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communication about important and difficult topics, 
kinship and bonding with others, and improved mood 
and self-care were perceived outcomes.

Conclusions

Our results demonstrate that this collaborative initia-
tive was successful in increasing reach and access, 
and that pan-Canadian, professional-led osgs provide 
psychosocial benefit to underserved and burdened 
cancer patients, survivors, and family caregivers.
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1.	 INTRODUCTION

Canadian cancer patients report multiple chal-
lenges and losses that give rise to emotional dis-
tress, unmet psychosocial needs, and a desire for 
professional help through specialist services1–3. 
Family members caring for cancer patients also 
experience challenges and psychological morbidity 
that worsens as patient quality of life deteriorates4. 
Survivors face challenges and concerns about 
preventing recurrence, treatment-related symp-
toms, staying healthy, and physical disability and 
deformity; and they similarly express a desire for 
expert and peer interactions5,6.

Support groups are important adjuncts in the 
cancer care continuum5,7 and have been shown to 
help alleviate psychosocial symptoms related to 
cancer and improve quality of life8–11. Specific ben-
efits include increased knowledge and decreased 
mood disturbance, trauma symptoms, anxiety, and 
pain12–14. However, many people are unable to access 
cancer support groups because of social barriers, 
lack of specialist services in their area, and work or 
caregiving responsibilities15–17. Geographic location 
of residence is a primary contributor to inequity of 

ABSTRACT

Background

Professional-led cancer support groups can improve 
quality of life and address unmet needs, but most 
Canadians affected by cancer do not have access 
to or do not make use of cancer support groups. A 
collaborative interdisciplinary team developed, oper-
ated, and evaluated Internet-based, professional-led, 
live-chat support groups (osgs) for cancer patients, 
caregivers, and survivors across Canada.

Objective

Our study aimed to report participant and participa-
tion characteristics in the pan-Canadian initiative 
known as CancerChatCanada, and to understand 
participant perspectives about the quality of com-
munication and professional facilitation, overall 
satisfaction, and psychosocial benefits and outcomes.

Methods

Participants in osgs provided informed consent. 
Participant and participation characteristics were 
gathered from program data collection tools and are 
described using frequencies, means, and chi-squares. 
Patient, survivor, and caregiver perspectives were 
derived from 102 telephone interviews conducted 
after osg completion and subjected to a directed 
qualitative content analysis.

Results

The 55 professional-led osgs enrolled 351 participants 
from 9 provinces. More than half the participants came 
from rural or semirural areas, and more than 84% had 
no received previous cancer support. The attendance 
rate was 75%, the dropout rate was 26%, and 80% of 
participants were satisfied or very satisfied. The conve-
nience and privacy of osgs were benefits. Meaningful 
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access to cancer services18, such that patients and 
caregivers in rural areas experience quality of life 
poorer than that of their urban counterparts19–22. 
Psychosocial distress is compounded by a lack of 
specialized psychosocial services15,17. About 30% 
of Canadians are rural-dwelling, highlighting the 
importance of developing relevant interventions that 
can be reached by all Canadians affected by cancer.

Canada has both a relatively small population 
spread over a vast geographic area and a well-
developed telecommunications network. Internet 
communication is an emerging and important com-
ponent of Canadian health care reform and a prior-
ity innovation23,24. The Internet offers a promising 
avenue that specialized health care professionals can 
use to reach underserved populations25–27.

2.	 BACKGROUND

In 2006, an inter-professional group from 7 Cana-
dian cancer centres in 5 provinces came together to 
discuss the potential of the Internet for delivering 
support services to cancer patients who faced chal-
lenges accessing psychosocial care. We envisioned 
a collaborative, national, Internet-based service 
that would meet the same standards of practice 
and patient safety as those in our centre-based pro-
grams. We consulted with quality control, safety, 
risk management, and technology personnel at our 
respective cancer centres to establish that we could 
offer an Internet-based service in accordance with 
institutional guidelines, and that organizational 
insurance would protect licensed professionals in 
the event of a patient complaint or lawsuit. The 
project was approved by the research ethics boards 
at all our partnering academic institutions. Based on 
published guidelines and models28–30, we developed 
a comprehensive set of protocols, procedures, and 
practices to conduct online support groups (osgs). In 
2007, using the secure Web site of U.S. colleagues 
(the Cancer Support Community), we began operat-
ing and studying osgs.

Our study was guided by several broad questions:

•	 Can we provide a collaborative, pan-Canadian 
psychosocial service?

•	 Can we reach Canadians affected by cancer, in-
cluding highly burdened and underserved people?

•	 Does this service appear to meet the psychosocial 
needs of patients in meaningful and satisfying 
ways?

