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Abstract
Purpose To establish oncology practitioners’ perceptions of responsibility, confidence levels, and frequency of survivorship care
practice in relation to the post-treatment phase of survivorship care in Mainland China; to identify factors associated with
oncology practitioners’ perceptions of responsibility, confidence levels, and frequency of survivorship care practice; and to
examine factors that impede the provision of quality survivorship care.
Methods A cross-sectional survey of Chinese oncology practitioners was conducted using a test battery consisting of a self-
developed information sheet, a 29-item survivorship care scale (29-SCS), and a 16-item impeding factors scale.
Results There were 331 participants. Mean values of the four subscales (8.87, 61.82, 18.62, and 40.49) on perceptions of
responsibility were relatively higher than those of the mean values of confidence levels and frequency of survivorship care
practice. Participant characteristics, including professional discipline, highest educational qualification achieved, work status,
work role, and work setting, were identified as factors associated with oncology practitioners’ responsibility perceptions,
confidence levels, and survivorship care practice frequency. The top three barriers to quality survivorship care perceived by
participants were lack of time, an appropriate physical location, and evidence-based practice guidelines to inform survivorship
care.
Conclusions Findings of relatively high levels of perception of responsibility and low levels of confidence in survivorship care
suggest that survivorship care is needed, with the aim of implementing oncology practitioners’ responsibility and improving their
confidence in providing survivorship care in cancer practice. Future multiple levels of cooperation for overcoming barriers and
implementing quality survivorship care are highly recommended.

Keywords Cancer .Oncology . Survivorship care .Oncologypractitioners . Practice patterns . Perspectives .Barriers .Mainland
China

Introduction

Cancer is a leading cause of death worldwide. A total of 8.8
million cancer deaths were reported in 2015, accounting for

one-sixth of all deaths. Of these, approximately 70% of all
cancer deaths occurred in low- and middle-income countries
(LMICs) [1]. In China, evidence shows that overall cancer
morbidity increased significantly from 2000 to 2011, while
mortality rates have decreased considerably since 2006, lead-
ing to a growing number of cancer survivors [2]. This growing
number of cancer survivors and the increased risk of chronic
health problems in cancer survivors highlight the significance
of addressing their health concerns across the entire cancer
trajectory, that is survivorship care, from diagnosis to survi-
vorship. Indeed, the impact of cancer and its treatment if given
with curative intent can lead to ongoing, even permanent neg-
ative consequences for survivors, including physical, psycho-
logical, financial, and social health impairment [3, 4]. The
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service-mapping study (the STEP study) also showed that
cancer survivors in this area had substantial symptom burden
and unmet supportive care needs [5].

In the cancer context, the significance of providing survi-
vorship care in cancer practice has increasingly been
recognised [6]. The supportive care framework [7] proposed
that the cancer care system include a spectrum of events and
interactions, e.g. pre-diagnosis, diagnosis, treatment, and fol-
low-up. The follow-up may consist of post-treatment, long-
term survivorship care, palliative care, and terminal care.
According to the seminal Institute of Medicine (IOM) report
[8], special attention needs to be given to the post-treatment
phase. This is the case in Mainland China, where cancer con-
trol planning mainly focuses on prevention, early diagnosis,
and treatment [9].

The evidence from a Japanese study of oncology nurses’
perceptions of long-term cancer survivorship care also sup-
ports this view. According to the findings from the Japanese
study, oncology nurses reported that the quality of long-term
survivorship care was poorer than nursing care at the time of
cancer diagnosis, during treatment, and at the end of life [10].
In addition, participants in this study also acknowledged their
awareness of the importance of dealing with issues faced by
long-term survivors of cancer. However, due to the fact that
there are few opportunities for oncology nurses to see survi-
vors with cancer after they have been discharged from hospi-
tal, very few oncology nurses put long-term survivorship care
into practice [10]. This is a reminder that high quality long-
term survivorship care would require a coordinated approach
by multidisciplinary practitioners, such as physicians, nurses,
psychologists, and social workers, as recommended in the
IOM report [8].

