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Results: Of the 300 services, 102 (34%) participants completed the survey. Most services provide non-dedicated cancer
rehabilitation programs (n =63), led by rehabilitation physicians, followed by allied health. The common tumour streams referred
included central nervous system (67 %, n=56), haematological (59%, n=49), prostate (58%, n=48), and lung cancers (58%,
n=48). Patients were frequently referred during post-treatment (87%, n=72) and treatment phases (66%, n=55). Core program
components were multimodal exercises, fatigue management strategies, and management of medical complications and
medications. The main barriers and facilitators toward the uptake of cancer rehabilitation programs were identified. Key activities in
education, research, advocacy, and clinical practice improvement were also highlighted.

Conclusions: The survey identified key barriers and facilitators for the implementation of cancer rehabilitation programs.
Collaborative efforts of relevant stakeholders, clinicians, consumers, and policymakers need to address barriers to broader

Background: Despite evidence supporting the benefits of rehabilitation for cancer survivors, the nature of cancer rehabilitatioh
programs is inadequately described in Australia and New Zealand. This study provides insight into current service delivery and
challenges for healthcare systems in implementation of cancer rehabilitation programs.

Methods: A cross-sectional survey of directors of public and private rehabilitation services in hospital and ambulatory settings
across Australia and New Zealand using the Australasian Rehabilitation Outcomes Centre (AROC) registry evaluated the current
delivery of cancer rehabilitation programs, health professional workforce, core care components delivered, barriers and facilitators to
service delivery, and unit/organisation-wide cancer rehabilitation activities. Descriptive statistics analyzed quantitative data, and

Introduction

The global burden of cancer remains significant, accounting for
~20 million new cases of cancer diagnosed and nearly 10 million
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deaths in 2022021, In Australia and New Zealand, an estimated
250,489 cases of cancer were diagnosed in 2022, with breast,
prostate and colorectal cancers representing most prominent
types®l. The S-year relative survival rate for people living with
cancer (PLWC) is 71% in Australia in 2015-2019, and lower at
57%—60% in New Zealand®*!, The advancement in cancer
treatment modalities and diagnostic methods have enhanced the
survival rates of PLWC, with the number of cancer survivors
projected to increase to almost 1.9 million by 2040 in Australial*l.

PLWC may experience a range of short-term and long-term
effects from cancer and related treatments (surgery, radio-
therapy, and/or chemotherapy). These effects can vary from mild
to severe, and include physical issues (fatigue, cachexia, neuro-
pathy, pain, cardiotoxicity, deconditioning, osteoporosis, and
obesity), psychological problems (depression and anxiety), cog-
nitive impairment, learning disabilities, and/or behavioural
issues!®?!. Studies have shown that up to two thirds of PLWC
experience significant physical and psychosocial issues!!%!2!, with
high levels of unmet needs, including insufficient psychosocial
support, caregiver burden, and reduced quality of life
(QoL)3, Treatments and supportive care requirements are
also resource-intensive, leading to substantial economic and
work productivity losses for PLWCIS],

Cancer rehabilitation plays an integral role within the con-
tinuum of care for PLWC and is increasingly recognized as critical
in addressing the multitude of issues and unmet needs experi-
enced by PLWC!'*l. Cancer rehabilitation is multicomponent
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and complex intervention, emerging as a growing model of
interdisciplinary care designed to mitigate short-term and long-
term effects of cancer and its treatments”. Further, it helps to
maximise patients’ functional independence, community
participation, psychological well-being, and QoL. Dedicated
cancer rehabilitation programs aim to integrate rehabilitation
with cancer-directed disease management and deliver evidence-
based interventions such as core components (symptom manage
ment, physical activity, nutrition, sleep, education, functional
task retraining, cognitive rehabilitation), specialized interven
tions (lymphoedema care, head and neck cancer rehabilitation,
pulmonary rehabilitation), and medical supervision to assist with
the physical and psychosocial needs of PLWC?!23], This is in the
context of increasing evidence supporting the benefits of cancer
rehabilitation along the cancer care continuum (including
prehabilitation) in various settings such as hospital (acute and
subacute inpatient rehabilitation) and ambulatory settings (center
based and home based)¢18:19:24-291,

