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Abstract

Rationale, aims and objectives: QCancer is a cancer risk assessment tool that has been advocated for use in primary care to
improve early detection and diagnosis of cancer, but little is known about the views of service users and practitioners on barriers
and facilitators to implementing the tool in practice. We aimed to explore the perspectives of service users (adults without a
current cancer) and primary care practitioners (GPs and practice nurses) about barriers and facilitators to using QCancer in
primary care consultations. Methods: We used a qualitative design, conducting individual interviews and focus groups with a
purposive sample of service users and practitioners. Interviews were recorded and transcribed verbatim. Data were analysed
using the Framework approach facilitated by NVivo version 10. Results: We interviewed 36 participants (19 service users, 17
practitioners). Barriers to using the tool included: the need for additional consultation time; unnecessary worry generated for
some patients; potential for over-referral; practitioner scepticism; potential conflict with existing guidelines; certain symptoms
requiring referral at any risk; requirement for training on use of the tool; evidence of effectiveness; and the need to integrate the
tool in general practice systems. Participants identified facilitators to use of the tool: supporting decision making; modifying
health behaviours; improving speed of referral; and personalising care. Conclusion: The barriers and facilitators identified
should be considered when seeking to implement QCancer in primary care. In particular, evidence is needed that the use of

this tool improves diagnosis rates without an unacceptable increase in harm from unnecessary investigation.

1 INTRODUCTION

Primary care particularly in the UK plays an important role in the referral to and coordination of specialist
care leading to early detection of risk and diagnosis of cancer. In spite of this important role played by
primary care practitioners, the UK has one of the highest cancer mortality rates (particularly for women)
in Europe.! This may be due to patients presenting late with symptoms, general practitioners (GPs) failing
to recognise potential cancer symptoms during primary care consultations or delayed referral to specialist
care.?*

Cancer risk assessment tools designed for symptomatic individuals have been advocated for use in primary
care to estimate an individual’s risk of developing cancer based on their risk factors and symptoms, to enable
earlier detection or diagnosis of the condition.>$T'wo cancer risk assessment tools designed for symptomatic
patients presenting to primary care are currently being promoted in UK general practice: QCancer® and the
Risk Assessment Tool (RAT).5

QCancer has been independently validated”® and found to accurately predict risk of cancer in primary care.
However, little is known about service users’ and practitioners’ views on this tool in terms of the perceived
barriers and facilitators to the implementation of the tool. Our aim was to explore what service users



(adults without a cancer) and primary care practitioners (GPs and practice nurses) perceived as barriers
and facilitators to the implementation of QCancer in primary care consultations.

2 METHODS

We used the same methodological approach for this study as in a recently published study,” because both
studies arose from one research project based on the same methodological approach.

We used semi-structured individual interviews and focus groups to collect qualitative data from participants
in Lincolnshire in the East Midlands region of England. The School of Health and Social Care Ethics
Committee at the University of Lincoln granted ethics approval for the study.

We recruited a convenience sample of service users (adults without active cancer) and primary care practi-
tioners (GPs and nurses) who agreed to participate in the study. Cancer patients were not recruited because
they were not likely to use the tool for a cancer which was already known, and we felt it was not worth the
stress, even if some cancer patients had some information to offer.

The interview schedule seeking barriers and facilitators to use of the tool was informed by an implemen-
tation theoretical framework, the Consolidated Framework for Implementation Research [CFIR],'® which
seeks to understand human and other factors involved in the deployment of innovations such as cancer risk
assessment tools for symptomatic individuals. The data analysis and interpretation were also informed by
relevant constructs within the CFIR!Y: relative advantage (for the facilitators); patient needs and resources,
compatibility, knowledge and beliefs of individuals involved, and reflecting and monitoring the implemen-
tation process (for the barriers). This theoretical framework was selected because some of its constructs
(those relating to barriers), helped to explain how the different barriers may make the implementation of the
tool difficult, while other constructs of the framework (those relating to facilitators) also helped to explain
how the different facilitators identified by participants may aid the implementation of the tool in patient
consultations.

Some service users were recruited using flyers in local public places (e.g. the public library, advertisements
on notice boards) while others were recruited through members of the patient and public involvement group
who helped to identify and invite potential participants. Service users were offered individual interviews
because these were considered more feasible for them than focus groups. Service users who were willing to
participate in the interviews contacted the researcher (JNA) for more information and an appointment for
individual face-to-face interviews. These interviews were subsequently conducted in the preferred place of
interviewees — in their own homes or at the university.

