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ABSTRACT
Objective:Mental health challenges are common in individuals with cancer, but accessing support remains a gap, particularly
in outpatient oncology. Real‐world factors influencing staff's ability to integrate mental health assessment and support into
workflows are unclear. We aimed to (1) identify and explore factors influencing the assessment and management of mental
health in outpatient oncology and (2) identify factors that influence normalising support for mental health during cancer
treatment.
Methods: Through an exploratory qualitative approach, data was collected via focus groups with oncology healthcare pro-
fessionals at a major metropolitan hospital. Reflexive thematic analysis revealed seven themes.
Results: Staff recognised the critical need for mental health support during treatment. However, staff participation in mental
health assessment and referral processes was impeded by feelings of futility due to the lack of available oncology‐specific
services. Staff reported insufficient resources and time constraints, and reliance on experiential knowledge rather than the
preferred support from clinicians with mental health training. Staff highlighted inequities in access to mental health support
which exacerbate disparities in care provision. Staff reported that a lack of role clarity and responsibilities hindered monitoring
of patient mental health management and contributed to a perceived lack of accountability. Short‐term initiatives such as
improved documentation, creation of central referral pathways and clinical supervision for all staff were reported as desirable.
Conclusions: While systemic resource constraints were acknowledged, oncology staff also identified several feasible, shorter‐
term initiatives they felt would be helpful and desirable until mental health professionals can be integrated into oncology
outpatient care.

1 | Background

Distress is an expected reaction to a cancer diagnosis. Unman-
aged or ineffectively managed distress can lead to worse patient
outcomes including lower quality of life [1, 2], reduced treat-
ment adherence [3], more frequent hospital stays [4], higher

healthcare costs [5] and ultimately increased mortality rates [6].
Compared to other sources of distress (e.g. from physical side
effects of treatment), psychological distress and resultant mental
health concerns in people with cancer contribute dispropor-
tionately to overall distress levels [7, 8]. Common manifesta-
tions of psychological distress in cancer include worry, sadness,
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fear, or anger, and while often transient, these symptoms can
develop into mental health conditions such as depression or
anxiety that persist beyond cancer treatment [9, 10]. Examples
of interventions to target these concerns include supportive
counselling, cognitive behavioural therapies, and integrated
consultation models [11].

Adequate management of mental health in people receiving
cancer treatment remains an unmet need [12, 13]. Routine
screening for psychological distress and mental health symp-
toms is recommended as standard care in Australia [14].
However, implementation into standard practice is not well
described and appears inconsistent [15]. Internationally, inte-
grated psycho‐oncology models where care is shared between
oncology, primary care, and mental health professionals have
demonstrated improvements in patient outcomes, including
reduced distress, better mental health symptom management,
and enhanced quality of life [16–18].

The factors that influence oncology staff's ability to implement
guidelines into their workflow, and those that prevent the full
integration of holistic mental health monitoring and manage-
ment into oncology, remain unclear.

Research has documented oncology specific challenges that in-
fluence the integration of mental health assessment and referral,
including: lack of time for distress screening [15, 19], lack of
training [15, 19], a perception that mental health management is
lower priority to peoplewith cancer [20], and a lack of resources to
action positive distress screens (e.g., referrals, on‐site treatment)
[15]. Most Australian healthcare professionals (HCPs) report
rating psychological support services as beneficial to their pa-
tients, yet most patients are not referred [15]. Whether, how and
the extent to which these and other challenges manifest and in-
fluence healthcare in Australia's oncology system has received
relatively little research. Understanding HCPs' perspectives via
qualitative methods will broaden the applicability of research
findings and inform directions for improvements to how mental
health is being addressed within outpatient oncology.

We aimed to (1) identify and explore factors influencing the
assessment and management of mental health in outpatient
oncology and (2) identify factors that influence normalising
support for mental health during cancer treatment.

2 | Methods

Monash Health Human Research Ethics Committee reviewed
and approved this project (Approval number: RES‐22‐0000‐
521A). A descriptive qualitative approach was chosen to facili-
tate the exploration of HCPs' experiences managing patient
mental health. Reporting follows COREQ guidelines [21] with
details provided in Supplementary Materials.

2.1 | Participants

Purposive and snowball sampling techniques via pre‐existing
hospital staff networks were used for recruitment and to

ensure a broad range of perspectives and experiences were
included. Inclusion criteria were that participants needed to be
currently working in a patient‐facing role within an outpatient
oncology team at a specific metropolitan hospital. There were
no exclusion criteria. Informed consent was obtained from all
participants included in the study.

2.2 | Data Collection

Focus groups were chosen to allow individual perspectives and
experiences to be collected while also allowing for ad hoc
interaction, a shared understanding and troubleshooting to
occur between group members. Groups were run online be-
tween November 2023 and April 2024. A focus group guide was
developed based on the wider literature to assist in exploring
HCPs' experiences managing patient mental health within the
current system. The exploratory questions used in the focus
groups are in Table 1. Additional prompting was used to clarify
content and encourage in‐depth topic exploration. Data collec-
tion ceased once data saturation was achieved, defined as the
point at which no new information surfaced [22]. Focus groups
were audio recorded and transcribed verbatim before being de‐
identified, transcripts were then uploaded to NVivo (Version
14.23.4, QSR International) to facilitate analysis.

