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ABSTRACT

Objective: This study aimed to assess gynecologic oncologists (GOs)’ perceptions and 
attitudes toward cancer survivorship to help improve survivor care.
Methods: We conducted a web-based questionnaire survey about survivorship issues for the 
GOs belonging to the Japan Gynecologic Oncology Group. We analyzed the proactiveness of 
the participants toward addressing 25 survivor issues. In addition, the practice patterns and 
barriers to care for survivors’ long-term health issues, such as second primary cancer (SPC) 
and lifestyle-related diseases (LSRD), and return-to-work (RTW) support were assessed.
Results: We received 313 responses. The respondents had a mean of 22 years of physician 
experience. The ratio of men to women was approximately 7:3, and 84.7% worked at facilities 
for multidisciplinary cancer treatment. The respondents’ proactiveness for addressing 
psychosocial problems was significantly lower than physical and gynecological issues (p<0.01 
by χ2 test). However, most GOs tried to contribute to such issues according to patients’ 
demands. Women GOs were more proactively involved in some survivorship issues than the 
men (p<0.05 by logistic regression analysis). The rates of the respondents who proactively 
discussed SPC, LSRD, and RTW were unexpectedly high (60.7%, 36.1%, and 52.4%, 
respectively). However, the GOs only provided verbal support for these issues in many cases.
Conclusion: The Japanese GOs were enthusiastic about survivorship care. However, their 
tendency to deal with survivors’ problems through their own knowledge and judgments 
raises concerns about the quality of care. Therefore, creating survivorship care guidelines and 
enhancing multidisciplinary collaboration should be prioritized.
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INTRODUCTION

Recent advances in medicine have enabled many cancer patients to return to society, 
and support for long-term cancer survivors has been an essential issue in modern cancer 
treatment [1,2]. Japanese The 3rd Basic Plan to Promote Cancer Control Programs emphasize 
awareness of “a society in which cancer survivors can live with dignity and peace of mind,” 
indicating that the promotion of cancer survivor care is a priority in society [3].

Japanese universal national medical insurance system provides cancer patients with high-
quality medical care. However, long-term cancer survivor support is not considered an 
essential part of cancer care and is often offered as an adjunct to recurrence surveillance. 
Furthermore, oncology nurses and social care workers do not participate in follow-up care 
except in exceptional cases. Therefore, it is essential to raise awareness of cancer survivorship 
issues among oncologists because it will facilitate multidisciplinary collaboration.

In this study, we focused on the attitudes of gynecologic oncologists (GOs) toward cancer 
survivorship because we believed that enhancing GOs’ attitudes would improve women’s 
cancer care quality. Gynecological cancer frequently affects young and working-age patients, 
and the prognosis is generally good. In other words, many gynecologic cancer patients 
require long-term survivor care. Furthermore, GOs often follow patients over a long period 
and deal with problems that are unique to women. Therefore, we believe that GOs should be 
the medical providers who take the lead in cancer survivor care.

This study aimed to identify issues that need improvement in cancer survivor care in Japan. 
For this purpose, we surveyed GOs’ awareness and attitudes towards various issues regarding 
cancer survivorship, including physical, psychological, and long-term health promotion 
and social problems [4-6]. In particular, we examined GOs’ attitudes toward long-term 
health promotion (i.e., second primary cancer [SPC] and lifestyle-related disease [LSRD] 
prevention) and return-to-work (RTW), issues that have been recently in the spotlight [6-9] 
but seem to be unfamiliar to Japanese GOs.

MATERIALS AND METHODS

1. Survey and participants
This study was approved by the Ethical Committee at Nihon University School of Medicine 
(#RK-200825-3, approved on August 26th, 2020). An online questionnaire survey was 
conducted to assess GOs’ attitudes, practice patterns, and barriers to gynecologic cancer 
survivor care. The principal investigators developed the questionnaire’s content, and a pilot 
test was conducted with several volunteer gynecologists who did not participate in the actual 
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Synopsis
The gynecologic oncologists showed relatively proactive attitudes toward a wide range 
of survivorship issues. However, gynecologic oncologists tended to handle survivorship 
problems in a self-taught manner. Creating practical survivorship care guidelines and 
promoting multidisciplinary collaboration are necessary.
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survey. The questionnaire was then reviewed by the Supportive and Palliative Care Committee 
of the Japanese Gynecologic Oncology Group (JGOG).