In 2010, we developed and launched a fully-
Canadian Web-based program branded as Can-
cerChatCanada (http://cancerchatcanada.ca/). 
Central operations and accountability reside with 
the Provincial Psychosocial Oncology Program, BC 
Cancer Agency, where the project lead and 2 staff 
members oversee and coordinate the service. Clinical 

and research leadership and group facilitation are 
distributed among team members of partnering 
cancer centres in British Columbia, Alberta, Mani-
toba, Ontario, and Nova Scotia.

3.	 PROGRAM DESCRIPTION

3.1	 Intervention

CancerChatCanada offers professional-led live-chat 
support groups for cancer patients, survivors, and 
family members caring for patients. These text-only 
groups take place in real time, providing a private 
and experientially-immediate venue for small groups 
of participants to form close bonds based on shared 
cancer-related experiences. The facilitators help to 
guide and focus the discussions toward therapeutic 
aims, which include enhanced knowledge and confi-
dence with respect to coping; provision and receipt of 
social support; improved mood and reduced isolation. 
Weekly, 90-minute groups are held at a scheduled 
time, with the same facilitator and participants, for 
10 or 12 weeks.

3.2	 Facilitator Training and Supervision

Facilitators are staff members of partnering cancer 
centres, with a minimum of 4 years’ experience in 
oncology. All hold masters or doctorate qualifica-
tions in the fields of social work, psychology, clinical 
counselling, or nursing. Facilitators take part in a 
minimum of 10 weeks of training to learn facilitation 
techniques for text-only groups, as first developed 
by the Cancer Support Community in the United 
States31,32. They also adapt cognitive behavioral and 
supportive expressive approaches for the online chat 
groups they lead. Facilitators attend peer-supervision 
sessions and complete weekly clinical notes, which 
are monitored for attendance and technical issues by 
staff at the central office.

3.3	 Participant Privacy, Safety, and Data Security

Unlike most other support Web sites, CancerChat-
Canada is a “gated community,” offering secure 
group discussions that take place in private chat 
rooms, shared only by screened members. Participant 
identity is confirmed by the enrollment coordinators, 
and support needs and mental health history are as-
sessed. Persons with an untreated or severe mental 
health condition are referred to local services. We 
also gather emergency contact information and the 
name and telephone number of the participant’s pri-
mary physician. The Web site uses encryption and 
offers the same level of data security as financial 
institutions do. Lastly, an informed consent process 
educates participants about protecting their pass-
words and refraining from using personal identifiers 
while in the online chat room.

http://cancerchatcanada.ca/
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3.4	 Participant Enrollment Procedure

Once approved, participants receive an e-mail mes-
sage from the enrolment coordinator with instruc-
tions and login information. The coordinator is 
available by e-mail or telephone to assist participants 
with Web site or other technical concerns. The fa-
cilitator sends a welcome note that clarifies group 
objectives and offers tips for communicating effec-
tively online. Once a group begins, the enrolment 
coordinator sends weekly reminders and remains as 
a contact in the event of questions or concerns, or as 
a communicator of absences to the facilitator.

Usually, members take part in a single group 
lasting 10 weeks, which is the extent of their involve-
ment. Occasionally, members decide to maintain 
connections with others through e-mail or other Web-
based social tools, or to join a second online group.

4.	 PROGRAM EVALUATION

The objectives of the program evaluation were to 
determine if

•	 the national collaborative succeeded at provid-
ing an online service to Canadians affected by 
cancer, including those who are underserved and 
highly burdened; and

•	 whether the service appeared to be providing 
psychosocial benefits to group participants.

Because professional-led live-chat osgs are inno-
vative, we used a discovery-oriented methodology 
that would yield descriptive narratives suitable for 
deriving a grounded understanding of this form of 
psychosocial support33. Additionally, we gathered 
data that would enable us to make decisions about 
matters related to future development and quality 
improvement of the program. We chose “interpre-
tive description” (id) as the analytic approach be-
cause it is well-suited for studying clinical problems 
and has the goal of informing action34. As with other 
qualitative methods, id primarily uses an inductive 
process to derive qualitative themes from the data. 
However, consistent with its pragmatic goals, id 
often includes the flexible use of other analytic 
procedures. Within id, we used directed analysis 
(that is, analysis guided by the theory or research 
question, or both) and summative analysis (count-
ing and ranking)35. Our goals were to understand 
the perspectives of participants on the quality of 
osg communication and the contribution of the 
professional facilitator. We also wanted to assess 
the overall satisfaction of the participants with 
osgs and their perspectives on beneficial outcomes 
they might have experienced related to information 
gains, behavioral changes, or emotional changes, 
so as to determine whether osgs appeared to yield 
psychosocial benefits.