2.3 | Data Analysis

Reflexive thematic analysis [23] was utilised to identify thematic
patterns across the dataset. Both inductive and deductive coding
approaches were employed to identify key themes in the tran-
scripts. Open codes were generated from initial concepts iden-
tified in the focus group transcripts. After coding all the
transcripts, initial focus groups were inductively reanalysed at
the end of data collection to ensure no coding was missed in
earlier transcripts. Axial codes were then developed to link these
concepts and connect codes before themes were defined and
named. Frequent discussions among the research team about
data helped to ensure the robustness of data interpretation. The
research team included members with backgrounds in psycho‐
oncology, qualitative methods, and health psychology, with
further details on team member backgrounds and data coding
provided in Supplementary Materials. Preliminary results were
presented back to departmental stakeholders during data anal-
ysis with opportunity for feedback provided.

Themes were then mapped to the constructs of Normalisation
process theory (NPT). NPT seeks to assist with understanding
the practices contributing to the integration of new in-
terventions into the healthcare system to the extent that they
become routine [24]. NPT seeks to take into account the
complexity of real‐world healthcare settings and local working
practices to allow for identification of opportunities for service
improvement that are feasible and practical to stakeholders in
the process [25]. NPT has been used to assist in understanding
factors influencing integration of complex interventions and
processes into health care settings [26], and uses four constructs
to assist with assessment, detailed in Table 2.
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3 | Results

3.1 | Participants

The sample comprised 26 participants across 8 focus groups
(run time Mean = 58 min; range 55–62 min, group size 2—5
participants) currently working in outpatient oncology. Ten
participants were medical staff, 15 were nursing staff and one
was an Allied Health staff. Job roles have been grouped for
anonymity, participants included senior medical oncologists,
junior medical staff, nurse practitioners, registered nurses and
cancer support nurses. Participants had between 11 months and
34 years of outpatient oncology experience (Mean = 15 years),
with seven participants having over 20 years of experience in
oncology and five having less than 5 years of experience.

Seven themes were identified and mapped to NPT constructs
(see Table 3) to contextualise the content of the theme and its
influence on the overall normalisation of mental healthcare
within the oncology outpatient setting. Each theme is discussed
in the following sections.

3.1.1 | Coherence: Sense‐Making by Participants, the
Understanding Individuals and Organisations Need to
Facilitate Embedding of a Practice Into Routine Care

3.1.1.1 | Theme 1: Mental Health Support During
Treatment is an Unmet Need That Impacts Medical Care.
HCPs consistently identified that mental health during treat-
ment is ‘something we need to address as clinicians more’ (P8)
and were unanimous in their view that current management is
insufficient. Clinicians explained that for some patients, the
inability to support and manage mental health during treatment
led to instances where ‘life span was shortened as a result’ (P22)
of suboptimal treatment engagement. HCPs felt strongly that
psychological support during treatment is required as part of
cancer treatment as an adjunct to medical treatment: ‘we have to
have a chemotherapy nurse because if you don't deliver

chemotherapy you are not doing the basics of cancer care…equally
we should have… mental health care professionals’ (P4). A clear
distinction was drawn between patients who have pre‐existing
mental health conditions who are ‘actually well supported’
(P19), and those whose mental health distress is directly
linked to ‘not coping with the whole experience of having
cancer’ (P9). The strongest unmet needs were identified to be
related to ‘the psychosocial and existential angst that patients
have’ (P9) and needing ‘help adjusting to their diagnosis’ (P5).
Cancer‐specific mental health support services ‘that can
respond in a timely and comprehensive manner’ (P5) were
repeatedly noted as strongly desired, but absent from current
care pathways, something that was reported as noticeable to
patients.

Nobody really has access to ongoing cancer‐related
psychological support … that just doesn't exist…pa-
tients kind of expect that it does exist and are … taken
aback when it doesn’t.

(P4)

3.1.2 | Cognitive Participation: Relates to the Work
Individuals and Organisations Need to do to Engage With
a Process and the Willingness of Individuals to Engage
With a Process

3.1.2.1 | Theme 2: Barriers to Initiating Conversations
About Mental Health. Due to a lack of adequate referral
and management options, HCPs disclosed that mental health
had become ‘something that you actively avoid asking about’ (P9).
Personal discomfort around addressing patient mental health
was also reported as a factor in initiating conversations about
mental health: ‘it's hard on the nurses … to have those conver-
sations’ (P20). HCP mood was also reported as a deterrent to
cognitive participation in the assessment and referral process for
patient mental health: ‘my mood and the sort of the stress of
today contributes to my willingness to want to really engage or not

TABLE 2 | NPT construct definitions [27].