The GOs in the JGOG were invited to participate in the study. We sent the first invitation 
email via the JGOG member emailing list, and reminder emails were sent twice during the 
study period. In the invitation letter, we described that the completion of the survey indicated 
implied consent. No incentive was offered to the participants. The online survey was 
conducted using Google Forms between October 10th and November 20th, 2020.

In the first section of the survey, we collected the participant’s background data, including 
their gender, age, years of experience as a physician, type of cancer practice (multimodality 
treatment or follow-up after treatment), type of working institute, region of their workplace, 
experience of having cancer, and the last digit of their day they were born. The responses with 
identical answers for gender, age, workplace region, and the last digit of the birthday were 
considered duplicates (one person answered the survey multiple times) and were excluded 
from the analysis.

2. Attitude and practice patterns for cancer survivor care
The second section of the survey asked about the participants’ attitudes and practice patterns 
for patients’ problems after cancer treatment, specifically how they provide information and 
guidance to their patients about survivorship problems. This section of the questionnaire 
included 26 items about physical, psychosocial, and long-term health promotion issues, 
and the respondents selected an answer from given choices. For the question “How often 
do you provide information and guidance to your patients about long-term problems after 
gynecologic cancer treatment?” and the answers “in most cases” and “to the patients in 
need” were combined as the proactive group, and the answers “only when requested by 
the patients” and “only seldomly” were combined and counted as the passive group. The 
proportions of the proactive and passive groups were calculated for each item, and the 
relationship between the participants’ proactiveness and background factors was analyzed.

3. Practice patterns and barriers for SPC and LSRD prevention and support in 
RTW after cancer treatment

We asked about the participants’ practice patterns and what barriers to SPC and LSRD 
prevention and RTW support they face. The questions regarded perceived responsibility, the 
contents and method of instruction to the patients, and perceived barriers to SPC and LSRD 
prevention and RTW support. The respondents selected answers from given options, except 
for the questions about perceived barriers, which allowed freely written comments.

4. Statistical analysis
The survivors’ problems to which the GOs did not have a proactive attitude were extracted 
using χ2 and Cramér’s coefficient of association (V) tests. The relationship between the 
participants’ background factors and proactiveness to survivors’ problems was analyzed by 
χ2 test or t-test according to the type of variable. Binominal logistic regression analysis was 
performed using gender, years of experience as a physician, type of the workplace, and the 
participant’s history of cancer as potential confounding factors. The statistical analyses were 
performed using STATA SE version 17 (StataCorp, LCC, College Station, Texas, USA). Two-
sided p-values less than 0.05 were considered statistically significant.

https://doi.org/10.3802/jgo.2023.34.e10

Gynecologic oncologists’ attitudes on survivorship



4/14https://ejgo.org

RESULTS

1. Participants’ characteristics
The invitation emails were sent to 985 gynecologists of JGOG. After excluding the duplicates, 
we acquired 313 (31.8%) responses. The demographics of the participants are shown in Table 1.  
The ratio of men to women was approximately 70 to 30. The majority of the participants had 
a wealth of experience as a physician (>10 years). In addition, most of them (84.7%) worked in 
Ministry of Health, Labour and Welfare (MHLW)-designated cancer hospitals, where they are 
mandated to provide advanced cancer medicine, including survivor care. Sixteen respondents 
(5.1%) had experienced cancer themselves.

