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ABSTRACT
Introduction: Few exercise-based oncology rehabilitation programs were available across Australia in 2015. Clinical guidelines
have since recommended that exercise be included in standard cancer care. This study aimed to (1) identify and describe exercise-
based oncology rehabilitation programs in Australia, (2) determine whether there have been changes in the number or content of
programs since 2015, and (3) describe factors associated with program implementation.
Methods: A cross-sectional survey collected data from program coordinators of Australian oncology rehabilitation programs.
Quantitative data were analysed descriptively and using independent t-tests and chi-squared tests. Qualitative data underwent
content analysis.
Results: The number of oncology rehabilitation programs in Australia increased from 31 programs in 2015 to 76 programs in 2024,
equating to an 88% increase from 8 to 15 programs per 100,000 cancer survivors. Sixty-two completed surveys were returned (62/76,
82% response rate). Programs were typically for people with any cancer at any stage of treatment. The proportion of programs
offering education decreased by 29% since 2015 [χ2(1)= 6.011, p = 0.014]. On average, programs ran three times per week (standard
deviation [SD] 4) for 11 weeks (SD 10). There was increased use of exercise testing in 2024. Program implementation was supported
by an increasing presentation of cancer survivors in general rehabilitation programs (30/62, 48%) and challenged by a lack of
funding (27/62, 44%).
Conclusion: Oncology rehabilitation programs in Australia have more than doubled in the past decade, but availability remains
poor. Programs were mainly exercise-only, with an increased use of objective criteria for exercise dosage and progression.

1 Introduction

Cancer is a leading cause of disease burden, with over 1.2 million
people living with or beyond cancer in Australia [1]. Due to
increasing rates of survivorship, cancer is being viewed as a

chronic condition, with treatment focus shifting to supportive
care and the management of treatment-related side effects [2].
Exercise can mitigate the negative effects of cancer treatment,
such as fatigue and depression, whilst improving physical
function and quality of life [3]. Cancer rehabilitation enables
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cancer survivors to exercise in a supportive environment and
may reduce cancer recurrence, secondary comorbidities, and
cancer-related mortality [4].

Despite evidence for exercise-based rehabilitation to be included
as standard cancer care [5], the availability of programs has been
poor [6]. A national survey in 2015 of oncology rehabilitation in
Australia identified only 31 programs nationwide [6]. Programs
followed an established cardiac rehabilitation model, combining
education with aerobic and resistance training, supplemented by
balance, pelvic floor, and core stability exercise. However, only 1
in 200 Australian cancer survivors had access to these specialised
programs annually [6].

Poor access to exercise-based oncology rehabilitation is attributed
to barriers across all levels of the healthcare system. Barriers
at the organisational level relate to limited staff, resources, and
funding [7]. Lack of awareness among health care professionals,
such as the benefits of exercise and the need to integrate exercise
into cancer care, also interferes with the referral process and
exercise prescription [7]. Access issues are further compounded
by patient-related factors, such as difficulty balancing medical
demands, fatigue, low motivation, and fear of exacerbating
disease-related symptoms [7]. To overcome these challenges,
increased awareness and interdisciplinary action are required.

Clinical practice guidelines have been developed to create a
clearer framework for clinicians and patients in relation to the
standardisation of cancer rehabilitation. The first recommenda-
tions for exercise and cancer were developed in 2010, with clinical
experts concluding that exercise is safe to complete during and
after cancer treatment [8]. Prior to this, medical advice recom-
mended rest to cancer survivors to avoid potentially harmful
and unnecessary activity [9, 10]. At this time, gaps in knowledge
existed about the optimum modality, volume, intensity, or fre-
quency of exercise for cancer survivors [4]. Exercise guidelines
were updated by both the American College of Sports Medicine
(ACSM) and Exercise and Sports Science Australia (ESSA) in
2019 to provide more specific recommendations for exercise
assessment and prescription [11, 12]. These guidelines recom-
mend that cancer survivors participate in moderate-intensity
aerobic exercise at least three times per week for 30 minutes and
resistance training twice per week [11, 12]. The Clinical Oncology
Society of Australia (COSA) also recognised exercise as an adjunct
therapy to standard cancer care, recommending programs be
individualised, patient-centred, and multidisciplinary to address
complex patient needs [5].