Following invitation letters to practitioners through their general practices, interested practitioners contacted
the researcher for more information and an appointment to meet the researcher (JNA) for either individual
interviews or focus groups. Some practitioners were unable to find time to be interviewed individually, and
were focus groups instead, enriching the data through participant interactions. Other willing practitioners
were interviewed individually.

Before asking for the views of participants on the barriers and facilitators to the implementation of the tool
in general practice consultations, a vignette of the QCancer tool was shown, explained, and demonstrated
to participants where there was Internet access.

Prior to commencing the individual interviews and focus groups, participants gave a written consent by
signing a consent form, and they were assured of their freedom to discontinue with at any point. All
participants gave permission for audio-recording of the interviews and focus groups, and notes were taken
to complement the audio recorded data.

After transcribing the data verbatim, the Framework approach'! was used to analyse which was facilitated
by NVivo version 10. A priori codes, which informed the interview guide, formed an initial coding framework,
and further inductive codes were identified as analysis of the interview data progressed. Two investigators
(JA, ANS) read the transcripts thoroughly and derived an initial coding framework which was discussed



and agreed by the research team. Through further interpretation and discussion, the initial themes were
developed iteratively into a smaller number of overarching themes. There was no need for further collection
of data from bother service user and practitioner participants as the data analysis achieved saturation, which
meant that no new codes or themes were generated.'? The service user and practitioner data were analysed
separately and then compared for similarities and differences.

3 RESULTS

Nineteen (19) service users (aged from 21 to 71 years) and seventeen (17) practitioners (aged from 33 to 55
years) were interviewed between September 2014 and September 2015. Two (2) service users had a previous
diagnosis of cancer, and all the other service user participants had relatives or friends who had a previous
diagnosis of cancer, which may have motivated them to participate in the study. Once they had agreed to
take part, no participants dropped out of the study. The demographic characteristics of interviewees are
shown in table 1.

[Insert Table 1 here]

The overarching themes identified barriers and facilitators to implementing the tool. The barriers were: the
need for additional consultation time; unnecessary worry relating to cancer investigations; over-referral that
could over-burden services; practitioner scepticism; conflict with existing guidelines; certain symptoms need-
ing referral at any risk; the need to train practitioners on use of the tool; the need to establish effectiveness
of the tool against existing practice before introducing it into practice; and the need to integrate the tool
into general practice systems. These are discussed in more detail below.

3.1 Barriers to implementing QCancer
3.1.2 Additional consultation time

In line with the CFIR constructs of readiness for implementation and patient needs and resources, [9] service
users and practitioners were concerned that general practices were already busy and that additional time
would be needed for using a cancer risk assessment tool in patient consultations:

“Practitioners in general practice would need more time to use the tool in consultations” (Service User T:
individual interview).

“It’s more a question of more time really, because at the moment we’re in crisis, GPs are in crisis, and the
future is very bleak for GPs. Because you come in at 5 [o’clock] in the morning and you get back home in
the night and it’s a nightmare really. So we don’t want more work ” (Practitioner 11 [GP], focus group [FG]

1).
3.1.2 Unnecessary worry relating to cancer investigations

Unnecessary worry or anxiety could be generated by increased number of cancer investigations. This relates
to the concept of ‘patient needs, and resources’ expressed within the CFIR.'° Indeed, service users and
practitioners agreed that people might worry if it was not explained to them that the tool provided a risk
assessment rather than a cancer diagnosis:

“Some people may not understand and they can be too worried especially if they don’t explain that it is just
a risk but it is not guaranteed that they will get cancer, then it is not good enough ethically” (Service User
11, individual interview).

“The thing is if you tell the patient they ve got 1% cancer, which is creating unnecessary anziety, they will say
doctor, you said I have got 1% chance of getting cancer and you are not doing anything about it” (Practitioner
2 [GP]: individual interview); “you can probably make them more worried” (Practitioner 16 [Practice Nurse]:

FG 2).

3.1.3 Over-referral and over-burdening services



In relation to the CFIR construct of patient needs and resources,'? there were concerns from some participants
that additional referrals could over-burden services:

“It could be wuseful if the right patients are referred but it could also lead to over-referral as some people
may have a certain risk but will not have cancer after they have been referred and tested ” (Service User 17:
individual interview).

