
Vol.:(0123456789)1 3

Supportive Care in Cancer (2023) 31:478 
https://doi.org/10.1007/s00520-023-07908-y

RESEARCH

“Somebody was standing in my corner”: a mixed methods exploration 
of survivor, coach, and hospital staff perspectives and outcomes 
in an Australian cancer survivorship program

Tassia Kate Oswald1,2 · Leva Azadi3 · Sue Sinclair4 · Sharon Lawn5 · Paula Redpath1 · Liam Beecroft3 · 
Miles Ranogajec3 · Jeannie Yoo1,3 · Anthony Venning1

Received: 16 January 2023 / Accepted: 26 June 2023 / Published online: 21 July 2023 
© The Author(s) 2023

Abstract
Purpose Cancer survivorship in Australia continues to increase due to new methods for early detection and treatment. Cancer 
survivors face challenges in the survivorship phase and require ongoing support. A telephone-delivered cancer survivorship 
program (CSP), including health and mental health coaches, was developed, piloted, and evaluated in Eastern Australia.
Methods Cancer survivors’ (n = 7), coaches’ (n = 7), and hospital staff (n = 3) experiences of the CSP were explored through 
semi-structured interviews. Quantitative data routinely collected throughout the pilot of the CSP was described (N = 25).
Results Three syntheses and 11 themes were generated through thematic analysis. The first synthesis centred around opera-
tional factors and highlighted a need to streamline communication from the point of recruitment, through to program delivery, 
emphasising that the program could be beneficial when timed right and tailored correctly. The second synthesis indicated that 
the CSP focused on appropriate information, filled a gap in support, and met the needs of cancer survivors by empowering 
them. The third synthesis focussed on the value of mental health support in the CSP, but also highlighted challenges coaches 
faced in providing this support. Descriptive analysis of quantitative data indicated improvements in self-management, weekly 
physical activity, and meeting previously unmet needs.
Conclusions Cancer survivors expressed appreciation for the support they received through the CSP and, in line with other 
cancer survivorship research, predominantly valued just having somebody in their corner.
Implications for cancer survivors Recommendations are made for improving cancer survivorship programs in the future.

Keywords Cancer survivorship · Care transition · Self-management · Health coaching · Low-intensity cognitive 
behavioural therapy · Mental health

Introduction

Cancer is a major cause of illness in Australia and there are 
currently over one million Australians who are either living 
with, or have lived with, cancer [1, 2]. Following a diagnosis, 
the active cancer treatment phase involves extensive contact 
with specialists and medical settings [3, 4], which has signifi-
cant social, emotional, and economic impacts on individual 
patients, their families, and the wider community [5].

Between 1986 and 1990, approximately 50% of cancer 
patients survived for at least 5 years after their diagnosis, 
but recent figures indicate that this number has improved, 
rising to close to 70% of people between 2011 and 2015 
[1]. By the end of 2014, almost half a million Australians 
were alive who had been diagnosed with cancer in the pre-
vious 5 years [1]. The proportion of individuals who have 
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ever been diagnosed with cancer, and survived, continues to 
increase due to new methods being used for early detection 
and advancements in treatment technologies [6]. However, 
beyond the active treatment phase, those who have survived 
cancer often face ongoing physical, psychological, and 
financial challenges as a result of the disease, that require 
self-management and/or ongoing interventions [6]. Com-
mon physical and psychological experiences include pain, 
fatigue, sleep problems, memory and concentration difficul-
ties, anxiety, and depression [7–10]. In particular, young 
adult cancer survivors may experience unique challenges 
related to their careers, intimate relationships, and sexual 
and fertility issues [11]. These challenges can be interrelated 
or occur simultaneously for some people, which compounds 
the management required [1] and highlights a critical need 
for a continuum of care from active cancer treatment into the 
survivorship and self-management phase [12].

Qualitative research by Lubberding and colleagues [13] 
found that cancer survivors report feeling unprepared for 
the post-treatment phase of their cancer journey and that 
their ongoing symptoms often remain unknown to health 
care providers or are not prioritised. Cancer survivors have 
commented on experiencing suboptimal referral processes 
into continuing supportive care services [13, 14]. Some 
survivorship interventions in the UK and USA have indi-
cated the potential benefits of supporting cancer survivors 
in the post-treatment phase, including improved reported 
health outcomes and fewer social limitations [12], as well 
as increased access to support pathways and services [15, 
16]. In Australia, recommendations for cancer survivorship 
care include a systematic, multidisciplinary care approach 
that optimises self-management and coordination, and 
stratifies services to meet patient need [17]. More recent 
international reviews suggest that telemedicine interven-
tions can be effective for addressing the physical and psy-
chosocial needs of cancer survivors [18, 19]. However, not 
much is known about the perspectives and effectiveness of 
survivorship planning for cancer survivors in Australia.

The current study

The current study aims to fill existing gaps in evidence 
and practice standards around what constitutes an effec-
tive and accepted cancer survivorship care program [12]. 
To do this, a telephone-delivered cancer survivorship pro-
gram (CSP) was developed and piloted in Eastern Australia. 
Using a mixed methods approach, the current study aimed 
to (1) explore cancer survivors’, coaches’, and hospital staff 
perspectives of the CSP through a qualitative exploratory 
research design, and (2) describe cancer survivor outcomes 
using relevant quantitative data routinely collected through-
out the CSP.

Methods

Ethical approval to conduct this study was gained from the 
Flinders University Human Research Ethics Committee 
(Research Project #3979) and relevant Ramsay Healthcare 
Australia hospital governance was also obtained.

The Ramsay Connect Cancer Survivorship Program 
(CSP)

The Australian healthcare system is a mixed model, 
including both public government-funded universal cov-
erage of various medical costs, along with coverage via 
private health insurance or self-funding [20, 21]. In 2013, 
a nationally representative survey indicated that 58.4% of 
Australians with a current cancer diagnosis were covered 
by private health insurance [22].

