
Vol.:(0123456789)

Journal of Cancer Education 
https://doi.org/10.1007/s13187-024-02429-6

Acceptability and Feasibility of Survivorship Group Medical Visits 
for Breast Cancer Survivors in a Safety Net Hospital

Evelin Trejo1,2 · Ana I. Velazquez1,2,3 · Elizabeth Castillo2 · Paul Couey1,2 · Barbara Cicerelli2 · Robin McBride2 · 
Nancy J. Burke4 · Niharika Dixit1,2,3 

Accepted: 23 March 2024 
© The Author(s) 2024

Abstract
Providing cost-effective, comprehensive survivorship care remains a significant challenge. Breast cancer survivors (BCS) 
who have limited income and are from marginalized racial and ethnic groups experience a worse quality of life and report 
higher distress. Thus, innovative care models are required to address the needs of BCS in low resource settings. Group medi-
cal visits (GMV), utilized in chronic disease management, are an excellent model for education and building skills. This 
single-arm intervention study was conducted at a public hospital in California. GMVs consisted of five 2-h weekly sessions 
focused on survivorship care planning, side effects of treatment and prevention, emotional health, sexual health, physical 
activity, and diet. The patient navigators recruited three consecutive GMV groups of six English-speaking BCS (N = 17). A 
multidisciplinary team delivered GMVs, and a patient navigator facilitated all the sessions. We used attendance rates, pre- 
and post-surveys, and debriefing interviews to assess the feasibility and acceptability of the intervention. We enrolled 18 
BCS. One participant dropped out before the intervention started, 17 BCS consistently attended and actively participated in 
the GMV, and 76% (13) attended all planned sessions. Participants rated GMVs in the post-survey and shared their support 
for GMVs in debriefing interviews. The BCS who completed the post-survey reported that GMVs increased their aware-
ness, confidence, and knowledge of survivorship care. GMVs were explicitly designed to address unmet needs for services 
necessary for survivorship care but not readily available in safety net settings. Our pilot data suggest that patient-navigator-
facilitated GMVs are a feasible and acceptable model for integrating survivorship care in public hospitals.
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Introduction

Cancer survivors report a high rate of unmet needs [1–4]. 
Breast cancer survivors (BCS), who are racial and ethnic 
minorities and low-income, experience worse health-related 
quality of life outcomes following cancer treatment [5, 6]. 

Cancer and its treatment can significantly impact BCS’ phys-
ical and emotional health; once the treatment ends, many 
cancer survivors feel abandoned by their oncology team and 
express concerns that their primary care physicians (PCP) 
lack the expertise to provide cancer survivorship care [7, 
8]. Due to the limited time during oncology and primary 
care visits, discussions about long-term side effects and the 
overall impact of cancer treatment on patients’ emotional 
and sexual health are generally only briefly addressed [9, 
10]. Previous studies have shown that handing patients a 
survivorship care plan has a limited impact on cancer survi-
vors’ quality of life [11]. In an earlier study, Napoles et al. 
described the needs of cancer survivors, including (1) symp-
tom management, (2) psychosocial support, (3) support to 
address feelings of abandonment by the healthcare system, 
and (4) information about healthy lifestyles [12]. Napoles 
et al. proposed that a planned intervention must include skill 
development for symptom management, stress management, 
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communication with providers, family, and friends, informa-
tion about symptoms and side effects, follow-up care, signs 
of recurrence, community resources, healthy lifestyles, and 
social support to address distress and improve health-related 
quality of life (HRQOL) [12]. Finally, survivorship care is 
multidisciplinary, and cancer survivors require access to 
additional services like physical therapy, nutrition, and psy-
chologists [13, 14].

BCS from marginalized communities face multiple bar-
riers to accessing survivorship care. In addition to race and 
ethnicity, social determinants of health, such as financial 
well-being, insurance type, and education attainment, influ-
ence the HRQOL of cancer survivors [15]. For example, 
Black/African American breast cancer survivors are more 
likely to experience symptoms related to endocrine therapy, 
which can contribute to lower adherence to treatment [16]. 
Most BCS who have limited income, are racial and ethnic 
minorities and receive care in public health systems lack 
access to and underutilize survivorship care resources even 
when these resources are available [17, 18]. In addition, they 
are more likely to experience racial discrimination [15, 19]. 
Latina BCS experience worse HRQOL and higher levels 
of pain, fatigue, and depressive symptoms as compared to 
White women [5, 12] Furthermore, they are less likely to 
receive survivorship care services such as survivorship care 
information [20, 21] and more likely to report unmet symp-
tom needs [22]. While Latina BCS are more likely to expe-
rience anxiety and fear of cancer recurrence [12, 23], they 
are less likely to receive psychosocial health services [23].

