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Translating guidelines to practice: a  
training session about cancer-related fatigue
G. Jones ba,* N. Rutkowski ba,* G. Trudel ba,* C. St-Gelais rn,† M. Ladouceur msw,‡ J. Brunet phd,*§ 
and S. Lebel phd*

ABSTRACT

Background  Cancer-related fatigue (crf) is the highest unmet need in cancer survivors. The Canadian Associa-
tion of Psychosocial Oncology (capo) has developed guidelines for screening, assessment, and intervention in crf; 
however, those guidelines are not consistently applied in practice because of patient, health care provider (hcp), and 
systemic barriers. Notably, previous studies have identified a lack of knowledge of crf guidelines as an impediment 
to implementation.

Methods  In this pilot study, we tested the preliminary outcomes, acceptability, and feasibility of a training session 
and a knowledge translation (kt) tool designed to increase knowledge of the capo crf guidelines among hcps and 
community support providers (csps). A one-time in-person training session was offered to a diverse sample of hcps 
and csps (n = 18). Outcomes (that is, knowledge of the capo crf guidelines, and intentions and self-efficacy to apply 
guidelines in practice) were assessed before and after training. Acceptability and feasibility were also assessed after 
training to guide future testing and implementation of the training.

Results  After training, participants reported increased knowledge of the capo crf guidelines and greater self-efficacy 
and intent to apply guidelines in practice. Participant satisfaction with the training session and the kt tool was high, 
and recruitment time, participation, and retention rates indicated that the training was acceptable and feasible.

Conclusions  The provided training is both acceptable to hcps and csps and feasible. It could increase knowledge of 
the capo crf guidelines and participant intentions and self-efficacy to implement evidence-based recommendations. 
Future studies should investigate actual changes in practice and how to optimize follow-up assessments. To promote 
practice uptake, kt strategies should be paired with guideline development.
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INTRODUCTION

Guidelines from the Canadian Psychosocial Oncology 
Association (capo) and the U.S. National Comprehensive 
Cancer Network define cancer-related fatigue (crf) as a 
“distressing, persistent, subjective sense of tiredness or 
exhaustion related to cancer or cancer treatment that is 
not proportional to recent activity and interferes with 
usual functioning”1,2. Its symptoms vary, including gener-
alized weakness, diminished concentration or attention, 
exhaustion preventing participation in usual activities, 
and emotional lability3–5. A multidimensional symptom, 
crf manifests physically, psychologically, and emotional-
ly3–5. Increased crf is associated with lessened quality of 
life6, disability6, increased health care use7, and distress8. 

Reported prevalence rates of crf range between 45% and 
99%9–11. Furthermore, crf has been reported to be the most 
frequent unmet need in both Canadian and Australian 
samples12. It affects patients who have received diverse 
treatment regimens including surgery, chemotherapy, 
hormonal therapy, and radiation therapy10,11,13,14. It can 
develop from diagnosis onward15 and can persist for several 
years after completion of treatment8,14,16.

CAPO CRF Guidelines
Comprehensive guidelines developed by capo address 
screening, assessment, and intervention in crf1 and 
have been independently evaluated as the most suitable 
available guidelines for interdisciplinary teams to use in 
clinical practice17. The capo guidelines include an overview 
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of evidence-based screening methods, comprehensive 
assessment recommendations, and intervention strategies 
for patients reporting mild to severe levels of crf.

As a first step, the capo guidelines recommend that all 
health care providers (hcps) use a validated numeric rating 
scale such as the Edmonton Symptom Assessment System 
(esas)18 to routinely screen for the presence of crf from the 
point of diagnosis onward. Supportive care interventions 
(for example, psychoeducation, physical activity, counsel-
ling about energy conservation strategies), and monitoring 
of crf levels are recommended for all patients reporting crf 
that is mild (esas scores 1–3), moderate (esas scores 4–6), 
and severe (esas scores 7–10). Further, the capo guidelines 
recommend pursuing a comprehensive assessment, includ-
ing an investigation of biologic, psychological, and social 
factors contributing to crf, ruling out potential comorbid 
diagnoses (for example, insomnia, anemia), and providing 
specific nonpharmacologic interventions (for example, 
cognitive–behavioural therapy, physical activity, stress 
management) for patients reporting moderate to severe 
crf1. Although capo offers its guidelines for hcps, other 
professionals such as community support providers (csps) 
also play an important role in assisting patients presenting 
with crf in the community.