“But on the other side it will put a strain on the NHS; you know what I mean, on the services there. You
know, you don’t want to over burden the services as well” (Practitioner 4 [GP]: individual interview).

In contrast, other practitioners felt that while there was a potential for over-referral, their use of clinical
judgement alongside the tool to refer patients for investigations and specialists’ attention could reduce the
potential for over-referral:

“But as we have said, we are not just referring but we are using our clinical judgements as well, so we would
only refer those patients that need to be referred — so I don’t think there will be over-referrals” (Practitioner
1 [GP]: FG 3).

3.1.4 Practitioner scepticism

In line with the CFIR construct of knowledge and beliefs of individuals involved in the implementation
process,Oparticipants, particularly practitioners, felt that colleagues who had doubts about new tools may
be unwilling to use them, especially if they did not know much about how a tool could be used:

“Until you said this thing, you know initially I was very sceptical about this tool. But there was this chap
who was here this morning, if he was to come tomorrow and I use the tool if he gets above 5% I will refer”
(Practitioner 3 [GP]: individual interview).

However, many practitioners interviewed said they were willing to roll out the QCancer tool after the
necessary preparation was completed:

“I have no problem using the tool, and I believe it will be good to use a cancer risk assessment tool to facilitate

earlier diagnosis of cancer, and as you know, earlier diagnosis will help with earlier treatment” (Practitioner
2 [GP]: FG 3).

3.1.5 Conflict with existing guidelines

Service users felt that guidance needed to be consistent, while practitioners felt it might be confusing to use
a cancer risk assessment tool with existing guidelines e.g. National Institute for Health and Care Excellent
(NICE) guidelines. This relates to the constructs of compatibility and complexity within the CFIR.!? In line
with this, participants stated:

“I think it is good for everybody to have the same sort of guidelines, so to use risk assessment tools, everybody
should use the same sort of guidelines” (Service User 1: individual interview).

“I will be quite confused about using the tool. I mean you know with the NICFE guidelines, you couldn’t focus on
another criterion for any other risk here, and I mean there are implications for the wider. .. investigations,
referrals. ..., it has to be very much a more repeated secondary approach” (Practitioner 11 [GP]: FG 1).

3.1.6 High risk symptoms need referral at any risk

Participants also felt that symptoms suggesting the presence of cancer needed to be referred for further
investigation, regardless of any quantified risk using the tool:

“It doesn’t really matter about percentages; I know 1% is less risk. But the fact is the symptom is there, the
coughing out of blood, which is quite worrying” (Service User 13: individual interview).

“Regardless of what the tool said I will refer them for investigation with the symptoms. So, it doesn’t matter

1% or 0%, I will always do one thing, investigation if the symptoms are suggestive of cancer ” (Practitioner
11 [GP]: FG 1).



3.1.7 Need for training on how to use the tools

Another barrier identified by practitioners was their lack of understanding on how to use the tool during a
consultation, including using these correctly to calculate risk, understanding what the predicted risk meant
and communicating the results to patients. They felt that training on how to use the tool in patient
consultations was needed:

“We don’t quite understand how to use that tool. I think we need to have proper education or training on
using these tools. The other day I met a lady from the Macmillan Cancer Support, and I asked her to see
if they could come and give us a training session or talk on how to use the cancer risk assessment tools in
patient consultations. I think we need to follow that up because the tools look good to use”(Practitioner 2

[GP]: FG 3).
3.1.8 Establishing effectiveness of the tools

Service users felt that the use of QCancer in patient consultations should be evaluated for effectiveness before
allowing all practitioners to use them:

“But I think if you are going to roll something out rather than going to everybody I would start with the
doctors, see how the doctors do with it after evaluation and then move on to the practice nurses”(Service
User 12: individual interview).

Practitioners also felt that evaluating the tools would help them to compare the effectiveness of the tools
with current practice:

“We have to make sure that it is better than what we are already doing” (Practitioner 13 [GP]: FG 2).
3.1.9 Need to integrate the tool into general practice IT system

Practitioners were concerned about the lack of integration of the tool in their practice systems. They felt
the tool needed to be integrated into practice information technology (IT) systems to avoid the difficult task
of searching for a tool from the internet for each patient being assessed for cancer risk:

“It will not be easy downloading or Googling the tool during patient consultation. So, the tool needs to be
integrated into our practice IT systems” (Practitioner 2 [GP]: FGD 3).