The Group medical visits (GMV) model is an excellent 
model for patient education and building skills, and it has 
been utilized in chronic disease management, specifically to 
support healthy lifestyle interventions and build patient skills 
[24, 25]. There is extensive literature outlining the benefits 
of GMV, including improvement in clinical outcomes such 
as hemoglobin A1C (for DM patients) [24], improved access 
to care [26], patient empowerment, and reduction in stress 
and loneliness. Also, GMV accommodates longer appoint-
ments and social interactions for patients while providing 
a more efficient, lower cost, and more sustainable health-
care intervention than usual care from the perspectives of 
providers and the healthcare systems [26–31]. GMV struc-
ture allows for longer appointments with dedicated time for 
discussing BCS concerns. Furthermore, GMV may provide 
access to services rarely available to BCS in a resource-
limited setting. GMV model is not as widely utilized in 
oncology. There are only small studies ranging from fol-
low-up for women with BRCA [32] chemotherapy education 
[33] or addressing concerns related to a single discipline 
such as gynecological care, [34] smoking cessation, [35] 
mindfulness, [28] and integrative oncology services [26]. 
Finally, some small pilots of multidisciplinary care of cancer 
survivors [36–40] have been reported. These studies only 

provide preliminary evidence of improved patient experi-
ence [36–39], with one study providing evidence for lower 
fat consumption [36] and another providing evidence for 
a reduction in the number of visits to the specialists [40]. 
However, there are no studies of GMV addressing the needs 
of marginalized BCS who receive care in public hospital set-
tings that serve individuals with limited income, also called 
safety net hospitals in the USA. 

To address the unmet needs of cancer survivors and har-
ness the unrealized potential of GMV in the multidiscipli-
nary care of cancer survivors, we created and implemented 
a 5-session survivorship Group medical visit (GMV) inter-
vention entitled Survive4life tailored to low-income breast 
cancer survivors receiving care in a safety net hospital. 
The GMV was implemented by a multidisciplinary team, 
including an oncology provider, patient navigators, clini-
cal psychologists, sexual health counselors, and PCP. The 
curriculum covers survivorship care planning, long-term 
side effects, and emotional and sexual health. Each session 
focused on the survivors’ current concerns. Additionally, 
consultants with expertise in specific topics delivered the 
educational content and provided resources.

Methods

Study Setting

We conducted a single-arm pilot mixed methods study to 
determine the feasibility and acceptability of a patient-
navigator-facilitated GMV intervention in breast cancer 
survivors (BCS) in a public hospital serving low-income 
residents. Healthcare institutions serving low-income, unin-
sured, and underinsured immigrants are called safety-net 
institutions in the USA. Most patients served by the institu-
tion are uninsured or on public health insurance for low-
income individuals in the USA, known as Medicaid. The 
barriers to care at the institutions are low health literacy, 
limited English proficiency, housing and food insecurity, 
and transportation barriers. There are limited resources for 
supportive care and survivorship care services at the institu-
tional level, including limited availability of services such as 
behavioral health, nutrition services, physical therapy, and 
sexual health counselors; however, the institution houses a 
robust patient navigation program for women with breast 
cancer and BCS. The navigators play an important role in 
increasing access to treatment for BCS [41].

Eligibility and Recruitment

The university institutional review board approved this 
study. Eligibility criteria included BCS within 1–5 years of 
completing active breast cancer treatment, including surgery, 
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chemotherapy, and radiation, the ability to read and write in 
English, and the ability to provide consent. Patients with h/o 
breast cancer who were receiving endocrine therapy were 
eligible to participate. Patients with breast cancer under-
going active treatment such as radiation or chemotherapy 
with a diagnosis of metastatic breast cancer were excluded. 
The study coordinator screened prospective participants and 
confirmed the eligibility criteria. Patient navigators intro-
duced the study to the prospective participants and gave a 
flyer to them. The study coordinator invited participants 
who expressed interest to participate. The participants dem-
onstrated their understanding of the study procedures and 
signed consent forms.