Knowledge-to-Practice Gap
Although clinical guidelines highlighting evidence-based 
crf assessment and intervention strategies are available1,2, 
their implementation shows important practice gaps. 
Indeed, studies demonstrate low uptake of recommended 
assessment and intervention strategies for crf19–22. Rather, 
hcps often recommend strategies that lack empirical sup-
port (for example, resting)23. Such strategies might also be 
offered by csps to the detriment of patients.

Previous studies have classified barriers to the imple-
mentation of evidence-based crf assessment and inter-
vention strategies into patient, provider, and systemic 
barriers24–26. Patient–provider communication gaps have 
been highlighted in qualitative studies demonstrating that 
patients do not disclose crf symptoms to hcps because 
they assume that nothing can be done to help23,27,28 or 
because they do not want to burden hcps29. Provider bar-
riers include a lack of information about the causes of crf 
and its management, which in turn prevents adequate as-
sessment and intervention25. Indeed, 52% of hcps reported 
lack of expertise in assessment and intervention for crf, 
and 63%, a lack of awareness of intervention strategies for 
crf21. Implementation rates for the capo crf guidelines in 
Australia ranged from 33% to 46% among diverse hcps (that 
is, allied health professionals, nurses, doctors, managers)30, 
with similar levels reported in samples of nurses in Jordan 
and in the United States19,31. Systemic issues include lack 
of time, limited access to assessment tools, lack of know-
ledge about the resources available, difficulty in making 
and following up on referrals, and absence of an accessible 
format for documenting crf in medical records to properly 
assess and intervene for crf19,21,24,25.

Guidelines for screening, assessment, and manage-
ment of crf are ready for implementation22. Education 
and systemic efforts to disseminate and implement 
evidence-based guidelines are needed22. Further education 

and practical training related to crf that is designed to 
accommodate the busy schedules of hcps might enhance 
knowledge of crf guidelines and practice uptake by hcps 
and other professionals (for example, csps)21,31,32. That sup-
position is supported by a recent Delphi survey conducted 
with patients and hcps (that is, allied health professionals, 
nurses, doctors, managers) that revealed the need to pro-
mote uptake of crf guidelines through hcp training and 
to develop tools that facilitate knowledge translation (kt) 
of the guidelines into practice30. The first step in moving 
toward implementation and adoption of crf guidelines is 
to develop and test the effectiveness of such dissemination 
and implementation strategies33.

Knowledge-to-Action KT Model
In the field of health care, kt strategies are commonly used, 
and they represent a vital process to ensure that scientific 
knowledge and clinical guidelines are used in practice34–37. 
The development and availability of education interven-
tions, tools, and resources are essential to ensuring guide-
line implementation38. The present pilot study applied the 
Knowledge-to-Action model37,39 to promote the kt of the 
capo crf guidelines into practice. The Knowledge-to-Action 
model is a dynamic and fluid model divided into two dif-
ferent stages: Knowledge Creation and the Action cycle. We 
focused on the Action cycle, which comprises 7 steps37,39 
(Figure 1), and in the present study, we report on 4 of the 
7 steps, namely

	■ identification of the problem and knowledge selection;
	■ selection, tailoring, and implementation of a k t 

intervention;
	■ monitoring knowledge use; and

FIGURE 1  Knowledge to action framework. Reproduced from  Graham 
et al.39 with permission from Wolters Kluwer Health, Inc. The Creative 
Commons license does not apply to this content. Use of the material in 
any format is prohibited without written permission from the publisher, 
Wolters Kluwer Health, Inc. Please contact permissions@lww.com for 
further information.
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	■ outcome evaluation to describe the development and 
evaluation of a capo crf guideline training for hcps and 
csps, which is the focus of the present study.

Data relating to 2 of the 3 remaining steps (that is, 
adaptation of knowledge to the local context and identifi-
cation of barriers to knowledge use) will be presented in a 
separate publication. To our knowledge, no research has 
evaluated kt strategies in relation to training hcps and csps 
in the capo crf guidelines.

