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Executive Summary  

The goal of the Breast Cancer Survivorship Project was to develop, implement and evaluate a 
model of survivorship care as part of the government-supported Victorian Cancer Survivorship 
Program. The twin objectives were to improve the quality of care for women completing 
treatment for early breast cancer at The Royal Melbourne/Royal Women’s Breast Service and 
Western Health Breast Service, while reducing the intensity of hospital-based care in order to 
create greater capacity for new patients. This model of care actively involves patients at 
completion of definitive treatment for early breast cancer, and identifies the specific issues and 
opportunities that exist at the end of hospital treatment to support women to live well. Definitive 
treatment defines the completion of surgery, chemotherapy, trastuzumab and radiotherapy – 
patients may still be taking hormone tablets and were included in the project at this stage. 
  
The project aims to ensure that all women receive optimal care at the end of definitive treatment 
for early breast cancer including high quality follow-up in the primary care setting, identification 
and response to information and support needs and smooth transitions back to hospital-based 
care if required.  
 
Outcomes of the project have included a sustainable model of survivorship care for breast cancer 
patients across acute, primary care and community sectors. The integration of this model of care 
into routine systems and practice supports: 
 Survivorship care planning, needs assessment and referral processes 
 Effective shared care between GPs and the Breast Service 
 Optimal GP access to and utilisation of specialist breast services e.g. advice, rapid referrals 
 Keeping patients informed about their diagnosis, treatment and planned follow-up care 
 Improved electronic referral to peer support service, BreaCan, and innovative digital 

information resources in the form of navigator tools. 
 
Women who had completed definitive treatment for early breast cancer were invited to a nurse-
led clinic (NLC) where the disease, its pathology, treatment and follow-up requirements were 
reviewed. A risk stratification approach was used based on disease, social and psychological 
factors. This process assisted in determining a woman’s eligibility for a face-to-face or telephone 
consultation with a breast care nurse. Risk stratification allowed a targeted use of limited 
resources. Women with significant psychosocial issues or more than one adjuvant modality of 
treatment were offered a face-to-face consultation with the breast care burse. Women who 
opted out of a face-to-face appointment or were considered ‘low risk’ were offered a telephone 
consultation. A total of 184 women participated in a NLC as part of the project, and 40 of these 
women took part in a telephone consultation with the breast care nurse. All women received an 
individualised care plan that was developed at the NLC.  
 
Psychosocial, physical and other issues, such as ongoing hormone therapy (e.g. tamoxifen), were 
discussed at the time of the NLC, and a personalised Follow-Up Care Plan was developed and 
signed by a senior Breast Service clinician. Referrals to healthcare providers and support 
networks were initiated following the nurse-led consultation. Three screening tools (FACT-B, 
Menopause Rating Scale and Supportive Care Screening Tool) were completed by patients prior 
to the NLC to guide the discussion with the breast care nurse around health and wellbeing 
management.  
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During the reporting period of the project (July 2012 - June 2013), 276 of 411 women were 
eligible to be offered a nurse-led consultation. Across all sites, 184 women completed a NLC, 78 
women declined, 5 cancelled and 8 failed to attend the appointment with the breast care nurse. 
Women were not included in the project if they were diagnosed with advanced/metastatic breast 
cancer, or if their further treatment and follow-up was ongoing within the hospital. 
 
Modelling suggests that approximately three fewer hospital appointments will be required for 
each woman managed under this program compared to routine hospital-based care. This was 
based on analysis of a sample of 200 women at 12 - 24 months post-diagnosis compared with the 
projected number of follow-up appointments required for women participating in shared care. 
 
There is evidence from the project evaluation that this model of care has resulted in: 

 Patient-centred health care planning and management, demonstrated by the care plan 

 Improved communication and coordination between the Breast Service and General Practice - 
with greater clarity of roles and responsibilities, fewer gaps and less duplication, and women 
feeling more informed and empowered about their health care 

 Development of pathways to enable timely, appropriate, quality care and communication 
between health care sectors  

 Targeted strategies to identify each woman’s unmet needs including referrals and resources 
provided at the NLC 

 Appropriate transition of a woman’s care into the primary care sector  

 Greater capacity of the Breast Service to see an increased numbers of new and complex 
patients as  shown by the data analysis of 200 women compared to the projected number of 
appointments for women involved in this project 

 The development of information, resources and support systems for women, provided by 
enhanced breast care nurse access 

 Professional development and support for GPs, undertaken by the hospital GP Liaison Units 

 High levels of acceptability and satisfaction amongst women, the Breast Service staff and 
General Practitioners, as shown in the project evaluation findings. 

 
Feedback from patients and GPs indicates that they believe that this project has further 
enhanced the quality of the service being offered, and there is a suggestion that it has been 
associated with an increased number of referrals to the breast services, although it is not possible 
to know whether there is any link between the project and the referrals. The breast services have 
been able to manage an increased number of referrals without an increase in waiting times 
within the existing workforce capacity. This feedback was obtained from 46 GPs (28% of GPs 
involved in the project) and 70 women (38%) through the use of an evaluation survey and follow-
up interviews, which were conducted some months following the NLC appointment. 
 
Women, GPs and clinicians alike are finding the model of care to be a useful and effective model 
of care in terms of providing follow-up. Breast Service staff have outlined that moving a woman’s 
care into the community allows more new patients to be seen at the hospital, and more time 
spent dealing with new referrals and complex cases. GPs have reported that the care plan and 
shared care arrangement help to facilitate both communication and care coordination between 
the two services, and women have shown that they feel better supported at the end of their 
treatment due to the nurse-led consultation, the care plan health and wellbeing management 
plan. This model of care is being embedded into standard practice at The Royal Women’s 
Hospital/ Royal Melbourne Hospital Breast Service and Western Health Breast Service. 
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Key Messages  
 The survivorship care program addresses an unmet need for patients completing definitive 

treatment for early breast cancer 

 Strong clinical leadership, multidisciplinary engagement and partnerships with primary care 
providers, are required to establish and maintain a survivorship program 

 The majority of women coming through the breast services who were offered a nurse-led 
clinic chose to participate in the consultation and shared care arrangement between the 
Breast Service and their nominated General Practitioner (GP). They expressed that these 
services were useful and worthwhile 

 Consumer involvement from the early stages of the project has been key in assisting in the 
success and sustainability of the model of care 

 While most women cope well with a diagnosis of early breast cancer and its aftermath, there 
are a substantial number with ongoing issues and unmet needs that are not adequately 
managed under traditional models of care. Issues may relate to psychosocial/mental health, 
lifestyle (exercise/nutrition/weight/bone health), menopause, sexuality and fertility concerns 

 Risk stratification of patients is important in order to ensure appropriate targeting of 
survivorship efforts and to optimise the use of limited resources. Risk stratification must be 
inclusive of individual social and personal factors affecting the patient, as well as disease and 
treatment factors  

 GPs see it as part of their role to provide women with holistic, long-term follow-up care in the 
community 

 GPs are generally willing to participate in a shared care arrangement, but effort is required to 
ensure that communication and the materials provided are clear and meets their needs in 
terms of providing information to support patient care 

 Attention must be paid to developing and maintaining effective, open channels of 
communication with primary care providers  

 Women greatly value the role of the GP in their ongoing care, and many reported an improved 
understanding of what they could do to help themselves stay well after they had seen their GP 

 Women highly value the role of the breast care nurse and the opportunity to participate in a 
nurse-led consultation at the end of their hospital treatment for breast cancer 

 Breast Service staff, GPs and women reported that it is appropriate and convenient to engage 
in a shared care arrangement following completion of definitive treatment 

 The result of a shared care arrangement involves moving more of a woman’s care into the 
community, reducing waiting times and hospital clinic congestion as well as improving access 
to timely, local appointments for women who can receive more care with their GP 

 It is vital to delineate roles and responsibilities between health professionals, and to provide a 
schedule of follow-up appointments for women with breast cancer 

 The Guidelines on Breast Cancer Care: Information for Health Professionals, which is being 
developed as part of the project, clarifies pathways and processes (to be released in 2014) 

 It is important to ensure that women and their nominated GPs are aware of the shared care 
arrangement  

 Shared care enables the Breast Service to have greater capacity to respond to an increasing 
numbers of new and complex patients 

 An integrated clinical data system, incorporating a clinical database, multidisciplinary 
exchange of information and flexible reporting capabilities, is vital in facilitating the 
development of survivorship care plans. 
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Section 1: Background / Context 
1.1 Health service 
The Royal Women’s Hospital, The Royal Melbourne Hospital and Western Health collaborated in 
a Breast Cancer Survivorship Program for women who had completed definitive treatment for 
early breast cancer at these hospitals. Partnerships with BreaCan and Inner North West 
Melbourne Medicare Local also assisted in providing a collaborative approach across health 
services, health care sectors and to consumers and the community. Definitive treatment defines 
the completion of surgery, chemotherapy, trastuzumab and radiotherapy – patients may still be 
taking hormone tablets and were included in the project at this stage. 

 

1.2 Eligible population 
Women were eligible to participate in the project if they: 

 Were diagnosed with early breast cancer or Ductal Carcinoma In-Situ (DCIS) 

 Were not diagnosed with advanced or metastatic breast cancer 

 Did not have any intensive ongoing hospital follow-up treatment planned 
Women were eligible to participate in shared care if they could nominate a GP to be involved in 
their follow-up care. Women were recruited at the breast services of The Royal Melbourne/Royal 
Women’s Hospitals and Western Health.   

 

1.3 Needs assessment 
The breast services recognise a woman’s needs and ongoing issues at the end of definitive 
treatment, and have identified this as an opportunity to improve quality of life by supporting 
women to live well after treatment has concluded. There is evidence that this model of care 
results in better coordination of care and individualised health care planning and management, 
more informed and empowered women, and engaged GPs. The model of care was implemented 
to improve the quality of follow-up care provided to women following their hospital treatment 
for early breast cancer. In order for the breast services to be able to cope with increasing 
numbers of new patients, it was found appropriate to reduce the number of low risk women 
presenting at the outpatient clinic for routine follow-up consultations. The result is a shared care 
arrangement, moving more of a woman’s care into the community, reducing waiting times and 
hospital clinic congestion as well as improving access to timely, local appointments for women to 
receive more care with their GP. A better understanding of ongoing issues was also facilitated by 
the nurse-led clinic and the Follow-Up Care Plan (refer to Appendix F). 
 
A number of factors have driven this project including the project partners recognising that: 

 Women who have had early breast cancer may have a number of unmet needs or ongoing 
issues that need to be addressed following treatment  

 The end of definitive hospital care provides an opportunity to improve the ongoing quality of a 
woman’s life by identifying these needs and addressing them in the most appropriate care 
environment 

 Women were being seen in a tertiary setting for most of their routine follow-up care when this 
was not required, resulting in: 

- Inconvenience to women with regards to accessing timely appointments with local providers 
- Decreasing capacity for the breast services to see new patients and those requiring ongoing 

hospital-based care  
- A woman’s holistic health care needs not being addressed 
- Primary care not being appropriately involved in the ongoing management of a woman’s 

holistic care and general well-being. 
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This project addresses these issues, embedding a more sustainable model of care into standard 
practice.  
 

Section 2: Project – Model of Care 
 
2.1 Aims and objectives 
The goal of the project was to develop, implement and evaluate a model of survivorship care. 
This model actively involves women and their GPs, and recognises the specific issues and 
opportunities that exist at the end of definitive treatment to support women to live well.  
 
The project aimed to ensure that all women received optimal care at the end of definitive 
treatment for early breast cancer including high quality clinical follow-up in the primary care 
setting; identification of and response to information and support needs; and smooth transitions 
back into the acute system if required. 

2.2 Pilot model 
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2.3 Evaluation plan 
A comprehensive evaluation plan was developed to monitor project processes and facilitate the 
collection of data looking at the impact of the initiative. A set of evaluation questions was used as 
a guide to undertake the evaluation activities (refer to key evaluation questions below).  
 
The project evaluation was informed by a program logic model (refer to model on next page). 
The program logic defines the project goal, resources, activities conducted and anticipated 
project outputs (immediate results expected from the successful conduct of the project and its 
component parts) and outcomes (the longer-term goals). The program logic model guided the 
evaluation enquiries focussed on the measurement of project activities, processes and outputs.  
 

Key evaluation questions: 
 
1. What materials and processes have been generated to support the survivorship care planning 

process, communication with women and GPs and connections with community-based 
information and support services? 
 

2. How have women been involved in shaping this initiative? 
 

3. What is the uptake of the survivorship care planning process by women? 
 

4. What are the information and support needs of women after the end of definitive treatment 
for breast cancer and what strategies are identified to address these needs? 
 

5. What are the experiences of women participating in this survivorship initiative? 
 

6. How have GPs been involved in informing this initiative, what are the GP needs that are 
identified and what strategies have been put in place to respond to these needs? 
 

7. What is the level of participation of GPs in the coordinated survivorship care partnership with 
specialist breast services? 
 

8. What is the experience of GPs in coordinated survivorship care within this project? 
 

9. How are the patterns of follow-up care changed by this initiative in relation to: 
a. Alignment with evidence-based follow-up recommendations 
b. The setting in which follow-up care is provided and the nature of that care 
c. The impact on specialist breast clinic capacity 

 
10. How can this initiative be sustained – service model (eligibility criteria, triaging and process) 

and resource requirements? 
 
 
Refer to Appendix A: Evaluation Plan 
 



  Program Logic Model 
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GPs supported and informed and 
coordinated survivorship care   
operating effectively 

 

Goal: That all women receive optimal care at the end of definitive treatment for breast cancer including: high quality clinical follow-up in the primary 

care setting; identification of and response to information and support needs; and smooth transitions back into the acute sys tem if required. 

Resources Activities Outputs Outcomes 

Establish project governance 
mechanisms and project team 

Establish mechanisms for proactive 
referral of women to BreaCan    
and other community agencies 

Women are supported to live well 
after a diagnosis of breast cancer 
through being Informed and       
empowered in relation to: 

Their diagnosis, treatment 
and planned follow-up care 
What they might expect and 
when and how to respond to 
needs if they arise 
Services available and how to 
access them 

Fact sheets developed, endorsed 
and used in practice 

Department of Health Funding 
(Dec 2011 to Nov 2013) 

 Project personnel: 
Project Coordinator/GP liaison 
BCN lead 
Data Manager 
Evaluation and consumer   
participation coordinator 

A sustainable model of survivorship 
care for women across acute/
primary care/ community sectors 
integrated into routine systems 
and practice that supports: 

Survivorship care planning, 
needs assessment and       
referral processes 
Effective shared care          
between GPs and specialist 
breast services 
Optimal access to and       
utilisation of specialist breast 
services 

Engage with GPs to develop,       
implement and evaluate            
communication mechanisms and 
shared care arrangements 

 Project Steering Group 

Existing information and support 
services and programs provided by 
BreaCan and other community    
sector agencies 

Experience and outcomes from   
related collaborative projects: 

Shared care demonstration 
project 
Nurse-led clinics 
Bridge of Support 
Western CALD project 

Survivorship Care Planning tools, 
processes and associated            
information systems in place 

Clear processes for priority access 
into the acute system established 
and operating effectively 

Stakeholder engagement* 

Routine referrals/access to Brea-
Can, Menopause After Cancer 
Clinic and other services as needed 

Databases and a range of         
communication mechanisms    
support survivorship care planning 

Women’s information and support 
needs are routinely assessed and 
documented 

Engage with women to develop, 
implement and evaluate all         
elements of the project 

Develop a suite of fact sheets for 
the ‘top ten’ topics of interest to 
women - recommended resources, 
websites and community services 

Implement , evaluate and report on 
activities, processes and outcomes 

 Project Working Group 
Develop and implement nurse-led 
survivorship care planning,          
assessment and referral processes 

*Key stakeholders: Women with breast cancer; GPs; Project partners: 
Royal Women’s, Royal Melbourne and Western Hospitals, BreaCan, Inner 
North West Melbourne Medicare Local; Supporting groups/agencies: 
WCMICS, ACSC, GPV, Survivorship Community of Practice, DH 

Project support: GPV, WCMICS, 
ACSC 

Develop of information systems to 
support survivorship care planning 
and coordination 
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2.4 Resources developed to aid evaluation 
The comprehensive evaluation plan (refer to Appendix A) was developed to aid evaluation of 
the project. The evaluation was conducted by the project team and coordinated by the project 
manager. Data collection was carried out by Breast Service administrative staff, breast care 
nurses and data managers at each site. This included monthly reports of women who had 
completed a nurse-led consultation and a log of correspondence with women and their 
nominated GPs. Project partner, BreaCan, played an important role in obtaining feedback from 
women on the model of care. Surveys were sent out to all women and the GPs involved in the 
project; content was approved by the project working group which included GP and consumer 
representatives. A set of questions was also put together by the group in order to facilitate 
evaluation interviews with women and GPs (refer to Appendix M). The GP shared care 
agreement was also established in order to gauge GPs responses to shared follow-up breast 
cancer care (refer to Appendix B). Evaluation activities were designed to obtain feedback on the 
process and resources in order to aid further improvement of the model of care once integrated 
into standard practice at the breast services. 
 

Section 3: Project Implementation 
 

3.1 Implementation strategy 
The women who were diagnosed with early breast cancer or DCIS are presented at a weekly 
hospital multidisciplinary meeting (MDM). This meeting involves breast surgeons, radiation and 
medical oncologists, radiologists, pathologists, breast care nurses, supportive care and other 
allied health professionals. Each woman’s individual case is discussed at the meeting to 
determine their eligibility to participate in a NLC at the end of definitive hospital treatment, and 
a shared care arrangement between the Breast Service and the woman’s nominated GP. 
 
Women were not included in the project if they were diagnosed with advanced/metastatic 
breast cancer, or if their further treatment and follow-up was not planned to be within The 
Breast Service. From 1/8/2012 - 30/6/2013, Western Health recorded that out of 132 cases, 84 
women were eligible for the new model of care. At The Royal Melbourne/Royal Women’s 
Hospital Breast Service, 279 cases were presented at the MDM (between 19/6/2012 – 
30/6/2013) with 192 of these determined eligible for the new model of care (all data collected 
in July 2013). 
 
Following the MDM, the Breast Service administrative staff arranged an appointment for the 
women to attend a NLC at the end of definitive treatment for breast cancer. A risk stratification 
pathway was used in order to determine a woman’s eligibility for a face-to-face or telephone 
consultation with a breast care nurse (refer to Appendix C). If women had significant 
psychosocial issues or more than one adjuvant modality of treatment they were invited to a 
face-to-face consultation. Women who opted out of a face-to-face appointment or were 
considered ‘low risk’ i.e. one adjuvant modality of treatment or less, were offered a telephone 
consultation. If it became apparent that a woman considered as ‘low-risk’ had significant issues 
and may benefit from a face-to-face appointment, such an appointment was arranged. 40 out of 
184 women participated in a telephone interview. If required, interpreters were present at both 
the face-to-face and telephone interviews. Carers and family members also welcome to attend 
hospital appointments upon request from the women. 
 



 

9 
 

An appointment letter and three screening tools were sent out to women in preparation for 
their nurse-led consultation. The tools sent were the FACT-B screening tool (Functional 
Assessment of Cancer Therapy - for patients with breast cancer), Menopause Rating Scale to 
screen for menopausal symptoms, and the Supportive Care Screening Tool to determine levels 
of distress (refer to Appendix D for screening tools). As part of the project, these screening tools 
were also translated into Arabic, Chinese, Greek, Italian, Turkish and Vietnamese to cater for 
women of non-English speaking backgrounds (refer to Appendix E). Women were asked to 
return their completed screening tools prior to the NLC and responses to the tools were used to 
guide the discussion at the appointment with the breast care nurse and to aid the development 
of the Follow-Up Care Plan (refer to Appendix F).  
 
The Follow-Up Care Plan includes a comprehensive outline of health and well-being, the 
development of a management plan, and an individualised schedule for follow-up appointments. 
The Follow-Up Care Plan was signed by the breast care nurse and breast surgeon, and mailed 
out to the woman and her nominated GP. The GP was also sent a shared care agreement in 
order to confirm their agreement to participate in shared follow-up care.  
 
Documents including the care plan and schedule for follow-up appointments were uploaded 
onto the electronic record systems at the hospitals, comprising CIS at the RMH/RWH and 
BOSSnet at Western Health. This enables clinicians to access the documents that are key 
components of a woman’s follow-up care. An integrated clinical data system, incorporating a 
clinical database, multidisciplinary meeting solution and flexible reporting capabilities, greatly 
facilitated the development of survivorship care plans. An e-health solution for information-
sharing would be a useful component to explore in the future, allowing the Breast Service, 
women and their GPs to access one central record as part of shared care. 

 

3.2 Modifications made to the model  
A number of modifications were made during the implementation of the new model of care. All 
modifications were discussed by the project working group and executive steering committee in 
order to determine the best way forward.  
 
Modifications to the original project plan were to: 

 Include a risk stratification pathway which clearly outlined a woman’s situation and needs 
and how best to provide ongoing care (refer to Appendix C) 

 Develop and incorporate shared care agreements between the hospital and nominated GPs 
in order to ensure GP engagement in follow-up care for each woman.  

 
Changes made to the care plan and service process included to: 

 Request women to see their nominated GP for a long appointment within 1 month of 
receiving the care plan  

 Incorporate information and resources for women and their GPs into the care plan 

 Provide information for GPs on arranging imaging and accessing results  

 Clarify pathways of care, and roles and responsibilities for follow-up care 

 Provide GPs with advice and support in caring for their patient, Breast Service contact details 
and rapid access pathways if required. 
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Enhancements to the pathways of care, communication and support for women and GPs were 
to: 

 Develop a direct, confidential online referral tool and process between the breast care nurses 
and BreaCan, which can benefit women treated elsewhere in Victoria as well as those treated 
at the project-site breast services – BreaCan online referral tool 1 

 Include the results of breast imaging when sending the woman’s care plan to GPs 

 Develop rapid access pathways back to the Breast Service to enable GPs to obtain secondary 
support and to make urgent re-referral if required 

 Develop a navigator tool for women which includes resources on breast cancer follow-up 
care and related issues. BreaCan were responsible for the development of this resource and 
opted for a navigator tools rather than factsheets in order to guide women to existing 
resources. Further information on this in Section 3.5. 

 
The modifications listed above assisted to: 

 Ensure that the model of care was implemented in a seamless manner 

 Ensure GP engagement in providing appropriate follow-up care 

 Ensure that GPs have the appropriate information to provide holistic care for their patients 

 Provide clarity of roles and responsibilities for GPs and hospital providers 

 Optimise support for GPs and women, and 

 Optimise timely, accessible care for women. 
 

3.3 Intended and unintended outcomes  
A major outcome of the project is the ongoing implementation of the model of care, which has 
now been embedded into standard practice at The Royal Melbourne/Royal Women’s Breast 
Service and Western Health Breast Service. This model of care will continue to be implemented 
assuming adequate funding can be secured. The model of follow-up care enables more of a 
woman’s care to be moved into the community and to be undertaken by her GP. This has 
resulted in better coordination of care, communication between the breast services and GP, 
improved access to appointments for women, reduced waiting and travel times, and a reduction 
in the number of routine follow-up outpatient appointments at the hospital.  
 
This model of care assists in reducing the number of routine follow-up hospital outpatient 
appointments for women following treatment for breast cancer, which enables the Breast 
Service to see more new patients and fewer review appointments per year. A records audit of 
100 early breast cancer patients from RMH/RWH, and 100 women from Western Health Breast 
Service, showed that before the implementation of the model of care, on average, a woman had 
4.81 appointments (RMH/RWH) in the period 12 - 24 months post-diagnosis and 5.82 
appointments (Western Health). A formulaic model was used to predict future appointments for 
women involved in the project, and proposed a new average of only 2 appointments within the 
timeframe of 12 - 24 months post-diagnosis. This is a direct result of addressing women’s unmet 
needs, moving more of a woman’s care into the primary care sector, avoiding unnecessary 
hospital visits and promoting a shared care agreement for holistic care. 

 
 

                                                 
1 https://breacan.org.au/health-professionals/client-referral-form/ 
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3.4 Key learnings  
Key leanings from GPs include the following: 

 Formalised survivorship care planning for early breast cancer is very well-received by women 
and their nominated GPs 

 Feedback from GPs indicates that they are still somewhat unclear on their exact roles and 
responsibilities as part of shared care - this will be improved through the publication of the 
Guidelines on Breast Cancer Care and the final revision of the Follow-Up Care Plan to include 
a comprehensive guide for GPs on what to look for 

 GPs were hesitant to sign and send back the shared care agreement before talking to their 
patient - GPs were reassured to learn that their patients were fully informed of the process of 
shared care and had nominated the GP to be their main provider within the community. 

 
Key learnings from the breast services include: 

 There are now established processes for bookings, appointments and sign off of the care plan, 
with clear understanding of the responsibilities of each discipline (medical, nursing and 
administration) 

 Clinicians have noted that it is important to outline the general follow-up processes and to 
discuss the NLC with patients at appropriate points to remind them of the importance of it 

 Strong clinical leadership is vital in achieving a process change such as the implementation of 
this model of care into standard practice 

 Information technology compatibility within different part of the hospital is vital – nurse-led 
consultations need to be completed in a different part of the hospital  

 If there are more patients than can be accommodated, a validated score system would be 
beneficial to triage the most in need of a NLC appointment - FACT B and Menopause Rating 
Scale screening tools have a score system which could assist with this 

 Breast care nurses reported that the NLC is a satisfying part of their role, and it provides an 
important step in identifying post-treatment issues, and in assisting in empowering patients 
and their GPs to be aware of and actively involved in follow-up care 

 The period 6 - 12 months post-diagnosis is a good time to implement the NLC in order to 
identify and address a woman’s ongoing needs and develop a schedule of appointments for 
follow-up care 

 Early introduction of shared care is a key component i.e. at 1 - 2 years post-diagnosis, as it 
provides the opportunity to transition to active GP involvement 

 For the first 5 years, appointments are alternated between the hospital and the woman’s 
nominated GP 

 Shared care assists in ensuring that women and their GPs are confident to transition to GP 
care after 5 years - with the back-up of rapid referral and contact with the hospital service as 
required. 

 
Key learnings from women involved in focus groups and the working group: 

 Women noted that it was good to have a range of clinicians (GPs, nurses and surgeons) 
involved in the workshops and focus groups – this reinforced to women that clinicians were 
valued and engaged in the project 

 Clinicians were able to hear directly from women why issues were important to them - e.g. 
Women wanted the first consultation to be right at the end of hospital treatment 

 A great opportunity to establish mutual understanding between clinicians and women 

 Ongoing feedback and input was provided throughout the project 
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 It is important to remember the potential for women diagnosed with cancer and the impact 
this may have on the person themselves and others involved in their lives 

 Early involvement of the consumer perspective is crucial  

 It is valuable to have consumer representation at working group meetings 

 Consultation with women has meant changes could be made early on to improve the process 
and resources provided e.g. suggestions have been taken on board for the development of 
the care plan and navigators 

 Responses from the evaluation surveys indicated that in some cases the shared care 
arrangement wasn’t well understood by women, however, many were still seeing their GPs 
after the NLC appointment and reported having filed the care plan away for future reference 

 Almost all women felt that they had a better understanding of how to keep themselves well 
after discussing this with their GP. 
 

3.5 Resources utilised / developed to support the model  
Many resources have been developed in order to assist the implementation of this model of 
care. One of the most important resources, which was based on the NBOCC / Cancer Australia 
Shared Care Plan,2 was the Follow-Up Care Plan (refer to Appendix F). All resources were 
developed in consultation with women and GPs and the project working group and executive 
steering committee, this involved clinicians from the breast services, GP Liaison Unit staff from 
all sites, representatives from project partners BreaCan and Inner North West Melbourne 
Medicare Local. Focus groups with women and GPs also guided the content and format of the 
care plan. 
 
A Treatment Plan Template (refer to Appendix G) was also developed in order to involve and 
inform a woman of her ongoing treatment following the multidisciplinary meeting that 
determined treatment recommendations. This also included the NLC and shared care 
components in order to inform women about the process of their follow-up care and introduce 
the concept of shared care early in the cancer journey. 
 
Templates were developed for letters to women and GPs, including a care plan cover letter and 
appointment letters. The Shared Care Agreement (refer to Appendix B) was developed in order 
to aid communication with GPs and ensure their participation in follow-up care. The Guidelines 
on Breast Cancer Care (yet to be published by The Royal Women’s Hospital GP Liaison Unit) was 
also drafted in order to inform GPs of roles and responsibilities for shared follow-up care with 
the Breast Service.  
 
BreaCan was responsible for developing a number of resources pertinent to improving follow-
up care. An online referral system was set up enabling breast care nurses to directly refer 
women to BreaCan through their website. This was normally done at the time of the NLC with 
consent from the woman. BreaCan also managed the development of a number of navigator 
tools on topics including After Mastectomy, Breast Free, Breast Forms, Breast Reconstruction, 
Fertility Preservation, Surgery, Radiotherapy, Chemotherapy, Hormonal Treatment, 
Trastuzumab, Lymphoedema, Sexuality and Intimacy, Healthy Eating and Exercise, 

                                                 
2 http://canceraustralia.gov.au/sites/default/files/publications/scplm-sharedcareplan_ 

50a4592c638f8.pdf 

http://canceraustralia.gov.au/sites/default/files/publications/scplm-sharedcareplan_
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End of Treatment Anxiety, Decision Making. A website and App for use on a smartphone or 
tablet was also developed in order to improve access to this information tool for women.3  
 
Existing resources that have been adopted for use as part of the project include the FACT-B 
screening tool, Menopause Rating Scale and Supportive Care Screening Tools (refer to Appendix 
D). The Supportive Care Screening Tools for each site were translated into Arabic, Chinese, 
Greek, Italian, Turkish and Vietnamese by All Graduates Interpreting and Translating.4 The FACT-
B was made available in these languages by the developer Functional Assessment of Chronic 
Illness Therapy (FACIT),5 and the Menopause Rating Scale was made available in Chinese, Greek, 
Italian, Turkish by developer ZEG – The Berlin Centre for Epidemiology and Health Research.6   
 
A Nurse-Led Clinic Checklist, which was developed for a previous project implemented at the 
breast services, was also utilised by the breast care nurses for this initiative (refer to Appendix 
H). The checklist, along with the responses from the screening tools, guide the discussion at the 
NLC, ensuring information is collected to populate the Follow-Up Care Plan health and wellbeing 
management plan. Other information in the care plan was auto-populated using the Breast 
Service databases – including patient details, diagnosis and history summary, and treatment 
summary. 
 