The facilitators to implementation of QCancer which related to the CFIR construct of relative advantage!®
were: supporting clinical decision making; modifying patient health behaviours; improving processes and
speed of cancer assessment and treatment and personalising patient care.

3.2 Facilitators to implementation
3.2.1 Supporting clinical decision-making

Service users and practitioners expressed the view that, the tool could help them to make more appropriate
decisions on cancer investigations and referrals. One service user felt the tool will help to, “make decisions
appropriately” (Service User 1: individual interview).

A practitioner also said:

“I think one of the ways I can use this tool is when you have got a differential in your mind, how can you
put the cancer which may be at the lower end of the spectrum to come on top?” (Practitioner 10 [GP]: FG

1).
Another practitioner said:

“I think the tool will help to guide the clinician to see the broad level of differential diagnosis. It will also
facilitate referral of patients by presenting a quantitative risk value to help explain risk and make a decision”
(Practitioner 2 [GP]: FG 3).

3.2.2 Modifying patient health behaviours



Although designed as a risk assessment tool for symptomatic individuals, participants felt that use of the
tool could also help to identify and raise awareness about modifying health behaviours:

“I think it might be just raising awareness, so people realise what’s happening, and what can go wrong with
them and where the risks are and may be, they can reinforce them where someone else like the young person
who has given up smoking it might be used to reinforce by saying well, you’ve got a very low risk, so if you’ve
given up smoking carry on with that. Rather than saying you’ve got a very high risk later” (Service User 5:
individual interview).

“I’'m not sure what is happening with people who are refusing lifestyle changes. They don’t understand the
risks, you know what I mean? I mean like someone who is a smoker, he is smoking, smoking. You can use
this tool to help them modify their life style. People who are refusing referral, you can use the tool to estimate
their risk to show and explain to them” (Practitioner 2 [GP]: individual interview).

Other practitioners also suggested that the tool could be modified or redesigned for other conditions or
asymptomatic individuals:

“I think there is a potential for using the tool for screening in other health categories. The tool could be
modified or redesigned to suit other conditions in primary care. It could also be modified for asymptomatic
patients, for example the QCancer 10 years’ risk tool, I understand can be used to predict cancer in asymp-
tomatic individuals” (Practitioner 3 [GP]: FG 3).

“I also feel the tool will help in terms of using the risk generated to advise patients who meed behavioural
changes. If their risk was small I would tell them to maintain healthier life styles by exercising, eating a
healthy diet, less alcohol and to stop smoking if they were smoking. Yes, as I said, this tool can help to
empower patients to take control of their risk factors and live healthier life styles” (Practitioner 2 [GP]: FG
3).

3.2.3 Improving processes and speed of cancer assessment and treatment

Service users and practitioners felt the tool could facilitate earlier cancer diagnosis by improving the processes
and speed of assessment and treatment:

“I do think it will be a useful idea, yeah. I think my first worry is that I may have cancer and most of us
will like to know early so they can get it sorted. But a lot of things can be picked up, can’t they, if they spot
check risk if you like” (Service User 4: individual interview).

“With everyone on board because we need more investigations, we need more tests quickly. So, there is more
and more drive to get tests done quickly” (Practitioner 11 [GP]: FG 1).

“I think when the tool is fully integrated in our IT systems and every practitioner gets familiar with using
it, it will be time saving in the long term, as the consultation, the assessments, investigations and referral
processes will be faster” (Practitioner 1 [GP]: FG 3).

3.2.4 Personalising patient care

Participants felt that use of the tool would help to provide patient-centred care based on the patient’s specific
cancer risks enabling a personalised rather than a more generalised plan of care:

“I think it will make the care more patient-centred because you’re presenting them with their own risk not a
general risk, it’s personal to them and it will just make the consultation more patient focused, and I think
it will make patients feel more involved in the consultation and just feel more cared for” (Service User 12:
individual interview).

“Patients will go away with a lot more targeted information about their personalised risk of cancer rather
than a vague statement” (Practitioner 1 [GP]: individual interview).

