to the start date, and, as was expected, 75% of participants signed up the week before the
program began. In contrast, the West Coast team noted that 5-6 weeks was a more realistic
amount of promotion time in their community. The respective approaches reflected the
special knowledge and experiential evidence each team possessed regarding their
community.

Knowledge that community members were reluctant to engage or commit to support groups
offered in the past directed the facilitator of the Northern site to promote the CT program as
educational rather than solely supportive. Furthermore, the facilitator was acutely aware of
the community need for accessible resources and a variety of forms of physical activity.

Community values and norms regarding food and nutrition were apparent amongst residents
of the West Coast and the North. The CT program curriculum strongly emphasizes the
importance of eating organic foods and recommends particular food brands popular in the
U.S. Our data from the West Coast program indicated that tailored discussions needed to
take into consideration the community perception that eating organic foods is expensive, and
that buying U.S. brands is not a practical or desirable option. Furthermore, this feedback
from the community was incorporated into the revised Canadian version of the CT program.
The program lead was aware that the participants were highly literate and had conducted
their own research on nutrition related to their particular cancers. They were “hungry” for
good and credible information, as they had read a great deal that was contradictory. It was,
therefore, essential that the program has the latest nutrition information to draw from when
responding to local concerns. The perceptions of some participants in the North around
healthy eating differed from participants in the other sites. For example, some believed that
white bread was as healthy a choice as whole wheat bread. Access to nutritional education
through the CT program hopefully changed theses perceptions.

The use of the KE-DS Model directed program leads to consider whose needs were being
met and whose were not. The unique composition of each community had consequences for
who was included and who was excluded from participation. In Quebec, the CT program
was offered in a predominantly French speaking city. Offering an English program serves to
effectively exclude the French speaking population. The Quebec team is planning to pilot a
French version in the subsequent year. The West Coast program noted that they were
concerned it was targeting only a small percentage of survivors — those who were highly
motivated, literate and relatively more able bodied. The enormous geographic area that the
Northern program site was serving required many participants to have access to their own
vehicle, money to pay for gas and the time to commute. Potential solutions to overcome
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these barriers include the organizing of transportation to pick up participants in satellite
communities, and the use of Telehealth or online groups to bring the service to remote
communities.

Discussion

The piloting of the U.S. CT program in three diverse communities across Canada illustrated
how necessary it was for program leads to tailor the planning and implementation to meet
the unique needs of Canadians and the specific local communities served. The KE-DS
Model was invaluable as a tool to highlight the diversity of experiential and other evidence
pertinent to the processes of program planning and delivery. The program leads reported that
the KE-DS Model was helpful in reflecting on the processes of program planning and
delivery, and that this would improve future delivery. As a structured framework that
prompts its users about making transparent what evidence and knowledge they are bringing
to the program and its implementation, the KE-DS Model identified the most salient
knowledge and evidence issues across the three program sites to be community geography;
professional and organizational capacity; community culture; and inclusivity. In addition, the
rich experiential evidence, as well as the research evidence, generated through the use of the
KE-DS Model complemented the program evaluation data on proxy measures of patient
outcomes.

The use of the KE-DS Model by program leads yields new evidence about the science of
KE. As a KE tool, the KE-DS Model shares many common features with other models, such
as the Ottawa Model for Research Use (OMRU) (Logan and Graham, 1998) or the
University of Leeds Knowledge Brokering Model (Ward et al., 2010a,b). All three models
share a multi-disciplinary approach. The OMRU is a useful model for facilitating the uptake
of evidence in practice settings, whereas the KE-DS Model shifts the focus to the broader
social context, highlighting the importance of capturing the interactive processes in planning
and implementation. The Knowledge Brokering Model was developed and validated very
recently in the mental health field. While it is very similar to our KE-DS Model, the former
is more complex to use and designed to be applied by a knowledge broker. The KE-DS
Model is more parsimonious in nature, raising the same questions to consider in identifying
the evidence and knowledge needs of its users as the Knowledge Brokering Model, and
could easily by applied by a program manager/lead, as demonstrated by our three cases.