NPT construct
Coherence Sense‐making by participants, the understanding individuals and

organisations need to facilitate embedding of a practice into routine care

Cognitive participation Relates to the work individuals and organisations need to do to engage with a
process and the willingness of individuals to engage with a process

Collective action Refers to the work required by the individual and the organisation to complete
the process and how this can fit in with current processes

Reflexive monitoring How individuals or the organisation appraises and assesses the effectiveness of
the process

TABLE 1 | Focus group guide.

– Tell me about how patient mental health is currently being managed during the treatment period.

– What is working well about how you manage patients who are struggling with their mental health while being treated?

– What are the challenges with supporting the mental health of your patients?

– What do you think could be done better to manage psychologically distressed patients?
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really engage’ (P12). HCPs expressed that feelings of futility
asking about mental health and avoidance of asking, stem from
an inability to refer to appropriate support: ‘every clinic some-
body is whinging to me about their mental health and I have
nothing to offer them and it drives me nuts’ (P6), ‘you feel really
helpless as the health professional when they're asking for help
and there's not much you can provide for them’ (P23).

3.1.2.2 | Theme 3: A Desire for Integrated Mental
Health Care Within Oncology. HCPs repeatedly expressed
a desire for mental health care to be ‘integrated in [to] our ser-
vice’ (P5) in a meaningful way. Examples of meaningful inte-
gration included having ‘a psychologist or a psychiatrist who can
actually be there and be a part of the team rather than this person
on the bottom of a letterhead’ (P9), where mental health pro-
fessionals are ‘part of the multi‐disciplinary team’ (P6) and ‘more
social workers here [in the chemotherapy day unit]’ (P17). As well
as providing support directly to patients, HCPs wanted mental
health professionals accessible to them: ‘It would be really
useful to have…somebody we can talk to easily about patients
we're worried about’ (P1), ‘I'd also like to see support for
oncology staff… clinical supervision being made accessible
routinely as well to help with staff mental health and dealing
with very complex patients’ (P22).

3.1.3 | Collective Action: Refers to the Work Required
by the Individual and the Organisation to Complete the
Process and How This can Fit in With Current Processes

3.1.3.1 | Theme 4: Reliance on Experience in the
Absence of Formal Mental Health Supports. The ‘lack of
understanding of mental health conditions’ (P1) and a lack of
‘any formal mental health training … since med[ical] school’ (P9)
has led HCPs to rely on experiential learning rather than formal
training. Decision‐making is guided by ‘what you've learnt from
necessity and just by example’ (P15):

We get things done because…we just knew who the
right people were to go and talk to and ask.

(P14)

Current management relies on a few key staff members who
‘stop everything from falling apart’ (P12) and who have ‘very, very
good institutional knowledge having been here for a number of
years’ (P7). HCPs felt that the addition of staff with specialised
mental health knowledge would improve their ability to address
patient mental health with patient navigators, nurse practi-
tioners, or social workers and psychologists ‘with expertise in
oncology’ (P11) all viewed as potential knowledge sources.

3.1.3.2 | Theme 5: Limited Time to Prioritise Mental
Health Support. HCPs reported insufficient time to provide
integrated mental health support during treatment:

I know I haven't got the time to invest in what they
need because I know I don't have the time to invest
what I have in what I have to do.

(P14)

HCPs reported needing to limit conversations about mental
health to prioritise physical health concerns due to lack of time
to provide holistic care: ‘you've got a 20 min appointment…I
struggle to do all the medical stuff in that time’ (P4). Participants
identified that often ‘we know that somebody might need some-
thing, but we don't necessarily have the time to invest in it’ (P14)
with the lack of ‘private space for talking’ (P22) for nursing staff
further preventing conversations about mental health from
occurring. The department's capacity to consistently support
patient mental health and engage in sustained collective action
is challenged by these constraints, often placing the burden of
service identification back on patients, whose access to support
often then depends on ‘how resourceful the patient is’ (P26).

3.1.3.3 | Theme 6: Available Support is Inequitable.
Participants reported that ‘inequity of care is a real challenge’
(P2), and that ‘there is a disparity without a doubt’ (P26) in what
patients are currently able to access. For tumour groups where
there was more resourcing and support available this was re-
ported to be visible to patients:

A quote from one of my patients is ‘Why is it that the
breast patient gets a nurse to come and talk to her, and

TABLE 3 | NPT constructs [27] and corresponding themes.

NPT construct and it's description Theme
Coherence Sense‐making by participants, the understanding

individuals and organisations need to facilitate
embedding of a practice into routine care

1. Mental health support during treatment is an unmet
need that impacts medical care

Cognitive
participation

Relates to the work individuals and organisations need
to do to engage with a process and the willingness of

individuals to engage with a process

2. Barriers to initiating conversations about mental
health

3. A desire for integrated mental health care within
oncology

Collective
action

Refers to the work required by the individual and the
organisation to complete the process and how this can

fit in with current processes

4. Reliance on experience in the absence of formal
mental health supports

5. A lack of capacity to prioritise mental health support
6. Available support is inequitable

Reflexive
monitoring

How individuals or the organisation appraises and
assesses the effectiveness of the process

7. Lack of accountability around managing patient
mental health
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I've got bowel cancer and there's nobody for me to
talk to?’.

