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Background. Chemotherapy can cause a range of side efects including nausea, vomiting, diarrhea, and infection, which can have
a signifcant impact on an individual’s quality of life. Survival outcomes can be impacted when side efects are poorly managed,
leading to failure to complete the defned dose of treatment. Objective. Tis study presents clinicians’ experiences with a shared
care model involving home-based community nurse (CN) support to improve side-efect management of individuals receiving
chemotherapy as an outpatient. Methods. A qualitative study was conducted with CNs, cancer nurses, medical oncologists, and
a general practitioner involved in the CN intervention delivered as part of a randomized controlled trial (RCT) aimed at reducing
unplanned presentations to hospital of cancer patients receiving outpatient chemotherapy. Semistructured individual and focus
group interviews were conducted. Key themes were identifed using thematic analysis. Findings. Twenty-three healthcare
professionals were interviewed.Tree themes were identifed: (1) being able to enhance patient-centered care and clinical practice
during chemotherapy; (2) importance of efective communication and collaborative relationships between diferent care settings;
and (3) ways to adapt the intervention for implementation in routine clinical practice. Participants reported that it was feasible for
CNs to care for this patient group, and their home visits enabled preemptive symptom management. Suggestions to improve and
modify the intervention to implement this care model within existing clinical care included a fexible approach, such as a blended
delivery with face-to-face visits and telephone calls; a risk- or needs-based approach to prioritize patient groups more likely to
beneft from the intervention; and sharing of electronic medical records for more efective collaboration and communication.
Conclusions. A CN-delivered shared care model provided a feasible approach to the provision of individualized support for
outpatients receiving chemotherapy. Tis study suggests ways to adapt this care model into existing clinical workfow and
structures. Tis trial is registered with ACTRN12614001113640.
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1. Introduction

Chemotherapy remains an essential component of treatment
for many cancer types. In Australia, systemic cancer treat-
ment, including chemotherapy, was administered to 247,939
patients in 2016, representing a 25% increase since 2012 [1].
Chemotherapy frequently causes physical side efects [2], with
more than 75% of Australians undergoing chemotherapy for
cancer reporting multiple moderate or severe side efects [3].
Individuals with cancer also commonly experience psycho-
social and emotional challenges during treatment [4, 5].
Unmet needs are frequently reported by this group, including
difculty managing treatment side efects and coping with
emotions such as anxiety and depressed mood [6]. Chemo-
therapy is primarily delivered in the outpatient setting. Tis
means that patients experience and manage these side efects
at home, without the direct support of hospital-based
healthcare professionals (HCPs). Unplanned hospital pre-
sentations and admissions are common due to treatment side
efects, accounting for a signifcant healthcare burden [7–11].

Several studies have been conducted investigating the
efectiveness and feasibility of diferent models of care to
support patients undergoing chemotherapy, with mixed
results. A randomized controlled trial (RCT) involving
community-based specialist cancer nurses demonstrated
a reduction in unplanned hospital utilization and symptom
burden of chemotherapy patients [12]. Another RCT testing
the efectiveness of telephone-based symptom triage support
during chemotherapy showed reduced symptom severity
and emotional distress [13], and a study involving real-time
symptom monitoring during chemotherapy with remote
clinical support demonstrated a reduced symptom burden
[14]. An RCT of nurse-led telephone-based support for
patients undergoing chemotherapy did not, however, show
signifcant efects on the level of supportive care needs [15].
An RCT of a nurse-led telephone-based care coordination
service for colorectal cancer patients post-treatment showed
no signifcant efects on unplanned hospital utilization and
quality of life outcomes [16].

Community nurses (CN) are widely recognized for their
diverse skills including advanced skills in symptom man-
agement, such as pain [17], comprehensive physical and
practical assessment abilities, their information provision
role, their linkage with and access to other health services,
and their provision of emotional support to patients and
carers [18, 19]. Based on their skills, the potential to extend
the scope of practice of CNs to meet the needs of cancer
patients is realistic.

