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EXECUTIVE SUMMARY

This pilot implementation study was run as a single arm study to examine the feasibility of
conducting a collaborative care model for the treatment of cancer-related depression using
community-based psychologists and general practitioners, with supervision provided by
hospital-based psycho-oncologists and psychiatrists to collaboratively reduce the symptoms of
depression in people living with cancer.
Background: Victorian oncology services have severe shortages of psycho-oncology staff,
who are currently unable to respond to the clinical need without excessive waiting lists and
resultant risk to patient care when depression is severe and suicidality results. A pool of
community psychologists are covered by Medicare funding, but underutilised for this need
because of lack of familiarity and comfort in treating patients receiving complex cancer care.
The collaborative care paradigm has been well researched and shown to enhance clinical care
in international studies, where hospital staff supervise community-based clinicians.
Aims: We sought to educate a cohort of community psychologists about the principles of
cancer care, the psycho-existential challenges that result, and can culminate in the development
of depressive disorders. We aimed to train and supervise them to effectively deliver a
manualised cognitive-coping intervention, previously proven in RCTs to successfully treat
cancer-related depression. We prepared psychotropic medication algorithms for general
practitioners to assist in the pharmacological management of depression. Our primary aim was
the clinically significant 5-point reduction in the score of a validated measure of depressive
symptoms, the Patient Health Questionnaire-9 (PHQ-9).
Methods: We recruited 12 community-based psychologists who practised near Peninsula
Health, Moorabbin Hospital (Monash Cancer Centre) and Cabrini Brighton, and trained them
through a one-day intensive workshop in understanding the nature of cancer and its treatment,
together with the use of a 7-session, structured, cognitive and coping psychotherapy model,
proven in formal studies to alleviate depression and enhance coping in cancer care. We
recruited 24 patients with clinical depression from these three cancer services, based on
eligibility criteria of Distress Thermometer ≥ 4 and PHQ-9 ≥ 8. Weekly supervision was
available to the community psychologists from one of a team of three hospital supervisors (one
psychiatrist and two psychologists). Change in PHQ-9 scores were monitored from session to
session to empower liaison with general practitioners and adjustment of antidepressants as
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needed. Feasibility was set a priori at >70% completion. The primary outcomes were change
in PHQ-9 score post therapy and at 12 weeks post intervention. Independent qualitative and
quantitative evaluations were undertaken.
Results: The primary outcome of a 5-point PHQ-9 reduction was achieved by 78.6% pf
patients. From a baseline mean PHQ-9 score = 16.6 (SD 5.3), PHQ-9 fell by 12 weeks posttreatment to mean PHQ-9 = 7.9 (SD 6.7), change score = -8.7, t=4.507, p = 0.001, a large effect
size of 1.4.
For secondary outcomes, unmet supportive care needs were significantly improved (SCNS
Change score -20.2, Wilcoxon z= -2.669, p = 0.005, effect size = 0.7), with gains in
psychological, informational and daily living needs, but not sexual or pragmatic support. Total
quality of life improved (AQoL8 change score +6.1, Wilcoxon z= -2.073, p = 0.037, effect size
=0.6), with the key gain in mental health (effect size = 0.5).
The feasibility of the model of therapy was confirmed, with 17/24 (71%) patients completing
the therapy, with one death, 3 study withdrawals, and 3 participants not returning the 12-week
post therapy questionnaire. The qualitative evaluation recognised that patients were more
adherent to prescribed antidepressants by the general practitioners as a result of the
psychologists’ input and liaison with the GP. Clinicians were very supportive of the
collaborative care model as a successful, necessary and important means to address the mental
health of patients with cancer.
Conclusion: This collaborative model of caring for cancer patients with depression is feasible
and readily implemented in this manner. If Integrated Care Services across the State of Victoria
provided support for its implementation more broadly, substantial unmet needs could be
addressed. Exploration is warranted to confirm the availability of hospital-based psychiatrists
and psychologists to provide supervision so that a larger number of community psychologists
can be trained to take part in psycho-oncology care provision, particularly in regional and rural
settings.
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Introduction to the Collaborative Care for Cancer Patients with
Depression pilot program.
The detailed implementation protocol is attached as an Appendix (Appendix 3).

Clinical depression is highly prevalent in cancer patients and survivors. If undetected or undertreated, depression can adversely impact quality of life and coping with disease burden. Shared
care is a model that harnesses community psychologists and general practitioners to work with
hospital-based oncology staff to collaboratively build a workforce to better treat patients with
cancer-related depression, the most serious of the psychiatric disorders to impair quality of life
in cancer care.
The prevalence of clinical depression among patients with cancer is generally accepted to lie
in the 10-15% range and be the most serious of mental health issues, resulting in high admission
and readmission rates, higher costs of care, reduced adherence to anti-cancer treatments, and
shorter overall survival from cancer. The burden of clinical depression is clear.
We have proven and effective methods to treat depression in the cancer setting. This does not
happen because of substantial understaffing of oncology programs with staff skilled to do this,
despite international recognition that such treatment is a basic human right.
Collaborative care models have been developed for the treatment of a variety of patients with
chronic medical illnesses, and involve hospital-based staff supervising treatment in the
community. Australia is well equipped to use community-based psychologists to do this. The
federally funded Better Access to Mental Health Initiative provides a framework for GPs to
refer to community psychologists [DoH 2010] who can provide Cognitive-Behavioural
Therapy. They are compensated for up to 10 consultations by Medicare. Capacity in
psychology is thus considerable – in 2017, there were 28,973 psychologists with general
registration in Australia [Psychology Board Australia, 2017]. Community psychologists only
require focused education about the oncological aspects of the patient’s presentation (e.g. sideeffects of chemotherapy, existential themes) and they will become equipped to deliver such
care.
Aim
To conduct a single arm, feasibility pilot study to examine the implementation of a
collaborative care model for the treatment of cancer-related depression using community-based
psychologists, general practitioners and hospital-based psycho-oncologists and psychiatrists to
collaboratively reduce the symptoms of depression in people living with cancer.
Study hypotheses
Primary outcome: Using the PHQ-9 measure of depression, a reduction of ≥ 5 points in the
level of depressive symptoms from baseline will be achieved at post-treatment follow-up.
Secondary outcomes: More than 70% of depressed patients with cancer will complete a
minimum of 6 sessions of the CBT-based manualised therapy delivered by community
psychologists, establishing the feasibility of the program.
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We planned to recruit psychologists in groups of 4 in a regional grouping around 3 oncology
sites, specifically Cabrini Brighton, Peninsula Health and Moorabbin Hospital. For every 4
psychologists, we planned to recruit 2+ patients per psychologist, creating groups of 8+ patients
clustered around every 4 psychologist–GP pairs. Patients were identified firstly by a Distress
Thermometer Score >4/10, and then depression was confirmed by screening with the PHQ-9
>8/27.
The Cognitive-Coping therapy was manualised and involved 6 x 1 hour initial sessions of faceto-face psychotherapy, with the option of up to 4 booster sessions as needed. Therapy
components included existential concerns, grief and loss; psychoeducation regarding
depression in cancer and conceptualisation of the vicious cycle of symptom magnification in
cancer; introduction of behavioural activation; identification of helpful and unhelpful thinking
and steps involved in cognitive restructuring; identification of core beliefs that influence
coping; strategies to optimise coping; progress review with self-management and relapse
prevention; assertive communication and engagement with social support; and strategies for
stress reduction and sleep improvement.

Therapist education, training and supervision
Our oncology clinician’s collaborated in video-recording talks so that we could deliver a oneday educational workshop to three successive groups of 4 community psychologists. The
curriculum was:
o What is Cancer (A/Prof Haines)
o Surgical Interventions (Prof McMurray)
o The Medical Oncologist (Prof Richardson)
o Immunotherapy (Dr Brady)
o Targeted Therapy (Dr Brady)
o An Overview of Radiation Therapy (Dr Porter)
o Clinical Aspects of Palliative Care (A/Prof Michael)
o The Existential Threat of Cancer (Prof Kissane)

Then psychologists were walked through the manualised intervention, session by session,
throughout the afternoon, with cancer examples considered as the various components of
therapy were reviewed.
In summary, the core components of the therapy included:
1. Focussed cognitive behavioural assessment and introduction to CBT as the
treatment model for depression;
2. Acknowledge existential concerns, grief and loss;
3. Psychoeducation regarding depression in cancer and the concept of the body
vigilance & vicious cycle of symptom magnification in cancer;
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4. Introduction of behavioural activation: scheduling activities;
5. Identification of helpful and unhelpful thinking and steps involved in cognitive
restructuring; countering fear of recurrence or progression;
6. Identification of core beliefs that influence coping, self-esteem;
7. Strategies to optimise coping and problem solving;
8. Progress review with self-management and relapse prevention;
9. Assertive communication and engagement with social support;
10. Strategies for stress reduction and sleep improvement.

In evaluating the training day, A/Prof O’Callaghan reported that community psychologists
found the training day “comprehensive, practical, excellent, and worthwhile.” Many especially
appreciated how cancer-related information increased their empathy for cancer patients’
existential and biopsychosocial issues, and felt more confident about working with people
affected by cancer beyond the project.
Because some community psychologists identified that they would not normally embark on as
extensive a model of therapy as was presented, and because some worried that they could
struggle to follow the order of topics presented in the manual, permission was given for them
to be flexible in the order they covered topics, allowing adaptation to the patients needs. Some
swapped the order of some sessions. Nevertheless, fidelity assessments using a validated
coding schema for this model of therapy showed that the majority of psychologists displayed
high fidelity to the model as set out. Allowance was made for any re-ordering of sessions.

Supervision of Psychologists
The three supervisors covered different days of the week. Supervision utilised Zoom
technology for online visual conversation about the therapy.
Psychologists needed active encouragement to communicate with oncologists and oncology
nurses, as well as general practitioners. They were not used to multidisciplinary team-work,
and seemed to naturally hesitate to telephone or email to learn about specific patients and their
cancer predicament. Once they did this, considerable benefits followed. Writing a report back
to the oncology team to summarise what they had accomplished in their therapy appeared to
be a novel idea to psychologists, an activity lying outside of their current scope of practice.

Patients recruited for this implementation
Approval was obtained from the Cabrini Human Research Ethics Committee to consent
patients for this study.
Some 24 patients were recruited, whose average age was 54.6 years, (SD=13.3). Only one
patient was male, as 86% of the group came from breast oncology clinics. Most were in fact
single or divorced/separated (82%). Most (71%) were born in Australia or another Englishspeaking country. The majority of patients (71%) had been diagnosed with cancer in the past
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year, and the rest within the past 3 years. Half the patients had early stage (50%) and the other
half late stage cancer.
Seventeen patients out of the recruited 24 completed the study (71%). At the time of data
analysis, 1 patient had died, 3 had withdrawn from the study, and 3 who had completed
therapy were still to return their final questionnaire, the 12-weeks post-therapy assessment.

Independent evaluation of the treatment experience
A quantitative statistical analysis was conducted by Dr Irene Bobevski, PhD DPsych, whose
full report is attached as an Appendix.
A qualitative evaluation was undertaken by Associate Professor Clare O’Callaghan PhD to
capture the subjective experiences of the training, supervision and application of the
collaborative care model of treatment.