With the growing recognition of the importance of pro-
viding survivorship care, and the need for an organised ap-
proach by multidisciplinary practitioners in cancer practice,
literature has emerged to investigate the perceptions of on-
cology practitioners regarding their survivorship care prac-
tice and perceived obstacles that hamper the execution of
quality survivorship care [11–15]. Most studies in this area,
however, have been conducted in Western countries, and
various challenges and/or barriers in implementing survivor-
ship care were reported from the perspectives of oncology
practitioners [11–13]. For example, a study conducted in the
USA reported that the potential determinants of
implementing survivorship care included outcome expectan-
cies (healthcare professionals’ beliefs about the conse-
quences of survivorship care use), intrinsic motivation (mo-
tivation and goals regarding survivorship care use), goal pri-
ority, and teamwork [11]. Another study found that the main
challenge for oncology staff was the time required to obtain
information for survivorship care planning [12]. An electron-
ic survey of Canadian radiation oncologists reported that
survivorship care plans are underutilised [13].

As for survivorship care in Asia, a study of 126 multidis-
ciplinary oncology practitioners from various Southeast Asian
countries revealed that survivorship care in Asia is relatively
inadequate, and patient-specific barriers were reported as the
main barriers to survivorship care provision [14]. Recently,
the STEP study (n = 1501) reported that oncology practi-
tioners working in LMICs (China, Thailand, India,
Myanmar, and Philippines) had higher levels of responsibility,
confidence, and frequency of delivering survivorship care
than those working in high-income countries (HICs, including
Australia, Hong Kong, Japan, South Korea, and Singapore)
[15].

To our knowledge, no study has specifically investigated
the perceptions of oncology practitioners of the implementa-
tion of cancer survivorship care in Mainland China.
Consequently, our study aims were to (i) establish the percep-
tions of responsibility, confidence levels, and frequency of
survivorship care practices among oncology practitioners in
relation to the post-treatment phase of survivorship care in
Mainland China, (ii) identify factors associated with the per-
ceptions of responsibility, confidence levels, and frequency of
survivorship care practices of oncology practitioners, and (iii)
examine factors that impede the provision of quality survivor-
ship care.

Methods

Study design and participants

This study analysed Chinese data from a large cross-sectional
survey of oncology practitioners across the Asia-Pacific re-
gion [15]. The survey was conducted from June 2015 to
July 2016 at a university-affiliated teaching hospital in
Wuxi, China. Eligibility criteria included the following: (1)
hospital-based clinical practitioners (i.e. physicians, nurses,
allied health professionals) who worked in an oncology de-
partment; (2) at least 18 years in age; and (3) spending more
than half of their time caring for cancer patients in their clin-
ical practice.

The sample size was determined according to the item
numbers of the main scale included in the survey. It was pro-
posed that the sample size should range from five to 10 times
the item numbers [16]. Given that the two instruments
contained 45 items (a 29-item scale for perceptions of respon-
sibility, confidence levels, and frequency of survivorship care
practice, and a 16-item scale for the impeding factors), it was
estimated that 225–450 participants were required.

Measures

We collected information from participants on demographic
and work-related characteristics, including gender, age, years
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of experience in cancer care, and professional discipline
(Table 1). The questionnaire battery consisted of a 29-item
survivorship care scale (29-SCS) [15] and a 16-item impeding
factor scale (16-IFS) [17].