Objectives
Education interventions in health care settings yield out-
comes on various levels, such as participation, satisfaction, 
learning, performance, patient health, and population 
health37. The main objective of the present pilot study was 
to develop and evaluate the acceptability and feasibility of 
a one-time training session for hcps and csps about the capo 
crf guidelines. A secondary objective was to evaluate the 
learning outcomes of the training session, including capo 
crf guidelines knowledge, and self-efficacy and intent to 
apply capo crf guidelines in practice.

The research hypotheses were that the training ses-
sion would

	■ increase knowledge about crf and the capo crf guide-
lines for hcps and csps.

	■ increase self-efficacy on the part of hcps and csps to 
assess and intervene in crf.

	■ increase the intention of hcps and csps to apply capo 
crf guidelines in practice.

	■ be acceptable (as evidenced by high hcp and csp sat-
isfaction) and feasible (as evidenced by acceptable 
recruitment time, participation rate, and post-training 
interviews).

METHODS

Procedures
The present pilot study consisted of a small-scale evalua-
tion of a crf training session offered to an interdisciplin-
ary group consisting of hcps and csps who were recruited 
from 2 local hospitals and 1 community support centre 
for cancer patients in Ottawa, Ontario. Approval was 
obtained from the institutional research ethics boards of 
all affiliated investigators. Inclusion criteria were age 18 
years or older, fluency in English or French, and experience 
working with cancer patients. Participants completed 
quantitative measures within 1 week before the train-
ing (pre-training assessment) and again within 1 week 
after the training (post-training assessment). A 3-month 
post-training interview was also conducted to further 
assess feasibility, acceptability, and learning outcomes.

Training Session
The first phase of the project involved focus group inter-
views with stakeholder groups—patients, hcps, and csps—
to fulfil the “adaptation of knowledge to the local context” 
and “identification of barriers to knowledge use” steps 
of the Knowledge-to-Action model (Table  i presents the 
semi-structured interview questions used for the focus 

groups). The focus groups highlighted a lack of know-
ledge of crf guidelines and inconsistent application of 
recommended screening, assessment, and intervention 
strategies in practice. Those practice gaps appeared to be 
linked to patient–professional communication challenges 
(that is, patients feeling misunderstood, lack of knowledge 
and tools for professionals to assess crf), which resulted 
in patients no longer reporting their symptoms to their 
health care team and turning to community resources for 
support. A complete description of the focus group results 
will be presented in a separate publication.

The practice gaps and their consequences revealed a 
need to provide further education for hcps and csps about 
crf and the evidence-based strategies for its assessment 
and intervention. Thus, it was decided to adapt the capo crf 
guidelines to the Ottawa context and to provide training 
to hcps and csps about the capo crf guidelines to promote 
kt of the guidelines into practice.

An advisory committee of 1 csp (a cancer coach, ML) 
and 1 hcp (a nurse, CSG), and a pedagogy expert, were 
consulted to develop the content and format of the training 
session and kt tool (an erasable flipchart). A total of 3 con-
sultations were conducted with the advisory committee, 
aiming to ensure that the training content, format, delivery 
method, and length corresponded to the realities of hcps 
and csps working in oncology. The consultations with the 

TABLE I  Focus group semi-structured interview for health care pro-
fessionals and community support providers

1. What is your understanding of the components of cancer-
related fatigue (CRF), or how would you define CRF?

	 Probe: What is your understanding of the impact of CRF?

2. In your experience, how often and at what point do patients 
report CRF?

	 Probe: When do you feel CRF is more prevalent?

3. How often do you actively assess patients for CRF in your 
practice, and how do you do that?

	 Probe: Do you ask questions? Do you run specific tests? 
Which ones?

4. What do you want to rule out in patients with CRF before you 
recommend self-care strategies?

5. What treatment or treatments for CRF do you recommend to 
your patients?

	 Probe: Why do you recommend them? What informs your 
recommendations?

	 Probe: Do you recommend physical activity, cognitive 
behavioural therapy, energy conservation strategies?

6. Can you describe your level of familiarity with the CAPO/
NCCN/CCO/COSTaRS guidelines on CRF?

7. What barriers do you experience in practice for the 
assessment and intervention for CRF? What barriers to you 
think patients experience? How could they be avoided?

