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Abstract

Background The growing demands for multidisciplinary cancer survivorship care require new approaches to address
the needs of people living after a cancer diagnosis. Good Life—Cancer Survivorship is a self-management support
survivorship program delivered by community allied health (AH) services for people diagnosed with cancer. A pilot
study established the benefits of Good Life—Cancer Survivorship to help survivors manage their health and wellbeing
in the community health setting. This study expanded the program to four community health services and evaluated
the implementation outcomes of the referral pathway to the survivorship program.

Methods Eligible cancer survivors attending hospital oncology services were referred to the survivorship program.
Data was collected between 19/02/2021-22/02/2022 and included allied health service utilisation, consumer surveys,
and interviews to understand consumer experience with the referral pathway. Interviews and focus groups with
hospital and community health professionals explored factors influencing the referral uptake. Implementation
outcomes included Adoption, Acceptability, Appropriateness, Feasibility, and Sustainability.

Results Of 35 eligible survivors (mean age 65.5 years, SD=11.0; 56% women), 31 (89%) accepted the referral.
Most survivors had two (n=14/31; 45%) or more (n=11/31; 35%) allied health needs. Of 162 AH appointments
(median appointment per survivor=4; range=1-15; 1QR:5), 142/162 (88%) were scheduled within the study period
and 126/142 (89%) were attended. Consumers'interviews (n=5) discussed the referral pathway; continuation

of survivorship care in community health settings; opportunities for improvement of the survivorship program.
Interviews with community health professionals (n=>5) highlighted the impact of the survivorship program; cancer
survivorship care in community health; sustainability of the survivorship program. Interviews (n=3) and focus
groups (n=7) with hospital health professionals emphasised the importance of a trusted referral process; a holistic
and complementary model of care; a person-driven process; the need for promoting the survivorship program. All
evaluations favourably upheld the five implementation outcomes.

Conclusions The referral pathway provided access to a survivorship program that supported survivors in self-

management strategies through tailored community allied health services. The referral pathway was well adopted
and demonstrated acceptability, appropriateness, and feasibility. This innovative care model supports cancer
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survivorship care delivery in community health settings, with clinicians recommending sustaining the referral

pathway.

Keywords Survivorship, Community-based health, Allied health, Service utilisation, Referral pathway

Introduction

Cancer survival rates have increased substantially world-
wide due to early detection and advances in treatments
[1]. Cancer survivorship care encompasses the preven-
tion or treatment of recurrences and additional cancers,
the management of additional chronic conditions includ-
ing chronic effects of treatments such as psychosocial and
economic burden, and the promotion of healthy lifestyle
behaviours and adherence to long-term treatment and
follow-up care [2]. The diversity of care needs in specific
survivor groups calls for care coordination between med-
ical specialties, allied health professionals, and expert
nurses [3]. However, current survivorship care is mainly
managed in acute specialist-led clinics [4] with limited
care coordination across allied healthcare services. With
increasing pressures on limited acute care resources and
growing demands for multidisciplinary survivorship care,
new approaches are urgently needed to address the needs
of people living after a cancer diagnosis [5]. The Clinical
Oncology Society of Australia highlights the importance
of coordinated, integrated access to allied health profes-
sionals and self-management support in models of cancer
survivorship care [6].

Our team conducted a pilot study to establish and
evaluate a referral pathway to a community-based cancer
survivorship program called the Good Life-Cancer Sur-
vivorship program [7]. The study reported on 25 referrals
made over five months where 18 patients were followed
through the referral process. Interviews with health pro-
fessionals involved in the referral pathway highlighted the
benefits of integrated care coordination involving com-
munity-based nursing and allied health professionals, and
demonstrated the value of a community health setting to
support cancer survivors in managing their health and
well-being [7]. Needs around training information and
communication were also emphasised by hospital and
community health professionals. These findings informed
this larger implementation project to expand the deliv-
ery of the survivorship program across four community
health settings. Central to this expansion was the capac-
ity building of the community allied health workforce to
support cancer survivors in self-management and imple-
menting the referral pathway.

The aim of this study was to evaluate the implementa-
tion of the referral pathway to the four community health
settings. Specifically, this paper reports on the adoption,
acceptability, appropriateness, and feasibility of the refer-
ral pathway to a community survivorship program.