Dr Bobevski reported that 71% of patients completed all therapy sessions, confirming the
feasibility of the model. A significant reduction in depressive symptoms occurred and was
sustained for 12 weeks post intervention. The primary outcome had been defined as achieving
a 5-point reduction on the PHQ-9 at 12 weeks post-treatment compared to baseline; this was
achieved for 78.6%. From a baseline mean PHQ-9 score = 16.6 (SD 5.3), PHQ-9 fell by 12
weeks post-treatment to mean PHQ-9 = 7.9 (SD 6.7), change score = -8.7, t=4.507, p = 0.001,
a large effect size of 1.4.
For secondary outcomes, unmet supportive care needs were significantly improved (SCNS
Change score -20.2, Wilcoxon z= -2.669, p = 0.005, effect size = 0.7), with gains in
psychological, informational and daily living needs, but not sexual or pragmatic support. Total
quality of life improved (AQoL8 change score +6.1, Wilcoxon z= -2.073, p = 0.037, effect size
=0.6), with the key gain in mental health (effect size = 0.5).

The qualitative evaluation conducted by A/Prof O’Callaghan reported that 1) the Shared Care
Model is needed and valuable for cancer patients; 2) the model upskilled and inspired
psychologists, and helped cancer care teams and GPs; and 3) there were multifaceted
challenges in implementing the model of care. The role of the nurse who recruited patients and
set up their appointments with psychologists was seen as pivotal to the overall operation of the
program.
In a continued application of the model across other sectors, the role of either a nurse
practitioner or clinical nurse consultant in the oncology clinics would be critical to help identify
patients who are depressed and facilitate the setting up of appointments in the community. Most
clinics do in fact have such a nursing person, who often lacks trained clinicians to whom
appropriate referrals can be made. The value of a roll-out of the collaborative care model
across Victoria would be the development of a number of community psychologists who
become upskilled and confident in managing depression in patients with cancer.
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Planning a state-wide Collaborative Care Model for the Treatment of
Cancer Patients with Depression.
A scoping study could now be undertaken to identify both the names and the willingness of a
group of consultation-liaison psychiatrists who work in our hospitals, together with hospitalbased psychologists, to engage in the future supervision of community psychologists in the
conduct of this work. Remuneration of these supervisors would be essential during an initial 12 years of establishment.
This research group is confident that sufficient community-based psychologists are located
across the state to cover the needs of cancer patients, but a scoping study could especially
confirm the presence of such clinicians in regional, rural and remote settings.
An organizational structure as found in the Integrated Cancer Services could greatly facilitate
the necessary training sessions and linkage to clinicians in the community who are willing to
be trained in any further implementation of such a model.

Steering Committee Review
The project has been supported by a Steering Committee chaired by Anna Kilgour and
comprised of the following members: Oncology – Prof Gary Richardson, A/Prof Zee Wan
Wong and Dr Yoland Antill; Psychiatry – Prof David Kissane; Psychology – Dr Raelee Chan,
Dr Jane Fletcher; General Practice – Dr Netta Duggan; Consumer – Dr Catherine Milvain;
SMICS – Seleena Sherwell; Study staff – Anne Loupis, Genevieve Murphy, Anna
Maciejewska, Adelaide Melia; and Evaluation staff – Dr Irene Bobevski, A/Prof Clare
O’Callaghan.
The Steering Committee met quarterly throughout the project, and at its final meeting on
October 10, 2019, it gave its unanimous endorsement of this project report. It noted the
following:
1. That in a statewide implementation, both psychology and general practice providers
could be invited to bulk bill patients for their services when referrals come from public
hospital services.
2. That the educational program could be strengthened by a) the addition of a video of a
breast surgeon commenting on the range of surgical treatment they offer – Miss Jenny
Senior is available to do that; b) Prof Kissane’s talk on existential issues could also be
videoed.
3. Choice could be offered to community psychologists to either employ the manualised
model of cognitive-coping psychotherapy used in this demonstration project, or they
could adopt their conventional cognitive-behavioural therapy if they felt more
comfortable doing this. While the former offers an extensive coverage of many clinical
issues, the latter can be sufficient for the treatment of a conventional depressive
disorder. If a psychologist felt burdened by taking on a more sophisticated model of
intervention, the collaborative care model can still be accomplished by usual
psychological treatments.
8
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4. The algorithms for GP guidance of antidepressant medications are available and protect
against drug interactions with hormone blocking anti-cancer therapies that some
clinicians remain unaware of.
5. For a statewide roll-out through the Integrated Cancer Services, the educational model
employed in this demonstration program could be used, supervision by local hospital
teams could be funded during the start-up period, and stable linkages could be
established with community-based psychologists, who might profit by annual up-date
educational events coordinated by the ICS. Professor Kissane would be available to
provide initial train-the-trainer support to ICS leaders and regionally based supervisors
until they felt equipped to stand alone in this service provision.
6. Finally, the steering committee asked to have highlighted the substantial relief of
distressing high-risk mental symptoms that a program such as this generated with a
small amount of money through the clever harnessing of an already existent community
resource. It highly recommended that the Victorian Department of Health and Human
Services continue to support the statewide implementation of such a cost-effective
model of care.
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Collaborative Care for Cancer Depression Implementation Project for MPCCC:
quantitative evaluation
Dr Irene Bobevski, PhD DPsych

Statistical analysis - quantitative
The data were presented in an Excel file prepared and cleaned by Genevieve Murphy, Adelaide
Melia and Anna Maciejewska. Analysis has been undertaken using SPSS software.
Means, Standard Deviations, Medians, and Interquartile Ranges (IQRs) were calculated, as
appropriate, for each measure. The IQR represents the range of scores for the middle 50% of
patients. The IQR is particularly useful for very small sample sizes, where scale scores often
do not follow a normal distribution. In such samples, the median and IQR are better
representations of the spread of scores than the mean and the standard deviation.
To investigate differences in scale scores from baseline to 12 weeks post-treatment, paired ttests and/or the Wilcoxon Signed Rank Test were used, as appropriate. The Wilcoxon Signed
Rank Test is a non-parametric statistical test suitable for very small samples or when scale
scores are not normally distributed. Effect sizes for differences in scale scores were also
calculated. The effect size is a standardised measure of the size of change in scale scores which
is not dependant on sample size. Effect sizes are especially useful as an indication of the size
of change in small samples, where a substantial change may occur, but statistical significance
is often not reached because of the small number of participants. As a guide, effect sizes of 0.2,
0.5, and 0.8 represent small, medium, and large change respectively.
Results
Results below are prepared using descriptive text, tables and figures.
Demographics
Seventeen patients out of the recruited 24 completed the study (71%). At the time of data
analysis, 3 of the 17 patients had still not returned the 12-weeks post-therapy assessments.
Patients ranged in age from 23 to 72 years (M=54.6, SD=13.3). Only one of the patient was
male. Most were single or divorced/separated (82%). 21% were university educated, 36% had
completed TAFE/college certificate, 36% had completed year 12, and 7% had not completed
secondary school. 43% were employed and 36% were retired or on disability pension. Most
(71%) were born in Australia or another English-speaking country.
The majority of patients (71%) had been diagnosed with cancer in the past year, and the rest
within the past 3 years. The predominant cancer type was breast (86%). Half the patients had
early stage (50%) and the other half late stage cancer.
Baseline PHQ-9 scores ranged from mild (5-9) for 2 patients (12%), to 5 patients (29%) in each
of the moderate (10-14), moderate to severe (15-19), and severe (>20) categories.
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Primary outcomes
Feasibility criteria
A high proportion of the recruited patients (71%) completed all therapy sessions, indicating
that feasibility criteria was met. One patient with terminal cancer died before being able to
participate in the study, 2 patients withdrew, and the rest completed the study but 3 did not
return the assessment materials 12 weeks post therapy.
Improvement in depression scores
The primary outcome was defined as achieving a 5-point reduction on the PHQ-9 at 12 weeks
post-treatment compared to baseline. This was achieved for 78.6% (11/14) of patients (Table
1).

Secondary outcomes
PHQ-9 depression outcomes
Out of the 5 patients with severe depression at baseline (PHQ-9 score ≥ 20), 4 (80%) improved
to a moderate or better score (≤19). From the patients with at least moderate depression at
baseline (PHQ-9 score ≥ 10), 81.8% (Table 1). For this calculation one patient who was an
outlier was taken out, as this patient had achieved PHQ-9 score in the mild range posttreatment, with 16 points reduction from baseline to post-treatment, but received news about
spread of cancer after treatment completed and their PHQ-9 score increased again. As the
sample size is small, this outlier had undue influence when calculating percentages. (If this
patient is included, the result is 75%).
Overall the mean PHQ-9 score showed a steady decrease from baseline (M=16.6; SD=5.3) to
post-treatment (M=7.9; SD=6.7), with this effect being maintained 12-weeks later (Figure 1).
The effect size of change from baseline to 12 weeks post-treatment was greater than 1 (ES=1.4),
indicating an overall decrease in PHQ-9 score of more than one standard deviation. The change
in the mean depression score from baseline to 12 weeks post-treatment was also statistically
significant (Table 2).
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Figure 1. PHQ-9 mean scores from baseline to 12 weeks post-intervention.
Note: Error bars represent standard error of the mean (SEM).

Table 1. Proportion of patients showing improvement in PHQ-9 scores from baseline to
post-treatment and 12 weeks later.
12 weeks posttreatment
Clinically significant
changea

78.6% (11/14)

Change from severe
80% (4/5)
to moderate
depression or betterb
Remissionc

81.8% (9/11)

a

Clinically significant change: decrease of PHQ-9 scores by at least 5 points;
Change from severe to moderate depression or better: for patients with baseline PHQ-9 scores ≥ 20, decrease
to ≤ 19;
c
Remission: for patients with baseline scores ≥ 10, decrease to ≤ 9.
b
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Table 2. Mean differences in PHQ-9 scores from baseline to post-treatment and 12 weeks
later (n=14).
Baseline

12 weeks posttreatment

M=16.6
SD=5.3
Median=15
Range=8-24
IQR=13.5-21.0

M=7.9
SD=6.7
Median=6
Range=1-21
IQR=3.75-11.0

Mean
difference

-8.7

Effect
size

1.4

Paired t-test

t=4.507
p=.001

Wilcoxon
Signed-rank
test
Z=-3.018
p=.001

M=Mean.
SD=Standard Deviation.
IQR=Interquartile Range.
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Supportive care needs
SCNS-SF34 scores were standardised on a scale from 0 to 100, as per the scoring manual.
There were substantial and statistically significant decreases from baseline to 12 weeks posttreatment in supportive care needs overall, and in the separate domains of psychological,
information, and physical/daily living needs. Effect sizes were medium to large. The changes
for patient care and sexuality needs were not statistically significant, although there was a small
decrease in scores (with small effect sizes). The above trends are shown in Table 3 and Figure
2. Only medians, rather than means, are shown, as the distributions of the SCNS-SF34
subscales deviated from normality due to the small sample size. These results are shown in
Table 3 and Figure 2.