(P1)

Cultural and language barriers further contribute to disparities:
‘It's hard enough to find support when you're white and speak
English’ (P9), with feelings that ‘public health should really be
able to support those patients in terms of getting the psychological
support as well’ (P11). For those wishing to access support in the
community ‘the out of pocket cost can be prohibitive for many of
the patients’ (P13). HCPs expressed a desire that any changes to
current processes be equitable. HCPs from tumour streams with
higher resourcing felt that ‘what we have is really what should be
the bare minimum for everybody’ (P9). When describing ideal
changes to current practices, there was a clear collective
commitment to advocating for systemic changes that promote
fairness and inclusivity of care.

3.1.4 | Reflexive Monitoring: How individuals or the
Organisation Appraises and Assesses the Effectiveness of
the Process

3.1.4.1 | Theme 7: Role Clarity and Accountability for
Managing Patient Mental Health. HCPs highlighted a
need for staff to have clarity regarding whose role includes
managing mental health assessment and referral. In the absence
of accessible mental health professionals, there is a lack of
clarity about job roles and responsibility in relation to mental
health. Some HCPs expressed attitudes that ‘we don't have the
expertise ourselves’ (P22) and therefore ‘its really not our role’
(P14). This attitude is compounded by a lack of clarity around
referral pathways and whose job it is to refer for onward
support:

…I'm too busy and I'll leave it to [ward staff], but
they're too busy and they've all left it to [me]…or we
think the GP is going to, the consultant's going to do it,
and they don't do it.

(P14)

The absence of specific staff delegated to monitor patient mental
health management was described as a contributor to inaction:
‘I would guess that that's quite a big component of it…the lack of
accountability. So if you ask me, how do I feel about [assessment
and referral] not happening? Well, I don't really feel like a huge
deal because like I don't actually know the scale of that issue’ (P8).
The absence of clear reflexive monitoring means the scale of
mental health management needs is unknown, and this ambi-
guity paired with uncertainty on whose role it is to manage
mental health undermines concrete steps for sustained im-
provements in mental health management.

3.1.5 | Short‐Term Opportunities to Enhance Mental
Health Support in Outpatient Oncology

Despite the challenges noted, HCPs felt that short‐term initia-
tives were both beneficial and feasible. HCPs suggested that
refining the way mental health is documented in clinical notes

would help clinicians to know if the patient has discussed their
mental health as part of another visit: ‘it's not always easy to find
out if someone has [discussed it]’ (P16). A reduction of ‘vague
aphorisms like struggling with illness where you don't know if
that's a physical or emotional problem’ (P8) and ensuring any
discussion about mental health are explicitly referenced so other
staff don't need to ‘spend hours trawling through [medical re-
cords]’ (P16) would assist to target limited clinical time to
mental health where helpful.

Similarly, collation of experiential and institutional knowledge
into centralised and accessible referral pathways with ‘a very
rigid structure’ (P14) to make it ‘clearer whose responsibility is it’
(P14) would assist to ensure mental health is supported in a
more ‘formalised and automatic’ (P9) way. HCPs have the
motivation and desire to refer on but lack the time to work out
how to do this: ‘I don't necessarily know what's available…going
through intermediates takes longer’ (P8).

HCPs strongly desired ‘support for oncology staff…with clinical
[mental health] supervision made accessible’ (P22) to assist with
having open conversations around mental health—‘it's really,
really important to be able to chat things through with each other’
(P25). As well as peer‐based supervision, HCPs also felt strongly
that supportive care focussed multidisciplinary meetings could
provide a forum to troubleshoot as well as potentially being a
training support for junior staff.

4 | Discussions

This study investigated the factors impacting mental health
management during outpatient oncology treatment. We identi-
fied multiple factors influencing the effectiveness of current
practices and contributing to a lack of normalisation and inte-
gration into standard clinical practice. Like previous research,
lack of time to speak to a patient about their mental health or to
refer patients to mental health support [15], as well as a lack of
staff with formal mental health training [19] were contributors.
Additionally, this study documented feelings of futility and lack
of accountability to further contribute to HCPs ability and
willingness to engage patients in conversations about their
mental health.

HCPs in this study expressed a desire for clearer and more
accessible pathways to manage patient mental health during
outpatient treatment. Clearly defined mental health care goals
tailored to specific institutions, their resources and their patient
population are crucial for sustained implementation—it is
important to meet staff expectations that the supports that they
can offer to patients will be accessible and will not incur out‐of‐
pocket costs in areas where this would be unsustainable for
many patients. Establishing institutional standards may help to
improve organisational accountability and help to start inte-
grating mental health care more formally into oncology staff
workflows, enhancing patient engagement with treatment.