Tis paper reports on one aspect of an RCT (Evaluating
a shared-care pathway intervention to reduce chemotherapy
outpatients’ unplanned presentations to hospital—ESCAPI
[20]) that compared a CN intervention to support patients
receiving outpatient chemotherapy with usual care. Te
intervention included community nurses visiting patients at
home on designated days across three chemotherapy cycles.
Teir role encompassed assessing treatment-related symp-
toms, both physical and psychosocial, reinforcing patient
education to foster self-management, and engaging other
healthcare professionals when concerning symptoms are

identifed. Prior to their involvement in the study, CNs
completed an education program involving online modules
developed for this study, in collaboration with the Cancer
Institute New SouthWales.Te CN’s patient assessment was
documented using the Chemotherapy Symptom Assessment
Scale (C-SAS) [21] and faxed to the relevant cancer centers
and the patient’s general practitioner (GP).

Tis RCT investigated the efectiveness of the in-
tervention [20] in reducing unplanned hospital pre-
sentations and improving patients’ quality of life and self-
efcacy in managing treatment related symptoms. Te
perceived feasibility and utility of the intervention were
examined through qualitative interviews with relevant
stakeholders, including patients/carers [22], and HCPs in-
volved in its delivery. Te trial protocol is registered at the
Australian and New Zealand Clinical Trials Registry (reg-
istration number ACTRN12614001113640)

Tis paper presents the results of qualitative interviews
conducted with HCPs. Te purpose of this qualitative study
was to explore HCPs’ experiences with the intervention and
perceived utility, their perception of the longer-term feasi-
bility of the intervention, and their suggestions for im-
provement. Figure 1 illustrates an overview of the
intervention delivery and overall study design.

2. Materials and Methods

Tis qualitative study utilized an interpretive phenomeno-
logical approach [23] to explore the narrated account of
HCPs involved in the intervention. Tis approach values
people’s frsthand experiences and perspectives for
informing health service design. It involved semistructured
individual and focus group interviews with HCPs involved
in the care of patients receiving the intervention as part of
the ESCAPI trial [20]. Te methodological approaches and
study fndings in this manuscript have been reported in
accordance with the Standards for Reporting Qualitative
Research (SRQR) [24].

2.1. Participants and Setting. Te ESCAPI trial was con-
ducted at two cancer centers of tertiary referral hospitals and
six community nursing centers in Sydney, Australia. HCPs
were eligible to participate in this aspect of the study if they
were an oncologist or cancer care nurse at one of these
centers, a CN working at a participating community health
center and provided at least two home visits, or the GP of
a patient participating in the ESCAPI trial. Te sampling
strategy involved an e-mail invitation to clinicians within the
cancer centers and community nursing centers. Te GPs of
patient participants in the trial, who consented to their GPs
being invited to participate, were sent a letter of invitation by
mail. Interested participants contacted the research team
directly. Te relevant hospital research integrity committee
granted ethics approval for this study (RPAH Zone protocol
X13-0101). Informed consent was obtained prior to the
interview and the data were stored securely within the
University’s data storage. Data were de-identifed with the
master sheet only accessible by BK and CB.
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2.2. Study Procedure. Recruitment and data collection took
place throughout the trial, between February 2016 and
December 2018. All clinicians involved were invited to the
study and recruitment ceased when no more participants
volunteered. A semistructured interview guide consisting of
open-ended questions (Table 1) was used. Te interviews
were conducted in person by KW and a research staf
member who had expertise in conducting qualitative re-
search. Te interview questions explored participants’ views
on the following:

(a) Te experience of being involved with the
intervention

(b) Te perceived feasibility and utility of the in-
tervention in helping patients manage side efects

(c) Whether the intervention aided communication
between HCPs involved in patients’ care

(d) Te strengths and weaknesses of the intervention;
and

(e) Ways to improve the intervention

2.3. Data Analysis. Te interviews were transcribed verba-
tim using a transcription service that met the privacy re-
quirements. Tematic analysis was conducted through

iterative processes involving several researchers. Te in-
terview transcripts were read by BK for generation of initial
codes. LA verifed the codes by reviewing the transcripts, and
BK and LA proceeded to develop themes. Disagreement was
discussed between the researchers and resolved. Temes
were developed and then reviewed by community care
clinicians (JM and NC) for confrmation. Final themes were
taken to KW and further refned based on review of the
transcripts and the notes provided by the other researchers.
KW, BK, and LA had a contextual understanding of sup-
portive cancer care from their research work, as well as
working in clinical settings as registered nurses. Consistent
with the interpretive phenomenological approach, re-
searchers attempted to reveal new insights while acknowl-
edging their prior conception rather than bracketing [23].
No researcher had a direct professional working relationship
with the participants.