The 29-SCSwas developed specifically for the STEP study
in assessing oncology practitioners’ perceptions of responsi-
bility (whether survivorship care should be their responsibili-
ty), confidence (how confident they are in delivering survivor-
ship care), and frequency of care (how often they provide

survivorship care to survivors at the completion of treatment)
[15]. The 29 items were derived from the IOM seminal report
Lost in transition: From cancer patient to cancer survivor [8],
a literature review on survivorship care practices, with the
original version piloted in two Australian studies of oncology
nurses [18, 19]. These items were scored using a five-point
Likert-type scale (1 = totally disagree, 2 = somewhat
disagree, 3 = do not know, 4 = somewhat agree, 5 = to totally
agree) for the subscale for perception of responsibility; a nu-
meric analogue scale from 0 (cannot do at all) to 10 (highly
certain can do) for the confidence subscale; and another five-
point Likert-type scale (1 = never, 2 = occasionally, 3 = often,
4 = very often, 5 = to all the time) for the frequency subscale.
Four domains or subscales of the 29-SCS were prevention (2
items), intervention (14 items), surveillance (4 items), and
coordination (9 items). All subscales have good internal con-
sistency, with Cronbach’s α from 0.92 to 0.97 [15].

The translation of the 29-SCS into Chinese was conducted
according to a standardised protocol as proposed by theWorld
Health Organization (WHO) [20]. Linguistic equivalence was
established by forward and backward translation. Face valid-
ity was assessed by pre-testing in 10 participants. Minor
amendments were made based on suggestions from the pre-
testing participants, leading to the final version of the instru-
ment applied in the survey. The good internal reliability of the
Chinese version of 29-SCS was established by Cronbach’s α
from 0.890 to 0.957 for all of the subscales of perception of
responsibility, levels of confidence, and frequency of survi-
vorship care practice (Table 2).

The 16-IFS was applied to assess factors, including indi-
vidual, organisational, and professional levels, that hinder sur-
vivorship care implementation [17]. Each item was rated
using a Likert scale based on levels of agreement (1 = not at
all; 2 = somewhat; 3 = quite a lot; 4 = a great deal). The
translation of the 16-IFS into Chinese was conducted accord-
ing to the same process described earlier in translating the 29-
SCS. In the present sample, the good internal reliability of the
Chinese version of 16-IFS was established by Cronbach’sα =
0.922.

Data collection

Prior to the survey commencing, the STEP study was ap-
proved by the Royal Brisbane and Women’s Hospital
Human Research Ethics Committee (No. HREC/15/QRBW/
355) (Australia), and access approval was obtained from the
Wuxi People’s Hospital Research Ethics Committee (No.
HREC201606002) (China). The hospital research team mem-
ber (a head nurse) identified participants according to the eli-
gibility criteria. Eligible participants were then approached by
the research team and provided with written information.
After the researchers obtained written informed consent from

Table 1 Demographics and professional characteristics of the
participants (n = 331)

Characteristics N (%)

Gender

Male 61 (18.4)

Female 270 (81.6)

Age

18–29 139 (42.0)

30–39 133 (40.2)

40–49 42 (12.7)

50–59 14 (4.2)

60 and above 3 (0.9)

Years of experience in cancer care

< 1 year 27 (8.2)

1–5 years 120 (36.3)

6–10 years 90 (27.2)

11–20 years 75 (22.7)

> 20 years 19 (5.7)

Professional disciplines

Physicians 69 (20.8)

Nurses 246 (74.3)

Allied health 16 (4.8)

Work status

Full time 323 (97.6)

Part time 8 (2.4)

Highest qualifications

Hospital certificate/diploma 34 (10.3)

Bachelor degree
Graduate or above

257 (77.6)
40 (12.1)

Work role

Direct clinical 308 (93.1)

Managerial/administrative 9(2.7)

Others 14(4.2)

Work settings

Outpatient 14(4.2)

Inpatient 280(84.6)

Mixed 37(11.2)

Patient setting

Adults 238 (71.9)

Paediatrics 3 (0.9)

Mixed 90 (27.2)
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participants, they invited the participants to complete the
questionnaire.