Clarification of roles and responsibilities may also help to
manage feelings of futility expressed by HCPs in this study—for
example oncology staff who perceive themselves to have more
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control over their patient care are at lower risk for feelings of
guilt and helplessness [28]. Providing clear role boundaries and
expectations that staff can follow may assist to reduce feelings of
futility by giving clinicians guidance on what supports they may
be able to offer to their patients even where integrated or sus-
tained private psychological support may be inaccessible. As
suggested by participants in this study, peer support and dis-
cussion of staff experiences providing mental health support to
patients may also provide opportunities to alleviate feelings of
futility. Peer support within oncology is cost‐effective and re-
duces feelings of burnout and isolation both for oncologists [29]
and oncology nurses [30].

Reported experiences of oncology staff reflect wider systemic
concerns, as reported in the Royal Commission into Victoria's
Mental Health System [31]. The report highlighted the inequity
of service access and the need to provide care that is accessible
and integrated into current care pathways both in hospitals and
in the community. The heightened emphasis on mental health
due to the Royal Commission and COVID lockdowns has
spotlighted limited mental health resources. Without adequate
support for change, the visibility of this service gap may
demoralize staff over time, eroding the coherent desire for
change observed in this study. Organisational and government
support is necessary not only to improve service accessibility for
patients, but also to support HCPs to address patient mental
health. While health and quality of life benefits of mental health
support for people with cancer are known [32, 33] and previous
research has determined psychological interventions are
economically beneficial [34], updated economic modelling
quantifying the potential financial benefit to institutions and the
wider community may assist with funding mental health sup-
port in oncology.

4.1 | Study Limitations

There is a potential bias among participants, as those who chose
to participate in the focus groups may have particularly strong
views or experiences related to mental health care in oncology,
which may not be representative of all staff. Another limitation
is that the application of NPT focuses primarily on under-
standing healthcare practices from the perspective of healthcare
professionals, thereby neglecting the patient perspective. Con-
firming and complementing the proposed changes with direct
patient feedback would assist with confirming proposed
changes effectively meet patient needs. Future research should
aim to incorporate patient perspectives to provide a more
comprehensive understanding of integration of mental health
support within oncology care. Group sizes ranged from 2 to 5
participants. While smaller groups may yield less interactive
discussion, it was an active choice made to reduce potential
power dynamics where staff were in groups with their own
managers. Future studies could consider grouping participants
across different institutions to further reduce these dynamics
and foster broader exchange of ideas and perspectives. As this
was a single institution study, further research at other in-
stitutions, particularly those with dedicated psychological sup-
port for oncology patients may help to contrast and confirm

perspectives and experiences across the healthcare system.
Furthermore, documenting perspectives of other job roles not
represented at this institution (e.g. in community health) may
be helpful to further understanding system‐wide concerns,
particularly for allied health staff. Including the perspectives of
mental health clinicians working in oncology departments
would also strengthen results, especially for those institutions
where such staff are already integrated. Similarly, as this study
was conducted within the Australian healthcare system, find-
ings may not reflect experiences of oncology staff working
internationally due to differences in healthcare systems, funding
and the degree of mental health integration.

4.2 | Clinical Implications

In the long term, hiring specialist mental health staff and
integrating them into oncology departments will likely have the
greatest impact on enhancing the ability of oncology staff to
support patients' mental health during treatment, and ulti-
mately will benefit patients who will then have access to more
comprehensive mental health support. This study highlighted
several constraints that are impeding the ability of staff to
engage in mental health assessment and management as part of
their normal workflow despite the expressed desire to improve
current practices, and provides direction for shorter term, im-
pactful changes. Combatting feelings of futility and low efficacy
among staff may provide the most impactful changes in the
short‐term with minimal budget required. Organisational sup-
port for more open conversations around mental health for
example through formal multidisciplinary peer support would
allow staff to take advantage of vast experiential learning pre-
sent within teams as well as providing opportunities to under-
mine feelings of futility expressed in this study.

5 | Conclusion

The need to improve the management of mental health in
oncology outpatient settings is evident. Broader systemic con-
straints including lack of time, space and training to facilitate
discussions regarding patient mental health may make rapid,
large‐scale changes challenging. However, this study demon-
strates that short‐term initiatives such as more explicit docu-
mentation of mental health concerns in medical records,
creation of central referral pathways, and clinical supervision
for all staff about patient mental health can help and were re-
ported as desirable by oncology staff.

Author Contributions

Elizabeth Matthews: conceptualization, data curation, investigation,
formal analysis, methodology, project administration, writing – original
draft. Kate Webber: conceptualization, validation, writing – review and
editing. Joshua F. Wiley: conceptualization, validation, writing – re-
view and editing. Catriona Parker: conceptualization, investigation,
formal analysis, methodology, validation, writing – review and editing.

6 of 8 Psycho‐Oncology, 2025



Acknowledgements

This research was supported by an Australian Government Research
Training Programme (RTP) Scholarship. Joshua F. Wiley is supported
by a NHMRC fellowship (1178487). Open access publishing facilitated
by Monash University, as part of the Wiley ‐ Monash University
agreement via the Council of Australian University Librarians.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The data that support the findings of this study are available from the
corresponding author upon reasonable request.