3. Results

In total, 23 HCPs participated in this qualitative study.
Tirteen HCPs participated in individual interviews—four
oncologists, one cancer center nurse, seven CNs, and one GP.
Additionally, two focus group interviews were held with 10
CNs. To provide context, in this trial, a total of 75 CNs were

A patient in the intervention 
arm receives community 
nurse support

Evaluation 120: 
The intervention effect on:

The number of unplanned hospital 
presentations 
Patients’ quality of life 
Healthcare cost

INTERVENTION: The community nurse conducts 
home visits on days 3 and 5 during the initial three 
chemotherapy cycles, performing the following 
tasks:

Conducts assessments using the Chemotherapy 
Symptom Assessment Scale (C-SAS)
Reinforces patient education by discussing 
strategies for managing symptoms
Engages with relevant healthcare professionals 
when the patient experiences concerning 
symptoms
Faxes the completed C-SAS to the cancer center 
and the patient’s treating general practitioner

Prior to the home visits, community 
nurses completed the education 
program to provide care for 
oncology patients undergoing 
systemic cancer treatment.

Evaluation 4: 
The perceived feasibility and utility of the intervention from the perspectives 
of healthcare professionals involved in the intervention (currently reported
study) 

Evaluation 222: 
The perceived feasibility and utility of 
the intervention from the 
perspectives of patients and carers 

Evaluation 3: 
The evaluation of the 
community nursing education 
program

A patient commencing 
chemotherapy treatment enrols 
in the trial and is randomized 

A patient in the control arm 
receives the usual care

Figure 1: An overview of the intervention and study design.
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trained and provided home visits to 170 patients as part of the
intervention. Te study sites typically had 12–16 oncologists
at any given time. Te individual interview duration ranged
from 9 to 26minutes, with a mean of 17minutes. Te du-
ration of the two focus group interviews was 42 and
52minutes, respectively. Demographic information was not
collected due to the risk of re-identifcation within a relatively
small group of potential participants and to help participants
feel comfortable expressing honest opinions about the care
model. Te overview of themes and summarized key fndings
are presented in Table 2. In the direct quotes, “Ind” stands for
individual interviews and “FG” for focus group interviews.
Participants’ roles are indicated as follows: Onc=oncologist,
CN= community nurse, and GP= general practitioner (e.g.,
IndOnc1=quote from an oncologist in an individual
interview).

3.1. BeingAble to Enhance Patient-CenteredCare andClinical
Practice during Chemotherapy. Participants valued the
supportive care provided during the intervention and de-
scribed the ways in which it benefted both their patients and
their own clinical practice.

3.1.1. Home-Based Community Support Allowed Pre-Emptive
and Individualized Symptom Management Support. CNs
discussed how they promoted preemptive side efect man-
agement, connected with relevant healthcare providers when
issues arose, and provided emotional support to the patient.
In their view, this all positively impacted the efective
management of treatment side efects and promoted patient
self-efcacy.

“. . . especially [on] the frst visit when people have started
chemo[therapy], they really don’t know what to expect,
they just need that reassurance. I saw one lady for all three
rounds, and by the end, she knew what to expect

. . .[patient said] “I know I will only be nauseous for this
day, and then it will be fne,” she wasn’t anxious any-
more. . . but the frst time, she really didn’t know what to
do, she was alone . . . she really appreciated the help and
the visits.” (IndCN3)

“. . .I went out to one lady, and when I got there she said
she was feeling unwell, fu like symptoms she described,
but she didn’t feel that it would be necessary to go into
hospital, and we just went through all the questions, and I
took her vital signs, and it was necessary that she went in
to have some antibiotics . . . she said to me, “I’m really
happy that you came out, because I would have just left
this.” (IndCN2)

Although patients had received education on symptom
management from the cancer center before their treatment,
CNs noticed that reinforcing the information was necessary.
CNs reported examples of assisting patients manage treat-
ment side efects, by educating and encouraging patients to
efectively use the medication the cancer center had pre-
scribed. Some patients were reluctant to take medication,
such as anti-emetics, but with reassurance and education by
the CN, they understood the importance of the medication
in symptom management.