4.1	 Data Collection

We used a relational database program (Microsoft 
Access 2003: Microsoft Corporation, Redmond, WA, 
U.S.A.) to store all enrolment enquiry and participant 
data. Transcripts of chat room sessions (which are 
automatically generated by the technical platform) 
and facilitator clinical notes were stored and used to 
track attendance and to maintain clinical supervi-
sion. We conducted 20- to 45-minute semi-structured 
telephone interviews with a subsample of 102 partici-
pants within 6–8 weeks of group completion.

Initially, every participant was invited to com-
plete an interview about their experience in the online 
support group. As data were analyzed and saturation 
was achieved33, further interviews were conducted 
with a purposive sample—in this case, participants 
from populations that were underrepresented in the 
analysis to that point. Participants were asked to 
describe their experience in the osg, with probes 
specific to understanding the ability to communi-
cate meaningfully through the technology, helpful 
or hindering behaviors from the facilitator, and any 
benefit achieved with respect to learning or to be-
havioral or emotional change. Interviewees included 
participants with various cancers at various stages, 
family caregivers, and participants having high and 
low attendance in the groups. Interview notes were 
taken during and immediately after the interviews.

4.2	 Data Analysis

Simple descriptive analyses (frequencies, means) 
were calculated to characterize participation, par-
ticipants, and attendance. Chi-square tests were used 
to test differences in attendance, dropout rate, and 
satisfaction between participant types (caregivers, 
patients, rural and young survivors).

Four members of the research team participated 
in a directed qualitative content analysis. In the first 
phase, all interview material relevant to the 3 study 
questions was extracted. A second-level coding 
frame incorporating a priori criteria was developed 
to sort and rank responses as representing “high” 
satisfaction or benefit, “moderate” satisfaction or 
benefit, and “dissatisfaction” or “no benefit” (Table i). 
All the interview data was coded by 3 raters using 
the satisfaction frame. The raters then met to resolve 
discrepancies by returning to the original overall 
interviews, reviewing the coding frame, and reach-
ing consensus.

5.	 RESULTS

5.1	 Participation

5.1.1	 Enrolment
Between January 2008 and December 2011, enquiries 
were tracked from 9 provinces or territories. Of 681 
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people who contacted the office, 472 were cancer 
patients (69%), and 209 were family caregivers (31%). 
Of those 681 people, 351 (52%) enrolled in either a 
patient or a caregiver group. Among non-enrollees, 
15% were waiting for a suitable time, 15% were lost 
to follow-up, 13% decided to decline enrolment, and 
5% were referred elsewhere (Figure 1). During the 
study period, 55 online support groups were held. Of 
those groups, 19 were for breast cancer survivors; 19, 
for caregivers; and 17, for patients with a mixture of 
diagnoses. Some groups were conducted within 1 
province (n = 24) or 2 provinces (n = 11); others were 
pan-Canadian (n = 20).

5.1.2	 Participants
Most participants (Table  ii) were women (88%), 
diagnosed with breast cancer (52%), middle-aged 
(mean: 51 years), with at least some college educa-
tion (55%). Fewer than half were currently employed 
(41%). Approximately 44% (n = 155) were from cities 
or townships with a population of at least 100,000; 
55% (n = 194) were from small townships and rural 
areas. About one quarter (26%) reported either a 
current mental health condition or a history of such. 
Relatively few (16%) had previously participated in 
a professional-led cancer support group.

table i	 Criteria for deriving objective satisfaction or benefit ratings in three categories

Rating Criterion Description
High satisfaction or benefit

Communication Enthusiastic or multiple comments about meaningful communication; online technology described 
as preferable, or as aiding communication and expression; technology was never a hindrance and 
communication was very satisfying.

Facilitator involvement Enthusiastic appreciation for facilitator, with 3 or more examples of specific helpful behaviors, or 
outcomes or results attributed to facilitator involvement.

Overall experience 
and outcomes

Explicit statement that the experience was “better than expected,” with examples of positive outcomes. 
Describes 3 or more specific positive outcomes (learning or emotional change) attributed to group 
experience; or single powerful outcome and enthusiasm indicating high level of engagement.

Moderate satisfaction or benefit
Communication Experience was positive overall, but account lacks descriptive detail indicating high engagement; 

balances advantages and strengths with limitations of communicating through text, within context 
of a meaningful communication experience.

Facilitator involvement Overall positive appraisal, but fewer than 3 specific behaviors or outcomes; positive appraisal with 
a single qualifying comment that reduces enthusiasm.

Overall experience 
and outcomes

Explicit statement that “expectations were met,” and statement of benefit or value or positive outcome 
is identified. Suggestion is that experience was enjoyable, but did not result in specific therapeutic 
outcomes or changes.