Methods

This study used a mixed methods design. A prospective
cohort study was used to evaluate the referral process
and community-based allied health services utilisation,
and nested semi-structured interviews explored the chal-
lenges and enablers of the survivorship program uptake.

The Good Life Cancer Survivorship (GL-CS) program

GL-CS is a community-based model of survivorship care
delivered by allied healthcare services and offers a per-
son-centred and coordinated model of care promoting
lifestyle and behaviour change [7]. An initial assessment
with a community-based Integrated Care Coordinator
confirms the survivor’s medical conditions and areas of
concern, followed by discussions about survivorship care
planning and service options to address care needs. Eli-
gible participants in the survivorship program had com-
pleted curative-intent cancer treatment, had metastatic
hormone sensitive cancer, were receiving maintenance
immunotherapy, or were unable to participate in inten-
sive ambulatory oncology rehabilitation. Those with bone
metastases or severe osteoporosis with stable lesions
who would benefit from an exercise-based program were
also eligible. People were excluded if they had acute care
needs or were medically unstable.

Participant recruitment and data collection
All referrals to the survivorship program were made
from hospital-based oncology services to four commu-
nity health services, namely healthAbility (previously
Carrington Health), Inspiro, Access Health & Com-
munity, and EACH all located in the eastern suburbs
of Melbourne (Australia). The same method of partici-
pant recruitment described in the pilot study [7] was
employed in this study. Briefly, eligible patients were
identified by hospital-based oncology health profession-
als and referred to one of the participating community
health services. All referrals were then screened and tri-
aged by the project manager at healthAbility to confirm
eligibility and transfer the referral to the appropriate
community health service. Eligible patients were con-
tacted and seen by an integrated care coordinator at their
community health centre.
The four types of data collection used are described
below:
1. Health service utilisation data: A data collection
tool was developed in Microsoft Excel to track
survivors referred to community health services.
Characteristics of survivors (age, gender,
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socioeconomic status, cancer, cancer treatment,

and time from last cancer treatment) and the type
and number of community health services utilised
were recorded. Postcodes were used to derive a
proxy for participants’ socioeconomic status using
the Socio-Economic Indexes for Areas [8], and

level of accessibility to service centres using the
Accessibility/Remoteness Index of Australia [9]. Both
indices were obtained from the Australian Bureau

of Statistics. Data was entered by the site-specific
coordinator using information received by hospital
staff who referred their patients. Referrals were made
by via fax or email using the program specific referral
form (available as an electronic or paper-based
form). Following the initial call, the site-specific
coordinator booked all subsequent allied health
appointments.

2. Consumers’ survey: A survey explored participants’
experience with their community health service.
Questions related to participants’ perception
of healthcare provider (HCP) knowledge about
patient’s health history (e.g. “They knew about your
medical history including your cancer diagnosis
and treatment”); participant-HCP communication
(e.g. “They explained things in a way that was easy
to understand”); person-centred care (e.g., “You
had an opportunity to talk about ongoing problems
related to your cancer”); shared healthcare planning
(e.g. “They helped you make a plan to improve your
health”); administrative process (e.g. ” It was easy to
book an appointment”). Possible answers were given
on a 5-point Likert scale ranging from 1- strongly
disagree to 5- strongly agree. Open-ended questions
explored aspects of care that participants found
helpful or needed improvement, and whether they
had already or were intending to change their health
behaviour following their appointments at their local
community health service.

3. Consumer interview: Consumers’ who completed
the survey were invited to a semi-structured
interview to further explore their experience with
the survivorship program. Questions aimed to elicit
consumers’ perspectives on how the health services
work and communicate information to them and
how they felt about it.

