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Abstract

Purpose The purpose of this study was to identify oncologist-reported barriers and motivators in addressing long-term
effects with breast cancer survivors.

Methods This study is a secondary analysis of data from a survey of U.S. medical oncologists (n =217) about breast cancer
survivorship care in clinical practice. Using both closed- and open-ended questions, we asked oncologists to report barriers
and motivators they perceived in addressing long-term effects with breast cancer patients. Descriptive statistics were used
to summarize and rank items endorsed by oncologists in analyses of quantitative data; content analysis was used to identify
salient categories of barriers and motivators in qualitative data.

Results Key barriers to managing physical long-term effects included lack of time during appointments (rn = 128 oncologists,
59%) and perceived lack of evidence-based interventions (n =89, 41%). With respect to psychosocial effects, oncologists
reported lack of knowledge (n =88, 40.6%) and challenges making referrals to mental health providers (n=115, 53%). From
the qualitative data, three distinct barrier categories emerged: “Competing priorities during brief appointments;” “Discussing
long-term effects—Who? What? When?;” and “Beyond my expertise and comfort level.” Two motivator categories emerged:
“I owe it to them;” and “Giving people a life worth living.”

Conclusion Oncologists’ key motivators for addressing long-term effects were focused on professional values, relationships
with survivors, and their commitment to prioritizing patients' quality of life. Future efforts should leverage oncologists'
professional and interpersonal motivators to enhance the delivery of survivorship care for breast cancer.
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Background

There are more than 3.8 million breast cancer survivors in
the United States (U.S.), and many patients with early-stage
disease now have a life expectancy similar to non-affected
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is a fundamental element of comprehensive survivorship
care.

With a primary focus on surveillance for disease recur-
rence, specialist-led models of survivorship care often fail
to address the multi-dimensional needs of survivors [6,
7]. Prior research suggests that oncologist communication
regarding potential long-term and late effects is often poor,
leaving many breast cancer survivors uninformed, ill-pre-
pared, and without effective symptom management for post-
treatment issues [8, 9]. Although multiple clinical guide-
lines with clear recommendations for cancer survivorship
care are available, uptake in routine care remains low, and
strategies for successful integration are not well understood
[10-15]. As the number of long-term breast cancer survivors
increases and workforce shortages in oncology loom, tradi-
tional survivorship care models are increasingly recognized
as unsustainable [6]. Better understanding of current barriers
faced in clinical practice is needed to inform more compre-
hensive approaches to survivorship care [16].

This paper aims to identify medical oncologist-perceived
barriers and motivators in addressing long-term effects in
breast cancer survivors across the cancer care trajectory.
Opportunities to enhance discussion, assessment and man-
agement related to long-term effects in breast cancer survi-
vorship care are also summarized.

Methods
Design

This is a secondary analysis of survey data from the Medi-
cal Oncologist Survivorship Study (MOSS), conducted from
October 2018 to April 2020 at the University of California,
Los Angeles (UCLA) [17]. The purpose of this analysis was
to examine oncologist-reported barriers and motivators to
addressing physical and psychosocial long-term effects using
a mixed-methods approach. MOSS surveyed a national sam-
ple of medical oncologists about various aspects of imple-
menting guideline-concordant breast cancer survivorship
care in clinical practice. Survey content was informed by
findings from prior qualitative research with medical oncolo-
gists and breast cancer survivors [8], and available clinical
guidelines on survivorship care broadly, breast cancer-spe-
cific survivorship care, and specific cancer-related symp-
toms [10-15, 18-20]. Eligible participants were U.S. medi-
cal oncologists who treat breast cancer patients, and were
recruited using commercial and research databases from a
professional society (ASCO), as described elsewhere [17].
Informed consent was obtained from all study participants.
After completing the study survey, participants received
a $50 gift card. The UCLA Institutional Review Board
approved the study protocol.
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Measures