Table 3. Differences in SCNS-SF34 scores from baseline to post-treatment and 12 weeks
later (n=14).
SCNS-SF34

Baseline

12 weeks posttreatment

Effect
size

Wilcoxon
Signed-rank
test

Total

Median=47.4
IQR= 37-47

Median=27.2
IQR=13-27

0.7

Z=-2.669
p=.005

Psychological
needs

Median=75.0
IQR= 57-75

Median=33.8
IQR=18-34

0.8

Z=-3.006
p=.001

Health systems
and information
needs

Median=40.9
IQR= 25-41

Median=23.9
IQR=9-24

0.6

Z=-2.261
p=.022

Physical and
daily living
needs

Median=62.5
IQR= 35-63

Median=40.0
IQR=16-40

0.5

Z=-1.730
p=.043

Patient care and
support needs

Median=27.5
IQR= 4-28

Median=25.0
IQR=0-25

0.2

Z=-0.847
p=.426

Sexuality needs

Median=20.8
IQR= 0-21

Median=16.7
IQR=0-17

0.2

Z=-0.677
p=.547

IQR=Interquartile Range.
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Figure 2. SCNS-SF34 median scores from baseline to 12 weeks post-intervention.
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Assessment of quality of life
AQoL-8D scores were standardised on a scale from 0 to 100, as per the scoring manual.
Overall, there was a substantial and statistically significant increase in reported quality of life.
There was also a substantial and statistically significant increase in quality of life related to
mental health. There were medium increases in quality of life related to relationships, selfworth, pain, and the senses as indicated by the effect sizes and upward shift in the median
and/or interquartile range. This indicates that there were more patients with higher scores on
these domains at 12 weeks post-treatment than at baseline. These differences did not reach
statistical significance due to the small sample size. Only medians, rather than means, are
shown, as the distributions of the AQoL-8D subscales deviated from normality due to the small
sample size. These results are shown in Table 4 and Figure 3.
Table 4. Differences in AQoL-8D scores from baseline to post-treatment and 12 weeks
later (n=14).
AQoL-8D
Baseline
12 weeks post- Effect
Wilcoxon
treatment
size
Signed-rank
test
Total

Median=59.9
IQR= 47-69

Median=66.0
IQR=51-85

0.6

Z=-2.073
p=.037

Happiness

Median=50.0
IQR= 40-66

Median=50.0
IQR=42-72

0.2

Z=-0.788
p=.462

Mental health

Median=50.0
IQR= 39-58

Median=62.1
IQR=45-79

0.5

Z=-1.988
p=.047

Coping

Median=50.0
IQR=31-60

Median=50.0
IQR=38-69

0.1

Z=-0.317
p=.772

Relationships

Median=63.0
IQR=52-75

Median=74.1
IQR=55-86

0.3

Z=-1.296
p=.216

Self-worth

Median=58.3
IQR= 42-69

Median=58.3
IQR=48-85

0.3

Z=-0.992
p=.339

Independent
living

Median=88.9
IQR=54-90

Median=83.3
IQR=61-94

0.0

Z=0.000
p=1.000

Pain

Median=40.0
IQR=30-80

Median=65.0
IQR=40-93

0.4

Z=-1.346
p=.178

Senses

Median=76.9
IQR=69-92

Median=84.6
IQR=69-92

0.5

Z=-1.994
p=.063

IQR=Interquartile Range.
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Figure 3. AQoL-8D median scores from baseline to 12 weeks post-intervention.
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Therapy ratings
Overall satisfaction with the work done with the psychologist
On the single questions evaluating patients’ satisfaction with the work they have done with
the psychologist (on a 0-10 scale), ratings were generally high. Fifty percent of patients (n=7)
rated their satisfaction as 9 or 10; 78.6% (n=11) rated their satisfaction as at least 7. Only 3
patients rated their satisfaction as 6 or less (Figure 4).
8
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3-6

7-8

9-10

Satisfaction score

Figure 4. Overall satisfaction with the work done with the psychologist at 12 weeks posttreatment.
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WAI-SR: Working Alliance Inventory-Short Revised
Patients' overall scores of the therapeutic alliance were high. Patients rated especially highly
the affective bond with the psychologist. Agreement on tasks of the therapy had the lowest
rating (Table 5 and Figure 5).
Table 5. WAI-SR median scores at 12-weeks post-therapy (n=14).
WAI-SR
12 weeks posttherapy

Total
(max. score=48)

Median=38.6
IQR= 31-43

Bond
(max. score=16)

Median=15.0
IQR= 12-16

Task
(max. score=16)

Median=10.1
IQR= 8-13

Goal
(max. score=16)

Median=13.0
IQR= 9-14

IQR=Interquartile Range.
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Figure 5. WAI-SR median scores at 12 weeks post-treatment.
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CEQ: Treatment expectancy, measured by the Credibility & Expectancy Measure
Scores on the credibility and expectancy of treatment were reasonably high, with a slightly
higher score for credibility than expectancy (Table 6 and Figure 6).
Table 6. CEQ median scores at 12-weeks post-therapy (n=14).
CEQ

12 weeks posttherapy

Total
(max. score=60)

Median=47.0
IQR= 37-56

Credibility
(max. score=30)

Median=27.0
IQR= 19-29

Expectancy
(max. score=30)

Median=21.0
IQR= 17-27

IQR=Interquartile Range.

30
25
20
15
10
5
0
Credibility

Expectancy

Figure 6. CEQ median scores at 12 weeks post-treatment

Overall then, these ratings of satisfaction with the therapy experience, the development of
a bond between the patient and therapist, and the patients’ sense that the intervention was
credible point to the conclusion that the intervention was acceptable to the patients
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involved. These interventions are dependent on a goodness-of-fit between the patient and
therapist.
We did not have a measure focusing specifically on the GPs involved.
It is possible to conclude that patients were reasonably satisfied with their experience of
care from community psychologists and the overall collaborative care model.
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GLOSSARY
CP - Community psychologist
GP - general practitioner
EFT - employed full time
OH - Other health worker
PHQ-9 - Patient Health Questionnaire-9 (https://www.mdcalc.com/phq-9-patient-healthquestionnaire-9)
SCM - shared-care model; that is, shared care model to treat cancer-related depression in the
community

24

SCM: health worker views 4

Background and Aim
This report presents a qualitative evaluation of the shared care model to treat cancerrelated depression in the community, hereafter called “shared care model” or SCM. The
evaluation aimed to understand health workers’ experiences and views about the
effectiveness and value of implementing SCM, and recommendations for the model’s future.
Health workers included people who contributed to the SCM project, including those with
operational, educative, supportive, clinical, supervisory, and advisory roles. In the project,
referred day oncology patients from Peninsula Health, Monash Health, and Cabrini could
accept psychology sessions for cancer related depression (More details in Appendix 1).

Method of Evaluation
Project leaders, David Kissane (DK) and Anna Maciejewska (AM), selected health
workers’ invited to engage in a single telephone or face-to-face interview. A research nurse
emailed an explanation of the evaluation and invitation to participate to community
psychologists (CPs) and general practitioners (GPs) involved in SCM. AM emailed an
explanation and invitation to other involved health workers, including project staff and
clinicians. Psychologists and GPs received a payment to cover time for involvement.
Psychologist and GP interviews were conducted by an independent and trained research
nurse. Remaining interviews were conducted by CO (author). Interview schedules for data
collection developed by CO in consultation with project leaders are in Appendix 2.
Qualitative description1 informed the initial analysis of audio-recorded interview
transcripts. Transcripts from two subgroups, that is, CPs and other health workers (OH), were
thematically analysed separately. A narrative synthesis2 was then conducted on the two sets
of subgroup findings, that is, they were comparatively analysed and synthesized into an
overall statement of themes and categories which informed the themes, including illustrative
participant quotes. Recommendations for future development of SCM were extracted and
summarised. The analytic procedure is further detailed in Appendix 3.

Participants
All invited health workers participated, totalling 22 health workers. Telephone (n=19)
and face-to-face (n=3) interviews, ranging 11-55 minutes, were conducted in July-August,
2019, as follows:
 Community psychologists. n=11; 8 female; At time of interview, 10 had seen 2
patients and one had seen 1 patient, ranging 1-to-8 sessions.
 Other health workers. n=11; 10 female; project manager (2); research nurse (1);
oncologist (2); oncology nurse (1); psychologist supervisor (2); consumer
representative (1); GP (2). One supervisor supervised 3 psychologists in individual
sessions, and another supervised 2-to-4 psychologists in sessions twice a week over
six months. (Most sessions were conducted online via “zoom”)

Findings
Three main themes emerged in the findings: SCM is needed and valuable for cancer
patients; SCM upskilled and inspired psychologists, and helped cancer care teams and GPs;
and Multifaceted challenges to the complex, emotional SCM project. An illustration of
participants’ comments which informed themes and their eight categories is in Table 1. When
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illustrating findings, codes are used to distinguish between OHs (e.g., OH1, OH 2, etc.) and
CPs (CP1, CP2) and all participants are described as female to optimize anonymity.
Participants recommended continuation and a state-wide rollout of SCM. Recommendations
for SCM’s future also included expanding the scope and reach of SCM, and refining
operational procedures, psychologist training, and supervision aspects. Recommendations
are further outlined in Table 2. Patients who received SCM psychology sessions are described
as patients in this report, however, CPs usually used the term “client” when describing them.
Table 1. Illustration of Other Health Worker (OH) and Community Psychologist (CP) quotes
informing the synthesized category and thematic findings
__________________________________________________________________________________
Theme A. SCM is needed and valuable for cancer patients
Category A.1.
SCM is needed
due to cancer’s
complexity,
patients’ distress,
and sub-optimal
availability of
psychological
support

A.2. SCM was
fairly successfully
delivered
A.3. SCM
benefitted many
patients, but was
inadequate or
unsuitable for
some.