8. What could be done to ensure that the assessment and 
management of CRF is sustainably done in the future?

CAPO = Canadian Association of Psychosocial Oncology; NCCN = 
(U.S.) National Comprehensive Cancer Network; CCO = Ontario Health 
(Cancer Care Ontario); COSTaRS = pan-Canadian Oncology Symptom 
Triage and Remote Support.
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pedagogy expert aimed to refine the training’s learning 
objectives and to ensure that the training offered could 
reach the selected objectives. The pedagogy expert met 
with the researchers in person on 3 occasions, reviewed 
all the training material, and provided pedagogy coaching 
to the training facilitators.

The training session was divided into two 1-hour 
parts, for a total of 2 hours per training session. The first 
part consisted of a presentation that provided participants 
with an overview of knowledge and practice gaps reported 
in the literature, the capo crf guidelines, effective patient–
practitioner communication skills, and motivational 
interviewing principles. The second part was interactive 
and involved role-play and group discussions. Participants 
were also provided with the flipchart (bilingual, English 
and French) which was erasable and reusable, and which 
summarized the screening, assessment, and intervention 
algorithm from the capo crf guidelines in a checklist for-
mat. During the session, participants had an opportunity 
to use the flipchart to role-play crf assessment and inter-
vention vignettes and to receive feedback from the trainers 
and other participants. The training session was facilitated 
by a 5th-year graduate student in clinical psychology (GJ) 
and a clinical psychologist with 15 years’ experience in 
psychosocial oncology (SL).

Measures

CRF Knowledge
Knowledge about crf was assessed using a questionnaire 
developed in Australia21 that was adapted to the Canadian 
context. The questionnaire assesses a participant’s work 
experience in oncology; frequency of contact with cancer 
patients; and level of knowledge about the causes of crf, 
assessment and intervention strategies for crf in practice, 
and barriers to implementing crf assessment and interven-
tion strategies. Self-assessment of crf knowledge (1 item) 
and clinical experience (1 item) were also included, using 
a numeric visual analog scale ranging from 0 to 100, where 
0 represents low knowledge and experience and 100 rep-
resents high knowledge and experience.

Self-Efficacy
Self-efficacy on the part of a participant to assess and 
intervene for crf was measured using 2 items developed 
for the present study in accordance with Bandura’s ability 
probabilistic estimate concept40: one was related to a par-
ticipant’s estimation of success in assessing for crf, and 
the other was related to providing recommendations for 
crf. The items were rated on a 5-point Likert-type scale. 
Responses were averaged, and higher scores ref lected 
higher self-efficacy.

Behavioural Intentions
The intention of a participant to implement crf assess-
ment and intervention strategies in practice was assessed 
using 18 items developed for the present study based on 
prior studies that had good fidelity coefficients (α = 0.84, 
0.97) with respect to measuring intention to adopt a new 
behaviour41,42. Specifically, participants were asked to 
rate their level of intent for performing each of the 18 

crf assessment and intervention recommendations pre-
sented in the capo crf guidelines1. Each item was rated 
on a 7-point Likert-type scale. Responses were averaged, 
whereby higher scores reflect higher intention to apply the 
recommendations. The Cronbach alpha for those items in 
the present sample was 0.93, indicating good reliability43,44.

Feasibility
Recruitment time, training session participation rate, 
and rate of participation in the post-training interviews 
were documented by the research team to report on the 
feasibility of implementing the training session and data 
collection methods.

Satisfaction with Training
Satisfaction with the training session was assessed after 
training using a questionnaire that measured 3 aspects of 
participant satisfaction:

	■ The objectives and the content
	■ The methods and the context
	■ The relevance of the training to their practice

The reliability of the questionnaire has been demon-
strated with a Cronbach alpha of 0.8845. The Cronbach 
alpha for the present sample was 0.97. Responses were 
averaged, and higher scores reflect higher satisfaction.

Qualitative Post-Training Interviews
A semi-structured interview guide developed for the study 
assessed crf knowledge, capo guidelines knowledge, in-
tention to implement the guidelines, change in practice, 
use of the flipchart, obstacles, areas for improvement, and 
training satisfaction. Telephone interviews were conducted 
by 2 independent interviewers, an undergraduate student 
and a 2nd-year graduate student (GT, French; NR, English), 
with participants who had indicated an interest in sharing 
their impressions of the training at a 3-month follow-up.