Primary outcomes of this analysis were (1) perceived barriers
to addressing physical long-term effects, (2) perceived barriers
to addressing psychosocial long-term effects, and (3) perceived
motivators to addressing physical and psychosocial long-term
effects in patients with breast cancer. The survey assessed each
outcome using both closed-ended and open-ended questions.
In the closed-ended format, participants were asked to “select
all that apply” from a list of potential barriers based on find-
ings from our qualitative research as well as review of exist-
ing literature. The open-ended questions allowed clinicians to
write free-text responses to capture any barriers and motiva-
tors not adequately represented on the a priori list, as well as
elaborate on these experiences in their clinical practice set-
tings. The survey also queried participants about perceptions
regarding role responsibility for ten activities of survivorship
care, including screening for new primary cancers, evaluating
for late and long-term effects, and managing comorbid con-
ditions. Additionally, sociodemographic characteristics about
participants and clinical settings were collected.

Data analysis

We analyzed both the quantitative and qualitative data for
each outcome and used the findings to identify key barriers
and motivators to addressing long-term effects in patients
with breast cancer. For the quantitative data, we calculated
frequencies of items endorsed by oncologists in the closed-
ended questions to rank individual barriers and motivators.
We also used descriptive statistics to summarize demographic
characteristics of the sample. Quantitative analyses were con-
ducted in R studio, version 1.3.1073.

For the qualitative data, we used an inductive content anal-
ysis approach to analyze each primary outcome [20]. Free-
text responses to the open-ended items were exported from
REDCap for analysis, and reviewed by the research team.
Next, we organized the data using a process of open coding,
in which specific analytic labels were attached to textual data.
Codes were further organized through grouping, collapsing,
and comparison of salient themes across participants. These
codes were then used to inform the development of initial
categories. Through ongoing meetings throughout the analy-
sis, the research team discussed and resolved any interpretive
disagreements and further refined the categories and their
meanings.
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Results

Data were available from 217 medical oncologist survey
respondents. Their mean age was 46 years (SD 12.8 years),
and most reported practicing in academic settings (n=108,
49.8%) and receiving no formal training in survivorship care
(n=164, 75.6%). Additional characteristics of the sample
are listed in Table 1.

Perceived barriers to addressing physical long-term
effects

Lack of time during follow-up appointments was the most
frequently endorsed barrier to addressing physical long-
term effects in patients with breast cancer (n =128, 59%),
see Fig. 1A. Other high-ranking barriers included the per-
ceived lack of evidence-based or effective interventions
(n=289, 41%) and lack of clinical algorithms (n=75, 34.6%)

to guide appropriate care when chronic issues are identi-
fied. Of the possible barriers, low interest among colleagues
(n=37, 17%) and identifying patients at high-risk for long-
term effects (n =29, 13.3%) were least frequently endorsed.

In the qualitative analysis, two categories related to per-
ceived barriers regarding physical long-term effects were
identified. “Competing priorities during brief appointments”
and “Discussing long-term effects—Who? What? When?”
(see Fig. 2). Competing priorities during brief appointments
refers to a tension described by oncologists between discuss-
ing long-term risks and more immediate clinical issues dur-
ing pre-treatment consultations. According to several oncol-
ogists, this resulted in minimal opportunities to introduce
the concept of long-term risks early in the trajectory and
prepare patients for what to expect after treatment. As one
oncologist shared, “There are so many [potential long-term
and late effects] and of such low prevalence that higher yield
of time available is spent on acute side effect preparation.”
In response to time constraints, some participants expressed

Table 1 Oncologist

- Physician characteristics Subgroup Number %
characteristics (n=217)

Mean age (+SD), years 45.9 (£12.8)
Mean years in practice (+SD), years 19.3 (£12.6)

Gender Female 79 36.4

Male 107 49.3

Prefer not to say 6 2.8

Missing 25 11.5

Race/ethnicity Non-Hispanic White 105 48.4

Asian 59 27.2

Hispanic White 8 3.7

Black 1 0.5

Prefer not to say 19 8.8

Missing 25 11.5

Faculty appointment in a medical school Yes 87 40.1

No 107 49.3

Missing 23 10.6

Training in survivorship care Yes 29 13.4

No 164 75.6

Missing 24 11.1

Hours in direct patient care per week <30 62 28.6

>30 155 714

Usual monthly number of patients with new 1-10 45 20.7

diagnosis of any cancer 11-10 36 397

21-30 56 259

3140 18 8.2

41-50 12 5.5

Usual monthly number of patients with new 1-5 97 44.7

diagnosis of breast cancer 6-10 63 29

11-20 34 15.7

21-30 16 7.4

>30 7 32
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Fig. 1 Oncologists’ perceived barriers and motivators for addressing
long-term effects of breast cancer patients. A Barriers to addressing
physical long-term effects. B Barriers to addressing psychosocial

