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Abstract: Cancer patients and survivors can experience treatment related side effects that impact
nutrition status, as well as unwanted weight loss, weight gain and poor dietary quality. Therefore,
they are a group that would benefit from nutrition intervention. A qualitative study was conducted
online (six focus groups and two interviews) with 12 oncology providers and 12 survivors in the
United States. Participants were asked about the role of nutrition in survivors’ health, appropriate
components of nutrition care for cancer patients, and strategies to integrate nutrition into oncology care.
Feedback on a proposed program, “NutriCare”, was also sought. Focus groups were recorded,
transcribed verbatim, and analyzed for themes. Four main themes emerged: (1) nutrition is an
important component of oncology care and source of empowerment for cancer patients; (2) in the
NutriCare program, the prescription pad component was viewed as a critical aspect, and there was
also a preference for dealing with patients and survivors separately; (3) for implementation, the
most appropriate time for providers to talk to patients about nutrition is during the development
of the treatment plan. Reinforcement of key nutrition messages by providers was also highlighted;
(4) major barriers included lack of time and motivation by providers. Survivors were interested in
and providers supportive of integrating nutrition into oncology care.
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1. Introduction

Cancer patients can experience side effects of treatment that can impact nutritional intake [1,2],
as well as unwanted weight loss due to cachexia [3]. In addition, survivors have been shown to
experience unwanted weight gain [4] and to have poorer dietary quality than the general population [5].
Nutrition therefore should form an integral part of their management and treatment plan, but this
is not always the case. Previous work has found that medical oncologists and oncology teams often
neglect to include either screening or information provision related to nutrition in assessments [6,7].

This lack of guidance can lead to nutrition information being obtained elsewhere, often from
unreputable sources, or patients may turn to alternative approaches such as supplement use and fad
diets, often unsupported by scientific evidence [8]. Previous work with cancer survivors has indicated
that they are interested in receiving evidence-based nutrition information [9] and that they want to be
given this information by their oncologist or oncology team [9]. This is not currently a standard part of
clinical or healthcare practice in many locations.

To address this gap, the research team developed the NutriCare program using the 5A model
(“ask, advise, assess, assist, arrange”), as a potential program to help providers integrate nutrition
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into routine oncology care using a patient-centered approach. This paper reports on focus groups and
interviews conducted with oncology providers and cancer survivors to gain insight into their views on
integrating nutrition into oncology care, as well as their feedback on the content and implementation
of the NutriCare program.

2. Materials and Methods

2.1. NutriCare Program

2.1.1. Development of Nutrition Intervention

A nutrition intervention, “NutriCare”, was designed by the multidisciplinary team and utilized
in the focus groups to determine acceptability of such an approach. The 5A model recommended by
the Centers for Disease Control and Prevention for smoking cessation, with demonstrated feasibility in
primary care settings [10], was adapted for use in the oncology care setting for nutrition counseling
in this study. The proposed content was designed to be useful for individuals at all stages of the
cancer journey, from newly diagnosed to long-term survivors, with the healthcare team indicating the
appropriate sections to the survivor during the consultation process.

NutriCare

The NutriCare program content was developed by the research team between March and July
2018. The model is outlined below, along with the resources that have been developed to support
this program.

2.1.2. Ask

Patients complete a Nutrition Assessment for Cancer Patients (NACP) form that asks patients how
often they experience 12 cancer-related symptoms that affect nutritional intake (e.g., nausea, vomiting,
diarrhea, fatigue, or pain) and assesses adherence to the recommended intake of 11 key food groups on
a 4 point Likert scale. Symptoms were chosen from nutrition impact symptoms commonly reported
by cancer patients [11,12]. Questions on food groups were adapted from the validated Rapid Eating
Assessments for Patients (REAP) questionnaire [13].

2.1.3. Advise

Prescription pads have been previously used to provide physical activity advice. The nutrition
prescription contains seven nutrition recommendations, adapted from the current nutrition
recommendations for cancer survivors and the newly released Cancer Prevention Recommendations by
the World Cancer Research Fund (WCRF)/AICR with a strong evidence base [14], including (1) achieve
or maintain a healthy weight; (2) eat a diet rich in whole grains, vegetables, fruits, and beans; (3) limit
consumption of fast-foods and other processed foods; (4) limit consumption of red and processed meat;
(5) limit consumption of sugar-sweetened beverages, (6) limit alcohol consumption; and (7) aim to be
physically active (Figure 1).