There was an avenue for like, well
psychological support for these patients in
an area where it’s really an unmet need
because all the psychology, support and
counselling, you know, available in the
region are private mostly and patients who
are disadvantaged social-economically wise
will find it difficult to actual accept these
services and on top of, you know, a
significant waiting period. So I think this
Shared Program has been amazing in
providing that much needed access which
otherwise would not have been possible.
(OH7)
So (oncologist) knew about it much more
and was anxious, you know, very anxious to
implement it, she really drove it. (OH5)
I’ve been actually their GP for her like for
more than two years and she has been
generally reluctant to, like accept chemical
medication so yeah, um, it was good. …
patient trust was a little bit more than usual
when I told her, “Okay so it’s like therapist
recommendation is this, this, this”. … she’d
been a lot more happy when she heard this,
actually this kind of recommendation and it
was like, yeah, helpful to accept the like the
treatment. (OH1)

The concept of the Model is
good because the hospitals don’t
have, you know, enough psychs
(sic) there, um, so I think the
idea that (project leader) said,
that hopefully the hospitals can
sort of build somewhere and get
community based psychologists
and set up a bit of a referral
pathway and get that happening
is good. (CP6)

The research team, they were
doing a great job in trying to get
us informed about what was
happening. (CP3)
Their depression scores, their,
their PHQ scores dropped a lot.
I mean, you know, if you just
based it alone on that that
would give you information I
would think. … I don't know
what the overall stats are
looking like, but I'm presuming
they're looking pretty good. But
it's been useful for these people.
(CP11)

Theme B. SCM upskilled and inspired psychologists, and helped cancer care teams and GPs
B.1. SCM training,
supervision, and
counselling
experiences
upskilled and

It's been extremely informative
in just increasing my base, my
knowledge, um, to hopefully
increase the quality of my
service delivery to, you know, to
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inspired CPs
despite some
mixed
understandings
B.2. OH
experienced and
observed the
SCM’s
helpfulness: CPs,
cancer care
teams, and GPs

be able to help clients to a
greater capacity for sure (CP10)

The fact that ultimately there is an upskilled workforce in a catchment that they
can already identify and refer to is obviously
of significant benefit. (OH8)

Theme C. Multifaceted challenges to the complex, emotional SCM project
C.1. A complex
and emotional
project

C.2. Querying the
scope of health
worker
communication
within SCM
3.3. Psychologists’
balancing of SCM
requirements,
client need and
usual practice was
challenging

We really didn’t have a clear idea in the
beginning how many patients we could
recruit because it wasn’t really set, it was
sort of like from 10 to 100 so it was totally
unrealistic for a pilot. (OH5)
I’ve only heard the one feedback from this
patient who came and, you know, on her
own initiative sent an email and tell us how
she went but I haven’t heard about the
other eleven (referred to SCM). (OH7)
Some of the psychologists have been quite
resistant in using it and so they’ve been
using their own work practice as their
model of intervention. (OH2)

I wasn't aware of our need to
um, like, write a letter back.
Maybe it was said and I didn't
take note of it. (CP8)

I'm conscious that there are
certain things that I absolutely
must cover but you’re sort of
caught between making sure
you cover the essentials and,
and knowing, you know, sort of
gotta go with the client
sometimes. (CP6)
__________________________________________________________________________________

Theme A. Shared Care Model (SCM) is Needed and Valuable for Cancer Patients
A.1. SCM is needed due to cancer’s complexity, patients’ distress, and sub-optimal availability
of psychological support
The proactive SCM was needed because cancer is a complex illness requiring
multifarious, “horrible” treatments, and those with the diagnosis are often overwhelmed,
distressed, and struck with grief. Patients may try to be stoic but will “do better” (OH5) with
targeted support, which helps them, “to make sense of the illness, its seriousness, and what
level of existential threat it brings” (OH9). Patients’ fatigue, however, may hinder their
capacity to seek this support. Availability of psycho-oncology services in cancer settings, and
CPs with cancer specific training and experience, are also regularly inadequate. Psychologists
without cancer-related training invariably:
don't know what questions to ask patients about the cancer journey, how it
began, how to tell how serious a cancer is, how to get a sense from the patient of
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what their prognosis might be and whether that view that the person has of their
future is a realistic one or one that’s coloured by the patient’s own coping strategy
and not necessarily reality based. (OH9)
OH1 also added:
The problem is I can’t write the GP mental health care plan for a diagnosis of
cancer. I have to write it for a diagnosis of a mental illness and this (SCM) is
preventative care at its best. This is preventing a mental illness and the anguish
that goes along with cancer. (OH1)
Lack of communication between CPs caring for cancer patients and patients’ other health
carers was recognised, and it was anticipated that SCM would improve these collaborations
and holistic patient care. A clinician said: “It just (gives patients) that extra sense of, they
(psychologists) are part of our team and they’re all working to help us” (OH1). Some patients
also communicated to participants that SCM psychology visits were accessible because there
was no fee: “People did report that back, that they've had mental health care plans but they
haven't actioned it because of the gap” (OH5).
A.2. SCM was fairly successfully delivered
OHs believe that the SCM was fairly successfully delivered, improved general health
worker awareness of psycho-oncology support, and efficient, equitable access to communitybased psychologists closer to cancer patients’ homes. The research nurse stated that
psychologists returned questionnaires appropriately, with regular thanks for support
received, and that some patients emailed positive feedback, which she passed onto oncology
health workers. Individual OHs also believed that group supervision sessions encouraged
psychologists to build relationships with cancer health workers and GPs. CPs described the
research team as approachable, responsive, and doing a “proactive”, “great job” managing,
supporting, and informing them. Research staff provided CPs with names of clients’ GPs and
treating team members, and organized supervision sessions and accounts. The research
nurse was described as, “the most central figure in everything” (CP5).
According to OHs, success of SCM was especially aided by: (a) an enthusiastic
oncologist’s presence on the steering committee; (b) Frankston and Moorabbin staff
proactively making weekly patient referrals; (c) the project manager’s and research nurse’s
flexible work practices whereby additional time was given to the project as required; (d) the
research nurse’s attendance at multidisciplinary team meetings at Frankston to promote
patient recruitment; (e) the research nurse’s presence for a day at Frankston day oncology to
recruit 5 patients (rather than traveling up to 180kms to people’s homes); (f) the research
nurse sending online consent forms to patients to invite participation; (g) use of the standard
care Distress Thermometer assessment to identify eligible patients, which can be easily sent
online to researchers; (h) the research nurse regarding participating patients as “virtual
patients”, that is, supporting patients, “like having a ward full of patients under my care”
(OH5); and (i) the psychiatrist review of patients’ post psychology session Patient Health
Questionnaire-9 (PHQ-9) scores, with GP involvement when patient scores indicated their
need.
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“Loose ends” (CP4) were, however, mentioned, including a “gap” in communication
when one research staff member needed leave. Delays in how the SCM project proceeded
were inevitable. One oncologic health-worker was frustrated by 3-4 week delays in referred
patients being contacted about psychologist appointments: “In two cases I actually pulled
them out of the process and just did a private referral because the length of time was so
delayed” (OH11). Another stated that response time from referral to patient contact was
mostly “prompt” but that occasional delays cause, “a little bit of anxiety on our end and
maybe on the patient’s end” (OH7). One GP was also “annoyed” by the bulk billing
expectation with SCM, stating that it undermined her business model.
A.3. SCM benefitted many patients, but was inadequate or unsuitable for some
SCM improved patients’ awareness of psycho-oncology support. Reduction of 3month waiting lists for psycho-oncology services at Moorabbin and Frankston (which referred
12 patients who accepted SCM counselling) were especially welcomed by staff in these
settings. CPs considered that SCM sessions benefitted many patients, even when they did not
complete all program sessions, and two believed that patients felt that the SCM team of
health professionals were, “working behind the scenes to provide them (with) the best care”
(CP3). CPs asserted that the sessions helped patients to “feel good again” (CP5), learn new
skills, express grief, and acknowledge cancer’s impact on their lives. Many also reported that
patients gave very good feedback about sessions. CP10 reported:
It assisted them with some of their symptomatology, whether we're talking about,
worry, flight of thought, irritability, physiological arousal, sleep concern, sadness,
hopelessness. … building confidence, self-esteem, self-efficacy.
According to CP11, one patient said that the program “changed her whole experience of
what she'd been going through”.
Some OHs also observed that SCM reassured and helped patients’ acceptance of
antidepressants when needed. An oncologist said that SCM made one patient “feel like she’s
a different person”:
When I saw her (patient) in clinic she was very emotional, she was just finding it
very hard to cope and, you know, it was … an opportune sort of time to refer her
onto the program and then she got onto the program and has had a couple of
sessions with the psychologist and she felt that she was able to manage things
better, put things into perspective and, you know, just feeling much better in
herself and feeling more in control. (OH7)
Those who observed patients’ depression scores were pleased with overall improvements,
including in patients who did not need antidepressants. A GP also asserted that psychological
support reduced one patient’s suffering and need for visits:
I’ve known (name) for probably 20 years and the, I was expecting many, many
contacts and lots of distress. And the level of her distress was significantly
reduced by the interaction with the psychologist. (OH6)
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Some CPs considered that SCM was mostly relevant for those who were recently
diagnosed and/or still receiving treatment. Its usefulness was queried for those who: needed
more sessions than the program offered; were very ill and regularly altered session times;
were not depressed when commencing sessions; had non-cancer focussed concerns; or had
cancer focussed concerns not covered by the program:
My first client sort of dropped out at session four because she felt some of it
wasn't relevant to her and that she was feeling much better. (CP6)
Her key issue was preparing her children and how to communicate that and in the
end we agreed and I’ve referred her to a child psychologist who's been working
with her children. (CP2)