More comprehensive rehabilitation-inclusive cancer care pro-
grams have been called to address the complex rehabilitation needs
experienced by cancer survivors, along with the timely and sys-
tematic assessment of PLWC and subsequent referrals to appro-
priate rehabilitation services. However, existing systems remain
fragmented and challenged by various patient, provider, and sys-
temic barriers that influence access to and provision of cancer
rehabilitation programs worldwide. Despite PLWC often having
impairments, oncology and specialist referrals to rehabilitation
programs remain low due to a lack of information about cancer
rehabilitation, with functional difficulties often overlooked by
treating physicians and left untreated®®=?., Health systems are also
challenged by limited coordination among care providers, lack of
engagement of interdisciplinary stakeholders in decision-making,
and absence of referral pathways for rehabilitation®*l, Patient
factors, including lack of awareness of the value and benefits of
rehabilitation programs, difficulties with time, adherence, symptom
burden and geographical access, further contribute to these
challenges®***l. The nature of cancer rehabilitation services varies
widely across countries due to differences in health care systems,
geographical locations, availability of resources, infrastructure, and
financial capabilities. Interventions, modalities used and skill-sets
among the rehabilitation workforce are also diverse.

Currently, there is limited information about the state of can-
cer rehabilitation programs worldwide, including in Australia
and New Zealand. To our knowledge, only a few studies have
described the state of cancer rehabilitation programs in Australia.
One mixed methods study detailed exercise modalities/measures
used in these programs), while another study highlighted the
perspectives of rehabilitation physicians and trainees in Australia
and New Zealand working in rehabilitation services providing
rehabilitation to PLWCP®., However, the latter survey had
several limitations including a small sample size (n = 60)¢!. There
is a need for a broader picture regarding the state of cancer
rehabilitation programs in Australia and New Zealand.

Thus, the purpose of this study was to characterize the state of
cancer rehabilitation programs in Australia and New Zealand, using
a cross-sectional online survey of rehabilitation services. To obtain
thorough coverage of rehabilitation services, information was sought
from the membership of the Australasian Rehabilitation Outcomes
Centre (AROC), University of Wollongong (UoW) (New South
Wales, Australia)l®”l. The AROC membership comprises 300 public
and private rehabilitation services across inpatient and ambulatory
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settings in Australia and New Zealand, collecting outcomes datal*’l,
Information gathered from the survey in regards to rehabilitation
programs include (1) type of cancer patients served and referral pha
ses; (2) core components delivered; (3) types of health professionals
providing service; (4) barriers and facilitators to cancer rehabilitation
programs; and (5) research/education/advocacy/clinical improvement
activities undertaken to promote the uptake of cancer rehabilitation
programs within the unit and organisation. The survey findings will
help identify current challenges and gaps faced by health care systems
in implementation of cancer rehabilitation programs, thereby
enabling more effective implementation throughout different phases
of disease trajectory for PLWC.

Methods
Design

This was an exploratory descriptive study using a cross-sectional
online survey design. As no comprehensive survey tool existed to
obtain the required information, the authors developed a cancer
rehabilitation survey tool (Appendix I, Supplemental Digital
Content 1, http:/links.lww.com/PH9/A15) based on previous
cancer rehabilitation surveys!?>*¢l, This survey was designed to
provide a cross-sectional assessment of types of cancer rehabilita-
tion programs available. Survey content was organized into
subsections, including respondent and service demographics,
program components (including rehabilitation interventions
provided), health professionals involved, barriers and facilitators
to service provision, and activities being undertaken to promote
the uptake of cancer rehabilitation programs within the unit and
organisation. The survey had various closed and open-ended
sections which offered respondents an opportunity to provide
comments/personal views regarding gaps relevant to their service.

Settings

The survey was distributed to all rehabilitation units registered as
AROC members across hospital and ambulatory settings in
Australia and New Zealand during 2023-2024. The survey was
approved by the UoW as a low-risk study and deemed not to
require formal ethics submission.

Participants

Participants included Directors of Rehabilitation Medicine units
who received the online survey via email for completion. All
contact details of the Directors of Rehabilitation units and
information on these services are already held by AROC.

