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Executive Summary 
Background 
The diagnostic phase of cancer care requires complex coordination of care and effective 
communication between a range of care providers working across multiple areas of the healthcare 
system. The Alberta Health Services (AHS) Cancer Strategic Clinical Network (SCN) is seeking to 
reorganize health systems, structures, and services to accelerate care during the diagnostic phase. 
System-level interventions, referred to as facilitated cancer diagnosis initiatives, can help achieve this aim. 
Facilitated cancer diagnosis initiatives aim to improve the timeliness of cancer diagnosis by 
integrating and coordinating care across two or more of the components, or patient milestones, 
within the diagnostic interval (that is, first presentation/clinical appearance, first investigation, first 
referral to secondary care, first specialist visit, and diagnosis confirmation). 

Objectives 
The objective of this report is to provide a summary of currently existing facilitated cancer diagnosis 
initiatives that aim to accelerate the diagnostic phase of cancer care, with a focus on five research 
questions: 

1. What facilitated cancer diagnosis initiatives exist in Alberta, the rest of Canada, and relevant 
international jurisdictions with health care systems broadly similar to Canada’s? 

2. What are the intended outcomes of the initiatives, and how effective are they at achieving 
these outcomes? 

3. What are the costs and cost savings associated with these initiatives? 
4. What are the major enablers and barriers affecting the implementation and success of these 

initiatives? 
5. What can we learn from the implementation of these initiatives that can be applied to the 

Alberta context? 

Methods 
An environmental scan was conducted to answer research questions 1 to 4, and results were used to 
generate learnings that could be applied to the Alberta context (research question 5). The 
environmental scan consisted of two parts: a literature review of published academic and grey 
literature; and consultations with key informants who had knowledge of existing facilitated cancer 
diagnosis initiatives. The key informant consultations consisted of online surveys and telephone 
interviews. 

Results 
In total, 89 relevant documents and 20 key informants contributed to the environmental scan. Key 
findings for each of the five research questions are summarized below. 

Program Characteristics 
The environmental scan identified 21 facilitated cancer diagnosis initiatives. Nine initiatives were 
standardized and integrated care pathways that specified the type of care to be offered to patients at 
each stage of the diagnostic interval, from first presentation/clinical appearance through to diagnosis 
confirmation. Twelve initiatives were in-person or virtual diagnostic assessment programs (DAPs) 
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that organized access to coordinated and comprehensive diagnostic services. Some DAPs were 
embedded within larger care pathways. 

Of the 21 initiatives, seven were national initiatives located in England, Denmark, Ireland, Sweden, 
Norway, or Wales; five were provincial initiatives located in Alberta, Ontario, Manitoba, or 
Saskatchewan; and nine were smaller, regional initiatives located in Alberta, in Canada, or 
internationally. The most common cancer types targeted by the initiatives were lung (15 initiatives), 
breast (10 initiatives), and colorectal and prostate (nine initiatives each) cancers. Nine of the 
initiatives targeted multiple types of cancer. 

The first two large-scale, national facilitated cancer diagnosis initiatives were England’s Two-Week 
Wait program (implemented in 2000) and Denmark’s Cancer Patient Pathways and Three-Legged 
Strategy (implemented in 2008). In Canada, the first provincial initiative was Ontario’s Diagnostic 
Assessment Program (implemented in 2007). Many subsequent international, Canadian, and Alberta 
initiatives expanded upon, were modelled on, or took inspiration from, these three initiatives. In 
Alberta, there is one provincial care pathway for breast cancer, one provincial DAP for lung cancer, 
and two regional DAPs for breast and prostate cancers. 

The facilitated cancer diagnosis initiatives all contained different numbers, types, and combinations 
of program components. Urgent referral criteria were often used to specify when and how to refer 
patients to secondary care for further diagnostic investigations, while benchmarks or wait time 
targets often specified the maximum length of time that patients should wait for certain types of 
care. Most initiatives included centralized and coordinated diagnostic services that brought all 
healthcare providers and services together in one location. Providers often included nurse or patient 
navigators or coordinators that provided a central communication point for patients and helped 
coordinate all stages of diagnostic care, and groups of providers sometimes came together during 
multidisciplinary conferences or teams to co-facilitate the diagnostic process. Some initiatives also 
made use of discrete interventions to further accelerate diagnostic service provision. Technologies 
and electronic systems sometimes supported the diagnostic process. 

Intended Outcomes and Effectiveness 
All 21 facilitated cancer diagnosis initiatives intended to reduce wait times (that is, detect cancer 
faster). This was the only outcome examined in this environmental scan that was associated with a 
consistent, robust, statistically significant improvement across the initiatives examined. Wait time 
reductions were observed across care pathways and DAPs for multiple cancer types (including 
breast, colorectal, lung, and prostate cancers), different comparator groups (including after 
compared to before initiative implementation, and after initiative implementation for patients seen 
through the initiative compared to routine or usual care), and different time points (including the 
entire diagnostic interval, as well as multiple discrete intervals embedded within the larger diagnostic 
interval). In most, but not all, cases, the wait time reductions spanned several days to several weeks. 

Shifting cancer stage at diagnosis or improving long-term survival were not intended effects in the 
majority of identified initiatives. Limited outcome data often, but not always, showed no difference 
in cancer stage at diagnosis or one- to five-year survival for patients seen through facilitated cancer 
diagnosis initiatives. 

Almost half of the facilitated cancer diagnosis initiatives intended to improve the patient experience 
(for example, improve satisfaction, decrease distress). Limited outcome data found that patients 
reported predominantly positive experiences. 
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Costs and Cost Savings 
Most initiatives contributing relevant data received funding for program implementation (13 of 14 
initiatives). Half received continuous program funding provided over time periods ranging from 18 
months to five years, and the other half received one-time funding. Funding ranged from 
approximately CAN$2 to 75 million per year for national or provincial initiatives targeting multiple 
cancer types; CAN$250,000 to 5 million per year for provincial or regional (multicentre) initiatives 
targeting one single type of cancer; and CAN$100,000 to 250,000 per year for regional (single-
centre) initiatives targeting one single type of cancer. Funding was most often provided by the 
government, followed by health authorities and charities. 

Most initiatives contributing relevant data receive ongoing, yearly funding for program maintenance 
(six of eight initiatives). Funding ranges from approximately CAN$1.7 million for provincial 
initiatives targeting multiple types of cancer to CAN$100,000 for regional initiatives targeting one 
single type of cancer. Funding is most often provided by the health authorities, followed by the 
government and charities. 

Actual program costs and cost savings were often unclear. When reported, costs associated with 
maintaining many of the initiatives seemed to be embedded into the standard operational budgets of 
the health care systems and/or hospitals. Only two of 10 initiatives realized cost savings, which were 
not well described. 

Enablers and Barriers 
Major enablers supporting the implementation and success of the facilitated cancer diagnosis 
initiatives included: having a clear rationale for program development, adequate high-level support 
and funding, building on existing initiatives and program components, starting small, core steering 
committees, working groups, multi-level and multidisciplinary stakeholder buy-in, collaborative 
culture, clear communication, rigorous and credible program design, staggered rollout, incorporating 
effective program components, continuous quality improvement, seeing evidence of success, and 
promoting long-term sustainability. 

Major barriers to implementation and success of the initiatives included: lack of capacity and 
resources, issues related to the complexity of cancer care, unintended opportunity costs, difficulties 
engaging primary and secondary care providers, time-intensive process, poor communication, 
regional variation, limitations of benchmarks or wait time targets, issues with sustainability of the 
nurse navigator role, inadequate data systems, and other barriers such as lack of wait time data, lack 
of evidence-based guidelines, difficulty investing time up front, difficulty implementing initiatives 
that take effect all at once, new pressures on service capacity, difficulty dividing start-up funding 
between sites, demands on providers’ time, and lack of clear referral criteria.  

Learnings for Alberta 
Most facilitated cancer diagnosis initiatives examined in this environmental scan helped accelerate 
the diagnostic phase of cancer care by several days or several weeks. These reduced wait times were 
consistently associated with improved patient experience, but were often not associated with less 
advanced stage cancer or increased long-term survival. Findings suggest that stakeholders interested 
in improving cancer diagnostic pathways in Alberta should identify a clear rationale for program 
development, link this rationale to their intended program outcomes, and consider the feasibility of 
achieving the intended program outcomes based on the existing research evidence, the Alberta 
context, and the type of initiative and specific program components envisioned in Alberta. 
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When developing a provincial initiative to accelerate cancer diagnosis, Alberta stakeholders may 
consider how such an initiative can dovetail with existing regional and provincial pre-diagnostic 
initiatives and activities, and how it can support the transition to faster cancer treatment. 
Stakeholders from existing Alberta initiatives, and from other relevant Canadian initiatives, should 
be approached, informed, consulted, and engaged in the development and implementation of an 
overarching provincial initiative. Wherever possible, the new initiative should consider utilizing, 
modifying, or adapting existing effective program components. 

Conclusion 
The AHS Cancer SCN is in a unique position to play a critical leadership role in accelerating cancer 
diagnosis in Alberta by supporting the development, coordination, evaluation, and improvement of 
cancer diagnostic pathways in Alberta. The results of this environmental scan will be used as a first 
step to help inform the development and implementation of a comprehensive and coordinated 
provincial strategy for facilitated diagnosis of breast cancer, colorectal cancer, lung cancer, prostate 
cancer, and lymphoma in Alberta. 
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Abbreviations 
All abbreviations that have been used in this report are listed here unless the abbreviation is well 
known, has been used only once, or has been used only in tables or appendices, in which case the 
abbreviation is defined in the figure legend or in the notes at the end of the table. 

2WW Two-Week Wait (England) 

ACE Accelerate, Coordinate, Evaluate Programme (England) 

AHS Alberta Health Services 

ATOP Alberta Thoracic Oncology Program (Alberta) 

C-DAPT Cancer Diagnostic Pathways Improvement Project (England) 

CAN$ Canadian dollars 

CBCP Comprehensive Breast Care Program (Alberta) 

CBHP Calgary Breast Health Program (Alberta) 

CPP Cancer Patient Pathway (Denmark; Norway) 

CT computed tomography 

DAP diagnostic assessment program; also Diagnostic Assessment Program (Ontario, 
Quebec) 

LBP Lethbridge Breast Program (Alberta) 

NHS National Health Service (United Kingdom) 

NICE National Institute for Health and Care Excellence (United Kingdom) 

RABC rapid access breast clinic (British Columbia) 

RAC rapid access clinic (Ireland; Alberta) 

RAPID Rapid Access to Pulmonary Investigation Days (England) 

RDC rapid diagnostic clinic (Wales) 

RFTC respiratory fast-track clinic (New Zealand) 

RIC rapid investigation clinic (Quebec) 

SCN Strategic Clinical Network 

SCP Standardised Care Pathway (Sweden) 

SPAP Saskatchewan Prostate Assessment Pathway (Saskatchewan) 

TTP Thoracic Triage Panel (Newfoundland) 
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Glossary 
The glossary terms listed below were obtained and adapted from the following sources:  

• Canadian Partnership Against Cancer, 2018 (canimpact.utoronto.ca/wp-
content/uploads/2018/04/Leading-Practices-to-Create-a-Seamless-Patient-Experience-for-the-Pre-
Diagnosis-Phase-of-Care-CPAC-2018.pdf) 

• Meechan et al., Br J Gen Pract 2012;62(602):e590-7 
• National Cancer Institute (NCI), Dictionary of cancer terms 

(www.cancer.gov/publications/dictionaries/cancer-terms)  
• Weller et al., Br J Cancer 2012;106(7):1262-7 

Benchmarks or wait time targets – Standards that specify the maximum length of time that 
patients should wait for certain types of care. Wait times can be specified for the entire diagnostic 
interval or for specific sub-intervals within the diagnostic interval. Sometimes, wait time targets also 
include patient milestones that occur prior to the start or after the end of the diagnostic interval. 

Care pathways – Standardized and integrated evidence-based pathways that specify the type of care 
to be offered to patients at each stage of the diagnostic interval, from first presentation/clinical 
appearance through to diagnosis confirmation. Standardized care pathways have specific system-
level supports in place so that healthcare providers can adhere to the requirements set out in the 
pathways. They are sometimes called standardized care pathways or patient pathways. 

Centralized and coordinated diagnostic services – These services physically bring together in 
one location all of the healthcare providers, diagnostic equipment, tests, and procedures needed to 
diagnose a specific type of cancer. Referrals are often coordinated centrally. 

Conversion rate – The proportion of referrals to a facilitated cancer diagnosis initiative that result 
in a cancer diagnosis. 

Detection rate – The proportion of cancers that are diagnosed via facilitated diagnosis program 
referrals (in comparison to other routes). 

Diagnostic assessment programs (DAPs) – Programs that facilitate and organize access to 
coordinated and comprehensive diagnostic services. DAPs can be located in clinics or hospitals, or 
they can coordinate care virtually. They may be stand-alone interventions or embedded within larger 
care pathways. They are sometimes called rapid access clinics, rapid investigation clinics, rapid diagnostic 
clinics, or fast-track clinics. 

Diagnostic interval – This time period begins once initial contact has been made with the health 
system and ends at diagnosis confirmation. The diagnostic interval includes the following patient 
milestones: first presentation/clinical appearance (the time point where it is possible for the 
physician to start investigation or referral for possible cancer, given the patient’s presenting signs, 
symptoms, history and other risk factors), first investigation, first referral to secondary care, first 
specialist visit, and diagnosis confirmation. 

Discrete interventions focused on diagnostic services – Examples include parallel (as opposed 
to sequential) booking of diagnostic services, pre-booked appointment slots for diagnostic 
evaluations, and “straight-to-test” or “direct-to-test” access to diagnostic services for primary care or 
other providers. 

http://canimpact.utoronto.ca/wp-content/uploads/2018/04/Leading-Practices-to-Create-a-Seamless-Patient-Experience-for-the-Pre-Diagnosis-Phase-of-Care-CPAC-2018.pdf
http://canimpact.utoronto.ca/wp-content/uploads/2018/04/Leading-Practices-to-Create-a-Seamless-Patient-Experience-for-the-Pre-Diagnosis-Phase-of-Care-CPAC-2018.pdf
http://canimpact.utoronto.ca/wp-content/uploads/2018/04/Leading-Practices-to-Create-a-Seamless-Patient-Experience-for-the-Pre-Diagnosis-Phase-of-Care-CPAC-2018.pdf
https://www.cancer.gov/publications/dictionaries/cancer-terms
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Facilitated cancer diagnosis – A diagnostic program that aims to improve the timeliness of cancer 
diagnosis by integrating and coordinating care across multiple components, or patient milestones, 
within the diagnostic interval (see “Diagnostic interval”). 

Multidisciplinary conferences or teams – Groups of healthcare providers from different 
disciplines that come together to participate in the diagnostic process. 

Nurse navigators or coordinators – Individuals who provide a central communication point for 
patients, help coordinate services between multiple healthcare providers, and provide psychosocial 
support to patients. Navigators are often nurses but may also be administrative or clerical staff, and 
therefore they are sometimes called patient navigators or coordinators. 

Overall survival – The length of time from the date of diagnosis confirmation or the start of 
treatment for a disease, such as cancer, to the time that patients diagnosed with the disease are still 
alive. 

Patient milestones – The discrete subcomponents within the diagnostic interval (see “Diagnostic 
interval”). 

Rapid referral pathways – A type of care pathway that focuses only on the patient milestones 
related to the referral process. Rapid referral pathways may be stand-alone interventions or may be 
embedded within larger care pathways. They are sometimes called urgent referral pathways. 

Referral rate – The number of referrals or number of referrals over a specified time period. 

Technologies – Electronic systems or applications that support the diagnostic process, such as 
electronic health records, electronic risk assessment and decision support tools, electronic referral 
systems and consultation tools, online platforms, smartphone apps, and telehealth services. 

Urgent referral criteria – Criteria that specify when and how to refer patients to secondary care for 
further diagnostic investigations, based on the presence of specific signs, symptoms, or initial 
diagnostic findings. Urgent referral criteria or urgent referral pathways may be embedded within a 
larger care pathway, or may precede entry into a diagnostic assessment program. Often, they 
represent one of several paths to diagnostic evaluation of suspected cancer. Other paths can include 
screening, routine care visits, or emergency presentations. 

Vague symptoms – Refers to non-specific but serious symptoms and signs, such as unexplained 
weight loss and/or appetite loss, non-specific abdominal discomfort or pain, fatigue, and sweats of 
unexplained etiology. 
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1. BACKGROUND 
Cancer is a significant cause of mortality and morbidity in Canada.1, 2 Approximately one in two 
Canadians will develop cancer in their lifetime, and one in four will die from the disease.2, 3 In 
Canada in 2017, over 200,000 new cancer cases were diagnosed and over 80,000 deaths from cancer 
occurred.2 In Alberta, the five most common types of cancer are breast cancer, prostate cancer, lung 
cancer, colorectal cancer, and lymphoma. Together, these five cancers account for more than 52% 
of new cancers and more than 48% of cancer deaths in the province.3 These are also the five most 
common cancers across Canada and in many international jurisdictions with universal health care. 

Early detection aims to identify cancers in the early stages of disease, and has been associated with 
improved effectiveness of available treatment options and improved patient outcomes, including 
increased patient survival,4 increased post-treatment quality of life,5, 6 and reduced patient distress 
during the diagnostic phase.6 Despite widespread recognition of these potential benefits, achieving 
early diagnosis is difficult due to the complex and multifaceted nature of the diagnostic phase of 
cancer care. 

1.1. The Pathway to Cancer Diagnosis 
In general, the pathway to cancer diagnosis comprises three distinct time intervals (see Figure 1).7, 8 
The symptom appraisal and help-seeking intervals relate to patient factors and decisions that occur prior to 
initial contact with the health system, and the diagnostic interval begins once initial contact with the 
health system has been established. This time period begins once initial contact has been made with 
the health system and ends at final diagnosis. The diagnostic interval includes the following patient 
milestones: first presentation/clinical appearance (the time point where it is possible for the physician to 
start investigation or referral for possible cancer, given the patient’s presenting signs, symptoms, 
history, and other risk factors), first investigation, first referral to secondary care, first specialist visit, and 
diagnosis.7, 8 

FIGURE 1: Time intervals and patient milestones that define the pathway to cancer 
diagnosis 

 
Adaptedi from: Olesen (2009)7 

                                                 
i Adapted by permission from Springer Nature Customer Service Centre GmbH: on behalf of Cancer 
Research UK: Springer Nature British Journal of Cancer. Olesen F, Hansen RP, Vedsted P. Delay in 
diagnosis: The experience in Denmark. Copyright 2009. 
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Delays in cancer diagnosis may result from a combination of factors related to the patient, type of 
cancer, healthcare providers, and health system.9 Compared to the symptom appraisal and help-
seeking intervals, the diagnostic interval may be particularly prone to delays. This is because the 
diagnostic interval spans multiple patient milestones and requires complex coordination of care and 
communication between a range of healthcare providers (for example, primary care physicians, 
oncologists, physicians with specific cancer expertise, pathologists, radiologists, nurses, laboratory 
technicians) working across multiple areas of the health system (for example, primary care, 
secondary care, diagnostic imaging, pathology and laboratory medicine, surgical oncology).6, 10-13 
Strategies that aim to better facilitate and coordinate care during the diagnostic interval may 
positively impact key outcomes such as wait time to cancer diagnosis, cancer stage at diagnosis, 
survival rates, and patient experiences. 

1.2. Facilitated Cancer Diagnosis Initiatives 
One type of strategy to accelerate cancer diagnosis involves reorganizing health systems, structures, 
and services to better coordinate care during the diagnostic interval.14, 15 In this report, we refer to 
these system-level interventions as facilitated cancer diagnosis initiatives. 

Facilitated cancer diagnosis initiatives aim to improve the timeliness of cancer diagnosis by 
integrating and coordinating care across two or more of the components, or patient milestones, 
within the diagnostic interval (first presentation/clinical appearance, first investigation, first referral 
to secondary care, first specialist visit, and diagnosis confirmation) (see Figure 1). Facilitated cancer 
diagnosis initiatives are often complex, multicomponent, and heterogeneous. As such, different 
initiatives may consist of different combinations of health system interventions. There are two main 
types of initiatives: 

• Care pathways: Standardized and integrated evidence-based pathways that specify the type 
of care to be offered to patients at each stage of the diagnostic interval, from first 
presentation/clinical appearance through to diagnosis confirmation. Standardized care 
pathways have specific system-level supports in place so that healthcare providers can adhere 
to the requirements set out in the pathways.15 They are sometimes called standardized care 
pathways or patient pathways. 

• Diagnostic assessment programs (DAPs): Programs that facilitate and organize access to 
coordinated and comprehensive diagnostic services. DAPs can be located in clinics or 
hospitals, or they can coordinate care virtually. They may be stand-alone interventions or 
embedded within larger care pathways.15, 16 They are sometimes also called rapid access clinics, 
rapid investigation clinics, rapid diagnostic clinics, or fast-track clinics. 

Other discrete interventions may be embedded within larger care pathways or DAPs, such as the 
following:15 

• Benchmarks or wait time targets: Standards that specify the maximum length of time that 
patients should wait for certain types of care. Wait times can be specified for the entire 
diagnostic interval (from first presentation/clinical appearance to diagnosis confirmation) or 
to specific sub-intervals within the diagnostic interval (for example, between any two discrete 
patient milestones within the diagnostic interval). Sometimes, wait time targets also include 
patient milestones that occur prior to the start of the diagnostic interval (for example, first 
symptom to diagnosis confirmation) or after the end of the diagnostic interval (for example, 
first presentation/clinical appearance to first treatment). 
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• Urgent referral criteria: Criteria that specify when and how to refer patients to secondary 
care for further diagnostic investigations, based on the presence of specific signs, symptoms, 
or initial diagnostic findings. Urgent referral criteria or urgent referral pathways may be 
embedded within a larger care pathway, or may precede entry into a DAP. Often, they 
represent one of several paths to diagnostic evaluation of suspected cancer. Other paths can 
include screening, routine care visits, or emergency presentations. 

• Centralized and coordinated diagnostic services: These services physically bring 
together in one location all of the healthcare providers, diagnostic equipment, tests, and 
procedures needed to diagnose a specific type of cancer. Referrals are often coordinated 
centrally. 

• Nurse navigators or coordinators: Individuals who provide a central communication point 
for patients, help coordinate services between multiple healthcare providers, and provide 
psychosocial support to patients. Navigators are often nurses (referred to as nurse navigators 
throughout the report), but they may also be administrative or clerical staff (referred to as 
patient navigators or coordinators throughout the report). 

• Multidisciplinary conferences or teams: Groups of healthcare providers from different 
disciplines that come together to participate in the diagnostic process. 

• Discrete interventions focused on diagnostic services: Examples include parallel (as 
opposed to sequential) booking of diagnostic services, pre-booked appointment slots for 
diagnostic evaluations, and “straight-to-test” or “direct-to-test” access to diagnostic services 
for primary care or other providers. 

• Technologies: Electronic systems or applications that support the diagnostic process, such 
as electronic health records, electronic risk assessment and decision support tools, electronic 
referral systems and consultation tools, online platforms, smartphone apps, and telehealth 
services. 

1.3. The Alberta Situation 
Evidence suggests that Alberta has long and variable times to diagnosis for patients with suspected 
cancer,17-20 and lower survival rates compared to some other Canadian provinces.21 Anecdotal 
evidence in Alberta suggests that patients experience distress and healthcare providers face 
challenges during the diagnostic process.22 There is also variation in cancer stage at diagnosis, with 
breast and prostate cancers generally diagnosed at earlier stages (stage I-II) and colorectal and lung 
cancers generally diagnosed at advanced stages (stage III-IV) (see Figure 2). These staging data are 
close to Canadian averages.2 There are currently no staging data available for lymphoma.ii 

                                                 
ii Conclusion after consulting with the Alberta Cancer Registry, Canadian Cancer Society, and Statistics 
Canada, in September 2018. 
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FIGURE 2: Cancer stage at diagnosis for breast, colorectal, lung, and prostate cancers 
(2011-2015) 

 
Modified from: Canadian Cancer Society (2018)2 

We are aware of several facilitated cancer diagnosis pathways and programs that currently exist in 
Alberta. For breast cancer, there is one provincial initiative overseeing a pathway in Calgary and 
Edmonton, and one operational regional program in Lethbridge. For lung cancer, there is one 
operational provincial clinical program in Calgary and Edmonton. For prostate cancer, there is one 
operational regional clinical program in Calgary.23-27 However, each pathway or program is specific to 
one type of cancer, and two are single-site initiatives. There is no single provincial initiative that 
integrates and coordinates care across all patient milestones within the diagnostic interval, for all 
types of cancer or for the five most common types of cancer in Alberta. 

The Alberta Health Services (AHS) Cancer Strategic Clinical Network (SCN) has prioritized 
addressing delays to cancer diagnosis in Alberta and the lack of a comprehensive and coordinated 
provincial strategy for facilitated diagnosis of cancer. As part of this priority, the Cancer SCN is 
undertaking a program of research to enhance our understanding of the elements influencing cancer 
diagnosis in Alberta, and to help inform the development and implementation of a comprehensive 
and coordinated provincial strategy for facilitated diagnosis of breast cancer, colorectal cancer, lung 
cancer, prostate cancer, and lymphoma. The program of research has four objectives: 
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a) to quantify the length of the diagnostic interval of cancer care in Alberta for different cancer 
types, and to identify ways in which the length of its various components could be 
shortened; 

b) to document patient and family member experiences during the diagnostic and pre-
diagnostic phase of cancer care, and to identify factors that influence the length of this time 
period; 

c) to document the experiences and perceptions of Alberta’s primary and secondary care 
providers related to the pre-diagnostic phase of cancer care, and to identify healthcare 
provider-related and system-related factors that influence prolonged periods to diagnosis; 
and 

d) to identify and describe the facilitated cancer diagnosis initiatives in Canada and 
internationally, including the contextual factors that affect their implementation and success. 