The Ramsay Connect Cancer Survivorship Program 
(CSP) was developed by Ramsay Healthcare Australia and 
Remedy Healthcare (through a joint venture partnership, 
Ramsay Connect) to address the unmet needs of cancer 
survivors when they complete hospital-based cancer treat-
ment. Ramsay Healthcare Australia is the largest private 
health care provider of cancer care in Australia, and Rem-
edy Healthcare is a national provider of home-based and 
virtual nursing, allied health, and evidence-based self-
management, mental health, and health coaching services. 
The CSP was piloted with cancer survivors in the private 
healthcare system at no additional cost to cancer survivors 
or private health insurance funders.

The CSP pilot was undertaken at three Ramsay Hospital 
sites in Australia. At each hospital, a site champion was 
identified to lead engagement prior to commencement and 
throughout the pilot. Once the pilot was launched, an addi-
tional engagement session was delivered to the Director 
of Clinical Services at each hospital to encourage ongoing 
engagement in the CSP.

The CSP involved three main components, which are 
described in Table 1. The first component was support 
from nurses and cancer care navigation from a Cancer 
Care Navigator (experienced cancer nurse) during treat-
ment in the hospital setting. The other main component of 
the CSP was an adapted version of a health coaching pro-
gram called “HealthierMe”, which was tailored to include 
relevant information for cancer survivors following treat-
ment. The final component of the CSP was a low-intensity 
cognitive behavioural therapy program called “MindStep”. 
Overall, the CSP aimed to maintain continuity of care in 
the transition from hospital- to community-based care. 
Cancer survivors who were identified as having unmet 
needs at the end of their hospital-based treatment were 
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provided with a health coach, and a mental health coach in 
cases where cancer survivors screened positive for symp-
toms of depression and anxiety. The program was designed 
to enable strong links between health coaches and a cancer 
survivor’s hospital-based cancer team, along with other 
linkages to their GP, and community-based care options, 
to support and empower them to move towards self-man-
agement of their cancer-related and other health issues in 
the community context. The CSP was underpinned by a 
theory of change and was expected to result in participants 
gaining self-management skills, improved connection with 
services, improved self-care, and reducing any potential 
unmet needs in their cancer survivorship phase.

Screening and eligibility

The screening process for participant eligibility included a 
preliminary risk screen as well as an assessment of unmet 
needs. The preliminary risk screen identified cancer survi-
vors who would most benefit from the program, including 
those who had long or complex treatment pathways, lived 
in regional or remote locations, had lower levels of acti-
vation and health literacy, had polypharmacy and/or co-
morbidities, lived alone or had a limited informal support 
network, and/or did not have established support services 
in the community.

Cancer survivors who screened positive for one or more 
of these risk screening criteria were also assessed for unmet 
needs across domains of information, financial, access and 
continuity of care, and coping, sharing and emotion needs, 
using the short form Survivor Unmet Needs measure (SF-
SUNS, described in ‘Survivor unmet needs and patient acti-
vation measures’). Cancer survivors who were found to have 
moderate, high, or very high unmet needs (indicated by a 
domain sub-score of > 1.5 on the SF-SUNS) in any of the 
domains were offered the CSP.

Cancer survivors were not eligible if they were continuing 
active treatment, were experiencing cognitive impairment, 
were < 18 years old, or were highly activated individuals 
(e.g. had low levels of unmet needs). It was anticipated that 
the CSP would not be beneficial for cancer survivors who 
were highly connected with their required supports and had 
low levels of unmet needs.

Qualitative component

A qualitative exploratory research design was used to 
explore cancer survivors’, coaches’, and hospital staff per-
spectives of the CSP. Details of the qualitative component of 
the research are detailed in the following subsections ‘Par-
ticipants’, ‘Procedure’, and ‘Analysis’.

Participants

Four types of participants were invited to participate in the 
qualitative aspect of the research project via email. Individu-
als recruited included (1) cancer survivors, (2) hospital staff 
(e.g. nurses, Cancer Care Navigators, clinical directors, or 
nursing unit managers who were involved in either program 
promotion, recruitment, or operational planning), (3) Health 
Coaches, or (4) MindStep Coaches. A total of 35 individuals 
were contacted for interviews (three health coaches, four 
MindStep coaches, 10 hospital staff, and 18 cancer survi-
vors). Email addresses were available to the Flinders Univer-
sity researchers through the collaborating partners. Individu-
als who wanted to participate in the study responded to the 
email invitation and provided written consent. Participants 
in the qualitative component of the research received a $50 
(AUD) gift card for their time.

Procedure

One-to-one semi-structured interviews were conducted with 
participants, either over the phone or via Microsoft Teams, 
by one researcher (TKO). Interview guides, specific to each 
type of participant, comprising of open-ended questions and 
prompts were used. Participants were asked questions per-
taining to their experiences in the CSP (e.g. “How would 
you describe your experience of the program and why?”), 
outcomes achieved through the CSP (e.g. “What outcomes 
were achieved by your clients?”), how the CSP was inte-
grated into existing care (e.g. “From your point-of-view, 
how do you think the program was integrated into the wider 
care team?”), and what participants believed did and did not 
work in the CSP. At the point of the interviews, cancer sur-
vivors had completed the CSP, health coaches and MindStep 
coaches had been working in the CSP for varying lengths of 
time, and all hospital staff had been involved since inception 
of the CSP.

Analysis

All interviews were audio recorded, de-identified, and tran-
scribed. Thematic analysis of the data was undertaken as 
described by Braun and Clarke [25], involving six phases: 
(1) in-depth familiarisation with the data, through listening 
to interview recordings and re-reading transcripts; (2) gener-
ating initial codes by identifying interesting features across 
the dataset in a systematic way; (3) searching for themes by 
collating relevant codes; (4) reviewing the generated themes 
by generating a thematic map of the analysis; (5) defining 
and naming the themes, alongside refinement of the thematic 
map; and (6) writing up the analysis into an interpretable 
piece with extract examples that relate to the themes. Two 
researchers (TKO and AV) discussed the codes and themes, 
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and example quotes relating to the themes were provided to 
co-authors.

Quantitative component

Quantitative data routinely collected throughout the CSP 
was used to describe cancer survivor outcomes. Details of 
the quantitative component of the research are detailed in 
the following subsections ‘Participants’, ‘Procedure’, and 
‘Analysis’.