3.6 Workforce training and education 
Staff training within the breast services is based around peer training. Annual education 
seminars on breast cancer are available for GPs at one of the hospitals. As part of the project, 
GP professional development events were organised by the GP Liaison Units at The Women’s 
and Western Health and were held on 9 October 2012 at The Royal Women’s Hospital and at 
Western Health on 30 July 2013. The seminars were presented by the Heads of the breast 
services, breast care nurses, consumers and project partners in order to provide GPs with 
information on the new model of follow-up care. Feedback from these events was very positive, 
and GPs involved in qualitative evaluation of the project have noted that these seminars are 
very useful for obtaining information, support and advice on providing care for their patients 
following treatment for early breast cancer.  
 

3.7 Communication strategies 
During the project, information has been disseminated through various mediums such as the 
hospital GP Liaison Unit websites and newsletters, Medicare Locals in the hospital catchment 
areas (Inner North West Melbourne Medicare Local, South West Melbourne Medicare Local and 
Macedon Ranges and North Western Melbourne Medicare Local), and at state-wide GP 
seminars such as the Women’s Health Update and Continuing Professional Development (CPD) 
events. Information was also published in the Department of Health newsletter (Health Victoria) 
and in the BreaCan, Australian Cancer Survivorship Centre, General Practice Victoria and 
Western and Central Melbourne Integrated Cancer Service publications and updates. A number 
of focus groups were run for women at BreaCan and for GPs at The Royal Women’s Hospital and 
Western Health. These focus groups assisted in developing resources and processes as well as 
raising awareness about the model of care. 

                                                 
3 http://breacan.org.au/navigators 
4 www.allgraduates.com.au 
5 www.FACIT.org 
6 www.menopause-rating-scale.info 

http://www.menopause-rating-scale.info/
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The project was presented at the Cancer Council Victoria Breast Care Nurse Conference on  
28 February 2013; at the Victorian Integrated Cancer Services Conference on 14 May 2013, and 
presented as a poster at the San Antonio Breast Cancer Symposium 10 - 14 December 2013. The 
project team also presented, along with consumers who had been involved in the project, at the 
VCSP Australian Cancer Survivorship Centre Consumer Forum on 10 December 2013. It is 
proposed that the results of the evaluation will be written up and submitted to medical journals 
for publication. The working group and executive committee will also explore opportunities to 
present the project findings at conferences next year. Refer to Appendix O: Communication 
Strategy. 
 

3.8 Sustainability strategies 
In order to sustain this model of care and ensure that it becomes embedded into standard 
practice at the hospitals, the executive steering committee developed a sustainability plan as 
part of the project evaluation (refer to Appendix J: Evaluation Summary Report - point 10). 
Sustainability is based on the ability to manage increasing demand for specialist services, with 
less need for extra specialist workforce by reducing the intensity of hospital-based follow-up. 
Strategies for sustainability include reviewing staff and clinic capacity to ensure that the extra 
workload could be maintained over time; funding allocation and assessing the need to apply for 
ongoing funding; ensuring that additional activities are included in position descriptions, and 
implementing improvements as required. The committee also considered the benefits of 
continuing the model of care in light of the costs associated with implementing it.  
 

Section 4: Evaluation Results – Summary 
 

4.1 Aims and objectives 
The purpose of the evaluation was to facilitate reflection and refinement of project methods 
and processes as the project was implemented to generate evidence about the acceptability, 
effectiveness, sustainability and transferability of this initiative.  
 
The evaluation enabled the project team to: 

 Clearly describe the project, including what was done and how it was achieved 

 Evaluate impacts and outcomes for key stakeholders 

 Demonstrate and measure successful outcomes for key stakeholders 

 Identify areas for improvement 

 Contribute to the evidence-base for models of survivorship care and supporting patients 
with cancer to live well. 
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4.2 Pilot project evaluation summary 
 

Engagement with women 
In the reporting period July 2012 – June 2013, 184 women across all sites completed a nurse-led 
clinic (NLC). The target number was 100 women at the Royal Melbourne/Royal Women’s Breast 
Service and 100 women at Western Health Breast Service (a total of 200 women).  
 

Number of women (NLC) RMH/RWH Western Health 

Offered  175 100 

Completed  109 75 

Opted out of  55 23 

Cancelled appointment  5 0 

Failed to attend appointment 6 2 

 
Summary of reasons why women chose not to participate in a nurse-led consultation: 
- Many women stated that they did not want to attend an additional appointment as they 

didn’t  feel they had any ongoing health issues / they felt that they were coping well 
- A few women were too busy to attend a NLC appointment, felt they had no time for an extra 

appointment or had too many hospital appointments at that point in time 
- Some women had other issues to deal with such as further complications or psychosocial 

issues 
- A few women were away e.g. overseas at the time NLC offered.  
 

Evaluation Surveys and Interviews with Women 
A follow-up survey was sent out to all women who attended a NLC appointment. There was a 
65% response rate. With regard to the breast care nurse, the majority of women either strongly 
agreed or agreed that they were overwhelmingly supportive, helpful in making referrals, and 
compassionate towards them. Just over one-third of women surveyed (39%) reported having 
made lifestyle changes as a result of their appointment with the BCN. These changes primarily 
related to diet and exercise. The majority of women (88%) responded that they do consider 
their GP and hospital to be partners in their ongoing follow-up care. Of the respondents who 
had seen their GP since attending their appointment with the BCN (70%), three-quarters (75%) 
had talked to their GP about their care plan. One-quarter of these women (27%) reported 
having made a variety of lifestyle changes as a result of their appointment with their GP. Nearly 
three-quarters (71%) felt that after their appointment with their GP they had a better 
understanding of what they could do to help themselves stay well. 
 
The majority of women (83%) found information about support services from their BCN. Two 
women reported not having found any information about support services. Most women (80%) 
reported BreaCan as the main support service they had accessed other than their BCN or their 
GP and, of these, and in response to whether these services had been useful, 85% either agreed 
or strongly agreed. About one-third of women had also accessed the Cancer Council Victoria. 
Most women (83.5%) did not feel that they still had issues they needed help with. Further 
evaluation and data analysis looks into women’s ongoing issues, unmet needs and referrals 
made at the time of the NLC (refer to Appendix J). With regard to their breast cancer care from 
the hospital, most women involved in the project (83%) felt that there was nothing that could 
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have been done any better. Refer to Appendix L for the summary of responses from the 
evaluation surveys.  
 
BreaCan conducted twenty telephone interviews with women who had participated in the 
project. The aim of the interviews was to gain a sense of women’s experience of participating in 
the project across four key domains: the NLC, changes in lifestyle, partnership between the 
hospital and a woman’s GP, and support services after treatment. Women’s feedback about the 
NLC was overwhelmingly positive. All women valued the choice between face-to-face or 
telephone interviews as this enabled them to select an option that suited their needs. Women 
also generally agreed that the timing between the end of their treatment and the NLC was 
appropriate. For many, the NLC signified an opportunity to deal with any unmet needs and to 
receive reassurance from the BCN. Women noted that they respected the BCN’s judgement and 
valued the opportunity to talk about what they were experiencing in order to recognise that 
their ongoing issues were normal. A key feature that emerged was the value of continuity of 
care from the BCN over the course of their treatment. One woman mentioned “Comfortable. 
Yes I’d had her all along. She’s friendly and kind. I had her right through. I think you build a 
rapport with them and it’s easier to talk to them.” Many women outlined the importance of the 
rapport that they built up with the BCN and how much they appreciated this relationship during 
their care at the hospital. 

 
Women’s responses regarding the value of the Follow-Up Care Plan were mixed. While all 
women had received it, some had simply filed it away and not referred to the care plan at all. 
Many women, however, did find it of value for knowing when follow-up appointments were 
scheduled. Interviewees were asked whether or not they had made changes to their lifestyles as 
a result of their participation in the project. Some felt that they were already leading quite 
healthy lives and there was no need for any significant changes. Others reported small changes 
to diet or exercise. For most women, the support they experienced was important to them 
because it gave them the comfort and reassurance that someone was there for them when they 
needed it. Many women also expressed a sense of gratitude to have people to care for them 
when they needed it. One woman mentioned “Just knowing they are supporting you...giving you 
that safety net. Knowing help was there if I needed it.” 
 
Women were asked what shared care between the hospital and their GP meant to them and 
whether or not they believe that this works in practice. The responses varied widely indicating 
that the shared care arrangement was not well understood by women. Some women noted that 
they were unclear about what shared care meant, others hadn’t seen their GP yet or didn’t 
believe their GP had the time to talk about issues around their cancer experience. The Breast 
Service will ensure women are informed about the model of care early on in their cancer 
journey, and encourage them to understand the importance of shared care in assisting health 
professionals to provide high quality, accessible care.  
 

Engagement with GPs 
95% of women involved in the project had a nominated GP. In addition, 4% of women 
nominated a general practice only but not an individual GP. The remaining 1% of women 
needed to have their nominated GP for shared care confirmed and updated in the system as this 
information had changed. For the 184 women who participated in the project, there are a total 
of 162 nominated GPs across all sites. A small number of GPs had multiple patients involved in 
the project - 8 GPs with 2 patients, and 2 GPs with 3 patients involved in the project. Follow-Up 
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Care Plans were sent to all GPs involved in the project in order to facilitate a shared care 
arrangement with the Breast Service and to improve communication and coordination of care. 
In December 2013, a total of 59 completed agreements had been returned to the breast 
services outlining GPs willingness to participate in shared care; 3 GPs declined for various 
reasons; and women were asked to nominate another GP for shared care. Signed forms from 
GPs are still being returned as some women have delayed seeing their GP after the NLC.  
 
 

Evaluation Surveys and Interviews with GPs 
Feedback was obtained through an evaluation survey looking at the care plan and processes 
between the hospital and the woman’s nominated GP. Out of 162 nominated GPs, 46 responses 
were received (response rate of 30%). Overall, in feedback obtained through the evaluation 
survey, GPs responded very positively about the Follow-Up Care Plan. There was some 
uncertainty about the exact role of GPs in providing follow-up care, and this has been addressed 
by amending the care plan to include a guideline for GPs. Ongoing education and support for 
GPs, conducted by the hospital GP Liaison Units, also assists in clarifying the GP role and 
improving confidence in providing care for women. Interviews with GPs have also assisted in 
providing further clarification on this issue, determining the best way forward in order to ensure 
that GPs are participating in shared care to improve a woman’s quality of life following 
treatment for early breast cancer.  
 
Qualitative telephone interviews were completed with 20 GPs in order to obtain further 
information about GPs perspectives on the initiative. Improving pathways for information and 
communication has been outlined as an important outcome of the project. GPs reported that 
the shared care agreement was a useful tool in formalising this arrangement, improving 
communication between the hospital and GP. One GP noted that “shared follow-up breast 
cancer care is anything from providing for acute/post-operative medical needs through to 
coordinating care and making sure that the patient is not lost to follow-up – ensuring she 
attends appointments. It is also to provide general supportive care and manage side effects of 
treatment.” Another GP outlined that “there is no added workload associated with shared care. 
It formalises the process and clarifies roles and responsibilities.” Other responses included: 
“shared care makes it easier to know what's going on with the patient's care,” and, “it saves 
GP’s time, knowing who is seeing the patient and when.” One GP reported that they “had bad 
experiences with other types of shared care where communication from the hospital (including 
results) was terrible.” This GP reported finding breast cancer shared care fantastic, a very 
organised model of care that is well-coordinated and works well in the setting. 
 
Feedback in general was very positive from all 20 GPs. Many GPs outlined that they see it as 
their role to provide holistic follow-up care for women following their hospital treatment. A few 
GPs had not heard of the rapid referral pathway available to women who had been treated at 
the breast services. Improvements are constantly being made as a result of feedback from GPs, 
including the revision of information in the care plan and letters to GPs, as well as providing 
ongoing support and education events for GPs. A general theme emerged from the evaluation 
interviews that GPs support the use of a Follow-Up Care Plan in managing a woman’s ongoing 
health and support needs, and they value the partnership with the Breast Service.   
 
Refer to Appendix K: Evaluation Surveys and Appendix L: Evaluation Survey Results. 
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Women’s information and support needs data analysis 
One hundred and eighty-two women who completed definitive treatment for early breast 
cancer attended a pilot nurse-led clinic (two deceased).  This clinic was designed to investigate 
outstanding health issues, both physical and psychosocial, of women with early breast cancer 
before their 12 month review clinic. Women were first asked to complete the Functional 
Assessment of Cancer Therapy – Breast (FACT-B) questionnaire and the Menopause Rating Scale 
(MRS) prior to their appointment.  Both questionnaires are self-administered quality-of-life 
scales validated in the literature. The results were used by the breast-care nurses to prompt 
discussion during the clinic.  If women were unable to complete the questionnaires alone, the 
nurse assisted them with this task during the clinic, with a qualified interpreter if necessary.   
 
Our results show that most women are satisfied with how they are coping with their illness after 
having completed definitive treatment for early breast cancer.  While a number of women 
reported symptoms of fatigue and non-specific pain, it appears that the majority of women are 
not burdened by physical complaints such as hair-loss, nausea and shortness of breath. A 
significant number of women do, however, express psychological concerns, namely that stress 
will impact their disease, that their condition will get worse, or that a family member might get 
the same illness that they have. Furthermore, a smaller number of women reported feeling 
nervous about or fearing death.   
 
Firstly, it is clear that a small but significant number of women with breast cancer report 
physical and psychosocial sequelae upon completion of their treatment. It appears that a clinic, 
such as the NLC in this project, is a suitable model to elicit these health issues. Furthermore, the 
FACT-B and MRS questionnaires proved useful tools to gather reliable and valid data, and also to 
provoke helpful discussion between patient and clinician at the NLC. Importantly, the data 
gleaned from this study can be used to transition to a shared-care model, by educating tertiary 
institutions, primary health care providers and patients about issues that may affect women 
following their hospital treatment for breast cancer. Refer to Appendix N for full data. 
 
The tables below outline the referrals made and resources provided to women at the time of 
the NLC. This ensures the management of ongoing issues and addresses any further needs that 
women might have following hospital treatment. 

 
 
 

 
 
 
 
 

New referrals made at NLC Total 

Peer support service 66 

Menopause 31 

Psychology / mindfulness 22 

Plastics 12 

Physiotherapy / occupational therapy 7 

Chronic Pain 4 

Genetics 4 

Dietician 4 

Social Work 3 

Other 12 

TOTAL 165 

Accepted 155 

Declined 10 

Resources provided at NLC Total 

Exercise / nutrition 64 

Gynaecology / sexuality 37 

Post-mastectomy advice 7 

Physical side effects of treatment  42 

Familial cancer 5 

Other 28 
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4.3 Issues and challenges with evaluation 
The main challenges faced during evaluation were associated with obtaining responses from 
GPs. While GP engagement in terms of patient care is high, and GPs assume the role for follow-
up, the number of evaluation surveys and shared care agreements returned was relatively low. 
After much discussion within the Project Working Group, it was decided that formal acceptance 
of their role by GPs was important to ensure that individual patients were not lost to follow-up.  
Lack of response may not mean that a GP is unwilling to accept responsibility, but we were 
unhappy to assume otherwise. Non-responding GPs are followed up with a phone call from the 
breast services to determine whether or not they are willing to participate in their patient’s 
shared care, which consumes scarce administrative resources. A robust and prompt system of 
eliciting GP consent to shared care is most desirable. Further refinements to the process include 
informing GPs that their patient had nominated them for shared care, and providing women 
with a copy of the agreement to encourage them to obtain their GP’s consent to participate. 
Feedback from GPs through the project evaluation showed that GPs find the shared care 
agreement to be appropriate and useful in facilitating communication with the hospital, and 
with the model of care now being embedded into standard practice at the hospitals. Minor 
changes can still be made to improve quality of care for women and partnership with GPs. 
 
The timeline for evaluation was extended to allow for the response rates to improve. Patients 
were waiting up to 4 - 6 weeks to make an appointment with their GP following the NLC and 
development of the care plan, which caused a delay in obtaining feedback from GPs. With the 
project extension, there were no issues with meeting deadlines.  
 

4.4 Overall assessment of pilot model of care 
Women, GPs and clinicians alike found the model of care to be a useful and effective process 
change in terms of providing follow-up care. Breast Service staff have outlined that moving a 
woman’s care into the community allows more new patients to be seen at the hospital, and 
more time spent dealing with complex cases. GPs have reported that the care plan and shared 
care arrangement help to facilitate communication and care coordination between the two 
services, and women have shown that they feel better supported at the end of their treatment 
thanks to the NLC and care plan health and well-being management plan.  
 
The Breast Service staff were interviewed with regard to the impact of the new model of care on 
clinic flow and throughput. Breast care nurses and breast surgeons at all sites noted that the 
new process allows a comprehensive plan of follow-up appointments to be developed, which 
enables unnecessary appointments to be avoided. One clinician mentioned that the impact of 
the model of care will be seen in the next few years, where many patients are discharged to 
participate in shared care and fewer routine appointments are completed at the hospital. This is 
important where the number of staff remains the same but the number of patients being seen 
is increasing.  
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Section 5: Sustainability Considerations 
 

5.1 Sustainable aspects of the model  
All aspects of the model of care have been embedded into standard practice at the breast 
services, and, resources permitting will be continued with minor modifications. This includes 
offering a nurse-led consultation to all women with early breast cancer or DCIS coming through 
the Breast Service who warrant such a consultation and are willing to participate; developing a 
care plan for each woman; and facilitating a shared care arrangement.  
 
This approach will assist in reducing the number of routine hospital outpatient appointments in 
the breast clinic and allow increased access for new patients. This model of care also aims to 
improve quality of care and to move more care into the community. This means that women 
can attend appointments with their nominated GP – providing them with more timely and 
accessible care.   
 

5.2 Requirements for sustainability 
In order to sustain this model of care, there are a number of requirements in terms of workforce, 
quality and funding. Approximately 2.5 hours of additional work hours are required for each 
woman who completes a NLC. The breast care nurse invests an extra 2 hours per woman 
involved in the survivorship model, and approximately 30 minutes of administration / data 
management time per woman.  
 
Additional funding will be required to ensure sustainability beyond the project end date. 
Applications for further funding are currently being discussed to continue the model of care and 
potentially roll the model out across tumour streams. 
 

Section 6: Potential Scope for Roll-Out of Survivorship Care 
 
6.1 Capacity for model of care to be extended to other cancer types/clinical sites 
The project team has been investigating opportunities to roll out the breast cancer survivorship 
model of care to a number of different sites. The most immediate opportunity would be to 
extend this model of care to patients of the Peter MacCallum Cancer Centre Breast Service. This 
would fit with the planned single tumour stream model at the Victorian Comprehensive Cancer 
Centre (VCCC). The model is being explored by the VCCC. Other breast units may wish to use this 
experience to develop a similar service. There is also potential for the model of care to be 
transferred to other tumour streams, with funding applications being submitted. Other 
initiatives include the development of the HealthPathways breast pathway for GPs (in 
collaboration with Royal Melbourne Hospital and Inner North West Melbourne Medicare Local) 
expected to commence late 2013, and the submission of an application for funding from 
Western and Central Melbourne Integrated Cancer Service (WCMICS) for implementing an 
endometrial cancer survivorship project at The Royal Women’s Hospital based on the VCSP 
Breast Service model of care. 
 

6.2  Recommended workflow / key steps for adopting the model 
Strong leadership from the director/head of unit, and buy-in from clinicians is crucial in 
implementing a new model of care. Engagement of GPs who are key stakeholders in providing 
shared care is also essential. With appropriate executive support, this model can be rolled out 
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to involve the multidisciplinary team at the hospital, keeping clinicians and women informed 
about the process along the way.  
 

Section 7: Next Steps for Project Locally (next 2 years)  

The next steps for the project locally relate to: 
1. Embedding the model of care into standard practice 
2. Refining the processes to make it more targeted and efficient  
3. Improving communication and engagement with the primary care setting 
4. Involving practice nurses in breast cancer shared follow-up care 
5. Engaging with Medicare Locals to roll out shared care to whole of primary care setting 
6. Continuing the evaluation of the project 
7. Working to identify and address gaps in the current service 
8. Working with the Breast Service at Peter MacCallum Cancer Centre to embed a robust and 

sustainable survivorship care model into the breast tumour stream for the VCCC 
9. Rolling out the model of care to other tumour streams e.g. endometrial cancer 
10. Developing a breast cancer shared care HealthPathway in collaboration with Inner North 

West Melbourne Medicare Local. 
 

Steps 1 - 3 are ongoing measures that will be part of the routine work of the breast services at 
Royal Melbourne/Royal Women’s Hospitals and Western Health, as long as the resources are 
available. This will require acknowledgement and recognition that while this model of care does 
require more BCN and administrative support compared to the previous model, it does 
represent a more efficient use of health care resources. It is effectively an inexpensive means of 
obtaining increased capacity to deal with new patients (with the added significant benefit of 
representing a better model of care for patients). 
 
Continued evaluation is an option, and the project team would be interested in further 
assessing the impact of this model of care. 
 
There are a number of opportunities to extend this work. One is the subject of a current 
application to Western and Central Melbourne Integrated Cancer Service (WCMICS) for funding. 
It has also been proposed to use the processes in this model of care to identify the small group 
of patients for whom specific psychological intervention may address and alleviate the long-
term psychological morbidity that can follow a breast cancer diagnosis. The second is the 
potential opportunity to work with agencies such as Breast Cancer Network Australia (BCNA) 
and BreaCan to improve rehabilitation and lifestyle interventions after breast cancer diagnosis.   
 
The development of the VCCC and the implementation of single tumour streams in the Parkville 
precinct will occur over the next two years, and will involve significant changes for the Royal 
Melbourne/Royal Women’s Hospital Breast Service (and to a much lesser extent, Western 
Health). The intent of the VCCC is to combine the strengths of the services to offer the best 
possible care to cancer patients. With this background, it is essential that breast cancer patients 
are offered optimal survivorship care, and achieving this is a major objective. Preliminary 
discussions have occurred with the VCCC and Peter MacCallum Breast Service members 
regarding this. 
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Section 8: Overview of Project Impact / Conclusion 
 
8.1  Impact / value 
This has been a very successful project, achieving planned outputs and outcomes set out in the 
project plan. The model of care has had an impact on the breast cancer patients of the breast 
services, with better care being delivered, and a personal aspect of the care that has been 
appreciated very much. The breast care nurses delivering the consultations have felt that the 
care they have been able to deliver has been enhanced, and it has added significantly to their 
level of job satisfaction. 
 
Feedback from patients and GPs indicates that they believe that this project has further 
enhanced the quality of the service being offered. There is a suggestion that this model of care 
has been associated with an increased number of referrals to the breast services, although it is 
not possible to know whether there is any link between the project and referrals. It is certainly 
evident that the breast services have been able to manage an increased number of referrals 
without an undue increase in waiting times and within existing senior medical staff capacity. 
 

8.2  Summary of key learnings 
 There is an unmet need for a survivorship care program for patients completing definitive 

treatment for early breast cancer  

 The majority of women chose to participate in a nurse-led consultation and shared care 
arrangement with their GP, and expressed that these services were useful and worthwhile 

 Strong clinical leadership, multidisciplinary engagement and partnerships with primary care 
providers, are required to establish and maintain a survivorship program 

 Consumer involvement from the early stages of the project has been key in assisting the 
success and sustainability of the model of care 

 While most women cope well with a diagnosis of early breast cancer and its aftermath, there 
are a substantial number with ongoing issues and unmet needs that are not adequately 
managed under traditional models of care 

 Risk stratification of patients is important in order to ensure appropriate targeting of 
survivorship efforts and to optimise limited resources. Risk stratification must be inclusive of 
individual social and personal factors affecting the patient, as well as disease and treatment 
factors  

 GPs see it as part of their role to provide women with holistic and long-term follow-up care in 
the community 

 GPs are generally willing to participate in a shared care arrangement, but effort is required to 
ensure that communication and material provided is clear and meets their needs in terms of 
providing information to support patient care 

 Attention must be paid to developing and maintaining effective, open channels of 
communication with primary care providers  

 Women greatly value the role of the GP in their ongoing care, and many reported an 
improved understanding of what they could do to help themselves stay well after they had 
seen their GP 

 Women highly value the role of the breast care nurse and the opportunity to participate in a 
nurse-led consultation at the end of their hospital treatment for breast cancer 

 Breast Service staff, GPs and women alike reported that it is appropriate and convenient to 
move more care into the community following completion of definitive treatment 
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 It is vital to delineate roles and responsibilities amongst health professionals, providing a 
schedule of follow-up appointments 

 The Guideline on Breast Cancer Care: Information for Health Professionals, which is being 
developed as part of the project, clarifies pathways and processes  

 It is important to ensure that a woman and her GP are aware of the shared care arrangement  

 Shared care enables the Breast Service to have greater capacity to see an increased numbers 
of new/complex patients 

 An integrated clinical data system, incorporating a clinical database, multidisciplinary solution 
and flexible reporting capabilities are vital in facilitating the development of survivorship care 
plans. 
 

8.3  Recommendations 
 That the individual patient and system benefits of the Royal Melbourne/Royal Women’s 

Hospitals and Western Health Breast Cancer Survivorship Project are recognised, and that 
ongoing funding is provided to undertake further development and evaluation, to allow the 
program to become fully integrated into standard practice at the breast services 

 That this model of care be refined and adopted by other breast services to improve the 
survivorship care of breast cancer patients around Victoria 

 That this model of care is examined for applicability to other tumour streams, especially 
those with a large patient load and high rates of long-term disease control 

 That opportunities to engage with community agencies, in particular BreaCan and Breast 
Cancer Network Australia (BCNA), be explored to further develop survivorship care - 
especially around lifestyle interventions that have been shown to improve cancer survival 

 Explore a model of survivorship shared care for the primary care setting (GPs and Practice 
Nurses). 
 

8.4  Policy and system level questions that have been raised by this project 
 Is there capacity to respond to increasing demand for specialist hospital-based services (in 

this case the projected increase in number of breast cancer patients over coming decades) by 
providing additional funding for programs such as the Victorian Cancer Survivorship 
Program? 

 How can the public hospital system better engage with the primary care sector to develop 
quality, efficient shared care arrangements that integrate into the working models of 
different primary care settings?   

 Is there an eHealth solution that can be used to support shared care arrangements across 
health care sectors and over long periods of time? 

 

8.5   Top ten tips  
The project team’s top ten tips for implementing a sustainable model of survivorship care into 
standard practice are to: 
1. Educate the Breast Service team and any new members about roles and responsibilities 

involved with this model of follow-up care  
2. Ensure IT-compatibility between various parts of the hospital system 
3. Build strong relationships and partnerships with GPs to facilitate communication and joint 

understanding of the model of care 
4. Ensure effective team communication within the hospital   
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5. Consider selection criteria and risk stratification so that those women most in need of a NLC 
are offered a timely consultation  

6. Discuss NLC and shared care with the patient in the early stages of their hospital care in 
order to ensure they are aware of what to expect for their follow-up and long-term care  

7. Develop a clear process for those who decline the NLC so that they have the opportunity to 
participate in shared care 

8. Ensure complete endorsement from the heads of units and GP Liaison Units for this model 
of care, and involve the Breast Service team in promoting survivorship processes 

9. Provide support for GPs involved in shared care, including ongoing education and key 
clinical contact points (e.g. BCN/Breast Service Secretary) that they can obtain advice about 
patient issues and have access to rapid referral pathways if required 

10. Ensure consultation with a range of key stakeholders during the development of resources 
and processes to make sure that women, GPs and the Breast Service have a shared 
understanding and shared goals. 
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A. Evaluation Plan 

 
Evaluation purpose statement 
The purpose of this evaluation is to facilitate reflection and refinement of project methods 
and processes as the Victorian Cancer Survivorship project is implemented well as generate 
evidence about acceptability, effectiveness, sustainability and transferability of this 
initiative. The evaluation will support the Project Team to: 

 Clearly describe the project, what was done, how it was done 

 Evaluate impacts 

 Demonstrate successes 

 Identify areas for improvement 

 Contribute to the evidence base about models of survivorship care and supporting 
people with cancer to live well. 
 

The intended audience for the evaluation is: 

 Internal stakeholders within participating services: 
o The Royal Women’s Hospital 
o Western Health 
o Melbourne Health 
o Inner North West Melbourne Medicare Local 
o BreaCan 

 GPs from the catchment areas of these hospitals  

 Women participating in the survivorship process 

 Western and Central Melbourne Integrated Cancer Service (WCMICS)1 

 Interested stakeholders and agencies in the cancer sector 

 Department of Health, Cancer Strategy and Development. 
 

Evaluation reporting will be aligned with project reporting cycles to value-add to project 
reporting with interim evaluation findings as the project progresses.  
 

Program logic model 
The project evaluation is informed by a program logic model (Figure 1). The program logic 
defines the project goal, resources, activities to be conducted and anticipated project 
outputs (immediate results expected from the successful conduct of the project and its 
component parts) and outcomes (the longer term goals that the project efforts will be 
guided by). The program logic model guides the evaluation enquiries focussed on the 
measurement of project activities, processes and outputs.  

                                                 
1
 A full list of abbreviations used in this document are included as Appendix 1. 



    Program logic model 
 
 
 
 
 
 
 
 
 

GPs supported and informed and 
coordinated survivorship care   
operating effectively 

 

Goal: That all women receive optimal care at the end of definitive treatment for breast cancer including: high quality clinical follow-up in the primary 

care setting; identification of and response to information and support needs; and smooth transitions back into the acute sys tem if required. 