the desire for clinical communication tools to enhance the
efficiency of these discussions during patient visits, with one
oncologist suggesting, “A focused [survivorship] checklist
with percentages from a national organization would facili-
tate the conversation.” Additional quotes representing this
category are shown in Fig. 2.

The second category, “Discussing long-term effects—
Who? What? When?”, reflected the complex and
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Percentage of oncologists reporting motivators

long-term effects. C Motivators for addressing long-term effects.
Items are not mutually exclusive; participants were able to select all
that apply

“overwhelming” task of initiating conversations about
physical long-term effects with patients. First, oncologists
expressed concerns regarding the “sheer number of possi-
ble treatment effects” for a single patient, and emphasized
the challenge of consolidating and tailoring this information
during brief clinical encounters. They also described ambi-
guity regarding optimal timing to discuss long-term effects
with patients. When considering initial consultations, one



Breast Cancer Research and Treatment (2022) 194:699-707 703
Selected Quotes Category l | Overarching Category
“1) Lack of time, 2) Patients with other more acute complaints, 3) Worry that Competing Ve ~N

concern over low frequency or long-term [effects] will scare patients away from
accepting the therapy they need.”

“I think long-term side effects should be mentioned to patients on initial
consultation and on consenting for treatment. They can be explained in more
detail in future appointments so as to not overwhelm patients.”

“I am not a trained mental health provider. I am comfortable raising the topic of
potential long-term issues but need a different specialty [for] treatment, i.e. PCP,
mental health.”

“Responsibility to patients to discuss ALL potential risks and benefits of treatment.”

“I believe all patients should be educated on potential side effects in order to make
informed decisions.”

>

priorities during
brief appointments

Barriers to addressing
physical long-term

effects
Discussing long-
term effects — Who? \ J
What? When?
4 )

Barriers to addressing

Beyond my expertise psychosocial long-term

and comfort level

effects
- J
I owe it to them 4 . N
Motivators for
addressing physical &
psychosocial long-term
Giving people a life effects
worth living \_ J

Fig.2 Content analysis process diagram with selected quotes from oncologists’ open-ended survey responses

participant explained, “Patients will be overwhelmed with
the long-term side effects and not focus on the present.”
Several oncologists shared this sentiment, with one describ-
ing attempts to avoid “overwhelming a patient before we
even begin treatment.” However, others acknowledged that
discussion about risks of long-term effects was necessary
for patients to make truly informed decisions about treat-
ment and thus, preferred they occur during pre-treatment
consultations.

Some oncologists believed these discussions should be
postponed until patients are more receptive to this informa-
tion, emphasizing the end of treatment as a prime opportu-
nity to provide anticipatory guidance and set realistic expec-
tations with respect to long-term effects. As one oncologist
explained, “Pre-treatment can be overwhelming for patients.
I find a year after diagnosis, patients often just start pro-
cessing their diagnosis, treatment, and plans moving for-
ward, and we have more conversations about late or long-
term treatment effects.” This lack of clarity about when to
introduce potential long-term effects also contributed to the
perceived difficulty of efficient assessment and management
during post-treatment appointments. Additional quotes are
shown in Fig. 2.

Barriers to addressing psychosocial long-term
effects

As with physical effects, the most frequently endorsed
barrier to the assessment and management of psy-
chosocial long-term effects was lack of time during

follow-up appointments (n =134, 61.6%). Other key barri-
ers included the perceived lack of mental health providers
(n=115, 53%) and psychosocial resources (n =97, 44.7%),
as well as oncologists’ perception of their own knowledge
and skills in this area as inadequate (n =88, 40.6%), sce
Fig. 1B. Only seven participants (3%) reported no barri-
ers to addressing psychosocial long-term effects in breast
cancer survivors.