The impact of recent clinical practice guidelines on the availabil-
ity and content of oncology rehabilitation programs is unknown.
A previous survey [6] was conducted prior to the COSA position
statement and updated exercise guidelines. Studies have since
evaluated the availability of thoracic cancer services [13] and
oncology rehabilitation worldwide [14], but there have been no
studies describing the current state of exercise-based oncology
rehabilitation nationally. There is a need to establish whether
cancer programs align with recent exercise recommendations
and to understand how oncology rehabilitation has changed over
time in the context of new guidelines. Therefore, we aimed to
(1) identify and describe exercise-based oncology rehabilitation
programs inAustralia, (2) determinewhether there have been any

changes in the number or content of programs since 2015, and (3)
describe factors associated with program implementation.

2 Method

2.1 Study Design

This study used a cross-sectional survey design to collect quanti-
tative data on the content of oncology rehabilitation programs in
Australia. This manuscript has been reported consistent with the
Checklist for Reporting of Survey Studies (CROSS) [15]. Ethical
approval was gained from the La Trobe University Human Ethics
Committee (HEC23258). Implied consent was obtained by the
return of a completed survey.

2.2 Survey Instrument

A bespoke questionnaire was adapted from a previous survey
[6] as there are no validated survey instruments evaluating
oncology rehabilitation programs. The survey comprised four
sections (47 questions): (1) participant demographics, (2) program
structure (e.g., content and contributing disciplines), (3) exercise
content (e.g., type, duration, and frequency), and (4) program
implementation (Appendix 1). Questions were closed numerical
and multiple choice, with some questions having the option to
write open-ended responses if required. The survey was pilot
tested to ensure face validity, readability, and appropriateness
by four senior exercise professionals with expertise in oncology
rehabilitation. Minor amendments were made based on the
feedback provided. Participants were invited to complete the
survey online via QuestionPro (Seattle, WA, USA, 2024) by a
member of the research team not known to potential participants
(AL). Participants had 6 weeks to complete the survey, with a
reminder email sent at 7 and 14 days, and a telephone call to
non-respondents after one month. All survey responses were
anonymous.

2.3 Participants

Participants were program coordinators of exercise-based oncol-
ogy rehabilitation programs conducted in Australian public, pri-
vate, and community health service settings. Potentially eligible
programs were identified from the Cancer Exercise Toolkit [16],
Exercise is Medicine directory [17], Australian Cancer Council,
and via direct contact with physiotherapy departments and/or
cancer centres of tertiary hospitals, as there is no central database
of oncology rehabilitation services. Initial contact with program
staff was made by a member of the research team (AL) to screen
for eligibility (Table 1). A snowball sampling approach was also
completed, whereby program coordinators were asked to identify
any other known oncology rehabilitation services.

Oncology rehabilitation programs were defined as programs
that diagnose and treat physical, psychological, and cognitive
impairments to maintain or restore function, reduce symptom
burden, maximise independence, and improve quality of life
among people diagnosed with cancer [18]. Programs could be
delivered at any time of cancer survivorship. Programs were
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TABLE 1 Eligibility criteria of oncology rehabilitation programs.

Inclusion criteria Exclusion criteria

Programs include exercise
intervention: group exercise, 1:1
exercise.

Not run by a hospital
or other health

service (e.g., private
practice and
not-for-profit).

Programs are delivered in a health
service setting.

One-off services, such
as a workshop.

Programs are led by at least one
health professional who may
include: physiotherapists, exercise
physiologists, occupational
therapists, nurses, psychologists,
and dietitians.

Provide only triage or
care-coordination to
general allied health

or community
services.

Programs must have a fixed
structure and duration.