Resources Activities Outputs Outcomes 

Establish project governance 
mechanisms and project team 

Establish mechanisms for proactive 
referral of women to BreaCan    
and other community agencies 

Women are supported to live well 
after a diagnosis of breast cancer 
through being Informed and       
empowered in relation to: 

Their diagnosis, treatment 
and planned follow-up care 
What they might expect and 
when and how to respond to 
needs if they arise 
Services available and how to 
access them 

Fact sheets developed, endorsed 
and used in practice 

Department of Health Funding 
(Dec 2011 to Nov 2013) 

 Project personnel: 
Project Coordinator/GP liaison 
BCN lead 
Data Manager 
Evaluation and consumer   
participation coordinator 

A sustainable model of survivorship 
care for women across acute/
primary care/ community sectors 
integrated into routine systems 
and practice that supports: 

Survivorship care planning, 
needs assessment and       
referral processes 
Effective shared care          
between GPs and specialist 
breast services 
Optimal access to and       
utilisation of specialist breast 
services 

Engage with GPs to develop,       
implement and evaluate            
communication mechanisms and 
shared care arrangements 

 Project Steering Group 

Existing information and support 
services and programs provided by 
BreaCan and other community    
sector agencies 

Experience and outcomes from   
related collaborative projects: 

Shared care demonstration 
project 
Nurse-led clinics 
Bridge of Support 
Western CALD project 

Survivorship Care Planning tools, 
processes and associated            
information systems in place 

Clear processes for priority access 
into the acute system established 
and operating effectively 

Stakeholder engagement* 

Routine referrals/access to Brea-
Can, Menopause After Cancer 
Clinic and other services as needed 

Databases and a range of         
communication mechanisms    
support survivorship care planning 

Women’s information and support 
needs are routinely assessed and 
documented 

Engage with women to develop, 
implement and evaluate all         
elements of the project 

Develop a suite of fact sheets for 
the ‘top ten’ topics of interest to 
women - recommended resources, 
websites and community services 

Implement , evaluate and report on 
activities, processes and outcomes 

 Project Working Group 
Develop and implement nurse-led 
survivorship care planning,          
assessment and referral processes 

*Key stakeholders: Women with breast cancer; GPs; Project partners: 
Royal Women’s, Royal Melbourne and Western Hospitals, BreaCan, Inner 
North West Melbourne Medicare Local; Supporting groups/agencies: 
WCMICS, ACSC, GPV, Survivorship Community of Practice, DH 

Project support: GPV, WCMICS, 
ACSC 

Develop of information systems to 
support survivorship care planning 
and coordination 



Key evaluation questions 
 

1. What materials and processes have been generated to support the survivorship care 
planning process, communication with women and GPs and connections with 
community-based information and support services? 
 

2. How have women been involved in shaping this initiative? 
 

3. What is the uptake of the survivorship care planning process by women? 
 

4. What are the information and support needs of women after the end of active 
treatment for breast cancer and what strategies are identified to address these needs? 
 

5. What are the experiences of women participating in this survivorship initiative? 
 

6. How have GPs been involved in informing this initiative, what are the GP needs 
identified and what strategies have been put in place to respond to these needs? 
 

7. What is the level of participation of GPs in the coordinated survivorship care partnership 
with specialist breast services? 
 

8. What is the experience of GPs in coordinated survivorship care within this project? 
 

9. How are the patterns of follow-up care changed by this initiative in relation to: 
a. Alignment with evidence-based follow-up recommendations 
b. The setting in which follow-up care is provided and the nature of that care 
c. The impact on specialist breast clinic capacity? 

 
10. How can this initiative be sustained – service model (eligibility criteria, triaging and 

process) and resource requirements? 
 
 

Evaluation measures, data sources, methods and timeframes 
 

For each evaluation question, the following tables illustrate the key measures or dimensions 
of interest, data sources, proposed methods and timeframes for evaluation data collection 
and reporting. 
 
 
 



Evaluation Question 1: What materials and processes have been generated to support the survivorship care planning process, 
communication with women and GPs and connections with community-based information and support services? 

Dimensions of interest Data sources/Measures Methods Timeframe for data 
collection 

Timeframe for 
analysis/reporting 

Materials developed including revised 
versions as relevant throughout the 
project including but not limited to: 

 Survivorship care plan 

 Treatment summary 

 Multidisciplinary Team meeting 
(MDTM) summary including 
survivorship recommendations 

 Pack sent to women inviting their 
participation in the nurse-led clinic 
consultation including standard letter 
and screening tools 

 Standard communications developed 
for GPs and women 

 BreaCan top ten fact sheets 

 BreaCan referral form 

 Nurse-led clinic checklist 

 Translated materials to support the 
process 

 Woman’s medical 
record 

 iPM 

 Project documentation 
(including dated 
versions for materials 
that are revised 
throughout the project) 

 Clinic databases (RUTH – 
RMH, Women’s; Ascribe 
– Western) 

 Documentation review 

 Description of materials 
and revisions made and 
rationale for changes 

Throughout the 
project 

Data collation and 
analysis in time for 
inclusion in project 
progress and final 
reports 

Flowcharts stepping out the survivorship 
care planning processes as undertaken 
within each hospital including revised 
versions as relevant throughout the 
project including key steps, 
responsibilities and eligibility criteria  

 Project documentation 
(including dated 
versions for materials 
that are revised 
throughout the project) 

 Documentation review 

 Description of pathways 
in flowchart form and 
revisions made and 
rationale for changes 

Throughout the 
project 

Data collation and 
analysis in time for 
inclusion in project 
progress and final 
reports 

 



Evaluation Question 2: How have women been involved in shaping this initiative? 
 

Dimensions of interest Data sources/Measures Methods Timeframe for data 
collection 

Timeframe for 
analysis/reporting 

Participation of women 
as consumer 
participants in 
informing the project 

Project records capturing: 

 Profile of women involved as consumer 
participants in project: 

o Diagnosis 
o Year of diagnosis 

 Nature of participation: 
o Working Group member 
o Consumer consultation meeting 

participant 
o Individual providing input via phone 

or email upon request 

 Level of participation: 
o  Number of activities involved in 

 

 Documentation/records 
review 

 Summary of 
participation 
opportunities and 
uptake 

 Summary of key 
outcomes 

Throughout the 
project via routine 
recording 

Data collation and 
analysis in time for 
inclusion in project 
progress and final 
reports 



Evaluation Question 3: What is the uptake of the survivorship care planning process by women? 
 

Dimensions 
of interest 

Data sources/Measures Methods Timeframe 
for data 
collection 

Timeframe for 
analysis/reporting 

Participation 
of eligible 
population 
in the nurse-
led clinic 
process 

 MDTM summary including survivorship recommendations: 

 Women identified as eligible for nurse-led clinic process 
(Y/N and reason if ‘N’; phone consultation or full process) 

 Administrative recording of nurse-led clinic process: 

 List of women eligible for nurse-led clinic process  

 List of women to be offered phone consultation or not to 
be offered at all (and reason) 

o Invited to participate in nurse-led clinic (and date) 
o Woman opted out (and reason) 
o Screening forms completed (Y/N; returned prior to clinic; 

brought to clinic) 
o Nurse-led clinic attended (and date; telephone/face to 

face; interpreter use; language) 
o Did not attend 
o Follow-up care plan completed by BCN 
o Follow-up care plan authorised by Breast Service 

 Administrative recording of shared follow-up care process: 
o List of women eligible to be offered shared follow-up care 
o Nominated GP identified (Y/N) 
o Women invited to participated in shared follow-up care 
o Women opted out (and reason) 
o Nominated GP sent survivorship care plan 
o Decline of shared follow-up care by nominated GP 

 

 Documentation/records 
review 

 Quantitative analysis of 
number (%) of women in 
each category by breast 
service and total 

 Qualitative analysis of 
reasons for: 

 ineligibility 

 women opting 
out of the process 

Throughout 
the project 
via routine 
recording 

Submission of 
data at the end of 
each month for 
analysis 
 
Circulation of 
monthly summary 
to Project 
Executive and 
Working Groups 
for review 
 
Inclusion of most 
recently available 
data in each 
formal report 



Evaluation Question 4: What are the information and support needs of women after the end of active treatment for breast cancer and 
what strategies are identified to address these needs? 

 

Dimensions of 
interest 

Data sources/Measures Methods Timeframe for data 
collection 

Timeframe for 
analysis/reporting 

Women’s 
information and 
support needs and 
strategies 
identified 
 

 Consumer consultation outcomes 

 Supportive Care Screening Tool used by each 
service 

 Menopause Rating Scale 

 FACT-B (Version 4) 

 Survivorship Care Plan and treatment summary: 

 Issues/problems identified (screening 
tools; patient reported) 

 GP (Yes/No) 

 Diagnosis summary  

 Treatment summary 

 Family history 

 Treatment and prevention related issues 

 Referrals made 

 Letter to GP (if relevant) 
 

 Description of needs 
identified (quantitative 
and qualitative) 

 Quantitative analysis to 
explore any key 
demographic, 
diagnostic, treatment 
or other factors 
influencing needs 

Copy of completed 
screening tools and 
survivorship care 
plans to be made for 
evaluation purposes 
 
Quarterly review of 
copies retained for 
evaluation purposes 
to extract key 
variables of interest 
for analysis 

Submission of data 
at the end of each 
quarter for analysis 
 
Circulation of 
monthly summary 
to Project Executive 
and Working Groups 
for review 
 
Inclusion of most 
recently available 
data in each formal 
report 
 

 



Evaluation Question 5: What are the experiences of women participating in this survivorship initiative? 

Dimensions of interest Data sources/Measures Methods Timeframe for data 
collection 

Timeframe for 
analysis/ 
reporting 

Acceptability, 
effectiveness and 
impact for women 

 Feedback from women 
who have participated 
in the survivorship 
care planning process 

 Survey (administered by Survey Monkey with hard 
copy available if needed). All women who have 
had a nurse-led clinic consultation and who 
consent to being contacted for the purposes of 
evaluation to be invited to participate. Survey to 
capture dimensions of acceptability, effectiveness 
and impact of the process and its elements: 

 Nurse-led clinic process 

 Screening and identification of needs 

 Follow-up care plan  

 Treatment Summary 

 Management plan/referrals 

 Care and contact with GP including issues 
covered 

 Access to other services and value of those 

 Unmet needs 

 Willingness to be contacted for individual 
interview 

 In depth interviews with a sample of ten women 
per service (RMH/Women’s combined service; 
Western - 20 women total) to capture qualitative 
information about the process, outcomes and 
impact and to identify areas for improvement. 
 

Invitation to 
complete survey at 
three and six 
months post nurse-
led clinic 
consultation 
 
Interviews to follow 
survey process for a 
sample of women 
nine to 12 months 
post nurse-led 
consultation 

Periodic data 
collation and 
analysis in time 
for inclusion in 
project progress 
and final reports 



Evaluation Question 6: How have GPs been involved in informing this initiative, what are the GP needs identified and what strategies 
have been put in place to respond to these needs? 

 

Dimensions of interest Data sources/Measures Methods Timeframe for data 
collection 

Timeframe for 
analysis/reporting 

Participation of GPs in 
informing the project 

Project records capturing: 

 Profile of GPs informing the project: 
o Location of practice 
o Group/solo practice 

 Opportunities for participation: 
o Executive group membership 
o GP consultation activities relating to 

the project (CPD sessions, group 
discussions) 

o Individual providing input via phone 
or email upon request 

o Communication/project 
promotional activities 

 Level of participation: 
o Number of GPs involved in each 

activity 

 Issues identified by GPs and the project 
response: 

 Communication mechanisms (specialist 
service to GP) and templates developed 

 Communication requirements (GP to 
specialist service) in place 

 Mechanisms for rapid access into specialist 
service identified and implemented 

 Documentation/records 
review 

 Summary of 
participation 
opportunities and 
uptake/reach 

 Description of needs 
identified and strategies 
developed in response 

 

Throughout the project 
via routine recording 

Data collation and 
analysis in time for 
inclusion in project 
progress and final 
reports 



Evaluation Question 7: What is the level of participation of GPs in shared follow-up care with specialist breast services? 

Dimensions of 
interest 

Data sources/Measures Methods Timeframe for 
data collection 

Timeframe for 
analysis 
reporting 

Participation of 
eligible GPs in the 
survivorship care 
planning process  

 Breast clinic records 

 List of women completing active treatment for early 
breast cancer or DCIS in time period 

 Referring GP identified 

 Administrative recording of process as implemented (Excel 
spreadsheet with UR Number 

 iPM 

 GP contacts log (emails to Breast Service; phone contact 
with BCN; rapid referrals received) 

 Records audit for women referred back into specialist 
service by GP 

 Variables to capture: 
o Survivorship process completed 
o Survivorship Care Plan and Treatment Summary sent 

to GP after authorisation by breast service (and date) 
o Contact from GP documented (and date and nature 

of advice or service requested) 
o Referral back to specialist service received (and date; 

issue prompting referral; waiting time between 
receipt of referral and appointment) 

o Unplanned appointments 
o Notification provided to GP of review appointment 

for woman in response to referral (and date) 
o Woman reviewed within breast service (and date; 

tests conducted; outcome) 

 Documentation/ 
records review 

 Quantitative 
analysis of number 
(%) of process steps 

 Qualitative analysis 
of GP contacts and 
referrals with 
services 
 

Throughout the 
project via 
routine 
recording  

Data collation 
and analysis in 
time for inclusion 
in project 
progress and final 
reports 



Evaluation Question 8: What is the experience of GPs in coordinated survivorship care within this project? 

Dimensions of interest Data sources/Measures Methods Timeframe for data 
collection 

Timeframe for 
analysis/reporting 

Acceptability and 
effectiveness for GPs 
 

 Feedback from GPs 
whose patients have 
participated in the 
survivorship care 
planning process 

 Brief ‘fast feedback’ survey (hard copy 
included with Survivorship Care Plan or link 
provided through Survey Monkey) with 
request to fax back to Breast Service to 
capture feedback on: 

 Is the plan useful? 

 Are they confident in coordinating 
and willing to participate in the 
follow-up care for their patient? 

 Are they clear on indications and 
process for a rapid re-entry to the 
specialist service? 

 How could it be improved? 

 In depth interviews with a sample of ten 
GPs per service (RMH/Women’s combined 
service; Western - 20 GPs total) to capture 
in greater depth, impressions on: 

 Value of the process 

 Information needs met 

 Confidence 

 Support received 

 Impact on capacity 

 Sense of partnership  

 Impact on the woman/women in 
their care 

 How the process could be improved 

‘Fast feedback’ 
mechanism built 
into communication 
to GP with 
Survivorship Care 
Plan  
 
Interviews to be 
conducted seven 
months post-receipt 
of Survivorship Care 
Plan for a sample of 
GPs 

Periodic data 
collation and 
analysis in time for 
inclusion in project 
progress and final 
reports 



Evaluation Question 9: How are the patterns of follow-up care changed by this initiative in relation to: 
a. Alignment with evidence-based follow-up recommendations 
b. The setting in which follow-up care is provided and the nature of that care 
c. The impact on specialist breast clinic capacity? 

 

Dimensions of 
interest 

Data sources/Measures Methods Timeframe for 
data collection 

Timeframe for 
analysis/ 
reporting 

Clinic capacity, 
throughput, 
waiting times and 
access for new and 
returning patients 
 
Alignment with 
evidence-based 
follow-up 
recommendations 
 
Setting in which 
follow-up care is 
provided and 
nature of care 
 

 Breast clinic records/client management system for the 
following year cohorts mapped against project (eg. NBOCC 
shared care demonstration project; nurse-led clinic 
project) and known practice changes for the years: 
2010/2011; 2011/2012; 2012/2013: 

 Total number of clinic attendances 

 For a cohort of 100 patients with early breast cancer from 
2010 onwards, and 100 women from VCSP project: 

 Number of breast clinic appointments per woman 
(for a two year period post-diagnosis) 

 Number of other hospital appointments per woman 
(for a two year period post-diagnosis) 

 Interviews with breast clinic personnel 

 Quantitative analysis 
of measures of clinic 
flow and access; 
alignment of follow-
up care with 
recommended 
schedule; setting in 
which care is 
occurring 

 Interviews with 
breast clinic 
personnel about 
perceived changes in 
clinic flow or access 
  

Throughout the 
project via 
routine 
recording. This 
process may 
need to extend 
beyond the 
project 
timeframe to 
allow significant 
time has passed 
to capture the 
full effects 

Data collation 
and analysis in 
time for 
inclusion in 
project progress 
and final reports 



Evaluation Question 9: How are the patterns of follow-up care changed by this initiative in relation to: 
c. The impact on specialist breast clinic capacity? (Continued) 

 

Dimensions of 
interest 

Data sources/Measures Methods Timeframe for 
data collection 

Timeframe 
for analysis/ 
reporting 

Human 
resources 
required to 
successfully 
implement 
process on 
ongoing basis 
 
 

 Estimates recorded by key personnel on a 
weekly basis of time spent on delivering 
survivorship care (excluding work purely 
related to project evaluation activities). 
Estimate to include consideration of: 

o Administrative assistance to coordinate 
nurse-led clinic and GP communication 
processes  

o Data management support  
o Health records management 
o BCN time for clinic planning, review of 

screening tool outcomes, operation of 
clinics, documentation and follow-up 
required post-consultation with women  

 

 Quantitative analysis of time 
records by key personnel 

 Interviews with each key team 
member to inform: 

 Role description (specifically 
relating to the nurse-led 
clinic process) 

 Resource requirements  for 
sustainability of service 
provision 

 How it could be improved 
 

Throughout the 
project via 
routine 
recording  
 
Interviews near 
project 
completion 

Data collation 
and analysis in 
time for 
inclusion in 
project 
progress and 
final reports 

Systems and 
process 
requirements to 
continue the 
provision of the 
survivorship 
care planning 
process 

 Documentation of key systems and process 
requirements throughout project eg: 

o Data system requirements (at hospital, 
MDTM, nurse-led clinic and GP level) 

o Communications requirements for 
optimal implementation (at hospital 
and GP level) 
 

 Description of key system 
requirements as documented 
through the project 

 Interviews with key team members 
to inform: 

 Data/communication 
systems needs 

 How it could be improved 

Throughout the 
project via 
routine 
recording  
 
Interviews near 
project 
completion 

Data collation 
and analysis in 
time for 
inclusion in 
project 
progress and 
final reports 



Evaluation Question 10: How can this initiative be sustained – service model (eligibility criteria, triaging and process) and resource 
requirements? 

 

Dimensions of 
interest 

Data sources/Measures Methods Timeframe for 
data collection 

Timeframe 
for analysis/ 
reporting 

Recommended 
service model 
and resource 
requirements 
 

 Description of the service model to be 
sustained including the following elements: 

o Ideal nurse-led clinic model (including 
eligibility criteria, triaging/risk 
stratification, timing, screening tools, 
documentation, processes, clinic 
administration and data management) 

o Ideal GP/Specialist Service shared 
follow-up care model  

o Resource requirements to implement 
the models in practice based on 
modelling of numbers of eligible women 
 

 Findings from evaluation data 
analyses (all preceeding questions) 

 Consultation with Project Working 
Group and Executive Group 

Final six months 
of project 

Reporting in 
final project 
report 

 

 

 

 

 

 

 

 

 

 



B. Shared Care Agreement 
Version 1 

 
Dear Dr  

 

Re:  Patient Name and UR number 

 

Ms…..  has recently completed her active breast cancer treatment at ……(hospital). 

 

We have asked your patient to make a long appointment with you to discuss regular follow up in the 

years to come. Attached is a shared care plan detailing some of the roles that GP have for women with 

breast cancer as well as your ongoing support for her. 

 

You will always have rapid access to the Breast Service. If rapid access is required please contact the 

Breast Service Secretary on 8345 3561.  

 

You may include this document as a contribution to a care plan for your patient. 

 

Your patient has been given a copy of important dates for follow-up. 

 

To confirm your interest in shared care, could you please complete the agreement below. If you have 

any questions regarding shared follow-up care, please contact the Breast Care Nurses on 8345 6896 or 

BCN@wh.org.au. 

 

In anticipation, we thank you for your ongoing care of Ms ….. 

 

 

Yours sincerely 

 

 

 

Ms Meron Pitcher 

Head of Western Health Breast Service 

    

Please FAX:  8345 6854 or email: BCN@wh.org.au 
 

   I agree to provide shared follow-up breast cancer care, or 

  I choose not to participate in shared follow-up breast cancer care   
 

Signature:   
 

Name:  
 

Date:  

 

 

 

 

 

 

 

 

mailto:BCN@wh.org.au


Shared Care Letter and Agreement – Version 2 

 
Dr. 
Address 
 
 
Date 
 
 
Dear Dr           
 
Re:   
 
 
This patient has completed her active breast cancer treatment at the < hospital> and is suitable 
to have her ongoing follow-up in a shared care arrangement between the hospital and her GP. 
She has indicated her preference for sharing her follow up care between yourself and the 
<hospital>.  
 
The enclosed care plan details her previous care, planned care, information, support and rapid 
referral pathways. 
 
Please sign and fax back the agreement indicating whether or not you agree to participate in 
shared care for the above named patient  
  
If we do not hear from you we will assume she is undertaking shared care between you and 
<hospital>. 
 
 
In anticipation, we thank you for her ongoing care. 
 
 
Yours sincerely 
 
 
 
Professor Bruce Mann, Director of the Breast Service Royal Melbourne & Royal Women’s 
Hospital    
Dr Ines Rio, Head of the GP Liaison Unit Royal Women’s Hospital 
 

-------------------------------------------------------------------------------------------------------------------------------- 

Please FAX:  9347 8799 or email: breast.service@mh.org.au. Please fax back by xxx 

 
 
               I agree to provide shared follow-up breast cancer care  for  <Patient>  
 
 
               I do not want to provide shared follow-up breast cancer care  for  <Patient>   

 

Name: _____________________________________________    

Signature:  __________________________________________ 

Date: ______________________________________________    

mailto:breast.service@mh.org.au


 

C. Risk Stratification Pathway 
 

MDM 

Early Breast Cancer / DCIS 

</= 1 adjuvant modality and no 

known significant psychosocial 

needs 

 

 

Plan for BCN phone call using 3 

screening tools (4-6 languages) sent out 

and returned before consultation 

 

 

BCN phone call with 

woman 

 

Care Plan Developed (sent to GP and woman) 

Non-advanced disease  
+ >1 adjuvant modality or MDM 

determines high likelihood of 

significant psychosocial needs 

 

Face-to-Face Nurse-Led Clinic Consultation 

BCN phone call with woman if 

risk appears low in screening 

tools 

 

Shared Follow-Up Care 

If issues are identified that 

warrant face-to-face 

Advanced disease –alternative 

pathway of care 

Woman declines, fails 

to attend or unable to 

be contacted 

Plan for face-to-face NLC using 3 screening 

tools (4-6 languages) sent out and returned 

before consultation 

 

 

Woman declines, 

fails to attend or 

is unable to be 

contacted 

If issues are identified that 

warrant face-to-face 

HIGH 

RISK 

LOW 

RISK 



D. Screening Tools (FACT-B Version 4) 

 

 

Below is a list of statements that other people with your illness have said are important. Please 

circle or mark one number per line to indicate your response as it applies to the past 7 days. 
 

 

 

  

 
PHYSICAL WELL-BEING 

 

Not 

at all 

A little 

bit 

Some-

what 

Quite

a bit 

Very 

much 

 

GP1 I have a lack of energy ...................................................................  0 1 2 3 4 

GP2 I have nausea .................................................................................  0 1 2 3 4 

GP3 Because of my physical condition, I have trouble 

meeting the needs of my family ....................................................  

 

0 

 

1 

 

2 

 

3 

 

4 

GP4 I have pain .....................................................................................  0 1 2 3 4 

GP5 I am bothered by side effects of treatment ....................................  0 1 2 3 4 

GP6 I feel ill ..........................................................................................  0 1 2 3 4 

GP7 I am forced to spend time in bed ...................................................  0 1 2 3 4 

 

 SOCIAL/FAMILY WELL-BEING 
 

Not 

at all 

A little 

bit 

Some-

what 

Quite

a bit 

Very 

much 

 

GS1 I feel close to my friends ...............................................................  0 1 2 3 4 

GS2 I get emotional support from my family .......................................  0 1 2 3 4 

GS3 I get support from my friends ........................................................  0 1 2 3 4 

GS4 My family has accepted my illness ...............................................  0 1 2 3 4 

GS5 I am satisfied with family communication about my 

illness .............................................................................................  

 

0 

 

1 

 

2 

 

3 

 

4 

GS6 I feel close to my partner (or the person who is my main 

support) ..........................................................................................  

 

0 

 

1 

 

2 

 

3 

 

4 

Q1 Regardless of your current level of sexual activity, please 

answer the following question. If you prefer not to answer it, 

please mark this box           and go to the next section. 

     

GS7 I am satisfied with my sex life .......................................................  0 1 2 3 4 



 

Please circle or mark one number per line to indicate your response as it applies to the past 7 

days. 
 

 

 EMOTIONAL WELL-BEING Not 

at all 

A little 

bit 

Some-

what 

Quite

a bit 

Very 

much 

 

GE1 I feel sad ........................................................................................  0 1 2 3 4 

GE2 I am satisfied with how I am coping with my illness ....................  0 1 2 3 4 

GE3 I am losing hope in the fight against my illness ............................  0 1 2 3 4 

GE4 I feel nervous .................................................................................  0 1 2 3 4 

GE5 I worry about dying .......................................................................  0 1 2 3 4 

GE6 I worry that my condition will get worse ......................................  0 1 2 3 4 

 

 

 

 FUNCTIONAL WELL-BEING 
 

Not 

at all 

A little 

bit 

Some-

what 

Quite

a bit 

Very 

much 

 

GF1 I am able to work (include work at home) ....................................  0 1 2 3 4 

GF2 My work (include work at home) is fulfilling ...............................  0 1 2 3 4 

GF3 I am able to enjoy life ....................................................................  0 1 2 3 4 

GF4 I have accepted my illness .............................................................  0 1 2 3 4 

GF5 I am sleeping well ..........................................................................  0 1 2 3 4 

GF6 I am enjoying the things I usually do for fun ................................  0 1 2 3 4 

GF7 I am content with the quality of my life right now ........................  0 1 2 3 4 

 

  



 

Please circle or mark one number per line to indicate your response as it applies to the past 7 

days. 
 

 

 ADDITIONAL CONCERNS 
 

Not at 

all 

A little 

bit 

Some-

what 

Quite

a bit 

Very 

much 

 

B1 I have been short of breath ............................................................  0 1 2 3 4 

B2 I am self-conscious about the way I dress .....................................  0 1 2 3 4 

B3 One or both of my arms are swollen or tender ..............................  0 1 2 3 4 

B4 I feel sexually attractive.................................................................  0 1 2 3 4 

B5 I am bothered by hair loss .............................................................  0 1 2 3 4 

B6 I worry that other members of my family might 

someday get the same illness I have ..............................................  

 

0 

 

1 

 

2 

 

3 

 

4 

B7 I worry about the effect of stress on my illness .............................  0 1 2 3 4 

B8 I am bothered by a change in weight .............................................  0 1 2 3 4 

B9 I am able to feel like a woman.......................................................  0 1 2 3 4 

P2 I have certain parts of my body where I experience pain ..............  0 1 2 3 4 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Menopause Rating Scale 

 

 
 

 

 

 



Supportive Care Screening Tool (RMH/RWH) 

    The Oncology Service Supportive Care Screening Tool:  

     Patient to complete at first visit (T1)                               Date ___________ 
 

     How have you been feeling in the last week?  Please circle a point on this line to  

     indicate the highest level of distress or upset you have felt. 
    

 

       No distress                                          moderate distress                                  extremely distressed 

                                                                                                 
 

          

0 1 2 3 4 5 6 7 8 9       10 

 

There are many issues which are upsetting and can contribute to levels of distress.  Please indicate if any of the areas below  
have been a problem for you.  This information will let your nurse know if they need to discuss any issues with you further so  
they can help support you and offer you assistance from other staff and arrange support at home. 

 
Practical Considerations         Yes        No 
 

Care of dependents  
(childcare, elderly) 
 
 

Accommodation 
 
 

Financial/Insurance 

                   
 

Transportation 
 
 

Work/school 
 
 

Home care/help 

 

 

Physical Symptoms                Yes         No 

 
 

Chronic pain or having difficulty 
 managing pain 
 
 

Fatigue and/or sleep problems 
 
 

Memory and/or concentration 
 problems 

 
 

Family Considerations                      Yes        No 

 
 

Dealing with children 

 
 

Dealing with a partner 

 
 

Is there someone you can talk to  
about your feelings/concerns? 
 

 

Emotional Considerations:  

In the recent past, have you              Yes      No 
 

Felt sad, flat or depressed most  
of the time? 
 
 

Experienced feelings of sudden  
panic or fear? 
 
 

Felt a loss in interest or pleasure in  
things that you usually enjoy? 
 
 

Felt a lot of worry or anxiety? 
 
 

Felt isolated and/or alone? 
 

 

Sexual Health                                     Yes        No 
 

Do you have any concerns about 
 yoursexual or intimate relationships? 
 

Do you have any concerns about your 

 sexual attractiveness? 
 

 
Body Image                                         Yes        No 
 

Do you have any particular concerns with 
 your body and the way you look 
 (e.g. weight, size)? 
 

Have you been feeling self-conscious about  

your body?  
 

 
Do you have any concerns about 
 your religious/spiritual wellbeing? 
 
We recognise that past experiences might affect how you feel 

about the intimate nature of treatment and examination. If 

you have experienced any form of trauma, violence, abuse or 

assault please feel free to discuss this with your nurse.             
      
                                            Please turn over the page     

 

Surname: _____________________ 

 

First Name:___________________ 

 

Dob:___________  SEX:_________ 

 

Unit Record No._______________ 

Attach Patient Label 
 



                    MR/XXXXXXX   ONCOLOGY SUPPORTIVE CARE SCREEN 

 

 

Please circle YES or NO for the following questions regarding supportive care 

 
 

Would you like to be linked in with a support group and/or consider complimentary supports 
such as music, relaxation techniques, yoga, choir, book club, massage?  

 

 

YES 

 

NO 

 

Would you like to have phone/email contact or support with another patient in similar 
circumstances? 

 

YES 

 

NO 

 

Would you like more written information about available supports? 

 

YES 

 

NO 

 

Would your partner like further information and/or support? 

 

YES 

 

NO 

 

 

 

      Other feedback/comments/issues 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 
 

 

 

PATIENT TO COMPLETE THIS FORM     
Patient Instructions: 

 

 

                                    

History of drug and alcohol misuse  Yes     No 

Other:___________________________________________________________________________________ 

Patient consent:   Yes     No 

Patient completed form:    Yes     No 

Person completing form, if not patient:  Relationship to patient:                                          

Completed With (staff member):         Designation:                               Date       /     /   

 
 

 

Extreme Distress                                           

                     
              
                        

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
No Distress 

 

 
 

YES   NO  Practical Problems          

 

      Child Care                              

      Housing                                    

      Insurance/financial                      

      Transportation 

       Work/school 

                Family Health Issues 

      Dealing with children 

      Dealing with partner 

      Ability to have children 

                Emotional Problems 

      Depression 

      Fears 

      Nervousness 

      Sadness 

      Worry 

      Loss of interest in   

                 usual activities 

       Spiritual/religious   

                 concerns 

YES   NO  Physical Problems 
 

       Appearance 

       Bathing/dressing 

       Breathing 

       Changes in urination 

       Constipation 

       Diarrhoea 

       Eating 

       Fatigue 

       Feeling swollen 

       Fevers 

       Getting around 

       Indigestion 

       Memory/concentration 

       Mouth Sores  

       Nausea 

       Nose dry/congested 

       Pain 

       Sexual 

       Skin dry/itchy 

       Sleep 

       Tingling in hands/feet 

AFFIX PATIENT IDENTIFICATION LABEL HERE 
 

U.R. NUMBER: ___________________________________________ 
 
SURNAME: _____________________________________________ 
 
GIVEN NAME: ___________________________________________ 
 
DATE OF BIRTH: _______/_______/_______ SEX: ______________ 

                                                          

SUPPORTIVE CARE SCREENING 

 DISTRESS THERMOMETER                                                      
                                                               
 
 
                                                                   

                                      SU
P

P
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Second: please indicate if any of the following 
has been a problem for you in the past week 
including today. Be sure to circle YES or NO for 
each. 