4. Health professionals’ interviews and focus groups:
Community health professionals were interviewed
using a semi-structured interview guide to explore
their perspectives about the referral pathway and
delivery of the survivorship program. Questions
aimed to elicit views on the feasibility of the
survivorship program, its suitability for the target
group, and whether further training or support was
required. Confidence in delivering the program
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was assessed using a structured questionnaire
where questions were read out to participants who
responded against a 5-point Likert scale (1 =Not at
all confident to 5 =Highly confident). Scores between
1 and 3 indicated low confidence.
Focus groups were scheduled with hospital health pro-
fessionals to explore their experience referring people to
the survivorship program and how the process could be
improved. Questions aimed to elicit knowledge about the
survivorship program, experience with the referral pro-
cess, and suggestions for improvement and sustainability.
All interviews and focus groups were recorded, tran-
scribed, and thematically analysed. This involved verba-
tim reading of transcribed quotes and assigning codes
which were then structured according to overarching
themes [10].
Fig. 1 summarises the referral pathway to the survivor-
ship program, the communication flow between health
settings and the data collection schedule.

Implementation of the survivorship program

Strategies used to implement the survivorship program
were coded against principles of management (Plan-
ning, Organising, Leading, Monitoring) [11] and external
Influences as outlined in a previous systematic review
[12]. Table 1 provides a detailed summary of the domain-
specific strategies used to implement the referral pathway
to the survivorship program.

Outcome measures
Implementation outcomes were selected from Proc-
tor’s implementation outcomes framework [13], namely
acceptability, adoption, appropriateness, and feasibility
(Table 2). These outcomes were measured using a mixed
method approach.

Results

Participants’ characteristics

Between 19/02/2021 and 24/12/2021, 39 people were
referred through the GL-CS referral pathway to partici-
pating community health services. Cancer care nurses
referred most of the people (n=28; 72%), followed by
oncologists/ haematologists (n=9; 23%), and allied health
professionals (n=2; 5%).

People referred had a mean age of 65.6 years (SD 11.0),
22 (56%) were women, and 34 (87%) spoke English at
home. One person was excluded due to an ineligible diag-
nosis (see Fig. 2) and was re-directed to general physio-
therapy of the community health service. The mean years
since cancer diagnosis of the 38 patients was 2.14 years
(SD 3.26). Of the 38, 14 people (37%) were diagnosed
with stage 4 cancer, and 27/38 (71%) were receiving can-
cer treatment at the time of referral. Table 3 provides
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Fig. 1 GL-CS referral pathway, communication flow between health settings, and data collection schedule

additional information about the participants’ sociode-
mographic and clinical characteristics.

A final cohort of 31 survivors were included in the
study. Figure 2 describes participants’ referral process in
further detail.

Community health services utilisation

Between 19/2/21 and 22/02/2022, a total of 162 com-
munity allied health appointments were scheduled with
a median of four appointments per cancer survivor
(range:1-15; IQR:5). Of the 162 appointments made, 142
(88%) were scheduled by 21/01/2022, and 126/142 (89%)
were attended. The remaining 20/162 (12%) appoint-
ments were scheduled beyond the study period and were
not included in the analysis. Nearly half of those appoint-
ments were Integrated Care Coordination (61/126,
48%), followed by physiotherapy (24/126, 19%), dietetics
(14/126, 11%), exercise physiology (12/126, 10%), coun-
selling/psychology (9/126, 7%), podiatry (5/126, 4%), and
occupational therapy (1/126, 1%).

The number of allied health needs identified per par-
ticipant ranged from one service need for 6 participants
(19%), two services need for 14 participants (45%), three
services need for six participants (19%), and four services
needed by five participants (16%). Due to health deterio-
ration three (10%) participants were transferred back to
acute care utilising existing clinical care practices to sup-
port the escalation of care. At the conclusion of the data

collection period, six participants (20%) remained on
waiting lists for allied health services.

Relevance to implementation outcome: Consistent
GL-CS referrals by hospital health professionals and
89% people taking up the referral demonstrated success-
ful adoption of GL-CS. The appropriateness of GL-CS
was demonstrated as most people had two or more allied
health needs.