Programs not led by a
health professional,
such as those led by
carers or fitness

trainers.
Programs may be delivered
face-to-face or via telehealth. If
run via telehealth, it must include
direct supervision from a health
professional on at least two
occasions.

Programs that are
support groups with
no set duration.

Programs must cater to the
specific needs of cancers survivors
and be run by staff with oncology
training.

General rehabilitation
programs that are not

cancer-specific,
where people with
various diagnoses
may participate.

included if they involved exercise run by a health professional
in a health service setting. They were excluded if they were a
one-off service, such as a workshop, a generalised rehabilitation
program where people with various diagnoses may participate,
or if they were not run by a hospital or health service (Table 1).
The eligibility criteria reflect oncology rehabilitation guidelines,
which recommend exercise be embedded into standard practice
by an accredited health professional with experience in cancer
care [5, 8].

2.4 Statistical Analysis

Statistical analysis was performed using IBM SPSS Statistics
version 29.0 (IBM Corp, NY, USA). Descriptive statistics, includ-
ing means, standard deviations (SDs), and frequencies, were
used to describe oncology rehabilitation programs. Program
characteristics were compared to 2015 using independent t-tests
for continuous data (e.g., minutes of aerobic exercise) with results
expressed asmean differences and 95% confidence intervals (CIs).
Categorical data (e.g., education, yes/no) were dichotomised, and
distributions were analysed using chi-squared tests. The level of
statistical significance for all analyses was p < 0.05. Program
characteristics between years were also compared descriptively.

Australian hospitals and 

cancer centres contacted

n=173

Potentially eligible 

programs n=89
Programs recently ceased

n=11

Programs later excluded 

due to eligibility n=2
Surveys sent n=78

Eligible surveys received 

n=62

Final eligible programs 

identified n=76

FIGURE 1 Identification of programs.

Open text responses were inductively coded, and a summative
content analysis [19] was completed to quantify recurrences in
data. Qualitative data were triangulated with quantitative data.

3 Results

One hundred and seventeen public hospitals and 56 private
hospitals/cancer centres (total n = 173) were contacted to iden-
tify potentially eligible programs. Eleven previously established
programs had stopped due to funding restrictions, low referral
numbers, and coronavirus disease 2019 challenges. The number
of oncology rehabilitation programs had increased from 31 pro-
grams in 2015 to 76 programs in 2024 (Figure 1). The rate of
programs had increased, with 15 programs per 100,000 cancer
survivors in 2024 compared to 8 programs per 100,000 cancer sur-
vivors in 2015. Sixty-two completed surveys were returned (62/76,
82% response rate). Eleven hospitals that reported programs at
more than one site were each included as a single program. There
was a significant increase in the proportion of hospitals or cancer
centres offering oncology rehabilitation from 2015 to 2024 [χ2(1)
= 22.86, p < 0.001].

3.1 Program Location and Respondent
Demographics

Eligible programs were identified from all eight states/territories
in Australia, with programs being established in Tasmania
and the Northern Territory since 2015 (Table 2). Oncology
rehabilitation programs self-reported that they were located in
metropolitan (36/62, 58%), regional (24/62, 39%), and rural areas
(10/62, 16%). Most services were conducted in public hospitals
in an outpatient/ambulatory setting (36/62, 58%), compared to
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TABLE 2 Content of oncology rehabilitation programs in Australia.

2015 – n (%) 2024 – n (%)

Location
Victoria 15 (48) 33 (53)
Queensland 5 (16) 4 (6)
New South Wales 6 (19) 6 (10)
South Australia 3 (10) 6 (10)
Western Australia 1 (3) 9 (15)
Australian Capital
Territory

1 (3) 2 (3)

Tasmania 0 1 (2)
Northern Territory 0 1 (2)

Settinga

Public hospital, in-patient
setting

14 (45) 2 (3)

Public hospital,
out-patient/ambulatory
setting

36 (58)

Private hospital,
in-patient setting

17 (55) 2 (3)

Private hospital,
out-patient/ambulatory
setting

13 (21)