References

1. S. Dunne, O. Mooney, L. Coffey, et al., “Psychological Variables
Associated With Quality of Life Following Primary Treatment for Head
and Neck Cancer: A Systematic Review of the Literature From 2004 to
2015,” Psycho‐Oncology 26, no. 2 (2017): 149–160, https://doi.org/10.
1002/pon.4109.

2. B. Muzzatti, F. Bomben, C. Flaiban, M. Piccinin, and M. A.
Annunziata, “Quality of Life and Psychological Distress During Cancer:
A Prospective Observational Study Involving Young Breast Cancer Fe-
male Patients,” BMC Cancer 20, no. 1 (2020): 758, https://doi.org/10.
1186/s12885‐020‐07272‐8.

3. Y. H. Wang, A. Aggarwal, R. Stewart, and E. A. Davies, “Impact of
Pre‐Existing Mental Health Disorders on the Receipt of Guideline
Recommended Cancer Treatments: A Systematic Review,” Psycho‐
Oncology 32, no. 3 (2023): 307–330, https://doi.org/10.1002/pon.6081.

4. J. Anderson, A. N. Slade, P. R. McDonagh, W. Burton, and E. C.
Fields, “The Long‐Lasting Relationship of Distress on Radiation
Oncology‐Specific Clinical Outcomes,” Adv Radiat Oncol 4, no. 2 (2019):
354–361, https://doi.org/10.1016/j.adro.2018.11.001.

5. F. E. Van Beek, L. M. A. Wijnhoven, K. Holtmaat, et al., “Psycho-
logical Problems Among Cancer Patients in Relation to Healthcare and
Societal Costs: A Systematic Review,” Psycho‐Oncology 30, no. 11 (2021):
1801–1835, https://doi.org/10.1002/pon.5753.

6. K. N. Roche, D. Cooper, T. S. Armstrong, and A. L. King, “The Link
Between Psychological Distress and Survival in Solid Tumor Patients: A
Systematic Review,” Cancer Medicine 12, no. 3 (2023): 3343–3364,
https://doi.org/10.1002/cam4.5200.

7. D. Kirk, I. Kabdebo, and L. Whitehead, “Prevalence of Distress, its
Associated Factors and Referral to Support Services in People With
Cancer,” Journal of Clinical Nursing 30, no. 19–20 (2021): 2873–2885,
https://doi.org/10.1111/jocn.15794.

8. J. C. Newton, M. O'Connor, C. Saunders, et al., “The Role of Psy-
chosocial Support in the Experiences of People Living With Advanced
Cancer: A Qualitative Exploration of Patients' Perspectives,” Psycho‐
Oncology 30, no. 3 (2021): 287–295, https://doi.org/10.1002/pon.5569.

9. L. E. Carlson, “Psychosocial and Integrative Oncology: Interventions
Across the Disease Trajectory,” Annual Review of Psychology 74, no. 1
(2023): 457–487, https://doi.org/10.1146/annurev‐psych‐032620‐031757.

10. Y. Wang and W. Feng, “Cancer‐Related Psychosocial Challenges,”
General Psychiatry 35, no. 5 (2022): e100871, https://doi.org/10.1136/
gpsych‐2022‐100871.

11. L. Rynar, J. Kaplan, and P. Fank, “Consultation Models in Psy-
chosocial Oncology,” Supportive Care in Cancer 33, no. 5 (2025): 407,
https://doi.org/10.1007/s00520‐025‐09418‐5.

12. O. Bellas, E. Kemp, L. Edney, C. Oster, and J. Roseleur, “The Im-
pacts of Unmet Supportive Care Needs of Cancer Survivors in Australia:

A Qualitative Systematic Review,” European Journal of Cancer Care 31,
no. 6 (2022): e13726, https://doi.org/10.1111/ecc.13726.

13. A. Meijer, M. Roseman, V. C. Delisle, et al., “Effects of Screening for
Psychological Distress on Patient Outcomes in Cancer: A Systematic
Review,” Journal of Psychosomatic Research 75, no. 1 (2013): 1–17,
https://doi.org/10.1016/j.jpsychores.2013.01.012.

14. CancerAustralia. Clinical Guidance for Responding to Suffering in
Adults With Cancer (Cancer Australia, June 2014).

15. E. A. Fradgley, E. Byrnes, K. McCarter, et al., “A Cross‐Sectional
Audit of Current Practices and Areas for Improvement of Distress
Screening and Management in Australian Cancer Services: Is There a
Will and a Way to Improve?,” Supportive Care in Cancer 28, no. 1 (2020):
249–259, https://doi.org/10.1007/s00520‐019‐04801‐5.

16. C. Civilotti, D. Lucchini, G. Fogazzi, et al., “The Role of Integrated
Psychological Support in Breast Cancer Patients: A Randomized Mon-
ocentric Prospective Study Evaluating the Fil‐Rouge Integrated Psycho‐
Oncological Support (FRIPOS) Program,” Supportive Care in Cancer 31,
no. 5 (2023): 266, https://doi.org/10.1007/s00520‐023‐07732‐4.