2. GOs’ attitudes toward various problems after cancer treatment
Fig. 1 presents the proactiveness of the participants for 15 survivorship issues among the 
26 items questioned in the survey. The results for all 26 items are shown in Fig. S1. Most 
respondents showed proactive attitude toward physical symptoms (i.e., intestinal and urinary 
tract issues, skin complications, lymphedema, and peripheral neuropathy) and gynecologic 
problems (e.g., estrogen deficiency symptoms and fertility issues). On the other hand, they 
showed less proactive attitude toward psychiatric problems (i.e., cognitive impairment, 
depression, and sleeping disorders), appearance care, sexual dysfunctions, and socio-
economic issues (i.e., partnership, infant adoption, and financial burden) (Fig. 1; p<0.01 
by χ2 test, Cramér’s V=0.604). However, most respondents were willing to provide support 
upon request from patients (Fig. 1; the answers “only when requested by the patient”). 
Exceptionally, a significant number of respondents expressed negative attitude toward 
psychological concerns and infant adoption (Fig. 1; the answers “only seldomly,” p<0.01 by χ2 
test, Cramér’s V=0.429).

https://doi.org/10.3802/jgo.2023.34.e10
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Table 1. Demographics of the participants (n=313)
Characteristics No. (%)
Gender

Men 228 (72.8)
Women 85 (27.2)

Age (yr)
Under 40 58 (18.5)
40–49 140 (44.7)
50–59 79 (25.2)
60 and above 36 (11.5)

Years of experience as a physician
Under 10 7 (2.2)
10–19 117 (37.4)
20–29 121 (38.7)
30 and above 68 (21.7)

Type of cancer care provided
Multidisciplinary treatment 299 (95.5)
Other 14 (4.5)

Type of working facility
MHLW-designated cancer hospital 265 (84.7)
General hospital 41 (13.1)
Other 23 (7.4)

History of having cancer
Yes 16 (5.1)
No 297 (94.9)

MHLW, Ministry of Health, Labour and Welfare.
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For the items toward which GOs showed a reluctant attitude, we performed statistical 
analysis to identify the characteristics of more enthusiastic participants. The univariate 
analysis showed that gender, the workplace (MHLW-designated cancer hospital or not), and 
the participants’ history of having cancer were significantly related to some of the items 
(Table S1). In addition, we considered that the respondents’ years of experience strongly 
influence the working circumstance and practice patterns. Hence, gender, the type of the 
workplace, the experience of having cancer, and years of experience as a physician were 
chosen as explanatory variables for multivariate analysis. As shown in Table 2, the women 
doctors were more likely to provide information on appearance care, sexual dysfunction, 
partnership issues, and support for RTW than the men. Contrarily, the men had a higher 
perception of the patients’ financial burden than the women. The respondents with cancer 
experience were more proactive in providing information about infant adoption than others.

3. GOs’ attitudes toward SPC prevention
We further asked about the participants’ attitudes toward SPC prevention for gynecologic 
cancer survivors. The results are shown in Table 3. When asked “How often do you advise a 
patient to receive SPC screening?” more than half of the participants answered “always” or 
“most of the time.” The types of cancer screening suggested to the patients were breast (93.9%), 
colon (81.2%), and gastric cancer screening (53.4%). Forty-four percent of the respondents 
considered GOs to be most responsible for promoting SPC prevention. Approximately 60% 
suggest SPC prevention relatively early, such as during treatment or at the completion of 
treatment. When asked “How do you provide advice and guidance on SPC prevention to a 
patient?” most participants answered that they do it by themselves, verbally (82.1%), and only 
a small number utilized the help of other professionals (8.0%) or educational material (7.3%). 
The most frequent barrier to SPC prevention was a lack of time (36.7%), followed by a lack of 
guidelines or information with which to instruct the patients (11.5%).

https://doi.org/10.3802/jgo.2023.34.e10
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0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Intestinal complication

Urinary tract complication

Skin complication (n=312)

Lymphedema

Peripheral neuropathy

Appearance care*

Cognitive impairment*

Depression*

Sleeping disorder*

Estrogen defficiency symptoms

Fertility issue (n=312)

Sexual dysfunction*

Partnership*

Infant adoption*

Financial problems* (n=311)