Intervention

Building on prior work on the role of patient navigation 
in cancer survivorship care and the needs of breast cancer 
survivors in safety net settings [42], we developed a GMV 
intervention with the help of a team that included patient 
navigators, oncologists (MD/Advanced practice provider 
(APP)), nurses, dietician, clinical psychologist, and sexual 
health counselor. An experienced patient navigator served as 

the facilitator of the GMV session. The GMV intervention 
included five 2-h patient-navigator-facilitated sessions deliv-
ered weekly. The sessions were designed to (1) introduce a 
survivorship care plan (SCP)(2) emphasize post-treatment 
care, symptom management, and the importance of primary 
care; (3) provide BCS tools to manage emotional health, and 
(4) educate BCS on sexual health and provide a safe and sup-
portive space for BCS to discuss sexual health issues. The 
session structure included blood pressure and weight meas-
urements, and dedicated time for questions and answers. 
BCS also had an individual check-in with the oncology 
APP. Individual check-ins were 5–10 min per person and 
were designed to review individual survivorship care plans 
in the first session and individual concerns in the subsequent 
sessions (Table 1). All sessions ended with a goal-setting 
homework informed by motivational interviewing. At the 
following session, the participants shared their success with 
the homework.

Over a period of 1 year, we enrolled three BCS cohorts, 
each with 6–7 participants. The following five sessions were 
offered: (1) introduction to survivorship care plans, (2) long-
term effects of treatment and taking control of health, (3) 
emotional health, (4) sexual health, and (5) celebration of 

Table 1  Survive4Life intervention

Week Topic Description

Week 1 Introduction Welcome to the participants
Introduction to GMV, expectations for participation
Introduction to Survivorship Care Plan (SCP)
Role of SCPs in cancer care: Information about treatment received—surveillance for recurrence of 

cancer, delayed and long-term side effects, health maintenance, including information about screen-
ing for other cancers, diet, and physical activity

Questions and answers session
Homework: Encourage participants to discuss SCP with their oncologists

Week 2 Long-term effects of treatment Welcome and check-in and follow up from the last session
Discussion with oncologists
post-treatment care including surveillance for cancer, symptom management, staying healthy, and the 

importance of primary care
Questions and answers
Homework: Encourage participants to make appointments with their primary care physicians

Week 3 Emotional health One-on-one check-in
Follow up from prior session about primary care appointment
Emotional health challenges in cancer survivorship
Tools to manage emotional health and fear of cancer recurrence
Questions and answers
Homework: encourage participants to practice tips on management of stress

Week 4 Sexual health One-on-one check-in
Follow up on the management of stress and if participants practiced the tips from the previous session
Educate BCS on sexual health and provide a safe and supportive space for BCS to discuss sexual 

health issues
Questions and answers
Homework: To do a self-care activity

Week 5 Celebration of survivorship One-on-one check-in
Follow up on self-care activity from the prior session
Follow up about all prior sessions
Informal social gathering and celebration of survivorship
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survivorship (Table 1). An oncology provider discussed sur-
vivorship care plans which included details of treatment, 
surveillance for recurrence, long-term and delayed side 
effects of treatment, and health maintenance. A PCP joined 
the second session with an oncologist and addressed the role 
of primary care in cancer survivorship which included health 
maintenance, management of co-morbidities, screening for 
other cancers, and role of primary care in symptoms man-
agement and referral to services such as behavioral health. 
In the third session, a clinical psychologist discussed the 
emotional concerns; these concerns specifically include 
managing stress and anxiety and fear of cancer recurrence. 
In the fourth group session, the sexual health counselor dis-
cussed sexual health, focusing on self-care and managing 
symptoms, such as vaginal dryness, atrophy, low libido, and 
intimacy after cancer. The fifth session included a follow-
up from prior sessions. The session included a reminder to 
the BCS of how far they have come, a brief review of all 
they have learned, and a celebration of survivorship, with 
an informal social gathering without a structured education 
component.