Consumers’ survey

Nine people (9/31; 29%) completed the online survey.
Of this, one person (1/9; 10%) needed the help of a fam-
ily member. Eight people (8/31; 26%) answered ques-
tions about their experience with their local community
health service. All participants (8/8) strongly agreed that
they had been treated with respect, most (7/8) ‘agreed’ to
‘strongly agreed’ to statements related to their health pro-
fessional’s knowledge of medical and health history, their
clear communication and respectful behaviour, their per-
son-centred care and shared care planning approach, and
the ease of the booking process (Supplemental material
1 - Consumer experience with local community health
service). The overall experience of community health
service use was ‘good’ to ‘great’ (6/8), ‘fair’ (1/8), and
‘unsure’ (1/8). Six participants (6/9; 67%) answered the
open-ended questions about health behaviour changes
and indicated they have or were considering making
behaviour changes relating to: adopting new health care
perspectives (“Taking on alternative ideas”), increasing
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Table 1 Implementation strategies used for GoodLife-Cancer Survivorship

Planning - Strategies in relation to establishing goals and creating courses of action to achieve them
- Consultation with and engagement of hospital and community health professionals and consumer representative
« Support from senior leadership of the participating community health services as the project was sponsored by the general manager of one of the

community health services
- Support from frontline staff in hospital and community health settings

« Review of administration support and training needs of all participating community health services

- Referral to the survivorship program was previously evaluated in a pilot study

- Multidisciplinary implementation team involving hospital and community health professionals and managers, academic researchers, and a consumer

representative

- Guidance from a steering group, including hospital and community health service managers/executive, a consumer representative, cancer networks/

agencies, and the Department of Health
- Adoption of Proctor's implementation framework
« Implementation was tailored to each setting

« Targeting and engaging three additional community health services to deliver GL-CS
Organizing - Modifying structures, allocating resources including staff, delegating tasks to achieve goals established during planning

« Upskilling and certification of key staff — community health professionals were trained in cancer survivorship care, which involved prerequisite mod-
ules on cancer treatment protocols and information for use at the point of care, workshop format with content and discussion, and case studies.

- Additional staff appointments:
0 0.5 EFT for a combined Senior Clinician/Project Manager role

o0 in kind support from one of the community health services — Allied Health Assistant to coordinate local client system procedures, Marketing/

Communication/Corporate Services

0 each community health service partner offset 0.2EFT salary for the Allied Health Assistants/Administrative Assistants

- Delegation of new tasks to existing staff
« Appointment of program champions in hospital specialist nurses

- Designating a communication path between hospital staff, the project manager, and community health staff

Leading - Encouraging and enabling people to take effective action

- Staff development - Allied Health Assistants/Administrative Assistants were trained in project administration tasks

« Development of promotional material for recruitment purposes

« Distribution of information in forums/oncology grand rounds and site visits (as COVID permitted)

« Adaptation of paper-based forms to electronic systems - The referral form was available on the hospital intranet site, but not embedded in the hospital

medical record (future development)

- Communication with staff about the implementation through site visits
« Redeveloping assessment, treatment, and referral practices

+ Nurse champions and allied health staff acting as change agents

« Financial incentives — upskilling of community allied health professionals was fully covered
- Negotiations with management in community health services regarding the established chronic disease management model of care
Monitoring - Evaluating the execution of the plan and making adjustments to ensure goals are achieved

« Audits of data collection were completed monthly at each community health service

- Supervision of data collection and maintenance by the project manager

« Feedback on the program and its operations were collected through interviews and focus groups
External influences - Organisations and individuals external to the organisation exerting an influence on the intervention

« Academics involvement in the planning and evaluation process
- Government funding supported the project

« Cancer-focused agencies were consulted and actively involved at the steering committee and project team level
« External non-academic integrated cancer service organisation was involved in training staff

« Clinicians and oncologists influenced the selection of target populations

physical activity (“...waiting for next appointment to do
exercises. I would love to increase stamina and reduce
tiredness”), increasing engagement and adherence to
healthcare (“Can access caring, multiple services readily”;
“By following the plan provided”; “Will be following up
with GP for referrals for additional testing and alterna-
tive medications”), increasing own health knowledge (...
become more knowledgeable”).

Consumer interviews
Five participants (5/9; 56%) agreed to be interviewed,
among whom one used the help of an interpreter. Three
themes were identified illustrating the use of and access
to community health allied healthcare services for cancer
survivorship:

1) the cancer survivorship referral pathway was per-
ceived as a gateway to cancer survivorship allied
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Table 2 Implementation outcomes

Operational definitions for the pur-
poses of this study

Perception among stakeholders that the
GL-CS referral pathway is satisfactory.
Uptake of the referral pathway by refer-
ring health professionals and participants.
Relevance” of the referral pathway and
GL-CS to stakeholders.