In addition, the patient also receives individual-specific advice based on the results of the NACP
questionnaire above. For example, if the individual highlights that nutrition impact symptoms are
an issue, then they are provided with nutrition advice in this area [15,16], which is added to the
prescription pad. They are also directed to the appropriate section in the patient toolkit, which is based
on evidence-based practice (see Section 2.1.5 below), and the clinician then discusses how to set specific
measurable, attainable, relevant, and time-based (SMART) goals around this (see Section 2.1.4 below).
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and a question about willingness to change is asked in the NACP. If the individual indicates in the 
NACP that they are not willing to make changes, then they are still provided with the patient toolkit, 
but no goals are set at that time-point. If they are willing to change, then SMART goals in areas that 
were highlighted as important in the NACP are chosen. 

Figure 1. Nutrition prescription pad developed as part of the NutriCare program.

2.1.4. Assess

A section on goal setting is included in the provider toolkit (Figure 2) to help with this process,
and a question about willingness to change is asked in the NACP. If the individual indicates in the
NACP that they are not willing to make changes, then they are still provided with the patient toolkit,
but no goals are set at that time-point. If they are willing to change, then SMART goals in areas that
were highlighted as important in the NACP are chosen.

2.1.5. Assist

This stage involves the provision of an evidence-based patient toolkit. The toolkit comprises
sections on the importance of nutrition for cancer patients and survivors, how cancer treatment can
impact on eating patterns, strategies for managing these eating problems if experienced, preventing
unwanted weight loss and weight gain, healthy eating and active living post-treatment, and a frequently
asked question (FAQ) section split into 15 food groups or related topics, as well as additional information
on food safety, how to talk to their healthcare team about their diet, and how to evaluate nutrition
information for cancer survivors.

2.1.6. Arrange

Finally, the clinician arranges follow-up visits to reassess the individual’s intake and refill the
nutrition prescription pad.
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Figure 2. Goal-setting section of the healthcare professional toolkit.

2.2. Focus Groups

To help determine current views on integrating nutrition into oncology care and to obtain feedback
on the NutriCare program, a total of six focus groups (three with providers and three with survivors)
as well as two structured interviews (with individuals who were unable to attend the focus groups)
were conducted. Convenience sampling was used, as the individuals had previously served as part of
a stakeholder panel for the Nutritional Needs of Cancer Survivor Project (Project NNOCS) run by the
Principle Investigator (PI). Both healthcare providers and cancer survivors were recruited in June and
July 2018 and informed consent was obtained before focus groups were conducted online using WebEx
between 12 July and 1 August 2018.

All focus groups lasted an hour and were moderated by the lead author (LK), who was trained
by an expert in qualitative methodology (SCF). Two separate moderator guides (one for providers
and one for survivors) were developed by the lead author and PI with input from the rest of the team.
The providers received the healthcare professional toolkit and the 5A model guide to review prior to
the focus group, while the survivors received the patient toolkit for review.

Providers were asked about their general views on nutrition practice in oncology care, including
their current practice and access to evidence-based recommendations, the program content and format,
and the feasibility of utilizing the toolkit in practice. Survivors were asked about the nutritional needs
of someone who has survived cancer, where information is currently obtained, the content of the
patient toolkit, and their thoughts on participating in the NutriCare program. At the end of the focus
group, the moderator summarized the main discussion points and asked for feedback to ensure that
the participants’ perceptions of key points were captured correctly. All participants received a $25 gift
card for their participation.
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2.3. Analysis

The focus groups were recorded and transcribed verbatim. Based on the research aims and the
questions asked during the focus groups, a codebook was developed by the lead author, who served as
the lead analyst. The codebook was inductively refined based on the focus groups and consisted of three
main categories: role of nutrition in oncology care, program content, and program implementation.
All research team members reviewed and approved the final codebook. A subset of the transcripts
(n = 2) were then analyzed using this codebook by the lead analyst and one other member of the
study team (IY), both of whom independently reviewed the transcripts and coded the data before
meeting to obtain consensus. Any area of disagreement was resolved by reviewing the transcripts.
As >80% consensus was agreed, the lead analyst coded the remaining transcripts. Microsoft Excel
(version 1908) was used to assist with coding, since the number of groups and interviews was small
enough not to require specialized qualitative analysis software. The coded data were then assessed to
identify themes relevant to the research question. Supporting quotes for these themes were identified.
Themes from both the healthcare professional and the survivor focus groups were similar and were
grouped together into four categories: (1) nutrition in oncology care; (2) NutriCare program content;
(3) NutriCare program implementation, and (4) barriers and facilitators. These are presented with
supporting quotes. Participants’ identities were protected using participant numbers.