Role of Patient Navigators

Patient navigators had a significant role in the development 
of the intervention. They introduced the study to the eligible 
participants, who were then approached by the study coordi-
nator for recruitment. The patient navigators have expertise 
in health education and motivational interviewing, which 
they leveraged as facilitators. A patient navigator facilitated 
each session. The patient navigator introduced the GMV 
intervention, established ground rules, and introduced each 
expert to the group. Patient navigators also encouraged par-
ticipants to ask questions, encouraged group sharing, and 
facilitated discussions between the participants and the edu-
cator. Patient navigators provided clarification where needed 
and encouraged participants to ask questions. Patient naviga-
tors also supported the BCS after the session in facilitating 
referrals to community resources or contacting their primary 
care physicians.

Data Collection and Analysis

We collected demographics at enrollment. We conducted 
pre- and post-surveys to evaluate the intervention. 
As the focus was more on recruitment, retention, and 
implementation, the pre- and post-surveys were voluntary. 
Participants also filled out a pre-intervention NCCN distress 
thermometer, which was offered routinely to patients with 
cancer at the institution for psychosocial distress screening 
[1, 43]. Finally, we conducted debriefing conversational 
interviews with participants to understand their experience 
of the intervention.

All participants received transportation support and a 
$25 gift card for each session for up to $100. In addition, 
the patients who participated in the debriefing interviews 
received a $40 gift card. We used Microsoft Excel (Micro-
soft Corporation. Seattle, USA) for data collection and anal-
ysis. We generated descriptive statistics and used the Fisher 
exact test of significance for categorical variables with a 
P-value of 0.05 as significant.

Feasibility and Acceptability

We examined the feasibility by evaluating the following: 
(1) feasibility of recruitment of planned sample size (enroll-
ment > 70%), (2) Delivery of the intervention as designed 
(> 80%), (3) representativeness of the sample of breast can-
cer survivors in our practice, (4) collection of pre- and post-
intervention surveys (> 70%). We examined acceptability 
by intervention completion rate (> 70%), evaluation of the 
intervention with the post-survey, and follow-up conversa-
tional interviews with the participants.

Qualitative Conversational Interviews

We invited nine participants from three GMV cohorts who 
consented to be interviewed within 2 months of the four 
GMV series between mid-2019 and early 2020. We recorded 
the interviews, transcribed them using NVivo transcription 
software, and crosschecked the accuracy of the audio record-
ing. We destroyed the audio recordings after the transcrip-
tion was completed. ET and NB conducted interviews. We 
analyzed the interviews using a priori theme and added new 
codes. ET and ND independently coded the interviews. 
Finally, the codes were mapped onto themes relevant to 
acceptability and feasibility.

Results

We invited 21 BCS, and three declined to participate; we 
recruited 18 participants, and one participant dropped out 
after recruitment due to time conflict. Table 2 details the 
participants’ demographic profiles. The median age of the 
participants was 51–60. Of 17 participants, six reported 
race as Asian, five were African American, three were non-
Hispanic white, and two were Hispanic. All participants had 
public health insurance.

Acceptability and Feasibility

Recruitment was feasible, with 18 of 21 invited agreeing 
to participate with a response rate of 85%; however, one 
dropped out with a sample size of 17 for a final response 
rate of 80%. All sessions were delivered as planned with 
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a 15/15 (100%) completion rate. The diversity of the sam-
ple represents the safety net institution’s English-speaking 
population of BCS. Approximately 50% of breast cancer 
survivors receiving care in our institution speak English; 
other common languages are Spanish and Chinese (Can-
tonese). Pre- and post-survey completion were 17 (100%) 
and 13 (76%), respectively. Intervention completion rates 
were high, with all participants attending at least one session 
of their cohort and 13(76%) attending all sessions in their 
respective cohorts.

Implementation Process

All sessions were delivered as planned, with minimal 
changes. An example of modification is that we prioritized 
question-and-answer sessions based on the first cohort to 

make the sessions more interactive in subsequent cohorts. 
All participants engaged with the medical team and asked 
questions during the sessions.