Extent to which referrals to GL-CS are
issued by hospital staff and managed in
community health settings.

Implementation domains

Acceptability
Adoption
Appropriateness

Feasibility

"The referral pathway and GL-CS program are relevant when they meet patients’
healthcare needs and address a gap in service provision

healthcare services (“it seems that once I had the referral
done as a cancer survivor person, I was able to get physio
and podiatry and all of those things that I had tried to
access probably 18 months ago” pt4), a convenient con-
tinuation of care (“going to a place that’s closer to you
but also easy, accessible” pt2), a person-driven process
(“I self-referred” pt4) and a process that needs to be bet-
ter communicated to people (“[they said] nothing, just
someone from [CHS name] will call you” ptl).

2) continuation of survivorship care in community
health settings was discussed in terms of coordinated and
integrated care (“the community health have been able
to offer me other things like, they put me in touch with
the dental hospital " pt3), participant’s physical health
and wellbeing improvement (“I would go to the bench at
the back and I sit down and up without pushing up: pt2),
affordable services (“I asked about community health ser-
vices because I knew that I couldn't afford private physio.*
pt4), and person-centred care (“they listened to me” pt2).

Hospital referrals
n=39

v
Screened for eligibility
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3) opportunities for improvement of the survivorship
program included the provision of additional services
(“you don’t offer general practice” pt3), optimising the
length of sessions (“I think he ran out of time. I think they
allow an hour. By the time you go through your medical
history and the time you do everything else, and then
you start doing your baseline exercises, it was too short.
" ptl), and language barriers ([Interpreted] Because they
[local CHS] have Chinese speaking staff. So, when they
[local CHS] contact him, they contact him, and they are
Chinese. So, if he’s tried to contact them [local CHS],
like he might not get connected with the Chinese speak-
ing staff so they can’t communicate.... when you call the
centre, the one picks up the phone, normally they speak
English and then he doesn’t know whether they speak
Chinese and then it would be really hard if that person is
like English only” pt5). Additional quotes are provided in
Supplemental material 2 — Consumer thematic analysis.

When asked about the impact of COVID-19 restric-
tions, participants did not express any concerns about
attending their community health services as they had
telehealth as an alternative approach and felt comfort-
able with the density levels at their centre; “going to the
community health where there’s fewer people, that sort
of stuff, not a problem with it”.

Relevance to implementation outcomes: The overall
consumer satisfaction with GL-CS reported in the survey
confirms acceptability. Referral to the program demon-
strates feasibility as consumers valued the flexibility in
accessing GL-CS.

Health professional interviews
Five community allied health professionals were inter-
viewed including three occupational therapists, one

n=38 Exclusion:

—_———

v
Eligible for GLCS program

(n=1)

- Treatment with curative
intent not completed (n=3)
- Not diagnosed with cancer

n=35

— pl o

4 home (n=1)
Accepted referral .

Declined referral (n=4):
* did not feel the need for allied health support (n=2)
elected to attend a community health service closer to their

did not respond (n=1)

n=31

Fig. 2 Participants'referral diagram
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Table 3 Sociodemographic and clinical characteristics of people
referred to GL-CS

Sociodemographic characteristics (n=39)

Place of birth n %
Oceania (Australia, NZ) 24 61
Europe (England, Italy, Netherlands) 7 18
Asia (Iran, Malaysia, Sri Lanka, China, Hong Kong) 5 13
Africa (Egypt, South Africa) 2 5
Unknown 1 3
Language spoken at home

English 34 87
Other (Dutch, mandarin, Cantonese, Persian) 5 13
Socio-economic Index for area’

Quintile 1 0

Quintile 2 1 3
Quintile 3 3

Quintile 4 17 43
Quintile 5 18 46
Accessibility/Remoteness index for Australia

Major Cities 37 95
Inner Regional 2 5
Clinical characteristics (n=38)

Cancer type

Lung M 29
Breast 11 29
Bladder 7 18
Other (Prostate, Colorectal, 9 24
Cancer stage