While other concurrent, ongoing research projects are being conducted elsewhere to address the 
first three research objectives, the Institute of Health Economics (IHE) has been commissioned by 
the Cancer SCN to conduct an environmental scan (literature review and key informant surveys and 
interviews)28 to address the fourth research objective. 

1.4. Objectives 
The objective of this environmental scan is to identify and describe facilitated cancer diagnosis 
initiatives in Alberta, the rest of Canada, and international jurisdictions with universal health care 
that is broadly similar to Canada’s health system. Specifically, we will address five research questions: 

1. What facilitated cancer diagnosis initiatives exist in Alberta, the rest of Canada, and relevant 
international jurisdictions with health systems broadly similar to Canada’s? 

2. What are the intended outcomes of the initiatives, and how effective are they at achieving 
these outcomes? 

3. What are the costs and cost savings associated with these initiatives? 
4. What are the major enablers and barriers affecting the implementation and success of these 

initiatives? 
5. What can we learn from the implementation of these initiatives that can be applied to the 

Alberta context? 

2. METHODS 
2.1. Overall Approach 
An environmental scan was used to answer research questions 1 to 4 above. The results from 
research questions 1 to 4 were then synthesized to generate learnings that could help in the 
implementation of effective facilitated cancer diagnosis initiatives in the Alberta context (research 
question 5). The protocol was developed by researchers at the IHE based on current best practices 
for conducting environmental scans,28 and was approved by the Cancer SCN. The environmental 
scan consisted of two parts: 1) a literature review of published academic and grey literature; and 
2) consultations with key informants who had knowledge of existing facilitated cancer diagnosis 
initiatives. The key informant consultations consisted of online surveys and telephone interviews.28 
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They were used to supplement the results of the literature review, increase the breadth and depth of 
the data, and obtain additional information on programs identified as important by the Cancer SCN. 

2.2. Selection Criteria 
We searched for documents, reports, or websites describing facilitated cancer diagnosis initiatives 
implemented in countries with universal health care that is broadly similar to Canada’s health system. 
Relevant countries were Canada, Australia, New Zealand, and select European countries (England, 
Ireland, Scotland, Wales, Denmark, Norway, and Sweden). A facilitated cancer diagnosis initiative was 
defined as a diagnostic program that aims to improve the timeliness of cancer diagnosis by 
integrating and coordinating care across two or more components, or patient milestones, within the 
diagnostic interval (first presentation/clinical appearance, first investigation, first referral to 
secondary care, first specialist visit, and diagnosis confirmation).8 All initiatives were included, 
regardless of size (regional, provincial, or national). Initiatives for all types of cancer were included. 

We excluded initiatives that only targeted a single patient milestone within the diagnostic interval, as 
the intent was to identify programs that integrated and coordinated care across multiple patient 
milestones. We also excluded facilitated cancer diagnosis initiatives that were not yet implemented. 

For research question 2 only (intended outcomes and effectiveness), we applied additional exclusion 
criteria. Inclusion was restricted to primary studies (all study designs) and systematic reviews/health 
technology assessment reports published in English between January 2012 and April 2018. To be 
included, studies had to report data for at least one pre-specified outcome of interest (see 
section 2.4). Narrative reviews, commentaries, newsletters, and conference abstracts were excluded. 
In select cases, we included unpublished, ongoing, internal, informal, or non-English studies or 
evaluations, or published studies outside of the above-specified date range, if these were brought to 
our attention by key informants and met all other inclusion criteria. 

2.3. Literature Review 
2.3.1. Search strategy 
An information specialist (DC) searched Medline, Embase, and ABI/INFORM databases for 
relevant academic publications using a combination of keywords and medical subject heading 
(MeSH) terms. In addition, the information specialist searched a variety of websites, from cancer 
associations, government agencies, and health technology assessment organizations, as well as 
Google Scholar and Google Advanced, using keywords for relevant grey literature. Conference 
abstracts were excluded. See Appendix A for complete search strategies. Search findings were cross-
checked with other recent documents, reports, and websites to ensure completeness. One of two 
researchers (MP, RC) also searched the websites of facilitated cancer diagnosis initiatives to identify 
additional information. 

2.3.2. Study selection 
One researcher (RC) screened the titles and abstracts of all citations retrieved in the literature 
searches and scanned the contents of all websites identified through the grey literature search. One 
researcher (RC) reviewed the full text of all potentially relevant articles, documents, reports, and 
websites for inclusion in the final report, and a second researcher (MP, BG) helped resolve 
uncertainties as needed. 
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2.4. Key Informant Consultations 
2.4.1. Identifying key informants 
One of four information specialists or researchers (DC, LT, LS, MP) identified key informants who 
have overseen, worked within, or conducted research about a facilitated cancer diagnosis initiative, 
or who may have detailed knowledge about an initiative. Key informant names and email addresses 
were identified from initiative websites and relevant research articles. Key informants were also 
identified through professional or clinical networks, or were provided by key informants. 

2.4.2. Online surveys 
The online survey and its component questions were developed by two researchers (MP, BG) using 
established methods for constructing respondent-friendly online surveys.29 The Cancer SCN 
provided clinical input and approved the final survey, and researchers working at the IHE internally 
pilot-tested the survey. 

The online surveys were distributed via email in June and July 2018 to all key informants identified. 
The original closing date was in July 2018, but the survey was extended to August 2018 to increase 
the response rate and to accommodate respondents who needed additional time. The survey 
consisted of 10 multiple choice and short answer questions, and took approximately 15 minutes to 
complete (see Appendix B, Box B.1). All participants provided electronic consent for their 
affiliations and survey responses to be included in this report. 

Participants who partially completed the survey (defined as leaving one or more questions blank) 
received one to two follow-up emails with their unique survey code, requesting their continued 
participation. Participants who completed the full survey and expressed interest in providing further 
information were either sent an email with one to two targeted follow-up questions, or invited to 
participate in a one-hour, semi-structured interview. If participants did not identify or describe a 
facilitated cancer diagnosis initiative that met our inclusion criteria, their survey responses were 
excluded from the results. 

2.4.3. Telephone interviews 
One researcher (MP) conducted semi-structured interviews with select key informants to obtain 
additional information about facilitated cancer diagnosis initiatives of most importance to the 
Cancer SCN (Alberta initiatives, Canadian initiatives with provincial programs in place, and 
international initiatives with national programs in place that target the five most common types of 
cancer in Alberta and that were not well described in the existing academic and grey literature). At 
the start of the interview, all interviewees provided verbal consent for us to record, transcribe, and 
summarize the content of the interviews in this report. A sample interview guide is included in 
Appendix B, Box B.2. Questions were modified, added, skipped, or re-ordered depending on the 
type of initiative (national, provincial, or regional), our pre-existing knowledge about the initiative, 
and the key informants’ responses. Interviews were conducted in August 2018. 

Some key informants that were surveyed or interviewed provided us with additional potentially 
relevant documents, reports, or websites that were not identified in the literature review but that 
contained outcome data relevant to research questions 2 (intended outcomes and effectiveness). A 
single researcher (MP) assessed these documents for inclusion using the above-described selection 
process (see section 2.2). 
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2.5. Data Extraction, Analysis, and Synthesis 
For each facilitated cancer diagnosis initiative, one of three reviewers (MP, RC, BG) extracted the 
following initiative details from all included references and key informants into a Microsoft Excel 
spreadsheet: description (including program structure, development, and implementation; year of 
inception; initiative size; types of cancer targeted; program components; and intended program 
outcomes), intended outcomes and effectiveness, costs and cost savings, enablers and barriers, and 
learnings for the Alberta context. 

For each study included for research question 2 (intended outcomes and effectiveness), one of three 
reviewers (MP, RC, BG) also extracted the following study characteristics: first author, year of 
publication, facilitated cancer diagnosis initiative examined, study design, study period, study 
location, cancer types, age of participants, number of participants, comparator groups, and outcomes 
examined. Data were extracted for the following outcomes: wait times (for the full length of the 
diagnostic interval, and for all smaller time intervals within the diagnostic interval), cancer stage at 
diagnosis, survival (mean/median survival, and survival at all times points equal to or greater than one 
year), patient experiences (for example, satisfaction, distress, anxiety, confusion), and quality of life. 
For all included studies, the IHE and Cancer SCN made a post hoc decision to extract data for three 
additional relevant outcomes: referral rate, conversion rate, and detection rate. For research 
question 3 (costs and cost savings) all currencies were converted into Canadian dollars (CAN$) using 
historical conversion rates. For research question 4 (enablers and barriers), we extracted, edited, 
grouped, and aggregated textual data to identify common themes across included documents and 
key informants.30 

Data from included documents and key informant surveys and interviews were integrated and 
summarized narratively in text and tables. Findings for research questions 1 to 4 were summarized 
and presented in the Results (section 3). For research questions 1 to 3 (program components, 
intended outcomes and effectiveness, and costs and cost savings), results are presented separately 
for international initiatives, Canadian initiatives, and Alberta initiatives. These results are organized 
by type of initiative (care pathways or DAPs) and date of inception (oldest to newest). For research 
question 4 (enablers and barriers), results are grouped into themes and described narratively. The 
learnings from research question 5 (learnings for Alberta) are provided in the Discussion (section 4). 
These learnings come from the included documents, key informant consultations, and overarching 
observations made by the research team. 

3. RESULTS 
3.1. Overview 
The literature search and key informants identified 9,000 unique documents, reports, and websites. 
Of these, 480 were selected for full-text review and 89 were included in the environmental scan. For 
research question 2 (intended outcomes and effectiveness), 56 of the 89 documents were included: 
55 primary studies31-85 and one systematic review.86 Appendix C depicts the flow of information 
sources through the different phases of the selection process. 

At least 155 key informants were contacted to participate in an online survey or telephone interview. 
In total, 20 key informants participated (19 were surveyed, seven were interviewed, and six were 
both surveyed and interviewed). Of the 19 survey responses received, 16 surveys were completed 
and three were partially completed. An additional three surveys were received that did not identify a 
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relevant facilitated cancer diagnosis initiative and were thus excluded from the final report. Key 
informants familiar with the five provincial initiatives in Canada and the four initiatives in Alberta 
were interviewed. Key informants were a mix of program managers, healthcare professionals, and 
researchers that oversee, work within, and conduct research about the facilitated cancer diagnosis 
initiatives. Appendix D summarizes the affiliation information of the 20 key informants that 
contributed to this environmental scan. 

Findings for research questions 1 to 4 are presented below in sections 3.2 to 3.5. Learnings for 
Alberta (research question 5) are presented in section 4.2 of the Discussion. 

3.2. Program Descriptions 
Research question 1: What facilitated cancer diagnosis initiatives exist in Alberta, the rest of 
Canada, and relevant international jurisdictions? 

3.2.1. Overview 
In total, we identified 21 facilitated cancer diagnosis initiatives. Appendix E lists all included 
documents and key informants that contributed data to each initiative. 

Of the included initiatives, nine were care pathways and 12 were DAPs. Some care pathways had 
embedded DAPs. The initiatives were implemented between 2000 and 2016. Of the 21 initiatives 
identified, seven were national, five were provincial, and nine were regional. There were four 
initiatives located in Alberta. The most common cancer type targeted by the initiatives was lung 
cancer (15 initiatives), followed by breast cancer (10 initiatives), colorectal cancer (nine initiatives), 
and prostate cancer (nine initiatives). Four initiatives targeted lymphoma. Unless otherwise stated, 
the initiatives aimed to describe the patient’s pathway across the entire diagnostic interval. Many of 
the initiatives extended their scope beyond the final diagnosis, to treatment decision or first 
treatment. Table 1 below lists each initiative, along with its year of inception, initiative size, cancer 
type(s) targeted, and program components. The initiatives are described below. 
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TABLE 1: Program characteristics 
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International initiatives: Care pathways 

Two Week Wait (2WW) 
program (England) 2000 National ● ● ● ● ● ●a ● ●       

Cancer Patient Pathways 
(CPPs) and Three-Legged 
Strategy (Denmark) 

2008 National ● ● ●  ● ●a ● ● ● ● ● ● ● ● 

Accelerate, Coordinate, 
Evaluate (ACE) Programme 
(England) 

2014 National  ● ●   ●b  ● ●     ● 

Cancer Diagnostic Pathways 
Improvement Project (C-DAPT) 
(England – Bristol and 
Sunderland) 

2014 Regional  ● ●   ●c  ●      ● 

Cancer Patient Pathways 
(CPPs) (Norway) 2015 National ● ● ● ● ● ●a ● ● ● ● ●    

Standardized Care Pathways 
(SCPs) (Sweden) 2015 National ● ● ● ● ● ●a ● ● ● ● ● ● ●  

International initiatives: Diagnostic assessment programs 

Rapid access clinics (RACs) 
(Ireland) 2009 National ● ● ●  ●  ● ● ●  ●    

Respiratory fast-track clinics 
(RFTCs) (New Zealand – 
Dunedin and Whangarei) 

2009 Regional   ●    ●  ● ●   ●  
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Initiative name Year 
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Rapid Access to Pulmonary 
Investigation Days (RAPID) 
program (England – 
Manchester) 

2016 Regional   ●    ●  ● ●   ●  

Rapid diagnostic clinics 
(RDCs) (Wales – Cardiff and 
Talbot Green) 

2016 National      ●b ●  ● ● ●   ● 

Canadian initiatives: Care pathways 

Cancer Patient Journey 
Initiative (IN SIXTY) (Manitoba) 2011 Provincial ● ● ● ● ●  ● ●  ● ●   ● 

Saskatchewan Prostate 
Assessment Program (SPAP) 
(Saskatchewan) 

2013 Provincial     ●   ●  ●    ● 

Canadian initiatives: Diagnostic assessment programs 

Diagnostic Assessment 
Program (DAP) (Ontario) 2007 Provincial ● ● ●  ●  ● ● ● ● ●    

Diagnostic assessment 
program (Quebec – Quebec 
City) 

2008 Regional   ●    ●  ● ●  ● ●  

Rapid access breast clinics 
(RABCs) (British Columbia – 
Vancouver) 

2009 Regional ●      ●  ● ● ● ● ●  

Rapid investigation clinic (RIC) 
(Quebec – Montreal) 2010 Regional   ●      ● ●  ●   

Thoracic Triage Panel (TPP) 
(Newfoundland – Saint John’s) 2013 Regional   ●       ● ●    
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Initiative name Year 
started Size 

Cancer type(s) targeted Program components 
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Alberta initiatives: Care pathways 

Provincial Breast Health 
Initiative (Cancer SCN) – 
breast cancer diagnostic 
assessment pathways (Alberta 
– Calgary and Edmonton) 

2016 Provincial ●      ● ● ● ● ● ● ●  

Alberta initiatives: Diagnostic assessment programs 

Prostate Cancer Centre Rapid 
Access Clinic (RAC) (Alberta – 
Calgary) 

2005 Regional     ●  ● ● ●    ●  

Lethbridge Breast Program 
(LBP) (Alberta – Lethbridge)  2006 Regional ●       ● ● ● ●    

Alberta Thoracic Oncology 
Program (ATOP) (Alberta – 
Calgary and Edmonton)  

2013 Provincial   ●     ● ● ● ● ●  ● 

a Multiple cancer types (see section 3.2 for lists of cancer types examined) 
b Vague symptoms 
c Pancreatic cancer 
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3.2.2. International initiatives 
3.2.2.1. Care pathways 
Two Week Wait program (England, 2000) 

In 2000, England was the first country to launch a large-scale, country-wide facilitated cancer 
diagnosis initiative. This initiative, called the Two Week Wait (2WW) program, was designed to 
encourage urgent referral of suspected cancer, and was developed in response to disparities in cancer 
patient outcomes between England and other developed countries.87 The details of the initiative 
were published by the United Kingdom government and National Health Service (NHS) in the 
NHS Cancer Plan.88 The 2WW program applies to all cancer types, including breast, colorectal, 
lung, lymphoma, and prostate cancers, and it is a national standardized and integrated care 
pathway with embedded urgent referral pathways. The 2WW program involves two main 
components: benchmarks or wait time targets, and urgent referral criteria. 

The first (and key) component of the 2WW program involves mandatory wait time targets for 
patients that have been referred to secondary care with suspected cancer. The wait time targets 
specify the maximum amount of time patients should wait at each stage of the diagnostic process. 
The target wait times from urgent referral are as follows: 14 days to first specialist visit, 31 days to 
diagnosis confirmation, and 62 days to first treatment.87-89 Once the 2WW program was formalized 
in the NHS Cancer Plan, all cancer networks were required to set local improvement targets to help 
them achieve the target wait times.88 The target wait times were expected to be achieved by 2001 for 
breast cancer, and by 2005 for all other cancers. Exceeding wait time targets can result in penalties of 
2% loss of annual services line revenue.46 

When the 2WW program was first launched in 2000, there was limited evidence available to define 
eligibility for urgent 2WW referral.87 Since then, further evidence has supported the development of 
urgent referral criteria, which is the second main component of the 2WW program. Referral criteria 
were developed by the government, in collaboration with the National Institute for Health and Care 
Excellence (NICE), based on the best available research evidence combined with prediction models 
and expert opinion. The referral criteria were introduced in 2005 and updated in 2015 and 2017,90 
and are designed to help standardize referrals into the 2WW program. The referral criteria include 
various combinations of signs, symptoms, and laboratory tests to be used in primary care, and are 
specific to each type of cancer. When developing the referral criteria, symptoms were included based 
on a risk threshold (that is, referral is appropriate if the risk of certain signs and symptoms being 
caused by cancer are above a predefined threshold). 

Unless stated otherwise, the 2WW program described in the remainder of this report applies mainly 
to England. Urgent referral criteria and target wait times exist in other countries in the United 
Kingdom (Northern Ireland, Scotland, and Wales), but there is variation across countries and the 
criteria do not seem to be formalized as part of larger initiatives.91 

Cancer Patient Pathways and Three-Legged Strategy (Denmark, 2008) 

In 2008, Denmark was the second country to launch a large-scale, country-wide facilitated cancer 
diagnosis initiative. The initiative was launched following 2007 government legislation mandating the 
development of Cancer Patient Pathways (CPPs) for patients with symptoms specific to different types 
of cancer.92 This legislation was introduced because Denmark had low cancer survival rates 
compared to other European and North American countries. From 2008 to 2009, the Danish 



   

Initiatives to accelerate the diagnostic phase of cancer care: An environmental scan 14 

government, in collaboration with Denmark’s five health regions, developed and implemented 32 
CPPs that were each associated with a specific type of cancer. However, it soon became obvious 
that not all cancer patients were being identified by, and diagnosed through, the CPPs. To address 
this need, in 2012 the Danish government and the five health regions expanded the CPPs by 
embedding them into a larger strategy called the Three-Legged Strategy,93 which is currently in place 
today. It consists of three diagnostic routes: 1) urgent referral through the 32 pre-existing CPPs for 
patients with serious and specific symptoms of cancer; 2) urgent referral through a newly developed 
pathway for patients with serious but vague symptoms of cancer; and 3) “straight-to-test” access to 
diagnostic services for primary care or other providers, for patients with common but vague 
symptoms of cancer.93 

In 2008, 14 working groups were established to develop the initial 32 cancer-specific CPPs.92, 94 Each 
working group consisted of medical representatives from all relevant specialties and health regions. 
First, all medical, administrative, and political stakeholders developed and agreed on a common 
framework for the content of the CPPs.92 Second, the working groups developed the medical 
content for the CPPs. The medical content was based on national clinical guidelines as much as 
possible, and was supplemented by expert consensus when needed. Development of the medical 
content was deliberately separated from discussions on resource availability to ensure the CPPs 
reflected optimal patient pathways.92 Third, the content of each CPP was approved in a two-step 
process: a) a national advisory board of medical experts approved the clinical content; and b) a 
national task force of medical, administrative, and political stakeholders approved the administrative 
content and discussed resources as needed.92 Lastly, with the help of the regional representatives 
from the working groups, each of the five health regions had three months to implement the 
pathways at the local level.92, 94 In 2012, as part of the Three-Legged Strategy, the last two diagnostic 
routes, for serious but vague symptoms and common but vague symptoms, were developed and 
implemented using a similar process.93 The Three-Legged Strategy is a national standardized and 
integrated care pathway with embedded urgent referral pathways and DAPs. The three diagnostic 
routes of the Three-Legged Strategy are described below. 

The first diagnostic route involves urgent referral to CPPs for patients with serious and specific 
alarm symptoms that are commonly associated with a specific type of cancer.93 There are 32 
different CPPs, including breast, central nervous system, colorectal, eye, gynecological, head and 
neck, leukemias, lung, orthopedic, penile, prostate, skin, testicular, upper gastrointestinal, urinary, 
and childhood cancers.94 The CPPs are all structured in a similar way.62, 94 Primary and secondary 
care providers must adhere to urgent referral criteria that specify when and how to refer patients to 
each CPP, using an urgent referral pathway when there is a “reasonable suspicion” of cancer based 
on the presence of one or more well-defined “alarm symptoms” or diagnostic findings.59 The 
medical providers working in the CPPs must then adhere to guidelines detailing both appropriate 
diagnostic procedures and specific benchmarks or wait time targets for all subsequent patient 
milestones.59 To achieve the target time frames, DAPs called fast-track programs have been set up 
throughout the country to provide centralized and coordinated diagnostic services for patients. The 
fast-track programs consist of: parallel, as opposed to sequential, booking of diagnostic services; pre-
booked appointment slots for diagnostic evaluations (for example, clinical evaluations, imaging, and 
surgical procedures); and multidisciplinary conferences or teams to review test results and plan the 
patient course.59, 62 Each CPP consists of a guideline (flowchart, narrative text, and organizational 
table) that specifies the healthcare providers or departments responsible for care at each point along 
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the pathway. All CPPs include nurse navigators or coordinators to optimize logistics, and they all 
specify requirements for communicating relevant information to patients.94 

The second diagnostic route involves urgent referral for patients with serious but vague symptoms 
of cancer.93 This “vague symptoms” CPP involves urgent referral to hospital-based DAPs called 
diagnostic centres, which provide centralized and coordinated diagnostic services for patients. Patients 
are referred to the diagnostic centres if they have serious but non-specific signs and symptoms that 
are often associated with cancer but that cannot be attributed to one specific type of cancer (for 
example, fatigue, weight loss, nausea, non-specific pain). The structure of the vague symptoms CPP 
and its embedded diagnostic centres is similar to that of the CPPs for specific cancers and their 
embedded fast-track programs. In Denmark, there are 15 diagnostic centres for serious but vague 
symptoms, with at least one in each of the five health regions.93 

The third diagnostic route involves urgent referral for patients with common but vague symptoms 
that are associated with a “low-risk-but-not-no-risk” of cancer.93 In this diagnostic route, primary 
care providers retain full responsibility for all diagnostic investigations but are given “straight-to-
test” access to fast diagnostic services that are conducted in diagnostic assessment programs called 
No-Yes clinics. This diagnostic route can accelerate the diagnostic process while also reducing 
resource use, since patients are not admitted to hospital.93 

Accelerate, Coordinate, Evaluate Programme (England, 2014) 

In 2014, England’s national Accelerate, Coordinate, Evaluate (ACE) Programme was developed by NHS 
England, in partnership with Cancer Research UK and Macmillan Cancer Support.95 The ACE 
Programme incorporates and expands on the existing 2WW urgent referral pathways to include 
urgent referrals as one component of a larger national strategy that aims to improve cancer 
diagnosis. From 2015 to mid-2016, the ACE Programme piloted 60 projects divided into eight 
topic-specific clusters. Three of these clusters consisted of care pathways for colorectal cancer (10 
projects), lung cancer (12 projects), and patients with non-specific but serious symptoms of cancer 
(nine projects).65-67 From 2017 to late 2018, the ACE Programme expanded upon the vague 
symptoms pathways by piloting DAPs called multidisciplinary diagnostic centres for patients with vague 
symptoms (five projects) (Key informant 2).63 The ACE Programme was modelled on Denmark’s 
Three-Legged Strategy (described above).63, 67 

The ACE Programme was implemented country-wide for a five-year period from 2014 to 2018. It is 
unclear whether it will continue running after 2018. If it proves successful, future calls for projects 
may be made.95 

Cancer Diagnostic Pathways Improvement Project (England – Bristol and Sunderland, 2014) 

In 2014, England’s regional Cancer Diagnostic Pathways Improvement Project (C-DAPT) was developed by 
researchers from six universities in partnership with two NHS Trusts.96 C-DAPT expands on the 
existing 2WW urgent referral pathways to include urgent referrals as one component of a larger 
strategy that aims to improve cancer diagnosis. They were developed based on research evidence, 
and considered patient views, resource availability, and cost-effectiveness.97 The C-DAPT pathways 
are part of a larger research program called the Discovery Programme.97 C-DAPT consists of care 
pathways for colorectal, lung, and pancreatic cancers,96-98 as well as ovarian and upper 
gastrointestinal cancers (Key informants 3, 4). The main features of the pathways include risk 
assessment tools and “straight-to-test” access to fast diagnostic services for primary care or other 
providers.98 
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The C-DAPT pathways were implemented in two hospital sites for a five-year period from 2014 to 
2018. It is unclear whether they will continue running after 2018.96 C-DAPT does not seem to be 
affiliated with the ACE Programme. 