Community Health
Centre

2 (6) 4 (7)

Other NA 5 (8)
Program type
Block 14 (45) 9 (15)
Rolling 17 (55) 35 (56)
Hybrid of block and
rolling

NA 12 (19)

Other NA 6 (10)
Tumour stream
All Cancers 24 (77) 53 (86)
Breast only 5 (16) 4 (6)
Other 2 (6) 5 (8)

Treatment stagea †

Pre-treatment 17 (55) 3 (5)
During treatment 26 (84) 6 (10)
Post-treatment 29 (94) 3 (5)
Palliative rehabilitation NA 0 (0)
Any treatment phase NA 50 (81)

Disciplines contributing to
the program

† †

Physiotherapy 24 (77) 45 (73)
Exercise Physiology 19 (61) 38 (61)
Medical 11 (35) 20 (32)
Nursing 15 (48) 24 (39)

(Continues)

TABLE 2 (Continued)

2015 – n (%) 2024 – n (%)

Dietetics 21 (68) 34 (55)
Psychology 18 (58) 21 (34)
Social work 5 (16) 7 (11)
Occupational therapy 16 (52) 32 (52)
Speech pathology 2 (6) 4 (6)
Art/music therapy 2 (6) 0 (0)
Allied health assistant NA 6 (10)
Other 5 (16) 8 (13)

Program components
Exercise and group
education

24 (77) 30 (48)

Exercise only 7 (23) 32 (52)
Education topics † †

Exercise 25 (81) 29 (97)
Nutrition 22 (71) 29 (97)
Fatigue management 21 (68) 28 (93)
Relationships 14 (45) 18 (60)
Support services 14 (45) 23 (77)
Sleep management 19 (61) 25 (83)
Advanced care planning NA 21 (70)
Other NA 19 (63)

NA indicates not applicable due to not being questioned.
aQuestion asked differently between surveys.
†Able to select more than one response.

predominantly in private hospital settings in the previous survey
(17/31, 55%). Half of the survey respondents were physiotherapists
(31/62, 50%) (Table 2).

Clinicians reported similar levels of experience working in
oncology rehabilitation in 2015 (mean 5 [SD 4] years) and 2024
(mean 6 [SD 5] years). All clinicians had received training in
oncology rehabilitation through a combination of workshops
(41/62, 66%), informal services (46/62, 74%), and online training
(50/62, 80%). A similar proportion of participants had post-
graduate qualifications in 2015 and 2024 [χ2(1) = 0.089, p =
0.765].

3.2 Program Structure

Exercise-based oncology rehabilitation programs continue to be
multidisciplinary in nature and were most often coordinated by
physiotherapists (25/62, 40%). Rehabilitation was often delivered
face to face, but a growing number of programs offered telehealth
services via videoconference (28/62, 45%) or telephone (33/62,
53%). Typically, programs were for people with any cancer at any
stage of treatment (50/62, 81%).

The number of participants per session was typically between 6
and 10 patients (26/60, 43%). Enrolment numbers per program
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varied from 10 to 1300 participants annually, which equates
to providing exercise-based rehabilitation for up to 8165 cancer
survivors each year. On average, programs ran three times per
week (SD 4) for 11 weeks (SD 10). Average program duration
had increased by approximately three weeks, and the frequency
increased by one additional session per week since 2015. The
primary components of rehabilitation programs were exercise
(62/62, 100%), education (30/62, 48%), and individualised self-
management plans (45/62, 73%). The proportion of programs
offering education had decreased since 2015, from 77% to 48%
[χ2(1) = 6.011, p = 0.014].