2.4. Ethics

This project was approved the Institutional Review Board of Tufts University (Institutional Review
Board Protocol No. 13001).

3. Results

Twelve oncology providers and 12 cancer survivors (survivors of a variety of cancers of varying
duration) took part in focus groups, which ranged in size from three to five participants. Two cancer
survivors took part in individual interviews due to an inability to take part in the focus groups on the
assigned date. Participant characteristics are outlined in Table 1.

Table 1. Characteristics of the 12 oncology healthcare professionals and 12 cancer survivors who took
part in focus groups to explore perceptions towards integrating nutrition into standard oncology care.

Healthcare Professionals

Characteristic Frequency

Sex Female (n = 10)
Male (n = 2)

Profession
Dietitian (n = 4)
Oncology nurse specialist (n = 4)
Oncologist (n = 4)

Location

Massachusetts (n = 4)
Philadelphia (n = 4)
Ohio (n = 2)
Texas (n = 1)
Pennsylvania (n = 1)

Cancer survivors

Characteristic Frequency

Sex Female (n = 10)
Male (n = 2)

Location

Massachusetts (n = 4)
Ohio (n = 2)
Texas (n = 1)
North Carolina (n = 1)
New Jersey (n = 1)
Illinois (n = 1)
Philadelphia (n = 1)
Virginia (n = 1)
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3.1. Nutrition in Oncology Care

Three themes were identified in this category: (1) access to evidence-based recommendations and
advice, (2) variability in nutrition provision, and (3) empowerment and control.

Both providers and patients reported challenges in accessing evidence-based nutrition
recommendations. Both the oncology providers and cancer survivors considered that accessing
evidence-based nutrition recommendations was important, and yet accessing these recommendations
was a challenge for both, with the exception of dietitians.

“I think there’s pretty decent access for me, as a dietitian, am because I know where to look and I
know where to go, I know the organizations I like to rely upon, the physicians on the other hand, they
probably don’t have the same knowledge of where to go, and establish their go to places to look up
information”

Healthcare Professional 1—dietitian

Survivors seemed to be vulnerable to misinformation and access to evidence-based guidance was
not always readily available. Many reported using the internet to locate this information, particularly
when it wasn’t addressed in the clinical setting, and that led them to information that was not
necessarily legitimate.

“I do know a lot of people aren’t very discerning about how they get their nutrition information, if it’s
in writing and in particular if it’s on an infographic they’ll take it as gospel so you know that’s real
problem”

Survivor 1

Oncology clinics varied in providing nutrition guidance to cancer survivors. There was variability
in accessing nutrition advice through oncology clinics due to different structures, resources, and
locations. Some clinics had healthcare professionals specifically assigned to address behavior change
or screen all patients for malnutrition or nutritional deficiencies as a standard part of practice; however,
others did not address nutrition nor did they have the resources to provide such information. Some
survivors had received dietitian consultations at some point during their care, but many had not.

“it doesn’t get much attention from the medical profession at least the people that I dealt with”

Survivor 12

Lack of nutrition input was particularly noted by healthcare professionals in rural hospitals with
smaller teams, although those in larger hospitals also noted a lack of information. Even where the
resources were available, they were not always utilized by healthcare professionals. In some cases,
they were also not utilized by patients due to the large number of appointments they already had in
addition to chemotherapy, on top of which adding a nutrition appointment did not seem feasible.

“With the large cancer hospital that I’ve been associated with, they don’t emphasize it, and then with
that people are left on their own and you know it’s not emphasized there is so much going on in cancer
experience that it often left to the wayside and not dealt with”

Survivor 3

Cancer survivors considered nutrition to be a tool for empowerment and control. Cancer survivors
considered nutrition to be a tool that could empower them and give them control over an aspect of
their care at a time when decisions seemed to be made by others (the oncology team). The nutrition
aspect of their care provided a sense that they were taking back control of their bodies again.

“Patients are looking for something that they can help themselves with that’s not one more chemical
that they’re putting in their body, how else can I help myself a different way.”

Survivor 9
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“It is the one aspect that they have control over and they are in charge of so I think that gives them
some incentive to follow through because we can’t do it for them, they’re doing it for themselves.”

Healthcare Professional 7—dietitian

3.2. NutriCare Program Content

There were two emerging themes in this area: (1) the prescription pad component was viewed
as a critical aspect of the program and (2) an awareness that the needs of patients and survivors are
different and should potentially be more clearly divided in this program.