Data analysis

Statistical Package for the Social Sciences-version 22.0
(IBM®) was used to conduct all data analysis. P < 0.05 was
set as the level of significance. Descriptive statistics were cal-
culated to describe participant characteristics and to summa-
rise the data. t tests (two groups) and one-way ANOVA (above
two groups) analyses were further conducted to explore asso-
ciations between the outcomemeasures (perception of respon-
sibility, confidence, and frequency of survivorship care provi-
sion) and a range of demographic and work-related
characteristics.

Results

Among the 331 participants, the majority were female
(81.6%), under 40 years in age (82.2%), oncology nurses
(74.3%), working full-time (97.6%), whose highest qualifica-
tionwas a bachelor’s degree or above (89.6%), and working in
inpatient (84.6%) and adult (71.9%) care settings (Table 1).

Outcome measures and their relationship
with demographic and work-related characteristics

Table 2 shows the descriptive statistics on three outcome mea-
sures. Mean values of the four subscales on perception of
responsibility were 8.87, 61.82, 18.62, and 40.49,

respectively, with a percentage of possible maximum values
ranging from 88.7% (8.87/10 in prevention) to 93.1% (18.62/
20 in surveillance). In contrast to the outcomes of responsibil-
ity, mean values in levels of confidence and frequency of
survivorship care practice were relatively lower, with a per-
centage of possible maximum values ranging from 60.5%
(6.05/10 in prevention of frequency) to 73.8% (14.75/20 in
surveillance of frequency).

Association between participant variables and the three
outcome measures is displayed in Table 3. For the perception
of responsibility (3a), significant differences were identified
between physicians, nurses, and allied health professionals in
intervention and surveillance. According to post-hoc tests,
differences did not exist between physicians and nurses; how-
ever, both physicians and nurses had significantly higher re-
sponsibility perception scores for intervention and surveil-
lance than allied health professionals. Those working full-
time had higher scores for coordination than those working
part-time. Significant differences were also identified in inter-
vention, surveillance, and coordination in participants’ work
roles, e.g. direct clinical, administrative, and others. Further
post-hoc tests found that those working directly in a clinical
setting had higher scores for intervention and surveillance
than those working in other occupations, while those working
in administrative roles had higher scores for coordination than
those working in other occupations.

In terms of levels of confidence (3b), male participants had
higher scores in prevention, surveillance, and coordination
than females. Significant differences were also identified be-
tween physicians, nurses, and allied health professionals in
prevention, surveillance, and coordination. Physicians had

Table 2 Descriptive statistics and Cronbach’s alpha on perception of responsibility, levels of confidence, and frequency of survivorship care practice
(n = 331)

Numbera Possible range Minimum Maximum Mean standard deviation Cronbach’s alpha

Perception of responsibility

Prevention 331 2–10 2.00 10.00 8.87 1.72 0.890

Intervention 330 14–70 22.00 70.00 61.82 7.77 0.899

Surveillance 331 4–20 5.00 20.00 18.62 2.17 0.893

Coordination 331 9–45 11.00 45.00 40.49 5.56 0.924

Levels of confidence

Prevention 330 0–20 0.00 20.00 12.52 4.97 0.919

Intervention 327 0–140 24.00 140.00 93.36 26.77 0.948

Surveillance 329 0–40 0.00 40.00 29.33 8.24 0.931

Coordination 328 0–90 13.00 90.00 63.59 18.48 0.957

Frequency of survivorship care practice

Prevention 329 2–10 2.00 10.00 6.05 2.14 0.912

Intervention 327 14–70 14.00 70.00 47.20 10.91 0.929

Surveillance 330 4–20 4.00 20.00 14.75 3.95 0.927

Coordination 330 9–45 12.00 45.00 30.43 8.64 0.949

a The total number does not equal 331 because of missing values
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significantly higher scores than nurses in prevention, surveil-
lance, and coordination. There were significant differences
between different groups with the highest qualifications, e.g.
those with a hospital certificate or diploma, bachelor’s degree,
and graduate or above, in prevention, intervention, and coor-
dination. Those who had a bachelor’s degree reported lower
levels of confidence in prevention than those with a graduate
degree or above. No other differences between any other two
groups existed, according to post-hoc tests. Significant differ-
ences were found for surveillance among participants working
in outpatient, inpatient, and mixed settings, while participants
working in an inpatient setting had lower levels of confidence
in surveillance than those working in a mixed setting. In terms
of patient setting, there were significant differences in preven-
tion, and those working in an adult setting had lower scores
than those working in a mixed setting.