Low satisfaction or benefit
Communication Describes negative communication experience: either limitations or frustrations with technology, or 

with ability to express or to feel understood by others.
Facilitator involvement Makes a complaint about the facilitator, or single positive statement is outweighed by negative 

comments, or indicates perception that facilitator was not needed.
Overall experience 
and outcomes

Responses suggest participant was seeking something different or was expecting more from 
participation. The rater infers from overall comments that the participant would not elect to join an 
online (live chat) support group again.

figure 1	 Consort Diagram of CancerChatCanada (ccc) program 
from January 2008 to December 2011. osg = online (live chat) 
support group.
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5.1.3	 Attendance
Weekly attendance in group sessions ranged around 
75%. Approximately 44% (150 participants) attended 
more than 80% of their group sessions; 25% (n = 84) 
attended between 60% and 80% of sessions. Twelve 
percent of participants (n = 42) attended about half 
the sessions (40%–60%), and 19% (n = 63) attended 
fewer than 40% (Figure 2). Attendance did not differ 
significantly between the groups.

The dropout rate was 26%; specifically, 67 
participants dropped out after a mean of 3.5 ses-
sions, and 24 attended no sessions. The dropout rate 

was significantly higher for caregivers (31.6%) and 
patients (32.6%) than for survivors (13.5%). Some 
participants could not be reached to obtain their 
reasons for leaving (n = 20), but among those who 
could be contacted, scheduling or work-related issues 
(n = 16), illness recurrence (n = 11), or dissatisfac-
tion with the group (n = 8) were mentioned. Among 
caregivers, the reason most often cited for dropping 
out was the death of the loved one being cared for; 
among patients, illness or recurrence and schedul-
ing were the most frequently mentioned reasons for 
dropping out.

table ii	 Participant characteristics

Variable Participant groupsa

Survivors Patients Family Overall

Young Rural caregivers

Group members (n) 52 66 135 98 351
Sex [n (%)]

Female 52 (100) 66 (100) 114 (84) 78 (80) 310 (88)
Male 21 (16) 20 (20) 41 (12)

Cancer site [n (%)]
Breast 52 (100) 66 (100) 52 (38.5) 14 (14.3) 184 (52.4)
Gastrointestinal 19 (14) 23 (23.5) 42 (12)
Head and neck 16 (12) 2 (2) 18 (5.1)
Brain 2 (1.5) 6 (6.1) 8 (2.3)
Gynecologic 17 (12.6) 6 (6.1) 23 (6.6)
Lung 5 (3.7) 14 (14.3) 19 (5.4)
Prostate 8 (6) 3 (3.1) 11 (3.1)
Hematologic 5 (3.7) 12 (12.2) 17 (4.8)
Other 11 (8) 18 (18.4) 29 (8.3)

Age (years)
Mean 42±4.8 54±10.3 52±11.0 51±10.9 51±10.8
Range 25–49 33–79 23–74 26–75 23–79

Education [n (%)]
<Grade 12 5 (10) 6 (9) 1 (1) 2 (2) 14 (4)
≥Grade 12 25 (48) 42 (64) 66 (49) 57 (58) 190 (54)
University 22 (42) 17 (26) 65 (48) 36 (37) 140 (40)
Unknown 1 (2) 3 (2) 3 (3) 7 (2)

Working [n (%)] 24 (46) 49 (74) 28 (21) 40 (41) 141 (40)
Township codeb

1 (urban) 31 (60) 10 (15) 60 (44) 54 (55) 155 (44)
2 (semi-urban) 11 (21) 20 (30) 54 (40) 32 (33) 117 (33)
3 (rural) 10 (19) 36 (55) 21 (16) 10 (10) 77 (22)
Unknown 2 (2) 2 (1)

Psychologic disorderc 4 (8) 4 (6) 50 (40) 26 (32) 84 (26)
No previous professional supportd 40 (77) 52 (79) 119 (88) 85 (87) 296 (84)

a	� Survivors, patients, and family caregivers were most often referred by health care professionals; young and rural survivors received 
letters of invitation through cancer registries.

b	� 1: census metropolitan area (cma) with an urban core of at least 50,000 people and a total population greater than 100,000; 2: census 
agglomeration (ca) with a population of at least 10,000; 3: an unorganized or unidentified geographic area in which there is no urban 
core and the population is less than 10,000.

c	� Information on 26 (7.4%) participants (9 patients and 17 caregivers) in the pilot groups is missing; reported value is a valid percentage.
d	� Defined as previous experience in a cancer support group led by a professional.
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5.2	 Satisfaction or Benefit of Professional-Led Live-
Chat OSGs

Of the 102 interviews conducted, 36 were with young 
and 26 with rural breast cancer survivors; 20 were 
with patients from mixed-diagnosis groups; and 20 
were with family caregivers. The directed qualitative 
content analysis yielded understanding in 3 areas 
relevant to interpreting satisfaction and psychosocial 
benefit of professionally-facilitated osgs. There were 
no significant differences between the 4 participant 
groups in those areas.