4 DISCUSSION



4.1 Summary of main findings

We found a range of barriers and facilitators to implementing QCancer. The barriers identified were: the
need for more consultation time; the possibility of unnecessary worry and anxiety generated by cancer
investigations; over-referral and over-burdening of services; practitioner scepticism about the usefulness and
effectiveness of the tool; lack of integration of the tool into general practice IT systems; lack of training for
practitioners on the use of the tool; and the need to establish effectiveness of the tool before rolling it out in
clinical practice. The facilitators included perceptions that the cancer risk assessment tool would: support
decision-making, speed up the process of assessment and treatment, help to identify and modify health risk
behaviours, and personalise care. These barriers and facilitators need to be considered when planning to
implement the tool in primary care consultations.

4.2 Strengths and limitations

This study is one of the first studies, to elicit and compare perspectives of both service users and practi-
tioners on QCancer, a cancer risk assessment tool designed for symptomatic individuals in general practice.
Individual interviews provided information from service users and practitioners, while the focus groups facil-
itated discussion between practitioners in their respective general practices and provided rich data through
the interactions and prompting of ideas. Another strength of this study is that, data saturation was realised
in terms of code (no new ideas expressed) and meaning (ideas expressed were understood).'?

Although the study was widely publicised, all the service user participants were of White British ethnicity.
People from ethnic minority groups may not have participated because of lack of awareness of the study,
language problems affecting their ability to understand the advertisement, or a lack of interest in participat-
ing. People from minority ethnic groups have been shown to be less likely to participate in research studies
if they lack confidence in their language abilities or lack understanding of the topic being researched,!3-1?
whereas they are more likely to participate when approached with sensitivity and when they believe the
study will be beneficial.!3-16

4.3 Comparison with existing literature

The need for extra time to conduct a risk calculation and communicate this effectively, listening, informing,
explaining and discussing further investigations with the patient, as found in this study, are known to
add complexity and costs to the patient consultation.'® Additional time is a scarce resource in the face of
increasing practitioner workload, which will affect implementation of innovations like this. Integration of the
risk assessment tool within the general practice IT system, with links to existing patient data, and training
on how to use the tool were seen as essential to addressing issues of time and complexity of use.

Patients feeling worried or anxious about being referred for cancer investigations was perceived as another
barrier to the use of the tool, although this does not correspond with a recent systematic review of randomised
controlled trials of cancer risk assessment tools in primary care, which found no increase in cancer worry.!”
This contradiction in the evidence could be due to the fact that, the current study is qualitative and based
on the views of participants, particularly service users who had not yet experienced the process of using
the tool with a clinician but were expressing what they felt could happen, if the cancer risk information
including referral, is not properly communicated to them.?!® On the other hand, the participants in studies
included in the systematic review of trials might have benefited from interventions including clinician input,
which could have reduced their anxiety levels. Nevertheless, the fact that these views were expressed in
this study suggests that some patients could indeed experience worry and anxiety, if the patient care, from
investigations through to diagnosis and treatment of cancer is not properly planned and carried out to meet
the needs of individual patients.

Another barrier identified by participants was over-referral, although some practitioners felt this was unlikely
to be a problem because they felt they could use risk assessment tools alongside their professional judgement,
only referring patients who needed this. This is supported by current guidance that Cancer Decision Support
tools should prompt primary care practitioners to think about the possibility of cancer, and then decide on



referral based on their clinical judgment.'® Despite this, the potential for increased rates of referral of people
without cancer (false positives) remains a concern, with potential costs needing to be weighed against late
referral.

Practitioners in a simulation study conducted in Australia appeared not to trust some risk outputs of the
QCancer tool,?% and this accords with scepticism expressed by some clinicians in this study. Practitioners
might be sceptical because they perceive the evidence that QCancer or other cancer risk assessment tools im-
prove outcomes is limited. Intervention characteristics can be an important potential facilitator or barrier,'°
particularly when evidence of effectiveness in practice is lacking.?!

Previous studies have found barriers that needed to be considered for successful implementation of cancer
risk assessment tools in primary care including: lack of trust on the part of some GPs in the risk calcula-
tion, especially when it conflicted with clinical judgement; variable interpretation of symptoms leading to
variations in risk assessment, and the difficulty experienced by some GPs in communicating numerical risk
to patients.? Participants in this study felt that the tools might conflict with existing guidelines, a finding
in line with the construct of compatibility,'%i.e. whether an intervention fits with existing workflows.