Theme B. SCM Upskilled and Inspired psychologists, and Helped Cancer Care Teams
and General Practitioners (GPs)
B.1. SCM training, supervision, and counselling experiences upskilled and inspired community
psychologists (CPs), despite some mixed understandings
CPs found the SCM training day comprehensive, practical, excellent, and worthwhile.
Many especially appreciated how cancer related information increased their empathy for
cancer patients’ existential and biopsychosocial issues, and felt more confident about
working with people affected by cancer beyond the project.
It's given me confidence in working with people, having a knowledge, where else they
didn’t present to me primarily for their cancer treatment (before) but for other needs. I
now have an awareness of some of the other stuff that could be going on for them. So
it's complemented that work and I feel, yeah, it feels like an area that I would definitely
be much more confident to engage in. (CP8)
The training’s small group discussion format was appreciated, and videos and worksheets
helpful in sessions with patients. The training manual had good content, links to journal
articles, videos, and booklets. Understanding about the scope of flexibility in sessions was,
however, mixed:
The staff in the project have reassured us that you obviously cater to the client
need at the time … so that was good that there was some flex (sic) there as long
as, in some of the subject areas they were broadly covered. (CP4)
I felt there was no flexibility because it was all being taped as well and there was
an expectation really that all that information would be imparted to the patient. I
presumed that was case. (CP9)
There’s always a conflict I feel between yeah, between getting a good research
going and giving that delivered, the proper care but …, it would have been helpful
to just know how strictly to adhere. (CP5)
Understanding of expectations related to communicating with patients’ oncology teams and
GPs was also mixed: “Maybe if this was what their intention was, like professions working
together” (3CP). CP8 learned about the expectation to communicate with patients’ clinical
teams in supervision.
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Individual CP critiques about specific training aspects included the: lengthy content in
sessions 3 and 6 (CP3); message that stress is not associated with cancer development, which
was considered erroneous (CP7); lack of self-pleasure content in the sexual health
component (CP10); lengthy time-lag between training and seeing patients, requiring
additional self-directed learning (CP1); and expectation to use cognitive distortion on people
with what appear to be “irrational thoughts or reactions” when they are justified (CP4). Two
CPs thought the manual could be more succinct, and one said that summary slides did not
always correspond with manual content.
All CPs found supervision sessions helpful, although available session times were
sometimes unsuitable and one found the online video system “clunky”. CP9 also only had
received one supervision invitation but reflected that she should have actively sought more.
CPs appreciated encouragement in supervision to communicate with GPs about patients.
Group supervisions were especially valued as psychologists learned through hearing how
others used helpful or non-helpful counselling strategies and balanced fidelity demands with
patient need. CP11 stated: “Even if I haven’t seen the patients I still want to go to the
supervision because I still learn from hearing other people's experiences with their patients.”
OH9 reinforced the benefit of group supervision:
People get to listen to the work that their colleagues are doing and … may hear
tricks or stories or um, ways of understanding a patient, … Hearing another
person needing to support hope and to give encouragement to the patient is
reassuring to somebody working with a comparable patient. … To be able to
teach people that cancer’s a random event and that they’re not to blame and that
they haven't done bad things.
B.2. Other Health Workers (OHs) experienced and observed SCM helpfulness: CPs, cancer
care teams, and GPs
Clinical supervisors believed that supervision sessions increased CPs’ counselling skills,
and ability to communicate with other health workers. This could include confidence to
proactively inform GPs that patients had high PHQ-9 scores requiring antidepressants.
Oncologists were delighted to have SCM trained community psychologists to refer cancer
patients to, and one had already sent a private referral. OH7 stated: “You feel better as a
professional because you are able to give people that you identified have these needs this
kind of additional support”. Health professionals, including staff from Cancer Council Victoria,
had also asked a OH for names of SCM trained psychologists in a catchment area, affirming
the program’s broader benefit. GPs could also benefit from SCM. While one GP said that the
SCM logarithms for treating depression were “nothing new”, another said that they helped
her to confidently care:
Sometimes we think, okay they are getting like so many medication, chemo,
everything so sometimes we don’t want to increase that … but it gave me actually
more confidence to do that one. (OH1)
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Theme C. Multifaceted Challenges to the Complex, Emotional SCM Project
C.1. A complex and emotional project
SCM is a complex model, with time needed to engage, educate, and manage
relationships across psychologists, oncology teams, GPs, patients, researchers, and the
steering group: It “requires quite a lot of administrative downtime to think it through, plan it
and then deliver on it” (IT8). Initial patient recruitment targets were unclear in this budget
driven project. Much time was especially needed to recruit participants across “three health
sectors” and consent patients with an understanding of what was involved. The research
nurse responsible for these tasks needed increased work hours to successfully manage.
Nonetheless, the important “human side” of recruitment remained challenging. She
described how she needed to contact a patient’s GPs when one patient became hypomanic
and expressed suicidal ideation. The nurse empathised with patients, stating,
It’s the unknown. It’s the sadness, the grief that’s, it’s also ‘why me’? You know. And
sort of managing that. … I think what I’ve felt I needed which I didn’t get was the
debriefing afterwards. (OH5)
C.2. Querying the scope of health worker communication within SCM
One GP was satisfied with “timely” reports received from a psychologist, and another
OH was pleased with a GP’s weekly update discussions about a patient with high depression
scores. Many other OHs and CPs, however, queried the scope of communication among
health professionals associated with SCM. Multiple OHs were concerned about lack of
feedback on whether patients accepted referrals and outcomes from their psychological
treatment. An oncologist considered the information necessary because:
You can reinforce it, you know, and the patient can understand that they’re dealing
with their emotional stuff is as important as, you know, caring about their bowels
or their, you know, skin toxicities or their nausea. (OH1)
CP interactions with clinicians were rare and most did not consider it necessary:
There was no reason for me to contact the GP. I think, you know, they were
already on medication if they needed to be on medication, hmm yeah, for
depression. (CP9)
Only two had contacted GPs: CP10 wrote a letter, “in an attempt of continuity of care” but
otherwise “didn’t see any great need” to do so. CP6 sent a letter to a patient’s oncologist
after completion of a client’s therapy, adding, “I think it's a good, good for them to know how
their patient went through this and what they got out of it”. After being encouraged in
supervision to make contact with patients’ oncologists, CP3 had spoken to an oncologist
about a concern related to a client’s hormone therapy, and CP11 had drafted a letter to send
to an oncologist. Sometimes CPs asked the nurse researcher to contact doctors on their
behalf because, OH2 suggested, of the “easy conduit of the nurse co-ordinator, … the path of
least resistance”. CPs were regularly grateful for the research nurse’s assistance. CP8
appreciated a phone call from the research nurse “just to touch base” and give advice about
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helping a client who wanted to change GP. When CP4 was concerned that a patient had
cancelled and “drifted away” from sessions she was pleased that:
program staff were able to follow him up and find out what was going on with
him and reassured us it was personal business of his own and it wasn't because he
didn't find the program valuable.
CP3 queried SCM’s intention, reflecting, that if it was to get “the disciplines working
together … (and) as necessary get in touch with each other, I think that was achieved”
however, “If it was real shared care there would be case conferences” (CP3). CP5 was also
concerned that the patient, rather than GP, was “central” to their care, managing their own
“distribution of information” across health professionals. CP5 was also troubled by accepting
what the cancer patients told her at “face value” and stated, “I think I fell into the trap of
relying on my client’s updates and that being sufficient”. The GP of one of CP9’s patient’s had
also not had any contact with research staff and had placed her on a mental health care plan.
C.3. Psychologists’ balancing of SCM requirements, client need, and usual practice was
challenging
Many psychologists described challenges balancing clients’ assessed needs in sessions
and expectations related to the “unnatural” (CP9) requirement of following the SCM manual.
Some CPs believed that some patients’ “needs didn't fall very neatly into the study” (CP2) and
that they preferred a more psychotherapeutic space to the SCM psycho-educational content.
CPs responded in varied ways. Some focused on “stick(ing) to the manual as much as
possible” (CP11). CPs 3 and 6 were concerned that they would score low in fidelity by not
doing so. Others were ready to divert. CP10 stated that she would:
not just blindly following a protocol or, you know, the, the, the research
intervention, yeah. You might need to spend 20 minutes addressing that client’s
or that patient's issue in the moment.
CP6 stated:
I'm conscious that there are certain things that I absolutely must cover but you’re
sort of caught between making sure you cover the essentials and, and knowing, you
know, sort of gotta go with the client sometimes. My first client sort of dropped
out at session four because she felt some of it wasn't relevant to her and that she
was feeling much better … We did one more session. … I got a low (fidelity)
feedback from (researcher) … (but) if I had stuck to the manual I think she would
have cogged me!
At other times, CP6 used humour, stressing that she needed to follow the manual so that she
did not, “get into trouble”.
Some described using the manual content in flexible ways according to how clients
presented, aiming to broadly cover all subject areas over time while also integrating personal
practice styles. One used her own client intake form to gather further background
information and another used an additional well-being assessment scale. CPs may not follow
the standard order of session content, and “dip in and out of the program” (CP8), matching
clients’ presenting issues with relevant components of the manual. They may consider:
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What is the theme for today that we’re meant to be working on and how can I
mesh this in, or can I even mesh this into sort of what we’re talking about? (CP7)
If patients raised issues that had already been covered in sessions, CP8 would remind them
stating, “I've already noticed that you've got an awareness around this stuff”. CP9 would also:
try to have like five minutes before I put the tape recorder on (to record sessions)
just to, you know, have a little bit of interpersonal sort of type chat with them.
Further, CP6 sometimes conducted sessions via phone if this was the only way a patient
could have the session.
Not many barriers to successful management of the SCM were otherwise reported by
CPs. Using the PHQ-9 with clients was acceptable, however two queried whether it accurately
represented clients’ states as they became more familiar with the tool, and two considered
that other measures were needed to capture further well-being information. Completing
PHQ-9 sometimes made sessions run over time, and sending the data and audio-session
recording to research staff added unpaid work-time.

Recommendations for the Shared-Care Model’s Future
As mentioned earlier, participants recommended that SCM continue, including with statewide coverage. Suggestions to further refine operational procedures, psychologist training,
and supervision, according to OH and CP subgroups, are in Table 2.
Table 2. Recommendations for SCM’s future: Other Health Workers’ and Community
Psychologists’ views
___________________________________________________________________________
COMMENTS FROM OTHER HEALTH WORKERS (OHs)
Infrastructure team (care coordinators and health workers)
 Approach referred patients about counselling sessions within 1-2 weeks of referrals
 Provide clinicians with feedback on whether patients accepted psychologist referrals. Use a
code system to ensure private, confidential email communications
 Provide adequate resourcing and appropriate workers for SCM, including:
(a) a skilled “can do attitude” care coordinator with project management skills and who
is: clinically sensitive; able to understand mental health including depression, cancer
chronicity, and availability of community supports; able to appropriately communicate
with patients, psychologists, oncology health workers, and GPs; and able to follow-up
cancer patients’ use of referred services
(b) an administrative person to deal with incoming information, provide GPs with
updates, pay psychologists, etc.
(c) a support person to offer health worker debriefing
(d) suitable EFT1: Recommendations ranged from 0.6-to-1 EFT per site for three health
services (n=22), organized as a community nurse model. Referrals could be managed by
phone
 Health workers need to understand if patients’ distress can be assisted by psychologists or if
another referral is needed (e.g., pain management)
 Enable SCM to continue without the mental health care plan which adds “another degree of
difficulty” (OH1)
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A referral form assessment tool and clinical judgment should both inform patient referrals to
SCM
Pay GPs more than the bulk bill fee to manage patients

Psychologists and supervisors
 Screen and educate psychologists about what SCM involves early to promote their continued
involvement in SCM and to reduce wastage of resources through attrition
 More training (> one day) focussed on boosting psychologists’:
(a) confidence in contacting patients’ oncologists and GPs as appropriate, for example, to be
able to contact a doctor and say:
I was a bit confused when this patient didn’t seem to be too sure of what was going on
with their illness, it would help me to just get a few comments from you about their
cancer and how serious it is so that I'm in a better position to be able to treat them
and help them with their coping. (OH9)
(b) adherence to the SCM manual. One OH suggested that psycho-oncologists present case
studies which compare the merits of standard therapy and the manual in this context
 Clearly request and ensure that psychologists report patient outcome data to oncologists and
GPs. OH2 suggested: “If they’re doing ten sessions I would say twice. If they’re doing six
sessions I’d say once”. Another clinician requested an earlier letter with information about
mental diagnosis, session aims, and expected number
 Enable a process of matching psychologist-to-patient whereby they have contact with each
other before formally starting counselling sessions
 Promote optimal supervision experiences: during training work on establishing supervision
times that suit supervisors’ and psychologists’ availability; multiple supervisors enables
greater flexibility in session times; ensure that psychologists are fully aware of upcoming
available supervision times; psychologists can learn and develop confidence through
attending supervision sessions before seeing patients; a period of 6 months of supervision
sessions was described as the minimum needed for psychologists to “hear and learn enough”
(OH9)
 A networking function would support maintenance of the “new micro group of specialists
who have an interest in oncology” (OH8)
 A patient representative should be available to patients if they wish to raise issues from
psychology sessions with an independent person
Expanding the scope of SCM
 Ensure enough resources so that SCM remains equitable, with regional access to those most
in need when they need it. It was suggested that:
(a) regional integrative cancer services, with 2-3 general hospitals and oncology units, have
a central co-ordinator and/or staff group who facilitate local SCMs with a local cluster of
trained psychologists, and 2-3 psychiatrists willing to support and supervise (psychooncology trained preferably)
(b) weekly or fortnight meetings are held among the coordinating staff and psychiatrist to
support clinical overviews of enrolled patients, and early identification of patients
needing antidepressants, and team care
(c) backfill is necessary for unexpected staff absences
 Offer skype visits to patients not well, financial, or local enough to attend face-to-face
appointments
 Extend SCM access to people from culturally and linguistically diverse backgrounds
 Consider training psychologists in varied evidenced-based depression management
interventions, e.gs., meaning and commitment therapy and acceptance and commitment
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therapy, so that psychologists have options when assessing optimal approaches to use with
depressed patients from varied backgrounds
Enable psychologists to work with patients on issues beyond depression
Allow patients the option to visit psychologists either at oncology treatment sites or in the
community. Patients may be more likely to follow-through with appointments in the familiar,
non-community based setting, including when affected by mental health stigma
For sustainability consider a “train the trainer” model whereby trained psychologists can be
involved in training future psychologists for the SCM
To assist GP awareness and involvement of the SCM educate them about the service through
primary health networks
Provide early clarity on expected recruitment numbers to help with evaluation
Offer SCM in the stressful time when patients are waiting for confirmatory results on cancer
diagnoses, and to other major illness groups, e.gs., heart disease and diabetes
Don’t commence SCM programs in December /January when people are distracted by the
holiday season
COMMENTS FROM PSYCHOLOGISTS (CPs)