Cancer Patient Pathways (Norway, 2015) 

In 2015, the Norwegian government embarked upon a national plan to develop Cancer Patient 
Pathways (CPPs) for both specific cancers and vague symptoms of cancer. Norway’s CPPs were 
modelled on the first and second diagnostic routes of Denmark’s Three-Legged Strategy. There are 
28 CPPs for acute leukemia, biliary, bladder, brain, breast, cervical, chronic lymphocytic leukemia, 
colorectal, endometrial, esophagus and stomach, head and neck, kidney, liver, lung, lymphoma, 
ovarian, melanoma, myelomatosis, neuroendocrine, pancreatic, penile, prostate, sarcoma, testicular, 
thyroid, and childhood cancers, as well as metastasis of unknown primary, and patients with serious 
but vague symptoms of cancer. Norway’s CPPs are care pathways with embedded urgent referral 
pathways. They are structured similarly to Denmark’s cancer-specific and vague symptoms CPPs 
(described above).99 

Standardized Care Pathways (Sweden 2015) 

In 2015, the Swedish government embarked upon a four-year national plan to develop Standardized 
Care Pathways (SCPs) for both specific cancers and vague symptoms of cancer.100 Like Norway’s 
CPPs, the SCPs were modelled on Denmark’s Three-Legged Strategy. In 2015, the first five SCPs 
were implemented for acute myeloid leukemia, head and neck, esophageal and gastric, prostate, and 
urinary and bladder cancers. Eighteen SCPs were implemented from 2015 to 2016 for cancers 
including bile, brain, breast, colon and rectal, liver, lung, lymphoma, malignant melanoma, 
myeloma, ovarian, and pancreatic cancers, as well as for cancer of unknown primary tumour, and 
vague and non-specific symptoms and signs of cancer.101 

Sweden’s development process was similar to Denmark’s process (described above). However, the 
implementation process differed slightly because Sweden has 21 county councils, whereas Denmark 
has five health regions. Thus, to facilitate implementation across the 21 county councils, Sweden 
established six regional cancer centres that were each tasked with supporting a certain number of county 
councils. Each of the regional cancer centres was required to submit plans for program 
implementation at the local level, followed by progress reports eight months later. The six regional 
cancer centres reported to the pre-existing Swedish Association of Local Authorities and Regions, 
which provided coordinated oversight and support at the national level (Key informant 6).100, 101 

Sweden’s SCPs are care pathways with embedded urgent referral pathways. They are structured 
similarly to Denmark’s cancer-specific and vague symptoms CPPs (described above). Notably, the 
patient navigators are organized differently across county councils. Larger county councils may have 
one patient coordinator per hospital and per cancer type, while smaller county councils may have 
one patient coordinators across all hospitals and cancer types. Further, some patient navigators are 
nurses, while others are administrative personnel. 

The SCPs were implemented country-wide for a four-year period from 2015 to 2018. It is unclear 
whether they will continue receiving funding after 2018. If funding is not renewed, the county 
councils will likely continue running the programs to the best of their ability (Key informant 6). 
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3.2.2.2. Diagnostic assessment programs 
Rapid access clinics (Ireland, 2009) 

In 2006, a National Cancer Strategy was published to facilitate cancer diagnosis and treatment in 
Ireland. This strategy resulted in the implementation of DAPs called rapid access clinics (RACs) for 
breast, colorectal, lung, and prostate cancers in 2009 (Key informant 8). The RACs include 
benchmarks or wait time targets, urgent referral criteria, centralized and coordinated diagnostic 
services, and parallel booking of diagnostic services.69, 70 

Respiratory fast-track clinics (New Zealand – Dunedin and Whangarei, 2009) 

In 2009, one of the 20 district health boards in New Zealand implemented a DAP called a respiratory 
fast-track clinic (RFTC) for patients with suspected lung cancer. In 2016, a similar clinic was 
implemented in a second district health; the second RFTC was implemented as part of a larger 
initiative called the Faster Cancer Treatment initiative, which introduced benchmarks and wait time 
targets modelled on England’s 2WW program. The clinics include benchmarks or wait time targets, 
centralized and coordinated diagnostic services, and pre-booked appointment slots. There are also 
nurse navigators and coordinators, though these are part of a larger national program that provide 
support to all cancer patients, including those seen through the RFTCs.71, 102, 103 

Rapid Access to Pulmonary Investigation Days program (England – Manchester, 2016) 

The Rapid Access to Pulmonary Investigation Days (RAPID) program is a regional DAP that provides 
centralized and coordinated diagnostic services for patients with suspected lung cancer. It was a 
developed by a clinical team at the University Hospital of South Manchester, in partnership with the 
government, one NHS Trust, and non-profit organizations. The RAPID program consists of 
benchmarks or wait time targets, centralized and coordinated diagnostic services, patient navigators 
or coordinators, and pre-booked appointment slots. It was implemented in one hospital site from 
2016 to 2017; due to its success, plans are underway to expand to a second site.72, 104 

Rapid diagnostic clinics (Wales – Cardiff and Talbot Green, 2016) 

In 2016, two of the seven local health boards in Wales implemented two regional DAPs called rapid 
diagnostic clinics (RDCs) for patients presenting with vague symptoms. The RDCs are part of a larger 
program called the Detecting Cancer Earlier Programme. They are pilot projects modelled on Denmark’s 
Three-Legged Strategy that combine elements from the vague symptoms CPPs and No-Yes clinics 
(described above).105 

3.2.3. Canadian initiatives 
3.2.3.1. Care pathways 
Cancer Patient Journey Initiative (IN SIXTY) (Manitoba, 2011) 

In 2011, Manitoba was the second Canadian province (after Ontario, described below) to implement 
a large-scale, provincial facilitated cancer diagnosis initiative targeting multiple types of cancer. The 
Cancer Patient Journey Initiative was developed by the Manitoba government in collaboration with 
Cancer Care Manitoba. It was originally presented to the public as the IN SIXTY initiative, as the 
intent was to move from suspicion to first treatment within 60 days. IN SIXTY consists of care 
pathways for breast, colorectal, lung, lymphoma, and prostate cancers.106 The 60-day target was 
adapted from England’s 2WW program, and the program components were adapted from Ontario’s 
Diagnostic Assessment Program (described below). Notably, nurse navigators provide both virtual 
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and in-person services, depending on the region, and are reported to be a valuable resource for 
patients in rural areas and for patients in urban areas that do not have a family doctor. As part of the 
IN SIXTY initiative, each patient also receives a “patient journey handbook” (developed by patient 
representatives) to track all appointments and test results (Key informant 11). 

Saskatchewan Prostate Assessment Pathway (Saskatchewan, 2013) 

The Saskatchewan Prostate Assessment Pathway (SPAP) is a provincial initiative that was established in 
2013. The pathway was modelled on two pre-existing Canadian initiatives, the Ontario prostate 
cancer DAPs and Calgary’s Prostate Cancer Centre Rapid Access Clinic (both described below). The 
SPAP has two sites, located in Saskatoon and Regina, and patients across Saskatchewan with 
suspected prostate cancer can be referred to either site. The SPAP is coordinated centrally, and 
both sites communicate regularly. Both sites contain the same program components but, because 
the daily operations of both sites are coordinated locally, there are slight differences in how both 
sites function (Key informant 12).74 

The SPAP provides a supervised “straight-to-test” process that provides primary care providers fast 
access to diagnostic services. Primary care providers use decision algorithms, developed by 
urologists, to determine whether to refer patients directly to biopsy. Trained nurse navigators review 
all incoming referrals; they then contact patients directly to coordinate the biopsies, or pass the 
referral request onto a urologist if they are unsure whether a biopsy is warranted. This process allows 
patients to bypass the first specialist visit. In many cases, the trained nurse navigators also deliver the 
biopsy results to the patients and hold an initial counselling session to discuss treatment options 
before patients are referred onward for treatment. Importantly, the nurse navigator can refer 
complex cases directly to the urologists and can consult the urologists at any point along the 
pathway as needed, and the patients can see a urologist if desired after the initial counselling session 
with the nurse navigator. Primary care providers or patients that do not wish to use the SPAP’s 
“straight-to-test” pathway may instead refer patients directly to a urologist (Key informant 12). 

3.2.3.2. Diagnostic assessment programs 
Diagnostic Assessment Program (Ontario, 2007) 

In 2007, Ontario was the first Canadian province to launch a large-scale, provincial facilitated cancer 
diagnosis initiative. Ontario’s Diagnostic Assessment Program (DAP) targets patients with suspected 
colorectal, lung, and prostate cancers. The initiative was developed in response to a call for action 
from stakeholders who came together at a signature event to discuss challenges and barriers, and 
identify priorities and strategies, to improve the diagnostic phase of cancer care.107 It was also 
inspired by the implementation of England’s 2WW program, and the initial success of Ontario’s first 
regional DAP for lung cancer (the Time to Treat DAP, located at Toronto East General Hospital).76 
The initiative was launched by the provincial government, who provides funding and central 
oversight to the individual DAPs. In return, all DAPs must adhere to certain program and reporting 
requirements (Key informant 13). 

Ontario’s DAPs are referral-based DAPs that “organize and coordinate the entire process of a 
person’s diagnostic care.”107 This is a deliberately broad definition that allows each group of local 
stakeholders to tailor their DAP to local contexts. Thus, there is variability across individual DAPs 
in terms of their development, structure, and function. However, all DAPs must include centralized 
and coordinated diagnostic services, referral criteria, patient navigators and coordinators, 
multidisciplinary conferences or teams, and processes to facilitate fast access to diagnostic 
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services.107 Lung DAPs also contain benchmarks and target wait times. There are multiple 
centralized referral points for different regions and different cancer types. The DAPs also leverage 
the diagnostic portion of standardized, cancer-specific “disease pathways” that provide evidence-
based guidance for all stages of the cancer journey, from initial suspicion to treatment, palliative 
care, and survivorship (Key informant 13). 

Ontario currently has 44 DAPs that are part of the provincial program: 16 for colorectal or rectal 
cancer, 19 for lung cancer, and nine for prostate cancer. There are also DAPs for other types of 
cancer that operate outside of the provincial program. These DAPs do not receive dedicated 
funding or provincial oversight, and they are not subject to any operational or reporting 
requirements. For example, there are over 30 DAPs for breast cancer that were already well 
established prior to the launch of the provincial initiative and that remain outside of provincial 
control. There are also a smaller number of DAPs for lymphoma, melanoma, and thyroid cancers 
that were established by individual hospital sites once they had seen the success of the provincial 
DAP initiative (Key informant 13). 

Diagnostic assessment program (Quebec – Quebec City, 2008) 

In 2008, l’Institut Universitaire de Cardiologie et de Pneumologie de Québec in Quebec City 
established a regional DAP for patients with suspected lung cancer. This regional DAP takes 
referrals from the eastern Quebec region. The DAP includes benchmarks or wait time targets, 
centralized and coordinated diagnostic services, patient navigators or coordinators, parallel booking 
of diagnostic services, and pre-booked appointment slots (Key informant 16).80 

Rapid access breast clinics (British Columbia – Vancouver, 2009) 

In 2009, British Columbia’s Ministry of Health Services implemented four regional pilot DAPs 
called rapid access breast clinics (RABCs) for breast cancer. Funding was renewed for three of the four 
clinics, and patients living in the Lower Mainland area can be referred to the clinics. The RABCs 
include benchmarks or wait time targets, centralized and coordinated diagnostic services, patient 
navigators or coordinators, multidisciplinary conferences or teams, parallel booking of diagnostic 
services, and pre-booked appointment slots. The RABCs employ clerical staff as well as nurse 
navigators. Clerical staff register patients and coordinate initial appointments, and nurse navigators 
provide psychosocial support and coordinate follow-up appointments as needed.81, 108, 109 

Rapid investigation clinic (Quebec – Montreal, 2010) 

In 2010, McGill University Health Centre in Montreal established Quebec’s second regional DAP, 
called a rapid investigation clinic (RIC), for patients with suspected lung cancer. The RIC includes 
centralized and coordinated diagnostic services, patient navigators or coordinators, and parallel 
booking of diagnostic services.82 

Thoracic Triage Panel (Newfoundland – Saint John’s, 2013) 

In 2013, a hospital in Saint John’s established the regional Thoracic Triage Panel (TTP) for patients 
with suspected lung cancer. The TTP is a DAP that accepts referrals from the Saint John’s and 
surrounding area. Due to geographical constraints, it is a virtual program that sees most patients via 
video or telemedicine. The program consists of virtual nurse navigators or coordinators (who 
coordinate patient care and act as the central contact for patients and providers), multidisciplinary 
conferences or teams (who work across several sites but meet in-person to discuss patient cases), 
and an electronic tracking system to support the diagnostic process (Key informant 17).83 
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3.2.4. Alberta initiatives 
3.2.4.1. Care pathways 
Provincial Breast Health Initiative (Cancer SCN) – breast cancer diagnostic assessment pathways 
(Alberta – Calgary and Edmonton, 2016) 

The Provincial Breast Health Initiative was established in 2016.110 Under this initiative, which was led 
and supported by the Cancer SCN, two pathways were established to accelerate the diagnostic 
assessment of patients with suspected breast cancer (Key informant 19).84 The first pathway was 
implemented by the Comprehensive Breast Care Program in Edmonton in 2017. The second 
pathway was implemented by the Calgary Breast Health Program in Calgary in 2018.84 Both 
pathways were implemented using resources provided by the Provincial Breast Health Initiative 
(Cancer SCN) and have provincial oversight and monitoring. The pathways were modelled on two 
pre-existing facilitated cancer diagnosis initiatives: an operational breast cancer DAP under the 
Lethbridge Breast Program, and the Alberta Thoracic Oncology Program (both described below). 
Both pathways are operated by single-centre, regional programs that are governed and managed by 
their respective Zones (Key informant 19). 

The Comprehensive Breast Care Program (CBCP) delivers services virtually to patients with 
suspected breast cancer and to newly diagnosed breast cancer patients. Currently, all patients that 
live in and around Edmonton (Edmonton Zone) can be referred to the program.26, 111 The Calgary 
Breast Health Program (CBHP) is based at Calgary’s Foothills Medical Centre and delivers services 
in-person to all patients with suspected breast cancer and newly diagnosed breast cancer patients 
that live in and around Calgary (Calgary Zone).27, 111 Both the CBCP and CBHP help patients access 
diagnostic services in a timely manner, offer psychological support, and provide information and 
education about treatment options. 

The breast cancer diagnostic assessment pathways implemented through the Provincial Breast 
Health Initiative (Cancer SCN) in Edmonton and Calgary expedite timely diagnostic work-up of 
highly suspicious breast lesions and provide support to patients early in the diagnostic phase of care. 
Specific diagnostic imaging abnormalities prompt urgent referral to the breast programs. Nurse 
navigators help coordinate diagnostic tests and other specialist appointments, and provide early 
support to patients during the diagnostic phase of care. The pathways also include benchmarks or 
wait time targets, centralized and coordinated diagnostic services, multidisciplinary conferences or 
teams, parallel booking of diagnostic services, and pre-booked appointment slots. They do not 
include “straight-to-test” access to diagnostic services for primary care or other providers. At the 
CBHP, the nurse navigators, and some – but not all – of the specialists, work on-site, and the 
multidisciplinary conference or team meets only as needed. The CBCP, but not the CPCP, also has a 
quality improvement committee (Key informant 19).26, 27, 111 

3.2.4.2. Diagnostic assessment programs 
Prostate Cancer Centre Rapid Access Clinic (Alberta – Calgary, 2005) 

In 2005, the Prostate Cancer Centre Rapid Access Clinic (RAC) was the first facilitated cancer diagnosis 
initiative to be established in Alberta. The RAC is a single-site, regional initiative located in Calgary’s 
Rockyview General Hospital. All patients with suspected prostate cancer that live in and around 
Calgary (Calgary Zone) can be referred to the clinic. The RAC provides timely access to a urologist 
for diagnosis. Post-diagnosis, the RAC also offers information about treatment options and 
integrated post-treatment care. Approximately 1,200 patients attend the RAC annually.23 
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The RAC is a DAP that provides centralized and coordinated diagnostic services and includes 
benchmarks or wait time targets (one to two weeks from referral to first specialist consultation, and 
one to two weeks from first specialist consultation to biopsy), urgent referral criteria, and pre-
booked appointment slots for diagnostic evaluations. It does not include patient navigators or 
coordinators, multidisciplinary conferences or teams, parallel booking of diagnostic services, or 
“straight-to-test” access to diagnostic services for primary care or other providers (Key 
informant 18). 

Lethbridge Breast Program (Alberta – Lethbridge, 2006) 

The Lethbridge Breast Program (LBP) was established in 2006. It is a single-site, regional initiative 
located in Lethbridge’s Chinook Regional Hospital. All patients with suspected breast cancer that 
live in and around Lethbridge (South Zone) can be referred to the clinic. The LBP provides timely 
access to assessment, diagnostic, and treatment services, including psychological support and 
information about treatment options.24, 111 

The LBP is a DAP that provides centralized and coordinated diagnostic services. All nurse 
navigators and specialists work on-site. It does not include benchmarks or wait time targets, parallel 
booking of diagnostic services, pre-booked appointment slots, or “straight-to-test” diagnostic 
services for primary care or other providers. Though it does not include multidisciplinary 
conferences or teams, as of 2018, specialists may connect remotely to the Calgary program’s ad hoc 
meetings (described below) (Key informant 19, based on consultations conducted in 2016). 

Alberta Thoracic Oncology Program (Alberta – Calgary and Edmonton, 2013) 

The Alberta Thoracic Oncology Program (ATOP) was established in 2013. It was developed by provincial 
stakeholders including thoracic surgeons, pulmonary specialists, nurse practitioners, radiologists, and 
a business consultant, and it was supported by the provincial government and health system. ATOP 
is a multi-site, provincial initiative, with two sites located at Calgary’s Foothills Medical Centre and 
Edmonton’s Royal Alexandra Hospital. Patients across Alberta with suspected lung cancer can be 
referred to the program.25 There is some central oversight in the form of an executive group and a 
working group, though both sites are managed relatively independently (Key informant 20). 

ATOP contains the following program components: urgent referral criteria, centralized and 
coordinated diagnostic services, nurse navigators or coordinators (who review referrals and 
computed tomography [CT] scans, triage patients, and coordinate the diagnostic process), 
multidisciplinary conferences or teams, parallel booking of diagnostic services, and “straight-to-test” 
access to diagnostic services for primary care providers and radiologists, as well as for nurse 
practitioners who identify patients that clearly have stage IV disease. ATOP does not have 
benchmarks or wait time targets or pre-booked appointment slots (Key informant 20). 

3.2.5. Summary 
The characteristics of the 21 facilitated cancer diagnosis initiatives are summarized below: 

• We identified nine care pathways and 12 DAPs. Some care pathways had embedded DAPs. 
• There were ten international initiatives (six care pathways, four DAPs), seven Canadian 

initiatives (two care pathways, five DAPs), and four Alberta initiatives (one care pathway, 
three DAPs). 
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• There were seven national initiatives (two in England, and one in each of Denmark, Ireland, 
Sweden, Norway, and Wales), five provincial initiatives (two in Alberta, and one in each of 
Ontario, Manitoba, and Saskatchewan), and nine regional initiatives. 

• Nine of the initiatives targeted two or more types of cancer, and 12 targeted one single type 
of cancer. The most common cancer type targeted by the initiatives was lung cancer (15 
initiatives), followed by breast cancer (10 initiatives) and colorectal and lung cancers (nine 
initiatives each). Four initiatives targeted lymphoma. 

• Many international and Canadian initiatives expanded upon, were modelled on, or took 
inspiration from England’s 2WW program and Denmark’s Three-Legged Strategy. Many 
Canadian initiatives also took inspiration from Ontario’s DAP. 

• Many initiatives included centralized and coordinated diagnostic services and patient 
navigators or coordinators (at least 16 initiatives each). Patient navigators were often nurses, 
but could also be administrative or clerical staff. Many initiatives also included urgent referral 
criteria and benchmarks or wait time targets (at least 14 initiatives each) and multidisciplinary 
conferences or teams (at least 13 initiatives). Fewer initiatives made use of “straight-to-test” 
access to diagnostic services for primary care or other providers (at least seven initiatives), 
pre-booked appointment slots for diagnostic appointments (at least eight initiatives), or 
parallel booking of diagnostic services (at least seven initiatives). Some initiatives may include 
additional program components that were not identified in this report. Programs were not 
reported in enough detail to enable accurate estimation of the number of initiatives that 
successfully used electronic systems to support the diagnostic process. 

• Initiatives located within Alberta include: one provincial care pathway for breast cancer, one 
provincial DAP for lung cancer, and two regional DAPs for breast and prostate cancer. 

3.3. Intended Outcomes and Effectiveness 
Research question 2: What are the intended outcomes of the facilitated cancer diagnosis 
initiatives, and how effective are they at achieving these outcomes? 

3.3.1. Overview 
Of the 56 documents included for this research question, almost half examined England’s 2WW 
program (19 studies), followed by Denmark’s Three-Legged Strategy (10 studies), and England’s 
ACE Programme and Ontario’s DAP (five studies each). The outcome data from all other initiatives 
included in this report come from one study per initiative. 

The intended short- and long-term outcomes of the facilitated cancer diagnosis initiatives are 
summarized in Table 2. All 21 initiatives intended to reduce wait times, and almost half intended to 
improve patient experiences (10 initiatives). Most initiatives did not explicitly state that they intended 
to support a stage shift from late to early diagnosis or to increase long-term survival (three initiatives 
intended to increase early diagnosis, and two initiatives intended to increase survival). 

Of the above-listed outcomes relevant to this environmental scan, the most commonly reported 
outcome examined in the included studies was wait time (34 studies), followed by cancer stage at 
diagnosis (23 studies), survival (11 studies), and patient experiences (10 studies). These outcome data 
are described below, and are summarized in Appendix G. 
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TABLE 2: Intended outcomes 

Initiative name 

Intended short-term outcomes 
Intended 
long-term 
outcomes Other 

intended 
outcomes Decrease 

wait times 
Increase 

early-stage 
diagnosis 

Improve 
patient 

experiences 
Increase 
survival 

International initiatives: Care pathways 

Two Week Wait (2WW) program (England, 2000) ●     

Cancer Patient Pathways (CPPs) and Three-Legged Strategy (Denmark, 2008) ●  ● ●  

Accelerate, Coordinate, Evaluate (ACE) Programme (England, 2014) ● ● ●  ● a 

Cancer Diagnostic Pathways Improvement Project (C-DAPT) (England – Bristol 
and Sunderland, 2014) ● ●   ● b 

Cancer Patient Pathways (CPPs) (Norway, 2015) ●     

Standardized Care Pathways (SCPs) (Sweden, 2015) ●  ●  ● c 

International initiatives: Diagnostic assessment programs 

Rapid access clinics (RACs) (Ireland, 2009) ●  ●   

Respiratory fast-track clinics (RFTCs) (New Zealand – Dunedin and Whangarei, 
2009) ●  ●  ● d 

Rapid Access to Pulmonary Investigation Days (RAPID) program (England – 
Manchester, 2016) ●  ●  ● e 

Rapid diagnostic clinics (RDCs) (Wales – Cardiff and Talbot Green, 2016) ● ● ● ● ● f 

Canadian initiatives: Care pathways 

Cancer Patient Journey Initiative (IN SIXTY) (Manitoba, 2011) ●  ●  ● d 

Saskatchewan Prostate Assessment Program (SPAP) (Saskatchewan, 2013) ●     

Canadian initiatives: Diagnostic assessment programs 

Diagnostic Assessment Program (DAP) (Ontario, 2007) ●  ●  ● g 

Diagnostic assessment program (Quebec – Quebec City, 2008) ●     

Rapid access breast clinics (RABCs) (British Columbia – Vancouver, 2009) ●    ● d 
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Initiative name 

Intended short-term outcomes 
Intended 
long-term 
outcomes Other 

intended 
outcomes Decrease 

wait times 
Increase 

early-stage 
diagnosis 

Improve 
patient 

experiences 
Increase 
survival 

Rapid investigation clinic (RIC) (Quebec – Montreal, 2010) ●     

Thoracic Triage Panel (TPP) (Newfoundland – Saint John’s, 2013) ●    ● h 

Alberta initiatives: Care pathways 

Provincial Breast Health Initiative (Cancer SCN) – breast cancer diagnostic 
assessment pathways (Alberta – Calgary and Edmonton, 2016) ●  ●  ● i 

Alberta initiatives: Diagnostic assessment programs 

Prostate Cancer Centre Rapid Access Clinic (RAC) (Alberta – Calgary, 2005) ●     

Lethbridge Breast Program (LBP) (Alberta – Lethbridge, 2006) ●     

Alberta Thoracic Oncology Program (ATOP) (Alberta – Calgary and Edmonton, 
2013) ●    ● j 

a Reduce cancer diagnoses via emergency presentations 
b Examine differences between people subsequently diagnosed with and without cancer 
c Reduce regional and cancer-specific differences, and standardize diagnostic services across the country 
d Streamline diagnostic services 
e Standardize and centralize diagnostic services, and increase patient involvement in treatment choices 
f Reduce cancer diagnoses via non-urgent referrals and emergency presentations; increase the number of advanced stage cancer patients receiving treatment 
g Facilitate evidence-based care and care transitions, and improve care coordination and communication between healthcare providers 
h Improve patient flow; better utilize resources; improve connections with appropriate treatment providers 
i Provide timely access to support from social workers and patient peers 
j Cost containment 
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3.3.2. International initiatives 
3.3.2.1. Care pathways 
Outcome data were available for four of the six international care pathways: England’s 2WW 
program (see Appendix F, Tables F.1 and F.2), Denmark’s CPPs and Three-Legged Strategy (see 
Appendix F, Tables F.3 and F.4), England’s ACE Programme (see Appendix F, Tables F.5 and F.6), 
and Sweden’s SCPs (see Appendix F, Table F.7). 

Wait times 

Wait time data were available for three of the six international care pathways: 
• England’s 2WW program was often, but not always, associated with decreased wait times 

across the diagnostic interval. After compared to before 2WW program implementation, 
there were significant reductions in the lengths of the diagnostic intervals for bladder (24% 
reduction), colorectal (20% reduction), esophageal (19% reduction), head and neck (23% 
reduction), kidney (30% reduction), and pancreatic (16% reduction) cancers.41 The wait time 
reductions ranged from 11 to 26 days. There was no significant difference for breast, 
cervical, endometrial, gastric, leukemia, lung, lymphoma, myeloma, and testicular cancers.41 
When looking at the 2WW program compared to routine referrals, there was a consistent 
and significant reduction in wait times for different time intervals within the diagnostic 
interval for all individual cancer types examined, including bladder (46 to 56% reduction), 
colorectal (62 to 70% reduction), head and neck (62% reduction), ovarian (19 to 39% 
reduction), and prostate (69 to 75% reduction) cancers.34, 37, 46, 47, 49 The wait time reductions 
ranged from 19 to 77 days. There was no difference in the length of the overall diagnostic 
interval when looking at the 2WW program compared to emergency referrals for ovarian 
cancer.37 

• Denmark’s Three-Legged Strategy was consistently associated with decreased wait times 
across the diagnostic interval when compared to the period before CPP implementation and 
to routine referrals. The decreased wait times were observed for almost all cancer types 
examined, including breast (64% decrease), colorectal (60% decrease), head and neck (32% 
decrease), lung (57% decrease), melanoma (62% decrease), prostate (60% decrease), 
sarcoma (50% decrease), and “other” (43% decrease) cancers.53, 57, 59-61 The wait time 
reductions ranged from three to 51 days. The results for penile cancer were mixed.57 Similar 
to the 2WW program, this was the only outcome that was associated with a fairly consistent, 
statistically significant improvement. 