5.2.1	 Communication Through Technology
Most participants were rated as having high or mod-
erately high satisfaction and psychosocial benefit 
from their experience communicating in the live-
chat osgs. Among the 102 interviewees, 44% were 
rated as “very satisfied” or having “high benefit”; 
45%, as “moderately satisfied” or having “moderate 
benefit”; and 11%, as “dissatisfied” or having “no 
benefit” (Figure 3).

Communicating with others in a live-chat group 
was experienced by many participants as challeng-
ing for the first 1 or 2 sessions; however, the conve-
nience of being able to access support from home 
outweighed those challenges. Most participants 
quickly adapted and came to appreciate the unique 
characteristics of facilitated text-only discussion. The 
privacy and semi-anonymity of being online were 
highly valued and enabled participants to speak more 
openly than they might have done in a face-to-face 
setting. Writing instead of talking was found to be 
helpful, because it provided time for reflection and 
to organize thoughts. In addition, writing did not get 
in the way of emotional expression in the way that 
talking might (for example, crying is possible while 
typing, but not while talking). Importantly, most par-
ticipants found that they were able to communicate 
openly and easily with others, to form social bonds, 
to feel understood and cared about, and to be able 

to give support and encouragement to others. Many 
participants were surprised by the depth of their 
feelings of kinship and bonding with the members 
in their online support group.

Participants who were rated as “dissatisfied” 
and having “no benefit” had difficulties expressing 
themselves or did not feel understood by others. 
Sometimes—but not always—dissatisfaction was a 
result of technology “glitches” or a pace of discussion 
that was either too rapid or too slow.

5.2.2	 Contribution of Professional Facilitator
The presence of a professional facilitator was seen by 
most participants to add value to the osg discussions, 
with 69% of responses rated as indicating “high” 
satisfaction or benefit; 22%, “moderate” satisfaction 
or benefit; and only 9%, “dissatisfaction” or “low 
benefit” (Figure 3).

For most participants, the presence of the pro-
fessional facilitator was seen to be very important. 
Facilitators were described as providing direction 
and depth to the chat, steering and suggesting top-
ics, deepening conversation, maintaining discussion 
focus, offering insights, and ensuring that impor-
tant topics were covered that might otherwise be 
overlooked. Facilitators were perceived to have an-
ticipated important issues, summarized discussions, 
helped members to open up emotionally, showed 
warmth and understanding, and helped members to 
understand each other better. Interviewees described 
facilitators as having helped the group become 
comfortable with the technology and also as having 
been a “safety net” during times of emotional upset, 
someone who helped members in crisis.

Occasionally, a facilitator was perceived to be 
too quiet and not to be contributing enough to the 
conversation, leading to a sense that he or she was 
“unknown” or was not necessary to the group.

5.2.3	 Overall Psychosocial Benefit and Outcomes
Participating in an osg was perceived by most par-
ticipants to be beneficial: 39% were rated as having 

figure 2	 Attendance at group sessions. Attendance data for 12 
participants are missing; reported results are valid percentages.

figure 3	 Objective ratings of participant satisfaction.
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“high” satisfaction or psychosocial benefit; 40%, 
as having “moderate” satisfaction or psychosocial 
benefit; and 21%, as having “low” satisfaction or 
psychosocial benefit (Figure 3).

Participants rated as having “moderate” or “high” 
satisfaction and benefit experienced changes in mood 
and behavior as a result of sharing their experiences 
and learning how others managed similar challenges. 
They felt relief and a sense of being “normal again,” 
knowing that they were not alone. Many participants 
described gaining knowledge about cancer, learning 
practical tips and new ideas or resources to help with 
challenges, and learning specific coping strategies. 
They described feeling stronger and more hopeful 
about the future, having gained insights or a new 
perspective about their cancer experiences. Some 
described taking better care of themselves by im-
proving lifestyle habits, or in the case of caregivers, 
by making time for their own needs. Oftentimes, in-
terviewees noticed improvements in mood—feeling 
less angry, depressed, or anxious and more relaxed, 
confident, and optimistic.

Participants who were rated as having “low” sat-
isfaction and benefit described not feeling emotionally 
connected or “joined” to others in their group, or feel-
ing unheard, or missing face-to-face contact. Others 
who did not gain benefit had been seeking more or dif-
ferent information specific to their cancer experience.

6.	 DISCUSSION

A collaborative group developed, operated, and 
evaluated an innovative and pan-Canadian service 
that assisted Canadians affected by cancer. The 
launch and operation of the service, the participa-
tion rates and ability to reach underserved, burdened 
Canadians, and the reported satisfaction and benefits 
demonstrate that this initiative was successful in 
achieving its original goals.

A significant strength of the initiative is that it 
increased access to professional support for people 
who were experiencing burden and who, for reasons 
of geography, work, or caregiver responsibilities, 
and disease- or treatment-related symptoms, would 
otherwise not have had access to a psychosocial ser-
vice. This study demonstrates that the convenience 
and privacy of online support made a profound dif-
ference, increasing patient, survivor, and caregiver 
access to a psychosocial service.