Quantitative Analyses
Statistical analyses were performed using the IBM SPSS 
Statistics software application (version 23: IBM, Armonk, 
NY, U.S.A.), and statistical significance was set at p ≤ 0.05. 
Frequencies, means, and paired-samples t-tests were used to 
describe and compare scores on the knowledge, behavioural 
intentions, and self-efficacy scales before and after training. 
Cohen standardized effect sizes (Cohen d) were calculated 
and interpreted for before-and-after mean differences as 
follows: small (≤0.20), medium (≈0.50), and large (≥0.80)46.

Qualitative Analyses
Qualitative analyses (performed by GJ) used summative 
content analysis methods47 in which participant responses 
to the interview questions were categorized by key themes 
and quantified.

RESULTS

Participants
The 18 female participants who completed the training 
were, on average, 43.06 ± 12.44 years of age, had diverse 
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professional backgrounds, and had, on average, 18.53 
± 13.09 years of work experience in their respective fields. All 
participants reported working in Ontario; most described 
their workplace as metropolitan, in a hospital setting; 
and most described working with cancer patients daily or 
weekly. Table  ii presents complete statistics concerning 
the sociodemographic and professional characteristics of 
the sample.

Quantitative Outcomes

Before-and-After Training Comparisons
Descriptive Statistics:  In terms of the first primary 
outcome (crf knowledge), participants were more fam-
iliar with the capo crf guidelines, better able to correctly 
identify the prevalence of crf, more familiar with the use 
of a 0–10 numeric scale and the esas to screen for crf after 
completion of training than before. After training, partic-
ipants also identified more capo assessment guidelines as 
being appropriate to assess for crf and more capo inter-
vention guidelines as being appropriate to intervene for 
crf. Similarly, after training, participants less frequently 
identified both acupuncture and pharmacotherapy (not 
recommended by capo) as appropriate intervention strat-
egies. Finally, after training, participants less frequently 
identified 3 capo intervention guidelines—sleep optimiza-
tion, use of complementary and alternative medicines, and 

stress reduction—as appropriate intervention strategies, 
suggesting a possible misunderstanding of those interven-
tions. Table iii presents the full before- and after-training 
descriptive statistics.

Mean Comparisons:  Before-and-after comparisons re-
vealed significant increases on the part of participants in

	■ perceived level of crf-related knowledge (t = –3.959(14), 
p = 0.001) with a large effect size (d = 0.98).

	■ self-efficacy in assessing crf (t = 2.621(13), p = 0.021) 
with a large effect size (d = 0.88).

	■ self-efficacy to intervene for crf (t = 2.924(13), p = 0.012) 
with a large effect size (d = 1.13).

	■ intent to apply capo crf guidelines in practice (t  = 
4.786(13), p = 0.000) with a large effect size (d = 1.35).

No change was observed for perceived level of clinical 
experience on the part of the participants in assessing and 
managing crf (t = –0.427(14), p = 0.676) with a small effect 
size (d = 0.09). Table iv presents before- and after-training 
descriptive statistics and comparisons.

Feasibility Indicators
The recruitment time for the sample of 18 participants was 
less than 1 month. The participation rate was 90%: 2 par-
ticipants were recruited and cancelled before the session 
(1 breast cancer surgeon, 1 nurse). All attendees participat-
ed in the presentation part of the training (participation 
rate: 100%), but 2 left before the interactive part (reasons 
cited: had to leave early; participation rate: 88.89%). Finally, 
the mean satisfaction score was high (52.27 ± 6.97 out of 
60 points maximum).

Qualitative Outcomes at Follow-Up
Of the 18 participants, 7 (38.89%) were interviewed 3 
months after the training session. All interviewees (n = 7) 
reported being satisfied with the training. All reported that 
the content and length was appropriate, that they enjoyed 
the combination of didactic presentation and practical 
session (role-play), and that they would recommend the 
training to their peers. Further, all interviewees reported 
having learned new information about crf and the capo crf 
guidelines. Two interviewees reported that the training of-
fered a refresher on the capo crf guidelines, and two report-
ed that it was their first time learning about the guidelines. 
All interviewees reported that they incorporated changes 
in their practice that aligned with the guidelines.