In most cases
To the patients in need
Only when requested by the patient
Only seldomly

Fig. 1. Frequency of providing information and guidance to patients about long-term problems after cancer treatment (15 of 26 items). 
The answers “in most cases” and “to the patients in need” are combined as the proactive group (colored columns). The other answers are combined as the 
passive group (shaded columns). 
*Items with significantly higher rates of passive answers compared to other items (χ2 test p<0.05).
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4. GOs’ attitudes toward LSRD prevention
We also asked the participants about their attitudes toward LSRD prevention (Table 4). 
Approximately 40% of the participants answered that they provide advice for LSRD “always” 
or “most of the time,” and another 40% talked about LSRD “sometimes.” For LSRD 
prevention, the respondents advised their patients to control their body weight (63.7%), 
exercise (55.7%), maintain an appropriate diet (53.5%), quit smoking (47.5%), and undergo 
LSRD screening (45.9%). Similar to SPC prevention, 74.8% of the respondents suggested 
LSRD prevention to their patients verbally without any help from other professionals or 
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Table 2. Multivariate analysis of the likelihood of being proactive to post-treatment issues according to the 
participants’ background factors
Variables OR 95% CI p-value
Appearance care

Gender (woman to man) 1.751 1.036–2.957 0.036
Years of experience as a physician 0.996 0.970–1.025 0.846
Working in an MHLW-designated cancer hospital 1.498 0.675–3.326 0.321
History of having cancer 0.859 0.310–2.381 0.771

Cognitive impairment
Gender (woman to man) 1.093 0.637–1.877 0.747
Years of experience as a physician 0.996 0.967–1.026 0.793
Working in an MHLW-designated cancer hospital 1.502 0.609–3.701 0.377
History of having cancer 1.231 0.431–3.504 0.697

Depression
Gender (woman to man) 1.202 0.714–2.024 0.488
Years of experience as a physician 0.981 0.954–1.009 0.190
Working in an MHLW-designated cancer hospital 1.548 0.666–3.598 0.310
History of having cancer 0.625 0.210–1.859 0.398

Sleeping disorder
Gender (woman to man) 1.623 0.965–2.729 0.068
Years of experience as a physician 0.985 0.958–1.014 0.305
Working in an MHLW-designated cancer hospital 0.817 0.366–1.820 0.620
History of having cancer 1.213 0.434–3.392 0.713

Sexual dysfunction
Gender (woman to man) 1.746 1.021–2.984 0.042
Years of experience as a physician 0.991 0.964–1.020 0.545
Working in an MHLW-designated cancer hospital 1.840 0.827–4.094 0.135
History of having cancer 1.629 0.545–4.866 0.382

Partnership
Gender (woman to man) 1.994 1.171–3.396 0.011
Years of experience as a physician 0.998 0.968–1.029 0.913
Working in an MHLW-designated cancer hospital 1.635 0.631 –4.238 0.311
History of having cancer 1.728 0.613–4.872 0.301

Infant adoption
Gender (woman to man) 1.172 0.567–2.239 0.733
Years of experience as a physician 1.013 0.964–1.052 0.522
Working in an MHLW-designated cancer hospital 0.790 0.278–2.241 0.657
History of having cancer 4.721 1.651–13.500 0.004

Returning to work
Gender (woman to man) 1.836 1.069–3.155 0.028
Years of experience as a physician 0.980 0.952–1.008 0.158
Working in an MHLW-designated cancer hospital 0.933 0.414–2.101 0.866
History of having cancer 2.056 0.639–6.616 0.227

Financial problems
Gender (woman to man) 0.567 0.338–0.953 0.032
Years of experience as a physician 0.994 0.967–1.022 0.681
Working in an MHLW-designated cancer hospital 1.202 0.543 –1.022 0.649
History of having cancer 0.391 0.131–1.166 0.092

Bold-faced subjects are statistically associated with proactivity for the post-treatment issue.
OR, odds ratio; CI, confidence interval; MHLW, Ministry of Health, Labour and Welfare.
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educational materials. Almost half (42.8%) of the respondents answered that a lack of time 
was the main barrier to discussing this issue with patients. The following most common 
answer was the idea that LSRD is not the responsibility of a GO (20.8%). Approximately half 
of the respondents considered primary care physicians to be most responsible for LSRD 
prevention of cancer survivors.