Evaluation of Intervention

All participants completed the pre-survey, and 13 completed 
the post-survey. Additionally, 10 participants also completed 
the NCCN Distress Thermometer. In the post-survey, 67% 
of BCS strongly agreed that they were familiar with their 
survivorship care plan compared to the pre-survey 22% (P 
0.002), 67% of BCS strongly agreed that they were confi-
dent in recognizing signs and symptoms of the long-term 
side effects of breast cancer as compared to 28% (P 0.002) 
in the pre-survey, and 67% of BCS strongly agreed in the 
post-survey that they were aware of community programs 
and services that might benefit them as a cancer survivor, 
compared to 33% (P 0.010) in the pre-survey (Table 3). On 
a scale of 1–5, with a score of one signifying not useful 
and five as very useful, 78% reported that the information 
provided was helpful for PCP/Oncology and Sexual Health 
sessions. Seventy-two percent found the emotional health 
session very helpful (Table 4).

Preliminary Data on NCCN Distress Thermometer

We invited all participants to complete an adapted NCCN 
distress thermometer of which ten participants completed 
a pre-intervention NCCN distress thermometer. On a scale 
of 0–10, with zero measuring no distress and 10 indicat-
ing extreme distress, participants were asked how much 
distress they felt that day and in the past week. Six partici-
pants reported moderate or severe distress (4 or more), and 
three reported mild distress. Among participants, money 
was identified as a practical problem (33%). Feeling tired 
was the most commonly reported physical symptom (39%), 
followed by tingling in hands and feet (28%), and weight 

Table 2  Participant demographic profile

Characteristics n (%)

Age
  20–30 0 (0)
  31–40 2 (11)
  41–50 3 (17)
  51–60 4 (22)
  61–70 6 (33)
  71 years or older 2 (11)

Gender
  Male 0 (0)
  Female 17 (94)

Race/ethnicity
  Asian/Pacific Islander 6 (35)
  African American/Black 5 (28)
  Hispanic 2 (11)
  White/Caucasian 3 (17)
  Other 1 (6)

Table 3  Participant confidence in survivorship care

Perspective Measure of view Pre-survey Post-survey
N 17 (100%) N 13 (100%)

I am familiar with my Survivorship Care Plan Strongly agree/agree
Disagree/strongly disagree

10 (55)
7 (45)

13 (100)

I am confident in recognizing signs and symptoms of the long-term side effects of 
breast cancer

Strongly agree/agree
Disagree
Strongly disagree

14 (78)
3 (22)

13 (100%)

I am aware of the community programs and services that might benefit me as a cancer 
survivor

Strongly agree
agree
Disagree/strongly disagree

10 (61)
7 (39)

13 (100)

I am confident in communicating information regarding my cancer treatment with my 
primary care provider

Strongly agree/agree
Disagree
Strongly disagree

17 (100) 13 (100)
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changes (33%). Emotional problems included worry (28%), 
fear (23%), and loss of interest in the usual activities (23%).

Conversational Interviews

Nine conversational interviews were conducted with GMV 
participants to understand their experiences with GMV. 
Analysis of these interviews resulted in the identification of 
three major themes related to the GMV intervention. These 
include group cohesion, group structure, and the role of 
patient navigators. We provide explanations of these themes 
along with subthemes with illustrative quotes as follows:

Group Cohesion

Shared Experiences Increased the Sense of Peer Support 
in the Group

Participants reflected on their shared experiences of cancer 
treatment and managing side effects, such as hot flashes, 
which made them feel understood and supported. They 
described a sense of support and of strength in being part 
of the group.

When I talk to the people in the group, we have hair 
falling and hot flashes, they know exactly what I mean. 
It’s kind of nice and we can support each other and 
we can be kind to each other, we get stronger, and 
especially a survivor group, that means everyone has 
passed that already.
And then going to the groups, it helped me not feel 
like I was alone. That was a big piece of my recovery 
because I actually stepped outside of the box for a min-
ute to reach out to see if there was anything there for 
me to hold on to.

Group Participation Helped with a Sense of Isolation

Many BCS report a sense of isolation after completion of 
treatment as they are expected to resume their role in the 
family and may not have any family support. Furthermore, 
BCS may not always be able to share their survivorship 
experiences, fear and anxiety, with their close family and 
friends. Sharing their experience with other survivors in 
the group allowed the BCS to feel less isolated and well-
supported. GMV provided them with a safe and supportive 
environment to share these concerns and, in turn, feel more 
in control of their life. One participant reported.

I didn’t have nobody at the time that I was going 
through this except for my roommate and my team, 
‘cause I live in alone. I don’t have family here. My 
family didn’t find out until way later. But I’m just say-
ing that it felt-it made me feel supported.