“. . . people have problems with nausea. Sometimes, they
had the medication but because they had never taken it
before, or they were just feeling so unwell they just didn’t
think to take it, or pre-emptively take it, [I was] like, “Take
it before you feel sick. Take it before you have your meals,”
so just having some advice around those things [seemed
helpful].” (IndCN5)

From the cancer care professionals, the general view was
that their patients appeared positive and appreciative about
the CN visits, expressing a sense of relief, especially during
their frst cycle of chemotherapy.

Table 1: Temes covered by the clinician participants.

Interview questions Participants
Please tell me about your experience of being involved with this new clinical
pathway intervention CN, CCN, oncologist, and GP

How efective do you think the intervention has been in helping patients manage
their chemotherapy side efects? CN, CCN, oncologist, and GP

What do you consider to be the strengths and weaknesses of the intervention? (for
you/for your patient) CN, CCN, oncologist, and GP

Is there anything about the clinical pathway intervention that you would like to see
done diferently? CN, CCN, oncologist, and GP

How diferent is the level of communication between the cancer center and yourself
compared with your experience of standard care of chemotherapy patients? GP

How satisfed were you with the level of communication between the CN, the GP,
and yourself? CCN and oncologist

What, if any, impact did the intervention have on your management of patients
receiving chemotherapy? CCN, oncologist, and GP

How helpful was it to receive the clinical information about the patient forwarded
by community nurses? CCN, oncologist, and GP

Are there any other comments you would like to make about the intervention or this
RCT? CN, CCN, oncologist, and GP

Community nurse (CN); cancer care nurse (CCN); and general practitioner (GP).
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“Just reading the nurse’s comment in the evaluation form
(symptom assessment form), you know, patients are
happy, they’re relieved and they feel supported. Tey feel
a bit more supported in the community after chemo-
therapy.” (IndOnc3)

“Te patients really liked to have support, and they really
loved being contacted after chemotherapy . . . I think they
really resent being left alone for three weeks . . . the idea of
someone contacting them at home was very appealing for
them . . . there was certainly a lot of interest.” (IndOnc2)

3.1.2. Te Beneft to Clinicians’ Practice by Improving Patient
Symptom Monitoring during Treatment and Broadening
Clinical Skill Sets. An oncologist shared a view that many of
their patients receiving chemotherapy increasingly have
advanced disease and are older and frail; they therefore felt
reassured to know their patient was receiving community
nursing support. CNs also felt that the education they re-
ceived throughout this study had broadened their skill set
and enhanced their ability to provide care for this patient
group. An oncologist noted that the symptom assessment
records generated by CNs during home visits assisted them
with pre-chemotherapy consultations as it allowed a better
understanding of how patients manage symptoms at home.

“it (symptom assessment form) sort of gives me a heads-
up as to what the issues are and . . . facilitates a faster clinic
for me because I already know the problem, so I already
have a plan in my head. . . that was helpful for me.”
(IndOnc1)

A GP participant shared their usual experience of re-
ceiving little communication from cancer services, “GPs
generally get cut out once the diagnosis is made.” Tey
expressed preferences for being included in their patients’
treatment progress. Te CN symptom assessment records
gave them an opportunity to be involved in their patient care
during chemotherapy.

“I actually picked up the phone and called the patient and
said “I haven’t seen you for a long time, how are you
going? You are going through chemotherapy”. . . I think it
is a good idea that the GPs are kept in touch and when the
patient comes in, knows that the GP is one step away and
goes, “yes, I know my GP knows what is going on in my
life.” (IndGP)

3.2. Te Importance of Efective Communication and Col-
laborative Relationships between Diferent Care Settings.
Participants suggested ways the shared care pathway could
be improved, particularly in relation to communication and
collaboration between diferent settings involved in the
intervention.