Participants

Retrospective data were drawn from 25 cancer survivors 
who had completed the CSP between September 2020 and 
December 2021. At the time of this research 38 cancer sur-
vivors had commenced the CSP, but several were still pro-
gressing through the program. This sample (n = 25) repre-
sents 100% of all cancer survivors who had completed the 
program in this time period. Data for program completers 
were only used if the individuals had provided consent for 
their data to be used for research purposes at first contact.

Procedure

De-identified data were drawn from SalesForce at Remedy 
Healthcare. SalesForce is a web-based system used by Rem-
edy Healthcare to document activity and service outcomes, 
as well as provide a mechanism for clinical supervision [23]. 
The data extracted from SalesForce are described below.

Sociodemographic variables Sex, age, and cancer diagnosis 
of participating cancer survivors were extracted from Sales-
Force. The number of telephone calls and days the cancer 
survivor remained in the CSP were also obtained.

Survivor unmet needs and patient activation measures  Sur-
vivor unmet needs and patient activation were measured at 
baseline and completion of the CSP using the short form 
Survivor Unmet Needs (SF-SUNS) measure and the Patient 
Activation Measure (PAM). These baseline and post-pro-
gram scores were extracted from SalesForce.

The SF-SUNS is a 30-item standardised psychometric 
measure of unmet needs for cancer survivors, which has 
shown strong reliability and validity [26]. The SF-SUNS 
assesses cancer survivors’ unmet needs over the last month 
across four domains: information (3 items), financial (7 
items), access and continuity of care (5 items), and coping, 
sharing and emotional needs (13 items). Twenty-eight items 
were used and response options range from 0 (no unmet 
need) to 4 (very high unmet need). Each domain is scored 
separately, with the total score divided by the number of 
items in that domain. If item scores are missing, the number 

divided into the total score is reduced. A score under 1.5 
indicates no-to-low unmet needs, 1.5 to 3 indicates moder-
ate unmet needs, and > 3 indicates high-to-very high unmet 
needs.

The PAM is a 10-item measure which is used to assess 
levels of patient “activation”; an individual’s understanding, 
competence, and willingness to participate in and self-man-
age their health as required [27–29]. Respondents are asked 
to respond to questions (e.g. “I know how to prevent further 
problems with my health condition”) on a scale ranging from 
disagree strongly to agree strongly. PAM scores range from 
0 to 100, with higher scores indicating a more highly “acti-
vated” individual. The PAM has good psychometric proper-
ties (valid and reliable) and can be used to assess a person’s 
underlying knowledge, skills, and confidence to manage 
their own healthcare [27].

Physical activity  Self-reported cancer survivor physical 
activity was obtained from SalesForce at baseline and post-
program. Physical activity was presented as the number of 
physically active minutes reported per week.

Analysis

Descriptive analysis of the routinely collected quantitative 
data from the CSP pilot was conducted to explore cancer 
survivor outcomes on relevant measures. Means and stand-
ard deviations (SD) were calculated and presented for each 
outcome pre- and post- the CSP.

Results

Qualitative results

Seventeen participants were recruited for interviews (49% 
of all individuals approached): seven cancer survivors (71% 
female); three hospital staff members (66% female); three 
health coaches (66% female); and four MindStep coaches 
(100% female). Due to the small number of hospital staff 
recruited, we have not specified their roles, to maintain ano-
nymity. Interviews went for an average of 39 minutes (range: 
15–100 minutes). Three syntheses and 11 themes were gener-
ated. Figure 1 presents a map of the thematic analysis. Accom-
panying qualifiers are used in the results to signify the partici-
pant for a quote (cancer survivor (CS); hospital staff member 
(HS); health coach (HC); and MindStep coach (MSC)).

Synthesis 1

The first synthesis centred around operational factors and 
highlighted a need to streamline communication from 
the point of recruitment through to program delivery, 
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emphasising that the CSP could be beneficial for cancer 
survivors when timed right and tailored correctly, but less 
relevant if not. Synthesis 1 included five themes: (a) recruit-
ment challenges, (b) timing, (c) tailored, (d) less relevant, 
and (e) connection.

Recruitment challenges Hospital staff expressed facing sev-
eral challenges when recruiting and referring cancer survi-
vors into the CSP. Foremost, hospital staff expressed difficul-
ties in identifying cancer survivors who met the eligibility 
criteria for the CSP, with one participant commenting “I 
was struggling to find anybody who was fitting the original 
criteria of you know finishing treatment…. there’s fewer 
treatment regimes where there’s a definite end date” (HS1). 
While the CSP was designed for cancer survivors who had 
ended their active cancer treatment, the eligibility criteria 
for referral into the program changed part-way through the 
pilot due to this difficulty in identifying individuals who 
matched the original criteria. The program was consequently 
opened by Ramsay Healthcare Australia to cancer survivors 
who were still in longer-term or maintenance treatment, 
although this expansion of the eligibility criteria was not 
clearly defined and potential consequences of this were not 
considered at the time.

Other practical constraints surrounding recruitment in the 
clinical setting were also raised. For example, a hospital staff 
participant indicated “I think the paperwork side of it was a 

stumbling block for lots of the nurses because in oncology 
some patients are only there for an hour or so and you’ve 
only got just enough time to do the clinical side of it, rather 
than adding extra things in” (HS2), while another partici-
pant indicated that “there was an unrealistic expectation…
the real challenges of what was happening in the actual clini-
cal environment weren’t considered” (HS3). Some hospital 
staff also found the screening tools time-consuming and 
complex, which meant that screening practices across hos-
pitals and between staff members varied considerably. One 
hospital staff member remarked, “I kind of did my thing 
my way in certain respects, so there may have been some 
clinician-based bias about the people who got referred in the 
end, rather than everybody gets an assessment and a score” 
(HS1). This had implications for which cancer survivors 
were referred into the program and consequently affected 
survivor and coach experiences.