IF INTERPRETER REQUIRED, CONTACT CULTURAL DIVERSITY UNIT TO 

BOOK SERVICE ON 8345 7148 

 
First: please circle the number (0-10) 
that best describes how much distress 
you have been experiencing in the past 

week including today. 

Supportive Care Screening Tool – Western Health 



E.  Screening Tools Translated for Project - Supportive Care Screening Tools were translated into Arabic, Chinese, Greek, Italian, Turkish and Vietnamese  

   (Greek) Το Εργαλείο Εξέτασης Υποστηρικτικής Περίθαλψης της Ογκολογικής Υπηρεσίας:  

    Ο ασθενής να το συμπληρώσει στην πρώτη επίσκεψη (T1)   Ημερομηνία ___________ 
 

     Πώς αισθανόσαστε την περασμένη εβδομάδα;  Παρακαλείστε να βάλετε ένα κύκλο σ’ αυτή 

τη γραμμή για να δείξετε το υψηλότερο επίπεδο δυσφορίας ή αναστάτωσης που αισθανθήκατε. 
    

 

       Καθόλου δυσφορία                              μέτρια δυσφορία                                εξαιρετική δυσφορία 

                                                                                                 
 

          

0 1 2 3 4 5 6 7 8 9       10 

 
Υπάρχουν πολλά ζητήματα που προκαλούν ανησυχία και μπορούν να συμβάλουν στα επίπεδα δυσφορίας. Παρακαλείστε να αναφέρετε αν οποιαδήποτε από τα ακόλουθα 
ζητήματα ήταν πρόβλημα για σας. Αυτές οι πληροφορίες θα ενημερώσουν το νοσηλευτή σας αν πρέπει να συζητήσει περισσότερο οποιαδήποτε ζητήματα μαζί σας ώστε να 
μπορέσει να βοηθήσει τη στήριξή σας, να σας προσφέρουμε βοήθεια από το υπόλοιπο προσωπικό και να οργανώσουμε τη στήριξη στο σπίτι. 

 
Πρακτικά Ζητήματα                 Ναι        Όχι 
 

Φροντίδα εξαρτώμενων 
(παιδιών, ηλικιωμένων) 
 
 

Στέγαση 
 
 

Οικονομικά/Ασφαλιστικά 

                   
 

Μέσα μεταφοράς 
 
 

Εργασία/Σχολείο 
 
 

Οικιακή φροντίδα/βοήθεια 
 

 

Σωματικά Συμπτώματα           Ναι         Όχι 
 
 

Χρόνιος πόνος ή δυσκολία στη  
διαχείριση του πόνου 
 
 

Εξάντληση ή/και προβλήματα ύπνου 
 
 

Προβλήματα μνήμης ή/και  
αυτοσυγκέντρωσης 

 
 

Οικογενειακά ζητήματα                    Ναι        Όχι 
 
 

Ζητήματα με τα παιδιά 

 
 

Ζητήματα με το/τη σύντροφο 

 
 

Έχετε κανέναν άνθρωπο να του μιλήσετε για  
τα συναισθήματα και τις ανησυχίες σας; 
 

 

Συναισθηματικά Ζητήματα:  

Στο πρόσφατο παρελθόν έχετε         Ναι      Όχι 
 

Αισθανθεί τον περισσότερο χρόνο λυπημένοι,  
ατονία ή κατάθλιψη; 
 
 

Αισθανθεί συναισθήματα ξαφνικού πανικού ή 
φόβου; 
 
 

Αισθανθεί απώλεια ενδιαφέροντος ή  
ευχαρίστησης για πράγματα που συνήθως ευχαριστιέστε; 
 
 

Αισθανθήκατε πολύ ανησυχία ή άγχος; 
 

Αισθανθήκατε απομονωμένοι ή/και μόνοι; 
 

 
 

Σεξουαλική Υγεία                               Ναι        Όχι 
 

Ανησυχείτε για τις σεξουαλικές ή   
στενές προσωπικές σχέσεις σας; 
 

Ανησυχείτε για τη σεξουαλική  
ελκυστικότητά σας; 
 

 
Σωματική Εικόνα                                 Ναι     Όχι 
 

Έχετε τυχόν ιδιαίτερες ανησυχίες για το  
σώμα σας και την εμφάνισή σας  
(π.χ. βάρος, μέγεθος); 
 

Αισθάνεστε ντροπαλοί για το σώμα σας; 
 

 
Έχετε τυχόν ανησυχίες για την 
θρησκευτική/πνευματική ευημερία σας; 
 
Αναγνωρίζουμε ότι οι εμπειρίες του παρελθόντος μπορούν να 

επηρεάσουν το πως αισθάνεστε για την πολύ προσωπική φύση 

της θεραπείας και εξέτασης. Αν έχετε βιώσει οποιαδήποτε 

μορφή τραύματος, βίας, κακοποίησης ή επίθεσης, 

παρακαλείστε μη διστάσετε να το συζητήσετε με το/τη 

νοσηλευτή σας.             
      
                                            Παρακαλείστε γυρίστε τη σελίδα     

 

Επώνυμο: _____________________ 

 

Όνομα:___________________ 

 

Ημ. γέννησης:___________  ΦΥΛΟ:_________ 

 

Αρ. Μητρώου Μονάδας._______________ 

Attach Patient Label  
[Επισυνάψτε Ετικέτα Ασθενή] 

 



 

                    

 Κος/XXXXXXX   ΟΓΚΟΛΟΓΙΚΗ ΕΞΕΤΑΣΗ ΥΠΟΣΤΗΡΙΚΤΙΚΗΣ ΠΕΡΙΘΑΛΨΗΣ 

 

 

Παρακαλείστε να βάλετε ένα κύκλο στο ΝΑΙ ή ΟΧΙ στις ακόλουθες ερωτήσεις σχετικά με την υποστηρικτική περίθαλψη 

 
 

Θα επιθυμούσατε να συνδεθείτε με μια ομάδα στήριξης ή/και να λάβετε υπόψη 
συμπληρωματικούς τύπους στήριξης όπως μουσική, τεχνικές χαλάρωσης, γιόγκα, χορωδία, 
λέσχη βιβλίου, μασάζ; 

 

ΝΑΙ 

 

ΟΧΙ 

 

Θα επιθυμούσατε να έχετε επικοινωνία τηλεφωνικά/ με ηλεκτρονικό ταχυδρομείο ή στήριξη 
με άλλον ασθενή σε παρόμοια κατάσταση με εσάς; 

 

ΝΑΙ 

 

ΟΧΙ 

 

Θα θέλατε περισσότερες γραπτές πληροφορίες για τις διαθέσιμες μορφές στήριξης; 

 

ΝΑΙ 

 

ΟΧΙ 

 

Θα επιθυμούσε ο/η σύντροφός σας περισσότερες πληροφορίες ή/και στήριξη; 

 

ΝΑΙ 

 

ΟΧΙ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Arabic 

      

      (T1)                                ___________ 
 

     

 
    

 

                   

 
 

          

0 1 2 3 4 5 6 7 8 9       10 

 

 
 

     
 

 
 

 
 

 
 
 

 

                   
 

 
 
 

 
 
 

 
 

 

     

 
 

 
  

 
 

 
 
 

 
  

 
     

 
 

 

 
 

 

 
 

 
 

 

 

 
     

 

 
 

 
 

 
 
 

 
 

 

 

 
 
 

 
 

 
 

      
 

 
  

 

 

  
 

 
      

 

 
  
  

 

  
 

 
 

 

 _____________________ 

 

___________________ 

 

___________  _________ 

 

_______________ 

 

 



 

 
 

             

 

                                                 

 

 

                    XXXXXXXX 

 

 

 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Italian 

    Strumento diagnostico della terapia di supporto del servizio di Oncologia:  

     Da completare da parte del paziente alla prima visita (T1)   Data ___________ 

     Come vi siete sentiti nell’ultima settimana?  Cerchiate un punteggio su questa linea   

     per indicare il livello massimo di dolore o disturbo che avete provato. 
    

 

       Nessun dolore                                      Dolore moderato                                       Dolore molto forte 

                                                                                                 
 

          

0 1 2 3 4 5 6 7 8 9       10 

Ci sono molti problemi che disturbano e possono contribuire a livelli di dolore. Indicate se qualcuno dei settori seguenti è stato un problema per 
voi.  Queste informazioni consentiranno alla vostra infermiera di capire se deve discutere con voi di qualsiasi problema in modo più approfondito 
per potervi aiutare ed offrire assistenza da parte del personale, oltre che organizzare l’aiuto a domicilio. 

 
Considerazioni pratiche           Sì        No 
 

Assistenza delle persone a carico  
(all’infanzia, anziani) 
 
 

Alloggio 
 
 

Finanziaria/Assicurazione 

                   
 

Trasporto 
 
 

Lavoro/scuola 
 
 

Assistenza a domicilio/aiuto 

 

 

Sintomi fisici                     Sì            No 

 
 

Dolore cronico o avete difficoltà 
 a gestire il dolore  
 
 

Affaticamento e/o disturbi del sonno 
 
 

Problemi di memoria e/o di 
 concentrazione  

 
 
Considerazioni familiari                     Sì      No 

 
 

Occuparsi dei figli 

 
 

Occuparsi di un partner 

 
 

C’è qualcuno con cui potete parlare  
dei vostri sentimenti/preoccupazioni? 
 

 

Considerazioni emotive:  

Nel recente passato,       Sì         No 
 

Vi siete sentiti tristi, giù di corda o depressi  
la maggior parte del tempo? 
 
 

Avete provato sensazioni di panico  
improvviso o paura? 
 
 

Avete accusato una perdita di interesse o  
piacere nelle cose che solitamente vi piacciono? 
 
 

Vi siete sentiti molto preoccupati o ansiosi? 

 
 

Vi siete sentiti isolati e/o soli? 
 

 
Salute sessuale                                   Sì          No 
 

C’è qualcosa che vi preoccupa a riguardo 
 dei vostri rapporti sessuali o intimi? 
 

C’è qualcosa che vi preoccupa in merito 

 alla vostra attrazione sessuale? 
 

 
Immagine corporea                             Sì          No 
 

Avete qualche preoccupazione particolare  
riguardante il vostro corpo e come apparite 
 (es. peso, taglia)? 
 

Vi siete sentiti a disagio a causa del  

vostro corpo?  
 

 
C’è qualcosa che vi preoccupa del 
 vostro benessere religioso/spirituale? 
 

 

Cognome: _______________________________ 

 

Nome:_________________________________ 

 

Data di nascita:___________  SESSO:_________ 

 

Numero di unità di registrazione._____________ 

Applicare l’etichetta del paziente 

 



 

Sappiamo che le esperienze passate potrebbero avere effetti 

su come vi sentite a riguardo della natura intima delle cure e 

degli esami. Se avete provato una forma di trauma, violenza, 

abuso o aggressione siete liberi di parlarne con la vostra 

infermiera.             
      

                                            Girate pagina     

                     

SIG/XXXXXXX   ESAME DIAGNOSTICO PER LA TERAPIA DI SUPPORTO IN ONCOLOGIA 

 

 

Cerchiate SÌ o NO per le domande seguenti sulla terapia di supporto 

 
 

Vorreste essere collegati ad un gruppo di sostegno e/o considerare forme di supporto 
gratuite come musica, tecniche di rilassamento, yoga, gruppi canori, club del libro, 
massaggi? 

 

 

SÌ 

 

NO 

 

Vorreste avere contatti per telefono/email o sostegno con/da un altro paziente che si trova 
nella stessa situazione? 

 

SÌ 

 

NO 

 

Vorreste maggiori informazioni per iscritto sulle forme di supporto a disposizione? 

 

SÌ 

 

NO 

 

Il/la vostro/a partner vorrebbe maggiori informazioni e/o sostegno? 

 

SÌ 

 

NO 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Chinese 

    肿瘤科支持照顾筛查表：  

     患者首次就诊时填写（T1）                               日期___________ 

     你上星期感觉如何？请在以下线上圈出反映你的  

     忧虑或心神不定的最高程度的位置。 

    

 

       不忧虑                                                       中度忧虑                                                    极度忧虑 

                                                                                                 
 

          

0 1 2 3 4 5 6 7 8 9       10 

令人心烦的问题有很多，会导致不同程度的忧虑。请指出以下任何方面对你来说是否存在问题。这些信息将让你的护士了

解，他们是否需要和你进一步讨论任何问题，以便为你提供支持和其他员工的协助，以及为你安排家中的支持。 

 

实际因素       是           否 

 

照顾受抚养者  

（育儿、养老） 

 
 

住宿 

 
 

经济/保险 

                   
 

交通 

 
 

工作/学校 

 
 

家庭照顾/帮助 

 

 

身体症状       是           否 

 
 

长期疼痛或难以控制疼痛 

 
 

疲劳和/或睡眠问题 

 
 

记忆和/或注意力集中问题 

 
 

家庭因素      是           否 

 
 

和子女相处 

 
 

和配偶相处 

 
 

你有谁可以倾诉你的感受/忧虑？ 

 

 

情感因素：  

你最近是否                  是           否 
 

大部分时间感到悲伤、乏味 

或抑郁？ 

 

有突然紧张或害怕  

的感觉？ 

 
 

对你通常喜欢的事情  

感到失去兴趣或乐趣？ 

 
 

感到非常担心和焦虑？ 

 

姓：_____________________ 

 

名：___________________ 

 

生日：___________  性别：_________ 

 

单元记录号：_______________ 

附患者标签 

 



 

 
 

感到与周围隔绝和/或孤独？ 

 
 

性健康        是        否 
 

你对自己的性关系或私密关系 

是否有任何担心？ 

 

你对自己的性吸引力 

是否有任何担心？ 

 

身体形象         是       否 
 

你对自己的身体或外貌是否有任何 

特别的担心（例如，体重、体型）？ 

 

你对自己的身体是否感到不自然？  

 

 

你对自己的宗教/精神安康 

 是否有任何担心？ 

 

我们认识到，你以往的经历可能会影响你对治疗和检查

的私密性质的感受。如果你曾经历过任何形式的创伤、

暴力、虐待或殴打，你可随时和护士讨论此事。             

      

                                            请翻到背面     

                  

   MR/XXXXXXX   肿瘤科支持照顾筛查 

 

 

请对以下关于支持照顾的问题圈选“是”或“否” 

 
 

你是否希望和某个支持团体建立联系，并/或考虑接受免费支持，如音乐、放松方法、瑜伽、

合唱团、读书俱乐部、按摩等？ 

 

 

是 

 

否 

 

你是否希望与和你情况相似的其他患者进行电话/电子邮件联系或支持？ 

 

是 

 

否 

 

你是否希望获得关于可获得的支持的更多书面信息？ 

 

是 

 

否 

 

你的配偶是否希望获得更多信息和/或支持？ 

 

是 

 

否 

 

 

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

Turkish 

    Onkoloji Servisi Destekleyici Bakım Tarama Gereci:  

     Hasta ilk gelişinde dolduracak (T1)                               Tarih ___________ 

 Son bir hafta içinde kendinizi nasıl hissediyorsunuz? Hissettiğiniz en yüksek sıkıntı    

veya keyifsizliği belirtmek için aşağıdaki numaralardan birini lütfen işaretleyin. 
    

 

       Sıkıntısız                                          Orta derecede sıkıntılı                                  Aşırı sıkıntılı 

                                                                                                 
 

          

0 1 2 3 4 5 6 7 8 9       10 

 

Üzüntü veren ve sıkıntı yaratan birçok konu vardır. Aşağıdaki konulardan sizin için sorun olanlarını lütfen belirtin. Bu bilgi hemşirenize,  size 
destek olmasına yardım edebilmesi ve diğer görevlilerden size yardım sunması ve evde destek ayarlaması için sizinle daha detaylı görüşmesi 
gereken bir sorun olup olmadığını öğrenme olanağı verecektir.  
 
Pratik Hususlar                       Evet       Hayır 
 

Bağımlı kişilerin bakımı 
(çocuk ve yaşlıların bakımı) 
 
 

Barınma 
 
 

Para/Sigorta konuları 
                   
 

Ulaşım 
 
 

İş/Okul 
 
 

Evde bakım/yardım 

 

 

Fiziksel Belirtiler                    Evet         Hayır 

 
 

Müzmin ağrı veya ağrıyla  
başetmede zorluk 
 

Bitkinlik ve/veya uyku sorunları 
 
 

Hatırlama ve/veya dikkatini toplama 
sorunları 

Aile ile İlgili Hususlar                        Evet   Hayır 

 
 

Çocuklarla ilişkiler 

 
Soyadı:   ___________________   
      
Adı: _______________________   
 
Doğum Tarihi: _______  Cinsiyeti: 
 
Birim Kayıt No: ___________ 
                        Hasta Etiketini Ekle 



 

 
 

Eşle ilişkiler 
 
 

Duygularınız/kaygılarınız hakkında 

konuşabileceğiniz bir kişi var mı? 
 
 

Duygusal Hususlar:  

Yakın geçmişte                                Evet    Hayır 
 

Çoğu zaman üzüntülü, boş 
veya bunalmış hissettiniz mi?? 
 
 

Ani bir panik veya korku 
hissettiğiniz oldu mu? 
 
 

Normalde hoşlandığınız şeylere 
karşı ilgi veya keyif kaybı hissettiniz mi? 
 
 

Çok kaygı veya sıkıntı hissettiniz mi? 
 
 

Kendinizi ayrık veya yalnız hissettiniz mi? 

 
Cinsel Sağlık                                    Evet     Hayır 
 

Cinsel veya yakın ilişkileriniz hakkında 
 endişeleriniz var mı? 
 

Cinsel çekiciliğiniz hakkında 
 endişeleriniz var mı? 
 

 

Beden İmgesi                                   Evet     Hayır 
 

Bedeniniz veya görünüşünüz hakkında 
belirli bir endişeniz var mı? 
(örneğin kilo, ölçü) 
 
 Bedeninizle ilgili olarak sıkılganlığınız  
var mı?  

 
Dinsel/ruhsal esenliğiniz 
 hakkında endişeleriniz var mı? 
Tedavi ve muayenenin mahrem niteliği hakkındaki 

duygularınızın geçmiş deneyimlerden etkilenebileceğini 

takdir ediyoruz. Herhangi bir biçimde travma, şiddet veya 

saldırı yaşadıysanız bunu hemşirenizle görüşmekten lütfen 

çekinmeyin.                               Lütfen sayfayı çevirin     

                   

 

  MR/XXXXXXX   ONKOLOJİ DESTEKLEYİCİ  BAKIM TARAMASI 

 

 

Aşağıdaki destekleyici bakımla ilgili  sorular için EVET veya HAYIR cevaplarını yuvarlak içine alınız 

 
 

Bir destek grubu ile bağlantı ve/veya müzik, rahatlama teknikleri, yoga, koro, kitap kulübü, 
masaj gibi tamamlayıcı destekler ister misiniz? 

 

 

EVET 

 

HAYIR 

 

Aynı durumda olan başka bir hasta ile telefon/elektronik posta ilişkisi veya dayanışma ister 
misiniz? 

 

EVET 

 

HAYIR 

 

Mevcut destekler hakkında daha fazla yazılı bilgi ister misiniz? 

 

EVET 

 

HAYIR 

 

Eşiniz daha fazla bilgi ve/veya destek ister mi? 

 

EVET 
 

HAYIR 

 

 

 

       

 

 

 



 

 

 

 

 

 

 

 

 

 

 

 



 

Vietnamese 

    Công Cụ Tầm Soát Chăm Sóc Hỗ Trợ Của Dịch Vụ Ung Bướu:  

     Bệnh nhân hoàn thành trong lần khám đầu tiên (T1)      Ngày ___________ 

      Quý vị cảm thấy thế nào trong tuần vừa qua? Vui lòng khoanh tròn một số trên  dòng này 

thể hiện mức độ lo lắng hoặc khó chịu quý vị đã trải qua.  
    

 

       Không lo lắng                                       tương đối lo lắng                                   cực kì lo lắng 

                                                                                                 
 

          

0 1 2 3 4 5 6 7 8 9       10 

Có nhiều vấn đề gây ra sự khó chịu hoặc góp phần dẫn đến những mức độ lo lắng khác nhau. Vui lòng cho biết nếu quý vị 
gặp phải vấn đề nào dưới đây. Thông tin này sẽ giúp y tá biết được vấn đề nào họ cần trao đổi thêm với quý vị để có thể hỗ 
trợ và nhờ các nhân viên khác giúp đỡ quý vị cũng như sắp xếp việc hỗ trợ tại nhà.  

 
Vấn đề thiết thực    Có        Không 
 

Chăm sóc người phụ thuộc 

(chăm sóc trẻ em, người cao tuổi) 
 
 

Chỗ ở 
 
 

Tài chính/Bảo hiểm 

                   
 

Đi lại 
 
 

Công việc/học hành 
 
 

Chăm sóc tại nhà/hỗ trợ 

 

 

Triệu chứng cơ năng               Có         Không 

 
 

Đau mạn tính hoặc những cơn đau 
 khó kiểm soát 
 
 

Mệt mỏi và/hoặc khó ngủ 
 
 

Vấn đề về trí nhớ và/hoặc khả năng 
tập trung 

Vấn đề gia đình cần quan tâm           Có        Không 

 
 

Ứng phó với con cái 
 
 

Ứng phó với người phối ngẫu 

 
 

Quý vị có thể chia sẻ cảm giác/ 
sự lo lắng của mình với ai không? 
 

 

Vấn đề về cảm xúc cần quan tâm:  

Những năm gần đây, quý vị đã từng Có      Không 
 

Hầu như luôn cảm thấy buồn, tẻ nhạt   
hoặc chán nản? 
 
 

Cảm thấy sợ hãi hoặc hoảng loạn 
đột ngột? 
 
 

Cảm thấy mất hết sự quan tâm hoặc hứng thú 
với những thứ quý vị thường yêu thích? 
 
 

Cảm thấy rất băn khoăn, lo lắng? 
 
 

Thấy cô đơn hoặc cô độc? 
 

 

Sức khỏe tình dục                             Có        Không 
 

Quý vị có lo lắng về việc quan 

 hệ thân mật hoặc tình dục của mình không? 
 

Quý vị có lo lắng về sự hấp dẫn  

 tình dục của mình không? 
 

 
Ngoại hình                                           Có       Không 
 

Quý vị có đặc biệt lo lắng về cơ  
 thể và ngoại hình của mình không? 
 (ví dụ: trọng lượng, kích thước) 
 
Quý vị có bao giờ cảm thấy tự tin về ngoại  
hình của mình không?  

 
Quý vị có lo lắng về sức 
 khỏe tinh thần/tôn giáo của mình không? 
 
Chúng tôi nhận thấy những trải nghiệm trước đây sẽ ảnh  

hưởng đến cách quý vị cảm nhận về tính mật thiết của việc 

kiểm tra và điều trị. Nếu quý vị đã từng bị chấn thương, 

bạo hành, bị lạm dụng hoặc cưỡng bức vui lòng trao đổi 

một cách cởi mở với y tá của mình.             
      
                                            Vui lòng xem trang sau     

 

Họ: _____________________ 

 

Tên:___________________ 

 

Ngày sinh:___________  Giới tính:_________ 

 

Số đăng kí:_______________ 

Đính kèm nhãn bệnh nhân 

 



 

                     

MR/XXXXXXX   TẦM SOÁT CHĂM SÓC HỖ TRỢ UNG BƯỚU 

 

 

 Vui lòng khoanh tròn CÓ hoặc KHÔNG cho các câu hỏi sau liên quan đến việc chăm sóc hỗ trợ 

 
 

Quý vị có muốn được liên kết với nhóm hỗ trợ/hoặc cân nhắc các hình thức hỗ trợ có ích 
như âm nhạc, kĩ thuật thư giãn, yoga, ca đoàn, câu lạc bộ sách, xoa bóp?  

 

 

CÓ 

 

KHÔNG 

 

Quý vị có cần số điện thoại liên lạc/email hoặc sự hỗ trợ từ phía các bệnh nhân khác có 
cùng hoàn cảnh không? 

 

CÓ 

 

KHÔNG 

 

Quý vị có cần thêm thông tin bằng văn bản về hỗ trợ hiện có không? 

 

CÓ 

 

KHÔNG 

 

Người phối ngẫu của quý vị có cần thêm thông tin hoặc sự hỗ trợ không? 

 

CÓ 

 

KHÔNG 

 

 

 

       

 

 

 

 

 

 

 

 

 



 

 
 

 

 

 

 

 

 

 

 

 

 

  
 

 

 

                                    

                        

_____________________________________________________________________________ 

                

                  

                                     

 

 

 

                                           
                     
              
                        

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

    

                 

 

                                    

                                          

                            

       

        

 

                 

       

       

       

 

                 

       

       

       

       

       

         

                  

 

          

                  

       
 

        

        

        

        

        

        

        

        

        

        

        

        

        

         

        

        

        

        

        

        

        

 

 ___________________________________________ 

__________________________________________ 

 ___________________________________________ 
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8345 7148 

 
 0-10

 

Arabic 



 

 G 

 

 

 

 

 

 

 

 

 

ΤΟ ΕΝΤΥΠΟ ΝΑ ΣΥΜΠΛΗΡΩΘΕΙ ΑΠΟ ΤΟΝ/ΤΗΝ ΑΣΘΕΝΗ     
Οδηγίες προς Ασθενή: 
 

 

                                    

Ιστορικό κατάχρησης αλκοόλ και ναρκωτικών  Ναι     Όχι 
Άλλο:___________________________________________________________________________________ 

Συγκατάθεση ασθενή:   Ναι     Όχι 

Ο/η ασθενής συμπλήρωσε το έντυπο:    Ναι     Όχι 

Άτομο που συμπλήρωσε το έντυπο, αν όχι ο/η ασθενής:  Σχέση με τον ασθενή:                                          

Συμπληρώθηκε Με (μέλος του προσωπικού):        Τίτλος:                              Ημερομηνία      /     /    

 

 

 

Ακραία δυσφορία 
                     
              
                        

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Μη δυσφορία 

 

 

 

    

ΝΑΙ   ΟΧΙ  Πρακτικά Προβλήματα          

 

      Παιδική Φροντίδα                              

      Στέγαση                                    

      Οικονομικά/Στεγαστικά                      

      Μέσα μεταφοράς 

       Δουλειά/σχολείο 

 

                Οικογενειακά Ζητήματα       

                  Υγείας 

     Αντιμετώπιση παιδιών 

     Αντιμετώπιση συντρόφου 

      Ικανότητα απόκτησης  

                   παιδιών 

                 

                Συναισθηματικά  

                Προβλήματα 

      Κατάθλιψη 

      Φόβοι 

      Νευρικότητα 

      Λύπη 

      Ανησυχίες 

      Απώλεια ενδιαφέροντος  

                για συνήθεις δραστηριότητες 

 

       Πνευματικές/  

               θρησκευτικές ανησυχίες 

ΝΑΙ   ΟΧΙ  Σωματικά Προβλήματα 
 

       Εμφάνιση 

       Πλύσιμο/ντύσιμο 

       Αναπνοή 

       Αλλαγές στην ούρηση 

       Δυσκοιλιότητα 

       Διάρροια 

       Να τρώτε 

       Πολλή κούραση 

       Αίσθημα πρηξίματος 

       Πυρετός 

       Κινητικότητα 

       Δυσπεψία 

       Μνήμη/αυτοσυγκέντρωση 

       Έλκη στόματος  

       Ναυτία 

       Στεγνή μύτη/υπεραιμία 

       Πόνος 

       Σεξουαλικό 

       Στεγνό δέρμα/φαγούρα 

       Ύπνος 

       Μυρμήγκιασμα στα  

                   χέρια/πόδια 

ΒΑΛΤΕ ΕΔΩ ΤΗΝ ΕΤΙΚΕΤΤΑ ΣΤΟΙΧΕΙΩΝ ΤΑΥΤΟΤΗΤΑΣ ΤΟΥ ΑΣΘΕΝΗRE 
 

ΑΡΙΘΜΟΣ U.R.: ___________________________________________ 
 
ΕΠΩΝΥΜΟ: _____________________________________________ 
 
ΟΝΟΜΑ: ___________________________________________ 
 
ΗΜ.ΓΕΝΝΗΣΗΣ: _______/_______/_______ ΦΥΛΟ: ______________ 

                                                          

ΕΞΕΤΑΣΗ ΥΠΟΣΤΗΡΙΚΤΙΚΗΣ 
ΠΕΡΙΘΑΛΨΗΣ 

 ΘΕΡΜΟΜΕΤΡΟ ΔΥΣΦΟΡΙΑΣ                                                      
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Δεύτερο: παρακαλείστε να σημειώσετε αν κάποια από τα 
ακόλουθα υπήρξε πρόβλημα για σας την περασμένη 
εβδομάδα περιλαμβανόμενης και της σημερινής ημέρας. 

Βεβαιωθείτε ότι βάλατε ένα κύκλο στο κάθε ΝΑΙ ή ΟΧΙ. 

ΑΝ ΧΡΕΙΑΖΕΣΤΕ ΔΙΕΡΜΗΝΕΑ, ΚΑΛΕΣΤΕ ΤΗ ΜΟΝΑΔΑ ΠΟΛΙΤΙΣΤΙΚΗΣ 

ΠΟΙΚΙΛΟΜΟΡΦΙΑΣ ΓΙΑ ΝΑ ΚΑΝΕΤΕ ΚΡΑΤΗΣΗ ΤΗΣ ΥΠΗΡΕΣΙΑΣ ΣΤΟ 8345 7148 

 
Πρώτο: παρακαλείστε βάλτε έναν κύκλο σε έναν 
αριθμό από (0-10) που περιγράφει καλύτερα 
πόση δυσφορία νιώσατε την περασμένη 
εβδομάδα περιλαμβανόμενης και της σημερινής 

ημέρας. 