17. K. E. Irwin, E. R. Park, L. E. Fields, et al., “Bridge: Person‐Centered
Collaborative Care for Patients With Serious Mental Illness and Can-
cer,” Oncologist 24, no. 7 (2019): 901–910, https://doi.org/10.1634/theon
cologist.2018‐0488.

18. M. Sharpe, J. Walker, C. Holm Hansen, et al., “Integrated Collab-
orative Care for Comorbid Major Depression in Patients With Cancer
(SMaRT Oncology‐2): A Multicentre Randomised Controlled Effective-
ness Trial,” Lancet 384, no. 9948 (2014): 1099–1108, https://doi.org/10.
1016/s0140‐6736(14)61231‐9.

19. L. Dreismann, A. Goretzki, V. Ginger, and T. Zimmermann, “What
if… I Asked Cancer Patients About Psychological Distress? Barriers in
Psycho‐Oncological Screening From the Perspective of Nurses‐A Qual-
itative Analysis,” Frontiers in Psychiatry 12 (2021): 786691, https://doi.
org/10.3389/fpsyt.2021.786691.

20. B. Senf, J. Fettel, C. Demmerle, and P. Maiwurm, “Physicians' At-
titudes Towards Psycho‐Oncology, Perceived Barriers, and Psychosocial
Competencies: Indicators of Successful Implementation of Adjunctive
Psycho‐Oncological Care?,” Psycho‐Oncology 28, no. 2 (2019): 415–422,
https://doi.org/10.1002/pon.4962.

21. A. Tong, P. Sainsbury, and J. Craig, “Consolidated Criteria for
Reporting Qualitative Research (COREQ): A 32‐item Checklist for In-
terviews and Focus Groups,” International Journal for Quality in Health
Care 19, no. 6 (2007): 349–357, https://doi.org/10.1093/intqhc/mzm042.

22. M. Hennink and B. N. Kaiser, “Sample Sizes for Saturation in Qual-
itative Research: A Systematic Review of Empirical Tests,” Social Sci-
ence & Medicine 292 (2022): 114523, https://doi.org/10.1016/j.socscimed.
2021.114523.

23. V. Braun and V. Clarke, “Conceptual and Design Thinking for
Thematic Analysis,” Qualitative Psychology 9, no. 1 (2022): 3–26, https://
doi.org/10.1037/qup0000196.

24. C. May, “A Rational Model for Assessing and Evaluating Complex
Interventions in Health Care,” BMC Health Services Research 6, no. 1
(2006): 86, https://doi.org/10.1186/1472‐6963‐6‐86.

25. E. Murray, S. Treweek, C. Pope, et al., “Normalisation Process
Theory: A Framework for Developing, Evaluating and Implementing
Complex Interventions,” BMC Medicine 8, no. 1 (2010): 63, https://doi.
org/10.1186/1741‐7015‐8‐63.

26. C. R. May, A. Cummings, M. Girling, et al., “Using Normalization
Process Theory in Feasibility Studies and Process Evaluations of Com-
plex Healthcare Interventions: A Systematic Review,” Implementation
Science 13, no. 1 (2018): 80, https://doi.org/10.1186/s13012‐018‐0758‐1.

27. C. May and T. Finch, “Implementing, Embedding, and Integrating
Practices: An Outline of Normalization Process Theory,” Sociology 43,
no. 3 (2009): 535–554, https://doi.org/10.1177/0038038509103208.

7 of 8

https://doi.org/10.1002/pon.4109
https://doi.org/10.1002/pon.4109
https://doi.org/10.1186/s12885-020-07272-8
https://doi.org/10.1186/s12885-020-07272-8
https://doi.org/10.1002/pon.6081
https://doi.org/10.1016/j.adro.2018.11.001
https://doi.org/10.1002/pon.5753
https://doi.org/10.1002/cam4.5200
https://doi.org/10.1111/jocn.15794
https://doi.org/10.1002/pon.5569
https://doi.org/10.1146/annurev-psych-032620-031757
https://doi.org/10.1136/gpsych-2022-100871
https://doi.org/10.1136/gpsych-2022-100871
https://doi.org/10.1007/s00520-025-09418-5
https://doi.org/10.1111/ecc.13726
https://doi.org/10.1016/j.jpsychores.2013.01.012
https://doi.org/10.1007/s00520-019-04801-5
https://doi.org/10.1007/s00520-023-07732-4
https://doi.org/10.1634/theoncologist.2018-0488
https://doi.org/10.1634/theoncologist.2018-0488
https://doi.org/10.1016/s0140-6736(14)61231-9
https://doi.org/10.1016/s0140-6736(14)61231-9
https://doi.org/10.3389/fpsyt.2021.786691
https://doi.org/10.3389/fpsyt.2021.786691
https://doi.org/10.1002/pon.4962
https://doi.org/10.1093/intqhc/mzm042
https://doi.org/10.1016/j.socscimed.2021.114523
https://doi.org/10.1016/j.socscimed.2021.114523
https://doi.org/10.1037/qup0000196
https://doi.org/10.1037/qup0000196
https://doi.org/10.1186/1472-6963-6-86
https://doi.org/10.1186/1741-7015-8-63
https://doi.org/10.1186/1741-7015-8-63
https://doi.org/10.1186/s13012-018-0758-1
https://doi.org/10.1177/0038038509103208