There were also a range of challenges and successes 
around promoting the program to cancer survivors. In par-
ticular, introducing the concept to cancer survivors towards 
the end of their treatment journey made it difficult to get 
them on board, “it was a bit hard to engage them and under-
stand what the benefits might be for them because by then 
they were already thinking I’m nearly finished” (HS1). 
Hospital staff voiced the importance of early integration of 
the program into conversations with patients. Cancer sur-
vivors themselves also indicated that it would be good “if 

Connection

Less relevantTiming

Tailored
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Fig. 1  Map of syntheses and themes generated though thematic analysis (CSP = Cancer Survivorship Program)
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a communication could start right away when you go and 
see these guys” (CS1). Hospital staff also mentioned the 
important role of doctors when introducing the program to 
cancer survivors, “the older men sometimes think that their 
doctors just know more because they’re doctors…the doctor 
tells him to do it, he’ll do it…if a nurse tells him it’s more of 
a guideline; you don’t need to do it” (HS2), and discussed 
the possibility of removing eligibility barriers all together by 
making the program “part of the standard practice of care” 
(HS2) and “just part of what we do” (HS1).

The way the program was described to cancer survivors 
in the hospital setting also had flow-on effects to the health 
coaches when they made initial contact with cancer survi-
vors to start the program over the phone. Where cancer sur-
vivors were clear about the purpose of the program, it was 
easier for the health coaches to commence; “Some hospitals 
were better than others in that process…you’d call the client 
and they’d be like ‘yeah …. spoke about this, this is great, 
yeah I know all about it.’ And then some were like ‘sorry, 
who are you, and what is this?’ and you kind of were on the 
back foot early and then kind of had to sell the program to 
them as well” (HC2).

Timing Following changes in the CSP eligibility criteria that 
allowed cancer survivors in ongoing long-term treatment 
to be admitted to the program, the timing of the CSP in a 
cancer patient’s journey emerged as a central point of discus-
sion. For individuals who were terminally ill and receiving 
ongoing maintenance treatment for their cancer, the support 
offered by the program was seen as too late in their journey. 
One individual reported “to me it wasn’t happening at the 
time it was supposed to happen” (CS2). They felt it would 
have been helpful at the time they were first diagnosed as 
that was when their life changed, “not this far down the track 
and with what I’d been dealing with over the last six years” 
(CS2). A health coach added to this when reflecting on their 
experience working with a person in ongoing cancer treat-
ment, “[Patient] is a little bit less receptive to some of the 
things I have to offer because [they] said ‘I have been going 
through this forever’” (HC1).

Multiple cancer survivors expressed the need for sup-
port from the beginning of the cancer diagnosis and com-
mencement of treatment (e.g. “I would have benefitted from 
it at the start of my diagnosis as well” (CS3)), but they also 
acknowledged that it may have been too much at this time; 
“I may not have had the time to have taken the phone calls…
because it’s actually a really busy period” (CS3), and “there 
was so much going on. I think it might have been a layer 
too much” (CS5). This view was also shared by both hos-
pital staff, “while they’re on treatment their focus is get-
ting through treatment and then getting well at the end of 
it…they were ready to receive information instead of being 
information overloaded during their chemo” (HS2), and 

MindStep coaches, “an ideal time would be a little bit after 
that stage [diagnosis], …because they can get more activated 
and can engage in some goals a bit more easily” (MSC4).

Tailored There was a general consensus that the CSP could 
work for individuals at various stages of their cancer jour-
ney, but that it must be tailored appropriately when doing so, 
with clear “expectations and parameters” (MSC2). A health 
coach noted that “it could be really beneficial for people still 
going through treatment…[but] there needs to be work on 
that and adapt that a little bit” (HC1). In particular, hospi-
tal staff highlighted that cancer survivors with long-term, 
ongoing treatment have “a whole other series of things that 
they have to deal with” (HS1) and “their survivorship plans 
are a lot different than someone that’s having it as an early 
curative treatment” (HS2). In these cases, a shift in focus 
to “living with the cancer rather than what comes after it” 
(MSC2) was viewed as essential.

Less relevant Given the program was specifically designed 
for individuals transitioning out of the cancer treatment 
phase, it was considered inappropriate for, and by, some 
individuals who did not fit the original eligibility criteria. 
For example, individuals undergoing maintenance treat-
ment for terminal cancer who were referred into the pro-
gram viewed some of the content and processes as inap-
propriate, “you can’t answer these questionnaires honestly, 
because they’re so irrelevant…‘in the past two weeks were 
you unhappy?’ … of course I’m unhappy” (CS2). Health 
coaches also echoed difficulties around working with cancer 
survivors who did not fit the original criteria, “it’s harder 
to kind of follow through with the program when they’re 
really just focused on ‘I have surgery next week’” (HC1). 
Some coaches voiced that the strategies were not realistic 
or effective as “they were doing the chemo or some sort of 
treatment, because they were terminal” (MSC3).

Similarly, when program screening was not systematic or 
consistent, it meant that some individuals were referred into 
the program despite possibly not meeting the needs criteria 
for admission. For example, a cancer survivor reported “I 
had really good support networks…I think for me my life 
pretty much went back to normal” (CS5), while one of the 
hospital staff participants indicated, “some of them [cancer 
survivors] I think thought they were helping me out…they 
thought they’d you know, they were helping me out by say-
ing yes” (HS2), and that their experience transitioning back 
home was unlikely to have been different without the CSP.

Connection A key feature of the CSP was to maintain con-
tinuity of care in the transition from acute cancer care in 
hospital to community-based cancer care by providing a 
health coach with strong links to their hospital-based can-
cer team and GP. While “good rapport” (HS1) was built 
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between hospital cancer care navigators and health coaches 
in the referral process, connection between members of the 
broader multidisciplinary care team was seen to be lack-
ing across the program. Health coaches indicated that “the 
multi-disciplinary sort of like team approach isn’t quite 
there” (HC3) and that “there’s no correspondence or any 
other real integration” (HC2). Hospital staff also voiced a 
lack of feedback, “a lot of the time I feel like we’re pushing 
outwards, we were making referrals out to here…then you’re 
not sure what’s happened” (HS1).