In the qualitative analyses, oncologists elaborated on their
concerns about their own clinical abilities regarding psycho-
social long-term effects, as reflected in the category “Beyond
my expertise and comfort level.” This category describes
how perceived gaps in their own knowledge, skills and
confidence served as a barrier to addressing psychosocial
needs with patients. For example, one oncologist reported,
“We are not adequately trained to manage [psychosocial]
issues,” while another explained that psychosocial assess-
ment is “very personalized and hard to get at. I don’t have
the training or time to get into this with all patients so I
reserve it for those who I think need it.” Another oncologist
reflected on “overconfidence in my own ability to manage.
I do this often, but wonder if other professionals are better
equipped to help my patients.” Oncologists also reported
multiple challenges related to accessing psychosocial refer-
rals and resources and closing the loop for patients who
require further evaluation and support. As one oncologist
shared, “Some patients have levels of anxiety that are beyond
my expertise and comfort level. I have had problems refer-
ring to psychosocial services, either patients are reluctant or
there no providers in their network available.”
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In addition to their limited training, several oncologists
identified the perceived absence of evidence-based inter-
ventions and clinical guidelines as a barrier to providing
psychosocial survivorship care. As one participant shared,
“I often find myself sympathizing with patients about the
psychosocial long-term effects of chemotherapy, however
there are few guidelines or proven therapies to address these
issues.”

Motivators for addressing physical and psychosocial
long-term effects

Despite these barriers, survey respondents reported being
highly motivated to try to address both physical and psycho-
social long-term effects in their patients with breast cancer.
When questioned about their underlying motivators, they
more frequently endorsed the patients’ post-treatment symp-
tom experience (n=156, 71.9%) and the patient’s demand
for or interest in post-treatment care (n= 116, 53.4%), see
Fig. 1C. These two motivators reflect a tendency among
oncologists to address long-term effects as needed, typically
in response to patients’ symptom burden or patient-initiated
interest. The third most frequently endorsed motivator was
professional responsibility and ethical obligation (n =93,
42.9%). The motivators that were reported by oncologists
with the lowest frequency were concerns about financial
reimbursement (n =20, 9.2%) and liability (n=15, 6.9%),
but these were important considerations for a small subset.

In the free-text responses, oncologists described their
motivation to address long-term effects across two catego-
ries, “I owe it to them” and “Giving people a life worth
living.” In the first category, “I owe it to them,” partici-
pants described the ethical and professional imperatives as
oncologists as key sources of motivation, using terms such
as “responsibility,” “duty,” “obligation,” and “expectation.”
Oncologists described this ethical obligation as a way to
ensure patients are capable to “fully give consent” for treat-
ment and clearly “understand their risks and options.” As
one oncologist shared, “It is the right thing to do. If they suf-
fer these effects, I want them to at least recall having heard it
might happen.” Another shared lessons learned about com-
municating such issues through their own experience as a
patient, “Having been through cancer treatment myself, I
have some better idea of how to present issues and options
(like I never got!).” Although less common, two oncologists
referenced possible legal ramifications of not fulfilling these
professional obligations, underscoring the need to “legally
cover your bases and make sure patients fully understand
what they are getting into.” Additional quotes are shown
in Fig. 2.

The second category, “Giving people a life worth liv-
ing,” describes oncologists’ professional commitment to
quality of life, not just survival, as a main motivator in
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addressing long-term effects in patients with breast cancer.
Many oncologists considered a focus on quality of life as a
means of providing more holistic care. For example, one par-
ticipant explained, “I don’t treat cancer. I treat people with
cancer. I do not consider [overall survival] as the primary
goal. I consider giving people a life worth living as the pri-
mary goal.” Several oncologists also believed that increas-
ing patients’ awareness of potential long-term effects led
to earlier symptom management and improved quality of
life for survivors. One oncologist described these perceived
benefits, “Empowering patients with information can help
them feel more in control of the things they can do to help
reduce and/or mitigate symptoms.” Additionally, multiple
respondents viewed communication about potential long-
term effects as a way of “building trust and expectations,”
which also improved quality of life for their patients. As one
oncologist shared, “I believe the more they know, the better
prepared they are, the more trust they have in their caregiver,
and the better the outcome will be.” Overall, key motivators
across these categories focused on improving patients’ qual-
ity of life, building trust with patients, and upholding their
professional values.