In these early stages of national strategy development and collaboration it is particularly
important that attention to program implementation processes be considered as important
opportunities for knowledge exchange. Beyond local and national boundaries, the KE-DS
Model illustrates the importance of involving pertinent stakeholders throughout all stages in
order to maximize effective KE (Gagnon et al., 2009). Knowledge of and attention to the
beliefs and values of the communities being served allowed program leads to tailor the
development and implementation processes to these identified needs. The findings from the
application of the KE-DS Model also contributed evidence that was used to further refine
aspects of the Model. This included the development of practical tools such as worksheets
and templates for reporting. The Model, along with these tools make up the KE-DS Toolkit,
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which can be used to promote KE in the fields of supportive cancer care, and elsewhere
(Kazanjian et al., 2009a).

With cancer survivorship being a current priority in Canada as well as internationally, this
research illustrates some of the complexities of developing health services to meet the needs
of cancer survivors. It has previously been noted in the literature that people living in rural
and remote communities face barriers to accessing health services (McGrath, 2001; Pesut et
al., 2010; Wilkes et al., 2006). The results of this research indicate that access to services for
cancer survivors are no exception. Rural and remote communities experience a host of
barriers related to geography, professional capacity, and unique cultures. Despite these
challenges, many individuals in these communities exhibit a willingness and creativity to
overcome these barriers. Faced with limited resources, program managers drew on their
local knowledge and experience in their communities to tailor services to meet patient
demands. As developing capacity in the area of survivorship care is relatively new, results
from this research illustrate that professional capacity is needed in a number of different
areas, particularly in rural and remote regions. Time and resource allocation must be
carefully considered in countries such as Canada that are geographically diverse and operate
with a publicly funded health care system. Recognizing the post-treatment well being of
cancer survivors is a necessary step, yet it is not sufficient if we fail to tend to individual and
community diversity within system-specific contexts.

The KE-DS Model is relevant to cancer survivorship owing to the input of clinical and
research experts and decision makers in its development. In this study, the Model was used
by program managers and applied to the CT pilot programs in different sites. The tacit
knowledge that the CT program leads possessed was specific to the context of cancer
survivorship, and this evidence, along with research evidence, could inform future program
planning and resource allocation nationally as well as internationally (Bartunek et al. 2003).
While this program has been effective in a North American context, research is needed to
investigate the applicability of the CT intervention for global implementation. Our findings
regarding how evidence, experiential and research, was used by the managers may generate
discussion within the field of survivorship research, but the KE-DS Model could also be
valuable as a tool to identify the unique program characteristics appropriate for communities
and populations other than cancer survivors.

There are two limitations apparent in this research. First, as the Model relies on self-reported
assessments, program leads chose what to include in their reports. It is possible that some
KE issues were underreported or omitted by one site but emphasized by another. Further
depth of evidence and knowledge being utilized in planning and implementation of
programs could have been obtained through the use of additional analytical measures, yet
pilot program time constraints did not permit this. Second, due to the small number of
participating sites, the Model requires further empirical verification and review. A larger
number of applications would likely yield other details relevant to components of the Model
that are pertinent to KE in other programs. Our future research on KE will focus on the
utility of the KE-DS Model in different settings related to cancer survivorship.
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Conclusion

The processes understood and discussed in KE remain somewhat opaque and complicated,;
the KE-DS Model provides transparency as a tool for bridging the knowledge to action gap.
In this case, the KE-DS Model was used as a prompt to managers to make knowledge
generation, translation and exchange more transparent.

The early successes of the Canadian pilot of the CT program has laid the foundation for the
delivery of this program at 12 sites across the country this year, including cancer centers,
hospitals, and community based organizations. Evidence generated using the KE-DS Model
provides a more robust and structured approach to the planning and implementation
processes at these diverse sites. In the future, survivorship programs can draw on this
evidence to improve these processes that would ultimately lead to more successful
initiatives. In addition, the systematic collection of new knowledge from future such
initiatives will contribute optimally to the existing knowledge base. The structured exchnge
of knowledge between researchers, program managers and health care practitioners
facilitates communication through the use of a tool to document and organize the often
neglected aspects of program implementation and lessons learned. Using a structured
approach improves the exchange of this knowledge, and promotes the development of
sustainable programs for cancer survivors.
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Table 1

Modules and Module steps of the KE-DS model.

Module

Module steps

Outline the intervention

Create a site reflection

Reflect and report

Summarize the intervention
Establish the need
Establish the literature and evidence
Indentify the stakeholders
Consider the population context
Population of interest
Population impact
Outcome Indicators
Re-visit the program initiative
Consider the economic context
Consider the social context
Consider the evidence context

Re-visit and evaluate the program
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