• After compared to before implementation, England’s ACE Programme was associated with 
a significant reduction in wait times for various subcomponents of the diagnostic interval for 
both colorectal (57% reduction) and lung (18 to 63% reduction) cancers.65, 66 The wait time 
reductions ranged from 20 to 24 days. 

Cancer stage 

Staging data were available for two of the six international care pathways: 
• There was variability in the effect of England’s 2WW program on cancer stage at diagnosis. 

Compared to screening, routine referral, or emergency pathways, patients referred through 
the 2WW program were more likely to be diagnosed with advanced (stage III-IV) cancer for 
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cervical, colorectal, and prostate cancers,31, 32, 43, 46, 49 and less likely to be diagnosed with 
advanced cancer for head and neck and vaginal cancers.31, 36 There was no difference in stage 
for kidney and ovarian cancers.31, 33 Results for bladder and head and neck cancers were 
mixed.33, 34, 36, 46 

• There was variability in the effect of Denmark’s Three-Legged Strategy on cancer stage at 
diagnosis. Regardless of the comparator group, the patients diagnosed through CPPs showed 
no difference in cancer stage at diagnosis for most cancers, including colorectal, 
gynecological, lung, melanoma, penile, upper gastrointestinal, urological, and “other” 
cancers.52, 57 The results for head and neck cancer and sarcomas were mixed.50, 52, 59-61 

Survival 

Survival data were available for two of the six international care pathways. 
• The effect of England’s 2WW program on survival rates varied depending on the 

comparator group examined. Compared to screening pathways, 2WW referrals showed no 
difference in one-year survival for breast cancer, but a 16% decrease in one-year survival for 
colorectal cancer.48 Compared to routine referral pathways, 2WW referrals consistently 
showed no difference in one- or five-year survival for any cancer type examined, including 
bladder, breast, central nervous system, colorectal, esophageal, head and neck, kidney, lung, 
lymphoma, melanoma, pancreatic, prostate, sarcoma, and stomach cancers.34, 38, 39, 45, 48 
Lastly, compared to emergency referrals, 2WW referrals were consistently associated with 
increased survival at various time points between one and five years for all cancer types 
examined, including bladder (46 to 49% higher), breast (44% higher), central nervous 
system (17% higher), colorectal (14 to 32% higher), esophageal (24% higher), kidney (41 to 
43% higher), lung (41% higher), lymphoma (35% higher), melanoma (37% higher), 
pancreatic (10% higher), penile (31 to 36% higher), prostate (38 to 51% higher), sarcoma 
(13 to 50% higher), stomach (20% higher), and testicular (9 to 12% higher) cancers.33, 39, 45, 48 

• There was variability in the effect of the Denmark’s Three-Legged Strategy on one- and 
three-year survival rates, regardless of the comparator group. The CPPs were associated 
with: increased survival for gynecological (6 to 26% higher), upper gastrointestinal (7% 
higher), urological (17% higher), and “other” (8% higher) cancers; no difference in survival 
for breast and prostate cancers; and mixed results for colorectal, head and neck, and lung 
cancers, and melanoma.50, 51 

Patient experience 

Patient experience data were available for three of the six international care pathways: 
• For England’s 2WW program, two studies reported predominantly positive patient 

experiences. One reported 82% satisfaction with “straight-to-test” access to fast diagnostic 
services for colorectal cancer, and 70 to 83% satisfaction on related subquestions.40 The 
second study reported a 59% reduction in short-term anxiety after compared to before the 
first specialist visit for head and neck cancer, with 95% of patients saying that the 
information provided was helpful and informative.36 

• For England’s ACE Programme, anecdotal evidence suggests that patients valued the 
colorectal cancer, lung cancer, and vague symptoms pathways.64 Further, patients with 



   

Initiatives to accelerate the diagnostic phase of cancer care: An environmental scan 27 

suspected colorectal cancer reported high levels of satisfaction,65 and patients with vague 
symptoms reported positive experiences.67 

• For Sweden’s SCPs, 87% of patients across all cancer types reported a good overall 
impression, and satisfaction ranged from 64 to 93% for related subquestions.68 

3.3.2.2. Diagnostic assessment programs 
Outcome data were available for all four of the international DAPs: Ireland’s RACs, New Zealand’s 
RFTCs, England’s RAPID program, and Wales’ RDCs (see Appendix F, Table F.8). 

Wait times 

Wait time data were available for three of the four international DAPs: 
• After compared to before New Zealand’s RFTC implementation, there was a 25 to 100% 

reduction in wait times across the diagnostic interval for patients with suspected lung cancer 
(two- to 15-day reductions).71 

• After compared to before England’s RAPID program implementation, there was a reduction 
in wait times for various subcomponents of the diagnostic interval for patients with 
suspected lung cancer.72 

• Unpublished, preliminary results suggest that Wales’ RDCs are “more effective” than usual 
care for patients with vague symptoms (Key informant 9).73 

Cancer stage 

Staging data were available for Ireland’s RACs. After compared to before clinic implementation, 
there was no difference in cancer stage for patients with suspected prostate cancer.69, 70 

Patient experience 

Patient satisfaction data were available for England’s RAPID program. Patients reported 
predominantly positive experiences and stated that they were very satisfied with their experience.72 

3.3.3. Canadian initiatives 
3.3.3.1. Care pathways 
Outcome data were available for both Canadian care pathways: Manitoba’s IN SIXTY and 
Saskatchewan’s SPAP (see Appendix F, Table F.9). 

Wait times 

Wait time data were available for both Canadian care pathways: 
• Unpublished, preliminary data for Manitoba’s IN SIXTY suggests that there have been 

improvements over time in the percentage of breast cancer patients meeting the 60-day wait 
time target from initial suspicion to treatment onset (Key informant 11). 

• Compared to usual care, Saskatchewan’s SPAP was associated with a 62% decrease in wait 
time from referral to biopsy for patients with lung cancer (56-day reduction).74 

Patient experience 

Patient experience data were available for both Canadian care pathways: 
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• Unpublished data found that patients seemed satisfied with Manitoba’s IN SIXTY pathways, 
but also identified room for improvement (Key informant 11). 

• Unpublished data for Saskatchewan’s SPAP found that patients report high levels of 
satisfaction when describing their interactions with both the nurse navigators and specialists 
(Key informant 12). 

3.3.3.2. Diagnostic assessment programs 
Outcome data were available for all five Canadian DAPs: Ontario’s DAP, Quebec’s DAP, British 
Columbia’s RABCs, Quebec’s RIC, and Newfoundland’s TTP (see Appendix F, Table F.10). 

Wait times 

Wait time data were available for three of the five Canadian DAPs: 
• After compared to before implementation of Ontario’s DAPs, the length of various 

subcomponents of the diagnostic interval decreased by 25 to 63% for breast cancer (one- to 
10-day reductions), and by 70 to 94% for lung cancer (108-day reduction overall).75-77 
Compared to usual care, Ontario DAPs were associated with a 26% shorter diagnostic 
interval for patients with suspected breast cancer (nine-day reduction).77 

• Compared to usual care, Quebec’s RIC was associated with a 35% reduction in time from 
first specialist visit to diagnosis confirmation (14-day reduction) but no significant difference 
in time from first specialist visit to completion of staging for patients with suspected lung 
cancer.82 

• Compared to usual care, Newfoundland’s TTP experienced a 41% reduction in time from 
abnormal imaging to biopsy for patients with suspected lung cancer (26-day reduction).83 

Cancer stage 

Wait time data were available for three of the five Canadian DAPs: 
• Compared to usual care, Ontario’s DAPs were associated with 3% less advanced stage 

breast cancer.77 
• Compared to usual care, British Columbia’s RABCs were associated with 11% more 

advanced stage breast cancer.81 
• Compared to usual care, Quebec’s RIC was associated with 14% more advanced non-small 

cell lung cancer but no significant difference in small cell lung cancer.82 

Patient experience 

Patient satisfaction data were available for Ontario’s DAP. High satisfaction was reported for breast 
cancer patients (90% were highly satisfied) and lung cancer patients (75% described their overall 
care as “excellent”).75, 78 

3.3.4. Alberta initiatives 
3.3.4.1. Care pathways 
Outcome data were available for the Provincial Breast Health Initiative (Cancer SCN) breast cancer 
diagnostic assessment pathways (see Appendix F, Table F.11).  
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Wait times 

Unpublished data found decreases of 34% (Calgary site) and 66% (Edmonton site) in length of time 
from imaging to referral, for patients with suspected breast cancer (Key informant 19).84 

Patient experience 

Unpublished data found that 72% (Calgary site) and 63% (Edmonton site) of patients with 
suspected breast cancer were satisfied with wait times for diagnostic work-up (Key informant 19).84 

3.3.4.2. Diagnostic assessment programs 
Outcome data were available for one of the three Alberta DAPs: Alberta’s ATOP (see Appendix F, 
Table F.12). 

Wait times 
At the Calgary site, shorter wait times were observed with radiologists compared to standard 
referrals for the time periods from CT scan to referral (four-day reduction) and CT scan to first 
specialist visit (six-day reduction) for patients with suspected lung cancer.85 

Patient experience 

Anecdotal evidence from the Edmonton site suggests that patients were satisfied with their care, but 
may also feel overwhelmed when they receive a cancer diagnosis very quickly (Key informant 20). 

3.3.5. Systematic review results 
One systematic review included four primary studies comparing “rapid” to “regular” diagnostic 
evaluations for breast and lung cancers, but did not provide further detail about the specific rapid 
diagnostic processes examined (see Appendix F, Table F.13).86 The studies found that rapid 
compared to regular diagnostic evaluations significantly decreased patient anxiety in the short term 
(24 hours, one week) but not in the long term (three weeks). Further, reductions in anxiety only 
occurred for patients who received benign, but not cancer, diagnoses. Patients who received cancer 
diagnoses showed no change in, or increased, anxiety over time. 

3.3.6. Supplemental outcome data 
A post hoc decision was made to extract supplemental outcome data on referral rate, conversion 
rate, and detection rate, for all studies that met the previously-described selection criteria for this 
report (see section 2.2). These data are not comprehensive, as studies that reported data for one of 
these three outcomes, but not for any pre-specified outcomes of interest, were excluded from this 
environmental scan. Results are summarized in Appendix F, Table F.14. 

Data on referral rates were available for three initiatives: England’s 2WW program, England’s ACE 
Programme, and Saskatchewan’s SPAP. Referral rates ranged from 24 to 51%. Referral rates were 
35 to 51% for colorectal cancer, and 24% for prostate cancer.38, 45, 63, 67, 74 

Data on conversion rates were available for four initiatives: England’s 2WW program, Denmark’s 
CPPs, England’s ACE Programme, and Wales’ RDCs. Of patients with suspected cancer that were 
referred to these initiatives, 3 to 43% were ultimately diagnosed with cancer. The conversion rate for 
colorectal cancer was 5%.31, 32, 34, 55, 56, 58, 59, 63, 67, 73 

Data on detection rates were available for four initiatives: England’s 2WW program, Denmark’s 
CPPs, New Zealand’s RFTCs, and Ontario’s DAP. As opposed to other routes to diagnosis, 
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1 to 62% of patients diagnosed with cancer received their diagnoses through these initiatives. 
Detection rates were 43 to 62% for breast cancer, 15 to 36% for colorectal cancer, 24 to 59% for 
lung cancer, 18% for lymphoma, and 13 to 39% for prostate cancer.33, 36, 39, 48, 53, 54, 71, 79 

3.3.7. Summary 
3.3.7.1. Wait times 
All 21 facilitated cancer diagnosis initiatives intended to reduce wait times (that is, detect cancer 
faster), and wait time was the most commonly reported outcome in the included studies (34 of 56 
studies). It was also the only outcome examined in this environmental scan that was associated with 
a consistent, robust, statistically significant improvement across the initiatives examined: 

• Wait time reductions were consistently observed across both types of initiatives (care 
pathways and DAPs), in multiple countries (including Canada). 

• Wait time reductions were often observed across multiple cancer types, with decreased wait 
times observed for four of the five most common cancers in Alberta: breast (six of seven 
studies), colorectal (five of five studies), lung (eight of nine studies), and prostate (four of 
four studies) cancers. One study found no difference in wait times for lymphoma. 

• Wait time reductions were consistently observed regardless of the comparator group, 
including after compared to before initiative implementation, and after initiative 
implementation for patients seen through the initiative compared to routine or usual care. 

• Wait time reductions were consistently observed across different time points within the 
diagnostic interval, including the entire diagnostic interval, as well as multiple discrete 
intervals embedded within the larger diagnostic interval. 

• Though there were often statistically significant wait time reductions observed, the 
reductions may not always be clinically significant. In almost all cases, wait times were 
reduced by several days to several weeks. Currently, the only conclusive evidence on the 
delay-survival association involves a wait time reduction of more than three months.112 

3.3.7.2. Cancer stage 
Only three of the 21 facilitated cancer diagnosis initiatives (all international) intended to support a 
stage shift from late to early diagnosis (that is, detect cancer earlier). Some key informants explicitly 
stated that the initiatives were not intended to affect cancer stage. Despite this, cancer stage at 
diagnosis was the second most commonly reported outcome in this environmental scan (23 of 56 
studies). 

All data on cancer stage came from international and Canadian initiatives that did not intend to shift 
cancer stage at diagnosis. In most, but not all, cases, patients seen through the facilitated cancer 
diagnosis initiatives showed no difference in cancer stage compared to other patients. However, 
some studies reported more advanced cancer, less advanced cancer, or mixed findings with relation 
to cancer stage at diagnosis. This variability can be largely explained by examining the comparator 
groups, described below. 

• There was consistently no observed difference in cancer stage when comparing the time 
periods after and before initiative implementation.  

• Variability in results was observed when the initiatives were compared to routine care. 
Findings for breast, colorectal, and lung cancers were mixed (based on two studies each), 
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prostate cancer was diagnosed at a more advanced stage (one study), and there were no data 
for lymphoma. The inverse relationship between cancer stage and time to diagnosis may 
reflect systematic differences in referral patterns, where patients presenting with specific 
alarm symptoms may have an increased likelihood of receiving a referral to a facilitated 
cancer diagnosis initiative and may be diagnosed faster, compared to a patient with non-
urgent or non-specific symptoms. This has been referred to as the “wait time paradox.”113 

3.3.7.3. Survival rates 
Only two of the 21 facilitated cancer diagnosis initiatives (all international) intended to increase long-
term survival (or decrease mortality). Again, many key informants stated that the initiatives were not 
intended to affect survival rates. Denmark’s Three-Legged Strategy is one of the two initiatives that 
aimed to increase survival, potentially because Denmark had low cancer survival rates compared to 
other European and North American countries at the time the initiative was developed.21 

Survival was the reported in 11 of 56 studies. All data on survival came from England’s 2WW 
program, which did not aim to increase survival rates, and Denmark’s Three-Legged Strategy. 
Overall, the facilitated cancer diagnosis initiatives were often not associated with increased survival 
at one, two, three, or five years. However, there was variability depending on the comparator group 
examined, described below. Further, when increased survival did occur, it was unclear whether the 
effect was due to the initiatives or to the presence of confounding variables and alternative 
explanations. 

• There was often, but not always, no difference in survival after compared to before 
implementation of the two initiatives. This was true for most types of cancer, including 
breast, colorectal, and prostate cancers. Lung cancer was associated with increased 
survival; however, as several survey participants noted, the increased survival may simply 
reflect advances in cancer treatment over time. There were no data for lymphoma. 

• There was consistently no difference in survival, or mixed findings observed, when 
comparing the initiatives to routine or usual care. This was true for breast, colorectal, lung, 
lymphoma, and prostate cancers. 

• There was often, but not always, higher survival when comparing 2WW program or CPP 
referred patients to emergency referrals. This was true for lung, lymphoma, and prostate 
cancers. However, because patients with more advanced cancer are more likely to present to 
an emergency department, the observed difference in survival rate may relate to systematic 
differences in cancer stage at diagnosis as opposed to beneficial effects of the facilitated 
cancer diagnosis initiatives per se. Patients with breast and colorectal cancers showed no 
difference in survival and mixed findings, respectively, when compared to emergency 
referrals. 

• The effect on survival was variable when comparing 2WW program or CPP referred patients 
to screening referrals. Patients with breast cancer showed no difference in survival 
compared to screen-detected patients; this may be due to the often symptomatic nature of 
this cancer, which may allow earlier detection. Patients with colorectal cancer had lower 
survival compared to screen-detected patients. This may be because colorectal cancer is 
often asymptomatic until it reaches an advanced stage, and may go undetected for long 
periods of time without screening. There were no data for colorectal and lung cancers, or 
lymphoma. 
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3.3.7.4. Patient experience 
Almost half of the facilitated cancer diagnosis initiatives (10 of 21 initiatives) intended to improve 
the patient experience (for example, improve satisfaction, decrease distress). Despite this, patient 
experience was the least-reported outcome (10 of 56 studies), and about half of the data came from 
initiatives that did not explicitly intend to improve the patient experience. In all studies, patients 
reported predominantly positive experiences. 

• Positive experiences were reported across multiple initiatives (care pathways and DAPs), in 
multiple countries (including Canada).  

• Positive experiences were reported across multiple cancer types, including breast (one 
study), colorectal (three studies), and lung (three studies) cancers. No data were available 
for lymphoma or prostate cancer. 

• Most studies reported on patient satisfaction, and all of them found that patients were very 
satisfied overall, that they valued the care pathways, and that they had good overall 
impressions. One study reported on patient distress and found that patient anxiety decreased 
after the first specialist visit. 

3.4. Costs and Cost Savings 
Research question 3: What are the costs and cost savings associated with the facilitated cancer 
diagnosis initiatives? 

3.4.1. International initiatives 
3.4.1.1. Care pathways 
Data were available for three of the six international care pathways: Denmark’s Three-Legged 
Strategy, England’s ACE Programme, and Sweden’s SCPs. 

Program implementation 

To support implementation of Denmark’s national CPPs, the government provided approximately 
CAN$77.4 million over a two-year period from 2007 to 2008 (approximately CAN$42.9 million in 
2007; approximately CAN$34.5 million in 2008) (Key informant 1).92 

To support implementation of England’s national ACE Programme, the government and charities 
(Cancer Research UK, MacMillan Cancer Support) provided an estimated CAN$6 million over a 
three-year period from 2014 to 2016. Funds were invested centrally, with limited funding provided 
to individual projects and local sites. Most projects and sites secured their own additional funding, so 
the overall investment in the ACE Programme is higher than the above-reported value. 

To support implementation of Sweden’s national SCPs, the government provided approximately 
CAN$300 million over a four-year period from 2015 to 2018 (approximately CAN$75 million per 
year). The first round of funds was distributed as follows: national and regional support 
(approximately CAN$1.75 million); additional regional support (approximately CAN$2 million); 
stimulus funding to county councils, distributed based on population data (approximately 
CAN$68 million); and “other quality developments for cancer” (approximately CAN$1.75 million). 
Funding for the first year was released after county councils submitted implementation plans. 
Funding for the last three years was released after county councils submitted yearly reports. Each 
county council decided how to spend their allocated funds. 
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Program maintenance 

It is currently unclear whether the government will provide funding to support the maintenance of 
Sweden’s national SCPs from 2019 onward (Key informant 6). 

Costs and costs savings 

One of England’s local ACE colorectal pathways observed an estimated cost savings of 
approximately CAN$130,000. Resource savings were also obtained by allowing consultant, clinical, 
and nursing staff to reallocate some of their time. Savings were obtained by providing “straight-to-
test” access to diagnostic services for primary care and other providers, thus eliminating the first 
specialist visit (Key informant 2).64, 65 

It is currently unclear whether Sweden’s SCPs have resulted in cost savings (Key informants 6, 7).101 

3.4.1.2. Diagnostic assessment programs 
Data were available for all four of the international DAPs: Ireland’s RACs, New Zealand’s RFTCs, 
England’s RAPID program, and Wales’ RDCs. 

Program implementation 

To support implementation of Ireland’s national RACs, the government provided an unknown 
amount of one-time funding in 2009 (Key informant 8). 

England’s regional RAPID program received one-time funding of approximately CAN$100,000 to 
support program implementation. Select staff and infrastructure support was also secured, but the 
program was supported primarily through reallocation of existing staff and infrastructure.72 

To support implementation of Wales’ regional RDCs, the government provided an unknown 
amount of one-time funding in 2017 (Key informant 10). 

Costs and cost savings 

One of New Zealand’s local RFTCs operates at no extra cost.71 

In 2017, England’s local RAPID program costs were approximately CAN$275,000, excluding 
consultant time and minimal non-pay expenditures. Some costs were due to increased demand for 
radiologists and surgeons. The program was seen as being cost neutral, as the cost of running the 
program seemed to be offset by the income generated from increased diagnostic activity and 
decreased patient acuity.72 

Preliminary data on cost savings from 2017 to 2018 suggest that Wales’ regional RDCs are less 
expensive than usual care (Key informant 10).114 

3.4.2. Canadian initiatives 
3.4.2.1. Care pathways 
Data were available for both Canadian care pathways: Manitoba’s IN SIXTY and Saskatchewan’s 
SPAP. 

Program implementation 

To support implementation of Manitoba’s provincial IN SIXTY, the government provided 
CAN$40 million over a five-year period from 2011 to 2016 (CAN$8 million per year). Funding was 



   

Initiatives to accelerate the diagnostic phase of cancer care: An environmental scan 34 

allocated to projects that had a high chance of leading to long-term, sustainable process changes. 
Funding was not intended to increase service provision (Key informant 11). 

Saskatchewan’s provincial SPAP received an unknown amount of one-time funding in 2013 to 
support program implementation. Funding was used to support the salary of a nurse navigator (Key 
informant 12). 

Program maintenance 

To support maintenance of Saskatchewan’s provincial SPAP, the health system provides an 
unknown amount of ongoing funding per year. Funding is used to support the salaries of two nurse 
navigators, and to provide stipends to the medical director and working group members (Key 
informant 12). 

Costs and cost savings 

Costs and cost savings of Manitoba’s provincial IN SIXTY are currently unclear. The original intent 
was to promote long-term, sustainable process changes that could eventually be embedded into the 
standard operations (and operational budgets) of the health system and hospitals, and this seems to 
have occurred (Key informant 11).106 

Costs and cost savings of Saskatchewan’s provincial SPAP are currently unclear. Most costs 
associated with running and maintaining the program have been embedded into the hospitals’ 
operational budgets (Key informant 12). 

3.4.2.2. Diagnostic assessment programs 
Data were available for three of the five Canadian DAPs: Ontario’s DAP, British Columbia’s 
RABCs, and Newfoundland’s TTP. 

Program implementation 

To support implementation of Ontario’s provincial DAP, the government provided one-time 
funding of CAN$3.5 million in the 2008/09 fiscal year. Each regional cancer program received 
CAN$250,000. Implementation funds were used to develop colorectal DAPs (Key informant 13). 

To support implementation of British Columbia’s regional RABCs, the government provided one-
time funding of CAN$5 million.81 

No funding was provided to support implementation of Newfoundland’s regional TTP. Two nurse 
navigators expanded their existing roles to incorporate the responsibilities associated with the TTP 
(Key informant 17). 

Program maintenance 

To support maintenance of Ontario’s provincial DAP, the government provides ongoing funding of 
CAN$75,000 to 175,000 per regional cancer program per year. Funding is allocated to regions based 
on cancer incidence, population size, and treatment volumes, but not based on cancer type. Certain 
deliverables and performance indicators must be met (for example, each region must have nurse 
navigators). Regions must submit year-end reports and improvement plans, if necessary (Key 
informant 13). 

No funding is provided for maintenance of Newfoundland’s regional TTP (Key informant 17). 
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Costs and cost savings 

It is currently unclear whether Ontario’s provincial DAP has resulted in cost savings (Key 
informant 14). 

Newfoundland’s regional TTP is estimated to be cost neutral. It is currently unclear whether the 
TTP has resulted in cost savings (Key informant 17). 

3.4.3. Alberta initiatives 
3.4.3.1. Care pathways 
Data were available for the Provincial Breast Health Initiative (Cancer SCN) breast cancer diagnostic 
assessment pathways. 

Program implementation 

To support implementation of the Provincial Breast Health Initiative (Cancer SCN) breast cancer 
diagnostic assessment pathways, the health system (AHS) provided CAN$420,000 over a two-year 
period from 2017 to 2018 (Key informant 19). 

Program maintenance 

The program maintenance phase for this provincial initiative will begin in 2019 (Key informant 19). 

3.4.3.2. Diagnostic assessment programs 
Data were available for two of the three Alberta DAPs: Calgary’s RAC and Alberta’s ATOP. 

Program implementation 

Calgary’s regional RAC received an unknown amount of private contributions from individuals and 
corporate sponsors to support program implementation. Funding was used for infrastructure and 
staffing/salary support (Key informant 18).23 

To support implementation of Alberta’s provincial ATOP program, the government (Alberta 
Health) and health system (AHS) provided an estimated CAN$3 to 4 million over an 18-month 
period, starting in 2013. The funding was split between both program sites. Funding was used for 
initial outlay and operational support, including renovations to existing infrastructure, medical 
devices and equipment, and staffing and salary support (Key informant 20). 