3.2.1. Te Need for Building Collaborative Relationships
between Cancer and Community Services. Participants
emphasized the importance of building collaborative

relationships between cancer and community services. For
example, a cancer nurse noticed that CNs were not utilizing
the support available from cancer center nurses. Te cancer
nurse observed that CNs appeared hesitant to seek support,
stressing that fostering relationships among clinicians in
both settings could improve communication and collabo-
ration. To enhance collaboration, two cancer care staf
suggested clinical observership and mentoring opportuni-
ties. Specifcally, they recommended that CNs spend time at
the cancer center, including chemotherapy suites and on-
cologist consultations, to gain a better understanding of how
patients’ symptoms are managed in the context of chemo-
therapy treatment.

“. . . if there’s a program where they (CNs) can just come
in maybe once a week just to observe how our nursing
staf work and how they counsel our patients [who] drop
in, feeling unwell [would help CNs upskill] . . .How do we
deal with sleeplessness. How do we deal with gastritis . . .

it’s often the art of practising medicine” (IndOnc1)

Several CNs also echoed this view by saying that they felt
in-person training at the cancer center could provide
valuable hands-on learning and an opportunity to ask
questions.

3.2.2. Efective Communication between Healthcare Providers
Was Challenged by Pre-Existing System Barriers.
According to one oncologist interviewed, a communication
gap exists between cancer services and general practices,
with cancer services often only communicating notable
changes to the GP. Terefore, in general, little communi-
cation is exchanged between the cancer service and the GP
during treatment. Te GP interviewed also noted that pa-
tients infrequently contact GPs during treatment and GPs
are not included in the line of communication from cancer
services. As a GP, they expressed a desire to be involved in
the care of their patients during treatment. While ac-
knowledging the complexities in this issue, an oncologist
expressed the view that exploring a more efective way of
engaging with GPs is needed.

“it’s hard to keep the GP completely in the loop . . . we
update them on any big changes in treatment or treatment
doses, but if things are exactly the same, it wouldn’t
necessarily feed that back to them, So, I think it really is an
unmet need. . . with how we communicate with GPs and I
don’t think the answer is writing lots of letters, It probably
comes down to a bit of health literacy from the patient’s
point of view, but then again, they have a new cancer, how
can you put that burden on them; it’s quite complicated.”
(IndOnc4)

CNs would have liked more information included on the
community nursing referral form from cancer services,
including patients’ medical history, health status, and intent
of treatment. CNs did not always have access to hospital
electronic clinical notes, depending on which hospital the
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patients were treated at. Several CNs considered this a sig-
nifcant barrier to care, and they highlighted the importance
of shared electronic medical record (eMR) systems across
diferent settings involved in the intervention.

3.3. Ways to Adapt the Intervention for Implementation in
Routine Clinical Practice. Participants shared their concerns
about potential resource issues if this program were to be
ofered to all patients commencing chemotherapy treatment.
An oncologist noted that the CN service would need to
review its funding model before this program could be rolled
out as part of routine care. A CN echoed this view, stating
that if this were to be a routine practice, there would need to
be a way to screen patients and manage priorities to ensure
the program could operate fairly. Participants suggested
ways this intervention could be modifed.

3.3.1. Identifying PatientsWho Are in the Greatest Need of the
Intervention to Optimize Healthcare Resource Utilization.
CNs felt that providing tailored support based on risk as-
sessment would be a realistic approach. Several CNs in-
dicated that when patients were well, community visits
seemed unnecessary and inconvenienced them. An oncol-
ogist shared the view that screening patients could reduce
the pressure on the CN service by targeting resources on
those most likely to beneft. Another oncologist suggested
that if referrals were risk- or need-based, there would need to
be agreed criteria for referral.

“. . . if the district took over the funding of it there’d have
to be an agreement that there was a quota, in terms of the
number of patients . . . and in your referral form you’d
have to say, eligible in view of either toxic regiment [sic],
disease-related risk factors, previous problems with
chemo, or perhaps social isolation . . . and then there
could be a triage point.” (IndOnc3)

Participants expressed views on potential groups of
patients who would particularly beneft from this in-
tervention if it were to be implemented more broadly. Tree
cancer care staf shared a view that it would be benefcial to
focus on patients such as those more likely to experience
toxicity of treatment, social isolation, disease-related
symptoms, and those with advanced disease or receiving
chemotherapy for the frst time.