The inclusion criteria included AROC members across public
and private hospitals providing inpatient and/or ambulatory reha-
bilitation care, which includes (1) rehabilitation assessment; (2) all
rehabilitation modalities including unidisciplinary therapy, eg,
physiotherapy (PT) or occupational therapy (OT) or physical
activity program (structured supervised/unsupervised); multi-
disciplinary rehabilitation program [ie, coordinated therapy pro-
gram delivered by 2 or more disciplines (PT, OT, exercise
physiology, orthotics, and other allied health and nursing) in con-
junction with medical input (such as rehabilitation medicine phy-
sicians, geriatricians, acute specialists, and others)]. Most
rehabilitation services in Australia and New Zealand are AROC
members; however, non-AROC members were excluded from
the study.
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Procedure

Participants were invited by AROC to complete the upcoming
survey via an email invitation. All potential participants then
received an individualised link to the online survey, along with a
Participant Information Sheet. Directors of service across multi-
ple sites received separate links for each service they managed.
Email reminders were sent after 2, 4, and 6 weeks to all contacts
to encourage survey completion. Completion of the survey was
voluntary, with survey completion and submission implying
consent. The survey remained open for 3 months (November
2023 to January 2024).

All institutional and respondent identification information
remained confidential, with identifiable data controlled by
AROC. Data were collected online using a digitally secure
REDCap survey format and stored in electronic format. Data for
analysis were unidentified; however, reidentification to seek fur-
ther information was possible through AROC. Electronic data
was stored on an AROC password-protected server controlled by
the UoW IT department, and only members of the research team
had access to the study data. Data will be kept for a minimum of
5 years post data collection and after this time, electronic files will
be deleted as per ethical guidelines.

Data analysis

A multipronged statistical approach was undertaken for a robust
analysis of both quantitative and qualitative data. Descriptive
analysis was employed to assess the characteristics of the reha-
bilitation services, providing a quantitative overview of factors
such as the types of cancer patients served, the core components
of the rehabilitation programs, and the health professionals
involved. Reflexive thematic analysis, involving iterative and
reflexive cycles of coding, interpreting, reflecting on data and
allowing for themes to emerge, was utilized to evaluate the qua-
litative data on barriers and facilitators to the implementation of
cancer rehabilitation programs, and the current rehabilitation
activities undertaken within the units and organizations. This
method facilitated the identification of recurring themes and
patterns in the responses, offering deeper insights into the chal-
lenges and supportive factors influencing cancer rehabilitation.

Results

Respondent demographics

A total of 102 out of 300 (34%) respondents completed the
survey. Among them, the majority (74%, n=73) of respondents
were accredited with the rehabilitation faculty in Australia, while
others had separate qualifications (e.g Masters of Clinical
Rehabilitation and Royal College of Physicians). Almost 60% of
respondents reported that formal fellowship rehabilitation
training did not adequately prepare advanced trainees to meet the
rehabilitation needs of PLWC. This was attributed to a lack of
cancer rehabilitation—specific curriculum, poor understanding of
rehabilitation needs of PLWC, and limited clinical exposure to
PLWC during training. Further, most respondents (94.1%,
n=96) received none or only informal training (online courses,
diplomas, conference-based learnings, noncore terms in medical
oncology/palliative care, and seminars), without obtaining higher
formal qualifications.
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Service characteristics

The majority of the survey respondents were from New South
Wales (34%, n=235), followed by Victoria (29.4%, n=230)
(Fig. 1), which is representative of distribution of rehabilitation
services across Australia and New Zealand. Services were a
combination of metropolitan (n=57) and regional settings
(n=435), and either public, private and mixed funded programs
(67%, 32%, and 1% respectively) (Fig. 1). Of 102 respondents,
81.3% (n=283) provided rehabilitation to PLWC, of which only
23 units offered a dedicated cancer rehabilitation program. Of
these 83 services, just over half have provided care to PLWC for
over 10 years (55.4%, n=46).

Services with dedicated cancer rehabilitation services

Of the 83 services providing cancer rehabilitation services, the
majority offered inpatient subacute rehabilitation programs
(90%, n="75), followed by rehabilitation delivered in an ambu-
latory care centre (73 %, n=61), in-reach services (rehabilitation
delivered to patients receiving acute care) (18%, n=15), ambu-
latory home-based rehabilitation (12%, n=10), and telehealth
services (12%, n =10) (Fig. 2). Services that provided ambulatory
centre and home-based programs often delivered at least 9 or
more outpatient sessions (n=32) to PLWC.