5. GOs’ attitudes toward RTW support
We asked several questions about RTW support for cancer survivors (Table 5). Most 
respondents answered that they usually have a discussion about RTW with patients before 
starting cancer treatment (“always,” 13.7% and “most of the time,” 38.7%). Approximately 
half of the respondents stated that a patient should keep their job during cancer treatment 
and return to the same job afterward. On the other hand, another half of the respondents 
believed that it is the patient’s decision regarding whether to keep working (42.2%) or return 
to their job (48.9%). When asked for advice about RTW by a patient, 57.2% of respondents 

https://doi.org/10.3802/jgo.2023.34.e10

Gynecologic oncologists’ attitudes on survivorship

Table 3. Perceptions and attitudes of the participants toward second primary cancer prevention after cancer 
treatment (n=313)
Question No. (%)
How often do you advise a patient to receive SPC screening?

Always 53 (16.9)
Most of the time 137 (43.8)
Some of the time 93 (29.7)
Rarely 23 (7.3)
Never 6 (1.9)

What kind of SPC screening do you suggest to the patients?
Breast cancer 294 (93.9)
Colon cancer 254 (81.2)
Gastric cancer 167 (53.4)
Lung cancer 97 (31.0)
Lymphoma or Hematologic cancer 4 (1.3)
None 17 (5.4)

Who do you think is most responsible for SPC prevention of a gynecological cancer patient?
Gynecological oncologist 139 (44.4)
Primary care physician 93 (29.7)
Oncology nurse 14 (4.5)
Public health nurse 6 (1.9)
I don’t know 48 (15.3)
Other 13 (4.1)

When do you think is the best timing to start SPC prevention for a gynecological cancer patient?
At any point during treatment 72 (23.0)
When the cancer treatment is completed 118 (37.7)
After cancer treatment, when a certain amount of time has passed 111 (35.5)
I don’t know. 11 (3.5)
I am not involved in this issue. 1 (0.3)

How do you provide advice and guidance on SPC prevention to a patient?
I do it by myself, verbally. 257 (82.1)
I request help from other professionals. 25 (8.0)
I use educational material. 23 (7.3)
I am not involved in this issue. 4 (1.3)
Other 4 (1.3)

What is the most significant barrier to addressing SPC prevention for gynecologic cancer survivors?
Lack of time to talk about this issue 115 (36.7)
Lack of guidelines or information with which to instruct the patient 36 (11.5)
The idea that SPC prevention is not the responsibility of a gynecologic oncologist 33 (10.5)
The idea that SPC prevention is not necessary unless the primary cancer follow-up is done 14 (4.5)
I already provide sufficient instruction to the patients. 66 (21.0)
Other 49 (15.7)

SPC, second primary cancer.
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claimed to ask for the help of other professionals at the institute, whereas 31.3% advised the 
patients themselves. A lack of time (17.3%) and information (10.9%) to deal with this issue 
were the most common barriers to RTW support.

DISCUSSION

This questionnaire survey found that the GOs had enthusiastic attitudes toward a wide range 
of survivorship issues. This high conscientiousness of GOs could be beneficial for cancer 
survivors. However, we also found several issues in gynecologic cancer survivorship care in 
Japan that can be improved.

The GOs’ reluctant attitudes toward addressing psychiatric problems (i.e., sleeping 
disorders, depression, and cognitive impairment) were of concern (Fig. 1). Psychiatric care 
within routine survivor care is universally encouraged because 15%–40% of cancer survivors 
experience mental difficulties [5,6,10,11]. Our study did not identify the reasons for the 
GOs’ reluctance. However, a systematic review by Dilworth et al. [12] showed that the most 
frequent physician barrier to survivors’ psychosocial care was access to support resources. 
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Table 4. Perceptions and attitudes of the participants toward lifestyle-related diseases of gynecological cancer 
survivors (n=313)
Question No. (%)
How often do you advise a patient to take care of lifestyle-related diseases?