While some participants highlighted the benefits that care 
team connection would offer, “so we can all kind of be work-
ing towards the same thing” (HC1), most did not think that 
it would be practical or add much value. A cancer survivor 
commented, “I don’t know how much information they could 
pass on that would be helpful that I couldn’t pass on myself” 
(CS3), while a health coach added “from a time-consuming 
point of view…it would be more work that may not give that 
much” (HC2). Issues around time management and patient 
confidentiality were raised as barriers and, overall, both can-
cer survivors and health coaches believed that cancer sur-
vivors could share important information or updates (e.g., 
around upcoming appointments and results) themselves. 
Hospital staff expressed a desire for “closing that loop with 
some feedback…[and] want[ing] to know how those guys 
[cancer survivors] got on” (HS1) in the CSP, highlighting 
the importance of feedback from health coaches to hospital 
staff. While an “after treatment care plan” (survivorship plan) 
was originally intended to facilitate connection between the 
care team, most participants did not recall seeing or using 
the plan beyond initial referral to the health coach. Similarly, 
while a summary report was intended to be sent to the GP 
upon completion of the program, this often did not transpire.

Synthesis 2

The second synthesis indicated that the CSP focuses on 
appropriate information, fills a gap in support, and meets 
the needs of cancer survivors by empowering them to take 
control of their lives and build self-confidence. Synthesis 2 
included three themes: (a) survivor challenges and appropri-
ate content, (b) fills the gap, and (c) empowering.

Survivor challenges and appropriate content Both cancer sur-
vivors and clinicians highlighted a number of challenges that 
survivors face in the post-treatment phase, which aligned with 
the focus of the CSP. Recurring survivor challenges discussed 
included weight loss/gain (noted by two HCs, one MSC, and 
one CS), sleep (noted by one HC, one HS, one MSC, and 
three CSs), loss of strength, fitness and exercise (noted by 
two HCs, two HSs, one MSC, and five CSs), fatigue (noted 
by two HCs, one HS, one MSC, and three CSs), mental health 

problems (noted by three HCs, two HSs, and four CSs), and 
fear of cancer reoccurrence (noted by three MSCs and one 
CS). A MindStep coach remarked that, “it’s not just about 
the cancer…there’s multiple things happening…their world is 
changing…their view of themselves is changing…their future 
[is] changing, but the rest of the people around them, every-
thing stands still” (MSC2). The culmination of these cancer-
related challenges, alongside other regular life demands, was 
described by cancer survivors as “so overwhelming” (CS6), 
with health coaches noting that survivors “just wanted to get 
back to their normal lives” (HC3).

The CSP content and format were seen to meet the needs 
of cancer survivors; “there’s been no gaping holes… I don’t 
think there is anything that I have thought ‘oh we should 
talk about this’ that hasn’t been in a module” (HC1). The 
modules included in the program encompassed important 
topics which guided the phone calls and were self-directed 
by survivors to ensure relevance. One health coach reported 
“giving them that kind of menu of options was good… let-
ting them know that this is what we can cover, what is a 
priority to you…you wanted to keep it relevant to them” 
(HC2). A hospital staff member also commented “the online 
[telephone] stuff was easy to sell to patients as well because 
they didn’t have to turn up for an appointment” (HS2).

Fills the gap A distinct cessation was felt in the relationship 
between the acute clinical care team and the cancer survi-
vor once treatment was finished. This gap was acknowl-
edged by hospital staff (“there’s a distinct end to the rela-
tionship between you know the care and the patient…as a 
service provider we weren’t really even acknowledging that 
they might need support further afterwards” (HS1)), health 
coaches (“they had so much contact with people at the hos-
pital during the treatment and now not much at all” (HC1)), 
and cancer survivors themselves (“you are sort of not hav-
ing regular contact” (CS6)). The role of the CSP was seen 
to successfully fill this gap and loss of support, and “a lot of 
them [cancer survivors] saw this as their kind of ongoing sup-
port network” (HS2). One cancer survivor reflected, “there’s 
kind of little gaps, and that’s when [the health coach] kind of 
stepped in to help me process what’s happened now that I have 
slowed down a little bit and to what I was faced ahead of me” 
(CS3). Another cancer survivor commented, “knowing that 
somebody was available for those regular check-ins certainly 
helped…with the transition between treatment and being back 
to normal, because I’m nowhere near normal yet” (CS6). 
Overall, survivors commented, “I have really appreciated that 
this help was available…I had a really positive experience 
through a really crappy time” (CS5), “when my particular 
type of cancer comes back again…it’s certainly something 
that I would go into very willingly and it could help at that 
time” (CS6), and “it was something that I would recommend 
to anyone who is going through cancer treatment” (CS3).
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Empowering Both the hospital staff and coaches discussed 
how the program was, “all about empowering them [can-
cer survivors]” (HC3) to navigate their health services 
and lifestyle management. A hospital staff member com-
mented “we tell them what to do…it’s good advice but 
it’s not enough advice to empower the person to manage 
it themselves…but now we’re trying to get them to see the 
people they should before all those things start to happen 
so that maybe they’ve got much better tools to be able 
to cope with it themselves” (HS1). While some cancer 
survivors expected more direction from the program, the 
guidance offered by the health coaches was still viewed 
as beneficial, “I probably expected that I would have a 
little bit more guidance…a little bit prescriptive perhaps, 
whereas it was more like guiding, me taking responsibil-
ity and guiding it with a bit of reinforcement from [the 
health coach], which also worked for me” (CS5). Build-
ing self-confidence in cancer survivors was key to helping 
them transition back to independence at home. One sur-
vivor reflected, “I was frightened that I could have a fall 
or something you know, and it’s given me that confidence 
back now to just walk like normal” (CS1).

Synthesis 3

The third synthesis focussed on the value placed on mental 
health support by cancer survivors going through the CSP 
and highlights the challenges coaches faced in providing this 
type of support, as well as a need for emotional support for 
families. The synthesis included three themes: (a) somebody 
in my corner, (b) coach challenges, and (c) gaps in family 
support.

Somebody in my corner Mental health difficulties were 
prominent in cancer survivors’ journeys and having emo-
tional support was viewed as central to the CSP. Hospital 
staff commented that “they [cancer survivors] would go 
into the program to get mental health support” (HS2), and 
that they were “resistant to seeing a psychologist because 
of the cost” (HS2) or because “there is still a stigma 
attached” (HS1). One survivor commented, “I went to a 
psychologist… and I just thought she didn’t really have the 
knowledge or experience of a cancer patient… but as soon 
as I spoke to these guys, they were really prepared and had 
a pretty good understanding of what to expect from me 
and my experience” (CS3).