3.3 Education and Exercise Content

Education, when provided, was delivered in group sessions
and usually at least once weekly. Education topics focused on
exercise, nutrition, and fatigue management in both 2015 and
2024. Exercise was predominantly prescribed by physiotherapists
(41/62, 66%) and exercise physiologists (39/62, 63%). Exercise was
also led by allied health assistants in one program (1/62, 2%).Most
programs included both aerobic and resistance exercise (60/62
97%), but two programs included only resistance-based exercise
(2/62, 3%). Therewas a decrease in the average duration of aerobic
exercise (MD -7min, 95%CI -10, -4) and an increase in the average
duration of resistance exercise (MD 8 min, 95% CI 4, 12) from
2015 to 2024. Aerobic and resistance training were accompanied
by flexibility, pilates, and balance exercise (Table 3).

Initial exercise intensity was predominantly based on exercise
testing for both aerobic (e.g., 6-min walk test) and resistance (e.g.,
timed sit-to-stands) exercise (34/62, 55% for aerobic training and
31/62, 50% for resistance training). Most exercise was monitored
using observation of symptoms (59/62, 95%) and the Borg Rating
of Perceived Exertion (RPE) Scale (52/62, 84%). Two respondents
reported that exercise was not progressed throughout the dura-
tion of their program (2/62, 3%). Exercise was usually progressed
when patients reached an exercise target (27/62, 45%), differing
from 2015, when progression was mostly symptom-based (15/31,
48%).

Most programs encouraged aerobic and resistance exercise out-
side the program, but one program aimed for patients to meet
exercise guidelines within weekly sessions, to ensure high-risk
patients exercised at a vigorous intensity while monitored by a
health professional. Strategies to encourage adherence outside
of supervised sessions included written home exercise programs
(54/62, 87%) and referrals to community groups (43/62, 69%), with
a growing use of personalised activity trackers and apps in 2024
(4/62, 6%).

3.4 Program Implementation

The main factor influencing the establishment of programs
was reported to be the increasing presentation of people with
cancer in general rehabilitation programs (30/62, 48%) (Table 4).
This was also reflected by clinicians reporting an increased
demand for assisted exercise throughout treatment. Advocacy
from oncologists (27/62, 44%) and physiotherapists’ interest was
also crucial in establishing programs. Alongside the release of the

TABLE 3 Characteristics of the exercise component of oncology
rehabilitation programs.

2015 – n (%) 2024 – n (%)

Exercise assessment measures
Aerobica †

Exercise test (e.g., 6MWT) 23 (74) 34 (55)
Exercise test result (e.g.,
6MWT) AND % HRR/% HR
max method

NA 6 (10)

Treadmill testing (%VO2 max) NA 1 (2)
Heart rate calculation without
an exercise test

NA 1 (2)

Borg 11 (35) 4 (6)
Symptoms 19 (61) 3 (5)
Set time 2 (6) 0 (0)
Clinical judgement NA 8 (13)
No basis 1 (3) NA
Patients don’t complete
aerobic exercise

1 (3) 2 (3)

Other 12 (39) 3 (5)
Resistancea †

Exercise test (e.g., bicep curl
test and timed sit-to-stand)

11 (36) 31 (50)

% 1RM NA 0 (0)
% estimated 1RM NA 1 (2)
Number of RM 10 (32) 3 (5)
Symptoms 18 (58) 6 (10)
Set time 1 (3) 0 (0)
Clinical judgement NA 17 (27)
No basis 7 (23) NA
Patients don’t complete
resistance exercise

NA 0 (0)

Other 11 (35) 4 (6)
Exercise monitoring † †

Borg/RPE 26 (84) 52 (84)
Heart rate 15 (48) 29 (47)
‘Talk’ test 18 (58) 29 (47)
Observation/symptoms 27 (87) 59 (95)
Exercise intensity not
monitored

1 (3) 1 (2)

Other NA 5 (8)
Exercise progression
Symptom based 15 (48) 19 (31)
Reach the exercise target 8 (26) 27 (44)
Combination of above‡ 4 (13) NA
Based on the results of a repeat
exercise test

NA 3 (5)

(Continues)
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TABLE 3 (Continued)

2015 – n (%) 2024 – n (%)

Via a set protocol (e.g., time) NA 1 (2)
No progression 1 (3) NA
Other 3 (10) 10 (16)