Perceived role responsibility and survivorship care

Participants perceived the majority of survivorship care
activities to be the primary responsibility of medical
oncologists, PCPs, or both (Supplemental Table). Radia-
tion oncologists and breast surgeons were perceived as less
responsible for these tasks; oncology APPs were consid-
ered involved in some aspects, but not primarily responsi-
ble. Medical oncologists perceived themselves as primarily
responsible for evaluating physical (86%) and psychological
(64%) long-term and late effects and managing pain (81%)
and fatigue (66%), while screening for new primary can-
cers and counseling on smoking cessation were perceived as
shared responsibilities with primary care. The management
of comorbid conditions was seen as the primary responsibil-
ity of primary care (75%).

Discussion

In this secondary analysis of data from a survey of medi-
cal oncologists about breast cancer survivorship care, we
examined oncologist-perceived barriers and motivators to
addressing physical and psychosocial long-term effects with
their patients. As the prevalence of breast cancer survivors
increases and projected workforce shortages loom [6, 21],
understanding barriers and motivators to addressing long-
term effects in routine care is a high priority. Many bar-
riers identified in this study, such as limited time, lack of
survivorship care training, and poor communication, have
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been reported consistently since the Institute of Medicine
Lost in Transition report [22, 23]. More than 15 years since
its publication, it is clear that oncologists still struggle to
deliver comprehensive survivorship care without structured
processes in place. Although many survivorship care guide-
lines are now available, and oncologists acknowledge the
importance of addressing long-term effects, complex barri-
ers persist in clinical care and many breast cancer survivors
do not receive adequate support.

Our findings reflect the dominant model of survivorship
care, in which oncology specialists continue to follow their
patients for years to decades after initial treatments, with
no transition of care to other providers or settings [6, 22].
As previously reported [17], most oncologists in this study
described being the sole clinician (62%) providing follow-up
care, while others collaborated with an oncology advanced
practice provider (APP) in their practice (16%). Only 10%
of participants reported access to a dedicated survivorship
clinician (MD or NP). Instead, most oncologists continue
to bear the responsibility of coordinating various aspects
of survivorship care without a standardized approach. This
model is not only inefficient and unsustainable, but often
fails to address survivorship concerns beyond recurrence,
such as quality of life, physical and psychosocial conse-
quences of cancer and its treatment, and care coordination
between oncology, supportive care specialists, and patients
and families [6].

Despite oncologists’ strong motivation to provide high-
quality survivorship care, integrating the assessment and
management of physical and psychosocial long-term effects
into brief encounters is daunting. Systematic approaches
are necessary to address well-known barriers, such as lack
of time and poor communication, and ensure that breast
cancer survivors receive adequate support. The findings
of this study underscore the need for alternative models
with embedded structures to facilitate systematic screen-
ing for a broad array of survivorship issues, in combination
with need-based referrals and a stepped care management
approach. For example, routine monitoring of survivors
using validated patient-reported outcome tools may help to
identify patient needs proactively and coordinate care with
behavioral and integrative oncology services using an indi-
vidualized, yet efficient approach [24]. Findings from this
study suggest that many clinical environments lack clear pro-
cesses for referring survivors for further evaluation. In these
instances, oncologists may identify patient issues, but lack
time or expertise to address them. Without established sys-
tems for referral, including ‘when’ (specific criteria), ‘how’
(embedded referrals), and ‘who’ (known resources), oncolo-
gists are left to construct a unique plan for each patient at
each encounter. Furthermore, our sample included both gen-
eralist and breast specialized oncologists, and it is likely that
addressing a wide range of potential chronic issues is even

more complex for those treating patients with diverse cancer
and treatment types.