Cancer survivors reflected that “just talking, psychologi-
cally had a positive impact” (CS7) and that “it was just good 
to know that somebody was standing in my corner” (CS6). 
A number of cancer survivors also commented on the ben-
efits of having a third-party person, “away from my family” 
(CS1), to turn to and problem-solve with.

Coach challenges The health coaches, whose training and 
work predominantly centres around supporting patients with 
physical chronic conditions (e.g. diabetes), discussed feel-
ing challenged and unprepared to have discussions about 
mental health with cancer survivors, despite receiving 
additional cancer-specific training. For example, a health 
coach remarked “I don’t want to say the wrong thing, I’m 
not sure how to support them in this scenario as well…it’s 
not a cohort we’re well-versed in having these deeper more 
health concerning conversations” (HC2), further expressing 
desires for more upskilling. While the option to refer can-
cer survivors onto the MindStep program for mental health 
concerns was available, another health coach remarked that 
survivors “appreciated that bond and the relationship that 
we’ve established …. happy to just keep it between us…
and yeah, [cancer survivor] has declined MindStep” (HC3).

For cancer survivors who did take up the MindStep pro-
gram, they had diverse views on what the program could 
offer for their mental health. Views ranged from “my men-
tal coach was actually amazing. Her skills and knowledge 
were just – they were actually so impressive, the way she 
helped me” (CS3), to comments about the program being too 
“generic” (CS2) or “scripted” (CS6). The MindStep coaches 
reflected how their typical program delivery did need to be 
adjusted for this cohort of cancer survivors, who were fac-
ing “more complexity” (MSC2) compared to their typical 
participants. MindStep coaches found that they had to use 
“different language” (MSC4) and be “a bit flexible in how 
[they] use[d] the treatment type sometimes” (MSC4). The 
key difference from usual practice being “we really need 
to just let these people talk about their journey… just have 
that really open-ended questioning and just hear them out…
rather than us just being like, ‘right, I just want to get to, you 
know, what’s the problem?’” (MSC1).

Both health and MindStep coaches also voiced difficulties 
around dealing with serious acute health incidents experi-
enced by cancer survivors. Immediate concerns around 
PET scans or cancer reoccurrence, for example, affected 
delivery of the program and required different approaches. 
They also reported feeling as though their cancer knowledge 
could have been better, particularly around cancer types and 
treatment regimes, “it’s just like oh my goodness, there’s 
so much information there and you just don’t know what to 
say…and I’m like oh man this is so embarrassing…I just 
don’t understand it enough…it’s very confusing…that is the 
part where I’m just like all of this is hard” (HC3). This was 
especially important given the CSP was eventually offered to 
cancer survivors in ongoing, longer-term treatment. In line 
with this, a number of survivors believed that the coaches 
“didn’t know anything about cancer treatments… didn’t have 
any medical knowledge” (CS4) or didn’t have “a full under-
standing” (CS2). However, others expressed that they did not 
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expect that kind of knowledge from the coaches, noting that 
they “seemed knowledgeable enough” (CS5) and because 
“so many treatments and so many tablets are different, it’s 
almost impossible to have all the information” (CS3).

Gaps in family support A need for emotional support to be 
provided to family members of cancer survivors was iden-
tified, particularly for the families of terminal patients. In 
the same way the support can cease for survivors once they 
have completed their cancer treatment, the support for fam-
ily members is also seen to be lacking once a patient passes 
away. MindStep coaches remarked that patients “asked us if 
the families can do the program instead of them” (MSC3), as 
they were worried about their families and “how they might 
deal after I [patient] die” (MSC3). When patients had passed 
away, hospital staff recalled comments from their family 
members around a desire for more support; “They’ve said 
… ‘I went out into this kind of void and I didn’t know who 
to talk to, I was no longer coming to the hospital every day. 
I lost all this inbuilt support and I had not a clue what to do 
after that’” (HS1, recounting a family member’s comments).

Quantitative results

Cancer survivors who completed the CSP in the 15-month 
pilot period (N = 25; 84% female; M age = 61 years; age range 
32–84 years) had a range of cancer diagnoses (48% breast 
cancer, 24% lymphoma, 8% squamous cell carcinoma, and 
the remaining 20% with either colorectal, neuroendocrine, 
fallopian tube, tonsil, melanoma, or prostate cancer). On 
average, the cancer survivors had 6 phone calls (range = 4–9 
phone calls) with a coach during the CSP and spent 172 days 
(range = 92–279 days) in the telephone-delivered compo-
nents of the CSP. Outcomes of measures obtained are shown 
in Table 2. Physical activity increased from an average of 96 
minutes at baseline to an average of 205 minutes per week 
at completion of the CSP. Patients entered the program with 
a mean activation of 66.5 points, or level three on the PAM 
scale, indicating they were beginning to engage in positive 
health and self-management behaviours [27]. The mean dif-
ference between baseline and post-CSP in patient activation 

was an improvement of 4.8 points, with improvements of 3 
and 6 points over a 6-to-12-month period deemed as accept-
able and excellent outcomes respectively, by the American 
College of Physicians [30]. At baseline, survivors presented 
with moderate unmet informational and emotional needs, and 
no-to-low unmet financial or access needs. Needs improved 
across the four domains, with informational and emotional 
needs changing from moderately unmet at baseline, to “needs 
met” post-CSP, on average.

Discussion

Cancer survivorship in Australia continues to increase due 
to new methods being used for early detection and advance-
ments in treatment technologies [1, 6]. Beyond the active 
treatment phase, those who have survived cancer often con-
tend with a number of ongoing health-related and social 
challenges as a result of the disease [6], which highlights a 
critical need for a continuum of care into the survivorship 
and self-management phase [12]. While some survivorship 
interventions have indicated the potential benefits of sup-
porting cancer survivors in the post-treatment phase [12, 
15], cancer survivors have generally reported feeling unsup-
ported in the survivorship phase of their cancer journey [13].