Operationalizing the SCM
 Provide details of the patient’s background and shared care team, GP and oncology, at outset
of referral
 Standardize timeframes for communication exchanges between psychologists, GPs, and the
oncology team
 Ensure prompt payment for psychological services (4 complained of slow payment)
 Establish a portal where the SCM team could enter updates about clients’ progress
 Establish a “key person” in oncology treatment settings to assist referral pathways between
hospital staff and community psychologists
 Consider other counsellors, including social workers, for SCM training
 Use depression and other measure/s to more holistically evaluate client progress
 Encourage flexibility with SCM modules based on clients’ presenting needs
 Focus on offering the SCM model as soon as possible after patients new or metastatic cancer
diagnoses
 Provide feedback on fidelity to psychologists
 GPs or oncologists are the best people for refering patients to SCM trained psychologists
Training
 Consider a less structure practice-based learning model with reduced emphasis on research;
and/or self-paced online learning with quizzes
 Include further content in training on: voluntary assisted dying, including how to respond if
the issue is raised; sexual health issues, including for people without partners; external social
supports that clients can access; availability of Victorian Cancer Council information;
operating the audio-recorder, and downloading and sending interviews to research team
when needed; and encourage people to carry spare batteries
 Give clearer messages in training on: expectations related to keeping fidelity and meeting
assessed need (with examples); what the “default position” should be when client need is
not suited to the manualized program; what collaborative care means; what constitutes
positive session outcomes; information on cancer types (executive one page summaries
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were suggested); the availability of 2 additional sessions beyond 8 for clients, preferably after
a 6 week gap
Provide a greater focus on: the manual, including engaging and concluding final sessions with
clients, compared to research informing the program; psychotherapeutic compared to
psycho-educational aspects; “what to do” (CP4) when a patient says she finds the program
helpful but does not want more sessions before completing the session series
Send preparatory readings and slides before training for psychologists to prepare; use larger
font on power point slides, and make them available online; give psychologists copies of
videos that they can refer to
Mixed views on whether a second training day is needed. If a second day is included offer:
more case materials and role plays, consolidation, and revision. Training days could be
separated by a week or two to enable consolidation of day 1 knowledge. Perhaps add a
booster training session after 2 months
Paring down of session scripts “might free up” 15-20 minutes for psychologists to have some
“free range” in sessions
Include assistance to help psychologists write to patients’ doctors about their progression
Enable oncologists and psychologists to meet face-to-face to establish connection
Inform psychologists about the level of commitment required for supervision before sessions
commence and plan suitable meeting times with psychologists and supervisors

Supervision
 Continue online peer supervision for psychologists working with SCM to build a supportive
network of cancer care psychologists
Fee for Service
 Mixed views about whether to charge clients: some said payments encourage attendance
(when needing to pay if they miss a session) and support client self-determination. Others
considered that people with cancer were financially burdened and should not pay anything.
Only four psychologists were open to bulk billing. Some said that psychologists’ resistance to
bulk billing could impede the ongoing SCM.
__________________________________________________________________________________
1

EFT – employed full time

Summary of Findings
The SCM initiative was welcomed by oncologic health workers, community psychologists, an
advisor, and project staff because cancer diagnoses and treatments are distressing, and often
threaten mental health and existential well-being. Psycho-oncology support is inadequate as
community psychologists are seldom trained in cancer care and hospital-based psychooncology services are sparse. The proactive referral approach and no-fee condition
particularly benefits patients who are disinclined or unable to seek or pay for psychological
support. SCM’s manualized training and supervision extended CPs’ empathy for cancer’s
biopsychosocial and existential impact, and CPs often worked to balance manual
requirements with client need and personal practice styles. Collaborations between patients’
psychologists, oncology teams, and GPs can assist patients’ acceptance when antidepressants
are needed, GPs’ confidence in managing cancer’s emotionally distressing effects, and
clinicians’ ability to holistically care. Such communications were limited in this project, with
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supervisors needing to teach CPs strategies for communicating with clinicians, and to explain
their importance. The research nurse / coordinator also supported patients and was
sometimes a “conduit” for information exchange between patients, psychologists, and
clinicians. While many patients involved in SCM did not need antidepressants nor partake in
all manualized sessions, many benefited from SCM, demonstrating new coping skills,
improved confidence, and reduced sadness, hopelessness, and worry. OHs and CPs
recommended continuation and expansion of SCM in urban and regional settings to support
patients’ coping, especially during diagnostic, treatment, and/or metastatic illness phases.
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Appendices
Appendix 1. Patient referral pathways to SCM
Oncologists and oncology nurses referred patients onto the program after patients were
routinely screened for distress using the Distress Thermometer. Those with elevated distress
(DT ≥4) were referred to the research nurse who invited them to partake in a two phase
consent process involving: (a) completion of the Patient Health Questionnaire (PHQ-9); and
(b) those scoring ≥8 severity for depression were invited to consent to the study. Willing
patients were referred to community psychologists near their homes. The research nurse
consented patients in the oncology settings or their homes. Eligible patients were referred
by their oncologist to a SCM trained community psychologist local to patients’ homes, and to
their nominated general practitioner (GP). The therapy is manualized and involves 6 x 1 hour
individual psychotherapy sessions, and 4 additional sessions as needed. GPs were given
Psychotropic Medication Algorithms and able to communicate with a psychiatrist about
patient depression management. The community-based psychologist reviewed patient’s
PHQ-9 scores on a fortnightly basis during treatment and forwarded these electronically to
the GPs, which would include requests for early patient review if there were specific
concerns. They also submitted checklist information to the research team. Further study
details are in the study protocol.
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Appendix 2. Interview schedules use for data collection: Delivering the manualized
“cognitive coping model of therapy for people with cancer related clinical depression”
i Community Psychologists
Aim 40 mins duration
Preamble
Thank you for agreeing to this interview for the evaluation of the Shared Care Pilot Program on Cancer
Related Depression in the Community. We are seeking views from psychologists, GPs and other health
workers involved in the project. Your information will help to inform considerations about offering
this kind of program to other people with cancer related depression in the future. The interview
should take around 40-45 minutes and the information will be treated confidentially and
anonymously. Only the data analyst, Dr Clare O’Callaghan, and I will know that you provided your
information today. It will be summarised with other information collected. I will be recording this
interview and the audio will be deleted following its transcription. Do you have any questions before
we begin?
Pre interview: research nurse to supply background details, including number of clients / sessions
(aiming at 2 patients each)
Questions
Prompts
1. What was your experience of the training received
to deliver the manualized cognitive coping model of
therapy for people with cancer related clinical
depression (CCTCD)?
What was helpful about the videos by
 Part 1: education about cancer.
oncologists? What might be improved?
What sections extended your approach to
 Part 2: The Cognitive and Coping Skills
patient care? Where there sections that
Manual
seemed unnecessary?
Prompts: appropriate as needed more
assistance with CBT? Enabled confidence?
Critique? Gaps
2. Please describe any thoughts or feelings you may
How would you describe the
have about how this model of shared care was
communications? Were they regular,
delivered, related to communication between the
relevant?
cancer service, psychologist, GP and research team.
3. How helpful, if at all, was it to monitor symptoms
How did you find this process
of depression each visit with the PHQ-9 q’aire?
administratively?
4. Please describe how the sessions proceeded in
Proceeded in a shared care manner? Did not
relation to the model of shared care, including
experience the sessions much differently to
discussions that may have occurred between yourself how you work independently. Please clarify
and hospital staff, yourself and the patients’ GPs.
how/why.
 Did you have need to talk to the GP or
oncologist? Please clarify is so.
5. How do you believe that the shared care model of Examples? Unhelpful in any way?
linkage between the hospital, supervised
psychologist and GP helped the patients, if at all?
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6. Please describe your experience of the peer-group
or individual supervision sessions.

7. Please describe any barriers or challenges
encountered in offering this program related to the
hospital-community referral interface.
8. How do you think your experience of this project
will affect you in relation to your future care of
cancer patients, if at all?
9. What do you think about the shared care program
continuing to be offered to people with cancer and
depression in the community in the future?

10. Please describe any recommendations you have,
should the program continue to be offered to people
with cancer and depression in the community in the
future (program sustainability.

Helpfulness of hearing of the work of
colleagues? Did these meet your
expectations? Gaps? Were the sessions
compatible with your availability?
How the referral from the hospital via the
researchers to you proceeded?
Will actively seek cancer patient clients?

Feasible? Helpful? Redundant? Acceptable?
Challenges? Barriers?
Your willingness to bulk bill via Medicare for
less well-off public patients?
Value compared to a mental health care
plan?
More training of psychologists? More
Supervision? Structure of the overall
program? If time, any comments in relation
to the 5 training themes?*

Interviewer summarizes, seeks participant verification of interpretation of main points and invites final
comments
*Training themes:
1) the nature of cancer and it’s treatment; 2) the existential challenge of cancer with its related losses; 3)
expression of cognitive distortions in cancer; 4) impact of cancer treatments on behaviours, coping and
activation strategies; and 5) stress relief and social support.
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ii General Practitioners
Aim 10 mins duration
Pre interview: research interviewer nurse to supply each GP’s background details, including name of
patients & number of consults to prompt GPs
Preamble
Thank you for agreeing to this 10 minute interview for the evaluation of the Shared Care Pilot Program
on Cancer Related Depression in the Community. Your information will be treated confidentially and
anonymously and summarised with other information collected. I will be recording this interview and
the audio will be deleted following its transcription. Do you have any questions before we begin?
Question

Prompts

1. What was your experience of learning about
Heard about it through ….patient? Supported
the shared care model to treat cancer-related
idea? Concerns?
depression in the community?
2. Did you receive the algorithms to guide in the How user friendly was the document?
treatment of depression in the cancer setting
before you saw the patient/s?
3. What was your experience of caring for your
Satisfied they were receiving care?
patients undergoing this shared care model?
4. Please described (if at all) how you used the
To what extent did you use it? Did you divert
manualized algorithms to treat your patients’
from the algorithms in any way?1 (describe/
cancer related depression?
clarify why)
 How helpful were the algorithms?
5. How do you believe the shared care model
Examples? Unhelpful in any way?
helped the patients, if at all?
6. What is your view related to the shared care Feasible? Redundant? Acceptable? Challenges?
model being used to treat cancer-related Barriers?
depression in the community in the future?
7. Please describe any recommendations you Structure of the manualized algorithms?
have, should this shared care model continue in Training and expectation of GPs? Psychiatrist
the future (program sustainability).
supervision needed?
If time, interviewer summarizes, seeks participant verification of interpretation of main points and
invites final comments

1

Protocol: “The GP will assess the patient at monthly intervals to monitor patient symptoms and initiate and
titrate antidepressant medication based on PHQ-9 scores, according to evidence-based algorithms, more
frequently as necessary based on the Psychologist-completed fortnightly electronic report.”
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iii Oncology Team
Aim 15 minute duration
Preamble
Thank you for agreeing to this 15 minute interview for the evaluation of the Shared Care Pilot Program
on Cancer Related Depression in the Community. Your information will be treated confidentially and
anonymously and summarised with other information collected. I will be recording this interview and
the audio will be deleted following its transcription. Do you have any questions before we begin?
Questions
1. Background

Prompts
Team/ referrer; profession

2. What was your experience of identifying and Satisfying?
referring appropriately depressed cancer aspects?
patients for shared care treatment?
3. How do you feel you were involved in
monitoring your patient’s progress, if at all?