Exercise modality † †

Aerobic
Walking insidea 18 (58) 49 (79)
Walking outsidea 16 (52)
Treadmill 24 (77) 52 (84)
Stationary cycle 29 (94) 55 (89)
Rowing machine 9 (29) 1 (2)
Arm ergometer 22 (71) 4 (6)

Resistance
Pin-loaded weight machines NA 39 (63)
Unsupported upper limb
exercise with or without
weight

31 (100) 57 (92)

Theraband exercise or similar 27 (87) 59 (95)
Lower limb exercise with
weights

28 (90) 57 (92)

General whole-body exercises 31 (100) 61 (98)
Stepping up and down 27 (87) NA

Other
Stretching and flexibility 30 (97) 54 (87)
Pilates or core stability
exercise

7 (23) 7 (11)

Balance 9 (29) 8 (13)
Pelvic Floor 1 (3) 0 (0)
Tai chi 1 (3) 0 (0)
Hydrotherapy 1 (3) 2 (3)
Cross trainer 1(3) 3 (5)

Duration of exercise sessions 2015 – Mean
(SD) (min)

2024 – Mean
(SD) (min)

Aerobic 24 (5) 17 (8)
Resistance 20 (6) 28 (9)
Other 11 (5) 7 (8)

NA indicates not assessed due to not being questioned.
Abbreviations: 6MWT= 6-minwalk test; VO2 max=maximumoxygenuptake;
HRR = heart rate reserve; HR = heart rate; 1RM = one-repetition maximum;
RM = repetition maximum; RPE = rating of perceived exertion.
aQuestion asked differently between surveys.
†Able to select more than one response.
‡Participants indicated a combination of methods in response to the ‘other’
category, but not all participants indicated which combination of methods was
used for progression.

TABLE 4 Program implementation.

2024 – n (%)

Factors influencing the establishment of
programa,b

Release of the COSA statement 12 (19)
Oncolo-
gist/Haematologist/Surgeon/Anaesthetist
advocacy

27 (44)

Consumer advocacy 8 (13)
Increasing presentation of patients with
cancer in general rehabilitation programs

30 (48)

New funding opportunity 18 (29)
Sustained after a research or QI project 20 (32)
Other 15 (24)

Challenges to program sustainabilitya,b

Lack of ongoing funding 27 (44)
Limitations in health insurance 9 (15)
Lack of executive-level support 11 (18)
Lack of demand or poor program uptake 14 (23)
Complex referral processes 11 (18)
Staff turnover 15 (24)
Staff knowledge and skills 18 (29)
Other 28 (45)

Abbreviations: COSA = Clinical Oncology Society of Australia; QI = quality
improvement.
aAble to select up to three responses.
bQuestion asked in qualitative interviews in 2015.

COSA statement [5] (12/62, 19%), clinicians reported that program
establishment was further supported by an understanding of the
benefits of exercise for cancer survivors and the ESSA position
statement [11, 12].

Challenges to program sustainability were often related to the
lack of ongoing funding (27/62, 44%) (Table 4). Staff-related bar-
riers included staff turnover (15/62, 24%) and lack of knowledge
and skills (18/62, 29%). Staff availability was also identified as
a challenge due to competing work demands and insufficient
coverage for leave or program expansion. Low referral num-
bers and reduced awareness of programs were associated with
complex referral processes (11/62, 18%). Clinicians also reported
patient availability as a barrier, with cancer-related symptoms
and conflictingmedical appointments limiting attendance. Other
responses related to insufficient space to accommodate exercise
programs.