Of the 7 interviewees, 5 reported having used the 
flipchart since the training; 6 of the 7 reported feeling 
sufficiently trained to use the flipchart; and all reported 
having appreciated the format and content of the flipchart. 
Interviewees reported feeling more confident in their abil-
ity to assess and intervene for crf since their participation 
in the training. Obstacles to applying the guidelines in 
practice and to using the flipchart included lack of time, 
other acute patient needs to address before fatigue, patient 
barriers, and systemic medical team barriers (for example, 
being unsure of their role in the assessment of crf).

Areas for improvement in the training session included 
having more role-play practice, hosting a 3- to 6-month 

TABLE II  Sociodemographic characteristics and professional experience

Variable Value

Mean age (years) 43.06±12.440

Mean practice duration (years) 18.53±13.09

Sex [n (%) women] 18 (100)

Profession
Nursing 9 (50)
Social work 2 (11.1)
Dietetics 1 (5.6)
Kinesiology 1 (5.6)
Psychology 1 (5.6)
Cancer coach 1 (5.6)
Other 1 (5.6)

Province [n (%) Ontario] 18 (100)

Work location [n (%)]
Metropolitan 17 (94.4)
Rural 1 (5.6)
Hospital 12 (66.7)
Community 4 (22.2)
Palliative care 1 (5.6)
Rehabilitation centre 1 (5.6)

Contact with cancer patients [n (%)]
Daily 10 (55.6)
Weekly 5 (27.8)
Monthly 1 (5.6)
Occasionally 1 (5.6)
Rarely 1 (5.6)
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review session to address questions and review the con-
tent, and integrating the flipchart more throughout the 
training. Areas of improvement for the flipchart included 
condensing the tool into a shorter format and developing 
a patient-friendly version.

DISCUSSION AND CONCLUSIONS

In t he present st udy, we appl ied elements of t he 
Knowledge-to-Action cycle (that is, implementation of a 
kt intervention, monitoring knowledge use, and outcomes 
evaluation37,39) to pilot a training session for hcps and 
csps that aimed to fill gaps in hcp or csp knowledge, re-
sources, and patient–provider communication previously 
identified in our focus groups (unpublished data) and 
the literature19,20,23–29,31,32. Overall, results suggest that 
offering a brief one-time training for hcps and csps about 
crf guidelines could be effective in increasing knowledge, 
self-efficacy, and intent to apply guidelines in practice. 
Similarly, kt tools are appreciated by hcps and csps, and 
might be used in practice to supplement and sustain 
the knowledge and skills gained in training. Guideline 
developers should therefore consider developing hcp and 
csp training strategies and kt tools that help to translate 
clinical guidelines into practice38.

A recent report highlighted the need to equip hcps 
to implement crf guidelines in practice by promoting 
education and systemic knowledge dissemination and 
implementation strategies22. A Delphi survey highlighted 
areas of improvement for the capo crf guidelines, in-
cluding streamlining the format and content to produce 
a user-friendly format for hcps, identifying the roles and 
tasks specific to each health care profession that integrates 
referral pathways, developing pilot hcp training sessions, 
and developing decision-support systems for hcps that are 
endorsed by local and statutory bodies and integrated into 
current practice and consumer needs30. The development 
and piloting of our training session and kt tool represent a 
first step in evaluating the feasibility and acceptability of 
a user-friendly summary of the capo crf guidelines and in 
promoting a discussion of roles for interdisciplinary hcps 
and csps through practical role-play.

The results of the present study also corroborate results 
obtained by an Australian team30 by indicating that hcps 
want even more streamlined tools (1-page summaries), with 
clear steps to implement them in their practice. Strategies 
to increase interprofessional communication in the assess-
ment and intervention of crf are needed to ensure effective 
implementation of the capo crf guidelines. Further, crf 
training should be delivered systematically to hcps to ensure 
optimal knowledge dissemination and implementation22.