Non-metastatic (Stage 0-IIl) 18 47
Metastatic (stage IV) 14 37
Unknown 6 16
Time since diagnosis (years)

<=1 17 45
>1-3 12 31
>3-5 6 16
>5-10 3 8
Type of treatment received

Immunotherapy 22 58
Surgery 19 50
Chemotherapy 18 47
Radiation therapy 11 29
Oral therapy 10 26

#*Quintile 1 is the relatively most disadvantaged area, and quintile 5 is the
relatively most advantaged area

dietician, and one community health nurse. They had
worked in community health settings for a median of four
years (range: 9 months —11 years; IQR: 3 years) and were
all involved in the Integrated Care Coordination role.
All respondents (n=5) were confident in selecting and
performing appropriate assessment, accessing reliable
and high-quality information and resources for the con-
sumer, and knowing what general services or supports
were available for the consumer. However, some were less
confident in providing evidence-based management or
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treatment (n=3/5; 60%), understanding the cancer survi-
vorship model of care (n=2/5; 40%), knowing what can-
cer-specific services or supports are available for people
(n=2/5; 40%), and finding information about best prac-
tice clinical intervention (n=2/5; 40%).

Three main themes emerged from the interviews:

1) The impact of the GL-CS referral pathway on the
communication between acute and community health
settings (“I think it’s really improved communication
between the different health settings” AHP3), empower-
ment of the cancer survivor across the two care settings(“I
think having the care coordinator to prompt them, and
give them those opportunities can sort of be a little bit of
a light bulb moment for them” - AHP5), addressing a gap
in healthcare (“[a process that] identifies people in hospi-
tal setting, that initial identification and having a place to
refer those patients to meet those needs, I think is a great
strength of the program” - AHP4), and access to coordi-
nated and integrated care (“to have a really strong multi-
disciplinary approach. Being able to have a key point of
contact for the client is a real strength as well - AHP3).

2) Cancer survivorship care in community health.
Cancer is perceived as a growing comorbidity in com-
munity health settings (“Yes, most clients have a cancer
history, it’s quite common as a comorbidity” - AHP4),
where access to allied health care is affordable and conve-
nient (“The vast majority of our clients come from a low
income, so if a client has financial hardship their fees can
be waived: - AHP2) but dependent on consumer engage-
ment and personal situation (“the personal characteris-
tics of the client, I guess, rather than the complexity of
their medical history or diagnoses or treatment” - AHP3).

3) Sustainability of GL-CS was discussed in the context
of multi-level communication needs (“we haven’t had as
much communication from our managers around the
program ... so that’s fallen on the care coordinators to
educate the rest of the team about the program! - AHP3),
ongoing training requirements to support additional
integrated care coordination roles in community health
services (“I would need ongoing professional develop-
ment. “ - AHP1), considerations to streamline differ-
ent funding schemes (“Each CHS has a slightly different
funding source. So for us it has been about [figuring] out
how to work things out for this program ” - AHP4), and
workload management to address staffing issues (“the
only real issue that we faced was just, yeah, trying to fit
those clients into our regular diaries with our regular
clients as well“ - AHP5), work allocations and support.
The possibility of expanding the program beyond cancer
survivorship was also discussed (“there would be lots of
clients in the Northern or Western regions that would
definitely need that sort of support as well. So, it would
be good to have community health centres around the
whole of Victoria supporting this program” - AHP5).
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More quotes are provided in Supplemental material 3.

One focus group and three semi-structured interviews
were conducted due to scheduling difficulties with hospi-
tal health professionals. One inpatient social worker and
six oncology nurses participated in either the focus group
or interviews. Areas of expertise of the oncology nurses
included prostate cancer, breast cancer, lung cancer, urol-
ogy, and outpatient clinics. The median years of experi-
ence in acute care settings was six years (range: 6 months
to 30 years; IQR=7.75 years).

Four main themes emerged from the focus group and
interviews:

1) A holistic and complementary model of care. GL-CS
was described as a continuation of cancer survivorship
care that is holistic, flexible, convenient, supportive, and
complementary (“I've had a positive experience, and I
think it’s really good to have something there that we can
refer on to when we don’t have those services ourselves.
" EH6). Additional service needs were also discussed
regarding smoking cessation, social worker support, and
difficulties in timely access to some services (“The only
thing that I wish that they offered that they don't is social
work” EH 7).