4 Discussion

This nationwide Australian survey found that the availability of
exercise-based cancer rehabilitation hasmore than doubled in the
past 9 years. Australia established its first publicly funded cancer
rehabilitation program in 2010 [6] and is a leader in providing
cancer rehabilitation globally [14]. The Clinical Oncology Society
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of Australia was also the first peak oncology body in the world
to recommend exercise as best practice cancer care [5]. The
geographic distribution of oncology rehabilitation has expanded
to all 8 states/territories across Australia, and more alternative
models of care exist, including telehealth. Programs were mul-
tidisciplinary and involved a combination of exercise, education,
and self-management. In 2024, fewer oncology rehabilitation
programs offered formal education than in 2015. A greater
emphasis on exercise testing was also observed in the current
survey compared to 2015. Oncologists were described as key advo-
cates for implementing cancer rehabilitation services. However,
a relatively low number of exercise-based oncology rehabilitation
programs still exist despite an increase in availability and
awareness about their benefits over the past decade.

There has been an increase in the number of exercise-based
oncology rehabilitation programs available in Australia since
the release of clinical guidelines recommending exercise as
standard cancer care [5, 11]. In 2015, the lack of oncology
rehabilitation programs was in part due to the absence of
guidelines [6]. Updated exercise guidelines have recommended
that programs include moderate-intensity aerobic and resistance
training at least 2–3 times per week for 12 weeks, providing a
clearer framework to develop structured exercise programs. Our
findings support the importance of policy in shaping practice,
with clinicians reporting that program establishment was influ-
enced by the COSA position statement. However, others have
suggested that simple dissemination of guidelines is likely to
have little impact on implementation [20, 21]. The interventions
most likely to induce change require clinician participation in
the change process [21]. Although clinician engagement and
awareness of guidelines enhance capability, behavior change also
requires opportunity and motivation (COM-B) [22]. Effective
implementation processes, such as the Consolidated Framework
for Implementation Research (CFIR), should be considered to
address organisational factors to further improve the availability
of oncology rehabilitation [23].

Despite improved program availability, very few cancer survivors
still have access to cancer-specific exercise rehabilitation. Cancer
is a leading cause of disease burden with over 500,000 5-year
cancer survivors in Australia [1]. Our findings suggest that
current programs have the capacity for approximately 8165 cancer
survivors annually. With increasing rates of cancer survivorship,
this equates to only 1 in 65 Australian cancer survivors being
able to access oncology rehabilitation each year [1]. The results of
the current survey align with a previous survey, where access to
physiotherapy-specific oncology services more broadly was also
poor [24]. Poor access to cancer rehabilitation is not unique to
Australia, with low program availability reported worldwide [14]
in the USA, Canada, and Ireland [25–28]. This is in contrast to
rehabilitation services of other prevalent chronic diseases, such
as cardiovascular disease, where the availability of programs is
extensive across Australia [29]. A reason for this difference is the
relative recency of cancer rehabilitation guidelines, unlike cardiac
rehabilitation, which was established over 20 years ago [30].

Lack of funding is a common challenge limiting access to
exercise-based cancer rehabilitation programs, as funds are
essential to resource programs. This finding is consistent with
other studies describing barriers to the implementation of cancer

rehabilitation [7, 31, 32]. Policy makers and hospital administra-
tors require evidence of potential cost-effectiveness for funding
to be allocated to rehabilitation services. Preliminary evidence
has recently identified that exercise during cancer treatment
decreases hospital admissions and length of stay [33]. In turn,
this could limit costs and alleviate the burden on the health-
care system. Additionally, prehabilitation and rehabilitation for
individuals with advanced cancer are also areas demonstrating
potential financial benefit [34]. This encourages decision makers
to invest in cancer rehabilitation services to improve patient
outcomes and healthcare efficiency.

Advocacy from oncologists appears crucial for program imple-
mentation and sustainability. Previously, exercise professionals
raised concerns that some oncologists lacked awareness of the
benefits of exercise in cancer care due to low referral numbers [6].
This finding is consistent with a Canadian study, which identified
that only 35% of referrals were made by treating oncologists [35].
Limited graduate pathways to subspecialise in cancer rehabilita-
tion fellowships [32] and only few other training opportunities
for oncologists may contribute to gaps in knowledge and skills
in this area. However, promotion of exercise by medical societies
over time has likely resulted in this growth in awareness and
subsequently improved program availability. Additionally, there
is research demonstrating that an oncologist’s recommendation
improves patient engagement [36], thereby increasing patient
numbers and leading to program success. This supports the
need for interdisciplinary collaboration to implement exercise-
based cancer rehabilitation widely. Our finding of no increase
in clinician experience in oncology rehabilitation despite an
increase in the number of programs suggests that training and
retention may be an issue for the multidisciplinary team as well
as oncologists.