Greek 



 

 

 

 

 

 

 

 

 

 

 

 

DA COMPLETARE DA PARTE DEL PAZIENTE     
Istruzioni per il paziente: 
 

 

                                    

Precedenti di abuso di droghe e alcolici  Sì     No 

Altro:___________________________________________________________________________________ 

Consenso del paziente:   Sì     No 

Riempito il modulo del paziente:    Sì     No 

Persona che ha riempito il modulo, se non è il paziente:                  Grado di parentela con il paziente: 

Riempito con (membro dello staff):         Titolo:                               Data       /     /    

 

 

 
Dolore molto forte 
                     
              
                        

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Nessun dolore 

 

 

 

    

 SÌ       NO   Problemi pratici          
 

      Assistenza all’infanzia                              

      Alloggio                                    

      Assicurazione/finanziaria                      

      Trasporto 

       Lavoro/scuola 

 

           Questioni sanitarie familiari 

      Occuparsi dei figli 

      Occuparsi del partner 

      Possibilità di avere figli 

 

                Problemi emotivi 

      Depressione 

      Timori 

      Nervosismo 

      Tristezza 

      Preoccupazioni 

      Perdita di interesse nelle   

                    normali attività 

       Preoccupazioni  

spirituali/religiose   

                  

 SÌ       NO   Problemi fisici 

 

       Aspetto 

       Lavarsi/vestirsi 

       Respirazione 

       Cambiamenti nella minzione 

       Stitichezza 

       Diarrea 

       Alimentazione 

       Affaticamento 

       Sentirsi gonfi 

       Febbre 

        Andare in giro 

       Indigestione 

       Memoria/concentrazione 

       Ulcere del cavo orale  

       Nausea 

       Naso asciutto/chiuso 

       Dolore 

       Sessuali 

       Pelle secca/pruriginosa 

       Sonno 

       Formicolio alle mani/piedi 

APPLICARE L’ETICHETTA DEL PAZIENTE 
 

NUMERO U.R.: ___________________________________________ 
 
COGNOME: _____________________________________________ 
 
NOME: ___________________________________________ 
 
DATA DI NASCITA: _______/_______/_______ SESSO: ______________ 

                                                          

STRUMENTO DIAGNOSTICO 
DELLA TERAPIA DI SUPPORTO 

 MISURATORE DEL DOLORE                                                      
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Secondo: indicate se uno dei seguenti ha 
costituito un problema per voi durante la 
settimana passata, incluso oggi. Barrate SÌ 
o NO per ognuno. 

SE NECESSARIO IN INTERPRETE, CONTATTARE IL REPARTO PER LA 

DIVERSITÀ CULTURALE AL NUMERO 8345 7148 

Primo: cerchiate il numero (0-10) 
che meglio descrive quanto dolore 
avete provato nell’ultima settimana, 
incluso oggi. 

Italian 



 

 

 

 

 

 

 

 

 

 

 

 

本表由患者填写     

患者说明： 

 

 

                                    

曾经滥用毒品和酗酒：  是      否 其它：______________________________ 

患者同意：  是      否 

患者填写了表格：   是      否 

 

 

 

心理极度痛苦                                           

                     
              
                        

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

没有心理痛苦 

 

 

 

    

是     否   实际问题          

 

      子女照顾                              

      住房                                    

      保险/经济                      

      交通 

       工作/学校 

 

                家庭健康问题 

      和子女相处 

      和配偶相处 

      生育能力 

 

                情感问题 

      抑郁 

      恐惧 

      紧张 

      悲伤 

      担忧 

      对寻常活动失去兴趣 

 

       精神/宗教问题   

                  

是     否   身体问题 

 

       外表 

       洗浴/穿衣 

       呼吸 

       排尿变化 

       便秘 

       腹泻 

       饮食 

       疲劳 

       感觉肿胀 

       发烧 

       行动 

       消化不良 

       记忆/注意力 

       口腔溃疡  

       恶心 

       鼻燥/鼻塞 

       疼痛 

       性 

       皮肤干燥/皮痒 

       睡眠 

       手/脚刺痛 

在此附上患者识别标签 

 

UR号： ___________________________________________ 

 

姓：_____________________________________________ 

 

名： ___________________________________________ 

 

                                                          

支持照顾筛查 

 心理痛苦温度计                                                      
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其次：请说明你在过去一周内（包括今天）在

以下任何方面是否存在问题。请务必对每一项

都圈选“是”或“否”。 

如需口译员，请联系多元文化处预订，电话：8345 7148 

 

首先：请圈选最符合你在过去一周内

（包括今天）经历的心理痛苦程度的数

字（0-10）。 

Chinese 



 

填表人（如非患者）：  与患者的关系：                                     

共同填表人（员工）：          称呼：                               日期       /     /    

 

 

 

 

 

 

 

 

 

 

 

BU FORMU HASTA DOLDURACAKTIR     
Hasta Yönergeleri: 
 

 

 

Geçmişte uyuşturucu ve alkol istismarı Evet     Hayır 

Diğer:___________________________________________________________________________________ 

Hasta onayı:  Evet     Hayır 

Formu hasta mı doldurdu:  Evet     Hayır 

 

 

 

Aşırı Sıkıntı 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Sıkıntı Yok 

 

 

 

 

EVET   HAYIR Pratik Sorunlar 

 

Çocuk Bakımı                            

Barınma                                

Sigorta/para konuları                

Ulaşım 

 İş/okul 

 

Aile Sağlığı Sorunları 

Çocuklarla ilişkiler 

Eşle ilişkiler 

Çocuk sahibi olabilme 

 

Duygusal Sorunlar 

Depresyon 

Korkular 

Tedirginlik 

Kederli olma 

Endişe 

Günlük işlere karşı olan  
          ilginin kaybı 

 

Manevi/dinsel meseleler 

EVET   HAYIR  Fiziksel Sorunlar 

 

Dış görünüş 

Yıkanma/giyinme 

Solunum 

İdrarda değişiklikler 

Kabızlık 

İshal 

Yemek 

Bitkinlik 

Şişkinlik hissi 

Ateşlenmeler 

 Etrafta dolaşma 

Hazımsızlık 

Hatırlama/dikkat 

Ağıziçi Yaraları 

Bulantı 

Kuru/tıkanık burun 

Ağrı 

Cinsel 

Kuru/kaşıntılı cilt 

Uyku 

Ellerde/ayaklarda Karıncalanma 

 

HASTA KİMLİK ETİKETİNİ BURAYA İLİŞTİRİN 
 

U.R. NUMARASI: ___________________________________________ 
 
SOYADI: _____________________________________________ 
 
ADI: ___________________________________________ 
 
DOĞUM TARİHİ: _______/_______/_______ CİNSİYETİ: ______________ 

 

DESTEKLEYİCİ BAKIM TARAMASI 

SIKINTI DERECESİ 
 
 
 
 

D
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D
EN

EM
E O

P
/A

D
 7

6
.1

 

 

İkincisi: bugün de dahil son bir hafta içinde 
aşağıda belirtilenlerden herhangi birinin 
sizin için sorun olup olmadığını lütfen 
belirtin. Her soru için EVET veya HAYIR’ı 
daire içine alın. 

TERCÜMAN GEREKİRSE AYARLANMASI İÇİN KÜLTÜREL ÇEŞİTLİLİK 

BİRİMİNİ 8345 7148’DEN ARAYIN 

 
Birincisi: bugün de dahil son bir 
hafta içinde yaşadığınız sıkıntının 
seviyesini en iyi anlatan sayıyı daire 
içine alın. 

Turkish 



 

Formu hasta doldurmadıysa dolduran kişi: Hasta ile yakınlığı:   

Doldururken yardım eden (görevli):     Görevi:                               Tarih       /     /  

 

  

 

 

 

 

 

 

 

 

 

 

 

BỆNH NHÂN HOÀN THÀNH PHIẾU NÀY  
Hướng dẫn cho bệnh nhân: 
 

 

 

Tiền sử lạm dụng thuốc hoặc bia rượu Có     Không 

Khác:___________________________________________________________________________________ 

 

 

 

Cực kì lo lắng 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Không lo lắng 

 

 

 

 

CÓ   KHÔNG Vấn đề thực tế 

 

Chăm sóc trẻ                             

Chỗ ở                             

Bảo hiểm/tài chính                

Đi lại 

 Công việc/Học hành 

 

Vấn đề Sức khỏe Gia đình 

Ứng phó với con cái 

Ứng phó với người phối ngẫu 

Khả năng có con 

 

Vấn đề về cảm xúc 

Chán nản 

Sợ hãi 

Căng thẳng 

Buồn bã 

Lo lắng 

Không hứng thú với những   

          hoạt động thường ngày 

 

Lo lắng về tinh thần/   

tôn giáo 

CÓ   KHÔNG  Vấn đề cơ năng 
 

Ngoại hình 

Tắm rửa/thay quần áo 

Hô hấp 

Thay đổi trong việc tiểu tiện 

Táo bón 

Tiêu chảy 

Ăn uống 

Mệt mỏi 

Cảm giác đầy hơi 

Sốt 

Đi lại 

Khó tiêu 

Trí nhớ/tập trung 

Đau miệng 

Buồn nôn 

Nghẹt/khô mũi 

Đau 

Tình dục 

Khô/ngứa da 

Ngủ 

Tê tay/chân 

DÁN NHÃN THÔNG TIN BỆNH NHÂN VÀO ĐÂY 
 

SỐ U.R: ___________________________________________ 
 
HỌ: _____________________________________________ 
 
TÊN: ___________________________________________ 
 
NGÀY SINH: _______/_______/_______ GIỚI TÍNH: ______________ 

 

TẦM SOÁT CHĂM SÓC HỖ TRỢ 

CÔNG CỤ ĐO MỨC ĐỘ LO LẮNG 
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Bước 2: vui lòng cho biết nếu trong tuần 
vừa rồi và cả ngày hôm nay quý vị đã gặp 
phải vấn đề khó khăn nào dưới đây. Đảm 
bảo đánh dấu CÓ hoặc KHÔNG cho mỗi 
câu. 

NẾU CẦN NGƯỜI PHIÊN DỊCH, VUI LÒNG LIÊN HỆ VỚI BỘ PHẬN ĐA VĂN 

HÓA THEO SỐ 8345 7148 ĐỂ ĐĂNG KÝ DỊCH VỤ 

 
Bước 1: vui lòng khoanh tròn một 
số (0-10) thể hiện mức độ lo lắng 
quý vị đã trải qua trong tuần vừa rồi 
và trong ngày hôm nay. 

Vietnamese 



 

Đồng ý của bệnh nhân:  Có     Không 

Bệnh nhân đã hoàn thành phiếu này:  Có     Không 

Người thực hiện phiếu này, nếu không phải bệnh nhân:           Quan hệ với bệnh nhân:   

Thực hiện cùng (nhân viên):    Chức vụ:                               Ngày      /     /  



 

F. Follow-Up Care Plans 

Breast Cancer / DCIS Follow-Up Care Plan – Version 1  

 
This plan is a summary of your breast cancer / ductal carcinoma in situ (DCIS), the care and treatment you have had, 
and plans for your care moving forward. It will help you, your GP, specialists and other health care providers to 
manage your follow-up care to keep you healthy. You should make an appointment with your GP within a month after 
receiving this care plan, and take it along with you. 
 
Even though you have now finished the hospital part of your care, it is important that you continue to have follow-up 
care with your GP, including checking for side effects of medicines and treatment, continued screening for cancer, and 
to provide practical and emotional support and referrals to other services if needed. The Breast Cancer Nurse who 
prepared this plan would have given you written information about keeping yourself healthy, and services that may 
assist you. Your My Journey Kit also has many helpful resources. 
 
Please Note: If you notice any new or unusual problems between follow-up appointments, do not wait until 
your next planned appointment, but make an appointment to see your GP as soon as possible, so that the 
problem can be explored.  
 
 
 
 

Recommended follow-up for breast cancer / DCIS -  your GP needs to organise  

this with you 

 

 
Follow-up aims:  

 To detect early recurrence or breast cancer on the other side 
 Clinical assessments at each review (symptoms or signs of local or regional recurrence and distant 

recurrence - examination and investigations) 
 Annual imaging of the conserved breast, if applicable, and contralateral breast 

 

 To monitor progress with hormonal therapy 
 To assess treatment persistence (review medications and compliance) 
 To identify and manage side effects  

 

 To monitor specific and potential problems  
 Lymphoedema of the arm on the affected side 
 Other cancer and health checks 

 

 To manage health and lifestyle issues 
 Address the issues identified in the care plan or particular to you 
 Mental and physical health and fitness 
 Menopausal symptoms 
 Osteoporosis 
 Reproductive issues and sexual functioning 
 Annual review of family history 

 

The standard follow-up schedule recommended by National Breast and Ovarian Cancer Centre (2010) is provided 
below with other planned reviews / monitoring as clinically required (e.g. bone density / DXA scan). Therefore, this is a 
guide only and may change according to each patient’s individual circumstances: 

 
 

 
 

Method Years 1 - 2 Years 3 - 5 After 5 years 

History and clinical 
breast examination 

Every 3 – 6 months* Every 6 – 12 months* Every 12 months 

Mammography (and 
ultrasound if indicated*) 

Every 12 months Every 12 months Every 12 months 

* Time range due to risk factors and woman’s needs 



 

Patient ID Label  

(or pre-populate with 

details) 

 

Name: 

DOB: 

Address: 

 

  
Preparation of the plan by hospital Breast Care Nurse (BCN) 

Name  

Date   

Contact details  

Ratified by   

Diagnosis Summary Breast Cancer / DCIS 

Diagnosis  
 

Date of diagnosis  

Age at Diagnosis  Menopausal status at 
Diagnosis 

 

Position  

Histological Diagnosis 

Tumour size (mm)  Grade (1, 2 or 3)  

Margins  Nodal Status 
(No nodes removed/ 
No nodes positive) 

 

Oestrogen Receptor  Progesterone 
Receptor 

 

HER-2  Other receptors  

Treatment Summary Breast Cancer / DCIS 

Surgery 

Breast Surgery 
 

Breast conserving surgery / Mastectomy  
(unilateral or bilateral) 

Date:  

Axillary surgery  
 

Sentinel node biopsy / Axillary clearance / Other Date: 

Reconstruction  

Surgeon Name  

Adjuvant therapy 

Radiotherapy Field:  End date  

Chemotherapy 
 

Type:  Start date End date 

Hormonal therapy 
 

Type: Start date End date (usually after five years) 

Targeted therapy Type: Start date End date 
 

Medical oncologist 
name  

 

Other specialists / allied health providers consulted  

Name & speciality :     Date  

Reason  

  

Family History of breast or ovarian cancer 
(Include the number of affected maternal and paternal relatives, and indicate whether breast or 
ovarian cancer) 

Family History 
 

 

Genetic counselling or testing 
undertaken  

 
 

Details  

Other health conditions/relevant information*  

 

* Include details of additional known factors that may impact on woman’s risk of recurrence or approach to follow-up care   

GP details 

Name  

Practice  

Phone  Fax 



 

Treatment, complications and prevention-related issues  
Screening for Supportive Care Tool, psychosocial scale (FACT B) and  menopause rating scale undertaken 
by BCN 

Secondary prevention discussed Physical / lifestyle / exercise: Weight gain / nutrition: Alcohol 

Mental health issues identified                  

 
 

Psychosocial support issues identified    

 
 

Menopause symptoms                             

Menopausal status at diagnosis  At end of active 
treatment 

 

 

Lymphoedema symptoms    Prevention discussed  

  

Fertility issues identified                        

 
 

Other ongoing complications 
of treatment 

 

Resources Provided  
 

 
 

Breast imaging - add breast imaging classification (1–5) if included in imaging report 

Mammogram (last) Date Result: Next  due: 
 

Ultrasound (last) Date Result Next  due: 
 

Other 
 

 

 
 

Referrals Made  

To Provider details Date referral sent Made by Reason 

Imaging     

Genetics     

Fertility     

Other 
 

    

 
 
 

Summary of issues identified and management 

Issue / problem Goal Management Plan Responsible 

 
 

   

 
 

   

 
 

   

 
 

   

 
 
 
 
 
 
 
 



 

 
 

 
Notes for GPs: This information may be used to contribute to a care plan for the patient under  
MBS item 721 (GP management plan), 723 (team care plan) or 2700 – 2717 (GP mental health care plans). 
 

 
 

 
Hospital– Rapid access pathways  
 
If you have any concerns, require some advice, or the patient requires assessment with a specialist, please contact: – 
to be developed further with clearer pathways for different referral issues 
Breast Service at Royal Melbourne Hospital / Royal Women’s Hospital – P:  E: etc  
Western Health Breast Service - Western Hospital  
 

 
Useful Resources and Information (further developed inc with types info contained): 

 Medicine information:  www.mims.com.au 

 Cancer Australia: www.canceraustralia.gov.au 

 BreaCan: http://breacan.org.au 

 Breast Cancer Network Australia: www.bcna.org.au 

 My Journey Kit: www.bcna.org.au/my-journey-kit 

 Specific resources for management of menopausal symptoms, osteoporosis – to be sourced 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.bcna.org.au/
http://www.bcna.org.au/my-journey-kit


 

Version 2  

Follow-Up Care Plan 
 

Patient Name                                                        

GP Details                                                        

 
Diagnosis date  

Age at diagnosis 

Menopausal status at diagnosis 

Family history of breast cancer (Y/N) 

Other pertinent medical conditions 

 

Side  

Histological diagnosis  

Type 

Size (mm) 

 

Grade                                  

Nodal status  

Oestrogen receptor   

Progesterone receptor   

HER2 receptor   

Other receptors  

 
SURGERY 

Surgery date  

Breast Surgery   

Axillary Surgery  

Surgeon name  

Reconstruction (Y/N/Awaiting)  

ADJUVANT THERAPY 

Radiotherapy Provider  

Radiotherapy Field   

Radiotherapy End Date   

Chemotherapy   

Biological Therapy   

Hormonal Therapy Type                                         Planned End Date: 

Genetic Testing (Y/N)  

Investigations 

Date of last mammogram  

Bone density, date and result  

Other  

Please attach a copy of the last mammogram result  

 
 
 
 
 

Patient label 



 

 
Health and Wellbeing Management Plan 
 

Domain Issues / Symptoms 

Psychosocial / Mental Health 
 

 

Lifestyle 
(exercise / nutrition / weight / bone health) 
 

 

Menopause  
 

 

Sexuality 
 

 

Fertility 
 

 

Other (e.g. Tamoxifen)  

 
 

Referral Made Resources Provided 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

Individualised Recommended Follow-Up Schedule 

Date Purpose of Visit Provider Responsible (e.g. GP / hospital) 

 Discussion of follow-up care plan 
 

General Practitioner 

  
 

 

  
 

 

  
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient label 



 

Note: This service agrees to be involved in appropriate team care arrangements, for example to 
contribute to a care plan for the patient under MBS item 721 (GP management plan), 723 (team 
care plan) or 2700–2717 (GP mental health care plans). 
 

 

Breast Care Nurse 

Name:                                        Signature:    Date: 

 

Breast Surgeon 

Name:                                        Signature:    Date: 

 
The woman will be seen by the hospital breast service once per year for up to five years.  
This will be organised by the hospital and includes a mammogram and clinical examination. 
 All other examinations and investigations should be conducted by her general practitioner.  
 
For urgent referrals to the breast surgeon or for clinical advice please see contact pathways 
below. 
 

To access The Breast Service at ………….. Breast Service 

 

For non-urgent outpatient appointments, clinical advice and information on hospital care: 

Breast Care Nurses  

Phone: 

Email:  

 

For urgent referrals to outpatient clinic: 

Breast Service Secretary  

Phone:  

Fax:  
         

 

For access to hospital services such as the menopause clinic, reproductive services, 
psychosexual services, please use normal hospital referral pathways for the Royal Women’s 
Hospital 

Fast Fax:  

 
 
 
 
 
 
 
 
 
 
 
 
 



 

Recommended Follow-Up Frequency  

Method Years 1 – 2 Years 3 - 5 After 5 years 

History and clinical 
breast examination 

Every 3 – 6 months Every 6 – 12 
months 

Every 12 months 

Mammogram Every 12 months Every 12 months Every 12 months 
Source: http://canceraustralia.nbocc.org.au/view-document-details/fugpw-follow-up-care-for-women-with- early-breast-cancer-a-guide-for-general-

practitioners 
 

Follow-Up Assessment  

Medical History 
At each appointment, ask about new lumps, bone pain, chest pain, 
dyspnoea, abdominal pain and persistent headaches. If post-
menopausal and taking Tamoxifen, ask about vaginal bleeding. 

Physical 
Examination 

Including breasts, regional lymph nodes and chest wall, as well as 
lungs and abdomen if indicated. The arms should be examined for 
lymphoedema. 

Imaging 

Mammogram 
3-6 months after radiotherapy or 1 year after 
initial mammogram that led to diagnosis, then 
annually. 

Breast Ultrasound Only if clinically indicated 

Other Imaging Only if clinically indicated 

Blood Tests Only if clinically indicated 

Genetic Testing 
For criteria for genetic testing refer to: 
http://canceraustralia.nbocc.org.au/fraboc/ 

Source:http://www.wcmics.org/documents/GuidelinesandResources/Breast%20Cancer%20Follow%20Up%20Guidelines.pdf 
 

Resources  
 

General Information 

Cancer Australia http://canceraustralia.nbocc.org.au 
 

BreaCan 
 

http://breacan.org.au 

Jean Hailes for Women’s 
Health 

http://www.jeanhailes.org.au 

Breast cancer treatment and side effects, management of menopause and osteoporosis 

Treatment and Menopause 
 
Osteoporosis 
 
Other side effects 
 
Psychosexual counselling 

http://canceraustralia.nbocc.org.au/breast-cancer/living-with-
breast-cancer/breast-cancer-treatment-and-menopause 
http://www.breastcancer.org.au/about-breast-cancer/bone-
health.aspx 
http://www.cancervic.org.au/about-cancer/survivors/long-term-
side-effects 
http://www.cancervic.org.au/media/reports-and-
submissions/ciss-hp-enews/ciss-hp-apr-2012/free-
psychosexual-counselling.html 

Genetic testing 

Information for GPs and 
consumers 
 

http://www.cancervic.org.au/downloads/cpc/family-
cancer/understanding_genetic_testing_for_breast_ca.pdf 

Lymphoedema 

Signs, reducing the risk 
 
 

Treatment  

http://canceraustralia.nbocc.org.au/breast-cancer/living-with-
breast-cancer/lymphoedema 
http://lymphoedema.org.au/treatmnt.html 

 
 

 

http://canceraustralia.nbocc.org.au/view-document-details/fugpw-follow-up-care-for-women-with-%20early-breast-cancer-a-guide-for-general-practitioners
http://canceraustralia.nbocc.org.au/view-document-details/fugpw-follow-up-care-for-women-with-%20early-breast-cancer-a-guide-for-general-practitioners
http://canceraustralia.nbocc.org.au/
http://breacan.org.au/
http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/breast-cancer-treatment-and-menopause
http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/breast-cancer-treatment-and-menopause
http://www.breastcancer.org.au/about-breast-cancer/bone-health.aspx
http://www.breastcancer.org.au/about-breast-cancer/bone-health.aspx
http://www.cancervic.org.au/about-cancer/survivors/long-term-side-effects
http://www.cancervic.org.au/about-cancer/survivors/long-term-side-effects
http://www.cancervic.org.au/media/reports-and-submissions/ciss-hp-enews/ciss-hp-apr-2012/free-psychosexual-counselling.html
http://www.cancervic.org.au/media/reports-and-submissions/ciss-hp-enews/ciss-hp-apr-2012/free-psychosexual-counselling.html
http://www.cancervic.org.au/media/reports-and-submissions/ciss-hp-enews/ciss-hp-apr-2012/free-psychosexual-counselling.html
http://www.cancervic.org.au/downloads/cpc/family-cancer/understanding_genetic_testing_for_breast_ca.pdf
http://www.cancervic.org.au/downloads/cpc/family-cancer/understanding_genetic_testing_for_breast_ca.pdf
http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/lymphoedema
http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/lymphoedema
http://lymphoedema.org.au/treatmnt.html


 

Version 3 – RMH/RWH 

Follow-Up Care Plan 
 

Patient Name                                                        

GP Details   

                                                      

 
Diagnosis date  

Age at diagnosis 

Menopausal status at diagnosis 

Family history of breast cancer (Y/N) 

Other pertinent medical conditions 

 

Side  

Histological diagnosis  

Type 

Size (mm) 

 

Grade                                  

Nodal status  

Oestrogen receptor   

Progesterone receptor   

HER2 receptor   

Other receptors  

 

SURGERY 

Surgery date  

Breast Surgery   

Axillary Surgery  

Surgeon name  

Reconstruction (Y/N/Awaiting)  

ADJUVANT THERAPY 

Radiotherapy Provider  

Radiotherapy Field   

Radiotherapy End Date   

Chemotherapy   

Biological Therapy   

Hormonal Therapy Type                                         Planned End Date: 

Genetic Testing (Y/N)  

Investigations 

Date of last mammogram  

Bone density, date and result  

Other  

Please attach a copy of the last mammogram result  

 



 

Health and Wellbeing Management Plan 
 

Domain Issues / Symptoms 

Psychosocial / Mental Health 

 

 

Lifestyle 

(exercise / nutrition / weight / bone health) 

 

 

Menopause  

 

 

Sexuality 

 

 

Fertility 

 

 

Other (e.g. Tamoxifen)  

 

Referral Made Resources Provided 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

Individualised Recommended Follow-Up Schedule 

Date Purpose of Visit Provider Responsible (e.g. GP / hospital) 

 Discussion of follow-up care plan 
 

General Practitioner 

  
 

 

  
 

 

  
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 Note: This service agrees to be involved in appropriate team care arrangements, for example to contribute to a care plan for the 

patient under MBS item 721 (GP management plan), 723 (team care plan) or 2700–2717 (GP mental health care plans). 

 

Breast Care Nurse 

Name:                                        Signature:    Date: 

 

Breast Surgeon 

Name:                                        Signature:    Date: 

 

To access The Breast Service at Royal Melbourne and Royal Women’s Hospitals 

Urgent referrals to Breast Service:                                   Routine referrals to Breast Service: 

Breast Service Secretary                                                    RWH Fast Fax: 8345 3036 
Phone: 8345 3561 (RWH and RMH)                                  RMH Fax:  9342 4234 
Fax: 9347 8799  
 

Non-urgent clinical advice and information on hospital care: 

Breast Care Nurses  
Phone: 8345 3565 (RWH) or 9342 8120 (RMH) 
Email: breast.service@thewomens.org.au or breast.service@mh.org.au   
 

For access to hospital services such as the menopause clinic, reproductive services, psychosexual 
services, please use normal hospital referral pathways for the Royal Women’s Hospital 

Fast Fax: 8345 3036 
         

 

The woman will be seen by the hospital breast service once per year for up to five years – this visit 
includes a mammogram at RMH (at no cost). Beyond 5 years, we ask her GP to arrange 
mammograms - these can be done at RMH to provide continuity or if local imaging is preferred, a 
disc of the two most recent mammograms can be requested by woman/GP for comparison.  
 

To arrange a mammogram / ultrasound at RMH  
 

 Mammograms and ultrasounds can be arranged by completing a radiology request form and 
faxing a request with all appropriate details to RMH Private Imaging Service 

 Radiology request forms and Healthlink application forms (for access to electronic radiology 
results) are available online: www.mh.org.au (GP Access → Breast Cancer Shared Care) 

 To ensure women are bulk-billed, please specify “breast service shared care” 
 

Fax: 9342 7482 (Royal Melbourne Private Imaging Service) 
         

 
Recommended Follow-Up Frequency  

Method Years 1 – 2 Years 3 - 5 After 5 years 

History and clinical 
breast examination 

Every 3 – 6 
months 

Every 6 – 12 
months 

Every 12 months 

Mammogram Every 12 months Every 12 months Every 12 months 

Bone density scan If on aromatase inhibitors – every 12 or 24 months depending on 
results 

 

mailto:breast.service@thewomens.org.au
mailto:breast.service@mh.org.au
http://www.mh.org.au/


 

Follow-Up Guidelines for GPs  –  adapted from NBOCC Follow-Up Care for Women with Early Breast Cancer 2010 
Aspect of care What to check / do 

History 
 

Check / confirm: 

 general health / new health problems 

 new breast symptoms 

 hormonal status 

 risk factors / secondary prevention strategies 
(see ‘other considerations’ below) 

 change in medications 

 compliance issues 

 family history 

Clinical examination 
 

Examine: 

 breast / chest wall (ipsilateral and contralateral) 

 chest and abdomen 

 regional lymph nodes 

 arm on the treated side 

Imaging 
 

 annual mammograms are organised by the hospital for up to 5yrs 

 after 5yrs, GP to arrange mammogram / ultrasound review 
(ultrasound is generally used only to complement mammography) 

Psychosocial care 
 

 assess the woman’s level of psychosocial distress and the impact of 
the disease and its treatment (including effects on sexuality, fertility 
and relationships) 

 provide appropriate support and referral 

 be aware that some women may find regular check-ups reassuring 
while others may associate them with increased anxiety 

Treatment side effects 
 

 check for early signs of secondary lymphoedema 

 if the woman is receiving ongoing treatment with hormonal therapies 
(e.g. Tamoxifen or aromatase inhibitors), check for possible sequelae 
of treatment (menopause symptoms or reduced bone mineral density) 
and refer for specialist review if necessary  

Other considerations 
 

 actively promote secondary prevention strategies (including 
maintaining a healthy body weight, regular exercise and limiting 
alcohol intake) 

 blood tests (only if clinically indicated) 

 genetic testing (for criteria refer to Familial Risk Assessment – Breast 
and Ovarian Cancer online tool on the Cancer Australia website) 

 

Resources  

General Information 

Cancer Australia http://canceraustralia.nbocc.org.au 

BreaCan http://breacan.org.au 

Breast cancer treatment and side effects, management of menopause and osteoporosis 

Treatment and Menopause 
 
Osteoporosis 
Other side effects 
Psychosexual counselling 

http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-
cancer/breast-cancer-treatment-and-menopause 
http://www.breastcancer.org.au/about-breast-cancer/bone-health.aspx 
http://www.cancervic.org.au/about-cancer/survivors/long-term-side-effects 
http://www.cancervic.org.au/media/reports-and-submissions/ciss-hp-enews/ciss-
hp-apr-2012/free-psychosexual-counselling.html 

Genetic testing 

Information for GPs and consumers 
 

http://www.cancervic.org.au/downloads/cpc/family-
cancer/understanding_genetic_testing_for_breast_ca.pdf 

Lymphoedema 

Signs, reducing the risk 
Treatment  

http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-
cancer/lymphoedema 
http://lymphoedema.org.au/treatmnt.html 

 

 

 

http://canceraustralia.nbocc.org.au/
http://breacan.org.au/
http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/breast-cancer-treatment-and-menopause
http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/breast-cancer-treatment-and-menopause
http://www.breastcancer.org.au/about-breast-cancer/bone-health.aspx
http://www.cancervic.org.au/about-cancer/survivors/long-term-side-effects
http://www.cancervic.org.au/media/reports-and-submissions/ciss-hp-enews/ciss-hp-apr-2012/free-psychosexual-counselling.html
http://www.cancervic.org.au/media/reports-and-submissions/ciss-hp-enews/ciss-hp-apr-2012/free-psychosexual-counselling.html
http://www.cancervic.org.au/downloads/cpc/family-cancer/understanding_genetic_testing_for_breast_ca.pdf
http://www.cancervic.org.au/downloads/cpc/family-cancer/understanding_genetic_testing_for_breast_ca.pdf
http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/lymphoedema
http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/lymphoedema
http://lymphoedema.org.au/treatmnt.html


 

Version 3 – Western Health 

Follow-Up Care Plan  
 

Patient Name                                                        

GP Details   
                                                      

 
Diagnosis date  

Age at diagnosis 
Menopausal status at diagnosis 
Family history of breast cancer (Y/N) 
Other pertinent medical conditions 

 

Side  

Histological diagnosis  

Type 
Size (mm) 

 

Grade                                  

Nodal status  

Oestrogen receptor   

Progesterone receptor   
HER2 receptor   

Other receptors  

 

SURGERY 

Surgery date  

Breast Surgery   

Axillary Surgery  

Surgeon name  

Reconstruction (Y/N/Awaiting)  

ADJUVANT THERAPY 

Radiotherapy Provider  

Radiotherapy Field   

Radiotherapy End Date   

Chemotherapy   

Biological Therapy   

Hormonal Therapy Type                                         Planned End Date: 

Genetic Testing (Y/N)  

Investigations 

Date of last mammogram  

Bone density, date and result  

Other  

Please attach a copy of the last mammogram result  
 
 
 



 

Health and Wellbeing Management Plan 
 

Domain Issues / Symptoms 

Psychosocial / Mental Health 

 

 

Lifestyle 

(exercise / nutrition / weight / bone health) 

 

 

Menopause  

 

 

Sexuality 

 

 

Fertility 

 

 

Other (e.g. Tamoxifen)  

 

Referral Made Resources Provided 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

Individualised Recommended Follow-Up Schedule 

Date Purpose of Visit Provider Responsible (e.g. GP / hospital) 

 Discussion of follow-up care plan 
 

General Practitioner 

  
 

 

  
 

 

  
 

 

 
 
 
 

 

 

 

 

 

 

 

 

 



 

Note: This service agrees to be involved in appropriate team care arrangements, for example to contribute to a care plan for the 

patient under MBS item 721 (GP management plan), 723 (team care plan) or 2700–2717 (GP mental health care plans). 