The current study attempted to address this knowledge 
and practice gap. A telephone-delivered cancer survivorship 
program (CSP) was developed and piloted in Eastern Aus-
tralia in the private health care setting. Using a mixed meth-
ods approach, the current study explored cancer survivors’, 
coaches’, and hospital staff experiences of the Ramsay Con-
nect Cancer Survivorship Program through semi-structured 
interviews. Cancer survivor outcomes were also described 
with relevant quantitative data, routinely collected through-
out the program.

While the quantitative analysis was limited to descriptive 
statistics with a small sample, the preliminary data from 
this pilot indicated that the CSP may have been beneficial 
for cancer survivors across a number of relevant outcomes. 
Participating cancer survivors appeared to be more physi-
cally active, highly “activated”, and their unmet needs had 
been reduced across all domains post-program. The findings 

Table 2  Pre- and post-Cancer Survivorship Program scores shown as mean (standard deviation) (N = 25)

*Higher scores indicate a more “activated”/ self-managed individual
** < 1.5 indicates no-to-low unmet needs, 1.5 to 3 indicates moderate unmet needs, and > 3 indicates high unmet needs

Weekly physical 
activity (minutes)

PAM-10 score* Information needs** Financial needs** Access and continu-
ity of care needs**

Coping, sharing, and 
emotional needs**

Pre-CSP 96 (90.2) 66.5 (12.8) 1.6 (0.8) 1.1 (1.0) 0.9 (0.6) 1.9 (0.9)
Post-CSP 205 (109.6) 71.3 (15.4) 0.8 (0.8) 0.5 (0.9) 0.5 (0.9) 0.8 (0.9)
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pertaining to physical activity were particularly promising, 
given physical activity has the potential to improve cancer 
survivors’ quality of life, cancer survival, and management 
of cancer-related fatigue and pain [31].

The qualitative component of the research, which 
involved 17 interviews with cancer survivors, coaches, and 
hospital staff, provided in-depth perspectives of the CSP, 
highlighting where the program was successful and where 
improvements could be made. Three syntheses and 11 
themes were generated through thematic analysis. The first 
synthesis centred around operational factors and highlighted 
challenges with recruitment and eligibility. Hospital staff 
expressed practical constraints in the clinical setting which 
made completing the initial paperwork and “after treatment 
care plan” (survivorship plan) a challenge. In US settings, 
nurses and physicians have acknowledged the value of sur-
vivorship plans, but have also voiced issues around staffing 
levels, busy patient loads, and other responsibilities limiting 
their ability to incorporate this into their practices [32]. In 
the same US study, all participants felt strongly that physi-
cians needed to reinforce the importance of the nursing role 
with cancer patients [32]; this also emerged in the current 
study, with hospital staff stating that patients would take a 
physicians advice to join the CSP, over a nurse’s suggestion.

Eligibility for the CSP was another central point of dis-
cussion with participants, and the need to appropriately time 
and tailor the program emerged as critical. Hospital staff 
originally found it difficult to identify cancer survivors meet-
ing the CSP eligibility criteria, which required them to be 
finishing active treatment. In line with a recent meta-review 
by Laidsaar-Powell et al. [33], the hospital staff commented 
that there are few cancer treatments now which are straight-
forward. Similarly, qualitative research with cancer patients 
in the UK found that the majority of participants were still 
receiving some form of treatment, while only a minority 
were going off of treatment [15]. In the current study this 
barrier meant that, despite being a program intended for 
post-treatment phase, the program was opened to cancer 
survivors in ongoing treatment. While participants believed 
that the program support could be beneficial at any stage of 
the cancer journey, it was emphasised that it would need to 
be appropriately tailored to do so. Participants suggested 
that program participation early in their cancer journey may 
have been too much commitment, which was also echoed 
by cancer patients in the UK, who described being offered 
support too early in their cancer journey, but feeling unsup-
ported when future needs occurred [15].

Another key theme generated focused on connection 
across the care team in the CSP. While some links were 
built between hospital cancer care navigators and health 
coaches in the referral process, connection between mem-
bers of the broader multidisciplinary care team was seen 
to be lacking across the program. The main barriers to this 

connection were described as time management and patient 
confidentiality issues. While the CSP focused on integration 
between hospital cancer care navigators and health coaches, 
it was not designed for a greater level of integration with 
the broader multidisciplinary team (e.g. specialist doctors) 
in this pilot. Two studies by Walsh and colleagues noted the 
same barriers experienced by health professionals in other 
Australian cancer healthcare settings [34, 35]. Specifically, 
ineffective information exchange, inadequate communica-
tion between specialist and primary care, managing scarce 
resources, time constraints, and difficulties arranging meet-
ings, were cited as the greatest challenges to effective care 
team communication.

In a systematic review and meta-analysis of 30 years 
of cancer research, Gorin and colleagues suggested that 
increased communication across multidisciplinary teams 
could improve cancer coordination [36]. They reported that 
coordinated approaches to cancer care were almost twice 
as efficacious (OR = 1.9, 95% CI = 1.5–3.5) in improving 
appropriate use of healthcare services, over care as usual. 
Across the literature, a coordinated approach to cancer care 
led to improvements in 81% of outcomes, such as patient 
experiences and quality of life. In research focussing on 
prostate cancer survivorship specifically, a fragmented 
approach to care was almost three times as costly as a coor-
dinated approach with an ongoing survivorship care team. 
These findings indicate the importance of ensuring com-
munication across members of the care team, and a need 
to address current barriers in achieving this, to ensure a 
coordinated care response, particularly in the survivorship 
phase [37].

The second synthesis indicated that the CSP focused on 
appropriate information which addressed the challenges 
survivors faced following cancer treatments. Previous 
research with clinicians has highlighted the importance of 
evaluating survivors’ needs in the transition to the chronic 
phase of cancer management, while survivors themselves 
have also expressed a need for guidance to improve 
their symptom management in the post-treatment phase 
[15]. The CSP was able to address both practice gaps, 
by assessing survivors’ unmet needs and having health 
coaches guide symptom management as an integral part 
of the program.