Program maintenance 

Calgary’s local RAC receives an estimated CAN$100,000 per year in private contributions to support 
program maintenance. Some of this funding is also used to provide educational sessions for patients 
with confirmed cancer diagnoses (Key informant 18).23 

To support maintenance of Alberta’s provincial ATOP program, the health system (AHS) provides 
an unknown amount of ongoing funding (Key informant 20). 

Costs and cost savings 

Costs and cost savings associated with Alberta’s provincial ATOP program are currently unclear. 
Most costs associated with running and maintaining the program have been embedded into the 
hospitals’ operational budgets (Key informant 20). 
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3.4.4. Summary 
3.4.4.1. Program implementation 
Information about the funding provided for program implementation was available for 14 of the 21 
facilitated cancer diagnosis initiatives. Thirteen of these initiatives received funding for program 
implementation. Of those initiatives that received funding: 

• half received continuous funding that was provided over time periods ranging from 18 
months to five years, and the other half received one-time funding; 

• when reported, funding ranged from approximately CAN$2 to 75 million per year for 
national or provincial initiatives targeting multiple types of cancer, CAN$250,000 to 5 
million per year for provincial or regional (multicentre) initiatives targeting one single type of 
cancer, and CAN$100,000 to 250,000 for regional (single-centre) initiatives targeting one 
single type of cancer; and 

• when reported, funding came from the government (nine initiatives), health system (two 
initiatives), or charities (two initiatives), with some initiatives receiving funding from multiple 
sources. 

3.4.4.2. Program maintenance 
Information about the funding provided to maintain the facilitated cancer diagnosis initiatives was 
available for eight of the 21 initiatives. Six of these initiatives currently receive ongoing, yearly 
funding for program maintenance. Of those initiatives that receive funding: 

• when reported, yearly funding ranges from approximately CAN$1.7 million for provincial 
initiatives targeting multiple types of cancer to CAN$100,000 for regional initiatives targeting 
one single type of cancer; and 

• when reported, funding comes from the government (two initiatives), health system (three 
initiatives), or charities (one initiative). 

3.4.4.3. Costs and cost savings 
Information about program costs or cost savings was available for 10 of the 21 facilitated cancer 
diagnosis initiatives: 

• Program costs and cost savings associated with five of the 10 initiatives were “unclear.” It 
was difficult for key informants to estimate these values, as most costs associated with 
running and maintaining many of the initiatives seem to now be embedded into the standard 
operational budgets of the health systems and/or hospitals. 

• For the other five initiatives, two generated cost savings, two were estimated to be “cost 
neutral,” and one operated “at no extra cost.” 
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3.5. Enablers and Barriers 
Research question 4: What are the major enablers and barriers affecting the implementation 
and success of the facilitated cancer diagnosis initiatives? 

3.5.1. Enablers 
Nine documents64-66, 72, 89, 92, 98, 103, 115 and 16 key informants (Key informants 1, 2, 5 to 14, and 17 
to 20) described enablers affecting the implementation and success of the facilitated cancer diagnosis 
initiatives. Major themes are summarized below. 

Clear rationale for program development 

Having a clear rationale for program development was crucial. The impetus for development of 
many Canadian and international initiatives stemmed from the recognition of poor performance or 
low quality of cancer care at a local level, such as long wait times to diagnosis, poor patient 
satisfaction, poor long-term survival, or a combination of these three outcomes. Often, the public 
became aware of these poor outcomes via high-profile or recurrent incidents related to delayed or 
missed cancer diagnoses, or following the wide dissemination of impactful research publications 
showing unfavourable outcomes for their province or country relative to others. In many cases, the 
public exerted pressure on the government and health authorities to implement long-term strategies 
to remedy the situation. In some cases, the government and health authorities took measures to 
develop long-term strategies in advance of any critical incidents or public pressure. In all cases, the 
jurisdictions had a clearly articulated rationale for program development. 

High-level support and funding 

Support from the governments and/or health boards was a major enabler. The importance of 
financial support from non-profit organizations was also noted. Many key informants stated that 
financial support in particular was crucial. Start-up funding was crucial during the program 
development and implementation stages, and adequate ongoing funding can help ensure that 
initiatives can continue to run optimally in the longer term. 

Building on existing initiatives and program components 

It was helpful to adapt ideas from existing initiatives when first developing the initiatives. For 
example, Sweden modelled their SCPs on Denmark’s Three-Legged Strategy, and stakeholders were 
engaged and supportive of the SCPs because they had seen the Denmark model successfully reduce 
wait times for several years already. Manitoba and Saskatchewan took ideas from Ontario’s DAPs 
and tailored them to their provincial contexts when developing IN SIXTY and the SPAP, 
respectively. Alberta’s Provincial Breast Health Initiative (Cancer SCN) breast cancer diagnostic 
assessment pathways were structured in a similar way to the pre-existing Lethbridge DAP. It was 
also helpful to have rudiments, or selected components, of the desired initiatives already in place. 
Ontario had a regional lung DAP in place before establishing the provincial initiative, and Alberta’s 
ATOP and breast programs had central intake processes and patient education components in place, 
respectively, before formalizing these components into larger initiatives. Building on existing 
initiatives and program components allowed jurisdictions to leverage existing learnings and 
infrastructure. 
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Starting small 

It was helpful to first establish pathways or programs for one type of cancer (or a small number of 
cancers) prior to expanding to additional types of cancer. These early projects can help secure buy-in 
from stakeholders, and initial success can build momentum. For example, England’s 2WW program 
initially set target wait times for breast cancer, followed by all other cancers four years later. Sweden 
initially rolled out five SCPs, followed by 26 more over the next three years. Manitoba’s IN SIXTY 
initiative implemented the breast cancer pathway first, followed by their last four pathways. Lastly, 
though Alberta’s breast and lung programs are two separate programs, the breast programs were 
able to draw on learnings from the already-existing lung program. 

Core steering committee 

Several key informants described the importance of establishing a “coalition of the willing.” These 
core steering committees should consist of engaged, enthusiastic individuals who can champion the 
initiatives during the initial stages and oversee the development process. Clinical “champions” were 
individuals who were seen as leaders, respected by colleagues, and were seen as having the expertise 
and authority to make decisions. These individuals helped mobilize support and engagement of their 
respective groups, and it was considered beneficial to inform (and ideally engage) all relevant 
individuals early in the development phase. Clinical champions also helped keep the development 
process on track, resolve problems, and implement solutions. 

Working groups 

It was helpful to establish clinical working groups that were specific to the different phases of the 
diagnostic process (for example, primary care, community services, emergency services, cancer 
diagnostics, surgery, medical or radiation oncology) and that also spanned the different cancer types 
(breast, colorectal, lung, lymphoma, prostate). Other working groups were also helpful (for example, 
working groups for vulnerable patients, indigenous peoples, information management, and program 
evaluation). It was helpful when working groups had broad geographical representation (for 
example, provincial, regional, local, urban, rural). 

Stakeholder buy-in 

It was important to inform (and ideally engage) all relevant individuals involved in implementing the 
initiatives. Ideally, buy-in should be secured early in the development phase. Stakeholder buy-in was 
needed from individuals at all levels, including the local, regional, provincial, and/or national levels, 
as applicable. In particular, local buy-in was viewed as necessary to make the initiatives work at a 
provincial or national level. To help secure local buy-in, initiatives remained open to flexible local 
implementation that accounted for variation in local contexts. This led to local sites that were 
organized – and that functioned – in slightly different ways across regions, but it also helped ensure 
that local context and geography did not become barriers to implementation. 

Stakeholder buy-in was also needed from all stakeholder groups, including specialists, primary care 
providers, and patient representatives. Engagement from primary care providers was described as 
important, as these are the people that refer patients to the initiatives. It was noted that efforts 
should be made to preserve the autonomy of primary care providers to direct care for their patients, 
which can help avoid pushback. This can be done by not forcing primary care providers to refer 
their patients to the new initiatives, but instead explaining the benefits of the new initiatives and 
inviting them to take part if they wish. Primary care providers may also become engaged over time 
when they begin to use the new initiative and see that their patients are moving through the system 
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and receiving a diagnosis faster than they were before. Engaging patients was also deemed 
important. Patients provided valuable contextual input and information about their desires, 
preferences, and values relating to the pre-diagnostic phase of cancer care. Patients often suggested 
practical system improvements and contributed advice on when and how to effectively 
communicate with and involve patients throughout the diagnostic journey. 

Collaborative culture 

Once buy-in was secured from the various groups of people involved in implementing the 
initiatives, collaboration between stakeholders was crucial. Stakeholders were more likely to be 
engaged when they saw an identified need for change, had a positive attitude towards change, 
perceived the development and implementation process in a positive light, felt they had “ownership” 
of the process, had a shared “vision” of the process, achieved early consensus, believed that the 
process was credible, and believed that the process had well-defined goals and could deliver the 
required results. A positive organizational culture and dedicated project management team can also 
help increase engagement. 

Clear communication 

Clear and regular communication between the various groups of people involved in implementing 
the initiative helped secure buy-in, promote a collaborative culture, and achieve results. It was 
important to ensure that relevant information was relayed to (and reached) all relevant individuals in 
a timely manner. 

Rigorous and credible design 

Successful initiatives had pathways and programs that were well designed. This means that they were 
evidence-based, locally tailored, and developed systematically by care professionals. 

Staggered rollout 

One key informant stated that the key to successful implementation involved taking an iterative 
approach to program implementation, rather than rolling out a program all at once. The informant’s 
team used the “Plan-Do-Study-Act” model to plan small changes, implement them, monitor and 
learn from the changes, and modify the processes as needed. This allows for several iterations of 
small changes that are tailored to the local context, and groups can build momentum off successes. 

Effective program components 

Specific components of the initiatives were described as helping to contribute to the overall success. 
These included nurse navigators, centralized and coordinated services, multidisciplinary meetings, 
pre-booked appointment slots, and robust data management and administrative systems. 

Several key informants stated that nurse navigators were crucial to the success of the facilitated 
cancer diagnosis initiatives and provided the greatest opportunity for benefiting patients. Nurse 
navigators served diverse roles: they registered patients, triaged referrals, served as gatekeepers to 
“straight-to-test” diagnostic services, booked appointments, coordinated appointments, provided a 
single point of communication for patients, provided psychosocial support for patients, delivered 
test results to patients, and discussed treatment options with patients, among other roles. Overall, 
nurse navigators were described as playing key roles in coordinating and administering the overall 
programs and in supporting patients throughout their diagnostic journey. 
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Several key informants described the benefits of leveraging electronic systems or technologies to 
support the diagnostic process. Electronic systems could benefit patients by accelerating diagnosis, 
minimizing the number of interactions with the health system, and increasing administrative 
efficiencies. Robust, well-designed technologies that were well integrated into existing health systems 
were described as helpful. 

Continuous quality improvement 

Ongoing quality improvement and evaluation initiatives are important. It was helpful to have 
performance indicators to track outcomes of interest, quality improvement or knowledge translation 
committees where individuals can come together to learn from each other, and a centralized agency 
tasked with program evaluation and monitoring initiatives. Continuous quality improvement helped 
ensure that initiatives remained responsive to changing social, economic, ethical, political, and 
contextual considerations over time. 

Evidence of success 

It was helpful for the stakeholders to see the new initiatives working, as this increases engagement 
and helps facilitate expansion of the initiatives. 

Long-term sustainability 

Lastly, several initiatives strived for long-term, sustainable process changes. Their aim was to 
embedded the initiatives into the day-to-day functioning and operational requirements of the health 
system over time, and, in some cases, this seems to have been achieved. Aiming for long-term 
sustainability was described as an enabler because embedding the initiatives into standard operations 
helps ensure their ongoing success. 

3.5.2. Barriers 
Ten documents65-67, 72, 82, 87, 89, 92, 94, 98 and 16 key informants (Key informants 1, 2, 6 to 15, and 17 
to 20) described barriers impeding the implementation and success of the facilitated cancer diagnosis 
initiatives. Major themes are summarized below. 

Lack of capacity and resources 

A lack of local capacity and resources was one of the biggest barriers to implementation. Many 
initiatives required more funding, staff, equipment, space, and/or time, and there were sometimes 
competing financial drivers. Some smaller, regional initiatives are unable to expand their initiatives or 
increase the efficiency of their initiatives due to lack of funding and support. Several other initiatives 
have recently had (or may soon have) their funding terminated, and limited information was 
available regarding whether and how these initiatives will continue to function. Several key 
informants noted that funding termination may shift the burden of program maintenance to the 
local or regional healthcare providers, and may result in program changes or dissolution even after 
programs have been successfully implemented. 

Complexity of cancer care 

A major barrier concerns the complexities of cancer as a varied disease combined with the 
complexities associated with accelerating the diagnostic phase of cancer care. Key informants 
cautioned that establishing a new facilitated cancer diagnosis initiative is a huge undertaking, for 
several reasons, including the following: 
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• Different types of cancer require different processes and pathways. 
• Co-morbidities are common, complex, and pose unique diagnostic requirements. 
• Patients present with heterogeneous symptoms (including no symptoms, specific and serious 

symptoms, non-specific and serious symptoms, and “low-risk-but-not-no-risk” symptoms). 
• Cancer is a relatively uncommon issue in primary care. 
• Referral criteria can have far-reaching impacts (for example, not all patients with cancer will 

qualify for an expedited referral if criteria are too narrow, but patients with cancer may 
experience unnecessary delays if criteria are too broad). 

• Some patients who go through the diagnostic process will end up with suspicious findings 
that require ongoing monitoring and follow up; these patients do not fit clearly within the 
scope of initiatives that are designed to diagnose patients quickly. 

Unintended opportunity costs 

Shifting resources to implementation of a large-scale, complex, and comprehensive facilitated cancer 
diagnosis initiative may unintentionally cause delays for patients who do not fit the initiatives’ 
referral criteria (for example, non-urgent patients), cancer patients at other stages of their journey 
(for example, treatment), or patients requiring diagnostic testing for non-cancer related morbidity. 

Difficulties engaging healthcare providers 

There were often early difficulties in reaching, communicating with, and engaging primary care 
providers. This may be due to geographical barriers (primary care providers are spread out), barriers 
related to the nature of the disorder (cancer is not top-of-mind for most primary care providers), 
and barriers due to a lack of understanding of the initiative (primary care providers may not 
understand who is responsible for, or what happens to, their patients after referral into the 
initiative). 

It was also difficult to secure buy-in from secondary care providers. Specialists must often agree to 
rearrange and reallocate their existing commitments and responsibilities. This may be difficult if 
specialists feel that they are being asked to “give up” services that generate income or that have 
typically required specialized training. For example, some initiatives accelerate cancer diagnosis by 
providing primary care physicians with “straight-to-test” access to diagnostic services for primary 
care or other providers, or by having patient navigators triage patients or provide patient 
counselling, and specialists can be reluctant to relinquish control over these responsibilities. 

Time-intensive process 

It takes time and effort to recruit and engage the “right” administrative and clinical professionals 
when first implementing initiatives. Individuals should be able to provide their unique perspectives 
and opinions while considering the broader organizational needs. 

Poor communication 

There was sometimes a lack of early communication with key clinical, administrative, regional, or 
population-specific stakeholder groups. Poor communication often had longstanding ramifications, 
including difficulty securing buy-in, resistance to change, delays in program implementation, and 
adverse effects on the early success of the initiatives. The process of accelerating the diagnostic 
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phase of cancer care also increases the chances of introducing gaps in communication between 
healthcare providers and patients. 

Regional variation 

There are often local and regional differences in how initiatives are structured and function across 
sites. This can make it hard to promote the initiative on a provincial or national level, and can also 
lead to disparities in practice across sites. 

Limitations of benchmarks or wait time targets 

While benchmarks can help increase accountability, they may also artificially inflate the importance 
of meeting targets that are not always meaningful and that are, to some extent, arbitrary. As several 
key informants noted, the prognoses for breast, colorectal, lung, lymphoma, and prostate cancers 
will not change substantially if patients are diagnosed a few days earlier or later than a pre-specified 
target time point. Further, if individuals look like they will not be good operative candidates (for 
example, advanced symptoms, advanced age, and multiple comorbidities), they may opt to forego 
diagnosis and/or treatment for personal or medical reasons. Lastly, wait time targets often measure 
time to first treatment (that is, they often extend beyond the end of the diagnostic interval), which 
may be problematic for countries with relatively quick diagnostic processes but longer waits to start 
of treatment. Key informants cautioned that putting too much emphasis on wait times may detract 
from the larger goal of ensuring that patients feel supported during all stages of their diagnostic 
journey. 

Sustainability of nurse navigator role 

Some key informants expressed concerns about the sustainability of the nurse navigator role. 
Despite the important role played by the nurse navigators, it may not be financially sustainable to 
continue adding more nurse navigators to meet increasing patient demand as the number of cancer 
patients continues to grow. This is particularly true when a large part of the nurse navigator role is 
clerical in nature. Key informants wondered whether it may be possible to hire administrative staff 
to perform clerical duties, or to train social workers to provide patient navigation. 

Inadequacy of existing data systems 

Challenges were often associated with modifying electronic data systems for use in new initiatives. 
Often, challenges occurred when multiple data systems were already in use across a province or 
country. Different local systems, or systems used in different settings (for example, primary care, 
hospitals), often did not communicate with each other or with an overarching provincial or national 
system. The systems were often not well linked, and it was difficult to link them up appropriately. 
This prevented efficient information sharing between healthcare providers, and also led to 
difficulties in collecting, monitoring, and assessing the outcome data needed to support program 
evaluation. In one case, a new electronic system was developed to support the initiative, but it was 
hard to roll out the new system provincially. 

Other barriers to implementation and success 

Other barriers to implementation and success included: 
• lack of timely and accurate data on wait times to help inform the development of the 

initiatives; 
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• lack of evidence-based guidelines or clinical consensus needed to develop care pathways and 
programs; 

• difficulty investing the time needed to set up the initiative up front; 
• difficulty implementing new initiatives when they take effect all at once, as opposed to being 

rolled out in stages; 
• challenging new benchmarks and wait time targets that put pressure on service capacity 

when first introduced; 
• difficulty dividing start-up funding between different sites; 
• extra demands on primary care providers’ time; and 
• unclear referral criteria or poor adherence to referral criteria. 

3.5.3. Summary 
The main enablers supporting the implementation and success of the facilitated cancer diagnosis 
initiatives are summarized in Table 3. 

TABLE 3: Enablers and barriers 
Enablers Barriers 

• Clear rationale for program development 
• High-level support and funding 
• Building on existing initiatives and program components  
• Starting small 
• Core steering committee 
• Working groups 
• Multi-level and multidisciplinary stakeholder buy-in 
• Collaborative culture 
• Clear communication 
• Rigorous and credible design 
• Staggered rollout 
• Effective program components 
• Continuous quality improvement 
• Evidence of success 
• Long-term sustainability 

• Lack of capacity and resources  
• Complexity of cancer care 
• Unintended opportunity costs 
• Difficulties engaging healthcare providers 
• Time-intensive process 
• Poor communication 
• Regional variation 
• Limitations of benchmarks or wait time targets 
• Sustainability of nurse navigator role 
• Inadequacy of existing data systems 
• Other barriers: Lack of wait time data, lack of 

evidence-based guidelines, difficulty investing 
time up front, difficulty implementing initiatives 
that take effect all at once, new pressures on 
service capacity, difficulty dividing start-up 
funding between sites, demands on providers’ 
time, and lack of clear referral criteria 

4. DISCUSSION 
4.1. Limitations 
This environmental scan is not intended to comprehensively and systematically identify and describe 
all existing facilitated cancer diagnosis initiatives, or the nuanced contextual factors surrounding their 
development, implementation, maintenance, or evaluation. Instead, it is intended to provide a broad 
overview of existing relevant initiatives, with a particular focus on influential international initiatives 
implemented in countries with similar health systems, Canadian initiatives implemented on a 
provincial scale, and Alberta initiatives. 
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The results of this report are not based on a systematic review of the topic, but instead on a rapid 
literature review and limited key informant consultations. The literature review was limited by 
databases, language, and search date, and we did not assess the quality of the included documents or 
the strength of the body of evidence. The key informant consultations were limited to responding 
participants. Despite reaching out to at least 155 potential key informants associated with the 
initiatives included in this report, responses were not received for all initiatives. Further, almost all 
key informants spoke about one single initiative, and some key informants spoke about one local site 
contained within one initiative. Key informant responses may have been influenced by their unique 
roles within the initiatives. 

Within the environmental scan methodology, it was not possible to formally compare the 
performance of different initiatives, or to formally assess the effectiveness of the individual program 
components contained within individual initiatives to see which initiatives performed “best” or 
which program components were most “effective,” and why. It was also not possible to formally 
assess whether wait time reductions differed in a meaningful way for specific subcomponents within 
the diagnostic interval. Further, included documents and key informants were unable to provide 
detailed breakdowns of the costs or cost savings associated with most of the initiatives or detailed 
descriptions of the enablers and barriers that help promote the long-term maintenance and success 
of the initiatives. 

Lastly, the criteria used to define facilitated cancer diagnosis initiatives (that is, initiatives that aim to 
improve the timeliness of cancer diagnosis by integrating and coordinating care across two or more 
patient milestones within the diagnostic interval) may have affected the evidence base upon which 
this report was based. Initiatives that focused on the symptom appraisal or help-seeking intervals 
were considered out of scope. Examples of such initiatives included physician or patient/public 
awareness or education programs that aim to promote primary prevention, early screening, or 
diagnosis of cancer; and screening tests, technologies, or programs that aim to identify asymptomatic 
cancer in apparently healthy target populations. We also excluded interventions that only targeted a 
single patient milestone within the diagnostic interval. While this definition helped ensure 
reproducibility and transparency, it may have led to the exclusion of discrete interventions or 
complex programs that can meaningfully affect both the pre-diagnostic phase of cancer care and 
longer-term patient outcomes. 

4.2. Learnings for Alberta Based on Main Findings 
Research question 5: What can we learn from the implementation of the facilitated cancer 
diagnosis initiatives that can be applied to the Alberta context? 

This environmental scan provided an overview of existing initiatives that aim to accelerate the 
diagnostic phase of cancer care in Alberta, Canada, and internationally. Specifically, it described their 
development and implementation, structure and functioning, intended outcomes and effectiveness, 
costs and cost savings, and enablers and barriers. A discussion of learnings for Alberta is presented 
below. These learnings are based on the main findings of the included documents and key informant 
consultations, for research questions 1 to 4. 

Five cancers (breast cancer, lung cancer, colorectal cancer, prostate cancer, and lymphoma) are most 
common in Alberta. This is also the case in Canada and other countries with publicly funded health 
systems, such as the United Kingdom and the Nordic countries. This report identified many 
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international and Canadian facilitated cancer diagnosis initiatives for four of these five cancers; there 
was limited evidence available for lymphoma. 

4.2.1. Intended outcomes and effectiveness 
All international, Canadian, and Alberta initiatives included in this report intended to accelerate the 
diagnostic phase of cancer care, and outcome data showed consistent, robust, statistically significant 
wait time reductions across multiple initiatives, countries, cancer types, comparator groups, and time 
points within the diagnostic interval. In almost all cases, wait time reductions spanned several days 
to several weeks. It is unclear, however, whether these reductions are clinically meaningful, as they 
were not consistently associated with less advanced stage cancer or increased long-term survival. 
Notably, several key informants explicitly stated that their initiatives were not intended to impact 
stage at diagnosis or survival, and authors of several included studies concluded that observed wait 
time reductions were unlikely to have a clinically significant effect on long-term survival. Currently, 
the only conclusive evidence on the delay-survival association involves a wait time reduction of 
more than three months.112 The clinical impact of shorter wait times in terms of improving survival 
remains to be determined. 

For most of the initiatives examined, there was no consistent effect of cancer stage at diagnosis. In 
most cases, cancer stage did not differ between patients diagnosed through the initiative or via other 
routes. However, cancer stage was sometimes more advanced in patients referred through the 
initiatives compared to routine care. This may reflect systematic differences in referral patterns, 
where patients presenting with specific alarm symptoms may be more likely to be referred to 
accelerated diagnosis initiatives and diagnosed faster, compared to other groups of patients (that is, 
the “wait time paradox”113). 

Further, the initiatives were often not associated with increased survival at any time points between 
one and five years. When increased survival did occur, it was unclear whether the effect was due to 
the initiatives. Increased survival after compared to before program implementation may simply 
reflect advances in cancer treatment over time, while increased survival compared to emergency 
referrals may reflect the tendency of patients with more advanced cancer to present to an emergency 
department. 

On the other hand, many facilitated cancer diagnosis initiatives intended to reduce patient anxiety 
and emotional distress prior to diagnostic confirmation, and limited research evidence suggests that 
the initiatives were successful in achieving this aim. Patients reported predominantly positive 
experiences across multiple initiatives, countries, and cancer types, and anecdotal evidence from key 
informants supported this finding. It is possible that shorter wait times positively affect patient 
satisfaction, though it is unclear whether patient satisfaction is dependent on, or independent from, 
an accelerated cancer diagnosis. It is also unclear whether and how the patient experience differs for 
patients that ultimately do or do not receive cancer diagnoses. This may differ based on whether 
initiatives are designed to quickly move patients with suspicious but ultimately benign symptoms out 
of the system, or to fast-track the diagnostic process for the minority of patients with cancer. 

4.2.2. Key program components 
This environmental scan revealed that existing facilitated cancer diagnosis initiatives contain 
different numbers, types, and combinations of program components. It is currently unknown 
whether, which, or to what extent individual program components (or combinations of program 
components) contribute to wait time reductions and increased patient satisfaction. Further, program 



   

Initiatives to accelerate the diagnostic phase of cancer care: An environmental scan 46 

components that seem to be successful in one initiative and context may not be feasible in another 
context. Despite this, certain program components were emphasized in both the included studies 
and key informant consultations. 