 

Breast Care Nurse 

Name:                                        Signature:    Date: 

 

Breast Surgeon 

Name:                                        Signature:    Date: 

 
 

To access Western Health Breast Service  

Urgent referrals to Breast Service:                                   Routine referrals to Breast Service: 

Breast Service Secretary                                                 Fast Fax:  

Phone: 8345 1564 

Fax: 8345 6854 

Email: Westernbreastunit@wh.org.au 
 

Non-urgent clinical advice and information on hospital care: 

Breast Care Nurses  

Phone: 8345 6896 

Email: BCN@wh.org.au 
 

For access to hospital services such as the menopause clinic, reproductive services, psychosexual 
services, please use normal hospital referral pathways for the Royal Women’s Hospital 

Fast Fax: 8345 3036 
         

 

The woman will be seen by the hospital breast service once per year for up to five years – this visit includes 
a mammogram at Western Health (at no cost). Beyond 5 years, we ask her GP to arrange mammograms - 
these can be done at Western Health Medical Imaging to provide continuity or if local imaging is preferred, 
a disc of the two most recent mammograms can be requested by a woman/GP for comparison.  
 

To arrange a mammogram / ultrasound at Western Health 
 

 Mammograms and ultrasounds can be arranged by completing a radiology request form  

 Forms are available online: www.westernhealth.org.au  

(GP Liaison → Shared Care → Breast Cancer Shared Care) 

 To ensure women are bulk-billed please specify “breast service shared care” 
 

Fax: 8345 1665 (Western Health Medical Imaging – Sunshine Hospital / Western Hospital) 
         

 
Recommended Follow-Up Frequency  

Method Years 1 – 2 Years 3 - 5 After 5 years 

History and clinical 
breast examination 

Every 3 – 6 months Every 6 – 12 months Every 12 months 

Mammogram Every 12 months Every 12 months Every 12 months 

Bone density scan If on aromatase inhibitors – every 12 or 24 months depending on results 
 

 
 
 
 
 

mailto:BCN@wh.org.au
http://www.westernhealth.org.au/


 

Follow-Up Guidelines for GPs  –  adapted from NBOCC Follow-Up Care for Women with Early Breast Cancer 2010 

Aspect of care What to check / do 

History 
 

Check / confirm: 

 general health / new health problems 

 new breast symptoms 

 hormonal status 

 risk factors / secondary prevention strategies  
(see ‘other considerations’ below) 

 change in medications 

 compliance issues 

 family history 

Clinical examination 
 

Examine: 

 breast / chest wall (ipsilateral and contralateral) 

 chest and abdomen 

 regional lymph nodes 

 arm on the treated side 

Imaging 
 

 annual mammograms are organised by the hospital for up to 5yrs 

 after 5yrs, GP to arrange mammogram / ultrasound review 
(ultrasound is generally used only to complement mammography) 

Psychosocial care 
 

 assess the woman’s level of psychosocial distress and the impact of 
the disease and its treatment (including effects on sexuality, fertility 
and relationships) 

 provide appropriate support and referral 

 be aware that some women may find regular check-ups reassuring 
while others may associate them with increased anxiety 

Treatment side effects 
 

 check for early signs of secondary lymphoedema 

 if the woman is receiving ongoing treatment with hormonal therapies 
(e.g. Tamoxifen or aromatase inhibitors), check for possible sequelae 
of treatment (menopause symptoms or reduced bone mineral density) 
and refer for specialist review if necessary  

Other considerations 
 

 actively promote secondary prevention strategies (including 
maintaining a healthy body weight, regular exercise and limiting 
alcohol intake) 

 blood tests (only if clinically indicated) 

 genetic testing (for criteria refer to Familial Risk Assessment – Breast 
and Ovarian Cancer online tool on the Cancer Australia website) 

 

Resources  

General Information 

Cancer Australia http://canceraustralia.nbocc.org.au 

BreaCan http://breacan.org.au 

Breast cancer treatment and side effects, management of menopause and osteoporosis 

Treatment and Menopause 
 
Osteoporosis 
Other side effects 
Psychosexual counselling 

http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-
cancer/breast-cancer-treatment-and-menopause 
http://www.breastcancer.org.au/about-breast-cancer/bone-health.aspx 
http://www.cancervic.org.au/about-cancer/survivors/long-term-side-effects 
http://www.cancervic.org.au/media/reports-and-submissions/ciss-hp-enews/ciss-
hp-apr-2012/free-psychosexual-counselling.html 

Genetic testing 

Information for GPs and consumers 
 

http://www.cancervic.org.au/downloads/cpc/family-
cancer/understanding_genetic_testing_for_breast_ca.pdf 

Lymphoedema 

Signs, reducing the risk 
Treatment  

http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-
cancer/lymphoedema 
http://lymphoedema.org.au/treatmnt.html 

 

 

 

 

http://canceraustralia.nbocc.org.au/
http://breacan.org.au/
http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/breast-cancer-treatment-and-menopause
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http://www.cancervic.org.au/media/reports-and-submissions/ciss-hp-enews/ciss-hp-apr-2012/free-psychosexual-counselling.html
http://www.cancervic.org.au/media/reports-and-submissions/ciss-hp-enews/ciss-hp-apr-2012/free-psychosexual-counselling.html
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http://canceraustralia.nbocc.org.au/breast-cancer/living-with-breast-cancer/lymphoedema
http://lymphoedema.org.au/treatmnt.html


 

 

G. Treatment Plan Template  

 Breast Cancer Treatment Plan 

This is a summary of your proposed breast cancer treatment and follow-up care which is to be developed in consultation with your hospital doctor.  

Treatment When Where Notes 

Surgery                                   Yes        No        Consider          

 

   

Chemotherapy                      Yes        No        Consider          

 

   

Herceptin                                Yes        No        Consider         

starts with chemotherapy 

   

Radiotherapy                        Yes        No        Consider          

starts after chemotherapy 

   

Hormone Tablets                 Yes        No        Consider          

    

   

Other                                      Yes        No        Consider          

 

   

Nurse Consultation              Yes        No        Consider          

to discuss your health and well-being after hospital treatment 

and plan your follow-up care 

   

Mammogram                        Yes        No        Consider          

 

   

Shared Follow-Up Care          Yes        No        Discuss          

between the hospital Breast Service and your GP for 

breast/clinical examination and mammogram review 

   

 

 

 

Patient label 



 

H. Nurse-Led Clinic Checklist 

Breast Care Nurse Consultation Checklist 
 

Patient Details 

 

Name:                                          ______________________ 

Age/DOB:                                    ______________________ 

Primary Language spoken:         ______________________                               BRADMA   

Interpreter required:   Yes          No   

 

Marital Status:   __________  No. of Dependents: __________ 

 

Carer responsibilities:    ____________________________________________________ 

Previous Cancer Diagnosis:  Yes          No     Type:_________________________________________ 

 

Diagnosis 

 

Pathology (includes – grade/type of Breast Cancer – Receptor Status/ HER2 status): 

 

_____________________________________________________________________________ 

____________________________________________________________________________  

 

Treatment 

Hospital:  ___________________________________________________________________________ 

Surgery  

Mastectomy     Yes        No     

WLE      Yes        No                 

SLNB       Yes        No                                   

Axillary Clearance   Yes        No        N/A          

Reconstruction    Yes        No        N/A        Type:     Implant      Free flap  

Waiting list for reconstruction   Yes        No     

 

Chemotherapy 

Adjuvant         Yes        No              Date completed  ___ / ___ / _____ 

Neoadjuvant         Yes        No              Date completed  ___ / ___ / _____ 

 

Radiotherapy    Yes        No              Date completed  ___ / ___ / _____ 

 

Endocrine Therapy    Yes        No        N/A         

Date commenced                                     ___ / ___ / _____ 

Tamoxifen           Yes        No               

AI                                   Yes        No        



 

Treatment Related Issues 

 

Physical / Secondary Prevention    

Weight control                discussed: Yes        No        Action   ………….. 

Nutrition  discussed: Yes        No        Action   ………….. 

Exercise  discussed: Yes        No        Action   ………….. 

Alcohol consumption  discussed: Yes        No        Action   ………….. 

Leisure   discussed: Yes        No        Action   ………….. 

 
Endocrine Treatment 

Compliance         Tolerance         N/A          Action   ………….. 

 

Menopause 

Menopausal Status at Diagnosis: Pre        Peri        Post     

Cause of Menopause:      ________________________________________________________ 

Menopause Issues      Referral required:   Yes        No        

 

Lymphoedema  

Symptomatic                 Yes        No           Referral required:   Yes        No        

Symptoms/ risk/prevention discussed  Yes        No        

 

Fertility 

Fertility issues discussed  Yes        No         N/A         Referral required:  Yes        No        

 

Family History of Breast Cancer   

New family history                      Yes        No        If yes, details: ___________________________ 

Referral required   Yes        No        Gene Positive    Yes        No        Pending       

 

Screening Tools 

Psychosocial screening tool completed Yes        No     

Menopause Rating Scale completed  Yes        No        

FACT B completed     Yes        No       

 

Screening Issues Identified:  _____________________________________________________________ 

_____________________________________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Follow-Up Care    

MMG                      Date due: ____________     Booked:  Yes        No                                         

BMD                               Date due: ____________     Booked:  Yes        No      

Outpatient Appointment             Date due: ____________     Booked:  Yes        No      

 

 

Shared Care:  Eligible       Yes        No         Reason for Ineligibility: ___________  (e.g. research trial) 

                         Accepted   Yes        No   

         

Plan provided to patient          Yes        No              Date: ________________                            

Consent to send copy to GP   Yes        No              Date Sent to GP: ____________ 

 

GP Details Correct                  Yes        No              If No, correct GP: ____________ 

 

Timing for GP appointment discussed: Yes        No        Action   ………….. 

 

Consent to contact for evaluation discussed: Yes        No        Action   ………….. 

 

Email address: ________________________________________ 

 

 

 

Referral Process 

 

Referral required / Offered          Yes        No          Patient consent to referral:   Yes        No     

Referral Source   Internal       Community      

Referred to: _________________________________________ 

Follow-up requirements: ________________________________________ 

 

Resource Pack provided     Yes        No        

Additional Resources provided    Yes        No        

 

Type: 
_____________________________________________________________________________________ 

_______________________________________________________________________________________
_______________________________________________________________________________________
_________________________________________________________________________________  

 

Breast Care Nurse Name: ______________________________   

 

Signature: ______________________________   

 

Date: ___ / ____                                     

 

 

 

 

 

 



 

I. Administration Checklist 
 
To be completed by admin assistant to ensure document management for project evaluation purposes. 
 
 

Create patient folder on shared drive                (include surname, first name, UR number) 
 
 
Create manila folder for patient                                         
(include surname, first name, UR number) 
 
 
File Breast Care Nurse Consultation Checklist                
(electronic and hard copy) 
 
 
File 3x screening tools completed by patient                  
(electronic and hard copy) 
 
 
File Follow-Up Care Plan             

                                            
 
Patient’s E Mail address     
 

 
File Follow-up Care Plan in patient history             
(electronic and hard copy) 
 
 
Care Plan Letter to Woman        
 
 
Care Plan Cover Letter & Survey to GP     
 
 
Update Database      
 
  
Outpatient Booking on iPM     
 
 
Care Plan Uploaded on CIS     
 
 
WCMICS Database – screening tools    
 
 
Store folder in locked filing cabinet                 

 
 



 

J. Evaluation Summary Report 
 

Evaluation summary addressing key evaluation questions 
 

1. What materials and processes have been generated to support the survivorship care planning process, 

communication with women and GPs and connections with community-based information and support 

services? 

Multiple resources have been developed as part of the project in order to support the implementation of the 
new model of care into standard practice at the two Breast Services – The Royal Melbourne Hospital/Royal 
Women’s Hospital and Western Health. The development of the Follow-Up Care Plan (survivorship care plan) 
was pivotal in documenting ongoing health and wellbeing needs and facilitating a shared care arrangement 
between the hospital Breast Service and a woman’s nominated General Practitioner (GP). Other resources 
developed include: 

 Treatment plan template – populated by medical officers and data manager prior to and ratified  by 

meeting chairman following the multidisciplinary meeting to include treatment recommendations and 

planning for nurse led clinic (NLC) and shared follow-up care – this plan is given to the woman for 

reference 

 Risk stratification pathways of care – this flowchart outlines the process of risk stratification to ensure 

women are cared for accordingly by Breast Service and/or GP 

 Screening tool translations – the Supportive Care Screening Tools were translated into Arabic, Italian, 

Turkish, Greek, Chinese, and Vietnamese. Menopause Rating Scale and FACT-B also available in 4-6 

languages and provided by developers 

 Navigators – a number of tools are being developed by BreaCan to provide women with information on 

existing resources for important topics relating to breast cancer 

 Letter templates – correspondence with women and GPs was kept uniform across all sites  

 Shared care agreement – a fax-back slip was sent to GPs along with the care plan in order to determine 

their participation in shared follow-up care  

 Online referral form to BreaCan – Breast Care Nurses are now able to complete online referral forms at 

the time of the NLC and ensures direct referral as discussed with the woman 

 Breast Care Nurse Checklist – the checklist was developed for a previous shared care project and guides 

the NLC discussion 

 Evaluation documents – surveys were developed for women and GPs to obtain feedback on the model of 

care. Interview questions were also developed to meet evaluation criteria 

 Guideline for GPs on Breast Cancer Care (developed by the RWH  GP Liaison Unit in response to GP need 

arising from the project)– this resource will provide information on clinicians’ roles and responsibilities in 

providing care for women following hospital treatment 

2. How have women been involved in shaping this initiative? 

Project partner, BreaCan, has managed this component of the project. This has included consultation and 

engagement with women in order to obtain feedback on processes and resources. BreaCan organised a 

focus group with women on 1st May 2012 involving 12 women and a number of clinicians from the Breast 

Services. A consumer representative was also appointed to the project working group in order to provide 

ongoing input on project developments. Women have also been involved in determining the topics for 

the navigator tools and providing ongoing input on the care plan content and other resources as 

required. 



 

3. What is the uptake of the survivorship care planning process by women? 

In the reporting period June 2012 – 30 June 2013, 184 women across all sites completed a nurse-led clinic. 

The target number was 100 women at RMH/RWH Breast Service and 100 women at Western Health Breast 

Service (a total of 200 women). Three screening tools (FACT B, Menopause Rating Scale, Supportive Care 

Screening Tool) were completed by all women before the NLC appointment in order to guide the 

consultation. Follow-Up Care Plans were developed for all women including an individualised follow-up 

schedule of appointments and health and wellbeing management plan. These were sent to women and GPs 

once approved and signed off by the Breast Care Nurse and Breast Surgeon. 

Number of women RMH/RWH Western Health 

Offered NLC 175 100 

Completed NLC 109 75 

Declined NLC 55 23 

Cancelled appointment for NLC 5 0 

Failed to attend NLC appointment 6 2 

 
Summary of reasons women opted out of a NLC consultation: 
- A lot of women mentioned that they were happy not to attend an additional appointment as they did not 

feel that they have any ongoing health issues / felt they are coping well 

- A few women were too busy to attend NLC, felt they had no time for an extra appointment or had too 

many hospital appointments at that point in time 

- Some women had other issues to deal with such as further complications or psychosocial issues 

- A few women were away e.g. overseas at the time NLC offered.  

 
Women who opted out are still contacted over the phone to ensure that they do not have any ongoing issue 
or are not coping as well as perceived. All women are invited to participate in a phone consultation if a face-
to-face appointment is declined at the time. The value of attending a NLC appointment is outlined in terms 
of facilitating shared care between the Breast Service and the woman’s nominated GP – moving more care 
into the community. 
 
95% of women involved in the project had a nominated GP.  4% of women nominated a medical practice 
only but not an individual GP as such. 1% of women did not nominate a GP for shared care. 
In October 2013, 19 GPs (RMH/RWH) and 38 GPs (Western Health) had agreed to participate in shared care 
by signing and faxing back the form sent out with the care plan. That is a total of 57 agreements returned 
out of a total 162 sent to GPs. It should be noted that signed forms from GPs were still coming back to the 
Breast Services continually and a final number cannot be provided this early in the evaluation stage – this is a 
total up until October 2013 only. 
 
Recruiting Eligible Women to NLC 
All women with a pathological diagnosis of early breast cancer or DCIS are presented at a hospital 
multidisciplinary meeting (MDM).  According to RMH/RWH Breast Service data (collected in July 2013), 279 
cases were presented at a MDM between 19/6/2012 – 30/6/2013, with 192 of these  determined eligible for 
the new model of care, which includes participation in a nurse-led clinic and shared care arrangement. 
Women were ineligible if they were diagnosed with advanced/metastatic breast cancer, if they were very old 
and frail, or if their further treatment and follow-up was not planned to be within The Breast Service. From 
1/8/2012 - 30/6/2013, Western Health recorded that out 132 cases, 84 women were found eligible for the 
new model of care. 
 



 

4. What are the information and support needs of women after the end of active treatment for breast 

cancer and what strategies are identified to address these needs? 

The tables below outline the referrals made and resources provided to women at the time of the nurse-led 

clinic. This ensures the management of ongoing issues and addresses any further needs. 

New referrals made at NLC Total 

Peer support service 66 

Menopause 31 

Psychology / mindfulness 22 

Plastics 12 

Physiotherapy / occupational therapy 7 

Chronic Pain 4 

Genetics 4 

Dietician 4 

Social Work 3 

Other 12 

TOTAL 165 

Accepted 155 

Declined 10 

 
 

Resources provided at NLC Total 

Exercise / nutrition 64 

Gynaecology / sexuality 37 

Post-mastectomy advice 7 

Physical side effects of treatment  42 

Familial cancer 5 

Other 28 

 
Refer to Appendix N for bio-psycho-social issues facing breast cancer patients after definitive treatment data 
and summary. 
 
5. What are the experiences of women participating in this survivorship initiative? 

BreaCan managed the involvement and consultation with consumers as part of the project. Some key 
learnings and feedback from women involved in the process are outlined below. 
 
In regard to the consumer input: 

 Women noted that it was good to have a range of clinicians (nurses and surgeons) involved in workshops 

and focus groups - reinforced value to women that clinicians were present and therefore valued the 

project 

 Clinicians were able to hear straight from the women as to why things were important to them - e.g. 

Women wanted the first consultation to be right at end of treatment 

 Great opportunity to establish mutual understanding between clinicians and women 

 Ongoing feedback and input has been provided about the project 



 

 Important to remember potential for cancer survivors/re-diagnosis and the impact this may have on the 

person themselves and others involved in the project.  

 Early involvement of consumer perspective is crucial 

 Consultation with women has meant changes could be made early on to improve the process and 

resources e.g. their suggestions have been taken on board for the development of the care plan and 

navigators 

 Valuable to have consumer representation at working group meetings 

 
A follow-up survey was sent out to all women who attended a NLC appointment. There was a 65% response 
rate. With regard to the Breast Care Nurse, the majority of women either strongly agreed or agreed that 
they were overwhelmingly supportive, helpful in making referrals, and compassionate towards them. Just 
over one-third of women surveyed (39%) reported having made lifestyle changes as a result of their 
appointment with the BCN. These changes primarily related to diet and exercise. The majority of women 
(88%) responded that they do consider their GP and hospital to be partners in their ongoing follow-up care. 
Of the respondents who had seen their GP since attending their appointment with the BCN (70%), three-
quarters (75%) had talked to their GP about their plan. Only one-quarter of these women (27%) reported 
having made a variety of lifestyle changes as a result of their appointment with their GP. However, nearly 
three-quarters (71%) felt that after their appointment with their GP, they had a better understanding of 
what they could do to help themselves stay well. 
 
The majority of women (83%) found information about support services from their BCN. Two women 
reported not having found out any information about support services. Most women (80%) reported 
BreaCan as the main support service they had accessed other than their BCN or their GP and of these, and in 
response to whether these services had been useful, 85% either agreed or strongly agreed. About one-third 
of women had also accessed the Cancer Council Victoria. Most women (83.5%) did not feel they still had 
issues they needed help with. With regard to their breast cancer care, most respondents (83%) felt that 
there was nothing that could have been done any better. Refer to Appendix H for the full report of 
responses from the evaluation surveys.  
 
BreaCan conducted twenty telephone interviews were conducted with women who had participated in the 
project. The aim of the interviews was to gain a sense of women’s experience of participating in the project 
across four key domains: the nurse-led clinic, changes in lifestyle, partnership between the hospital and a 
woman’s GP, and support services after treatment. Women’s feedback about the NLC was overwhelmingly 
positive. All women valued the choice between face-to-face or telephone interviews as this enabled them to 
select an option that suited their needs. Women also generally agreed that the timing between the end of 
their treatment and the NLC was appropriate. For many, the NLC signified an opportunity to deal with any 
unmet needs and to receive reassurance from the BCN whose judgement they respected, that what they 
were experiencing was normal. A key feature that emerged was the value of continuity of care from the BCN 
over the course of their treatment. One woman mentioned “Comfortable. Yes I’d had her all along. She’s 
friendly and kind. I had her right through. I think you build a rapport with them and it’s easier to talk to 
them.”  

 
Women’s responses regarding the value of the Follow-Up Care Plan were mixed. While most women had 
received it, many had simply filed and not referred to the document. Some however, did find it of value for 
knowing when follow-up appointments were scheduled for. Interviewees were asked whether or not they 
had made changes to their lifestyles as a result of their participation in the project. Some felt that they were 
already leading quite healthy lives and there was no need for any significant changes. Others reported small 
changes to diet or exercise.  
 



 

Women were asked what shared care between the hospital and their GP meant to them and whether or not 
they believe that this works in practice. The responses varied widely indicating that the shared care 
arrangement was not well understood by women and in many cases it hadn’t impacted significantly on their 
experience of follow-up care. Several women were unclear about what shared care meant, others hadn’t 
seen their GP or didn’t believe their GP had the time to talk about issues around their cancer experience. For 
most women, the support they experienced was important to them because it gave them the comfort and 
reassurance that someone was there for them if they needed it. Many women also expressed a sense of 
gratitude to have people to care for them when they needed it. One woman mentioned “Just knowing they 
are supporting you...giving you that safety net. Knowing help was there if I needed it.” 
 
An evaluation survey was also implemented in order to obtain feedback on the navigator tool designed to 
aid access to useful, existing resources.  24 surveys were sent to GPs, consumers and Breast Care Nurses.  A 
total of 16 surveys (66%) were completed. The surveys identified some information about the user, the idea 
or concept of the navigator, the content of the navigator and its usefulness. Respondents were mostly in the 
30 -60 year bracket with single individuals under thirty and over 70. More than 80% were using a computer, 
with 12% on tablet and only 6% on a smartphone. 
 
Respondents were asked to rate their confidence finding information on the internet using different devices. 
The results are as follows: 

 The navigators were seen very positively with 100% of respondents indicating that they would use it as a 

resource  

 Perceptions of usefulness depended on audience type with 60% of women rating them excellent and 40% 

good. Breast Care Nurse ratings were 67% excellent and 33% good, and GPs rated them 66% unsure and 

33% good 

 When questioned about how easy it was to find their way around the navigator, 100% thought there was 

a logical flow, and could easily work between sections; 28% were unsure about finding their way back to 

the navigator after clicking on an outside link. This is being reviewed and refined.  

 

6. How have GPs been involved in informing this initiative, what are the GP needs identified and what 

strategies have been put in place to respond to these needs? 

INWMML was a project partner in creating the submission and has been involved in governance and 
representation throughout the project. From the beginning of the project, GPs have been involved in 
developing the new model of care and relevant resources such as the Follow-Up Care Plan and the 
importance of the rapid referrals process. A focus group was held on 5 June 2012, and 9 GPs attended to 
provide input and feedback on the draft care plan. Extensive out-of-session input was also obtained from 12 
GPs (including those in the focus group). This allowed processes and resources to be developed and revised 
with ongoing input from GPs. There were 2 GP representatives on the project working group, and GP Liaison 
Unit staff from each of the project sites, who attended regular meetings. GPs were also involved through 
annual Continuing Professional Development (CPD) seminars hosted by the hospital GP Liaison Unit. 
 
 Prof Bruce Mann presented at the 9 October 2012 CPD at The Women’s, where 16 GPs attended, and Ms 
Meron Pitcher presented at the CPD at Western Health on 30 July 2013. These events allowed GPs to obtain 
further information on the care provided at the hospital and understand roles and responsibilities associated 
with shared follow-up care. It also enables GPs to network with Breast Service clinicians, and promote the 
rapid re-entry process and advice and support that the Breast Care Nurses provide. The project was also 
promoted through Medicare Local newsletters and websites (INWMML, SWMML, MRNWMML), Australian 
Cancer Survivorship Centre, GPV and WCMICS publications. 5 GPs have also been involved in the 
development of the guideline on breast cancer care.  
 



 

Identified GP needs have been addressed throughout the project. Common issues that were raised by GPs 
involved in the consultation process were:  
- Women’s radiology results are difficult to access 

→ Strategies put in place in response to this issue were to include a copy of mammogram results with the 

care plan, and that all mammograms are standardly completed at the hospital for continuity 

- Shared care needs to be coordinated between the Breast Service and GP 

→ A follow-up schedule of appointments is included in the care plan and is individualised for each woman 

allowing GPs to plan appointments and set up recall systems  

- GPs need clear instructions on what they are required to do in the follow-up care of the woman 

→ The inclusion of the NBOCC/Cancer Australia guide for GPs on providing follow-up care in the care plan 

outlines responsibilities. The development of the guideline on breast cancer care will also provide further 

information on this 

- Follow-up care for women with breast cancer is routine care provided by GPs 

→ Women are asked to nominate a GP for shared care. This GP is encouraged to take on more of the 

woman’s care by completing clinical examinations and organising imaging 5 years after diagnosis as 

outlined in the care plan. CPD seminars help to educate GPs on their role. 

- GPs cannot be forced to participate in shared care, however the vast majority of GPs would see it as their 

role 

→ The Breast Service has integrated a shared care agreement into standard practice where nominated GPs 

are asked to sign off on their agreement to participate. This confirms a clear delineation of responsibility 

and the option to nominate another GP if required 

- The fact that the Breast Service looks after a woman in an ongoing manner limits GP involvement  and 

does not encourage a holistic life-long care for the woman 

→ More of a woman’s care will be moved into the community as a result of the new model - Shared care 

facilitates the assessment of a woman’s needs and communication and partnership between the hospital 

and GPs to address these needs 

- The care plan facilitates GP discussions with the woman and makes it easier to broach sensitive topics 

and look for relevant symptoms and side effects of treatment 

→ This supports the use of care plans in outlining women’s ongoing needs and assisting in improving quality 

of care and partnerships between the Breast Service and a woman’s GP. 

 
7. What is the level of participation of GPs in the coordinated survivorship care partnership with specialist 

breast services? 

For the 184 women who participated in the project, there are a total of 162 nominated GPs across all sites. 
Out of these, 8 GPs have 2 patients, and 2 GPs have 3 patients involved in the project. 7 women nominated 
medical practices that would continue their follow-up care but not individual GPs as such. Follow-Up Care 
Plans were sent to all GPs involved in the project in order to facilitate a shared care arrangement with the 
Breast Service and improve communication and coordination of care. 
GP communication with the Breast Service was recorded over the duration. GP issues discussed with the 
Breast Care Nurses ranged from queries about patient’s missed appointments and next steps, information 
on arranging imaging, requests for imaging results, questions about shared care and participation. 
 