The prescription pad was viewed as a critical aspect of the program. The prescription pad seemed
to carry a lot of weight and there was a perception that if a clinician were to provide advice in this form
it would be more likely to be taken seriously and to be implemented. It was viewed as more than just a
piece of paper. It was clear that clinicians have a lot of power in this setting and that recommendations
from them would be trusted, with all survivors wanting to hear this from their clinicians even ahead of
nutrition experts such as dietitians.

“I like this nutrition prescription pad, I’ve had good luck when you get a survivor to commit to a
health goal and you sort of write a contract about it and this is essentially giving something and you’re
going to have a discussion about specific goals, so I think that this can be very impactful.”

Healthcare Professional 4—oncologist

“If a healthcare provider writes a nutrition prescription, it’s hard to ignore, you know somebody
else from your circle can assess the intake and weight status but the oncologist writes a nutrition
prescription that’s something you have in hand that you access, so it would have some weight to it I
believe.”

Survivor 3

In regards to the differing needs of cancer patients and survivors, many of the healthcare
professionals and survivors showed a preference for splitting the resource into two separate tool
kits—one for those undergoing active treatment and one for those who have completed active treatment
and who could focus on dietary quality and weight management. However, some still liked to have
all the materials in one place and likened it to a manual for a car, where one can go to the relevant
sections but still have a comprehensive resource. Some of the questions in the NACP, such as how
many portions of fruit they consume per day may not be as relevant during active treatment and is
not something that would specifically be addressed at that point. Therefore, further refinement of the
questionnaire to reflect the differences between patients and survivors was recommended.

“I like the fact that it sets up to be both symptom management and survivorship.”

Survivor 7

3.3. NutriCare Program Implementation

Four main themes emerged that focused on implementation of the program: (1) the role of the
HCP should be to champion the program; (2) a need for flexible training and guidance regarding the
program content; (3) the best time to implement was deemed to be post-diagnosis, in line with the
development of the treatment plan; and (4) reinforcement of key messages and the benefit of small
changes should be encouraged throughout.

The healthcare professional’s role should be to champion the program. All participants felt that
to be adopted, doctors would need to initiate and champion the program. Dietitians highlighted the
potential impact of this, noting that consultations went better with individuals who had received a
few minutes talk from their doctors highlighting the importance of nutrition before a referral to them.
After a referral to the program, a dietitian or nurse could then deliver the additional components, and
this could be dictated by the clinic structure and resources.
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“I think it’s fantastic and I think doctors they still have a lot of power, a lot of respect and a lot of power,
especially when someone tells you you have cancer and I think they are the most important piece of the
puzzle, I think if doctors start this process . . . ”

Survivor 1

Flexible training and guidance will be required. A need for training was recognized by the
healthcare professionals who felt that this would enable anyone to deliver the intervention. It would
also address the lack of confidence that many of the non-dietitians felt in their ability to deliver a
nutrition intervention, when many had not received specific nutrition training and were not confident
they could deal with follow-up questions. They preferred a brief, on-line training format that would
fit into busy clinic schedules, with units that could be referred to when needed. Not all healthcare
providers were confident in delivering behavior change interventions or developing SMART goals,
and they wanted these to be incorporated in the training as well. Dietitians also felt that training would
be useful, as they did not always have specific training in oncology or certain aspects of oncology, e.g.,
survivorship versus acute care. Survivors highlighted a need to receive guidance on how to best use
the survivor toolkit and determined this should take place in person with a healthcare professional, an
aspect already part of the NutriCare program.

“I think training would be very beneficial because we can read and we can absorb but you know the
fact that people would maybe ask the question I wasn’t prepared to answer would be I think training
would be beneficial . . . ”

Healthcare Professional 6—dietitian

The best time to implement the program is alongside the treatment plan. Participants reported
that patients at diagnosis are dealing with a lot and that this would not be an appropriate time to
start the program, although some survivors did mention initiation at this point. The majority felt
that introducing the idea of nutrition briefly at this point would be more effective, and then when the
treatment plan is decided, the nutrition program should run in tandem with it and it should continue
as part of the survivorship plan for it to be taken seriously and to work.