Evidence from included studies and key informants suggests that nurse navigators meaningfully 
affect patient satisfaction and reduce the health system burden by freeing up specialists’ time. Some 
studies found that patients expressed high satisfaction with their navigators, though patients 
generally expressed high satisfaction with the facilitated diagnostic care overall. Anecdotal evidence 
from key informants suggested that nurse navigators play an important role in supporting patients 
through their entire diagnostic journey by providing consistency, psychosocial support, and timely 
communication. Interestingly, some initiatives have made renewal of funding dependent on the 
presence of navigators, and some initiatives only receive funding to cover the patient or nurse 
navigator portion of the programs, further suggesting that this role is an important one. Overall, it 
seems that patients value the relationships established with their navigators, and specialists also value 
the role that the navigators serve within the larger initiatives. 

Many key informants also spoke of electronic systems to support the diagnostic process. Whether or 
not they spoke of technology as a hindrance or an aid depended on how robust and well designed 
the technologies were and how seamlessly they were integrated into the existing health system. 

4.2.3. Implications for Alberta 
Taken together, the above findings suggest that stakeholders interested in improving cancer 
diagnostic pathways in Alberta should identify a clear rationale for program development, and use 
this knowledge to specify the intended or desired program outcomes. Stakeholders may wish to 
consider whether accelerating the diagnostic phase of cancer care is desirable because it might 
positively affect patient satisfaction. However, a downstream effect on other key outcomes such as 
cancer stage and long-term survival might eventually be achieved through collective efforts from 
screening programs, education and awareness campaigns, early diagnosis, and early effective 
treatments. It may be important to consider the extent to which achieving any downstream effects 
may be feasible given the existing research evidence, the Alberta context, and the type of initiative 
envisioned in Alberta. It is also worth considering how a provincial facilitated cancer diagnosis 
initiative may dovetail with existing and planned pre-diagnostic initiatives, and how such an initiative 
can support the transition to faster cancer treatment. 

As improving the patient experience is an important goal for the development of cancer diagnostic 
pathways, stakeholders may wish to consider whether discrete interventions to improve patient 
satisfaction (such as patient or nurse navigators) can be implemented in the absence of a larger 
program overhaul. Patient surveys may help provide insight into the values and priorities of 
Albertans, and may help elucidate the relationship between accelerated diagnosis and patient 
satisfaction. It is important to note that some key informants expressed some concern about the 
long-term sustainability of the nurse navigator role. As such, it may be helpful to consider the 
desired roles of the patient or nurse navigators, and whether clerical staff or social workers can 
provide certain navigation services to patients. 

In Alberta, there are four facilitated cancer diagnosis initiatives: the Provincial Breast Health 
Initiative (Cancer SCN) breast cancer diagnostic assessment pathways, the regional Prostate Cancer 
Centre Rapid Access Clinic, the regional Lethbridge Breast Program, and the provincial Alberta 
Thoracic Oncology Program. These four initiatives represent Alberta’s efforts to accelerate the 



   

Initiatives to accelerate the diagnostic phase of cancer care: An environmental scan 47 

diagnostic phase of cancer care. Findings from this environmental scan highlight the importance of 
engaging multiple stakeholders and building on existing program components. Stakeholders from all 
four of the Alberta initiatives should be approached, informed, consulted, and engaged in the 
development of an overarching provincial initiative. The new initiative should utilize, modify, or 
adapt existing program components from the four existing Alberta initiatives whenever possible. It 
may also be worthwhile to consult with other Canadian stakeholders, such as those from Ontario, 
Manitoba, and Saskatchewan, to leverage existing learnings wherever possible. Individuals from 
these provinces who were involved in the development and implementation of their respective 
initiatives may have particularly valuable guidance to offer during the initial planning stages. 

5. CONCLUSION 
In this environmental scan, most facilitated cancer diagnosis initiatives helped accelerate the 
diagnostic phase of cancer care by several days or several weeks. Reduced wait times were often 
associated with improved patient experience but not less advanced cancer stage or increased long-
term survival. Adequate and sustainable funding helped support the successful implementation and 
maintenance of facilitated cancer diagnosis initiatives. Strong clinical leadership and clinical 
engagement, strong collaboration between key stakeholders, good coordination and communication, 
and a flexible approach were also important. 

The AHS Cancer SCN is in a unique position to play a critical leadership role in accelerating cancer 
diagnosis in Alberta. The results of this environmental scan will be used as a first step to help inform 
the development, coordination, evaluation, and improvement of cancer diagnostic pathways in 
Alberta. 
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Appendix A: Literature review search strategy 
TABLE A.1: Database search (January 2012-April 27, 2018) 

Database Date/Yield Search strategy 

Epub Ahead of 
Print, In-
Process & 
Other Non-
Indexed 
Citations, Ovid 
MEDLINE (R) 
Daily and Ovid 
MEDLINE (R)  
 
1946 to 
Present 

27 April 2018 
 

4,279 non-
SRs 

 
796 SRs 

#     Searches 
1 (cancer* or neoplasm* or oncolog* or tumor* or tumour* or malignan* or 

lymphoma* or  hodgkin*).ti,kw. 
2 exp *NEOPLASMS/ 
3 1 or 2  
4 ((earl* or accelerat* or rapid or facilitate* or improv* or late or delay* or wait* 

or time* or prior or interval* or phase* or expedit* or fast*) adj2 (diagnos* or 
detect* or identif*)).ti,ab,kw. 

5 *Delayed Diagnosis/  
6 (pre diagnos* or prediagnos* or fast track).ti,ab,kf.  
7 4 or 5 or 6  
8 3 and 7 
9 *"Early Detection of Cancer"/ 
10 8 or 9  
11 (initiative* or strateg* or program* or pathway* or servic* or route* or model* 

or guideline* or standard* or system*).ti,kf. 
12 *Practice Guidelines as Topic/ or *Program Evaluation/ 
13 *"Referral and Consultation"/ 
14 *Critical Pathways 
15 11 or 12 or 13 or 14  
16 10 and 15 
17 (discovery programme or rapid referral pathway or urgent referral pathway 

or two week referral or two week wait or Cambridge center early detection or 
improving rural outcomes trial or colorectal care mobile bus or rapid access 
clinic or Alberta thoracic oncology program or comprehensive breast care 
program or prostate assessment pathway or in sixty or coordinated 
diagnostic appointments or uniting primary care or diagnostic assessment 
programs or eOncoNote or ehealth diagnostic imagining program or Ontario 
breast cancer screening program or Kingston cancer centre or telepathology 
networks or suspected lung cancer or thoracic treatment panel or accelerate 
coordinate evaluate or NICE referral guidelines or NICE diagnostic 
guidelines or three legged strategy).ti,ab,kw.  

18 1 and 17  
19 *Time Factors/  
20 1 and 19  
21 16 or 18 or 20  
22 limit 21 to yr="2012 -Current"  
23 22 not (animals/ not humans.sh.)  
24 limit 23 to english language  
25 meta-analysis.pt.  
26 (meta-anal$ or metaanal$).mp.  
27 ((quantitativ$ adj3 review$1) or (quantitativ$ adj3 overview$)).mp.  
28 ((systematic$ adj3 review$) or (systematic adj3 overview$)).mp.  
29 ((methodologic adj3 review$1) or (methodologic adj3 overview$)).mp. 
30 (integrat$ adj5 research).mp.  
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Database Date/Yield Search strategy 
31 (quantitativ$ adj3 synthes$).mp.  
32 or/25-31  
33 review.pt. or (review$ or overview$).mp.  
34 (medline or medlars or pubmed or index medicus or embase or 

cochrane).mp. 
35 (scisearch or web of science or psycinfo or psychinfo or cinahl or cinhal).mp.

  
36 (excerpta medica or psychlit or psyclit or current contents or science citation 

index or sciences citation index or scopus).mp.  
37 (hand search$ or manual search$).mp.  
38 ((electronic adj3 database$) or (bibliographic adj3 database$) or periodical 

index$).mp.  
39 (pooling or pooled or mantel haenszel).mp.  
40 (peto or der simonian or dersimonian or fixed effect$).mp.  
41 ((combine$ or combining) adj5 (data or trial or trials or studies or study or 

result or results)).mp.  
42 or/34-41  
43 33 and 42  
44 32 or 43  
45 (hta$ or health technology assessment$ or biomedical technology 

assessment$).mp. 
46 technology assessment, biomedical/ or biomedical technology assessment/

  
47 45 or 46  
48 44 or 47  
49 24 and 48 
50 24 not 49  

EMBASE  
 
1974 to 2018 
May 02  

27 April 2018 
 

3,493 non-
SRs 

 
705 SRs 

#     Searches 
1 (cancer* or neoplasm* or oncolog* or tumor* or tumour* or malignan* or 

lymphoma* or hodgkin*).ti,kw. 
2 exp *malignant neoplasm/ 
3 1 or 2  
4 ((earl* or accelerat* or rapid or facilitate* or improv* or late or delay* or wait* 

or time* or prior or interval* or phase* or expedit* or fast*) adj2 (diagnos* or 
detect* or identif*)).ti,ab,kw.  

5 *delayed diagnosis/  
6 (pre diagnos* or prediagnos* or fast track).ti,ab,kw.  
7 4 or 5 or 6  
8 3 and 7  
9 *early cancer diagnosis/  
10 8 or 9  
11 (initiative* or strateg* or program* or pathway* or servic* or route* or model* 

or guideline* or standard* or system*).ti,kw.  
12 exp *practice guideline/ or exp *program evaluation/ or *health program/ 
13 *patient referral/  
14 *clinical pathway/  
15 11 or 12 or 13 or 14  
16 10 and 15  
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Database Date/Yield Search strategy 
17 (discovery programme or rapid referral pathway or urgent referral pathway 

or two week referral or two week wait or Cambridge center early detection or 
improving rural outcomes trial or colorectal care mobile bus or rapid access 
clinic or Alberta thoracic oncology program or comprehensive breast care 
program or prostate assessment pathway or in sixty or coordinated 
diagnostic appointments or uniting primary care or diagnostic assessment 
programs or eOncoNote or ehealth diagnostic imagining program or Ontario 
breast cancer screening program or Kingston cancer centre or telepathology 
networks or suspected lung cancer or thoracic treatment panel or accelerate 
coordinate evaluate or NICE referral guidelines or NICE diagnostic 
guidelines or three legged strategy).ti,ab,kw.  

18 1 and 17  
19 *time factor/  
20 1 and 19  
21 16 or 18 or 20  
22 limit 21 to yr="2012 -Current" 
23 22 not (animals/ not humans.sh.)  
24 limit 23 to english language  
25 meta-analysis.pt.  
26 (meta-anal$ or metaanal$).mp.  
27 ((quantitativ$ adj3 review$1) or (quantitativ$ adj3 overview$)).mp.  
28 ((systematic$ adj3 review$) or (systematic adj3 overview$)).mp.  
29 ((methodologic adj3 review$1) or (methodologic adj3 overview$)).mp. 
30 (integrat$ adj5 research).mp.  
31 (quantitativ$ adj3 synthes$).mp.  
32 or/25-31  
33 review.pt. or (review$ or overview$).mp.  
34 (medline or medlars or pubmed or index medicus or embase or 

cochrane).mp. 
35 (scisearch or web of science or psycinfo or psychinfo or cinahl or cinhal).mp.

  
36 (excerpta medica or psychlit or psyclit or current contents or science citation 

index or sciences citation index or scopus).mp.  
37 (hand search$ or manual search$).mp.  
38 ((electronic adj3 database$) or (bibliographic adj3 database$) or periodical 

index$).mp.  
39 (pooling or pooled or mantel haenszel).mp.  
40 (peto or der simonian or dersimonian or fixed effect$).mp.  
41 ((combine$ or combining) adj5 (data or trial or trials or studies or study or 

result or results)).mp.  
42 or/34-41  
43 33 and 42  
44 32 or 43  
45 (hta$ or health technology assessment$ or biomedical technology 

assessment$).mp.  
46 technology assessment, biomedical/ or biomedical technology assessment/

  
47 45 or 46 
48 44 or 47  
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Database Date/Yield Search strategy 
49 24 and 48  
50 24 not 49  
51 limit 50 to conference abstracts  
52 limit 49 to conference abstracts  
53 49 not 52  
54   50 not 51  

ABI Inform  449 results S1 AND S4 AND S5 Limits applied 
Databases: ABI/INFORM Collection 
These databases are searched for part of your query. 
Narrowed by: 
Entered date:  2012 - 2018; 
Exclude: 
Source type:  Wire Feeds; Trade Journals; Newspapers; Magazines; Blogs, 
Podcasts, & Websites 
These databases are searched for part of your query. 
ABI/INFORM Collection 6,688°Actions 
S5 
S2 OR S3 
Databases: ABI/INFORM Collection 
These databases are searched for part of your query. 
ABI/INFORM Collection 94,795*Actions 
S4 
noft((initiative* or strateg* or program* or pathway* or servic* or route* or model* 
or guideline* or standard* or system*)) 
Databases: 
ABI/INFORM Collection 
ABI/INFORM Collection 30,011,620*Actions 
S3 
noft((("pre" N/1 diagnos*) or prediagnos* or "fast track")) 
Databases: 
ABI/INFORM Collection 
ABI/INFORM Collection 32,803*Actions 
S2 
noft((earl* or accelerat* or rapid or facilitate* or improv* or late or delay* or wait* 
or time* or prior or interval* or phase* or expedit* or fast*) N/2 (diagnos* or 
detect* or identif*)) 
Databases: 
ABI/INFORM Collection 
ABI/INFORM Collection 62,154*Actions 
S1 
noft(cancer* or neoplasm* or oncolog* or tumor* or tumour* or malignan* or 
lymphoma* or hodgkin*) 
Databases: 
ABI/INFORM Collection 
ABI/INFORM Collection 619,333*Actions 

https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/D81C29CB70C5474CPQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/949D70D260F749F4PQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/abicomplete/recentsearches?accountid=14474
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/91A849EB791D4D36PQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/91A849EB791D4D36PQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/abicomplete/recentsearches?accountid=14474
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/843DEFB095634C5APQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/843DEFB095634C5APQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/843DEFB095634C5APQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/abicomplete/recentsearches?accountid=14474
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/56C0D6B9E1A842FAPQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/56C0D6B9E1A842FAPQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/abicomplete/recentsearches?accountid=14474
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/54995E2021F946A3PQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/54995E2021F946A3PQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/54995E2021F946A3PQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/54995E2021F946A3PQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/abicomplete/recentsearches?accountid=14474
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/9453B06B9DB3452DPQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink:rerunsearch/9453B06B9DB3452DPQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/recentsearches.recentsearchtabview.recentsearchesgridview.scrolledrecentsearchlist.checkdbssearchlink_0:rerunsearch/9453B06B9DB3452DPQ/None?site=abicomplete&t:ac=RecentSearches
https://search-proquest-com.login.ezproxy.library.ualberta.ca/abicomplete/recentsearches?accountid=14474
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TABLE A.2: Grey literature search (May 7-14, 2018) 
Website Search strategy Yield 

Cancer Research UK browsed 1 

BC Cancer Agency browsed  0 

Cancer Care Manitoba browsed  0 

Cancer Care Nova Scotia browsed  0 

Cancer Care Ontario browsed  0 

Cancer Control Alberta browsed 0 

New Brunswick Cancer Network cancer diagnosis, early diagnosis 2 

Quebec Health and Social Services early diagnosis, cancer diagnosis 0 

Saskatchewan Cancer Agency browsed 1 

Alberta Cancer Foundation diagnosis 
browsed 

0 

BC Cancer Foundation browsed 0 

Canada Health Infoway cancer diagnosis, early diagnosis 0 

Canadian Association of Nurses in Oncology diagnosis 
browsed 

0 

Canadian Association of Psychosocial 
Oncology 

browsed 0 

Canadian Cancer Society browsed 0 

Canadian Foundation for Healthcare 
Improvement 

early cancer diagnosis 1 

Canadian Foundation for Innovation cancer diagnosis 0 

Canada Institute for Health Information cancer diagnosis and browsed 0 

Cancer and Primary Care Research 
International Network 

browsed 0 

Cancer Quality Council of Ontario diagnosis 1 

Cancerview.ca diagnosis 0 

CanImpact browsed 2 

College of Family Physicians of Canada browsed 0 

Ontario Institute for Cancer Research diagnosis 1 

Royal College of Physicians and Surgeons 
of Canada 

cancer diagnosis 0 

Trillium Health Partners cancer diagnosis 0 

Association of Community Cancer Centres site:www.accc-cancer.org “early detection” 2 

Centers for Disease Control & Prevention site:www.cdc.gov early detection cancer 4 

Commission on Cancer of the American 
College of Surgeons 

browsed 0 

Institute of Medicine cancer early program 0 
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Website Search strategy Yield 

National Cancer Institute site:cancer.gov early detection program 0 

National Comprehensive Cancer Network site:nccn.org early diagnosis program 0 

Cancer Research UK browsed 2 

Kings Fund early diagnosis 
early detection 

0 

NHS +"early detection" +cancer +programs 
+"early diagnosis" +cancer +programs 

0 

National Institute for Health and Care 
Excellence (NICE) 

site:nice.org.uk "early diagnosis" cancer programs 0 

Northern Cancer Network – New Zealand website out of commission for updating 0 

Cancer Australia “early diagnosis” “early detection” 2 

Sax Institute “early diagnosis” “early detection” 1 

European Organization for Research and 
Treatment of Cancer 

“early diagnosis” “early detection” 0 

European Society for Medical Oncology site:esmo.org/ "early detection" 
site:esmo.org/ "early diagnosis" 

1 

European Partnership Action Against Cancer browsed 0 

WHO site:who.int "early detection" cancer 15 

TRIP "early diagnosis" cancer 
"early detection" cancer 

5 

PubMed Health "early diagnosis" cancer program 
"early detection" cancer program 

5 

HTA Database ("early detection" OR "early diagnosis") and cancer 3 

Google early detection cancer program 
early diagnosis cancer program 
expedited diagnosis cancer 

116 

Google Advanced 1. diagnosis OR detection  initiative OR program 
OR pathway "cancer" early OR accelerated 

2. diagnosis OR detection  initiative OR program 
OR pathway "lymphoma" early OR accelerated 

21 
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Appendix B: Key informant survey and interview questions 
BOX B.1: Survey questions 

# Question Response optionsa Conditional formatting and subquestions 

1 Please tell us a little bit about yourself by providing your affiliation 
information below. 

-- -- 

a Job title -- -- 

b Organization -- -- 

c City -- -- 

d Province/state -- -- 

e Country -- -- 

2 For the purpose of this survey, ‘facilitated cancer diagnosis initiatives’ are 
those that aim to improve the timeliness of cancer diagnosis by integrating 
and coordinating care across multiple patient milestones within the 
diagnostic interval (i.e., first presentation/clinical appearance to final 
diagnosis)”. The diagnostic interval and its patient milestones are 
highlighted in orange in the figure below. Initiatives are beyond the scope 
of this survey if they focus on intervals other than the diagnostic interval, 
only target a single patient milestone within the diagnostic interval or have 
not yet been implemented. 
Have you ever overseen, worked within, or conducted research about a 
facilitated cancer diagnosis initiative located in one of the countries listed 
below or do you have detailed knowledge about a facilitated cancer 
diagnosis initiative located in one of these countries? 
• Canada 
• Australia 
• New Zealand 
• Select European countries (United Kingdom, Denmark, Norway, 

Sweden) 

Yes [Proceed with question 3] 

No [Skip to question 10] 

3 Please describe the facilitated cancer diagnosis initiative below. -- -- 

a Name of the facilitated cancer diagnosis initiative -- -- 

b Jurisdiction -- -- 
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# Question Response optionsa Conditional formatting and subquestions 

 c Cancer type(s) Breast cancer -- 

Colorectal cancer -- 

Lung cancer -- 

Lymphoma -- 

Prostate cancer -- 

Other type(s) of 
cancer 

Please specify 

Any type(s) of 
cancer 

-- 

d Target population(s) (e.g., age groups, risk groups, or demographics) -- -- 

e Intended short and long-term outcomes (e.g., decreased wait times, 
pre-specified target wait times, increased 5-year survival rate) 

-- -- 

4 Enablers: In your opinion, what factors helped support the implementation 
of the initiative? 

-- -- 

5 Barriers/challenges: What do you think were the main barriers or 
challenges to implementing the initiative? 

-- -- 

6 What type of funding was initially provided when first implementing the 
facilitated cancer diagnosis initiative? 

One-time funding  Please describe the initial funding to implement the 
initiative. 

Currency 

Overall amount 

Year funding provided 

Is above amount estimated or realized? 

Who provided the funding? 

Can we follow up with you for additional information 
about the initial funding provided to implement the 
initiative? 

Continuous funding 
over a certain period 
of time 

Please describe the initial funding to implement the 
initiative. 

Currency 

Overall amount 
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# Question Response optionsa Conditional formatting and subquestions 

Overall what period of time? 

Is above amount estimated or realized? 

Who provided the funding? 

Can we follow up with you for additional information 
about the initial funding provided to implement the 
initiative? 

I don’t know -- 

7 What is the cost associated with maintaining the facilitated cancer 
diagnosis initiative? 

I know the total cost 
(across all year) 
associated with 
maintaining the 
initiative 

Please describe the overall cost associated with 
maintaining the initiative. 

Currency 

Total amount (across all years) 

Over what period of time? 

Is above amount estimated or realized? 

Who provided the funding? 

Can we follow up with you for additional information 
about the initial funding provided to implement the 
initiative? 

I know the yearly 
costs associated 
with maintaining the 
initiative 

Please describe the overall cost associated with 
maintaining the initiative. 

Currency 

Total amount (please report data for most recent year 
or time period) 

For which year or time period? 

Is above amount estimated or realized? 

Who provided the funding? 

Can we follow up with you for additional information 
about the initial funding provided to implement the 
initiative? 

I don’t know -- 
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# Question Response optionsa Conditional formatting and subquestions 

8 If you are aware of individuals who may have knowledge of the cost and 
cost savings associated with the initiative, please provide their names, 
email addresses (if possible), and additional notes (e.g., affiliation, phone 
number) so we can send them this survey. 

-- -- 

9 Are you aware of any unpublished, ongoing, internal, or informal studies 
or evaluations that examine enablers/barriers, effectiveness, or costs of 
the facilitated cancer diagnosis initiative? 

Yes Can we follow up with you for additional information 
about these studies or evaluations? 

No  

10 Are you aware of any other facilitated cancer diagnosis initiatives in 
Canada, Australia, or New Zealand, or select European countries (United 
Kingdom, Denmark, Norway, Sweden) that might be promising for 
replication or spread to the Alberta context? 

Yes, I am aware of 
other initiatives 

Please provide the name of each initiative. If you are 
aware of individuals who have detailed knowledge of 
this initiative, please provide their names, email 
addresses (if possible), and additional notes (e.g., 
affiliation, phone number) so we can send them this 
survey. 

No, I am not aware 
of any other 
initiatives 

-- 

a Text boxes were provided for free text responses unless stated otherwise 

BOX B.2: Interview questions 
# Questiona Potential subquestions, as relevanta 

Program description 

1 Can you please describe your role as it relates to 
[initiative]? 

-- 

2 Can you describe how [initiative] was developed and 
implemented? 

What year was [initiative] first developed and implemented? 

Who developed [initiative]? 

How was implementation staged over time, by cancer type, and by region? 

Was [initiative] modelled on any other relevant initiatives, such as England’s 2WW, Denmark’s 
Three-Legged Strategy, or Ontario’s DAP? 

Were patients involved in developing [initiative]? 

3 Can you describe the governance of [initiative] from a 
[national or provincial] perspective? Is there 
coordination between the national, provincial, regional, 
and/or local levels? 

What is each level responsible for? 

To what extent is [initiative] coordinated centrally, across different regions and cancer types? 

Which components are coordinated nationally/provincially, compared to regionally/locally? 
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# Questiona Potential subquestions, as relevanta 

Which components are coordinated across cancer types and separately for cancer types? 

4 Can you describe the purpose, structure, and 
functioning of [initiative]? 

What is the catchment area of [initiative]? 

Does [initiative] include: 
• Referral criteria for primary care providers? 
• Benchmarks or target wait times? 
• Centralized and coordinated referral centers and/or diagnostic services?  
• Multidisciplinary conferences or teams? 
• Patient navigators or coordinators? 
• Parallel (as opposed to sequential) booking of diagnostic services? 
• Pre-booked appointment slots for diagnostic equipment?  
• “Straight-to-test” access to diagnostic services for primary care or other providers? 
• Electronic systems to support the diagnostic process 
• Other? 

Outcomes and effectiveness 

5 In your survey, you stated that you are aware of 
unpublished, ongoing, internal, or informal studies or 
evaluations of [initiative]. Can you please tell us about 
these? 

You stated that [initiative] aims to reduce wait times. Have wait times been evaluated? 

Does [initiative] also aim to improve the patient experience, shift cancer stage at diagnosis, or 
improve long-term survival? 

Enablers and barriers 

6 In your opinion, what factors help [initiative] achieve the 
intended outcomes you just described? 

-- 

7 What do you think were the main barriers or challenges 
that affect the ability of [initiative] to achieve its intended 
outcomes? 

-- 

Costs and cost savings 

8 You mentioned that when first implementing [initiative], 
[insert details about start-up funding here]. Can you 
please tell us more about this start-up funding? 

What year(s) was the initial funding provided? 

Was it one-time or ongoing funding? 

How was the funding allocated at a national, provincial, regional and/or local level? 

Was the funding allocated by cancer type? How? 

What was the funding used for (e.g., staffing, medical devices and equipment, consumables, 
overhead, other)? 
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# Questiona Potential subquestions, as relevanta 

9 Does [initiative] currently receive ongoing funding 
annually? 

How much? 

From who? 

How is the funding distributed? 

What is the funding used for (e.g., staffing, medical devices and equipment, consumables, 
overhead, other)? 

Do you know the costs associated with maintaining [initiative]? 

10 In your opinion, has [initiative] resulted in any cost or 
resource savings (e.g., by reducing unnecessary tests 
or procedures, or reducing healthcare utilization in other 
parts of the health system)? 