Challenges,

barriers,

unhelpful

4. How do you believe the shared care model
Examples? Unhelpful in any way?
helped the patients, if at all
6. What is your view related to the shared care Feasible? Redundant? Acceptable? Challenges,
model to treat cancer-related depression in the Barriers?
community continuing to be offered in the
future?
7. Please describe any recommendations you Referral processes? Training? Psychiatrist
have, should the shared care model to treat supervision? Structure of the manualized
cancer-related depression in the community program/ algorithms. Challenges?
continue in the future (program sustainability).
Interviewer summarizes, seeks participant verification of interpretation of main points and invites
final comments
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iv Cabrini Project Team
Aim 15 minutes
Preamble
Thank you for agreeing to this 15 minute interview for the evaluation of the Shared Care Pilot Program
on Cancer Related Depression in the Community. Your information will be treated confidentially and
anonymously and summarised with other information collected. I will be recording this interview and
the audio will be deleted following its transcription. Do you have any questions before we begin?

Question
Prompt
1.
How would you describe the resourcing Staff allocation to the whole program
of the pilot study?
2.
How did the program divert from
Structure of program & how run
protocol, if at all?
3.
a. How would you describe the team’s
(oncology teams, psychologists, GPs, patients, )
engagement with stakeholders across all three
health services? How would you describe the
team’s engagement with the psychologists,
patients and GPs in particular?
4.
What is your view related to the shared
care model to treat cancer-related depression
in the community continuing to be offered in
the future?
5.
Please describe any recommendations
you have, should the shared care model to
treat cancer-related depression in the
community continue in the future (program
sustainability).
Interviewer summarizes, seeks participant verification of interpretation of main points and invites
final comments
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v Supervisors
Aim 15 minutes
Preamble
Thank you for agreeing to this 15 minute interview for the evaluation of the Shared Care Pilot Program
on Cancer Related Depression in the Community. Your information will be treated anonymously and
summarised with other information collected. However as you are the only supervisor being
interviewed readers familiar with the project may recognise that some opinions stated are your views.
I will be recording this interview and the audio will be deleted following its transcription. Do you have
any questions before we begin?

1.

Background

2. What was your experience of supervising
psychologists who supported patients with
cancer related depression through the shared
care model project?
3. How do you feel the supervision benefitted
the psychologists’ progress if at all?

Team/ referrer; profession
Describe what happened – individual/ group
sessions?
How well prepared were the psychologists
(training)?
 In their work within this project?
 Upskilling related to their future
psychological practice?
 Did you pick up any interest that they
may focus more on cancer care in the
future?

4. How do you believe the shared care model Examples? Unhelpful in any way?
helped the patients, if at all
5. How effective in your view would the program Challenges, barriers?
have been without the supervision sessions?
6. What do you think are the pros and cons of
individual compared to group supervision
sessions?
7. What is your view related to the shared care Feasible? Redundant? Acceptable? Challenges,
model to treat cancer-related depression in the Barriers?
community continuing to be offered in the
future?
8. Please describe any recommendations you Support for psychologists? Training for
have, should the shared care model to treat psychologist?
cancer-related depression in the community Other? Challenges?
continue in the future (program sustainability).
Interviewer summarizes, seeks participant verification of interpretation of main points and invites
final comments
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vi Consumer Representative
Aim 15 minutes
Preamble
Thank you for agreeing to this interview for the evaluation of the Shared Care Pilot Program on Cancer
Related Depression in the Community. Your information will be treated confidentially and anonymously
and summarised with other information collected from health professionals describing their views
about the program. The evaluation report will note that a consumer representative’s views have also
been included. I anticipate that the interview will take about 15 minutes. The interview will be
recorded and the audio will be deleted following its transcription. Do you have any questions before
we begin?

1. Background

Prompts

2.

Helpful, unhelpful aspects?

Both oncologist and nursing staff can
identify and refer patients to the shared
care pilot program on cancer related
depression in the community. What is your
view about this?

3. What is your view related to the shared
care model to treat cancer-related
depression in the community continuing to
be offered in the future?
4. What is your view about the scope of
potential value for the program related to
location; nature of clients?

Feasible? Redundant? Acceptable? Challenges,
Barriers (e.g., problem of patient-psychologist
fit)?
Geographical locations; socio-economic
backgrounds; cancer diagnoses; sex; age

5. Please describe any recommendations you Country areas? Skype?
have, should the shared care model to treat
cancer-related depression in the community
continue in the future (program sustainability).
Interviewer summarizes, seeks participant verification of interpretation of main points and invites
final comments
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Appendix 3. Analytic Approach and Illustration of Data Analysis
Initially data were analysed as two data sets, community psychologists and other health
workers. Subgroup data analysis was informed by qualitative description1, with inclusion of
grounded theory techniques of comparable, iterative, and predominantly inductive analysis2.
Transcribed data was inductively coded and comparable codes were labelled under
categories. Comparable categories were then listed under more abstract themes. For each
subgroup, a list of themes, their categories, and narrative statements (clarifications) were
developed, with illustrative participant quotes.
The narrative synthesis then proceeded on the two sets of findings whereby evidence from
both subgroups were examined for relationships, similarities, and differences; and then
translated into one another in order to generate a new narrative, synthesised statement of
themes, categories, and clarifying statements. This analysis was informed by the narrative
synthesis procedure used for multiple study findings described by Popay and colleagues.3 The
Synthesis Table (next page) demonstrates how the two sets of findings were translated into
each other.
ATLAS/ti qualitative data management software supported the analysis.4
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Synthesis Table, demonstrating synthesis of the two sets of findings
Other Health Worker Subgroup
Findings
I. The SCM should enhance
community care of cancer
patients
I.1 Cancer is complex;
psychological care is suboptimal

I.2. SCM should improve
collaborative quality of care and
patient well-being

II. SCM was fairly successfully
delivered

SYNTHESIS
A. The shared care model is needed
and valuable for cancer patients
A.1. SCM is needed due to cancer’s
complexity, patient’s distress, and
sub-optimal availability of
psychological support
[I.1, 1.1]
A.1.1. A SCM should improve
collaborative quality of care and
patient well-being [I.2]
A.2. SCM was fairly successfully
delivered [II; 1.3 ]
A.3. SCM benefitted many patients,
but was inadequate or unsuitable for
some. [III. IT observed and
experienced the SCM helping:
patients; 1.2, 1.2.1 ]
B. SCM upskilled and inspired
psychologists, and helped cancer care
teams and GPs
B.1. SCM Training, supervision, and
counselling experiences upskilled and
inspired CPs, despite some mixed
understandings [2.1, 2.2]

III. IT observed and experienced
the SCM helping: patients,
psychologists, cancer care
teams, and GPs
III.1 Patients.
III.2. Psychologists.
III.3. Oncology team and GPs.
Theme IV. Multifaceted
Challenges to the Complex,
Emotional SCM Project
IV.1. A complex and emotional
project

B.2. OH experienced and observed
the SCM’s helpfulness: CPs, cancer
care teams, and GPs [2, III.2, III.3]

IV.2. Delays

C.2. Querying the scope of health
worker communication within SCM
[3.1, 3.2, IV.3, IV.4]
3.3. Psychologists’ balancing of SCM
requirements, client need and usual
practice was challenging [4.1, 4.2,
IV.5]

IV.3 Communication issues

Community Psychologist
Subgroup Findings
1. SCM was considered valuable
for cancer patients
1.1. SCM is needed because of
cancer patients distress and
under-resourced cancer
supports

1.3. Mostly helpful intermediary
(research support) staff
1.2. SCM benefitted many,
however, it could be inadequate
or unsuitable
1.2.1. Positive Client feedback
2. Training, Supervision, &
working in the SCM upskilled
psychologists, and often inspired
their future practice
2.1. Training day & Manual

2.2. Supervision was valuable
3. The scope of health worker
communication within the SCM
was queried
3.1. Other health workers
3.2. Research team

C. Multifaceted Challenges to the
Complex, Emotional SCM Project
C.1. A complex and emotional project
[ IV.1, IV.2]

4. Balancing SCM with client
need and usual practice was
challenging
4.1. Balancing SCM with client
need and usual practice
4.2. PHQ

IV.4. Engaging GPs
IV.5. Psychologist adherence
and non-matching with patients
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Synopsis
Monash Partners’ Comprehensive Cancer Consortium needs to increase its capacity to
provide consistent, high-quality, supportive care to over 19,000 cancer patients treated in
south eastern Melbourne. Clinical depression is highly prevalent in cancer patients and
survivors. If undetected or under-treated, depression can adversely impact quality of life and
coping with disease burden. Shared care is a model that harnesses community psychologists
and general practitioners to work with hospital-based oncology staff to collaboratively build
a workforce to better treat patients with cancer-related depression, the most serious of the
psychiatric disorders to impair quality of life in cancer care.
This pilot feasibility program aims to support cancer patients with clinical depression by
testing the implementation of a model of shared care that involves hospital-based psychooncology/psychiatry staff, community-based psychologists and General Practitioners
combining to deliver this care. In this collaborative care program, we will train and supervise
cohorts of community psychologists to deliver a manualised cognitive-coping model of
therapy for clinical depression, while in parallel training and supervising the patients’
corresponding General Practitioners in the application of antidepressant medication
algorithms. The consistent monitoring of each patient’s level of depressive symptoms and
engagement with the program will provide feedback about the feasibility and effectiveness
of this collaborative care model.