Current models of oncology rehabilitation appear to prioritise
exercise, reflective of the strength of evidence in this area.
Cancer rehabilitation has evolved from a model that closely
resembled cardiac rehabilitation, which combines exercise with
multidisciplinary education [37]. Programs previously adopted
a cardiac model due to gaps in oncology rehabilitation litera-
ture, and the parallel issues experienced by people with cancer
and cardiac conditions, including reduced physical capacity,
treatment-related side effects, and poor weight management
[38]. However, cancer’s unique symptom trajectory, complex
impairments, andmultiple affected body systems [18] suggest that
cancer-specific models of rehabilitationmay bemore appropriate
for cancer survivors. This is supported by a decrease in programs
offering education in 2024 compared to 2015, aligning with
evidence showing no significant difference in patient outcomes
between exercise-only programs and those supplemented with
psychoeducation [39, 40]. The only established guideline for
education in exercise-based cancer rehabilitation is for it to be
tailored to individual nutritional, psychological, and behavioral
needs [41]. This is unlike other chronic disease rehabilitation
programs, where education is highly researched and effective in
improving self-efficacy [42]. While education may play a role, the
strongest evidence highlights exercise as the key to addressing the
physical and psychological challenges faced by cancer survivors.

Our findings demonstrate a shift away from generic exercise
prescription and towards specific exercise recommendations [11].
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Compared to 2015, programs were more likely to prescribe
exercise using formal exercise testing and progress exercise once
a target was reached. The use of objective measures provides a
more comprehensive physical assessment and ensures intended
benefits are being achieved [11]. For example, moderate intensity
aerobic exercise is most effective for reducing fatigue and improv-
ing walking endurance [43, 44], and low-to-moderate intensity
resistance training is most effective for improving strength and
body composition [45]. However, clinical judgement, including
observation and patient symptoms, was still commonly used to
monitor exercise. This is because an individual’s response to
exercise may vary due to the direct effects of cancer treatments on
physiological systems (e.g., anemia), side effects of cancer treat-
ment (e.g., fatigue, lowering exercise tolerance), or demographic
factors (e.g., age) [46].

A strength of this study included the extensive recruitment
strategy. This ensured all possible exercise-based oncology reha-
bilitation programs in health service settings were identified
for the survey. A high response rate was also achieved (>80%),
providing a comprehensive representation of programs across
Australia. A further strength of this survey was that it followed
recommendations for survey design to increase response rate and
improve psychometric properties [47].

There were some limitations to this study. Cancer rehabilitation
programswere only included if theywere conducted in health ser-
vice settings.We have not described other services, such as private
practices and fitness facilities that may have offered exercise-
based rehabilitation programs. However, private providers are
thought not to be major contributors to specialised oncology
rehabilitation services inAustralia. A further limitation is the self-
reported nature of the survey data. This introduces the potential
for reporting bias, as respondents may have subjectively inter-
preted questions or reported desirable characteristics. Finally,
the eligibility criteria were broadened in the updated survey to
include telehealth and prehabilitation programs, whichmay have
yielded a different pool of programs compared to the previous
survey. However, this was adapted to be reflective of current
practices in exercise-based cancer care.

5 Conclusion

Exercise-based oncology rehabilitation programs in Australia
have more than doubled in the last decade. The increase in
program availability may be associated with the release of clinical
practice guidelines at this time. Programs were mainly exercise-
only, with an increased use of objective criteria for exercise dosage
and progression. However, access to oncology rehabilitation
remains poor, highlighting the urgent need to translate research
into practice to meet the growing demand of cancer survivors.
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