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Province of Quebec

� A focus group to explore the patients and 
families’ needs was implemented throughout 
the province (1995). 

� 34 patients – 36 family members (Frazer Report)
� 36 health professionals.

Programme Québécois de lutte contre le 
cancer (P.Q.L.C.)’S OBJECTIVES(1998)

� ­­­­ prevention
� ­­­­ early detection
� ­­­­ quality of life throughout care 

trajectory
� ­­­­ quality of care and support
� ­­­­ patient and family satisfaction
� ­­­­ professional satisfaction/collaboration
� ­­­­ team stability
� ­­­­ everyone potential and resources
� ­­­­ flexibility in practice
� ­­­­ standards of practice in all discipline.

The role of nurse navigator was born
in 2000 to respond to patients’ request
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A new role… a new professional is 
introduced to many oncology clinics

� 2001 9 nurses navigators in 9 hospitals 
in Monteregie

� 2002 1 nurse navigator in head and 
neck in Quebec city

� 2003 20 nurses navigators in different 
settings in the province

� 2004 60 nurses navigators in different 
settings in the province

� Different others initiative to increase 
patient’s care (case management)

How to find our way using the PQLC

« The nurse navigator » is now the 
only statement we hear in Quebec

« L’infirmière pivot »

2005: establishment official program to 
train new nurses navigators

� Pathology physiology of cancer
� Site specific symptoms and treatments
� Side effects – self-management
� Nurses standards of practice (ex. 

symptoms management, teaching, 
advocacy navigating the system, 
empowerment)

� Patient centered care
� Family centered care
� Teamwork – New role – P.Q.L.C.
� Loss, adaptation, palliative care

Flying 101 - Team Work 101
Model of care: Complex symptom 

management
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� Nurse navigator presents the complex patients at 
the interdisciplinary weekly meeting

� Specific care plan is designed for every patient 
and family (team harmony, consistency, 
continuity and unity of action 

� Every professional is responsible for his/her 
assessment, teaching, support, referrals, work 
analysis process: Symptoms ®®®® Hypothesis ®®®®
Interventions

� The patient is « The captain of the boat » with his 
resources and strengths

Model of care: Complex 
symptom management Flying 102 - Team Work 102

Evaluation projects

� 2001-2003 Roberge, Monteregie (9 nurse 
navigators)

� 2002-2004 Filion et coll., Quebec (1 nurse 
navigator)

� 2003-2005 Saucier et coll., McGill (1 nurse 
navigators)

� 2003-2006 Tremblay, Monteregie (300 
patients)

� 2006- Plante/Tremblay, Monteregie
(1500 phone calls)

The power of a provincial involvement
2005 –Provincial accreditation for all 

oncology teams was mandated

The 4 verbs associated with the nurse 
navigator role

� Assess (at the beginning 
and throughout the care 
path)

� Inform / teach / empower

� Support

� Coordinate (clinical follow-
up)

« L’infirmière pivot »

The nurse navigator’s impact
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Patient’s follow up and navigation in 
the system

� Key point in cancer care
� Patient’s more aware of their power on their health  

(self-care)
� Family more supported in their adaptation and their  

evolution
� Specific criteria for referrals to other discipline s (ex: 

nutritionist, social worker, pastoral, etc.)
� Team members more aware of the individuality of all  

patient and family
� Partners more informed and involved (family, 

physician, home care nurse, tertiary center)
� Patient has support and information in his home 

area (community volunteers centers, home care 
center).

Continuity is a standard of practice for 
all disciplines.

Cancer care with patient and family 
centered care

What we have learned

� Specific knowledge is needed to assume this 
role (a large expertise in oncology = 
certification)

� Teams need support to change and evolve

� Leadership is crucial (local and provincial)

� Clinical experts must be available to support the 
implementation practice guide lines (in every 
discipline)

� Community of practice then emerge (directory)

� Acknowledgement and appreciation must be 
given to all members at all time (administrative 
guide lines)

What we have learned (suite)

� Continued training is necessary to support 
evidence base practice (nursing and other 
discipline)

� Culture (philosophy) + leadership + continued 
evaluation (provincial’s accreditation)

� The provincial associations are a great support 
(ex: AQIO /CANO) to enhance the professional 
oncology practice(yearly workshop for 
navigator on a provincial basis)

� Team work is crucial but working as a team is a 
learning process (coaching)

� We need budget for continued education

Flying 103 – Team Work 103
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Nurse navigators in Monteregie
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Oncology teamwork in Quebec