2) The referral process was perceived as easy to apply.
Sharing patient information called for caution and was
guided by community health professionals (“I only pro-
vide that information if the physio or [project manager]
has actually asked for it. " EH1). Participants acknowl-
edged good communication flow between the two health-
care settings (“I've always had good communication from
[community health services] after I've sent a referral
" EH6) and reflected on ways to streamline the process
within existing systems and implement a central point
of contact beyond the study period (“All the referrals go
to the one person, the intake person, who then stream-
lines them and sends them out to the appropriate people.
Whether you had something like that might work:* EH5).
Participants discussed the possibility of broadening eli-
gibility criteria (“We do have a lot of patients who are
quite stable, but who will be on long-term treatments. So,
I guess those sorts of patients would be great to be able
to refer as well” EH6), the impact of COVID-19 on ser-
vice disruptions and re-prioritisation (“this COVID time
in acute health, everything seems to be about cutting
back and not providing excess service” EH2), and the use
of telehealth (“We don’t pick up a lot of the cues when
things are done over the phone. Face-to-face, you do pick
up a lot more” EH3).

3) A consumer-driven process. Participants acknowl-
edged the central role of cancer survivors in the refer-
ral process (“it’s really whether they accept it or not...
so as long as they’re receptive to [the referral], as long
as theyre willing to partake in [the program]” EH5)
and discussed how sex differences (“it’s interesting that
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sometimes the women are more likely to engage in want-
ing to be referred, but I find men are not wanting to be
referred as often” EH3), the role of carers, the stage of
recovery (“Until they’re at crisis point, they [patients with
complex disease burden] often won't accept the service
or the help” EH7), and providing purpose for the referral
(“it’s trying to encourage them that this is actually a really
good service for them” EH5) influenced people’s decision
to take up the referral.

4) Promoting GL-CS by raising awareness in acute care
settings (“Making us aware of it is a good idea” EH3), in
the community, among survivors, and by survivors was
considered important (“I had a patient last week telling
me of what a wonderful program it was, and she told
me all the services and I must say, it woke me up again. "
EH2). Maintaining awareness of GL-CS in acute settings
through various pragmatic communication strategies (“I
think putting the program out there regularly and always
being in people’s faces or the doctors’ faces reminding
them of the service. I think that is the best way to ensure
that the program’s sustainable. " EH7), via consumer
feedback and by increasing knowledge around cancer
survivorship and services offered by GL-CS was regarded
as an important promotion aspect for sustainability (“[I
ask my patients] can you just keep us informed how
you're finding it, whether you're...enjoying it, the bene-
fits? Because that’s sort of information that I also need to
be able to say to our other patients, look, we’'ve had this
person, he actually found it really beneficial for these rea-
sons. This might actually work for you as well. " EH5).

Supplemental material 4 describes these themes in
more detail.

Relevance for implementation outcomes: Health pro-
fessionals demonstrated that referral to the program was
acceptable as they reported perceived benefits of the
GL-CS referral pathway, appropriate as cancer survivor-
ship was recognised as a chronic condition in commu-
nity health settings, and hospital and community health
staff highlighted the importance of continued survivor-
ship care in community health services, and feasible as
GL-CS was successfully carried out within existing ser-
vice systems, hospital staff perceived the referral process
easy to action, and the Integrated Care Coordinator role
was recognised to facilitate the process.