Health Professionals

The survey findings indicated that rehabilitation physicians
(72%, n=60) primarily led the delivery of rehabilitation pro-
grams to PLWC, followed by allied health professionals (20%,
n=17). Health professionals involved in the interdisciplinary
team delivering these programs predominantly included phy-
siotherapy (96 %, n=80), occupational therapy (95%, n=79),
rehabilitation physicians (87%, n=72), and social workers
(75%, n=62) (Fig. 3). This diverse team composition under-
scores the comprehensive approach required to address the
multifaceted needs of PLWC in rehabilitation settings.

Referral patterns

The most common cancer streams referred to rehabilitation ser-
vices were central nervous system (67 %, n = 56), haematological
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Figure 1. Location of respondents. ACT indicates Australian Capital Territory;
NSW, New South Wales; NT, Northern Territory; NZ, New Zealand; QLD,

Queensland; SA, South Australia; TAS, Tasmania; VIC, Victoria; WA, Western
Australia.
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Types of Rehabilitation Program Delivered
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Figure 2. Types of rehabilitation programs delivered to PLWC. PLWC indicates
people living with cancer.

(59%, n=49), prostate (58%, n=48), and lung cancers (58%,
n=48) (Fig. 4).

PLWC were mostly referred during post-treatment (87%,
n=72) and treatment phases (66%, n=3535) (Fig. 5). Referrals
often originate from acute cancer specialists (oncologists, hae-
matologists, and radiation oncologists) (81%, n=67), surgeons
(57%,n=47), allied health clinicians (33%,n=27), and primary
care physicians (25%, n=21) (Fig. 6).

Core components of cancer rehabilitation delivered

The survey results revealed the diverse and multifaceted nature of
cancer rehabilitation programs delivered, tailored to address a
wide range of physical and psychological needs in PLWC. The
core components of rehabilitation programs delivered to PLWC
involved a combination of medical evaluation/management,
education provision, exercise prescription/modalities and/or
specialised interventions. The most common interventions
delivered included physical activity (98 %, n=81), strengthening
exercises (94%, n=78), gait training (94%, n=78), fatigue
management (93%, n="77), balance exercises (89%, n=74),
management of complications (89%, n=74), medication man-
agement (84%, n=70), range of movement exercises (83%,

Healthcare Professionals Involved
Physiotherapy | 6%
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Rehabilitation physician I 87%
Social worker I 75%
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Pastoral carc I 20%
Neuropsychology I 20%
Care coordinator NN 3%
Pain management specialist I 3%
Other (please specify) s 7%
Art/music therapy Bl 4%

Healthcare disciplines

Complementary therapy = 0%
Percentage of services
Figure 3. Health professionals involved in rehabilitation programs (n=83)
delivered.
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Figure 4. Tumour streams referred.

n=69), and psychological support (81%, n=67) (Fig. 7). The
least common interventions delivered by only 2%-10% of pro-
grams included other modalities (massage, pilates, and ultra-
sound therapy).

The majority of programs (75.9%, n=63) do not provide
specialized care for people with advanced cancer or those
requiring end-of-life (EoL) care including advance care planning
and symptom management.

Batrriers to uptake of cancer rehabilitation programs

The survey responders reported several significant barriers to the
successful implementation of cancer rehabilitation programs. The
most common barriers included: inadequate funding for resour-
ces (staffing, additional private health insurance coverage,
transport costs to acute cancer centres) and limited ability of
PLWC to participate in rehabilitation while undergoing treat-
ment (due to medical deterioration, side effects, acute transfers
for cancer treatments, stand-alone rehabilitation facility with
limited access to acute treatments). In addition, the lack of inte-
gration of rehabilitation within acute cancer care programs and
the absence of a collaborative and coordinated approach toward
providing comprehensive cancer care assessments, including
referrals pathways to rehabilitation services, were highlighted as
major gaps in care delivery. Other barriers included the lack of

Referral Phases
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Percentage of Services

Figure 5. Referral phases PLWC is commonly referred to rehabilitation
programs. PLWC indicates people living with cancer.
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Referrers
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Figure 6. Referrers of PLWC to rehabilitation programs. PLWC indicates
people living with cancer.

awareness among patients, families, and acute care specialties
(including oncology) about the value and benefits of cancer
rehabilitation, lack of appropriate staffing with expertise (such as
allied health, nurses with lymphoedema/breast cancer skills, and
psychology), limited cancer rehabilitation specific training
opportunities, and the absence of dedicated cancer rehabilitation
program within organization. The leading barriers are summar-
ized in Table 1.