To streamline this process and help clinicians identify and
respond to emerging patient concerns, formalized workflows
are needed to access supportive care services. Oncologists in
this study described a lack of guidelines and evidence-based
interventions for psychosocial long-term effects, when in
fact such guidelines exist [11, 14, 15]. Screening for psycho-
social distress is now considered a standard of cancer care,
and many ultra-brief, validated screening tools are available
for use in brief clinical encounters [20]. By standardizing
this workflow, oncologists will become more familiar with
existing tools and resources and how to use them, possi-
bly reducing the time needed. In addition, clarity regarding
role responsibility for specific survivorship care tasks may
facilitate a team-based approach. In some settings, incorpo-
ration of lay navigators or community health workers may
enhance coordination of survivorship services. Although
there is growing evidence that dedicated survivorship clinics
have a positive impact on patient outcomes, such as quality
of life and satisfaction, compared to routine care [25], they
are likely not feasible or scalable across all settings given
known workforce and financial pressures. Alternative mod-
els should also be explored [6, 26, 27].

This study also highlights distinct barriers related to com-
munication about long-term effects at different points along
the care trajectory. First, consensus about optimal timing
to initiate these discussions is lacking, and many oncolo-
gists described drawbacks of introducing potential long-term
effects before treatment begins. However, this information
was also perceived as central to informed consent. Insuffi-
cient communication about potential long-term effects early
in the trajectory added to the difficulty of caring for patients
once they experienced post-treatment issues because they
did not receive adequate preparation or anticipatory guid-
ance. Ideally, the risks for potential physical and psycho-
social long-term effects should be threaded across the care
trajectory, first introduced at pre-treatment visits and revis-
ited in more depth as primary treatment comes to an end.
This foundation may better prepare patients for long-term
effects if they arise, provide guidance on self-management
strategies and when to seek care, and facilitate more effi-
cient monitoring at post-treatment encounters. Because of
the close interpersonal bonds they form with survivors [28],
oncologists are poised to lead these discussions, and can use
them as opportunities to endorse the involvement of other
disciplines in team-based survivorship care.

Expanded educational and training opportunities offer
another strategy in reducing barriers in survivorship care.
New research on innovative educational programs aims to
improve survivorship knowledge and skills among clini-
cians. Smith and colleagues [29] developed a multimedia
survivorship education program, intended for primary
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care, to bridge survivorship education gaps in routine prac-
tice. Interestingly, the program contains specific guidance
on effective communication related to managing physical
and psychosocial late and long-term effects using existing
guidelines and evidence-based interventions. Such pro-
grams should also be available to oncologists and other
disciplines involved in survivorship care, such as mental
health and rehabilitative providers. This interprofessional
training may help overcome barriers identified in this
study, such as optimal timing and role ambiguity. How-
ever, evidence shows that educational programs alone
will not suffice; focused implementation programs with
audit-and-feedback strategies may lead to more effective
delivery of survivorship care [23].

Despite the study’s contributions, there are noteworthy
limitations to consider. This study was a secondary analy-
sis of previous research; we were unable to seek clarifi-
cation of participants’ reported barriers and motivators.
We also did not specifically test oncologists’ knowledge
or self-efficacy regarding best practices related to manag-
ing long-term effects. Additionally, our sample included
both generalists and breast specialists and this may have
impacted perspectives on survivorship care, but analyses
across these characteristics were not feasible. Stratifica-
tion of barriers and motivators across patient-level fac-
tors, such as age and tumor stage groups, was also beyond
the scope of this study. Lastly, the study demonstrated a
rigorous strategy to collect perspectives on challenges in
survivorship care delivery in a national sample, though
study participants may not reflect the diversity of all medi-
cal oncologists across the U.S.

Novel models for comprehensive, evidence-based sur-
vivorship care in diverse settings are needed to overcome
numerous barriers in discussing, assessing and managing
long-term effects as outlined in current clinical guidelines,
and achieve progress in clinical practice [6, 28]. Struc-
tured processes that incorporate brief, systematic screen-
ing and need-based referrals may streamline oncologist-
led survivorship care. However, their success depends on
strong communication and established referral pathways
with supportive care services. With increasing attention on
value and sustainability, team-based survivorship care is
needed to address quality of life and the multidimensional
sequelae of breast cancer and its treatment.
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