Discussion

This study evaluated the implementation outcomes of a
community-based multi-disciplinary cancer survivor-
ship model of care that was expanded to four community
health services following a previously reported initial
pilot study [7]. The evaluation integrated data from the
referral process in hospital settings to community health
service utilisation, and consumers’ and health profession-
als’ experiences. Findings demonstrated the successful
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implementation of the referral pathway to the survivor-
ship program with evidence for adoption, acceptability,
appropriateness, and feasibility. The program and referral
process were acceptable to consumers, health profession-
als, and referrers. The integration of the survivorship pro-
gram into existing community health and chronic disease
management programs demonstrated the feasibility and
appropriateness of the program implementation across
multiple community health services. Our study findings
are in line with the principles outlined in the Australian
Principle of Cancer Survivorship and support Principle 3
by providing evidence for a care pathway that is safe, and
tailored for the individual circumstances and needs [14].
The Integrated Care Coordinator role was the most
utilised service and pivotal to the coordination of allied
healthcare services, and integration of care between
health settings. The provision of effective care coor-
dination within proven chronic disease management
programs to help survivors’ transition from acute to
community-based care is well supported [15]. Our study
demonstrated the feasibility of implementing an inte-
grated and coordinated chronic disease management role
for cancer survivors in community health settings. The
importance of this coordinator role was acknowledged
by health professionals across hospital and community
health settings. Hospital staff suggested maintaining
awareness of the survivorship program in acute settings
and community allied health staff recommended ongo-
ing training in care coordination to support better care
integration in community health settings. These recom-
mendations are consistent with expert advice originating
from a study that interviewed 27 implementation leaders
and staff involved in the implementation of innovations
in cancer survivorship [16]. Of the 16 factors perceived to
influence sustainability, staff and organisational ‘buy-in’
for the program were outlined as necessary implementa-
tion prerequisites [16]. The central role of health profes-
sionals in referring to and implementing a survivorship
program was further highlighted in an online survivor-
ship care program that reported low uptake [17]; a major
factor for the low uptake of the program was potential
referrer’s lack of familiarity with the program and for-
getting to refer people to the program [17]. Therefore,
addressing the recommendations listed under theme 4
- “Promoting GL-CS” from hospital staff in the current
study will likely support the continuation of the survivor-
ship program and help maintain the referral pathway.
Most cancer survivors had two or more allied health
needs identified. A multidisciplinary team is needed
to address cancer and non-cancer conditions promote
healthy lifestyle behavioural change [18]. The variety of
healthcare expertise available in community health set-
tings combined with specialist oncology care in hos-
pital settings offers optimum value and quality care to
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consumers. It is noteworthy that multi-morbidity is com-
mon among survivors [19], and with improvement in
cancer treatments, cancer is becoming more of a chronic
disease. This is observed in our study where cancer is
commonly perceived as a chronic comorbid condition in
community health settings. People living after a cancer
diagnosis are a growing consumer group for community
health services focused on chronic disease management,
and referral numbers are likely to increase [20, 21]. In
addition, consumers in our study reported a preference
for accessing care in the community health setting, which
supports the expansion of community-based models of
care to address current and future demands in cancer
survivorship. Advocacy for a community-based fund-
ing model for cancer survivorship care is needed to uti-
lise the chronic disease management expertise within
the community health setting and build on existing
workforce capabilities to optimise intrinsic capacity and
functional ability and promote healthy ageing for cancer
survivors [22].

It is important to note that our study period did not
allow for a follow-up period and therefore we could not
properly assess the sustainability of the survivorship pro-
gram. However, as staff in community health settings
have received training in survivorship care through this
study, they now have the skills and knowledge to better
understand and address the needs of people affected by
cancer. Consumers in this study were all referred to the
survivorship program by hospital staff and may have
already had survivorship-related conversations with their
specialist cancer nurse. Expanding awareness of and
access to the referral pathway to general practitioners
may be particularly relevant where survivors, on com-
pleting acute treatment, are not yet ready to consider and
take up the next phase of survivorship care. The critical
ongoing relationship with their general practitioner pro-
vides the opportunity for trusted referral pathways when
the person is ready to take up this option.

Conclusion

The implementation of a referral pathway to a survi-
vorship program in community health settings has
demonstrated an innovative care model for success-
ful multidisciplinary cancer survivorship. Leveraging
existing chronic disease management expertise within
community health settings provided the basis for a coor-
dinated and integrated approach to care. This study
confirmed the feasibility and appropriateness of our
survivorship model of care for replication across com-
munity health settings. It has provided access to relevant
and needed allied healthcare services to cancer survi-
vors, empowering them to actively manage their health
and facilitate a transition from acute treatment to the
maintenance of health. Community-based models of
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survivorship care offers a valuable approach to support-
ing people with cancer and reduce the burden on hos-
pital-based oncology services, making them a valuable
addition to cancer services.
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