Have the savings allowed money or resources to be deployed for other purposes? 

Closing questions  

11 Alberta would like to develop a single integrated and 
coordinated program to accelerate the diagnostic phase 
of cancer care. What broader strategies or concrete 
steps would we take to help ensure our program is 
successful, based on learnings from [initiative]? 

-- 

12 Is there anything else you would like to tell us about 
[initiative] that we haven’t asked you about? 

-- 

13 Are there any documents or files you may wish to share 
with us that contain more information about something 
we discussed today? 

-- 

a Questions and subquestions were modified, added, skipped, or re-ordered depending on the type of initiative (national, provincial, or regional), our pre-existing 
knowledge about the initiative, and the key informants’ responses 
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Appendix C: Included documents 
FIGURE C.1: Flow diagram of included documents 

 

 



  

Initiatives to accelerate the diagnostic phase of cancer care: An environmental scan 61 

Appendix D: Key informants included in the environmental scan 
TABLE D.1: Affiliation information for key informants included in the environmental scan 

Key informant Initiative Affiliation Survey, interview, 
or both 

International care pathways 

Key informant 1 Cancer Patient Pathways (CPPs) and Three-
Legged Strategy - Sarcoma Cancer Patient 
Pathway (Denmark) 

Doctoral Student, Aarhus University, Denmark (past affiliation); 
Junior Doctor, Vestre Viken Hospital Trust, Norway (current 
affiliation) 

Survey 

Key informant 2 Accelerate, Coordinate, Evaluate (ACE) 
Programme - Multidisciplinary Diagnostic Centres 
(England) 

Programme Director, Accelerate, Coordinate, Evaluate, Cancer 
Research UK, England 

Survey 

Key informant 3 Cancer Diagnostic Pathways Improvement Project 
(C-DAPT) (England – Bristol and Sunderland) 

Professor of General Practice and Primary Care, Newcastle 
University, England 

Survey 

Key informant 4 Cancer Diagnostic Pathways Improvement Project 
(C-DAPT) (England – Bristol and Sunderland) 

Reader in Primary Care Cancer Research, University of 
Cambridge, England 

Survey 

Key informant 5 Cancer Patient Pathways (CPPs) (Norway) Senior Advisor, Norwegian Directorate of Health, Norway Survey 

Key informant 6 Standardized Care Pathways (SCPs) (Sweden) Coordinator, National Care Program, Swedish Association of 
Local Authorities and Regions, Sweden 

Survey and 
interview 

Key informant 7 Standardized Care Pathways (SCPs) (Sweden) General Practitioner, Kronoberg, Sweden Survey 

International diagnostic assessment programs 

Key informant 8 Rapid access clinic (RAC) – Prostate Cancer 
(Ireland) 

Consultant Urological Surgeon, University Hospital Galway and 
National Cancer Control Programme, Ireland 

Survey 

Key informant 9 Rapid diagnostic clinics (Wales – Cardiff and 
Talbot Green) 

Project Manager, Wales Cancer Network, Wales Survey 

Key informant 10 Rapid diagnostic clinics (Wales – Cardiff and 
Talbot Green) 

Consultant Radiologist, Abertawe Bro Morgannwg University 
Health Board, Wales 

Survey 

Canadian care pathways 

Key informant 11 Cancer Patient Journey Initiative (IN SIXTY) 
(Manitoba) 

Lead, Program Evaluation and Monitoring Working Group, 
Cancer Patient Journey Initiative, Winnipeg, Manitoba 

Interview 
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Key informant Initiative Affiliation Survey, interview, 
or both 

Key informant 12 Saskatchewan Prostate Assessment Pathway 
(SPAP) (Saskatchewan) 

Chair, Saskatchewan’s Prostate Assessment Pathway, and 
Urologist, Saskatoon Urology Associates, Saskatoon, 
Saskatchewan, Canada 

Survey and 
interview 

Canadian diagnostic assessment programs 

Key informant 13 Diagnostic Assessment Programs (DAPs) 
(Ontario) 

Group Manager, Diagnostic Assessment Programs, Cancer 
Care Ontario, Toronto, Ontario 

Survey and 
interview 

Key informant 14 Diagnostic Assessment Programs (DAPs) 
(Ontario) 

Provincial Clinical Lead, Diagnostic Assessment Programs and 
Disease Pathway Management, Cancer Care Ontario, Toronto, 
Ontario 

Survey 

Key informant 15 Diagnostic Assessment Programs (DAPs) 
(Ontario) 

Professor and Senior Scientist, Queen’s Cancer Research 
Institute, Kingston, Ontario 

Survey 

Key informant 16 Diagnostic assessment program (Quebec – 
Quebec City) 

Respirologist, Institut Universitaire de Cardiologie et de 
Pneumologie de Québec, Québec City, Québec 

Survey 

Key informant 17 Thoracic Triage Panel (TPP) (Newfoundland – 
Saint John’s) 

Radiation Oncologist, Eastern Health, Saint John’s, 
Newfoundland 

Survey and 
interview 

Alberta diagnostic assessment programs 

Key informant 18 Prostate Cancer Centre Rapid Access Clinic 
(RAC) (Alberta – Calgary) 

Co-Founder and Chairman, Prostate Cancer Centre, and 
Urologist, Calgary Health Region, Calgary, Alberta 

Survey 

Key informant 19 Provincial Breast Health Initiative (Cancer SCN) – 
breast cancer diagnostic assessment pathways 
(Alberta – Calgary and Edmonton) 

Senior Project Manager, Cancer Strategic Clinical Network, 
Edmonton, Alberta 

Survey and 
interview 

Lethbridge Breast Program (LBP) (Alberta – 
Lethbridge) 

Interview 

Key informant 20 Alberta Thoracic Oncology Program (ATOP) 
(Alberta) 

Co-Lead, Alberta Thoracic Oncology Program, and Thoracic 
Surgeon, University of Alberta, Edmonton, Alberta 

Survey and 
interview 
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Appendix E: Data sources 
TABLE E.1: Included documents and key informants contributing data, by facilitated cancer diagnosis initiative 

Initiative name Included document(s) Key informant(s) 

International initiatives: Care pathways 

Two Week Wait (2WW) program (England, 2000) 31-49, 87-91, 116 -- 

Cancer Patient Pathways (CPPs) and Three-Legged Strategy (Denmark, 2008) 50-62, 92-94, 117 Key informant 1 

Accelerate, Coordinate, Evaluate (ACE) Programme (England, 2014) 63-67, 95 Key informant 2 

Cancer Diagnostic Pathways Improvement Project (C-DAPT) (England – Bristol and Sunderland, 2014) 96-98  Key informants 3, 4 

Cancer Patient Pathways (CPPs) (Norway, 2015) 99, 118 Key informant 5 

Standardized Care Pathways (SCPs) (Sweden, 2015) 68, 100, 101 Key informants 6, 7 

International initiatives: Diagnostic assessment programs 

Rapid access clinics (RACs) (Ireland, 2009) 69, 70 Key informant 8 

Respiratory fast-track clinics (RFTCs) (New Zealand – Dunedin and Whangarei, 2009) 71, 102, 103 -- 

Rapid Access to Pulmonary Investigation Days (RAPID) program (England – Manchester, 2016) 72, 104 --  

Rapid diagnostic clinics (Wales – Cardiff and Talbot Green, 2016) 73, 105, 114 Key informants 9, 10 

Canadian initiatives: Care pathways 

Cancer Patient Journey Initiative (In Sixty) (Manitoba, 2011) 106 Key informant 11 

Saskatchewan Prostate Assessment Program (SPAP) (Saskatchewan, 2013) 74 Key informant 12 

Canadian initiatives: Diagnostic assessment programs 

Diagnostic Assessment Program (DAP) (Ontario, 2007) 75-79, 107 Key informants 13, 14, 15 

Diagnostic assessment program (Quebec – Quebec City, 2008) 80 Key informant 16 

Rapid access breast clinics (RABCs) (British Columbia – Vancouver, 2009) 81, 108, 109 -- 

Rapid investigation clinic (RIC) (Quebec – Montreal, 2010) 82 -- 

Thoracic Triage Panel (TPP) (Newfoundland – Saint John’s, 2013) 83 Key informant 17 

Alberta initiatives: Care pathways 

Provincial Breast Health Initiative (Cancer SCN) – breast cancer diagnostic assessment pathways 
(Alberta – Calgary and Edmonton, 2016) 

26, 27, 84, 111 Key informant 19 
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Initiative name Included document(s) Key informant(s) 

Alberta initiatives: Diagnostic assessment programs 

Prostate Cancer Centre Rapid Access Clinic (RAC) (Alberta – Calgary, 2005) 23 Key informant 18 

Lethbridge Breast Program (LBP) (Alberta – Lethbridge, 2006) 24, 111 Key informant 19 

Alberta Thoracic Oncology Program (ATOP) (Alberta – Calgary and Edmonton, 2013) 25, 85 Key informant 20 

Initiative not specified 

Initiative not specified 86 -- 
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Appendix F: Data tables for research question 2 (intended outcomes and 
effectiveness) 
TABLE F.1: Two-Week Wait (2WW) program (England, 2000) – study characteristics 

Study Cancer type(s) 
Study design 
Study period 

Number of 
patients 

Mean or median 
age in years 

(range) 

Comparison 
examined 

Outcome(s) examineda 

Wait 
time 

Cancer 
stage at 

diagnosis 
Survival 

rate 
Patient 

experience/ 
quality of life 

Abdelraheim et 
al. 201731  

Cervical, ovarian, 
vaginal 

Cohort (retrospective, 
single-centre) 
NR 

n=1,105 
(NR) 

2WW referred 
vs. non-referred 
patients 

 ●   

Aslam et al. 
201732 

Colorectal Cohort (retrospective, 
single-centre) 
2005-2012 

n=3,618 
(NR) 

2WW referred 
vs. non-referred 
patients 

 ● ●  

Douglas-
Moore et al. 
201733 

Bladder, kidney, 
penile, prostate, 
testicular 

Cohort (retrospective, 
multicentre) 
2006-2013 

n=424,391 
(NR) 

2WW referred 
vs. non-referred 
patients 

 ● ●  

Wong et al. 
201734 

Head and neck Cohort (retrospective, 
single-centre) 
2009-2013 

n=4,123 
Median 64 (22-95) 

2WW referred 
vs. non-referred 
patients 

● ● ●  

Haddow et al. 
201635 

Colorectal  Case series (single-
centre) 
NR  

NR 
NR 

2WW referred 
vs. non-referred 
patients 

●    

Hong et al. 
201636 

Head and neck Cohort (prospective, 
single-centre) 
2015 

n=243 
Median 60 (NR) 

No comparator 
group 

 ●  ● 

Lim et al. 
201637  

Ovarian  Cohort (prospective, 
multicentre) 
2006-2008 

n=227 
NR (45-90) 

2WW referred 
vs. non-referred 
patients 

●    

Thornton et al. 
201638  

Colorectal Cohort (retrospective, 
single-centre) 
2006-2012 

n=558 
Median 73 (IQR 
64-80) 

2WW referred 
vs. non-referred 
patients 

  ●  
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Study Cancer type(s) 
Study design 
Study period 

Number of 
patients 

Mean or median 
age in years 

(range) 

Comparison 
examined 

Outcome(s) examineda 

Wait 
time 

Cancer 
stage at 

diagnosis 
Survival 

rate 
Patient 

experience/ 
quality of life 

Gerrand et al. 
201539  

Sarcoma Cohort (retrospective, 
multicentre) 
2006-2008 

n=8,956 
NR 

2WW referred 
vs. non-referred 
patients 

  ●  

Hitchins et al. 
201440  

Colorectal Cross-sectional 
(single-centre) 
2010 

n=174 
NR 

2WW referred 
vs. non-referred 
patients 

   ● 

Neal et al. 
201441  

Bladder, breast, 
cervical, colorectal, 
endometrial, 
esophageal, gastric, 
head and neck, kidney, 
leukemia, lung, 
lymphoma, myeloma, 
pancreatic, testicular 

Cohort (retrospective, 
multicentre) 
2001-2008 

n=20,535 
Mean 62 (NR) 

After vs. before 
2WW 
implementation 

●    

Patel et al. 
201442  

Colorectal Cohort (retrospective, 
multicentre) 
2008 

n=720 
Median 69 (21-
101) 

2WW referred 
vs. non-referred 
patients 

 ●   

Courtney et al. 
201343  

Colorectal Cohort (retrospective, 
multicentre) 
2006-2011 

n=648 
Median 70 (NR) 

2WW referred 
vs. non-referred 
patients 

 ● ●  

Hamdan and 
Mitchell 201344  

Central nervous 
system 

Cohort (retrospective, 
single-centre) 
2002-2011 

n=85 
Mean 55 (SD 18) 

2WW referred 
vs. non-referred 
patients 

●    

Schneider et 
al. 201345  

Colorectal Cohort (retrospective, 
single-centre) 
2002-2004 

n=189 
Median 73 (NR) 

2WW referred 
vs. non-referred 
patients 

  ●  

Somov and 
Irwin 201346 

Penile, testicular, 
urinary 

Cohort (retrospective, 
single-centre) 
2010 

n=151 
Most common age 
group: 60-69 (age 
group range: <60 
to 80+) 

2WW referred 
vs. non-referred 
patients 

● ●   
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Study Cancer type(s) 
Study design 
Study period 

Number of 
patients 

Mean or median 
age in years 

(range) 

Comparison 
examined 

Outcome(s) examineda 

Wait 
time 

Cancer 
stage at 

diagnosis 
Survival 

rate 
Patient 

experience/ 
quality of life 

Currie et al. 
201247  

Colorectal Cohort (prospective, 
single-centre) 
2000-2005 

n=125 
Median 68 (27-92) 

2WW referred 
vs. non-referred 
patients 

● ● ●  

Elliss-Brookes 
et al. 201248  

Bladder, breast, 
central nervous 
system, colorectal, 
esophageal, kidney, 
lung, lymphoma, 
melanoma, pancreatic, 
prostate, stomach 

Cohort (retrospective, 
multicentre) 
2006-2008 

n=739,667 
Most common age 
group: 70-79 (age 
group range: <50 
to 85+) 

2WW referred 
vs. non-referred 
patients 

  ●  

Ramsay et al. 
201249 

Colorectal Cohort (retrospective, 
single-centre) 
2009-2010 

n=369 
Median 75 (NR) 

2WW referred 
vs. non-referred 
patients 

● ●   

a See Table F.2 for outcome data 
IQR: interquartile range; NR: not reported; SD: standard deviation 
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TABLE F.2: Two-Week Wait (2WW) program (England, 2000) – outcome data 

Cancer type Mean or median wait time Cancer stage  
at diagnosis Survival rate Patient experience/  

quality of life 

After vs. before 2WW implementation 

Bladder Entire diagnostic interval: ↓ 24% (median 
81 vs. 107 days; p<0.001)41 

NR NR NR 

Breast Entire diagnostic interval: No difference 
(median 26 vs. 31 days; p=0.37)41 

NR NR NR 

Cervical Entire diagnostic interval: No difference 
(median 66 vs. 75 days; p=0.33)41 

NR NR NR 

Colorectal Entire diagnostic interval: ↓ 20% (median 
80 vs. 100 days; p=0.002)41 
Referral to endoscopy: ↓ 46% (median 14 
vs. 26 days; p<0.001)35 

NR NR NR 

Endometrial Entire diagnostic interval: No difference 
(median 70 vs. 85 days; p=0.22)41 

NR NR NR 

Esophageal Entire diagnostic interval: ↓ 19% (median 
58 vs. 72 days; p=0.006)41 

NR NR NR 

Gastric Entire diagnostic interval: No difference 
(median 89 vs. 101 days; p=0.33)41 

NR NR NR 

Head and 
neck 

Entire diagnostic interval: ↓ 23% (median 
87 vs. 113 days; p=0.04)41 

NR NR NR 

Kidney Entire diagnostic interval: ↓ 33% (median 
80 vs. 100 days; p=0.05)41 

NR NR NR 

Leukemia Entire diagnostic interval: No difference 
(median 92 vs. 88 days; p=0.80)41 

NR NR NR 

Lung Entire diagnostic interval: No difference 
(median 112 vs. 114 days; p=0.47)41 

NR NR NR 

Lymphoma Entire diagnostic interval: No difference 
(median 99 vs. 109 days; p=0.18)41 

NR NR NR 

Myeloma Entire diagnostic interval: No difference 
(median 59 vs. 56 days; p=0.5)41 

NR NR NR 
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Cancer type Mean or median wait time Cancer stage  
at diagnosis Survival rate Patient experience/  

quality of life 

Pancreatic Entire diagnostic interval: ↓ 16% (median 
56 vs. 67 days; p=0.04)41 

NR NR NR 

Testicular Entire diagnostic interval: No difference 
(median 69 vs. 34 days; p=0.14)41 

NR NR NR 

2WW referred vs. non-referred patients 

Bladder Routine 
Referral to first specialist visit: ↓ 56% 
(median 11 vs. 25 days; NR)46 
Referral to diagnosis: ↓ 46% (median 17 
vs. 36 days)46 

Routine 
Metastatic: No difference 
(1% vs. 2%; NR)46 
Emergency 
Advanced stage: ↓ approx. 
8% (12% vs. 20%; NR)33 

Routine 
1-year: No difference (83% vs. 79%)48 
Emergency 
1-year: ↑ 47% (83% vs. 36%)48 
1-year: ↑ 49% (82% vs. 33%)33 
2-year: ↑ 48% (72% vs. 24%)33 
3-year: ↑ 46% (67% vs. 21%)33 

NR 

Breast NR NR Screening 
1-year: No difference (98% vs. 
100%)48 
Routine 
1-year: No difference (98% vs. 96%)48 
Emergency 
1-year: ↑ 44% (98% vs. 44%)48 

NR 

Central 
nervous 
system 

NR NR Routine 
1-year: No difference (47% vs. 54%)48 
Emergency 
1-year: ↑ 17% (47% vs. 30%)48 

NR 

Cervical NR Routine 
Advanced stage: ↑ 62% 
(stage III-IV: 72% vs. 10%; 
NR)31 

NR NR 
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Cancer type Mean or median wait time Cancer stage  
at diagnosis Survival rate Patient experience/  

quality of life 

Colorectal Routine 
Referral to first specialist visit: ↓ 62% 
(median 11 vs. 29 days; p=0.003) 47  
Referral to diagnosis: ↓ 70% (median 20 
vs. 67 days; p<0.001)49 

Screening 
Advanced stage: ↑ 24% 
(Dukes C1, C2, D: 51% vs. 
26%; p<0.001)43 
Advanced stage: ↑ 25% 
(T3-T4 stages: 62% vs. 
37%; p<0.001)43 
Routine 
Metastatic: ↑ 6% (26% vs. 
20%; NR)32 
Advanced stage: ↑ 29% 
(Dukes C: 44% vs. 15%; 
p=0.002)49 
Metastatic: No difference 
(NR; p=0.38)47 

Screening 
1-year: ↓ 16% (82% vs. 98%)48 
Routine 
1-year: No difference (82% vs. 82%)48 
5-year: No difference (53% vs. 42%; 
p=0.08)45 
Emergency 
1-year: ↑ 32% (82% vs. 50%)48 
5-year: No difference (53% vs. 39%; 
p=0.08)45 
Non-2WW 
2-year: No difference (74% vs. 74%; 
p=0.84)38 
5-year: No difference (52% vs. 54%; 
p=0.89)38 

NR 

Esophageal NR NR Routine 
1-year: No difference (42% vs. 47%)48 
Emergency 
1-year: ↑ 24% (42% vs. 18%)48 

NR 

Head and 
neck 

Non-2WW 
Interval not defined: ↓ 62% (mean 11 vs. 
29 days)34 

Routine 
Advanced stage: ↓ 19% 
(stage III-IV: 47% vs. 66%; 
NR)36 
Non-2WW 
Advanced stage: No 
difference (stage III-IV: 
74% vs. 69%; p=0.416)34 

Non-2WW 
5-year: No difference (62% vs. 50%; 
p=0.38)34 

NR 
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Cancer type Mean or median wait time Cancer stage  
at diagnosis Survival rate Patient experience/  

quality of life 

Kidney NR Emergency 
Advanced stage: No 
difference (stage III-IV: 
30% vs. 35%; NR)33 

Routine 
1-year: No difference (79% vs. 80%)48 
Emergency 
1-year: ↑ 41% (79% vs. 38%)48 
1-year: ↑ 42% (81% vs. 39%)33 
2-year: ↑ 43% (75% vs. 32%)33 
3-year: ↑ 42% (70% vs. 28%)33 

NR 

Lung NR NR Routine 
1-year: No difference (40% vs. 40%)48 
Emergency 
1-year: ↑ 41% (40% vs. 12%)48 

NR 

Lymphoma NR NR Routine 
1-year: No difference (85% vs. 86%)48 
Emergency 
1-year: ↑ 35% (85% vs. 50%)48 

NR 

Melanoma NR NR Routine 
1-year: No difference (99% vs. 98%)48 
Emergency 
1-year: ↑ 37% (99% vs. 62%)48 

NR 

Ovarian Routine 
Entire diagnostic interval: ↓ (median 1.4-
2.2 vs. 2.3-2.7 months)37 
Emergency 
Entire diagnostic interval: No difference 
(median 1.4-2.2 vs. 0.9-1.3 months)37 

Routine 
Advanced stage: No 
difference (stage III-IV: 
82% vs. 87%; NR)31 

NR NR 

Pancreatic NR NR Routine 
1-year: No difference (19% vs. 26%)48 
Emergency 
1-year: ↑ 10% (19% vs. 9%)48 

NR 
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Cancer type Mean or median wait time Cancer stage  
at diagnosis Survival rate Patient experience/  

quality of life 

Penile NR NR Emergency 
1-year: ↑ 31% (91% vs. 60%)33 
2-year: ↑ 33% (83% vs. 50%)33 
3-year: ↑ 36% (80% vs. 44%)33 

NR 

Prostate Routine 
Referral to first specialist visit: ↓ 69% 
(median 12 vs. 39 days)46 
Referral to diagnosis: ↓ 75% (median 26 
vs. 103 days)46 

Routine 
Metastatic: ↑ 33% (35% 
vs. 2%; NR)46 

Routine 
1-year: No difference (98% vs. 99%)48 
Emergency 
1-year: ↑ 38% (98% vs. 60%)48 
1-year: ↑ 41% (98% vs. 57%)33 
2-year: ↑ 49% (94% vs. 95%)33 
3-year: ↑ 51% (90% vs. 39%)33 

NR 

Sarcoma NR NR Routine 
1-year: No difference (46-83% vs. 48-
89%)39 
Emergency 
1-year: ↑ 13-50% (46-83% vs. 33-
62%)39 

NR 

Stomach NR NR Routine 
1-year: No difference (43% vs. 52%)48 
Emergency 
1-year: ↑20% vs. (43% vs. 60%)48 

NR 

Testicular NR NR Emergency 
1-year: ↑ 9% (99% vs. 90%)33 
2-year: ↑ 11% (99% vs. 88%)33 
3-year: ↑ 12% (99% vs. 87%)33 

NR 

Vaginal NR Routine 
Metastatic: ↓ 21% (50% 
vs. 71%; NR)31 

NR NR 
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Cancer type Mean or median wait time Cancer stage  
at diagnosis Survival rate Patient experience/  

quality of life 

No comparator group 

Colorectal NR NR NR Very satisfied with:  
Straight to test service: 
82%40 
Time from GP to test: 83%40 
Time from test to results: 
75%40  
Information provided about 
endoscopy: 73%40 
Instructions for bowel 
preparation: 70%40 

Head and 
neck 

NR NR NR Anxiety before first specialist 
visit: 77%36 
Anxiety after first specialist 
visit: 18%36 
Information helpful and 
informative: 95%36 

NR: not reported 
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TABLE F.3: Cancer Patient Pathways (CPPs) and Three-Legged Strategy (Denmark, 2008) – study characteristics 

Study Cancer type(s) 
Study design 
Study period 

Number of 
patients 

Median age in 
years (range) 

Comparison(s) 
examined 

Outcome(s) examineda 

Wait 
time 

Cancer 
stage at 

diagnosis 
Survival 

rate 

Patient 
experiences/

quality of 
life 

Jensen et al. 201750 
Jensen and Vedsted 
201751  
Jensen et al. 201652  
Jensen et al. 201553  
Guldebrandt et al. 
201554 

Breast, colorectal, 
gynecological, 
head and neck, 
lung, melanoma, 
prostate, upper 
gastrointestinal, 
urinary, other 

Cohort 
(retrospective, 
multicentre) 
2004-2010 

n=5,898 
Median 67 (58-76) 

After vs. before CPP 
implementation 
CPP referred vs. 
non-CPP referred 
patients 

● ● ●  

Jørgensen et al. 
201755 

Patients with non-
specific but 
serious symptoms 

Cohort 
(retrospective, 
single-centre) 
2013-2014 

n=825 
Median 67 (55-75) 

No comparator 
group 

●  ●  

Næser et al. 201756 Patients with non-
specific but 
serious symptoms 

Cohort 
(prospective, 
single-centre) 
2012-2014 

n=938 
Most common age 
group: 60-79 (age 
group range: 18 to 
>80) 

No comparator 
group 

●    

Jakobsen and 
Jensen 201657 

Penile Cohort (single-
centre) 
2000-2014 

n=263 
Median 67 (60-74) 

After vs. before CPP 
implementation 

●    

Bislev et al. 201558 Patients with non-
specific but 
serious symptoms 

Cohort (single-
centre) 
2011-2013 

n=323 
Median 66 (18-91) 

No comparator 
group 

●    

Sorensen et al. 
201459 

Head and neck Cohort (single-
centre) 
2006-2012 

n=1,016 
Median 60 (NR) 

After vs. before CPP 
implementation 

● ●   
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Study Cancer type(s) 
Study design 
Study period 

Number of 
patients 

Median age in 
years (range) 