Always 27 (8.6)
Most of the time 86 (27.5)
Some of the time 125 (39.9)
Rarely 64 (20.4)
Never 11 (3.5)

What kind of advice do you give to a patient for lifestyle-related disease prevention?
Receiving lifestyle-related disease screening and counseling 144 (45.9)
Maintaining appropriate body weight 200 (63.7)
Appropriate diet 168 (53.5)
Exercise 175 (55.7)
Cessation of smoking 149 (47.5)
Avoiding excessive alcohol consumption 61 (19.4)
None 38 (12.1)

Who do you think is most responsible for lifestyle-related disease prevention of gynecologic cancer survivors?
Gynecologic oncologist 62 (19.8)
Primary care physician 162 (51.8)
Oncology nurse 25 (8.0)
Public health nurse 14 (4.5)
I don’t know 34 (10.9)
Other 16 (5.1)

How do you provide advice and guidance on lifestyle-related disease prevention to a patient?
I do it by myself, verbally 234 (74.8)
I request help from other professionals 44 (14.0)
I use educational material 18 (5.8)
I am not involved in this issue 10 (3.2)
Other 7 (2.2)

What is the most significant barrier to addressing lifestyle-related disease prevention for gynecologic cancer survivors?
Lack of time to talk about this issue 134 (42.8)
Lack of guideline or information to instruct the patient 30 (9.6)
The idea that lifestyle-related disease prevention is not the responsibility of a gynecologic oncologist 65 (20.8)
The idea that lifestyle-related disease prevention is not necessary unless follow-up the primary 
cancer surveillance is done

13 (4.2)

I am confident that I provide sufficient instruction to the patients. 43 (13.7)
Other 28 (8.9)
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This may also be true for our study. In Japan, it is not easy for patients to find supportive 
resources for non-prominent psychiatric issues such as sleeping disorders, anxiety, and mild 
cognitive impairment, although patients with apparent psychiatric problems have good 
access to psychiatrists [13]. Therefore, GOs may feel pressure to manage their patients’ 
mild psychiatric problems themselves. Establishing access to the resources to support 
survivors’ mental health, including trained oncology nurses, clinical psychologists, and peer 
supporters, may be helpful to improve this situation.

The GOs’ attitudes toward survivors’ sexuality and social issues are another topic of 
concern. Almost all the GOs in our study provided care for estrogen deficiency symptoms 
and infertility. However, fewer GOs were proactive about the issue of appearance care, 
partnership, infant adoption, and financial burden (Fig. 1). Women GOs were more 
proactively involved in sexuality-related issues than men (Table 2). According to a systematic 
review by Reese et al. [14], only three studies have assessed the influence of provider gender 
on communication about sexual concerns after cancer, and women were associated with 
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Table 5. Perceptions and attitudes of the participants toward return-to-work support for gynecological cancer 
survivors (n=313)
Question No. (%)
How often do you discuss returning to work before starting cancer treatment?

Always 43 (13.7)
Most of the time 121 (38.7)
Some of the time 110 (35.1)
Rarely 30 (9.6)
Never 6 (1.9)
No answer 3 (1.0)

What are your thoughts about patients continuing to work during treatment?
It is better to leave the job in principle. 2 (0.6)
It is better to leave the job if the prognosis is poor. 1 (0.3)
It is better to keep the job if the prognosis is good. 18 (5.8)
It is better to keep the job in principle. 159 (50.8)
It is up to the patient. 132 (42.2)
It is not a matter for me. 0 (0.0)
No answer 1 (0.3)

What are your thoughts about patients continuing to work after completion of treatment?
It is better not to work. 0 (0.0)
It is better not to work unless necessary for financial reasons. 1 (0.3)
It is better to leave the job temporarily and return to work after completing treatment. 3 (1.0)
It is better to continue the same job. 153 (48.9)
It is up to the patient. 153 (48.9)
It is not a matter for me. 0 (0.0)
No answer 4 (1.3)