Dikomitis and colleagues found that training and guidance were needed in using cancer risk assessment tools
in routine practice?? because of difficulties experienced by practitioners in employing the tools. Similarly,
practitioners in this study expressed concerns relating to difficulties in understanding, accessing and using
the cancer risk assessment tool, and called for integration of the tool in general practice IT systems and
training of practitioners on accessing and using the tool. Hence, lack of integration of the tools in the
practice IT system and lack of or inadequate training were perceived as barriers to implementation of the
tool. Indeed, to meet the needs of patients, clinicians need to be supported with their learning needs such
as sources of information,?32* about decision aids like cancer risk assessment tools.

Another barrier identified was the perception that patients with symptoms suggestive of cancer would need
to be referred for further investigations irrespective of their quantified risk. Indeed, it has been suggested that
when using Cancer Decision Support tools, practitioners who suspect a possible cancer diagnosis can refer
a patient even if their quantified risk is low or does not meet the referral NICE guidelines.'® Furthermore,
Macmillan Cancer Support who have integrated the QCancer and Risk Assessment Tool (RAT) and have
called them the electronic Cancer Decision Support (eCDS) tools, have suggested that these tools can
complement existing NICE guidelines by flagging an alert on the computer screen about the possibility of
cancer. Following this flagging on the computer, the clinician can then decide whether to refer a patient,
based on NICE guidelines.'®

With reference to facilitators, participants in this study felt that the use of the cancer risk assessment tool
could support decision-making especially with patients whose cancer symptoms were unclear, or when cancer
was a differential diagnosis, helping to speed up the assessment, diagnosis and treatment of cancer. The
findings from this study support findings from a previous study on GPs’ experiences of using diagnostic tools,
which found that the RAT helped GPs with lung and colorectal cancer symptom recognition and confirmed
their decision about whether to refer.?’ In another study, embedding electronic decision-support tools was
found to have educational benefits, with GPs reportedly learning about cancer symptoms when using cancer
risk assessment tools.?%2° Green and colleagues also found that embedding clinical decision support tools in
clinical practice was more likely to be achieved when they were used to support, rather than supersede, the
clinical judgement of practitioners,?°corresponding with the views expressed by practitioners in this current
study.

Another facilitator to the use of the tools found in this study, that the use of the cancer risk assessment
tool could help to identify, raise awareness of and promote positive health behaviours in patients, supports
findings from recent systematic review of randomised controlled trials of cancer risk assessment tools in
primary care, which suggested that health promotion messages within tools may have positive effects on
behaviour change.!”

The cancer risk assessment tools meant for people presenting with symptoms are based on an individual



patient’s risk factors and symptoms; this helps to personalise care. Since the risk generated is for an
individual patient, the referral and further investigations as well as the subsequent diagnosis and treatment
or cancer care will be specific to that individual, taking into consideration their individual attributes and
symptoms. Personalised or person-centred care is about taking into consideration the desires or values,
social circumstances and lifestyles of people, while working with people as individuals to develop appropriate
solutions.!3:26

4.4 Implications for practice and further research

For a successful implementation, barriers to the use of the cancer risk assessment tool need to be addressed.
This will include ensuring that the tool is integrated in the general practice IT systems and training prac-
titioners on how to access and use the tool during the patient consultations. It is of note that Macmillan
Cancer Support and Cancer Research UK have worked with the major primary care IT providers (EMIS,
SystmOne and Vision+) in integrating the eCDS tools in general practice systems, although this integration
will need to be enforced as expressed by participants in this study.

Practitioners are likely to refer patients with symptoms suggestive of cancer whatever their quantified risk
if these fall within NICE cancer referral guidelines, suggesting that risk assessment tools should be used
flexibly to fit with clinical practice.

Quantitative research is needed to examine the effects of the use of the cancer risk assessment tool (QCancer)
on rates of referral, investigations and diagnoses, whether positive or negative for cancer. Further research
is also needed to quantitatively evaluate whether the cancer risk assessment tool improves patient outcomes
compared with current practice.

5 CONCLUSION

This study found a range of barriers and facilitators to implementation of QCancer, a cancer risk assessment
tool. While the facilitators should be used to encourage the use of the tool, the barriers to implementation
should be considered and addressed while implementing these tool in primary care.
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