In terms of frequency of survivorship care practice (3c),
almost the same association profile was found between partic-
ipant variables with frequency of survivorship care practice
and with levels of confidence as described above (Table 3b
and c). According to post-hoc tests, the following significant
differences existed: (1) physicians had higher scores for pre-
vention, surveillance, and coordination than nurses; (2) those
who had a bachelor’s degree reported lower frequency in pre-
vention and coordination than those with a graduate degree or
above; (3) those working in an inpatient setting reported lower
frequency in surveillance and coordination than those working
in a mixed setting.

Barriers that impede quality survivorship care

Table 4 shows the barriers that participants perceived to be
impeding quality survivorship care. The top three barriers
were lack of time, an appropriate physical location, and
evidence-based practice guidelines informing survivorship
care.

Discussion

To our knowledge, this is the first study that focuses on on-
cology practitioners’ perspectives on cancer survivorship care
in Mainland China. Unlike in the developed Western world,
where there is a push for survivorship care to be delivered in
community health centres, inMainland China, it may bemuch
more important for hospital-based oncology practitioners to
deliver quality survivorship care. One reason for this may lie
in the fact that it falls on relatively undeveloped community
health centres to deal with survivorship issues in China.
Another reason may be due to the fact that in Mainland
China, patients, particularly those with cancer, usually seek
care at clinics attached to the hospitals with the best reputation
[21]. In addition, the fact that cancer control planning in China

mainly focuses on prevention, early diagnosis, and treatment
may contribute to that country’s relatively undeveloped cancer
survivorship care [9]. Based on the study aims and results, the
following three aspects will be discussed:

Oncology practitioners’ perceptions of responsibility,
confidence levels, and frequency of survivorship care

In terms of perceptions of responsibility of survivorship care,
oncology practitioners in Mainland China had the highest
levels of perception of responsibility across the Asia-Pacific
region [15]. However, their perception of confidence levels,
e.g. subscales of intervention and coordination, were lower
than those in Australia. This may partly due to the fact that
survivorship care in LMIC is relatively undeveloped [22], and
the preference of cancer survivors seeking care is at cancer
clinics attached to hospitals [21]. This is a reminder that more
effort is required to develop survivorship care in Mainland
China. Nevertheless, the further Pearson correlation analysis
between the perceptions of total levels of responsibility, con-
fidence, and frequency of survivorship care all showed posi-
tive correlations (r = 0.469 between responsibility and confi-
dence, r = 0.428 between reasonability and frequency, and r =
0.770 between confidence and frequency). This is consistent
with the STEP study’s findings, in that the higher the degree of
responsibility that oncology practitioners perceived they had
to provide in survivorship care, the more frequently they
would deliver that care, and the more confident they would
be [15].

Factors associated with oncology practitioners’
perceptions of responsibility, confidence levels,
and frequency of survivorship care practices

Although no gender difference was identified in terms of on-
cology practitioners’ perceptions of responsibility in survivor-
ship care practices, male practitioners were more confident
and provided more frequent survivorship care than their fe-
male counterparts. Considering the fact that in China, most of
the males would have been physicians, and most of the fe-
males would have been nurses, and this is the case in the
present sample, in that only one (1/246) nurse was male, we
would assume that findings regarding gender differences may
be due to their different disciplines, e.g. physicians and nurses.
However, no similar reports were identified. Future confirma-
tion of the findings is required.