In addition, being part of the GMV also helped BCS feel 
more in control of their own life.

The support group…Being a part of it made me own it 
and made me take shape of my life and direct it.

Group Structure

We sought feedback from the BCS regarding the structure of 
the GMV sessions. The participants reflected on the small 
group size as supportive environment that fostered sharing.

Breast Cancer Specific Small Group

The participants appreciated being part of a peer GMV 
explicitly designed for women diagnosed with breast cancer. 
Participants who had attended other support groups in the 

Table 4  Participants’ evaluation 
of Group medical visit sessions

Information Scale
(1 = not useful, 5 = very useful)

n (%)

How useful was the information on PCP/Oncology 1
2
3
4
5

0 (0)
0 (0)
0 (0)
0 (0)
14 (78)

How useful was the information on Sexual Health 1
2
3
4
5

0 (0)
0 (0)
0 (0)
0 (0)
14 (78)

How useful was the information on Emotional Health 1
2
3
4
5

0 (0)
0 (0)
1 (6)
0 (0)
13 (72)
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past that had both men and women and other kinds of cancer 
sites where the participants did not feel comfortable. The 
participants reported that the small size of GMV and focus 
on breast cancer with patients who had completed treatment 
and were on surveillance made them feel more comfortable.

I went to that group but it was like 35 people, I counted 
once and then there were guys there, men who had 
other cancers so there were different kinds of cancers. 
And I kind of didn’t relate as well and I don’t know, 
if it was right for me. And this group was all breast 
cancer and we all were still in treatment or not kind of 
treatment or through treatments just under surveillance 
just to make sure that none returns.

Participants who are introverted may sometimes feel 
uncomfortable sharing their thoughts and experiences in a 
group setting. However, the small group format and focus on 
shared experiences made the GMV format non-intimidating. 
They felt at ease attending and sharing in this format. One 
participant even shared that despite being an introvert, she 
felt comfortable in the group setting and attended the final 
session, which was an informal social gathering focused on 
follow-up and celebrating survivorship, rather than a struc-
tured session with a speaker.

I’m serious, ‘cause I’m a really isolated type of per-
son. I’m really introverted. I stay to myself. It doesn’t 
bother me. But to be in a room of other people that 
shared my experience, it meant something to me. I 
even showed up to the party.

Collective Learning

According to one participant, the question-and-answer for-
mat of GMV was an essential element. Other participants 
often raised questions that they themselves may not have 
thought to ask, thus enhancing the collective learning expe-
rience of the group.

Cause there’s certain questions that don’t come to 
mind at that second, but if there’s other peers around 
you, they come up with, question the then you’re kind 
of like, oh yeah, that was the question that I wanted to 
ask, and you get that information that way too.

Access to the Medical Team

During the session, participants emphasized the importance 
of having the oncology team (APP or MD) included in the 
GMV team. This gave them the freedom to ask the oncol-
ogy team questions, independent of the session speaker, 
thus providing greater access to their medical team. This 

contrasts with a support group setting where patients do not 
have access to their medical team.

Because every session they have someone like ______ 
to be there to answer all the questions. If they have 
some questions to ask, then they can get the answer 
straight away, so that’s nice.

Easily Understandable Content

In a safety net setting, it is crucial to tailor information to 
make it easily accessible to participants. The participants 
shared their feedback on the sessions’ content, noting that 
they particularly appreciated how all of the medical infor-
mation shared was at a level they could easily understand 
highlighting the need for tailoring content.

The material is presented to you, but it’s not presented 
on a medical level. It’s presented at everyday level that 
you could understand.

Role of Patient Navigators

Patient Navigators as Facilitators Created a Supportive 
Environment

The patient navigators who acted as facilitators played a cru-
cial role in creating a safe and supportive environment for 
breast cancer survivors (BCS) who were hesitant to speak 
up and engage. The navigators provide logistical, social, and 
emotional support during treatment and survivorship, which 
helped put the BCS at ease. Their presence as facilitators and 
support staff throughout the duration of GMV made the BCS 
feel comfortable attending and sharing their experiences.

I went there the first time I was quiet, because I was 
observing what’s going on, but at least I see navigators 
and some people that I know already, so it’s not too 
bad. And then I went in and I met with ______ and 
other people who you know. Everybody’s nice, and we 
laugh a lot, and we share our experience. At the end of 
the day, I see, it’s nice to be there, and listen to them, 
and feel like “Oh, they have the same experience.”