Another important finding of the study is that 
professional-led live-chat osgs provided psychosocial 
benefits by enabling meaningful communication 
and the formation of social bonds. Although these 
groups did not suit all users or meet all psychosocial 
needs, most participants appeared to gain some or 
many of the well-documented benefits of participa-
tion in support groups for medical patients8,36. That 
finding challenges a belief held by many health care 
professionals that Internet-based social relationships 

are inherently superficial, tenuous, and lacking com-
mitment31,37. Participation rates in online groups vary 
and can be low, but participation rates in our osgs 
were comparable or better than have been reported 
for other online group interventions26,38,39 and for 
other face-to-face group interventions13. Participants 
communicated absences (which were usually of a 
medical nature) and described unexpectedly strong 
feelings of kinship toward their fellow osg members. 
Those events occurred in large and small groups 
alike, which is testament to the cohesiveness of most 
of the osgs.

Several converging factors may have contributed 
to the relatively high level of social bonding observed. 
First, the presence of a professional facilitator helped 
to deepen and focus the discussions, helped members 
to understand each other better, and created safety 
for discussing difficult topics. In osgs, professional 
moderators (compared with peer-only participa-
tion) appear to stimulate higher levels of member 
engagement40 and to encourage open discussion of 
difficult topics41. Second, the synchronous (that is, 
real-time) nature of the osgs resulted in greater im-
mediacy, which is thought to be more interpersonally 
gratifying40. Compared with interventions that offer 
asynchronous-alone communication, those offering 
both synchronous and asynchronous communication 
yield stronger outcomes42. Those two factors may 
have contributed to the relatively high participation 
reported here compared with participation in other 
osg studies, which are infrequently professional-led 
or synchronous. Third, it has been observed that 
the privacy and semi-anonymity of online groups 
encourage people to feel less restrained and to say 
things that they might not volunteer in face-to-face 
social situations, including support groups. The osgs 
may have offered an opportunity for participants to 
benefit from a “benign disinhibition” effect that could 
have contributed to their efforts of working through 
and resolving problems39,43. In Western societies, 
people affected by cancer have few opportunities 
to share difficulties, express strong emotion, and be 
supported while doing so. Thus, it may be that this 
particular professional-led and synchronous osg 
modality offered an optimal social context for this 
important form of human communication to occur.

A limitation of our study is that the id method does 
not allow for an inference of treatment efficacy or an 
extrapolation of rates of satisfaction. Controlled trials 
are needed to test osg efficacy, and survey methods 
would be better suited to estimating population rates 
of satisfaction. However, the id method was suited to 
this early phase of enquiry and its exploratory and 
pragmatic objectives. Criterion-derived satisfaction 
scores are less vulnerable to the “thank-you effect”7, 
allowing us to gain an understanding that was ground-
ed in participant experiences and perspectives. Fur-
thermore, the knowledge gained from this method is 
informing program improvements such as refinements 
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to facilitator training and better matching of partici-
pant needs.

7.	 CONCLUSIONS

Many people affected by cancer do not have access to 
cancer-related support. The demand for Internet-based 
professional services that can be accessed by people in 
need—no matter where they live, and at various times 
of the day and evening—will continue to grow. The 
present initiative demonstrates that a national collab-
orative program can be operated in accordance with 
accepted professional standards and carried out safely 
and ethically. A lack of reports of harm, and overall 
high levels of participant satisfaction and benefit, sug-
gest that professional-led osgs represent a potentially 
valuable option for many people affected by cancer. 
Since 2010, CancerChatCanada has moved from a 
project to a program. Currently, our partnerships are 
being strengthened and expanded to further increase 
access to underserved burdened populations, with the 
intention that CancerChatCanada become a permanent 
resource for Canadians affected by cancer.

8.	 ACKNOWLEDGMENTS

Without the support of a great number of people 
across Canada, as well as their openness to embrace 
innovation, this project would not have come to frui-
tion. Richard Doll and Margaret Fitch had the vision 
and dedication to initiate and nurture this novel 
national project. Irene Nicoll and Lee Fairclough 
provided strategic assistance. Leadership within 
BC Cancer Agency, Tom Baker Cancer Centre, 
Cross Cancer Institute, CancerCare Manitoba, Sun-
nybrook Odette Cancer Centre, and Capital Health/
QEII Health Sciences Centre were willing to extend 
beyond regional boundaries and dedicate resources 
to a national service. Lastly, many staff at the BC 
Cancer Agency central office worked tirelessly over 
5 years to continuously improve the program and to 
ensure the best possible experience for cancer pa-
tients, survivors, and family caregivers. The project 
was funded by the Canadian Partnership Against 
Cancer; the Canadian Breast Cancer Foundation, 
British Columbia and Prairies chapters; and the Ca-
nadian Institutes for Health Research.