Limitations
Our study has limitations that should be taken into account 
when interpreting results. Those limitations include the 
use of self-report measures, which in some cases were de-
veloped or adapted specifically for the study, and whose 
validity and fidelity have not been evaluated. Changes over 
time are limited to immediate before- and after-training 
measurements and a 3-month after-training follow-up 
with a subsample of participants that did not measure 

TABLE III  Knowledge comparison: before and after training in cancer- 
related fatigue

Variable Value [n (%)]

Before 
(n=18)

After 
(n=16)

Knowledge of guidelines

Yes 6 (33.3) 15 (93.8)
No 12 (66.7) 1 (6.3)
Professional guidelines 1 (5.6) 4 (25)
Ontario Health (Cancer Care Ontario) 4 (22.2) 12 (75)
CAPO 4 (22.2) 8 (50)
NCCN 1 (5.6) 3 (18.8)
Other 2 (11.1) 1 (6.3)

Prevalence

Incorrect 2 (11.1) 1 (6.3)
Correct 12 (66.7) 13 (81.3)
No answer 4 (22.2) 2 (12.5)

Systematically assess patients

Yes 18 (100) 16 (100)

Knowledge assessment measures

Numeric scale (0–10) 4 (22.2) 7 (43.8)
ESAS 6 (33.3) 8 (50)
Brief Fatigue Inventory 2 (11.1) 1 (6.3)
Multi-Symptom Inventory 0 (0) 1 (6.3)
Quality of Life Scale 2 (11.1) 2 (12.5)
Visual Analog Scale 1 (5.6) 0 (0)
Other 0 (0) 2 (12.5)
Not applicable 7 (38.9) 3 (18.8)

Assessment strategies to be used

Informal interview 7 (38.9) 10 (55.6)
ESAS 9 (50) 11 (68.8)
Comprehensive fatigue assessment 10 (55.6) 11 (68.8)
Medical exam 5 (27.8) 7 (43.8)
Functional exam 6 (33.3) 7 (43.8)
Referral 2 (11.1) 5 (31.3)

Systematically provide recommendations

Yes 16 (88.9) 16 (100)
No 2 (11.1) 0 (0)

Recommendations offered

Psychoeducation 10 (55.6) 13 (81.3)
Energy conservation 14 (77.8) 14 (87.5)
Distractions 3 (16.7) 9 (56.3)
Monitoring of fatigue 11 (61.1) 12 (75)
Physical activity 16 (88.9) 15 (93.8)
Cognitive Behavioural Therapy 6 (33.3) 10 (62.5)

Sleep optimization 14 (77.8) 11 (68.8)

CAM 15 (83.3) 12 (75)

Stress reduction 16 (88.9) 13 (81.3)

Pharmacotherapy 4 (22.2) 3 (18.8)

Acupuncture 4 (22.2) 2 (12.5)

CAPO = Canadian Association of Psychosocial Oncology; NCCN = (U.S.) 
National Comprehensive Cancer Network; ESAS = Edmonton Symptom 
Assessment System; CAM = complementary and alternative medicine.
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behavioural changes. However, behavioural intentions 
have been shown to be indicative of future behaviours48. 
Interpretation standards for feasibility indicators (that is, 
recruitment time, participation rate) were not set a priori, 
which renders their interpretation subjective. The cost- 
effectiveness of the training session was not evaluated in 
the present study. In terms of the sampling method, the 
nature of convenience sampling limits the generalizability 
of the results to the overall population of interest; male hcps 
and csps were not represented. Furthermore, specific pro-
fessions were not represented in our sample: oncologists, 
family physicians, radiation oncologists, surgeons, and 
occupational therapists. It is also possible that the results of 
the study were influenced by geographic or cultural factors, 
given that participants worked exclusively in the Ottawa 
region; the training should therefore should be assessed 
in other jurisdictions in Canada.

Future Directions and Sustainability
Future research should assess for performance, patient 
health, and population health outcomes of hcp and csp 
training about the capo crf guidelines. Such assessments 
could use observational methods to measure practice-level 
changes associated with training and maintenance of skills 
learned in training. Indicators such as number of patient 
follow-ups, duration of appointment times, and overall 
health care use could form the basis for an assessment of 
the cost-effectiveness of the training37.

The development of methods to sustain the training 
of hcps and csps about the capo crf guidelines and the use 
of a kt tool to promote a more user-friendly format of the 
guidelines is essential. The sustainability of the training 
session should be pursued by integrating the session into 
regular training activities in hospitals, health centres, and 
community organizations (for example, rounds, continu-
ing education, staff meetings). Moreover, a self-directed 
online training session could help to promote the sustain-
ability of the training and to increase its accessibility37.
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