How do you respond to patients when they ask for advice about working? (Multiple answers allowed)
Answer by using my knowledge. 98 (31.3)
Ask for help from professionals in the hospital. 179 (57.2)
Recommend consultation with another hospital that provides employment support to cancer survivors. 4 (1.3)
Recommend consultation with the patient’s employer or Public Employment Security Office. 12 (3.8)
Only listening attentively 13 (4.2)
It is not a matter for me. 0 (0.0)
Other (free text) 7 (2.2)

What are your thoughts about return-to-work support for cancer survivors?
I am confident that I will provide sufficient support. 9 (2.9)
I have colleagues who are professionals on this issue. 194 (62.0)
Oncologists are not responsible for this issue. 17 (5.4)
I do not have enough time to deal with this issue. 54 (17.3)
I do not have enough information about this issue to support the patients. 34 (10.9)
Other (free text) 5 (1.6)
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greater communication than men in one study [15], but not in the other two [16,17]. We 
speculate that the apparent influence of physicians’ gender on survivors’ sexuality care 
in our study resulted from cultural attitudes. Open discussion about sex is embarrassing, 
particularly between people of different genders. Most studies about cancer survivors’ 
sexualities are from Europe and North America [14], whereas our results show an aspect of 
cancer survivor care in the cultures of Asia and other areas of the world. Nonetheless, we do 
not intend to claim that women physicians are better supporters of women patients. Instead, 
our results suggest the importance of the involvement of various providers with different 
backgrounds. Indeed, the men GOs were more concerned about the financial burden on the 
patients than the women, and the GOs who had experienced cancer cared more about infant 
adoption, a sensitive issue that is challenging to discuss in Japan (Table 2) [18].

Cancer survivors have a higher risk of developing new cancer than those who have never had 
cancer, and 1 in 9–12 cancer survivors is estimated to experience an SPC [19,20]. Similarly, it has 
been reported that young cancer survivors are at increased risk for hypertension, dyslipidemia, 
and diabetes later in life [21,22]. Therefore, it is crucial that cancer survivors receive appropriate 
information about SPC and LSRD prevention and access health care interventions as needed. In 
our study, approximately 60% and 40% of the respondents claimed to proactively discuss SPC 
and LSRD prevention, respectively, with their patients, showing high motivation for addressing 
these issues (Tables 4 and 5). However, there are a few points to be concerned about. In Japan, 
screenings for lung, colorectal, gastric, breast, and cervical cancers are recommended in the 
national cancer screening program. Therefore, it is reasonable for Japanese cancer survivors to 
undergo these five cancer screenings. However, only 50% of GOs recommended gastric cancer 
screening, whereas most of them suggested screenings for breast and colorectal cancer, the 
cancers that occur as hereditary cancer syndromes such as hereditary breast and ovarian cancer 
syndrome and Lynch syndrome [23,24]. Moreover, 82.1% of the respondents provided verbal 
advice on SPC prevention (Table 3), 74.5% provided verbal advice on LSRD prevention, and only 
14.0% would refer their patients to other professionals (i.e., primary care physicians; Table 4). 
These data raise the suspicion that the quality of GOs’ SPC and LSRD prevention is not ensured.

To overcome this problem, establishing guidelines and educational materials for survivors’ 
long-term health care is required. The respondents cited a lack of information, in addition 
to a lack of time, as a barrier to survivors’ long-term health care (Tables 3 and 4). Although 
the need for Japanese guidelines on long-term health management of cancer survivors is 
recognized, widely usable guidelines have not yet been developed [25]. For example, the 
American Society of Clinical Oncology (ASCO) Breast Cancer Survivorship Care Guidelines 
[26] provide detailed recommendations for a healthy lifestyle and breast cancer related 
SPC screening. Similarly, the Japanese Breast Cancer Guideline devotes pages to specific 
lifestyle recommendations for breast cancer survivors [27]. We believe similar guidelines and 
educational materials must be developed for gynecological cancers.