9.	 CONFLICT OF INTEREST DISCLOSURES

The authors of this paper have no financial conflicts 
of interest to disclose.

10.	REFERENCES

	 1.	 Watson DE, Mooney D, Peterson S. Patient Experience with 
Ambulatory Cancer Care in British Columbia, 2005/06. Van-
couver, BC: University of British Columbia Centre for Health 
Services and Policy Research; 2007.

	 2.	 Harrison JD, Young JM, Price MA, Butow PN, Solomon 
MJ. What are the unmet supportive care needs of people 
with cancer? A systematic review. Support Care Cancer 
2009;17:1117–28.

	 3.	 Carlson LE, Angen M, Cullum J, et al. High levels of un-
treated distress and fatigue in cancer patients. Br J Cancer 
2004;90:2297–304.

	 4.	 Grunfeld E, Coyle D, Whelan T, et al. Family caregiver burden: 
results of a longitudinal study of breast cancer patients and 
their principal caregivers. CMAJ 2004;170:1795–801.

	 5.	 Taylor SE, Falke RL, Shoptaw SJ, Lichtman RR. Social sup-
port, support groups, and the cancer patient. J Consult Clin 
Psychol 1986;54:608–15.

	 6.	 Feuerstein M. Optimizing cancer survivorship. J Cancer 
Surviv 2007;1:1–4.

	 7.	 Gottlieb BH, Wachala ED. Cancer support groups: a critical re-
view of empirical studies. Psychooncology 2007;16:379–400.

	 8.	 Høybye MT, Johansen C, Tjørnhøj–Thomsen T. Online 
interaction. Effects of storytelling in an Internet breast cancer 
support group. Psychooncology 2005;14:211–20.

	 9.	 Brady MJ, Cella DF, Mo F, et al. Reliability and validity of the 
Functional Assessment of Cancer Therapy–Breast quality-of-
life instrument. J Clin Oncol 1997;15:974–86.

	10.	 Lieberman M. The role of insightful disclosure in outcomes 
for women in peer-directed breast cancer groups: a replication 
study. Psychooncology 2007;16:961–4.

	11.	 Rehse B, Pukrop R. Effects of psychosocial interventions on 
quality of life in adult cancer patients: meta analysis of 37 
published controlled outcome studies. Patient Educ Couns 
2003;50:179–86.

	12.	 Spiegel D, Bloom JR, Yalom I. Group support for patients 
with metastatic cancer. A randomized outcome study. Arch 
Gen Psychiatry 1981;38:527–33.

	13.	 Goodwin PJ, Leszcz M, Ennis M, et al. The effect of group 
psychosocial support on survival in metastatic breast cancer. 
N Engl J Med 2001;345:1719–26.

	14.	 Classen C, Butler LD, Koopman C, et al. Supportive-expres-
sive group therapy and distress in patients with metastatic 
breast cancer: a randomized clinical intervention trial. Arch 
Gen Psychiatry 2001;58:494–501.

	15.	 Crosato KE, Leipert B. Rural women caregivers in Canada. 
Rural Remote Health 2006;6:520.

	16.	 Kelley ML, Sellick S, Linkewich B. Rural nonphysician pro-
viders’ perspectives on palliative care services in northwestern 
Ontario, Canada. J Rural Health 2003;19:55–62.

	17.	 Bettencourt BA, Schlegel RJ, Talley AE, Molix LA. The 
breast cancer experience of rural women: a literature review. 
Psychooncology 2007;16:875–87.

	18.	 Maddison AR, Asada Y, Urquhart R. Inequity in access to 
cancer care: a review of the Canadian literature. Cancer 
Causes Control 2011;22:359–66.

	19.	 Albert US, Koller M, Wagner U, Schulz KD. Survival chances 
and psychological aspects of quality of life in patients with 
localized early stage breast cancer. Inflamm Res 2004;53(suppl 
2):S136–41.

	20.	 Palesh OG, Shaffer T, Larson J, et al. Emotional self-efficacy, 
stressful life events, and satisfaction with social support in 
relation to mood disturbance among women living with breast 
cancer in rural communities. Breast J 2006;12:123–9.



EVALUATION OF CANCERCHATCANADA

47Current Oncology—Volume 20, Number 1, February 2013
Copyright © 2013 Multimed Inc. Following publication in Current Oncology, the full text of each article is available immediately and archived in PubMed Central (PMC).

	21.	 Heishman AK. Get Rid of It and Don’t Dwell on It: Explana-
tory Models and Experiences of Breast Cancer by Rural 
Women. Atlanta, GA: Georgia State University; 1999.