Factors identified as facilitators to cancer rehabilitation
programs

The leading facilitators reported by the survey responders to
uptake of cancer rehabilitation programs include increased
funding for resources, improved collaboration and integration of
rehabilitation within acute cancer care services/teams (including
in-reach services), availability of rehabilitation medical/nursing/
allied health staff with expertise and opportunity for upskilling,
and increased enthusiasm and staff engagement with leadership
skills to promote cancer rehabilitation. Other facilitators inclu-
ded co-location of acute cancer and rehabilitation services to
deliver new models of care, improved awareness of the benefits of
cancer rehabilitation among patients/families and staff, and
streamlined referral and central screening pathways for PLWC
accessing individually tailored rehabilitation interventions. The
leading facilitators are summarized in Table 2.

Core Components
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Figure 7. Core components of rehabilitation programs.
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Leading barriers in the uptake of cancer rehabilitation programs
(n=102)

Barriers n (%)

Inadequate resource funding 89 (87.3)
Limited ability of PLWC to participate while undergoing treatment 44 (43.1)
Lack of integration of rehabilitation services within acute cancer care 34 (33.3)

programs and collaboration between services

Lack of awareness and understanding of benefits of cancer rehabilitation 33 (32.4)
Lack of rehab staff expertise, available cancer rehab-specific training 32 (31.4)
Lack of dedicated cancer rehab program within organization (led by 15 (14.7)

rehabilitation physician)

PLWC indicates people living with cancer.

Cancer rehabilitation activities within rehabilitation services
and/or organization wide

Survey findings highlighted four categories of cancer rehabilita-
tion activities undertaken within rehabilitation services and/or
organization-wide, including education, research, advocacy, and
clinical improvement. Surprisingly, the overall engagement in
these activities by the services was relatively low, with none
exceeding 20%. Advocacy, in particular, was the least repre-
sented, with only 9% of services reporting involvement in this
area. These findings underscore a significant gap in comprehen-
sive cancer rehabilitation efforts, as summarized in Table 3.

Discussion

This study used an online survey tool to gain insight into the current
state of cancer rehabilitation programs in Australia and New
Zealand. To our knowledge, this is the first study to evaluate
rehabilitation services in a broader context to identify the existing
state of service delivery and key challenges, and will be used to
inform future strategies to increase the uptake of cancer rehabili-
tation programs. The findings indicate that most services provide
generic rehabilitation programs that include PLWC and common
cancers (central nervous system, haematological, prostate and lung
cancers). Despite the strong evidence of beneficial effects of reha-
bilitation in cancer care continuum (from the time of diagnosis to
the palliative phase)”'%2% most PLWC are referred during post-
treatment and treatment phases. The study findings also indicate a
low rate of referrals (< 30%) for prehabilitation for PLWC, where

Leading facilitators in the uptake of cancer rehabilitation programs
(n=102)

Facilitators n (%)
Increased resource funding 29 (28.4)
Improved integration of rehabilitation within acute cancer care services 28 (27.9)
Increased access to staff with expertise and upskilling opportunities 28 (27.5)
Enthusiasm of staff, dedicated champions with leadership skills and 18 (17.6)
engagement of organisation executives to promote cancer rehabilitation
Dedicated comprehensive cancer rehabilitation programs across settings
Improved education and awareness of benefits of cancer rehabilitation
programs
Streamlined referral and central screening pathways for access to 12 (11.8)

rehabilitation
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Cancer rehabilitation activities (n=102)