28. M. Braun, L. Naor, I. Hasson‐Ohayon, and G. Goldzweig, “Oncol-
ogists’ Locus of Control, Compassion Fatigue, Compassion Satisfaction,
and the Mediating Role of Helplessness,” Current Oncology 29, no. 3
(2022): 1634–1644, https://doi.org/10.3390/curroncol29030137.

29. F. J. Hlubocky, D. C. McFarland, A. L. Back, et al., “Development,
Feasibility, and Acceptability of an Oncologist Group Peer Support
Program From ASCO's Clinician Well‐Being Task Force,” JCO Oncology
Practice 19, no. 8 (2023): 669–675, https://doi.org/10.1200/op.23.00068.

30. E. Wittenberg‐Lyles, J. Goldsmith, and J. Reno, “Perceived Benefits
and Challenges of an Oncology Nurse Support Group,” Clinical Journal
of Oncology Nursing 18, no. 4 (2014): E71–E76, https://doi.org/10.1188/
14.cjon.e71‐e76.

31. Victorian Government. Royal Commission into Victoria's Mental
Health System (Victorian Government, 2021).

32. C. A. Paley, J. W. Boland, M. Santarelli, F. E. M. Murtagh, L. Ziegler,
and E. J. Chapman, “Non‐Pharmacological Interventions to Manage
Psychological Distress in Patients Living With Cancer: A Systematic
Review,” BMC Palliative Care 22, no. 1 (2023): 88, https://doi.org/10.
1186/s12904‐023‐01202‐8.

33. A. Zhang, K. Wang, K. Blumenstein, et al., “For Whom and What
Outcomes Does Cognitive‐Behavioral‐Therapy Work Among Cancer
Survivors: A Systematic Review and Meta‐Analysis,” Supportive Care in
Cancer 30, no. 11 (2022): 8625–8636, https://doi.org/10.1007/s00520‐
022‐07337‐3.

34. M. Dieng, A. E. Cust, N. A. Kasparian, G. J. Mann, and R. L.
Morton, “Economic Evaluations of Psychosocial Interventions in Can-
cer: A Systematic Review,” Psycho‐Oncology 25, no. 12 (2016): 1380–
1392, https://doi.org/10.1002/pon.4075.

Supporting Information

Additional supporting information can be found online in the Sup-
porting Information section.

8 of 8 Psycho‐Oncology, 2025

https://doi.org/10.3390/curroncol29030137
https://doi.org/10.1200/op.23.00068
https://doi.org/10.1188/14.cjon.e71-e76
https://doi.org/10.1188/14.cjon.e71-e76
https://doi.org/10.1186/s12904-023-01202-8
https://doi.org/10.1186/s12904-023-01202-8
https://doi.org/10.1007/s00520-022-07337-3
https://doi.org/10.1007/s00520-022-07337-3
https://doi.org/10.1002/pon.4075

	Providing Outpatient Oncology Mental Health Support: Understanding Staff Perspectives
	1 | Background
	2 | Methods
	2.1 | Participants
	2.2 | Data Collection
	2.3 | Data Analysis

	3 | Results
	3.1 | Participants
	3.1.1 | Coherence: Sense‐Making by Participants, the Understanding Individuals and Organisations Need to Facilitate Embeddi ...


	Theme 1: Mental Health Support During Treatment is an Unmet Need That Impacts Medical Care
	Outline placeholder
	3.1.2 | Cognitive Participation: Relates to the Work Individuals and Organisations Need to do to Engage With a Process and  ...


	Theme 2: Barriers to Initiating Conversations About Mental Health
	Theme 3: A Desire for Integrated Mental Health Care Within Oncology
	Outline placeholder
	3.1.3 | Collective Action: Refers to the Work Required by the Individual and the Organisation to Complete the Process and H ...


	Theme 4: Reliance on Experience in the Absence of Formal Mental Health Supports
	Theme 5: Limited Time to Prioritise Mental Health Support
	Theme 6: Available Support is Inequitable
	Outline placeholder
	3.1.4 | Reflexive Monitoring: How individuals or the Organisation Appraises and Assesses the Effectiveness of the Process


	Theme 7: Role Clarity and Accountability for Managing Patient Mental Health
	Outline placeholder
	3.1.5 | Short‐Term Opportunities to Enhance Mental Health Support in Outpatient Oncology


	4 | Discussions
	4.1 | Study Limitations
	4.2 | Clinical Implications

	5 | Conclusion
	Author Contributions
	Acknowledgements
	Conflicts of Interest
	Data Availability Statement