Indeed, similar to the differences in profile between male
and female practitioners, no significant difference was identi-
fied between physicians and nurses regarding their percep-
tions of their responsibilities in survivorship care practices,
although physicians were more confident and provided more
frequent survivorship care than nurses. This may partly be due
to the fact that physicians were more likely to communicate
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with other healthcare professionals, e.g. nurses [14]. This is a
reminder that more attention should be paid or more training
programmes are needed for oncology nurses, to promote their
knowledge and confidence in providing survivorship care in
cancer practice. As suggested by Miura et al., incorporating
quality survivorship care into undergraduate programmes in
nursing education may be helpful in long-term cancer survi-
vorship care [10]. Further study on nurses’ knowledge of sur-
vivorship care, and nursing practices in the context of cancer,
is required.

It was unexpected to find that oncology practitioners with a
bachelor’s degree reported lower levels in perceptions of con-
fidence levels and frequency in providing survivorship care
when compared to those with a graduate degree/above. No
similar studies were identified. This is an area that deserves
further investigation. Interestingly, further analysis found that
the majority of nurses (212/246) had a bachelor’s degree.
These factors, together with the differing findings between
physicians and nurses, may partially explain the above find-
ings on differences between education levels. Future in-depth
qualitative interviews of oncology practitioners with different
educational qualifications, working in different disciplines,
may be beneficial to better understand and improve survivor-
ship care.

Among the three different work roles (direct clinical, ad-
ministrative, and others), the others had the lowest levels of
perception of their responsibility to provide survivorship care.
However, no significant differences were identified in the per-
ceptions of confidence levels and frequency among the three
different work roles. Although no similar findings were found,
this is considered reasonable, because providing survivorship
care to cancer survivors is resource-intensive and requires
multidisciplinary engagement [23].

In addition, the authors speculated that work status and
different work settings may contribute to the related differ-
ences identified. For example, the higher levels of responsi-
bility reported by full-time practitioners, compared to those
working part-time, may be due to their different work status
in a full-time or part-time job. Similarly, those working in a
mixed work setting experienced higher levels of confidence
and frequency in providing survivorship care, compared to
those working in an inpatient department, since practitioners
working in inpatient departments mainly focus on inpatient
care. This may lead to relatively lower levels of confidence
in providing survivorship care, particularly after-treatment
care, compared to those working in a mixed work setting.

Factors that impede the provision of quality
survivorship care

Similar to other countries in the Asia-Pacific region, lack of
time was identified as the number one barrier impeding the
provision of quality survivorship care in Mainland ChinaT
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[15]. Other studies also reported that lack of time was the
factor that prevented healthcare professionals from provid-
ing cancer survivorship care [12, 19]. This is a reminder that
institutional support is imperative for the time needed to
provide survivorship care [12]. In addition, other perceived
factors, e.g. lack of an appropriate physical location and lack
of evidence-based practice guidelines informing survivor-
ship care, call attention to the need for multiple levels of
cooperation in implementing survivorship care. These find-
ings are consistent with the previous report, in that multiple
factors were considered crucial in providing survivorship
care, such as significant organisational support and clinical
leadership, multidisciplinary engagement, resourcing, and
timing of survivorship care delivery [23].

Study limitations

One limitation of this study was the participants’ Chinese
cultural background, which may limit the generalisability of
the results to other targeted populations in different cultures.
In addition, the fact that the sample was collected in a
university-affiliated teaching hospital may also limit the
generalisability of the results to other areas in China.
Further, some significant demographic differences, e.g. the
majority of participants were oncology nurses, working full-
time, in an inpatient and adult care setting, might skew the

conclusions of the study. Study findings need to be validated
with oncology practitioners with different characteristics.
However, the inclusion of the STEP study across the Asia-
Pacific region allows the comparison of related data between
and among other countries in the region. This may intensify its
application and significance.