“I think it’s a waste of time to try to discuss something like this during diagnosis because nobody will
hear what you say and over my head I would not care and it would be waste of time. I think during
treatment is the time to start approaching these issues”

Survivor 12

“Then it should just be ongoing, there should be no end to the nutrition part, it’s not something that’s
temporary”

Survivor 1

Reinforcement of messages and the benefit of small changes should be encouraged throughout.
Reinforcement of the key nutrition messages emerged as a strong theme, with the aim of making
the behaviors ingrained and habitual. Participants felt that it was important to have the messages
continually reinforced in multiple ways by their oncology team. Patients would also need to continue
asking for nutrition advice, care, and guidance.

“[The] message has to be repeated many times especially in a cancer situation where sometimes you
only take in 10 or 15 percent of the information in an appointment, so I like the toolkit. But we have
to somehow get it repeated whether its oncologist, nurse practitioner, dietitian, support group, care
givers, it has to be out here, you know, use your seatbelt, or don’t drink and drive, how many times
have you to hear the message before it becomes automatic and that’s key”

Survivor 3
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The idea of small steps to behavior change was also very strong, especially in the face of the
physical and mental challenges that oncology patients face. Participants believed that the benefit of
small steps should be made very clear to the patient/survivor.

“And maybe just an overriding sense that this whole process of changing your lifestyle habits and
changing what you eat is really difficult it’s not going to be easy, and so no one get a sense of you
know ‘why can’t I do this?’ It’s so incredibly hard, because it is.”

Survivor 10

3.4. Barriers and Facilitators

Barriers such as time and language and facilitators, namely interest and infrastructure, were
mentioned when the participants considered implementation of the NutriCare program.

The main barrier to implementing this program was time constraints. It was recognized by
survivors and healthcare professionals that clinicians did not have time in busy clinics to deliver this
program, and that they would not be motivated as they would not be reimbursed for their time.

“I don’t think this will happen in practice because the physician is too busy and is not paid for a
nutrition visit”

Healthcare Professional 1—dietitian

The hospitals included in the focus groups serve a multicultural cohort and require all materials
in a variety of languages. Since the toolkit is available only in English, this could serve as a barrier in
some clinics.

All participants however, recognized that nutrition is an important part of oncology care in
terms of quality of life and survival, and something that they would like to have incorporated into
oncology practice.

“It seems to fit hand in glove with survivorship. It’s like, in sports you try to do everything you can to
prepare for an event. Seems like to me, you try to do everything you can to prepare for survival.”

Survivor 3

Overall, there was a great interest in the NutriCare program and a consensus that it not just
educated patients and survivors, but also the healthcare professionals themselves. The usability of
it and the concise summary of current evidence and practical tips were lauded by both groups. In
situations where there is no access to dietitians or nutrition advice, it was deemed to be beneficial to
provide the toolkit to ensure that nutrition was addressed in some way.

“I think you guys have done great work and everything, you’ve summarised a lot of really good
information and it’s an excellent resource.”

Healthcare Professional 1—dietitian

“There are things in there that . . . had not occurred to me. I learned a lot from reading the toolkit and
I thought it was really interesting”

Healthcare Professional 8—nurse

There were some clinics that felt that this program would fit well with their current practice
and that they had the skills and experience to deliver it and that the resources would be of benefit
to this. However, there was an acknowledgement that this would not be the case for all clinics and
healthcare teams.
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“It would outline very nicely with what we are already doing, I don’t think it will override some of our
comfort zone to incorporate and I was looking for the resources to help and support healthy living
recommendations in a way to motivate patients”

Healthcare Professional 11—dietitian

“I think in our institution we actually I sent this idea around to a variety of providers and everybody
seemed had excited about it; the big thing is to get enough resources to spread them out throughout the
cancer center where patients are seen.”

Healthcare Professional 12—nurse

4. Discussion

This paper outlines the views of both oncology providers and cancer survivors on the integrating
of nutrition into oncology care and their views on the use of the 5A model to deliver this. Focus group
findings revealed a need and a desire for nutrition information from a reliable source from the
survivors, and an interest in and support for the program from both providers and survivors. The most
appropriate and feasible time to introduce this program seems to be at the point of development of
the treatment plan. The content was viewed favorably, although providers suggested there might be
barriers related to time and language. The appropriate role of the oncologist was indicated as that of a
“champion” for the program.

All survivors indicated a desire for evidence-based information at all points in their journey.
Current practices related to the provision of nutrition information are varied, and there is often
limited, if any, access to nutritional counseling. Cancer survivors often reported receiving little
guidance in this area and expressed an interest in receiving this information from their oncologist or
physician where possible [8]. Previous literature indicates that HCPs in a range of clinical settings lack
confidence and knowledge in nutrition [17–19]. This program aims to address this gap by providing to
clinicians easy-to-use, evidence-based nutrition information and a step-by-step process to follow to
aid this process. The HCP toolkit also specifies advanced nutrition issues that should be referred to
a dietitian.