Two oncologists reported that patients with curative
intent could beneft particularly from the intervention
suggesting they should be ofered CN visits if this program
were to continue, and it would be highly benefcial to this
group for their long-term survival outcomes.

“. . . people who are having curative intent treatment that
support is paramount, because if they have terrible
symptoms, they’re not going to want to continue, and
therefore it may compromise the curative rate. But, they
will represent the best feeling patients, I would argue that
in those people, it may provide the best outcome, the
curative intent people are neglected . . . you can’t refer

them to the community pal[liative] care people if they’re
having curative chemotherapy. . . to me it would be an
important group of people to provide extra support for.”
(IndOnc2)

3.3.2. Needing Flexibility in Delivering the Model. HCPs
suggested adopting a more fexible approach to maximize
clinical benefts.

“You can really pick the ones who get a lot out of [the CN
visits]. . . it would be a diferent study if the next round
was just for people who needed it and when they needed
it. . . because that’s when we really see the beneft of our
presence there, when the patient really need us there.”
(FGCN1)

Participants proposed several ways to implement
a fexible approach to providing the intervention. For in-
stance, CNs suggested replacing some face-to-face visits with
a telephone call or adjusting the timing of visits to meet each
patient’s specifc needs. Tis would ensure continuity of care
by enabling the same nurse to attend to each patient as
needed.

An oncologist proposed an approach where patients
receiving noncurative treatment are automatically referred,
while those with curative intent are referred at the clinician’s
discretion. In their view, patients themselves should also
have the choice to opt in or out of CN involvement based on
their perceived beneft.

Another oncologist suggested that the involvement of
CNs could be on an as-needed basis, where the visits do not
necessarily occur at the frst cycle but are ofered when
patients have issues or require additional support. A dif-
ferent oncologist suggested ofering patients a face-to-face
visit at the start of treatment, followed by telephone follow-
ups. In their view as an oncologist, if a patient manages well
in the frst cycle, they are unlikely to need the same level of
support during subsequent cycles as, in most cases, treat-
ment side efects will be similar except for difcult to avoid
clinical events such as infection.

“Some people do surprisingly well with chemotherapy on
the frst round and then, they actually don’t need help the
next round, because we expect it to be very similar and if
they did develop the problem in subsequent cycles, it’s
probably because they’ve got an infection . . . and they
need to come into hospital. Not so much the nursing
support [is needed in this case].” (IndOnc04)

4. Discussion

Chemotherapy commonly causes side efects that typically
require a two to four weeks recovery period at home before
patients can receive the next dose in their treatment regime.
Patients may feel challenged by having to cope with the
treatment side efects without the presence of HCPs [25].
Unmet needs during cancer treatment are well documented
[26, 27] and unplanned hospital utilization is prevalent
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[7, 8], leading to high healthcare costs [28]. Given CNs have
transferable skills in managing many of these side efects,
such as pain and nausea, and providing emotional support in
the context of other patient groups, such as palliative care
[29], we conducted an RCT to examine clinical and eco-
nomic efects of CN-delivered follow-up care between cycles
of chemotherapy within a shared-care model. Tis study
makes a valuable contribution to the existing literature by
providing qualitative accounts from HCPs involved in the
intervention regarding their experiences and the perceived
feasibility of implementing the intervention. Teir sugges-
tions will assist with planning for optimum home-based
chemotherapy support models for the future.

Te CN participants reported that they reinforced pa-
tient education and supported patients in building their
confdence to manage side efects. Tis fnding is consistent
with a qualitative exploration of participating patients’ ex-
periences [22]. Patients in this trial described feeling relieved
at being supported by CNs and becoming more confdent in
self-care [22]. Tis suggests the potential transferability of
CNs’ clinical skills, commonly practiced within other
noncancer patient groups [29–31], to the care of patients
undergoing chemotherapy.

Participants suggested ways the intervention could be
adapted to dynamic and diverse clinical contexts. One
suggestion was having a more fexible model in terms of the
timing, frequency and mode of CN follow-up care based on
patients’ needs and preferences, and clinicians’ judgement of
patients’ health status. Tis was echoed by some patient
participants in the current trial who stated that one CN visit
would have been sufcient for them as they experienced
minimal side efects and had adequate social support [22].