Implications for practice

On the basis of the findings of this analysis and guided by the
supportive care framework [7], we highlight implications or
recommendations for oncology practitioners seeking to pro-
vide quality survivorship care:

& Establishing a feasible survivorship care model: based on
the current understanding, two models may be considered:
a hospital-home-based model and a hospital-community-
home-based model. The former may be applicable for the
time being, while the latter would be the direction for
future development.

& Creating applicable evidence-based practice guidelines for
cancer survivorship care.

& Developing networks of multiple levels of cooperation for
implementing survivorship care, e.g., support from admin-
istrative members for the workforce, and locations to pro-
vide survivorship care.

Table 4 Perceived factors that impedes quality survivorship care (n = 331)

Impede factorsa Not at all Somewhat Quite a lot A great deal Impede statusb

n (%)c n (%)c n (%)c n (%)c n (%)

2. Lack time 30 (9.1) 77 (23.1) 119 (36.0) 93 (28.1) 212 (64.1)

10. Lack an appropriate physical location (e.g. a quiet room) 44 (13.3) 87 (26.3) 106 (32.0) 82 (24.8) 188 (56.8)

12. Lack of evidence-based practice guidelines informing survivorship care 35 (10.6) 98 (29.6) 114 (34.4) 71 (21.5) 185 (55.9)

11. No end of treatment consultation dedicated to survivorship care in my
organisation

51 (15.4) 85 (25.7) 98 (29.6) 85 (25.7) 183 (55.3)

9. Survivorship care is not a priority for my organisation 51 (15.4) 105 (31.7) 102 (30.8) 61 (18.4) 163 (49.2)

3. Lack knowledge and skills 35 (10.6) 128 (38.7) 105 (31.7) 51 (15.4) 156 (47.1)

13. Lack of dedicated educational resources for patients 45 (13.6) 119 (36.0) 103 (31.1) 52 (15.7) 155 (46.8)

14. Lack of dedicated educational resources for family members 45 (13.6) 121 (36.6) 109 (32.9) 44 (13.3) 153 (46.2)

4. Do not see the value of survivorship care 43 (13.0) 129 (39.0) 106 (32.0) 41 (12.4) 147 (44.4)

6. Do not know where the patient is at in their disease trajectory 67 (20.2) 126 (38.1) 89 (26.9) 37 (11.2) 126 (38.1)

5. Do not know when patients are completing their treatment 53 (16.0) 145 (43.8) 75 (22.7) 46 (13.9) 121 (36.6)

15. Patients’ lack of interest
16. Family members lack of interest

63 (19.0)
69 (20.8)

142 (42.9)
137 (41.4)

76 (23.0)
71 (21.5)

38 (11.5)
39 (11.8)

114 (34.5)
110 (33.3)

7. Communication barriers between you and the patient 65 (19.6) 150 (45.3) 70 (21.1) 34 (10.3) 104 (31.4)

1. Do not know what survivorship care is 55 (16.6) 165 (49.8) 74 (22.4) 25 (7.6) 99 (30.0)

8. Communication barriers between you and the family members 61 (18.4) 164 (49.5) 67 (20.2) 27 (8.2) 94 (28.4)

a Impede factors (1–16) were ranked in descending order according to the impede status
b Impede status = the extent of factors’ impeding from quite a lot to a great deal
c The total n does not equal 331 because of missing values
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& Enhancing the education of oncology practitioners in sur-
vivorship care, e.g., improving assessments of the needs
of cancer survivors, and developing related programmes
to meet their needs.

Conclusion

Findings on relatively higher levels of perceptions of respon-
sibility, and lower levels of confidence in survivorship care
suggest that survivorship care is needed, with the aim of
implementing oncology practitioners’ responsibility and im-
proving their confidence in providing survivorship care in
cancer practice. The findings call further attention to oncology
practitioners who are nurses and with a bachelor’s degree.
Future multiple levels of cooperation for overcoming barriers
and implementing quality survivorship care are highly
recommended.
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