Nutrition is critical to the management of cancer. The detrimental effects of some treatments on
dietary intake through commonly occurring side effects [2,20], as well as the cachectic response [3], can
have a negative impact on patients’ nutritional status and outcomes. Maintaining muscle mass is of
utmost importance, since reduced muscle mass in the form of sarcopenia is associated with fatigue,
impaired physical function, reduced tolerance to treatments, impaired quality of life, and reduced
survival [21]. It is important to deliver nutrition information to all rather than waiting until a patient
requests it or until they have experienced substantial weight loss. In some cases, muscle wasting is not
evident, for example in those who have obesity [21]. Recent work has shown that cancer survivors
who receive nutritional information more often change their dietary behavior, regardless of whether
they had nutritional information needs [22]. Survivors, when compared to the general population,
have a diet of poorer quality [5], and they can experience weight gain from early in treatment into
survivorship [4]. As cancer survivors are already at an increased risk of additional cardiovascular
disease risk factors such as hypertension and type 2 diabetes [23], it is important that this is addressed
to ensure the best outcomes in terms of recurrence and development of additional conditions.

Nutrition is important from a survivor perspective as it offers survivors control and it is something
they can manage, and also gives a sense of empowerment. This was a very clear finding from the
qualitative component of this work. By including nutrition as a part of a standard care, survivors may
gain a sense of power over a component of their care. This could help to increase the motivation and
empowerment of patients and survivors. Motivation plays a large role in the likelihood of an individual
creating positive change in their lifestyle and the likelihood of their maintaining this change [24].
Cancer also provides a “teachable” moment when individuals are more open to change, which could
have long-term health benefits [25]. While survivors reported a need for nutrition in all aspects of their
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care, they felt that the point of diagnosis or soon after would be the wrong time. Thus, to ensure the
best outcomes, introducing the program at a time when their treatment plan is being discussed was
deemed most appropriate.

The use of a prescription pad to provide nutrition advice was thought to have potential as an
effective way to promote nutrition goals and for providers to be able to champion nutrition as an
important aspect of care. Lifestyle prescriptions have previously shown to be effective [26], most
notably in the area of physical activity promotion [27,28]. As mentioned previously, clinicians have
previously reported a lack of confidence in the provision of nutrition information [17,29]; however,
by utilizing an intervention where their role is to champion an intervention and to endorse a nutrition
prescription, this barrier could be avoided. There could also be a place for training programs to
overcome this lack of confidence.

The goal of integrating the NutriCare program into current care is to be sustainable. However, it was
clear from the results that there may be barriers to this, e.g., time and language. Language could
be addressed by providing the resource in additional languages other than English once the pilot
work is complete and the program is refined. This program was designed to be implemented by the
oncology team; however, it was clear from this work that clinicians see their role as supporting and
introducing the program rather than delivering it. The potential for other team members to deliver it
varies, with some clinics reporting more of a capacity to do this than others. Any intervention needs to
be convenient, fit for purpose, cost-effective, and sustainable, and so pilot work will now evaluate the
feasibility of incorporating this program as part of routine care and assess participation, adherence,
and retention rates.

These findings will help to further inform the development of this program, with the ultimate
goal of ensuring that evidenced-based nutrition information is easily accessible to individuals at all
stages of their cancer journey and can be implemented in a way that suits both the patient and the
medical team. Nutrition is a missing piece in healthcare—doctors prescribe medicines but not nutrition
or nutritious foods [30]. A lot is yet to be done to add more nutrition and biochemistry of nutrition
into the formative years of physician and healthcare professional training.

Strengths and Limitations

The main limitation to this work is that the focus groups were conducted with a convenience
sample. However, this sample represented the main professions that deal with oncology survivors and
that we wanted to include. In addition, they were located across the United States.

5. Conclusions

This study found that survivors were interested in and providers supportive of a nutrition
program for cancer survivors. They provided valuable input on the content and implementation of
a proposed intervention utilizing the 5A model in a clinical setting. Determining if it is feasible to
integrate nutrition care into standard oncology practice is a vital next step, and it is clear that this
approach needs to be convenient and sustainable. Pilot work is currently underway to address this
question and to further inform the development of the NutriCare program.
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