Given limited resources, participants noted the need to
identify patients at higher risk for poorer health outcomes
and increased healthcare utilization during cancer treat-
ment. In this study, HCPs suggested prioritizing patients
more likely to experience treatment toxicity, social isolation,
disease-related symptoms, and those with advanced disease
or receiving chemotherapy for the frst time. Identifed risk
factors for unplanned hospital utilization during chemo-
therapy include hematological toxicity [7], pleural efusion
[7], certain demographics (non-white ethnic background,
lower education) [28], treatment modality (concurrent ra-
diotherapy) [28], lower performance status [8], advanced
cancer stage [8], and certain cancer types (upper gastroin-
testinal, colorectal, gynecological, breast cancers [32], leu-
kemia, and lymphoma [9]). Te presence of any of these
factors can guide the development of a patient’s risk profle,
facilitating targeted triage.

Access to virtual healthcare evolved rapidly during the
COVID-19 pandemic and is now discussed as a potentially
equivalent or in some circumstances, even more clinically
efective mode of care delivery compared to in-person care
[33]. Some participants suggested using blended delivery for
implementing the current intervention. Blended delivery
could involve remote assessment, provision of clinical ad-
vice, and monitoring of low-risk patients, as well as triage for
possible in-person care based on clinical urgency of each
patient [34]. To implement such a model, evidence-based

risk assessment protocols should be developed to accurately
estimate the severity of each patient’s condition and ensure
provision of equitable care [35].

Some participants suggested including in-person train-
ing of CNs, in addition to the existing self-paced online
modules. Tis would not only provide hands-on learning
opportunities [36], but build relationships with cancer care
staf. Fostering relationships between HCPs has been noted
to be an important enabler for the successful delivery of
a shared-care model [37–39]. Collaboration can be fostered
through rapport building, mechanisms for efcient com-
munication, training support, clinical knowledge sharing,
and understanding each member’s roles and responsibilities
[37, 39]. Te study participants also noted the importance of
integrating shared eMRs to facilitate efcient communica-
tion. A qualitative study of primary care physicians and
oncologists highlighted the importance of an integrated
eMR in reducing unnecessary workload from e-mail clari-
fcations and sending letters, and in improving real-time
communication between primary care and oncologists [40].
Clinical and economic benefts of IT-supported shared care
interventions in chronic disease have also been
demonstrated [41].

4.1. Implications for Practice. Refning the risk assessment
process based on patient acuity and supportive care needs
is an important next step for implementing follow-up
care during chemotherapy. Utilization of telehealth and
face-to-face delivery needs to be considered and in-
tegrated into the risk assessment tool. Strategies for
ongoing collaboration between cancer services and
community services should be considered. Tese might
include nursing case conference, clinical observership,
and mentoring opportunities. Finally, the shared-care
model needs to be supported by an integrated IT sys-
tem. In Australia, the use of My Health Record, a web
platform that allows sharing of health information with
patients and clinicians, might be one way to facilitate
information sharing across sectors and empower patients
to be actively involved in their care.

4.2. Strengths of the Study. In view of the growing cancer
population globally, the need for providing quality care
beyond specialist cancer care settings is an important re-
search agenda. Several studies have explored nurse-led
models to support cancer patients within the community
settings; however, the delivery was mostly restricted to
cancer care nurses [42]. Our study contributes to the current
literature by demonstrating the feasibility of expanding the
scope of practice of generalist CNs to care for cancer
patients.

4.3. Limitations of the Study. Tis study was conducted in
two health districts in a metropolitan area, and as such, the
application of the fndings may have limited relevance for
resource-limiting settings such as regional and remote
settings.
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5. Conclusion

From the perspectives of the HCPs, the delivery of support
by CNs was considered a feasible approach for patients
receiving chemotherapy as outpatients. It ofered several
benefts such as allowing for proactive management of side
efects, emotional support, and education on symptom
management. For this intervention to be implemented
widely, it is important to identify which patient groups
would beneft the most and explore fexible and practical
delivery methods.
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