Categories No. services n (%) Cancer rehabilitation activities
Education 20 (19.6) Regular journal clubs and grand round presentations
Organization in-services
GP education seminars, GP information pamphlets
Cancer rehabilitation awareness week educational forums
Interdisciplinary forums (multidisciplinary team education sessions, mortality, and mortality audits)
Patient and staff education sessions
Cancer newsletters/bulletins for staff/patients
Quality improvement sessions
Research 17 (16.7) Prehabilitation research for various cohorts (haematological malignancies, CNS tumours, and breast and colorectal cancers)
Survivarship research (fatigue, physical activity, and QoL outcomes)
Implementation of research projects (rehabilitation assessment tools, improving engagement between oncology and
rehabilitation services)
Research trials/projects with cancer trials units (oncology, haematology, and palliative care), allied health units
Advocacy 9 (8.9 Staff education that cancer is not an exclusion criterion for rehabilitation programs
Consumer engagement/advocacy of value and benefits of cancer rehabilitation programs
National Awareness Days—Pink days, Daffodil day, Shave for a Cure
Local cancer support groups advocacy activities
Collaboration and engagement with relevant stakeholders (including oncology) regarding rehabilitation services, referral
processes, local communications and marketing (utilisation of social media, print media)
Clinical practice improvement 20 (19.6) Dedicated rehabilitation physician led triage of referrals for rehabilitation programs for PLWC

Establish in-reach rehabilitation services
Set up streamlined referral pathways and processes for access to rehabilitation services and adopt rehabilitation as a standard

part of care

Sharing of practical knowledge and experiences of rehabilitation with acute cancer care services (oncology, palliative care,
hematology, surgical, radiation oncology, etc.)

Access to education/training opportunities for advanced rehabilitation trainees, nursing, allied health staff

Implementation of best-practice cancer rehabilitation guidelines

Benchmarking rehabilitation services in various rehabilitation settings to improve daily routine practice and health outcomes for

PLWC

CNS indicates central nervous system; GP, general practice; PLWC, people living with cancer; QoL, quality of life.

the exponential growth of evidence for prehabilitation has been
documented in the literature and considered as an important com
ponent of early recovery programs [eg, enhanced recovery after
surgery (ERAS) protocols]'*%%°]. Common barriers to service
provision and facilitators identified in this study were similar to
previous studies®**l,

Cancer rehabilitation is an integral part of the cancer care con-
tinuum and provides essential support to PLWC for cancer and its
treatment-related functional morbidities!™!”1, Timely access to evi
dence-based cancer rehabilitation interventions and effective pro
grams is important to address these needs. Although the most com
mon cancers in Australia and New Zealand are prostate, breast,
melanoma and colorectal cancers, this study identified high rates of
referrals of patients who had central nervous system and haemato
logical cancers. This is not a surprising finding as these referred
cohorts often have more complex disabilities related to cancer
and/or its treatments, and require interdisciplinary rehabilitation
care for improved physical, functional, psychosocial, and cogni
tive outcomes!*>**?. Further, PLWC often experiences sig
nificant financial burden and work productivity losses, leading to
increased demand for social and vocational services, and caregiver
burden!'”?’!. Hence, PLWC requires timely assessment of their
needs and evaluation/monitoring of functional changes over time
throughout their care continuum, survivorship trajectory and
across various rehabilitation settings>®3,

This survey identified several key challenges to the successful
delivery of cancer rehabilitation programs in Australia and New

89

Zealand. First, the lack of formal training and access to educa-
tional upskilling opportunities in cancer rehabilitation limits the
ability of rehabilitation health care professionals to develop the
necessary skills and experience to adequately address the needs of
PLWC. There are also limited opportunities for graduate physi-
cians to further subspecialise in cancer rehabilitation fellowships,
mainly due to the limited number of cancer rehabilitation pro-
grams available. Furthermore, most rehabilitation programs in
Australia and New Zealand lack structured referral pathways
from acute cancer centres, resulting in low referral rates and poor
integration into routine comprehensive care. This is demon-
strated by a low proportion of rehabilitation physicians involved
in acute cancer team forums or multidisciplinary meetings. The
perceived lack of collaboration between acute cancer services and
rehabilitation, with a fragmented approach to the care of PLWC,
may also be related to reduced awareness of the benefits and value
of rehabilitation among oncologists, acute specialty teams,
patients, and families™). Evidence suggests that only 20% of
medical oncologists had any rehabilitation medicine knowledge
or training!®?l. Cross-disciplinary education and forums regard-
ing the evidence and benefits of rehabilitation would assist
oncologists and specialty teams in understanding the role of
rehabilitation physicians in disability management of PLWC,
including those with advanced or metastatic cancer. Moreover,
evidence has also shown the increasing role of rehabilitation
in being able to provide supportive care for PLWC during
rehabilitation-palliative care phases, assisting the patient and
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family in addressing symptom burden, maintaining functional
independence, and reducing caregiver burden!*#¢,