Patient Navigators Have Expertise to Help Cancer Survivors

Since the navigation program provides referrals to services 
in addition to the emotional support and addressing barriers 
to care, they have a unique role in the delivery of survivor-
ship care. One participant suggested that navigators them-
selves should lead a session that includes information about 
community resources. This would enable the BCS to learn 
about the services available and how to access them, as well 
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as provide the navigators with an opportunity to share their 
knowledge and expertise.

Maybe some of the navigators or social worker can 
come in for one session and talk about the sources for 
us. So I know we get some sources from the navigator, 
but if somebody can come and talk about that, some-
times it may be better for us too.

Discussion

Our study found that patient-navigator-facilitated GMV was 
both feasible and acceptable in a safety-net hospital setting. 
Pre- and post-surveys showed that GMV led to increased 
patient confidence in their knowledge of survivorship 
care plans and their ability to manage the late and long-
term effects of cancer. Qualitative data revealed that BCS 
appreciated the GMV format delivered by their oncology 
team, which allowed them ample time to have their questions 
answered. Participants reported feeling supported by their 
peers and the medical team. These findings are consistent 
with prior research in other chronic diseases, where the 
GMV model has been frequently utilized [25, 28, 44–46].

We found that GMV intervention can play a critical role 
in addressing the varied and complex needs of cancer sur-
vivors. Along with medical care, such interventions can be 
designed to address psychosocial and informational needs. 
While Survivorship care plans have been suggested as a way 
to support cancer survivors’ informational needs, it is worth 
noting that these plans can be time-consuming to develop 
and implement [47], and the implementation of survivorship 
care plans has been patchy. Furthermore, survivorship care 
plans have not been shown to improve patient care outcomes 
[11]. In our prior work [42], we found that survivorship care 
plans in a safety net setting did not improve quality of life or 
self-efficacy, and survivorship care must be provided sepa-
rately from routine surveillance.

GMVs also harness the power of supportive peer interac-
tions and the lived experience of BCS and provide a forum 
for BCS to have their questions answered in a supportive 
and receptive environment. Finally, GMVs focus on cancer 
survivorship needs other than surveillance.

Our intervention was specifically designed to address 
the unmet need for multidisciplinary services necessary for 
cancer survivorship. While there are a few small studies 
on GMV in managing cancer survivorship care issues [34, 
37–39], our work adds unique knowledge in this field by 
addressing the needs of low-income BCS who receive care 
in a public hospital in a low-resource setting. We leveraged 
an existing patient navigation program to deliver the GMV 
rather than the medical team taking the lead to provide an 

intervention focused on survivorship. It is well known that 
patient navigators can improve communication and patient 
empowerment [41], and we found that patient navigators’ 
presence made the participants feel more comfortable. 
Providing cost-effective, comprehensive survivorship care 
remains a significant challenge for which optimal delivery 
models are needed. Our work shows that GMV can be 
included in current survivorship care models to provide 
multidisciplinary services to cancer survivors. Finally, 
although we designed this intervention to be sustainable 
and allow billing for services in the USA, we did not 
specifically look at this outcome in this study [48].

This study has limitations. Since our participants were 
drawn from a single health center, generalizability to other 
care settings is limited. However, the principles of survi-
vorship on which the GMV was based are universal. Par-
ticipants were not required to answer every survey. Thus, 
we are limited by the information that respondents chose 
not to disclose because the survey was voluntary. We are 
specifically limited by lower rates of completion of post-
survey and NCCN distress thermometer. Finally, this was 
a small sample size and thus any efficacy consideration are 
only hypothesis-generating and need to be confirmed in 
larger studies. Finally, our study was limited to BCS who 
spoke English and thus may not be applicable to BCS who 
have limited English proficiency.

Conclusions

GMVs were designed to address the multidisciplinary 
unmet needs of BCS. Our participants reported high satis-
faction with survivorship education, emotional and social 
support, and health management support received in GMV. 
Finally, larger studies are needed to assess other outcomes 
related to survivorship care, such as adherence to cancer 
surveillance, health-related quality of life, adherence to 
non-cancer-related care, and psychosocial outcomes, such 
as fear of cancer recurrence.
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