	22.	 Girgis A, Boyes A, Sanson–Fisher RW, Burrows S. Perceived 
needs of women diagnosed with breast cancer: rural versus 
urban location. Aust N Z J Public Health 2000;24:166–73.

	23.	 Donahue M. Québec moves the telehealth yardstick forward. 
Health Law Can 2006;27:29–33.

	24.	 Donahue M. Regulating telehealth in Ontario—next step in 
the transformation agenda. Health Law Can 2006;27:5–28.

	25.	 Winzelberg AJ, Classen C, Alpers GW, et al. Evaluation of an 
Internet support group for women with primary breast cancer. 
Cancer 2003;97:1164–73.

	26.	 Lieberman MA, Golant M, Giese–Davis J, et al. Electronic 
support groups for breast carcinoma: a clinical trial of ef-
fectiveness. Cancer 2003;97:920–5.

	27.	 Barak A, Hen L, Boniel–Nissim M, Shapira N. A compre-
hensive review and a meta-analysis of the effectiveness of 
Internet-based psychotherapeutic interventions. J Technol 
Hum Serv 2008;26:109–60.

	28.	 Maheu MM. The online clinical practice management model. 
Psychotherapy (Chic) 2003;40:20–32.

	29.	 Mallen MJ, Vogel DL, Rochlen AB. The practical aspects of 
online counseling: ethics, training, technology, and compe-
tency. Couns Psychol 2005;33:776–818.

	30.	 Shaw HE, Shaw SF. Critical ethical issues in online counsel-
ing: assessing current practices with an ethical intent checklist. 
J Couns Dev 2006;84:41–53.

	31.	 Stephen JE, Christie G, Flood K, et al. Facilitating online 
support groups for cancer patients: the learning experience of 
psycho-oncology clinicians. Psychooncology 2011;20:832–40.

	32.	 Lieberman MA, Golant M, Altman T. Therapeutic norms 
and patient benefit: cancer patients in professionally directed 
support groups. Group Dyn 2004;8:265–76.

	33.	 Glaser BG, Strauss AL. The Discovery of Grounded Theory: 
Strategies for Qualitative Research. Chicago, IL: Aldine 
Publishing Company; 1967.

	34.	 Thorne S. Interpretive Description. Walnut Creek, CA: Left 
Coast Press; 2009.

	35.	 Hsieh H, Shannon SE. Three approaches to qualitative content 
analysis. Qual Health Res 2005;15:1277–88.

	36.	 Yalom ID, Leszcz M. The Theory and Practice of Group Psy-
chotherapy. 5th ed. New York, NY: Perseus Books Group; 2005.

	37.	 Budman SH, Portnoy D, Villapiano AJ. How to get technologi-
cal innovation used in behavioral health care: build it and they 
still might not come. Psychotherapy (Chic) 2003;40:45–54.

	38.	 Preschl B, Maercker A, Wagner B. The working alliance in 
a randomized controlled trial comparing online with face-
to-face cognitive-behavioral therapy for depression. BMC 
Psychiatry 2011;11:189.

	39.	 Changrani J, Lieberman M, Golant M, Rios P, Damman J, 
Gany F. Online cancer support groups: experiences with un-
derserved immigrant Latinos. Prim Psychiatry 2008;15:55–62.

	40.	 Klemm P. Effects of online support group format (moder-
ated vs peer-led) on depressive symptoms and extent of par-
ticipation in women with breast cancer. Comput Inform Nurs 
2012;30:9–18.

	41.	 Vilhauer RP. Perceived benefits of online support groups 
for women with metastatic breast cancer. Women Health 
2009;49:381–404.

	42.	 Rains SA, Young V. A meta-analysis of research on for-
mal computer-mediated support groups: examining group 
characteristics and health outcomes. Hum Commun Res 
2009;35:309–36.

	43.	 Suler J. The online disinhibition effect. Cyberpsychol Behav 
2004;7:321–6.

Correspondence to: Joanne Stephen, BC Cancer 
Agency, Fraser Valley Centre, Patient and Family 
Counselling Services, 13750 96th Avenue, Surrey, 
British Columbia  V3V 1Z2.
E-mail: jstephen@bccancer.bc.ca

*	� BC Cancer Agency, Provincial Psychosocial 
Oncology Program, Vancouver, BC.

†	� University of California–San Francisco, San 
Francisco, CA, U.S.A.

‡	 Dalhousie University, Halifax, NS.
§	 Tom Baker Cancer Centre, Calgary, AB.
||	 Cancer Care Manitoba, Winnipeg, MB.
#	 Sunnybrook Odette Cancer Centre, Toronto, ON.
**	 Cross Cancer Institute, Edmonton, AB.
††	� Thunder Bay Regional Health Sciences Centre, 

Thunder Bay, ON.

mailto:jstephen@bccancer.bc.ca