Comparison(s) 
examined 

Outcome(s) examineda 

Wait 
time 

Cancer 
stage at 

diagnosis 
Survival 

rate 

Patient 
experiences/

quality of 
life 

Dyrop et al. 201360 Sarcomas Cohort 
(retrospective, 
single-centre) 
2007-2010 

n=1,126 
Most common age 
group: ≥60 (age 
group range: <20 to 
≥60) 

After vs. before CPP 
implementation 

● ●   

Lhyne et al. 201361 Head and neck Cohort 
(retrospective, 
multicentre) 
1992-2010 

n=642 
Most common age 
group: ≥61 (age 
group range: <60 to 
≥61) 

After vs. before CPP 
implementation 

● ●   

Laursen and 
Rasmussen 201262 

Brain Cohort (single-
centre) 
2009-2011 

n=323 
NR 

No comparator 
group 

●    

a See Table F.4 for outcome data 
NR: not reported 
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TABLE F.4: Cancer Patient Pathways (CPPs) and Three-Legged Strategy (Denmark, 2008) – outcome data 

Cancer type Mean or median wait time Cancer stage at diagnosis Survival rate Patient experience/ 
quality of life 

After vs. before CPP implementation 

Breast Entire diagnostic interval: ↓ 64% 
(median 13 vs. 36 days; p<0.05)53 

NR 1-year: No difference (94% vs. 95%)51 NR 

Colorectal Entire diagnostic interval: ↓ 60% 
(median 22 vs. 55 days; p<0.05)53 

Metastatic: No difference 
(28% vs. 22%; p=0.87)52 

1-year: No difference (78% vs. 75%)50 
3-year: No difference (65% vs. 64%)50 

NR 

Gynecological NR Metastatic: No difference 
(42% vs. 39%; p=0.74)52 

1-year: ↑ 12% (89% vs. 77%; p<0.05)50 
3-year: ↑ 26% (84% vs. 58%; p<0.05)50 

NR 

Head and neck Entire diagnostic interval: ↓ 32% 

(median 13 vs. 19 days; p<0.05)61 
Referral to first specialist visit: ↓ 88% 
(median 1 vs. 8 days; p<0.001)59 
First specialist visit to diagnosis: ↓ 
44% (median 9 vs. 16 days; p<0.02)59 
Referral to diagnosis: ↓ 58% (median 
10 vs. 24 days; p<0.005)59 

Metastatic: No difference 
(distant: 3% vs. 3%; 
p=0.35)50, 52 
Advanced stage: No 
difference (stage III-IV: 66% 
vs. 75%; p=0.58)59 
Advanced stage: ↑ (stage III-
IV: 63% vs. 55%; p<0.0001)61 

1-year: ↑ 7% (84% vs. 77%)50 
3-year: No difference (59% vs. 57%)50 

NR 

Lung Entire diagnostic interval: ↓ 57% 

(median 21 vs. 49 days; p<0.05)53 
Metastatic: No difference 
(65% vs. 53%; p=0.06)52 

1-year: ↑ 17% (49% vs. 32%; p<0.05)50 
3-year: ↑ 10% (21% vs. 11%; p<0.05)50 

NR 

Melanoma Entire diagnostic interval: ↓ 62% 
(median 15 vs. 39 days; p<0.05)53 

Metastatic: No difference (4% 
vs. 7%; p=0.32)52 

1-year: No difference (95% vs. 91%)50 
3-year: No difference (85% vs. 90%)50 

NR 

Penile First presentation to referral: No 
difference (median 28 vs. 34 days; 
p=0.93)57 
Referral to first specialist visit: ↓ 46% 
(median 7 vs. 13 days; p<0.0001)57 

Advanced stage: No 
difference (stage III-IV: 13% 
vs. 15%; p=0.32)57 

NR NR 

Prostate Entire diagnostic interval: ↓ 60% 

(median 34 vs. 85 days; p<0.05)53 
NR 1-year: No difference (94% vs. 92%)51 NR 

Sarcoma Referral to first specialist visit: ↓ 50% 
(median 3 vs. 6 days; p<0.004)60 

Tumour size: ↓ (soft tissue 
sarcoma; 49mm vs. 70mm; 
p=0.044)60 
Tumour size: No difference in 
tumour size (bone sarcoma)60 

NR NR 



  

Initiatives to accelerate the diagnostic phase of cancer care: An environmental scan 77 

Cancer type Mean or median wait time Cancer stage at diagnosis Survival rate Patient experience/ 
quality of life 

Upper 
gastrointestinal 

NR Metastasis: No difference 
(44% vs. 38%; p=0.54)52 

1-year: ↑ 7% (38% vs. 31%)51 NR 

Urological NR Metastasis: No difference 
(17% vs. 19%; p=0.24)52 

1-year: ↑ 17% (75% vs. 58%)51 NR 

Other (not 
defined) 

Entire diagnostic interval: ↓ 43% 

(median 29 vs. 51 days; p<0.05)53 
NR 1-year: ↑ 8% (72% vs. 64%)51 NR 

CPP referred vs. non-CPP referred patients 

Breast Routine 
Entire diagnostic interval: ↓ 55% 
(median 13 vs. 29 days; p<0.001)53 

NR NR NR 

Colorectal Routine 
Entire diagnostic interval: ↓ 41% 
(median 22 vs. 37 days; p<0.001)53 

Routine 
Metastases: No difference 
(28% vs. 26%; p=0.85)52 

Routine 
1-year: No difference (80% vs. 83%)50 
3-year: ↑ 7% (65% vs. 71%)50 

NR 

Gynecological NR Routine 
Metastases: No difference 
(17% vs. 15%; p=0.14)52 

Routine 
1-year: ↑ 6% (95% vs. 89%; p<0.05)50 
3-year: ↑ 11% (84% vs. 73%; p<0.05)50 

NR 

Head and neck NR Routine 
Metastases: No difference 
(3% vs. 4%; p=0.70)52 

Routine 
1-year: ↓ 17% (70% vs. 87%)50 
3-year: ↓ 19% (59% vs. 78%)50 

NR 

Lung Routine 
Entire diagnostic interval: ↓ 36% 
(median 21 vs. 33 days; p<0.001)53 

Routine 
Metastases: No difference 
(28% vs. 26%; p=0.95)52 

Routine 
1-year: ↑ 8% (49% vs. 41%; p<0.05)50 
3-year: No difference (21% vs. 20%; 
p<0.05)50 

NR 

Melanoma Routine 
Entire diagnostic interval: ↓ 60% 
(median 15 vs. 37 days; p<0.001)53 

Routine 
Metastases: No difference 
(4% vs. 3%; p=0.85)52 

Routine 
1-year: No difference (93% vs. 98%; 
NR)50 
3-year: ↓ 11% (85% vs. 96%)50  

NR 

Prostate Routine 
Entire diagnostic interval: ↓ 52% 
(median 34 vs. 53 days; p<0.001)53 

NR NR NR 
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Cancer type Mean or median wait time Cancer stage at diagnosis Survival rate Patient experience/ 
quality of life 

Upper 
gastrointestinal 

NR Routine 
Metastases: No difference 
(42% vs. 44%; p=0.62)52 

NR NR 

Urological NR Routine 
Metastases: No difference 
(17% vs. 16%; p=0.53)52 

NR NR 

Other (not 
defined) 

Routine 
Entire diagnostic interval: ↓ 40% 
(median 29 vs. 48 days; p<0.001)53 

NR NR NR 

No comparator group 

Brain First specialist visit to diagnosis: 
mean 2-3 days (range: 0-10)62 

NR NR NR 

Patients with 
non-specific but 
serious 
symptoms 

Referral to first specialist visit: median 
1 day56 
First to last specialist visit: median 8 
days56 
First specialist visit to diagnosis: 
median 10 days58 
First specialist visit to diagnosis: 
median 22 days55 

NR 1-year: 44%55 NR 

NR: not reported 
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TABLE F.5: Accelerate, Coordinate, Evaluate (ACE) Programme (England, 2014) – study characteristics 

Study Cancer type(s) 
Study design 
Study period 

Number of patients 
Median age in 
years (range) 

Outcome(s) examineda 

Wait 
time 

Cancer 
stage at 

diagnosis 
Survival 

rate 
Patient 

experience/ 
quality of life 

Gulliford et 
al. 201863 

Patients with non-specific but 
serious symptoms 

Evaluation report (multicentre) 
2015-2017 

n=2,865 
Median 72 (16-92) 

● ●   

Ablett-
Spence et al. 
201764 

Colorectal, lung, patients with 
non-specific but serious 
symptoms 

Expert interviews (multicentre) 
2015-2016 

NR 
NR 

   ● 

Brewer et al. 
201765 

Colorectal Evaluation report (multicentre) 
NR 

NR 
NR 

●   ● 

Gill 201766 Lung Evaluation report (multicentre) 
NR 

NR 
NR 

●    

Lewis 201767 Patients with non-specific but 
serious symptoms 

Evaluation report (multicentre) 
NR 

NR 
NR 

● ●  ● 

a See Table F.6 for outcome data 
NR: not reported 
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TABLE F.6: Accelerate, Coordinate, Evaluate (ACE) Programme (England, 2014) – outcome data  
Cancer 

type Mean or median wait time Cancer stage 
at diagnosis 

Survival 
rate 

Patient experience/ 
quality of life 

After vs. before ACE implementation 

Colorectal Referral to colonoscopy: ↓ 57% (SD of wait time: 18 vs. 
42 days)65 

NR NR NR 

Lung Chest x-ray to diagnosis: ↓ 18% (mean 33 vs. 40 
days)66 
Chest x-ray to CT scan: ↓ 63% (mean 7 vs. 19 days)66 
Chest x-ray to specialist appointment: ↓ 33% (mean 18 
vs. 27 days)66 
CT turnaround time: ↓ 62% (mean 16 vs. 42 days)66 
Referral to multidisciplinary team meeting: ↓ 54% 
(mean 17 vs. 37 days)66 

NR NR NR 

No comparator group 

Colorectal Referral to diagnosis: 1-2 weeks65 NR NR Very satisfied overall: 88%65 
Preferred telephone triage vs. outpatient clinic: 79%65 
Patients value the pathway (anecdotal evidence)64 

Lung NR NR NR Patients value the pathway (anecdotal evidence)64 

Patients 
with non-
specific but 
serious 
symptoms 

Diagnostic interval: median 52 days (longest: bone 
sarcoma; shortest: leukemia and germ cell tumours)63, 

67 
Referral to diagnosis: median 15 days63 
Referral to first appointment: median 7 hours (for 
patients too ill to wait for 2-week referral)63 
Referral to diagnosis: median 7 days (patients too ill to 
wait for 2-week referral)63 

Advanced 
(stage III-IV): 
67%63, 67 

NR Overall care: mostly positive67 
Length of waiting time for tests and appointments: mostly 
positive67 
Information provision: mostly positive67 
Likely to recommend the service to friends/family: mostly 
yes67 
Patients value the pathway (anecdotal evidence)64 

CT: computed tomography; NR: not reported; SD: standard deviation  
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TABLE F.7: Standardized Care Pathways (SCPs) (Sweden, 2015) 

Study Cancer 
type 

Study design 
Study period 

Number of 
patients 

Age 
Wait time Cancer stage 

at diagnosis 
Survival 

rate Patient experience/quality of life 

No comparator group 

Regionala 
Cancercentrum I 
Samverkan 201868 

All National patient 
survey 
(multicentre) 
2017 

n=20,717 
NR 

NR NR NR Good overall impression: 87% 
Good emotional support provided: 64% 
Good sense of participation and involvement: 
58%  
Good sense of respect and responsiveness: 93% 
Good continuity of care and coordination: 85% 
Good information and knowledge provided: 82% 

NR: not reported 
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TABLE F.8: International initiatives – diagnostic assessment programs 

Study Cancer 
type 

Study design 
Study period 

Number of 
patients 

Median age in 
years (range) 

Median wait time Cancer stage at 
diagnosis 

Survival 
rate 

Patient experience/ 
quality of life 

Rapid access clinics (RACs) (Ireland, 2009): After vs. before implementation 
Oon et al. 
201469 
Forde et al. 
201170 

Prostate Cohort 
(prospective, 
single-centre) 
2007-2011 

n=789 
Median 67 
(NR) 

Referral to first specialist 
visit: median 13 days 
61% seen within 2 weeks 

Advanced stage 
no difference 
(Gleason score 
≥8: 30% vs. 31%) 

NR NR 

Respiratory fast-track clinics (RFTCs) (New Zealand – Dunedin and Whangarei, 2009): After vs. before implementation 
Williams et al. 
201871 

Lung Cohort 
(retrospective, 
single-centre) 
2015-2016 

n=212 
NR (61-70) 

Referral to first specialist 
visit: ↓ 25% (median 6 vs. 8 
days; p=0.005) 
First specialist visit to 
diagnosis ↓: 100% (median 0 
vs. 15 days; p≤0.001) 

Advanced (stage 
IV): 49% 

NR NR 

Rapid Access to Pulmonary Investigation Days (RAPID) program (England – Manchester, 2016): After vs. before implementation 
Booton 201772 Lung Evaluation 

report (single-
centre) 
2016-2017 

n>1,000 
NR (NR) 

Referral to CT scan: ↓ (78% 
vs. 0% had scan within 4 
days; 92% vs. 27% within 7 
days; 99% vs. 74% within 14 
days) 
Referral to first 
multidisciplinary team 
meeting: ↓ (8% vs. 0% had 
meeting within 7 days; 42% 
vs. 8% within 14 days; 77% 
vs. 17% within 21 days; 90% 
vs. 46% within 28 days) 
Referral to first specialist 
visit: ↓ (median 10 vs. 4 
days) 

NR NR 95% of patients very 
satisfied with their 
experience overall (scores of 
8-10/10); 91% found speed 
of service “just right”; 86% 
found staff “always” caring 
and sensitive; 6% discussed 
“bad” experiences (poor 
communication, lack of 
awareness of reason for 
referral, and difficulties 
parking); 56% discussed 
“good” experiences (service 
excellence, caring staff, fast 
service, and good 
communication) 

Rapid diagnostic clinics (Wales – Cardiff and Talbot Green, 2016): No comparator group 
Wales Cancer 
Network 
201873 

Vague 
symptoms 

Cohort 
(multicentre) 
2017-2018 

n=430 
Median 70 
years (NR) 

NR Advanced (stage 
III-IV): 28-46% 

NR NR 

CT: computed tomography; NR: not reported  
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TABLE F.9: Canadian initiatives – care pathways 

Study Cancer 
type 

Study design 
Study period 

Number of patients 
Mean age in years (SD) 

Median wait time Cancer stage at 
diagnosis 

Survival 
rate 

Patient 
experience/ 

quality of life 

Saskatchewan Prostate Assessment Pathway (SPAP) (Saskatchewan, 2013): SPAP vs. usual care 

Liu et al. 
201774 

Prostate Chart review 
(retrospective) 
2013-2015 

n=1,273 
Mean 64 (NR) 

Referral to biopsy: ↓ 62% 
(median 35 vs. 91 days) 

NR NR NR 

NR: not reported 
  



  

Initiatives to accelerate the diagnostic phase of cancer care: An environmental scan 84 

TABLE F.10: Canadian initiatives – diagnostic assessment programs 

Study Cancer 
type 

Study design 
Study period 

Number of 
patients 

Mean age in 
years (SD) 

Mean or median 
wait time 

Cancer stage 
at diagnosis 

Survival 
rate Patient experience/quality of life 

Diagnostic Assessment Program (DAP) (Ontario, 2007): After vs. before DAP implementation 

Arnaout et al. 
201375 

Breast Cohort 
(prospective, 
single-centre) 
2011-2012 

n=211 
Mean 62 (NR) 

Abnormal 
mammogram to 
biopsy: ↓ 57% (mean 
3 vs. 7 days; p<0.01)  
Biopsy to pathology 
verification: ↓ 25% 
(mean 3 vs. 4 days, 
p<0.01) 
Pathology verification 
to surgical 
consultation: ↓ 63% 
(mean 6 vs. 16 days; 
p< 0.01)  

NR NR Overall experience (/5) no different 
(4.7 vs. 4.5; p=0.16) 
Clarity in understanding of diagnostic 
plan (/5) ↑ (4.7 vs. 4.5; p=0.03) 
Timeliness of diagnostic tests (/5) ↑ 
(4.8 vs. 4.7; p=0.04) 
Timeliness of diagnostic test results 
(/5) ↑ (4.8 vs. 4.5; p=0.04) 
Healthcare professionals’ assistance 
(/5) no difference (4.9 vs. 4.8; p=0.09) 
Coordination and continuity of care (/5) 
no difference (4.9 vs. 4.8; p=0.35)  
Emotional support and compassion 
(/5) no difference (3.9 vs. 3.8; p=0.30) 

Lo et al. 
200776 

Lung Chart review 
(retrospective, 
single-centre) 
2005-2007 

n=430 
Mean 66 (NR) 

Suspicion to 
diagnosis: ↓ 84% 
(median 20 vs. 128 
days) 
Suspicion to referral: 
↓ 70% (median 6 vs. 
20 days)  
Referral to first 
specialist visit: ↓ 77% 
(median 4 vs. 17 
days) 
First specialist visit to 
CT scan: ↓ 94% 
(median 3 vs. 52 
days) 
CT scan to diagnosis: 
↓ 85% (median 6 vs. 
39 days) 

NR NR NR 
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Study Cancer 
type 

Study design 
Study period 

Number of 
patients 

Mean age in 
years (SD) 

Mean or median 
wait time 

Cancer stage 
at diagnosis 

Survival 
rate Patient experience/quality of life 

Diagnostic Assessment Program (DAP) (Ontario, 2007): DAP vs. usual care 

Jiang et al. 
201577  

Breast Cohort 
(retrospective, 
multicentre) 
2011 

n=2,499 
Mean 63 (NR) 

Entire diagnostic 
interval: ↓ 26% 
(median 26 vs. 35 
days; p<0.001) 

Advanced 
stage ↓ 3% 
(stage III-IV: 
7% vs. 10%; 
p=0.03)  

NR NR 

Diagnostic Assessment Program (DAP) (Ontario, 2007): No comparator group 

Cancer Care 
Ontario 201878 

Lung NR 
2013-2016 

n=2,245 
Most common 
age group: 
55-64 (≥18) 

NR NR NR Overall experience: 75% excellent 
Positive experience with the health 
care team: 78-85% strongly agree 
Doctor told me about test results in a 
way I could understand: 85% strongly 
agree 
Healthcare team and family doctor 
knew where I was in the diagnostic 
process: 82% and 72% strongly agree 
I had support for my worries/concerns 
from: navigator (75% yes), doctor 
(81% yes), social worker (13% yes), I 
was referred to someone (5% yes), no 
one (3% yes), other (14% yes)  
I felt supported when I was told my 
diagnosis: 78% strongly agree 
I knew who my navigator was: 77% 
yes 
I met my navigator in person: 72% yes 
Overall, my experience with the 
navigator was excellent: 76% yes 

Cancer Quality 
Council of 
Ontario 201879 

Lung Chart review 
(retrospective, 
multicentre) 
2012-2016 

NR 
NR (NR) 

Referral to diagnosis: 
Median 49% (2012) 
and 61% (2016) 
diagnosed within 28 
days  

NR NR NR 
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Study Cancer 
type 

Study design 
Study period 

Number of 
patients 

Mean age in 
years (SD) 

Mean or median 
wait time 

Cancer stage 
at diagnosis 

Survival 
rate Patient experience/quality of life 

Diagnostic assessment program (Quebec – Quebec City; 2008): No comparator group 

Labbé et al. 
201780 

Lung Chart review 
(retrospective, 
single-centre) 
2013-2015 

n=551 
Mean 66 (9) 

Referral to diagnosis: 
median 21 days 

Advanced 
(stage II-IV): 
57% 

NR NR 

Rapid access breast clinics (RABCs) (British Columbia – Vancouver, 2009): RABC vs. usual care 

McKevitt et al. 
201781 

Breast Chart review 
(retrospective) 
2009 

n=232 
NR (NR) 

NR Advanced 
stage ↑ 11% 
(grade 3: 42% 
vs. 31%) 

NR NR 

Rapid investigation clinic (RIC) (Quebec – Montreal, 2010): RIC vs. usual care 

Ezer et al. 
201782 

Lung Chart review 
(single-centre) 
2010-2011 

n=327 
Mean 69 (10) 

First specialist visit to 
diagnosis: ↓ 35% 
(median 26 vs. 40 
days; p≤0.01) 
First specialist visit to 
completion of staging: 
No difference 
(median 44 vs. 49 
days; p=0.39) 

Advanced 
stage: ↑ for 
non-small cell 
(stage III-IV: 
70% vs. 56%; 
p<0.01) 
Advanced 
stage: No 
difference for 
small cell 
(54% vs. 
43%) 

NR NR 

Thoracic Triage Panel (TPP) (Newfoundland – Saint John’s, 2013): TTP vs. usual care 

Common et al. 
201883 

Lung Cohort 
(retrospective, 
single-centre) 
2015-2016 

n=133 
Mean 70 (8) 

Abnormal imaging to 
biopsy: ↓ 41% 
(median 36 vs. 62 
days; p<0.001) 

NR NR NR 

CT: computed tomography; NR: not reported  
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TABLE F.11: Alberta initiatives – care pathways 

Study Cancer 
type 

Study design 
Study location 
Study period 

Number of patients 
Median age in 
years (range) 

Median wait time 
Cancer 
stage at 

diagnosis 
Survival 

rate 
Patient 

experience/ 
quality of life 

Provincial Breast Health Initiative (Cancer SCN) – breast cancer diagnostic assessment pathways (Alberta – Edmonton and Calgary): After vs. before pathway 
implementation 

Alberta Health 
Services 201884 

Breast Chart review 
Calgary and Edmonton 
2018 

n=98 (Calgary) 
n=120 (Edmonton) 
NR 

Imaging to referral: 
↓ 66% in Calgary (currently 7.5 
days) 
↓ 34% in Edmonton (currently 
9.3 days) 

NR NR Satisfaction with 
wait times: 63% 
in Calgary, 72% 
in Edmonton 

NR: not reported 
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TABLE F.12: Alberta initiatives – diagnostic assessment programs 

Study Cancer 
type 

Study design 
Study location 
Study period 

Number of patients 
Median age in years 

(range) 
Median wait time 

Cancer 
stage at 

diagnosis 
Survival 

rate 

Patient 
experience/ 
quality of 

life 

Alberta Thoracic Oncology Program (ATOP) (Alberta – Calgary site only, 2013): Radiology vs. standard referral to ATOP 

Tremblay 
201785 

Lung Observational (prospective) 
Calgary (Foothills Medical 
Centre) 
2012-2014 

n=911 (Calgary site) 
Median 66 (17-94) 

CT scan to referral: median 4 days 
(radiology), median 8 days (standard) 
CT scan to first specialist visit: median 
14 days (radiology), median 20 days 
(standard) 

NR NR NR 

CT: computed tomography 
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TABLE F.13: Included systematic review 

Systematic 
review 

Cancer 
types 

Search 
dates 

Total number of 
primary studies 

(relevant to 
environmental scan) 

Age Wait 
time 

Cancer 
stage at 

diagnosis 
Survival 

rate Patient experience/quality of life 

“Rapid” vs. “regular” diagnostic evaluations (definitions not provided) 

Brocken et 
al. 201286 

Breast, 
lung 

1984-2009 23 (4) Adults NR NR NR One study found a significantly larger reduction in 
anxiety after 24 hours in one-stop evaluation, 
compared with two-stop evaluation; however, this 
difference disappeared after three weeks follow 
up. 
Two breast cancer studies found a significant 
decrease in anxiety in patients participating in 
rapid diagnosis systems one week after receiving 
results. 
In another study, patients with benign diagnosis 
who were diagnosed via rapid pathway had 
decreased anxiety compared to patients with 
benign referral via non-urgent pathway; however, 
there was no difference in anxiety for patients 
with cancer. 

NR: not reported 
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TABLE F.14: Supplemental outcome data 
Name Cancer type Referral rate Conversion rate Detection rate 

International initiatives: Care pathways 

Two-Week Wait (TWW) program (England, 2000) Breast   43%48 

Central nervous system   1%48 

Colorectal 35-51%38, 45 5%32 27%48 

Esophageal   34%48 

Gynaecological  8%31 23%48 

Head and neck  4%34 6%36 

Lung   24%48 

Lymphoma   18%48 

Melanoma   41%48 

Pancreatic   11%48 

Prostate   33%33 

Sarcoma   25%39 

Stomach   23%48 

Urological   19-53%33, 48 

Cancer Patient Pathways (CPPs) and Three-Legged Strategy 
(Denmark, 2008) 

Multiple cancers combineda  43%59 37%53 

Breast   62%53 

Colorectal   36%53 

Head and neck  17%59  

Lung   41%54 

Melanoma   36%53 

Prostate   39%53 

Other (not defined)   27%53 

Vague symptoms  13-18%55, 56, 58  

Accelerate, Coordinate, Evaluate (ACE) Programme (England, 
2014) 

Vague symptoms 29-45%63, 67 3-12%63, 67  
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Name Cancer type Referral rate Conversion rate Detection rate 

International initiatives: Diagnostic assessment programs 

Respiratory fast-track clinics (RFTCs) (New Zealand – Dunedin 
and Whangarei, 2009) 

Lung   59%71 

Rapid diagnostic clinics (Wales – Cardiff and Talbot Green, 
2016) 

Vague symptoms  10%73  

Canadian initiatives: Care pathways 

Saskatchewan Prostate Assessment Program (SPAP) 
(Saskatchewan, 2013) 

Prostate 24%74   

Canadian initiatives: Diagnostic assessment programs 

Diagnostic Assessment Program (DAP) (Ontario, 2007) Colorectal   15%79 

Lung   44%79 

Prostate   13%79 

Note: These outcome data are not comprehensive, as studies that reported data for one of these three outcomes but not for any predefined outcomes of interest 
were excluded from this environmental scan. 
a Breast, colorectal, gynecological, head and neck, lung, melanoma, upper gastrointestinal, prostate, urinary, “other” 
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