Consistent with previously published reports in this area, this
study highlights many gaps within cancer rehabilitation service
delivery in Australia and New Zealand®®!. Key areas requiring
improvement include stronger advocacy for resource funding and
the need for timely access to rehabilitation interventions to
address physical, functional, and psychosocial needs due to
cancer, and treatment morbidities. A more collaborative and
coordinated approach is necessary to provide comprehensive
care, with well-defined referral pathways and management plans
focusing on disability. Further, there is a critical need for access to
education and capacity building to enhance engagement and
expertise among rehabilitation health care professionals in cancer
care, given it is steadily evolving into a chronic disease model.
Therefore, workforce growth in this area is critical. Furthermore,
there is a clear need for further research in functioning,
QoL, health care utilization/costs, and the efficacy of cancer
rehabilitation, given the limited evidence-based research and
clinical guidelines available to support the growth of this field.

This study has several limitations. First, the survey response rate
was low, which is a common issue with online surveys. The survey
tool developed by the authors has yet to be validated; however, the
authors are experienced rehabilitation health professionals, currently
working, with knowledge, and skills in cancer rehabilitation. Further,
other available survey tools in the literature within rehabilitation
were also reviewed, and relevant items were incorporated into the
survey. The study was a cross-sectional design and all responses were
based on participant subjective view of their services rather than
objective data. The respondents represented only a small proportion
of services in various states/territories of Australia and New Zealand,
so may have missed views of other metropolitan and regional reha-
bilitation services, which limits the generalizability and validity of
findings. Nevertheless, the sample represented in this survey is similar
to findings of a previous survey assessing the availability and type of
rehabilitation services in Australia, with more services located in
NSW and Victoria, and in metropolitan compared with rural
settings'*’]. The descriptive findings also limit the scope of statistical
analysis, however, provide valuable information on barriers and
facilities undertaken across the services. This information can aid the
planning for further implementation of programs, particularly given
the limited published research in this area.

In line with the International Society of Physical Medicine and
Rehabilitation (ISPRM), responding to the World Health
Organization (WHO) 2023 call for action to strengthen rehabi-
litation, including cancer rehabilitation in health care systems, the
Cancer Special Interest Group had sought to evaluate the state of
cancer rehabilitation program delivery from a global perspective
as one of its core initiatives!***!, The findings of our survey aim to
contribute to this perspective by reflecting the current situation
and state of cancer rehabilitation in Australia and New Zealand.
Our results highlight significant gaps and challenges (specifically
from the well-developed health care system perspective) in the
delivery of cancer rehabilitation services, underscoring the need
for enhanced training, structured referral pathways, and better
integration of rehabilitation into comprehensive cancer care. By
aligning our regional insights with the ISPRM and WHO’s global
call to action, we hope to advocate for improved resources, col
laborative approaches, and education that can ultimately enhance
the QoL and functional outcomes for PLWC worldwide.
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Conclusions

This survey highlights the ongoing low uptake and implementa-
tion of cancer rehabilitation programs in Australia and New
Zealand. A rehabilitation-inclusive cancer care model is impera-
tive to effectively meet the demands of the escalating cancer
population and help establish mechanisms for increased aware-
ness, advocacy, training, research, funding and infrastructure in
cancer rehabilitation. Such a model would ensure that the phy-
sical, functional, and psychosocial needs of PLWC are adequately
addressed, leading to improved patient outcomes and overall
QoL. By emphasizing the importance of comprehensive care, this
approach can help bridge the current gaps in service delivery and
support the growth of cancer rehabilitation as an integral com-
ponent of oncology care.
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