In order to determine the approximate number of women referred back to the Breast Service, RMH/RWH 
analysed data from a previous shared care project and initial results from VCSP. At this point in time, it is too 
early to determine exact numbers for women involved in VCSP – this will need to be studied in more detail 
further down the track. Out of 426 women that participated in the shared care project (NLC March 2010 – 



 

April 2012), and the initial study of 109 VCSP patients (NLC June 2012 – June 2013), 7 women were referred 
back to the Breast Service between 2011 and 2013. All women returned to shared care with no new 
changes, one woman was readmitted for surgery and one woman passed away from metastatic disease. 
Waiting times for appointments ranged from 1 – 27 days with rapid referrals being processed in an average 
of 3 days. If referrals come through normal processes, this can take much longer to process and rapid access 
is promoted to GPs with patients involved in the new model of care. More data needs to be collected on re-
referrals to the Breast Service. This is a proposed activity for an extension to the VCSP. 
 
NB: Western Health did not record data on referrals back to the Breast Service from previous projects. The 
GP Liaison Units are looking into this to ensure VCSP participants can be followed up and referrals back can 
be recorded in the future. This has been established as a result of the importance of documenting GP 
engagement and coordination and duty of care.  
 
8. What is the experience of GPs in coordinated survivorship care within this project? 

GP evaluation surveys were sent out to all nominated GPs along with a woman’s care plan. This was a means 
of obtaining feedback on the usefulness of the care plan and the information provided in the document. The 
survey also determined whether GPs felt informed about the patient’s hospital care and if they were 
confident in participating in shared follow-up care. It also allowed GPs to make suggestions on how the care 
plan and processes at the hospital Breast Services could be improved.  
46 out of 162 surveys were returned by GPs (30% response rate). 
 
Key messages from GP’s responses to the evaluation survey: 
Overall, GPs responded very positively about the follow-up care plan. There was some uncertainty about the 
role of GPs in providing a woman’s follow-up care, and this has been made evident through the responses to 
the survey. Interviews with GPs have assisted in providing further clarification on this issue, and has assisted 
in determining the best way forward in order to ensure GPs are participating in shared care as a means of 
improving a woman’s quality of life following treatment for breast cancer. Shared follow-up care 
arrangements between the Breast Service and GPs are being established as part of this project. This is a new 
initiative and will improve the quality of care provided to women following their hospital treatment for 
breast cancer, as well as communication and coordination with GPs. As well as reducing the number of 
outpatient appointments, shared care enables women the advantage of having fewer hospital appointments 
and more care provided within the community with their nominated GP. Improving pathways for 
information and communication has been outlined as an important outcome from the project in evaluation 
interviews with GPs.  
 
Qualitative interviews were also completed with 20 GPs over the phone to obtain more information about 
GP’s perspectives on the initiative. Improving pathways for information and communication has been 
outlined as an important outcome of the project. GPs also reported that the shared care agreement was a 
useful tool in formalising this arrangement, improving communication between the hospital and GP.  
 
One GP noted that “there is no added workload associated with shared care. It formalises the process and 
clarifies roles and responsibilities.” Another responded mentioned that “shared care makes it easier to know 
what's going on with the patient's care.” Another said “it saves GPs time, knowing who is seeing the patient 
and when.” One GP reported “had bad experiences with other types of shared care where communication 
from the hospital (including results) was terrible - finds breast cancer shared care fantastic, very organised 
model of care that is well-coordinated and works well in the setting.” Feedback in general was very positive 
from all 20 GPs. A few GPs had not heard of the rapid referral pathway available to women who have been 
treated at the Breast Service for example. Improvements are constantly being made as a result of feedback 
from GPs, including the revision of information in the care plan and letters to GPs. A general theme emerged 
that GPs support the use of a follow-up care plan in managing a woman’s ongoing health and support needs.  

 



 

9. How are the patterns of follow-up care changed by this initiative in relation to: 
 

a. Alignment with evidence-based follow-up recommendations 
b. The setting in which follow-up care is provided and the nature of that care 
c. The impact on specialist breast clinic capacity 
 
The Breast Services follow the evidence-based model developed by National Breast and Ovarian Cancer 
Centre (NBOCC) / Cancer Australia for follow-up of women with early breast cancer (NBOCC 2010, Follow-up 
care for women with early breast cancer: a guide for general practitioners). In terms of follow-up 
appointments, these are based on the timeframes outlined by NBOCC. A sample of 100 women diagnosed 
with early breast cancer from 2010 onwards was used as a basis for data analysis.  
This includes all hospital appointments in the period 12 months to subsequent two years post diagnosis. 
 
The table below outlines the collated data (RMH/RWH records) and number of hospital appointments. In 
future, data will need to be collected on the number of GP appointments as part of follow-up / shared care.  
 

RMH/RWH 
Breast Service 

Breast Unit Review 
appointments 

(count) 

Oncology Unit 
review appointments 

(count) 

All other clinic 
review appointments 

(count) 

Range 2 - 12 0 -10 0 - 20 

Median 5 0 1 

Mode 5 (26) 0 (80) 0 (43) 

Average 4.81 0.73 3.18 

(data supplied by Breast Service Data Manager – RMH/RWH) 
 
Western health data is outlined below (supplied by Western Health Data Manager) 
 

Western Health 
Breast Service 

Surgical Breast 
Clinic (count) 

Oncology Breast 
Clinic (count) 

All Other Clinics 
(count) 

Range 0 - 13 0 - 34 0 - 30 

Median 6 7 3 

Mode 6 0 1 

Frequency 14 21 17 

Average 5.82 7.44 5.65 

NB: Private patients were recorded separately: 
5 patients had 1 follow-up appointment as part of the project. 
 
In terms of planning the number of appointments for women involved in the project and shared care, below 
is a projection based on a formulaic model developed by the data manager at the Breast Service. These 
figures are planned for all sites – RMH/RWH and Western Health.  
 
Approximate number of appointments before VCSP 
2009: 4.81 appointments per woman (RMH/RWH) and 5.82 (Western Health) 
 
Planned number of appointments for women included in VCSP 
Range: 0 – 10 appointments (min. to max.) 
Mode: 2 appointments (most commonly occurring number) 
For the period 12 months – 2 years post-diagnosis 
 
 



 

Total number of outpatient appointments (2010 – 2013) – data from iPM where available 
(information supplied by Data Managers at each site)  
 
This data suggest that the new : return ratio is changing over time. This is consistent with the effect of the 
Cancer Australia Shared Care and VCSP projects. 
 

Year Outpatient Clinic RMH RWH WH 

2010 – 2011 Breast Surgery  

 

N    429 

R    3504 

N   325 

R   910 

N   561 

R   1643 

Breast Oncology 

 

No iPM data No iPM data N   44 

R   984 

Breast Care Nurse 

 

No iPM data N    41 

R    143 

No iPM data 

2011 – 2012 Breast Surgery  

 

N    481  

R    3994 

N    398 

R     819 

N   556 

R   1750 

Breast Oncology 

 

No iPM data No iPM data N   52 

R   961 

Breast Care Nurse 

 

No iPM data N    98 

R    173 

No iPM data 

2012 - 2013 Breast Surgery  

 

N    522 

R    2707 

N    396 

R     760 

N   657 

R   1642 

Breast Oncology 

 

N   101 

R   973 

N    16 

R     47 

N   78 

R   1234 

Breast Care Nurse 

 

No iPM data 

(from Oct 2012 
only – 83 f/u 
appts) 

N    88 

R    131 

N   72 

2013 - 2014 TBC    

N= new appointments 
R= review appointments 
 
The new model of care requires slight changes to both the Breast Service and General Practice settings. The 
model is focused on providing follow-up care in partnership with the GP. This moves more of a woman’s 
follow-up care into the community for low risk women with a nominated GP. This risk stratification process is 
undergone at the time of the nurse-led clinic to determine the shared care approach. Women who are 
considered high risk, ongoing psychosocial issues, multiple adjuvant therapies or no nominated GP, are 
recalled to the Breast Service for more follow-up appointments within the first 5 years post-diagnosis. Care is 
provided between the Breast Service and the GP, allowing a long-term approach to high quality follow-up 
care. 
 
The model of care assists in reducing the average number of outpatient appointments for women. This 
means that women are able to attend their GP more often as opposed to always having to attend a busy 
hospital outpatient clinic. This enables the Breast Service to see more new patients and reduces the number 
of breast review appointments per woman per year.  
 



 

The Breast Service staff were interviewed in regard to clinic flow and throughput and the impact of the new 
model of care on this. Breast Care Nurses and Breast Surgeons at all sites noted that the new process allows 
a comprehensive plan of follow-up appointments to be developed, which enables unnecessary 
appointments to be avoided. One clinician mentioned that the impact of the model of care will be seen in 
the next few years, where many patients are discharged to participate in shared care and fewer routine 
appointments are completed at the hospital. It also enables lower risk patients to be cared for by their GP, 
with alternating appointments at the Breast Service only, allowing more complex cases and new patients to 
be seen. This is also important where the number of staff remains the same, but the number of patients 
being seen is increasing.  
 
Human resource requirements for model of care: 

 Multidisciplinary Team – Responsible for identifying eligible women for NLC at time of multidisciplinary 

meeting, recommending adjuvant treatment modalities to populate Treatment Plan  

 Administrative Assistant (Breast Service) – sending appointment letters and screening tools to women, 

confirming appointments, preparing NLC folder for breast care nurse to conduct NLC (including checklist, 

completed screening tools, care plan), posting care plans and shared care agreements  

(approx. 2hr per woman) 

 Data Manager (Breast Service) – record eligibility for model of care in database, populate the diagnosis, 

history and treatment summary of the care plan ready for each NLC 

(approx. 30mins per woman) 

 Breast Care Nurse – conduct NLC (1hr face-to-face or telephone consultation per woman), develop the 

Follow-Up Care Plan (including health and well-being management plan and individualised follow-up 

schedule of appointments), obtain sign-off of care plan 

(2hr per woman) 

 Breast Specialist / Breast Surgeon – approves content and signs off on care plan 

 
 
Data systems requirements and capacity for improvement: 

 Synoptic pathology reporting so that path details can auto-populate various reports 

 Updated database/MDM software to facilitate smooth running of the service 

 Some form of shared space between hospital and primary care to facilitate information transfer e.g. 

electronic care coordination record cdmNET 

 Improvements in systems to allow secure encrypted communication between Breast Service and 

primary care. 

 

 



 

10. How can this initiative be sustained – service model (eligibility criteria, triaging and process) and 

resource requirements? 

This model of care has been integrated into standard practice at Royal Melbourne / Royal Women’s Breast 
Service and Western Health Breast Service. The intent is for the process of offering women with early breast 
cancer nurse-led consultations and a shared follow-up care arrangement to be continued to improve 
survivorship care. The sustainability plan outlines the model of care, resource requirements and a costing 
analysis which determines the need for ongoing funding in order to sustain this model.  
 
Sustainability Plan: Breast Cancer Survivorship Model of Care 
 
Model of care 
At the time of the multi-disciplinary meeting (after surgery and before adjuvant treatment), a woman is 
identified as eligible/ineligible for the new model of survivorship care. Exclusion criteria is 
metastatic/advanced breast cancer or planned follow-up in the private sector. Women are stratified into low 
/ high risk depending on the number of treatment modalities and psychosocial needs. Approximately 70% of 
women coming through the Breast Service are involved in the project and eligible for the model of care 
(based on RMH/RWH Breast Service Data July 2013). 
 
The appointment with the breast care nurse (nurse-led clinic) is offered around 6-12 months after surgery 
for breast cancer, at a time that is calculated to be 3-6 months after the completion of surgery, 
chemotherapy and radiotherapy. Three screening tools are utilised (FACT B, Menopause Rating Scale and 
Supportive Care Screening Tool) to guide the development of the health and well-being management plan 
which is part of the Follow-Up Care Plan. The Follow-Up Care Plan is developed by the breast care nurse at 
the time of the consultation, signed off on by the breast surgeon, and is sent to both the woman and her 
nominated GP. Referrals for management of ongoing issues are also provided at the time of the NLC. 
 
The woman is asked to make an extended appointment with her GP to discuss the care plan. GPs are sent a 
fax-back slip requesting that they agree to participation in shared follow-up care. Shared care refers to an 
agreement between the GP and Breast Service to share follow-up for women following their hospital 
treatment for breast cancer, usually via alternating appointments. In general, mammograms are ordered 
from and completed at the hospital for the first five years, while GPs are encouraged to perform clinical 
breast examinations and check-ups between hospital visits, and organise mammograms after five years. 
Further improvements to the model of shared care will result from ongoing GP feedback through evaluation 
surveys and interviews (due to be completed by end September 2013). GPs will continue to provide ongoing 
care for other aspects of the women’s health and well-being, and be asked to include breast cancer follow-
up in routine care. 
  
Benefits of continuing model of care 
Approximately 2.5hrs of additional time is required for each woman who completes a NLC  
 (2hr BCN NLC and 30mins administration time). 
 
This approach will assist in reducing the number of hospital outpatient appointments in the breast clinic and 
reduce patient waiting times. This new model of care also aims to improve quality of care and move more 
care into the community. This means that women can attend appointments with their nominated GP, 
reducing the number of hospital follow-up appointments.   
 
Other benefits include increasing clinic capacity by moving more review appointments into the community. 
This allows more new patients to be seen at the hospital without increasing surgical EFT, which may assist in 
decreasing waiting times for women with breast symptoms and allowing the projected increase in breast 



 

cancer to be managed within current EFT. This model of care also promotes contact with the Breast Service 
and rapid re-entry pathways for these women and GPs. 
 
Benefits to both the woman and the Breast Service in terms of reduced number of patients coming through 
the clinic. With breast cancer rates increasing, and survival rates continuing to increase, this model of care 
will help to ensure that all patients can receive timely hospital treatment and be cared for in an ongoing 
manner. Support for GPs is being provided as part of the new model of care, with direct access to the Breast 
Service for advice and rapid referrals. Ongoing annual GP education seminars and the development of the 
guideline on breast cancer care ensures delineation of roles and clear responsibilities for women following 
breast cancer treatment. 
 
Costing of breast clinic outpatient appointments 
Average cost of an outpatient appointment is approximately $435.00 
This figure is based on The Women’s clinical costing data for the period July 2011 to December 2012 
 

Previous model including averages: 
Average number of breast review appointments required per woman/2yrs post-diagnosis:  5 
(based on data collected in audit of 100 women diagnosed in 2010, mode 5, average 4.81) 
$435 x 2.5= $1087 per woman per year 
 
New model (projections): 
Planned number of breast review appointments required for shared care women/2yrs:  2 
(planned number of appointments based on VCSP participants and derived using a formulaic model – mode 
2, range 0-10 appointments per woman) 
$435 per woman per year 
 
Therefore reduction in cost of outpatient appointments is $652per woman/year with new model 
 
Impact/costing of new model of care 
Royal Melbourne / Royal Women’s Breast Service: 
Approx. 250 early breast cancer patients / year 
$652 x 250 = $163,000 efficiencies per year 
 
Western Health Breast Service: 
Approx. 120 early breast cancer patients / year 
$652 x 120 = $78,240 efficiencies per year 
 
Clinic Capacity:  
Reduced number of review appointments allows more new patients to be seen. 
A reduction of 3 follow-up appointments per woman over 2 years means approximately 150 new 
appointments available. This model aims to reduce waiting times and waiting lists for new patients and 
improve the quality of follow-up care, improving care coordination with GPs.  

 
Organisational Requirements 
Incorporate additional tasks into position descriptions for ongoing implementation.  
Incorporate a quality framework for the model of care. 
Quality audit will need to be conducted at approximately 12 months after end of VCSP to determine the 
reduction in number of appointments. This will be continually recorded and monitored. 
Annual GP education seminars at sites implementing shared care models. 
Secure additional funding to support the sustainability of this model.  
 



 

Workforce Requirements 
Additional workforce capacity is required at each Breast Service in order to sustain this model of care. Breast 
care nurses, administrative staff (administration assistant and data manager) and a project manager will be 
required to continue and monitor the progress of the model. This will enable the long-term follow-up of 
women recruited to the Breast Cancer survivorship Project in order to determine the impact of the new 
model of care on clinic throughput and costing implications. 
 

Workforce hours and costing for planned model: 
Breast Care Nurse 
2hrs / woman 
RMH/RWH: 
Approx. 144 women per year (approx. 288 additional BCN hours) 
Average salary $1756.72 (38hr week) = $46.23/hr (RN Grade 4B)  
$92.46 x 144 = $13314.24 
Western Health: 
Approx. 100 women per year (approx. 200 additional BCN hours) 
Average salary $1756.72 (38hr week) = $46.23/hr (RN Grade 4B)  
$92.46 x 100 = $9243.00 
 
Administration Assistant / Data Manager  
2.5hr / woman  
Average salary $970 (38hr week) = $25.53/hr (ward clerk)  
RMH/RWH: $25.53 x 2.5 x 144 = $9190.80 
Western Health: $25.53 x 2.5 x 100 = $6382.50 
 
Extra administrative time would need to be dedicated to continue the evaluation of the model of care and 
compare data collected as part of the project (0.1 EFT for 12mths) 
 

Funding Requirements 
Additional funding will be required to ensure sustainability beyond VCSP end date. Applications for further 
funding are currently being discussed to continue the model of care and potentially roll out the model across 
tumour streams. 
 

Proposed required funding: 
$22,505.04 per year RMH/RWH for BCN and admin time  
$15,625.50 per year WH for BCN and admin time  
$13,684.00 extra administrative /evaluation (0.1 EFT) per year across all sites 
 
TOTAL: $51,814.54 funding per year to sustain the model  
 

 

 

 

 

 

 

 

 

 

 



 

K. Evaluation Surveys 

GP Questionnaire: Follow-Up Care Plan 

Breast Cancer Survivorship Program 

 

Please complete this survey after seeing your patient. She has been asked to make an appointment 
with you within one month after receiving the Follow-Up Care Plan from the hospital Breast Service.  

The information you provide in this survey will be seen only by the relevant project coordinators and 
will enable us to evaluate and improve the way we care for women together.  

 

Your Details: _____________________________________________________________________ 

Patient Name: ___________________________________________________________________ 

Date of Patient’s Appointment with you: _____________________________________________ 

1. How well does the information in the care plan meet your needs in providing follow-up care for 

your patient? (Please circle on the scale where 1 means not met at all and 5 means entirely 

met)    

        

a) Diagnosis and history summary            1           2           3          4           5        

What information was useful? _____________________ Missing? ____________________ 

 

b) Treatment summary                                 1           2           3          4           5        

What information was useful? ____________________ Missing?______________________ 

 

c) Health and wellbeing management plan               1           2           3          4           5        

What information was useful? ___________________ Missing?_______________________ 

 

d) Follow-up schedule                                                   1           2           3          4           5       What 

information was useful? ___________________ Missing? _______________________ 

 

e) Accessing the Breast Service                           1           2           3          4           5       What 

information was useful? ____________________ Missing?______________________ 

f) Resources                                                                                 1           2           3          4           5       What 

information was useful? ___________________ Missing?_______________________ 

 
 
 
 
 



 

2. Please tick the correspondence you received from the hospital Breast Service and its sufficiency 
and timeliness (Please circle on the scale where 1 means strongly disagree and 5 means strongly 
agree)     

                                                                 Sufficient information                Timely information 

  Outpatient letter                         1      2      3      4      5                        1      2      3      4      5                    

  Discharge summary            1      2      3      4      5                        1      2      3      4      5                   

  Other- please specify:_______      1      2      3      4      5                        1      2      3      4      5                    
 
 

What information was useful? _____________________________________________________    
What information was missing? ___________________________________________________ 

 
3. Are you confident that you can access timely guidance and support from the Breast Service?  Y/N 

Please comment:______________________________________________________ 
__________________________________________________________________________ 

 
4. What is your understanding of your role in the follow-up care of the patient? __________ 
________________________________________________________________________________ 

 
5. How well does the care plan describe your role in providing/coordinating follow-up care?       

Not well at all      1      2      3      4      5      Very well 
What information was useful? ____________________________________________   
What information was missing? ___________________________________________ 

      
6. How well does the care plan describe the role of others in providing follow-up care?       

Not well at all      1      2      3      4      5      Very well 
What information was useful? ___________________________________________________    
What information was missing? __________________________________________________ 

      
7. Would you be willing to participate in a brief phone interview for this program at a later date?          

Yes        Preferred day & time: ______________ Phone number: ______________ 

     No     

 
8. Would you be willing to participate in a shared follow-up care arrangement* with the hospital 

Breast Service undertaking periodic examinations and investigations as outlined in the care plan? 

 Yes            No                If No, reason why: __________________________________ 

*Shared care refers to an agreement between the GP and Breast Service to provide alternating follow-up 
appointments for women following their hospital treatment for breast cancer. 

 

Thank you for your feedback! 

Please return this form in the reply paid envelope. 

 

 

 

 



 

Follow-Up Survey sent to women  
This brief survey aims to find out what you thought about the care that you have received after the end of 
your hospital treatment for breast cancer. This includes your consultation with the breast care nurse and 
your General Practitioner (GP) and the development of your follow-up care plan. 
Thank you for agreeing to complete the survey. Your feedback is very important to inform us about the 
quality of care we provide and how it can be improved. You may complete the survey online if you prefer. 
The link is https://www.surveymonkey.com/s/VXJT3GD 
 
It should take no longer than 10 minutes to complete the survey. 
 
If you experience any difficulties accessing the online version of this survey or have any queries, please feel 
free to contact Sita Vij, Project Coordinator with the Royal Women's Hospital on  
Ph: 8345 3070 or email sita.vij@thewomens.org.au. 
 

mailto:sita.vij@thewomens.org.au


 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 



 

Survey to evaluate the navigator tools 
 
This brief survey aims to find out what you thought about the BreaCan Navigator you looked at, as an 
information resource for women diagnosed with breast cancer. It might be easiest if you have the Navigator 
open in one window, and the survey open in another so you can flick between the Navigator and the survey 
to answer the questions, or you might like to have the Navigator open on a separate device.  
 
Thank you for agreeing to complete this survey. Your feedback is important to ensure the BreaCan  
Navigators are a valuable and effective information resource. If you need any assistance with completing the 
survey, please feel free to call Robin Curwen Walker at BreaCan on (03) 9921 0842. 
 
Click on NEXT to start the survey. It should take no longer than 15 minutes to complete. 

 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 

 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

L. Evaluation Survey Results 
 
Survivorship program for patients completing definitive breast cancer treatment Follow-
Up Survey of Women 
 
107 Consumer surveys have been sent to RWH/RMH and Western Health patients. A total of 70 surveys 
(65%) have been completed and returned. No surveys have been completed online. 
 
With regard to the positive statements about the quality of various components of consultations with the 
Breast Care Nurse (BCN), the majority of women either strongly agreed or agreed with them commenting 
that the BCNs were overwhelmingly supportive, helpful in making referrals and compassionate towards 
them. 
 
Interestingly, only just over 1/3 of the women surveyed (39%) reported having made lifestyle changes as a 
result of their appointment with their BCN. These changes primarily related to diet and exercise. 
 
The majority of women (88%) responded that they do consider their GP and hospital to be partners in 
their ongoing follow-up care. Of the respondents who had seen their GP since attending their 
appointment with their BCN (70%), three quarters (75%) had talked to their GP about their plan. Only 
1/4 of these women (27%) reported having made a variety of lifestyle changes as a result of their 
appointment with their GP. However nearly three quarters (71%) felt that after their appointment with 
their GP, they had a better understanding of what they could do to help themselves stay well. It is 
indicated from women’s written responses that they may have already felt confident that they knew the 
changes they needed to make, or were already making those changes, hence they reported “no”. This is 
not necessarily a negative outcome. 
 
The majority of women (83%) found information about support services from their BCN. Two women 
reported not having found out any information about support services. Most women (80%) reported 
BreaCan as the main support service they had accessed other than their BCN or their GP and of these, 
and in response to whether these services had been useful, 85% either agreed or strongly agreed. About 
1/3 of women had also accessed the Cancer Council Victoria. 
 
Most women (83.5%) did not feel they still had issues they needed help with. With regard to their breast 
cancer care, most respondents (83%) felt that there was nothing that could have been done any better. 
Three felt that things could have been done better but only two of these explained this. 
 
56% of women have agreed to participate in a telephone interview. 



 

Question 1 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Question 2 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Italian/Arabic /Vietnamese 



 

 

Question 3 

 
 

Question 4 
 
Please provide any further comments below that you would like to make in relation to your 
appointment with the breast care nurse or your care plan. 
 
- Breast care nurse - was very nice, spoke and provided information  
- Found very helpful  
- My appointment was quite good. The care plan is what I expected.  
- Found them very helpful and caring  
- She was a very caring person 
- The nurses without exception show a strong interest and compassion for the future well-being of the many 

patients they see. They manage to make it personal despite the large volume of patients  
- The breast care nurses were all fantastic; always available and always caring. They provide an invaluable link 

between medical professionals and treatment plans that would otherwise make the situation much more 
difficult to navigate (and more stressful) 

- I think the breast care nurses are brilliant and made the whole awful breast cancer diagnosis more bearable. The 
BCN told me the diagnosis was going to be a blip on my life path....and she was right though it certainly didn't 
seem so at the time 

- Breast care nurse is beautiful, caring person. Love her!  
- Was really good just to have someone to express my fears with. She was very understanding, positive 
- Talking to the breast care nurse during an appointment was very useful and pleasure because someone    

was listening to my problems or discussing those, always i got some advice 
- My Breast Care Nurse helped me out with a family concern, which took a lot of stress away from my 

husband and I. She built up a good relationship where I was always given support and given answers to my 
many questions 

- The BCN was extremely helpful, gave simple explanations and clear advice. I was not bombarded with 
information but we progressed through the facts fully before moving on. No topic off limits  

- They have been wonderful caring nurses who have been happy to answer any of my questions and give me 
helpful advice.  

- I attended the lymphodema clinic at the hospital and menopausal clinics at Queen Vic centre 
 
 



 

 

 
- I am very grateful to the nurses that helped me throughout my operation. The nurses took their time to 

explain to me the procedures and other things associated with my care plan. At any stage of the consultation 
did I feel like I wasn't being looked after. Thank you again to the brilliant care given to myself and other 
patients 

- It gives me more time to ask questions. The oncologist has not got a lot of time. But he always answered 
what questions I do ask. She also gave me a care plan  

- Satisfied with appointment and care plan. Have not been to a doctor since this appointment  
- The meeting was informative, caring and efficiently managed 
- Getting counselling  
- I found the breast care nurse very helpful initially when I needed support or information  
- My breast care nurse was just wonderful caring and understanding and listening to every- thing I had to say 

about my overall health since the operation. We covered a few issues that were bothering me, and she 
recommended seeing a psychologist to help overcome problems I had been dealing with 

- It was a telephone interview due to living in a rural area  
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GP Evaluation Survey Results 
 

Context / Method / Purpose 
GP evaluation surveys are being sent out to all nominated General Practitioner (GPs) along with a 
woman’s follow-up care plan. This invites feedback on the usefulness of the care plan and the 
information provided in the document. The survey also determines whether GPs feel informed 
about the patient’s hospital care and if they are confident in participating in shared follow-up care. It 
also allows for suggestions to be made on how to further improve the care plan and processes at the 
hospital Breast Services – Royal Melbourne/Royal Women’s and Western Health. 
 

Response Rate 
Royal Melbourne / Royal Women’s Hospitals: 28 responses 
Western Health: 18 responses  
Total: 46 responses (all respondents are GPs) out of 162 surveys sent out to GPs with care plans 
 

Findings: 
 
Question 1: How well does the information in the care plan meet your needs in providing 
follow-up care for your patient? (1 means not met at all and 5 means entirely met)  

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

Key 
R = Royal Melbourne Hospital and Royal Women’s Hospital 
W = Western Health 
 
Summary: 
Generally, GPs agree that the content of the care plan provides adequate information to assist the 
provision of follow-up care. One major area of concern noted by a number of GPs was the exclusion 
of ongoing medicines and dose. The Breast Service staff have been notified of these results, and will 
now include information on medicines in future care plans going out to women and GPs. 
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Question 2: The correspondence you received from the hospital Breast Service and its 
sufficiency and timeliness (1 means strongly disagree and 5 means strongly agree)  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Summary: 
Generally, outpatient letters and discharge summaries were received by GPs in a timely manner, 
providing sufficient information about the patient. Positive responses have been received from GPs 
in regard to correspondence from the hospital for breast cancer patients. GPs commented here that 
they wanted more information in regard to shared care and patient’s ongoing medications including 
information on type and dose. This has now been integrated into the revised care plan. 
 

Question 3: Are you confident that you can access timely guidance and support from the 
Breast Service?  (Y/N)  
 
Royal Melbourne / Royal Women’s Hospitals:  
24 GPs answered yes out of a total of 28 respondents treating patients from RMH/RWH 
4 GPs answered “don’t know” out of 28 responses 

Outpatient letter received 
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5. How well the care plan
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(Rating: 1-5)

6. How well the care plan
describes the role of others

in follow-up care
(Rating: 1-5)
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Western Health:  
16 GPs responded yes out of 18 responses 
1 GP answered no to this question out of 18 responses 
1 GP responded “don’t know” out of 18 responses 
 
Summary of Combined Responses:  
87% of respondents outlined that they feel confident that they can access timely guidance and 
support from the Breast Service. 
2% of respondents noted that they do not feel comfortable with this. 
11% of respondents said that they do not know whether they feel comfortable of not. 
 

Question 4: What is your understanding of your role in the follow-up care of the patient? 
 
Summary: 
GPs outlined that they provided a supplementary role in follow-up care for women, supporting their 
patients after hospital treatment for breast cancer. Majority of respondents had a good 
understanding of their role in sharing follow-up care with the hospital Breast Service. There was, 
however, still some uncertainty around requirements, and GPs could benefit from further 
clarification of roles. The development of the Royal Women’s Hospital GP Liaison Unit guideline on 
breast cancer care will assist in this process. Core responses included providing regular check-ups 
and monitoring for recurrence, managing ongoing issues and patient physical and mental well-being. 
Uncertainties arose in regard to the timing of providing follow-up care, and the shared nature of the 
responsibility. Recommendations on investigations and examinations has now been included in the 
Follow-Up Care Plan to guide GPs on what to do at each follow-up appointment. 
 

Question 5: How well does the care plan describe your role in providing/coordinating 
follow-up care? (1 means not well at all and 5 means very well) 
 

Question 6: How well does the care plan describe the role of others in providing follow-up 
care? (1 means not well at all and 5 means very well) 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Summary: 
The results illustrate that GPs require further clarification on their role in providing follow-up care. It 
is obvious that the role of others is outlined appropriately, but more emphasis needs to be placed on 
guiding GPs to provide high quality shared follow-up care for women. 