Furthermore, the collaboration between oncologists and primary care physicians (PCPs) 
is recommended for long-term health care of cancer survivors [28]. In Japan, a national 
program named the “Cancer Collaborative Critical Path” has been implemented to facilitate 
collaboration between oncologists and PCPs in major cancer types, such as lung, colorectal 
cancer, and so on. However, the partnership between PCPs and oncologists in clinical 
practice is still insufficient. [25,29]. Much less, there are very few cases in which primary 
care gynecologists and GOs collaborate to provide survivor care. Establishing a collaborative 
system between gynecological PCPs and GOs is a crucial issue to be solved.
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RTW is important for cancer survivors’ financial security and identity [8,9,30] and for 
maintaining a valuable working population in an aging society like Japan. Accordingly, the 
Japanese government positions RTW support as one of the most important issues for cancer 
survivorship, and various social support programs are currently being established [30,31].

Approximately half of the respondents answered that they routinely discussed RTW with their 
patients (Table 5), showing high awareness and positive attitudes about survivors’ RTW support. 
However, concerns remain about the quality of the support. When asked for their ideas on 
patients’ RTW during and after cancer treatment, about half of the respondents answered they 
would suggest that patients continue working at their same place of employment, whereas the 
other half answered that “it is up to the patient” (Table 5). Because the meaning of work differs 
from person to person, it is only reasonable to respect the patient’s autonomy. However, if a 
patient has an employment problem and their doctor says, “it is up to you,” the discussion may 
not go deep enough, and they may miss an opportunity to get the proper support.

Furthermore, when asked how they provide RTW support to their patients, 31.3% of the GOs 
said they would provide the support themselves despite the most frequent barrier to RTW 
being a lack of time during outpatient visits (Table 5). Thus, GOs are motivated to provide RTW 
support for their patients but they appear to be unable to provide adequate assistance due to 
a lack of knowledge and an overload of practical work. Therefore, establishing a system that 
allows for smooth collaboration with specialists is necessary to provide appropriate support.

Some limitations of this study should be recognized. First, only a small proportion of 
JGOG members (31.8%) participated in this study. Therefore, there may be a bias if only the 
members interested in cancer survivorship responded to the survey. The other concern is 
the unbalanced backgrounds of the participants. Most of the respondents were experienced 
gynecologic oncology experts, and a majority of their workplaces were tertiary oncology 
facilities with well-developed cancer survivor support programs. Therefore, the GOs’ high 
awareness of cancer survivor support shown in this study may overestimate the actual 
situation in Japan. In any case, our study contributed to identifying the issues that needed to 
be improved in gynecologic cancer survivorship care in Japan, even among such motivated 
GOs. Finally, we primarily examined how the GOs provide survivorship care to patients but 
did not assess whether the survivors benefit from this care. It is important to investigate this 
because the respondents in this study tended to give support in a self-directed manner. We 
are currently conducting another surveillance study to evaluate the situation of survivorship 
care in Japan from the perspective of gynecologic cancer survivors.

In summary, our data revealed the GOs’ attitudes to be engaged in survivorship, including 
psychosocial and long-term health issues. However, we also found that the GOs tended to 
address survivors’ issues by their own motivations and direction without the help of others. 
Our study therefore suggested the urgency of providing GOs with practical guidance and 
educational materials regarding gynecological cancer survivorship care and strengthening 
multidisciplinary collaboration. Based on the findings of this comprehensive study, further 
research is needed to develop practice programs for each of the survivorship care components 
(i.e., post-treatment complications, SPC prevention, LSRD prevention, and social support, 
including RTW). Studies on post-treatment sexuality issues, SPC prevention, and LSRD 
prevention are currently being conducted by JGOG Supportive and Palliative Care Committee 
members. In addition, we plan to develop a support tool to identify individual survivors’ 
problems to facilitate appropriate support and linkages to multidisciplinary collaboration.
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