Importantly, all participants interviewed in the cur-
rent study noted that the CSP filled a gap in support that 
survivors tend to experience in the transition from active 
treatment to the home/community context. This gap has 
been well-documented in the literature, with cancer sur-
vivors commonly voicing that they do not know what to 
expect once active care is over, and some reporting that 
they felt uncared for at this point in their cancer journey 
[32]. According to Walsh and colleagues [34], it is a widely 
held view among survivors, clinicians, and carers that the 



 Supportive Care in Cancer (2023) 31:478

1 3

478 Page 12 of 14

follow-up care required for cancer survivors can be complex 
and overwhelming. A need for administrative support and 
arranging appointments has been voiced [34], as survivors 
often have a poor understanding of the services and support 
pathways available to them for issues occurring when they 
are no longer receiving active treatment [15, 35]. Currently, 
in Australia there is no broad mechanism for ongoing care. 
For example, in the private setting where the current study 
was conducted, once treatment ends and the patient is not 
admitted to hospital, the hospital is no longer funded by the 
private health insurer. These funding models limit the health 
care providers’ ability to provide ongoing support.

Cancer survivors in the current study, as well as previous 
qualitative work by Harley et al. [15], expressed a real desire 
to get back to normal life. The CSP worked towards this by 
empowering survivors to self-manage their health, which 
was considered an effective approach by survivors, coaches, 
and hospital staff. Cancer care coordinators in other settings 
have also expressed the importance of helping empower 
patients to self-manage the challenges of their disease [34], 
affirming the approach taken in the CSP.

A number of survivors and coaches in the current study 
described the psychological difficulties individuals expe-
rienced in the survivorship phase of their cancer journey. 
Consistent with feedback from cancer patients in other stud-
ies, survivors in the current study expressed fears around 
cancer recurrence, stresses associated with upcoming scans, 
and other generalised psychological distress as a result of 
the cancer journey [15, 31, 38, 39]. While cancer survivors 
in other studies have expressed feeling satisfied with their 
physical health care, they have also noted that their psycho-
logical needs were not met, and they have generally agreed 
that counselling should be a part of follow-up care [32, 40]. 
Despite this, hospital staff in the current study described 
patient hesitancy to seek out and uptake support through 
psychological services, mainly due to social stigmas and 
associated costs. Survivors themselves also spoke of con-
cerns about burdening or worrying their families with their 
mental health difficulties. These sentiments around stigma 
and family burden echo feedback from cancer survivors in 
other settings [15].

The findings emphasised that just having somebody in their 
corner, away from the family, was viewed as the most benefi-
cial aspect of the CSP. This is consistent with feedback from 
previous Australian research [34], in which cancer patients and 
clinicians considered the allocation of a ‘key contact’ person 
to be essential for patient advocacy, care coordination, and a 
sense of ongoing support and advice during treatment. Simi-
larly, in an Australian national survey of women with breast 
cancer, 42% of participants reported that they would have liked 
to have a main contact person to go to (41). The CSP uniquely 
addressed this gap by providing survivors with a health coach 
who was in their corner.

In the CSP, survivors who were identified as experienc-
ing psychological distress through routine screening, had the 
option of being referred to MindStep, a low-intensity cogni-
tive behavioural therapy program. However, a number of can-
cer survivors declined MindStep, preferring to just stay with 
their health coach after rapport had been built. This suggests 
that all coaches (or ‘key contacts’) may require training and 
upskilling to be able to provide mental health support to cancer 
survivors, even if this is not their primary role. In particular, 
flexible counselling skills which allow survivors to talk about 
their journey and feel heard were described by the MindStep 
coaches as necessary when working with this cohort.

Limitations

The findings from this study must be considered while appre-
ciating some limitations. Firstly, the timeline of interviews 
may have affected participant feedback. For example, some 
survivors were interviewed several months after they had 
completed the program, meaning their ability to recall specific 
details about their experiences was lacking in some instances. 
Similarly, the timing of interviews with the health coaches and 
MindStep coaches also impacted their ability to share their 
experiences of the CSP. Given the CSP was still relatively new, 
some coaches reported working with few cancer survivors at 
the point of interview, which limited the breadth and depth of 
their feedback. It must also be acknowledged that the coaches 
were employed by Remedy Healthcare, while the hospital 
staff were employed by Ramsay Healthcare Australia; these 
organisations set up the CSP and funded this research, meaning 
these participants could have possibly been reserved or biased 
in their responses. To mitigate this limitation, care was taken 
to ensure the interviews were conducted and the data were 
handled and de-identified by the Flinders researchers only, 
so that participants were guaranteed anonymity in their feed-
back. Finally, given this study presents results from the pilot 
phase of the CSP, the sample available was small and lacked a 
control group. As such, only descriptive statistics of survivor 
outcomes could be presented, with a lack of statistical power 
for sophisticated analyses and significance testing. Although 
preliminary outcomes in physical activity, patient activation, 
and unmet needs were promising, caution must be taken when 
interpreting these quantitative outcomes.

Conclusion

Cancer survivors face a range of challenges in the sur-
vivorship phase and require a level of ongoing support 
post-active treatment. This telephone-delivered CSP 
piloted in Australia, which utilised coaches, appeared to be 
beneficial to cancer survivors. Preliminary data indicated 
improvements in physical activity, activation level, and 
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unmet needs across the program, although further large-
scale quantitative evaluation is required. Qualitative feed-
back highlighted that survivors appreciated the support 
offered through the CSP, and the module content, focus on 
empowerment, and mental health support were especially 
valued. Just having somebody in their corner was viewed 
as central to the cancer survivor experience of the CSP.

A number of operational challenges, particularly around 
eligibility, recruitment, and follow-up were highlighted 
by hospital staff, which emphasised a need to streamline 
communication and consider the demands experienced 
in clinical settings. The biggest difficulty health coaches 
faced was around providing mental health support to can-
cer survivors, as well as understanding the complexities 
of cancer types and treatments. While components of the 
CSP were believed to be of benefit to individuals at vari-
ous stages of their cancer journey, it was emphasised that 
the program would need to be tailored appropriately, with 
clear parameters and expectations, to achieve this.
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