 

 

Question 7: Would you be willing to participate in a brief phone interview for this program 
at a later date? (Y/N) 
 
Royal Melbourne / Royal Women’s Hospitals:  
15 out of 28 respondents answered yes 
13 out of 28 answered no 
 
Western Health:  
10 out of 18 respondents answered yes 
8 out of 18 answered no 
 
Summary of Combined Responses: 
54% of respondents agreed to participate in an interview at a later date. 
46% of GPs refused to participate in an interview. 
 
 

Key Messages 
 
Overall, we have received very positive feedback in regard to the follow-up care plan. There is some 
uncertainty about the role of GPs in providing a woman’s follow-up care, and this has been made 
evident through the survey tool. GPs will need to be kept in the loop about the effectiveness of 
shared follow-up care between the Breast Service and GP. Interviews with GPs as part of the project 
evaluation will provide further clarification on these issues, and assist us in determining the best way 
forward in order to ensure GPs are participating in shared care as a means of improving a woman’s 
quality of life following treatment for breast cancer. Shared follow-up care arrangements between 
the Breast Service and GPs are being established as part of this project. This is a new initiative and 
will improve the quality of care provided to women following their hospital treatment for breast 
cancer. As well as reducing the number of outpatient appointments, women have the advantage of 
less hospital appointments and more care provided within the community. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

Navigator evaluation 

Summary 

The navigators were developed after consultation with women that identified the need for 
something to help them find their way through the plethora of breast cancer information already in 
existence. The topics were determined by women and were then researched by the project worker 
using some agreed parameters. The draft navigators were then circulated to service users for 
feedback and then reviewed by lead clinicians and breast care nurses for relevance, 
comprehensiveness and accuracy. Once finalised, the navigators were evaluated utilising Survey 
Monkey. The responses have been used to improve the navigators prior to launch where possible, 
with only a couple of outstanding suggestions for attention.  
 
To date only four navigators are available to the public as that is all that have been evaluated, 
however once a replacement project worker comes on board , the remaining topics will be 
evaluated and go live . 
 
24 surveys were sent to a mix of GPs, service users and Breast Care Nurses. A total of x16surveys 
(66%) were completed. The surveys identified some information about the user, the idea or concept 
of the navigator, the content of the navigator and its usefulness.(see attached survey) 
Respondents were mostly in the 30 -60 yo bracket with single individuals under thirty and over 70. 
More than 80% were using a computer, with 12% on tablet and only 6% on a smart phone.  

 

 

 

 

 

 

 

Importantly respondents were asked to rate their confidence finding information on the internet 

using different devices. The results are as follows.  

 

 

 

 

 

 



 

 

Results 

The Navigators were seen very positively with 100% of respondents indicating they would it as a 

resource to a woman diagnosed with breast cancer. 

Perceptions of usefulness depended on audience type with 60 % of women rating them excellent 

and 40% good . Nurses’ ratings were 67% excellent and 33% good whereas GPs were 66% unsure 

and 33% good. 

When questioned about how easy it was to find their way around the navigator, 100% thought there 

was a logical flow, and could easily work between sections. 28% were unsure about finding their way 

back to the navigator after clicking on an outside link.  

 

 

 

 

 

 

 

 

 

Most respondents were positive about the key organisations section.  

 

 

 

 

 

 

 

 

 

 



 

 

The online resources were seen as particularly useful. 

 

 

 

 

 

 

 

 

 

 

Questions about offline resources elicited some confusion about access. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

The personal stories section was identified as an area that required more attention to ensure 

specificity. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



 

 

M. Evaluation Interviews 
 
GP Evaluation Interviews 
 
Interview Questions (interviewer prompts in brackets): 
 
1. How did you find the care plan?  

(are the roles for follow-up clear, improvements, clarity, comprehensiveness, usefulness) 
 
 

2. What was the communication like from the hospital from the time you referred the patient to 
the Breast Service until now? 

 
3. What is your understanding of your role in providing follow-up care for this woman?  

(when you need to see her, what you need to look out for/examinations/testing/imaging, 
medicine plan, whether it is your role) 
 
 

4. What do you think of the shared care agreement? 
(has this been signed and faxed back, why, how could improve process for GPs) 
 
 

5. Do you have what you need to provide shared follow-up care for your patient?   
(understanding of shared care, information, support, professional development, guidelines) 
 
 

6. Who would you contact at the Breast Service with patient-related queries, or for advice, 
support, urgent re-referral if required / are you aware of the rapid re-entry process?  

 
 
7. What is the impact of shared care on you and your patient?  

(continuity, accessibility, care, workload) 
 
 

8. Is there anything that you feel could be improved / any further comment? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Qualitative Interviews with Women 
 
PURPOSE AND METHOD 
 
In response to Evaluation Question  5: 
“What are the experiences of women participating in this survivorship initiative?” 
 

 Conduct in depth interviews with a sample of ten women per service (RMH/Women’s combined 
service and Western - 20 women total) to capture qualitative information about the process, 
outcomes and impact and to identify areas for improvement. 

 Interviews will be telephone interviews of 15-20 minutes duration. 

 Interviews to be conducted 9 to 12 months post nurse-led consultation. 

 The interviews will be with women who had face-to-face nurse led clinics and/or over the 
phone nurse-led-clinics. 

 
The interview questions will cover four key dimensions of the woman’s experience in the pilot 
project:  
1. The Nurse Led Clinic  
2. Changes to lifestyle 
3. The concept of “partnership” between the GP and hospital 
4. Access to services. 
 
The telephone interviews will be conducted using standardised, semi-structured questions covering 
the four key dimensions. There will be key standardised questions in order to maintain data 
reliability. However there will also be flexibility in the question design to allow for the ability to ask 
spontaneous questions in order to explore meaning and allow for the participants to express 
themselves. 
  
THE QUESTIONS 
 
NURSE-LED CLINIC 
Question preamble: 
At the end of treatment you attended a Nurse Led Clinic and were provided with a Follow up Care 
Plan. I’d like to ask you a few questions about how you found the nurse led clinic and the care plan. 
 
1. How  was NLC was for you? 

• Practical things: 
- How was the timing for you (after surgery and on the particular day)? 
- How did the location suit you 
- What about where the interview was held? 

2. How did you find it talking to the nurse at this time? 
• Did talking to the nurse help with how you felt? 
• How did you find the nurse (easy to talk to/friendly/kind)? 

3. How did you feel about your health/situation during the period between your final treatment 
and the NLC? 

• Worried/uncertain/confused/okay 
4. How did you feel about your health/situation after the NLC? 

 Did you feel as though you got to talk about things that you still had issues with? 

 Improved? Or not? 
 



 

 

5. What did you think of the Follow up care plan (did you understand what it was for? How did it 
help you?)  
• How has it helped you? 
 

6. Is there anything about the NLC that could have been better for you? 
 
CHANGES TO YOUR LIFESTYLE 
(we want to elicit whether or not the respondent made changes to their lifestyle as a result of either 
their appointment with the BCN or the GP and as a result of having their Follow Up Care Plan) 
 
Question preamble: 
In the survey we asked you whether or not you had made any lifestyle changes as a result of your 
appointment with the BCN. 
7. What does “lifestyle” mean to you? 
8. (food and exercise; friends and family; work life balance; where you live and how you live; 

smoking/drinking) 
9. How do you feel your lifestyle needed changing once you had been diagnosed? 

a. Yes or no 
b. How were things? How did you want them to be different? 

10. Did you feel encouraged to make changes to your lifestyle? How? 
11. What were the things that encouraged you most? 
12. Were there things you think may have encouraged you more to make changes to your lifestyle? 
13. How do you think the BCN or GP may have helped encourage you to make changes to your 

lifestyle? 
 
PARTNERSHIP WITH GP 
Preamble: 
In the follow up survey we asked you if you consider your GP and the hospital as partners in your 
ongoing follow-up care? 
 
14. What does it mean to you to consider your GP and hospital as partners in your ongoing care? 
15. How does this happen in practise for you? 

• Do you feel as if the hospital and GP talk to each other and that both know what’s going on? 
16. How do you feel about your GP being a partner in your ongoing care? 

• Safe/confident/understand the process? 
17. How do you feel about re-connecting with the hospital if you need to? 

• Easy to get appointment? 
• Quick to find support? 

 
ACCESS TO SERVICES 
Preamble: 
In the survey you completed, we asked you some questions about support services.  
 
18. What does the expression “support services” mean to you? (probe informal supports as well) 

• (clinics; organisations; online; informal support) 
19. How would you describe the support you have experienced since the end of treatment? 

• Good/useful/comforting? 
20. What types of support have you experienced? 
21. Have these supports made a difference? How 
22. Is there anything else you would like to add about your experience of participating in this 

survivorship initiative? 



 

 

Summary report – interviews with women 
 
The aim of the interviews was to gain a sense of women’s experience of participating in the 
survivorship project across four key domains of the Nurse Led Clinic; changes in lifestyle; 
partnership between the hospital and a woman’s GP and support services after treatment. 
 
Women’s experience of the Nurse Led Clinic (NLC) was overwhelmingly positive.  All women 
valued the choice between face-to-face or telephone interviews as this enabled them to 
select an option that suited their needs.  

“The timing was great. All appointments have been worked around me because I 
work” 
 

Women also generally agreed that the timing between the end of their treatment and the 
NLC was appropriate.  For many, the NLC signified an opportunity to deal with any unmet 
needs and to receive reassurance from the nurse whose judgment they respected, that 
what they were experiencing was normal. 

“It’s pretty much spaced out in a good time frame. You don’t want to be bombarded 
with too much at once.  You probably don’t remember a lot of it when there’s a lot 
going on” 
 

Women’s feedback about their experience of talking with the nurses was also very positive. 
All spoke highly of the nurses and valued the opportunity to talk with them. A key feature 
that emerged was the value of continuity of care from the nurses over the course of their 
treatment. 

“Comfortable. Yes I’d had her all along. She’s friendly and kind. I had her right 
through. I think you get a rapport with them and it’s easier to talk to them” 
 

Women’s responses regarding the value of the Follow-Up Care Plan were mixed. Whilst 
most women had received it, many had simply filed it and not referred to it.  

“ I don’t want to look at it. I actually looked at it the other day and I closed it up 
again. I don’t know sometimes I just don’t want to deal with it. Maybe I’ll look at it 
later on, but maybe I just don’t want to see the reality of it” 

 
“ I have copy of care plan. Have read over it but it’s put in a safe place and I haven’t 
really had to read it. More just a record in case I need to refer back”. 

 
Some however did find it of value for knowing when follow up appointments were coming 
up. 

“I knew exactly what I was going into and what my follow up plan is. I know exactly 
what I’ve got in the next six months to do”.  

 
Interviewees were asked whether or not they had made changes to their lifestyles as a 
result of their participation in the project. Some felt that they were already leading quite 
healthy lives and there was no need for any dramatic changes. Others reported small 
changes in diet or exercise.  
 



 

 

The most significant perception of lifestyle change for many women was their focus on 
reducing stress in their lives and “slowing down”.  

“But lifestyle - nothing’s changed. I’m just doing what I used to do apart from 
working long hours. I’ve dropped the work hours - just slowing things down a bit” 

 
“The only change I’ve made has been to get all the problem people out of my life. 
That’s been easy for me. Probably a bit harder for other people. It included all the in- 
laws but no it wasn’t hard for me. And I know I should be doing exercise and diet, but 
I haven’t” 
 

For most women, the impetus for any change in lifestyle that did occur, came from within 
themselves. A few women commented that they may have been encouraged by either the 
BCN or their GP to “eat more healthily” or to “increase their physical activity” however 
many more women commented that these changes came from themselves and their own 
motivation. 

“It didn’t come from the GP or BCN. Nothing they said or they encouraged. It was 
more myself through my own diagnosis”. 
 
“My own internal response (encouraged my) my own way of coping or making sense 
of the experience”. 
 

Women were asked what shared care between the hospital and their GP meant to them 
and whether or not this worked in practice.  The responses varied widely indicating that the 
shared care arrangement was not well understood by women and in many cases it hadn’t 
impacted significantly on their experience of follow-up care. 
 
Several women were unclear about what shared care meant.  

 
“I don’t know that they talk but they send the results to one another. Or if I have a 
blood test at the hospital they send a copy to my doctor”. 
 
“My GP hasn’t done anything. He’s’ just got the reports. I wouldn’t say he’s in charge 
at all. I feel that the hospital is in charge”  
 

Others hadn’t seen their GP or didn’t believe their GP had the time to spend talking about 
issues around their cancer experience.  

“I took it in and showed him. But they’ve got so many patients waiting and you’ve 
only got your allocated 10 minutes of time. You’re in and out and that’s it”. 

 
Women reported mixed responses to the notion of their GP and the hospital being in 
partnership over their follow-up care. Whilst many trusted and felt confident in the care of 
both their GP and the hospital, their responses overall give the impression that a 
partnership between the two in practice was notional at best. Respondents tended to 
indicate a preference between either the hospital setting (BCNs or their surgeon) or their 
GP, rather than having an understanding of a shared care arrangement being in place.  
Some women had no sense of partnership and felt as though communication between the 
hospital and their GP was noticeably lacking: 



 

 

“No! I feel I’m the one that shares the information. I haven’t handed over the results 
of my bone density test yet but it’s such a challenge to see the GP. I feel it’s up to me 
to share the information all the time” 

 
“I don’t know if they’re actually talking to each other – other than receiving test 
results” 

 
For others, their experience seemed to be more positive.  

“Even without the care plan the links were already happening. There was already 
good communication between the hospital and the doctor. He was getting reports 
about what was happening on a fortnightly basis” 

 
Most women responded that they would feel confident connecting directly back into the 
hospital if they needed to, but most had not had the need.  A few women felt that they 
would prefer to go back through their GP but most felt comfortable with calling the BCN if 
they had concerns and felt that they had a clear understanding of how they would do this. 

“I just ring the oncology dept. and the nurse always gets back to me” 
 
Of those women who did seek support after their treatment was completed, the clear 
message was that informal support through family and friends was paramount. Nearly all 
women described their support as very positive.  

“My friend had breast cancer too. She tells me where to go or I can go to her place 
and talk” 
 
“ I had the school community behind me. They set up a roster for meals twice a week 
for both me and another woman. There was a parent roster and a teacher roster” 

 
 
Some women had sought support through formal mechanisms such as BCNA or CCV but 
others particularly rejected the idea of support groups. 

“Personally I couldn’t think of anything worse than sitting around with a bunch of 
women who had breast cancer talking about it endlessly”. I don’t think it’s good for 
you to define yourself by the fact that you’ve had breast cancer” 
 
“ Because I come from a Vietnamese background I rely on family and I don’t 
participate in groups” 
 

For most women, the support they experienced was important to them because it gave 
them the comfort and reassurance that someone was there for them if they needed it. 
Many women also expressed a sense of gratitude to have people around them caring for 
them when they needed it. 
 

“Just knowing they are supporting you...giving you that safety net. Knowing help was 
there if I needed it” 

 
 



 

 

N. Bio-psycho-social issues facing breast cancer patients after definitive 
treatment 

 

Currently, 1 in 8 Australian women are diagnosed with breast cancer before the age of 85.  It 

is estimated that 14,940 women will be diagnosed with breast cancer this year
2
.  With 

improvements in detection and management of breast cancer, there has been an increase in 

the number of breast cancer survivors.  This patient cohort has specific physical and psycho-

social challenges following diagnosis and treatment.  Axillary dissection, for example, 

increases the risk of lymphoedema of the upper limb; chemotherapy can induce early 

menopause in pre-menopausal patients; and endocrine therapies can cause menopausal 

symptoms, deep vein thrombosis and osteoporosis.  Furthermore, a large body of literature 

has shown cancer patients, including breast cancer patients, have an increased risk of 

suffering psychological symptoms long after the initial cancer diagnosis and treatment. 

 

One hundred and eighty-two patients who completed definitive treatment for early breast 

cancer attended a pilot nurse-led clinic, as part of the Victorian Cancer Survivorship Program 

(2 deceased).  This clinic was designed to investigate outstanding health issues, both physical 

and psycho-social, of breast cancer ‘survivors’ before their 12 month review clinic.   

 

Patients were first asked to complete the Functional Assessment of Cancer Therapy – Breast 

(FACT-B) questionnaire and the Menopause Rating Scale (MRS) prior to their appointment.  

Both questionnaires are self-administered quality-of-life scales tested in the literature.  The 

results were used by the breast-care nurses to prompt discussion during the clinic.  If patients 

were unable to complete the questionnaires alone, the nurse assisted them with this task 

during the clinic, with a qualified interpreter if necessary.   

 

Our results show that most patients are satisfied with how they are coping with their illness 

after having completed definitive treatment for breast cancer.  While a number of patients 

report symptoms of fatigue and non-specific pain, it appears that the majority of patients are 

not burdened by physical complaints such as hair-loss, nausea and shortness of breath.  A 

significant number of patients do, however, express psychological concerns, namely, that 

stress will impact their disease, that their condition will get worse, or that a family member 

might get the same illness they have.  Furthermore, a smaller number of patients report 

feeling nervous or fearing death.   

 

Firstly, it is clear that a small but significant number of breast cancer survivors suffer from 

physical and psycho-social sequelae upon completion of their treatment.  It appears that a 

clinic, such as the nurse-led clinic in our project, is a suitable model to elicit these health 

issues.  Furthermore, the FACT-B and MRS questionnaires proved useful tools to gather 

reliable and valid data, and also to provoke helpful discussion between patient and clinician 

at the nurse-led clinics.  Importantly, the data gleaned from this study can be used to 

transition to a shared-care model, by educating tertiary institutions, primary health care 

providers and patients about issues that may affect breast cancer survivors.   

 

 

 

 

 

                                                 
2 Australian Institute of Health and Welfare & Cancer Australia 2012. Breast cancer in Australian: an overview. Cancer series no. 71. Cat. 
No. CAN 67. Canberra: AIHW. 



 

 

 

Psychological sequelae: 

 68.79% (119/173) report that they are 'quite a bit' or 'very much' satisfied with how 

they are coping with their illness 

 38.98% (69/177) worry 'quite a bit' or 'very much' that someday other members of 

their family will get the same illness they have 

 37.36% (65/174) worry 'quite a bit' or 'very much' about the effect of stress on their 

illness 

 18.97% (33/174) worry that their condition will get worse 'quite a bit' or 'very much' 

 12.57% (22/175) worry about dying 'quite a bit' or 'very much'  

 15.61% of respondents (27/173) report that they feel nervous 'quite a bit' or 'very 

much' 

 

Sexual function/sexuality: 

 33.73% (56/166) feel 'not at all' sexually attractive 

 49.72% (88/177) chose not to answer the question related to sex life; of those that did, 

31.46% (28/89) reported being 'not at all' satisfied with their sex life 

 8% (14/175) state that they are 'not at all' able to feel like a woman 

 

Physical sequalae: 

 32% (56/175) describe experiencing a lack of energy 'quite a bit' or 'very much' 

 69.32% (122/176) have not been forced to spend time in bed in the previous week; 

only 6.25% report that they have been forced to spend time in bed 'quite a bit' or 'very 

much' 

 62.43% (108/173) report experiencing some pain within the previous week; 23.70% 

state that that the pain affects them 'quite a bit' or 'very much' 

 72.88% (129/177) have not experienced nausea in the past week 

 76.14% (134/176) report experiencing shortness of breath 'not at all' or only 'a little 

bit' in the previous week 

 14.45% (25/173) report that they are 'quite a bit' or 'very much' bothered by hair loss 

 20.69% (36/174) report that one or both of their arms are swollen or tender 

'somewhat', 'quite a bit' or 'very much' within the last week. 

 

Functional sequelae: 

 58.72% (101/172) are able to work (including work at home) 'quite a bit' or 'very 

much'  

 55.62% (94/169) find their work (including work at home) is fulfilling 'quite a bit' or 

'very much' 

 57.71% of respondents (101/175) are 'quite a bit' or 'very much' content with the 

quality of their life right now 

 34.48% (60/174) state that they are sleeping well 'not at all' or only 'a little bit' 

 20% (35/175) are 'not at all' or only 'a little bit' able to enjoy the things they usually do 

for fun 

 42.20% of respondents (73/173) report that they have some trouble meeting the needs 

of their family because of their physical condition; 12.72% state that this trouble 

affects them 'quite a bit' or 'very much'   

 

 

 



 

 

MENOPAUSE RATING SCALE 

Western Health/RMH/Royal Women’s Data 

Somatic Psychological Urogenital 

Average 5.04 Average 4.59 Average 2.15 
DNA 10 DNA 11 DNA 9 

No Data 3 No Data 3 No Data 4 

 

Population Norms
3
 

 Total score  Psychol. Score  Somato-veget. Score  Urogenital Score  

  n  Mean  

(SD)  

n  Mean  

(SD)  

n  Mean  

(SD)  

n  Mean  

(SD)  

Europe  4246  8.8 (7.1) 4453  3.4 (3.4)  4465  3.6 (2.9)  4465  1.9 (2.2)  

N.-America (USA)  1376  9.1 (7.6) 1426  3.4 (3.5)  1440  3.8 (3.1)  1437  2.0 (2.3)  

Lat.-America  3001  10.4 (8.8) 3002  4.9 (4.5)  3006  4.1 (3.6)  3005  1.4 (2.2)  

Asia  1000  7.2 (6.0) 1000  2.9 (2.9)  1000  3.3 (2.7)  1000  1.0 (1.6)  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

                                                 
3
 Potthoff P, Heinemann LAJ, Schneider HPG, Rosemeier HP, Hauser GA. Menopause-Rating Skala (MRS): Methodische 

Standardisierung in der deutschen Bevölkerung. Zentralbl Gynakol 2000; 122:280-286. 



 

 

O. Communication Strategy  

 

Information and updates about the breast cancer survivorship project have been disseminated 

through various mediums such as the hospital GP Liaison Unit websites and newsletters, 

Medicare Locals in the hospital catchment areas (Inner North West Melbourne Medicare 

Local, South West Melbourne Medicare Local and Macedon Ranges and North Western 

Melbourne Medicare Local), and at state-wide GP seminars such as Women’s Health Update 

and Continuing Professional Development events. Information was also published in the 

Department of Health newsletter (Health Victoria), BreaCan newsletters, and in the 

Australian Cancer Survivorship Centre, General Practice Victoria and Western and Central 

Melbourne Integrated Cancer Service publications and updates. A number of focus groups 

were run for women at BreaCan and for GPs at The Royal Women’s Hospital and Western 

Health.  

 

The project was presented at the Cancer Council Victoria Breast Care Nurse Conference on 

28 February 2013; at the Victorian Integrated Cancer Services Conference on 14 May 2013, 

and will be presented in the form of a poster at the San Antonio Breast Cancer Symposium in 

December 2013.  

 

It is proposed that the results of the evaluation will be written up and submitted to medical 

journals for publication. 

 

 

COMMUNICATION STRATEGY 

 

Project 

Summary of the proposed pilot project. 

To implement and evaluate a comprehensive breast cancer survivorship program for women 

completing definitive treatment for early breast cancer or DCIS at the RMH/RWH Breast Service 

and the Western Hospital Breast Unit 

 

Commencement date 

Identify the date the project is expected to begin.  

November 2011 

 

Projected end date for pilot phase 

Identify the date the project is expected to end.  

December 2013 

 

Target audience for communication 

Identify who it is you need to inform about this project. EG CEO’s, Department of Health, staff. 

Department of Health, CEOs, WCMICS staff and clinicians, Breast unit staff, referring GPs, patients 

 

Communication method 

What is the best way to communicate with your target audience? EG personalised letters, 

advertising, press release, general flier delivered via letter box drop, etc. 

Variety 

 

 



 

 

Communication actions Target completion date 

1. Recruitment of GP and consumer onto 

Project Committee 

February 2012 

2. Articles in Medicare Local newsletters/ 

websites to raise awareness of project with 

GPs and practice staff  

March 2012 / ongoing 

3. Articles in GP Liaison/Shared Maternity 

Care newsletters (RWH, RMH,WH) to raise 

awareness of project with GPs and practice 

staff 

March 2012 / ongoing 

4. GP consultation (practice visits/GP focus 

groups) to introduce project, seek input and 

advice regarding barriers and enablers to GP 

involvement and sustainability  

Ongoing as part of continual evaluation and 

refinement 

5. Project information uploaded on hospital 

websites (RWH, RMH,WH) to increase 

awareness and be a repository/access point 

for project tools and support 

March 2012 

6. Promotion of project and request for GP 

input at RWH ‘Women’s Health Update’- 3 

March 2012 (approx. 500 GPs).  

March 2012 & 2013 

7. Promotion at annual Shared Maternity Care 

workshops  

August 2012 & 2013 

8. Promotion at CPD session on breast cancer 

care (October 2012 RWH & July 2013 WH)  

October 2012 & July 2013 

 

9. Phone calls/practice visits to support GPs 

whose patients undertake the survivorship 

project and seek feedback to improve/refine 

(including indicators for quality acceptability 

and sustainability) 

Ongoing and as required 

10. Phone calls to GPs who decline involvement  

initially or ‘drop out’ to identify barriers 

Ongoing and as required 

11. Progress reports/work plans to Department 

of Health 

Ongoing and as requested 

12. E-bulletin update sent to stakeholders 

(including but not exclusively CEOs of 

participating organisations, 

participating/interested staff/clinicians, 

Department of Health, WCMICS, ACSC, 

GPs, Medicare Locals to inform progress of 

project and highlight achievements ) 

Quarterly and as required  

13. Dissemination of project evaluation and 

findings at conferences (primary care, cancer 

survivorship etc), newsletters, MLs and 

clinical networks 

On completion of project 

14. Publish peer-review article of project 

findings 

On completion of project 

 

 



 

 

Situation analysis 

What issues could impact positively/negatively on the project?  What are the economic, 

environmental, social and political factors which may influence the project? 

Positive: GP Liaison Units at The Royal Women’s Hospital (RWH), Royal Melbourne Hospital 

(RMH) and Western Health (WH) have a long history of demonstrated effective engagement with 

individual GPs and practices and partnering with other GP Liaison Units, General Practice Victoria 

(GPV), and Medicare Locals. In addition, RWH has a long and successful model of shared maternity 

care that is developed, supported, promoted, evaluated and managed by its GP Liaison Unit.  

Positive: GPs will be invited and approached to provide input into the development of the project via 

GP focus groups and individual feedback/interviews during the planning phase and throughout the 

project lifespan. 

Negative: Potential for GP involvement/participation to be viewed as being too difficult, time 

consuming or a too great a departure from established work practices.  

Positive: With establishment of Medicare Locals, there is a focus on primary and acute health 

service integration and opportunities for collaboration with primary care stakeholders and clinicians 

Positive: BreaCan’s strong consumer focus and ability to engage with women and develop programs 

that meet women’s needs 

Positive: Learnings from other relevant projects including National Breast and Ovarian Cancer 

Centre (National Breast and Ovarian Cancer Centre - now Cancer Australia) Shared Care Project 

and Nurse-Led Consultation Project (WCMICS) 

Positive: Victorian Cancer Survivorship Program Community of Practice to share strategies and 

learnings. 

Objectives 

What are the main objectives of your communication plan i.e. change perception, issue management, 

damage control, obtain funds, spread good news? 

Publicise project to:  

- Encourage involvement and engagement with GPs  

- Increase acceptance by breast unit clinicians 

- Promote benefits/successes to ensure ongoing funding once project is complete 

- Ensure feedback/input is widely provided to inform the project. 

Key messages 

What do you want to say? 

This is a win-win-win project: 

- Beneficial for patients because they will get better care, have their needs identified and met, 

with less inconvenience (right care, right time, right place) 

- Beneficial for hospital based clinicians because they will need to do less routine follow-up 

and have more capacity for patients with new breast problems 

- Beneficial for GPs as they will be better informed about their patients condition and the care 

they have received and should receive in the future. Will also facilitate communication with 

and entry to hospital services for new patients. Will enable quick access and support 

available for GPs from BCNs and physicians.  

- Beneficial for BreaCan as it will allow greater access to clients and better enable women’s 

survival care needs to be met. 

Evaluation 

How will you know you have achieved your communication objectives? 

Stakeholders will be well-informed of progress throughout the life of the project and there will be a 

cohesive understanding of progress and roles. Feedback/ input will be incorporated into the project 

as it develops and is refined. There will a high appropriate patient participation rate and low drop-

out rate (ensuring that women’s care needs are addressed). There will a high GP participation rate 

and low GP drop-out rate and barriers will be addressed. 



 

 

P. Case Study 
 
*Jane was 37 years of age when she was diagnosed with breast cancer in May 2011 after 

arriving in Melbourne from overseas. With few family/friends in Melbourne, Jane was 

grateful for the support of her GP in making a proactive referral to the Breast Service. She 

was operated on within a month of her referral to the hospital, and after 1.5 years of treatment 

including surgery, chemotherapy, radiotherapy and a breast reconstruction, she has been 

given the all clear and is looking at moving forward to live well and keep healthy.  

 

Her consultation with the breast care nurse in January this year, has allowed the development 

of a follow-up care plan, summarising her treatment to date. It also identifies her ongoing 

issues and needs, and provides a plan for managing these issues including ongoing 

monitoring.  Topics discussed in the consultation include secondary prevention, psychosocial 

/ lifestyle issues, mental health, menopause, sexuality and fertility concerns. Jane’s 

management plan outlines that her main concerns are that she has gained weight and needs to 

incorporate some gentle exercise into her daily routine; she is slightly depressed and has 

some family issues; menopause symptoms are a concern and she is self-conscious about her 

body image. The breast care nurse provided a referral to the menopause clinic at the hospital 

which Jane thought might help, and noted that referral to a psychologist was declined at this 

time. The benefit of the care plan is that both Jane and her GP, *Dr Brown, have a copy to 

refer to down the track. 

 

Dr Brown has noted that “Jane has coped well and the hospital has kept him in the loop 

during her hospital care and treatment at the Breast Service…” He has seen Jane to discuss 

her care plan following her consultation with the breast care nurse, and is aware of her 

ongoing issues, screening requirements and ongoing medicines, all of which are outlined in 

the care plan provided by the Breast Service. Dr Brown has agreed to participate in shared 

care and refers to the care plan to determine follow-up appointments for his patient over the 

next few years. Dr Brown says that he “…is confident with the hospital policy outlined for 

his patient’s follow-up, and is always available for ongoing check-ups and appointments for 

her general health and well-being.”  

 

Follow-up care pathways and clinician’s roles and responsibilities are often not clearly 

defined. This project aims to identify a woman’s needs and ensure there is an effective 

strategy and partnership between the Breast Service, the woman and her nominated GP, with 

a focus on improving quality of care for the woman and ensuring duty of care following 

hospital treatment. This model of care is being evaluated and a proposal is being developed to 

incorporate survivorship care into standard practice at the three hospitals.  

 

 

*Names have been changed 

 