Background/Rationale
Clinical depression refers to a sustained lowering of mood and reduced capacity for pleasure,
with disturbances in sleep, energy, concentration and motivation, adversely affecting social
and occupational functioning. Clinical depression is highly prevalent in cancer patients and
survivors. The prevalence of major depression among patients with cancer has been found in
meta-analyses of observational studies to range between 11% (95%CI 8.1–15.1) [Vehling et
al, 2012] and 16.5% (95% CI 13.1–20.3) [Mitchell et al, 2011], while in a randomized
epidemiological study, 15.6% were depressed across one year [Mehnert et al, 2015]. If
undetected or under-treated, depression can adversely impact quality of life and coping with
disease burden and the side-effects of treatment [Burki 2015]. Readmission rates after
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discharge are up to 2.4 times higher for such patients [Hanrahan et al, 2016]. Depression is
also associated with reduced adherence to medication recommendations [Grenard et al.,
2011]. Even more concerning is evidence that severe depression has been directly associated
with reduced cancer survival, independent of medical variables, with a 17% mortality
increase [Pinquart & Duberstein, 2010]. Cancer-related financial strain has also been
associated with depression [Sharpe et al, 2011]. Major depression is the most serious form of
mental illness for patients with cancer and its burden is clear.
Hospital-based psycho-oncology services are poorly-resourced so that it is difficult to
access timely psychological care [Absolom et al, 2011]. Moreover, major depression is poorly
recognised and treated in the cancer setting [Kissane, 2014]. For example, in Scotland,
screening of 21,000 cancer patients over 3 years at 3 sites (Edinburgh, Glasgow & Dundee)
identified that 73% of depression cases were not recognised [Sharpe et al. 2014]. There is a
critical need for development of models of care which systematically identify depression in
cancer patients and enable timely access to evidence-based psychosocial treatment.
Treatment of depression comprises cognitive behaviour therapy (CBT) combined with
antidepressant medication in more severe cases [Mahli et al, 2015]. Interventions are
effective. A meta-analysis of 198 studies involving 22,238 patients reported medium effect
sizes on treatment of depression for individual and group interventions, with larger effect
sizes if recruitment was limited to those with clinical levels of morbidity [Faller et al, 2013]. A
recent landmark meta-analysis confirms the effectiveness of antidepressant medication in
the treatment of depression [Cipriani et al., 2018].
Models of care which reduce dependence on specialist input and enhance care in the
community are increasingly employed in the management of chronic disease – so-called
“shared care.” Shared care draws primary and specialist care clinicians into dialogue and
collaboration in the planned delivery of care [Li et al, 2017]. In Australia, GPs have for many
years worked with specialist obstetric staff to provide shared antenatal care. This has not
been paralleled in cancer care because community clinicians lack experience in
understanding the complexity of the cancer illness. Community psychologists, for example,
express a lack of confidence through limited historical exposure to patients with cancer, yet
with the availability in Australia of Medicare funding for their services, they remain an
untapped resource that could be utilised more.
Collaborative care model of cancer-related depression
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In the UK, shared care models in oncology were developed by training nurses to
deliver a psychological intervention supervised by psychiatrists and linked in with their GPs,
with improved outcomes in treating cancer-related depression [Wanat et al, 2015; Sharpe et
al, 2014]. A significant drawback of this UK model of care was however the challenge of
recruitment and training of nurses. Nurse training in their study was intensive – it involved
phased screening of potential participants, extensive training, review of competencies and
ongoing supervision. Despite this, nurses found it challenging to change their approach from
their normal task-focused roles to facilitating patient problem-solving [Wanat et al., 2015].
This limitation is consistent with Australia’s trial of a brief intervention for depressed cancer
patients in which we found that an intervention delivered by trained nurses and allied health
professionals was insufficient to treat depression despite achieving benefits in unmet
practical needs of patients with advanced cancer [Turner et al., 2011]. Harnessing our readily
available supply of community-based psychologists appears a much better way to go as they
already have familiarity with CBT for depression and need support only in its cancer-based
application. The federally-funded Better Access to Mental Health Initiative provides a
framework for GPs to refer to community psychologists [DoH 2010] who can provide CBT.
They are compensated for up to 10 consultations by Medicare. Capacity in psychology is thus
considerable – in 2017, there were 28,973 psychologists with general registration in Australia
[Psychology Board Australia, 2017]. Community psychologists only require focused education
about the oncological aspects of the patient’s presentation (e.g. side-effects of
chemotherapy, existential themes) and they will become equipped to deliver such care.
The UK “SMaRT Oncology” trials were nonetheless informative about the further
need for support to GPs in the management of cancer-related depression [Strong et al, 2008;
Sharpe et al, 2014; Walker et al, 2014]. In their design, they used the regular GP treatment of
depression as their control arm condition, and found a poor response rate with only 17% of
depressed cancer patients improving adequately when solely treated by the GP. This was
explained by doses of medication not being increased appropriately after introduction, the
lack of concomitant psychological therapy, poor monitoring of patients, and in treatmentresistant cases, failure to change medication to second or third line treatments or make use
of adjuvant medications. A collaborative model of shared care with GPs, wherein
psychiatrists supervise their selection and dose of medication, and help guide adjustments in
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situations where patients are slower to improve is an integral component of this shared care
model.
Preliminary work by PoCoG to establish the need for this shared care treatment of cancerrelated depression
As per gold-standard approaches to implementation science [Grimshaw, 2012], PoCoG under
the guidance of its Scientific Advisory Committee conducted pre-implementation
consultation with key stakeholder groups – general practitioners (GPs), community-based
psychologists (CPs), and hospital-based psycho-oncologists (HSPs) to determine feasibility,
acceptability, and barriers to implementation of this model of care (HREC 2017/389;
manuscript in prep).
i) Semi-structured interviews with 25 participants confirmed cross-disciplinary support for
the model, noting the importance of clear communication pathways between primary and
tertiary care providers. The CPs confirmed delivery of manualised CBT in this patient
population was acceptable. All stakeholders identified the education and support
components of the model as key facilitators for community involvement and overall
sustainability of the model.
ii) The PoCoG Joint Community Advisory Group (JCAG), a consumer reference group (n=10),
participated in the program conceptualisation and fully endorsed the model as a valuable
facilitator to treatment uptake and adherence from the patient perspective.
iii) PoCoG established an expert panel of psycho-oncology clinicians, who developed a
cancer-specific CBT manualised training program [Beatty et al, 2018]. Hospital-based
psychologists and community psychologists with at least 5 years’ clinical experience (n=18)
endorsed the content, style and feasibility of delivering therapy based on the manual.
iv) An expert advisory panel of psychiatrists and GPs developed evidence-based cancerspecific algorithms for psychotropic medications for depression [Malthi et al, 2015; McArthur
Initiative, 2009] to guide incremental adjustments in medication dose and type, depending
on response [Turner et al, 2018]. GPs (HREC 2017/389) (n=7) confirmed that the algorithms
were i) clear and consistent with clinical practice; and ii) a valuable resource for engaging
patients in accepting evidence-based treatment. GPs strongly endorsed the model of care, in
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particular the opportunity for collaboration with a psychiatrist to optimise patient
management.

This preliminary work has prepared the ground for this feasibility study of the training and
implementation of shared care for cancer-related depression

Aim
To conduct a single arm, feasibility pilot study to examine the implementation of a shared
care model for the treatment of cancer-related depression using community-based
psychologists, general practitioners and hospital-based psycho-oncologists and psychiatrists
to collaboratively reduce the symptoms of depression in people living with cancer.

Research Questions
1. Can a cohort of community-based psychologists be trained and supervised to
effectively deliver a manualised CBT-based intervention for the treatment of cancerrelated depression?
2. Can a cohort of patient-related general practitioners be guided and supervised to
effectively prescribe psychotropic medication using manualised algorithms for the
treatment of cancer-related depression?
3. Can a hospital-based team of oncology researchers and nurses screen, identify and
refer appropriately a cohort of depressed cancer patients to community-based
psychologists and general practitioners for the collaborative treatment of cancerrelated depression?
4. Can a hospital-based team of psychologists and psychiatrists satisfactorily supervise
community-based psychologists and general practitioners to deliver care according to
manualised intervention guides?
5. What barriers and challenges arise in the implementation of this model of shared
care and how are these addressed to successfully implement the model of care?
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Hypotheses
1. Using the PHQ-9 measure of depression, a reduction of ≥ 5 points in the level of
depressive symptoms from baseline will be achieved at post-treatment follow-up.
2. More than 70% of depressed patients with cancer will complete a minimum of 6
sessions of the CBT-based manualised therapy delivered by community psychologists.
3. More than 70% of depressed patients with cancer will report taking their
psychotropic medication when it is prescribed by their general practitioner.
4. More than 60% of health professionals from each discipline group will express
satisfaction with the relative elements of the shared care model through semi
structured qualitative interviews.

Method
Design
Single arm feasibility study of the implementation of a shared care model for the treatment
of cancer-related depression using community-based psychologists, general practitioners
and hospital-based psychologists and psychiatrists.

Participants
Patients diagnosed with any type of cancer are routinely screened for distress, using the
Distress Thermometer, a simple 0-10 VAS screening scale routinely used in chemotherapy
day centres across Cabrini sites. Those who report elevated distress (DT ≥4) will be eligible
for the study. They will be invited to take part in a two-step consent process, wherein if
consenting for step one, they would be screened for eligibility by completion of the 9-item
Patient Health Questionnaire (PHQ-9) which determines the presence of symptoms of
depression. A PHQ-9 threshold severity of ≥8 has been identified as clinically important in
screening studies seeking to impact on depression (Thekkumpurath et al., 2011). Patients
with a PHQ-9 score of ≥8 would then be invited to complete part two of the consent process
to explore their interest in consenting for this study.
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Estimate of number of participants: Using a base rate of the prevalence of clinical depression
in cancer of 15%, 100 patients would need to consent to screen to identify 15 potentially
eligible patients. Generally, about 30% of patients have a DT score ≥4, which identifies a
subgroup in chemotherapy day centres about half of whom are likely to screen positive on
the PHQ-9 and increase this yield. Recruitment pathways are described in more detail in a
formal section below.
Eligibility Criteria
Inclusion Criteria



aged 18 years or older;



a diagnosis of any cancer at any stage of disease;



PHQ-9 score of ≥8



fluent in spoken and written English; and



ability to give informed consent.

Exclusion Criteria



known cognitive impairment that would interfere with participation;



too unwell or frail (e.g., impairment associated with comorbid conditions) to
participate as determined by treating clinicians.

Sample Size

We will recruit psychologists in groups of 4 in a regional grouping around oncology sites, such
as Cabrini Brighton and then Peninsula Health and Moorabbin Hospital. For every 4
psychologists, we will recruit 2+ patients per psychologist, creating groups of 8+ patients
clustered around every 4 psychologist–GP pairs. For each block of 8-10 patients, we
anticipate screening 100 patients for distress, with 20 being positive and 50% agreeing to
further screening, generating a block of approximately 10 patients consenting to enrolment.
In a recent trial of a 6-session psychotherapy intervention, we achieved an 85% retention in
the therapy. If we implement at 3 sites, with 4 psychologists and likely more GPs per site, we
may need to screen up to 300 patients across these sites to recruit 24 patients to therapy.
In practice, where Distress Screening is standard practice at sites, we will liaise with clinicians
(oncologists, nurse practitioners and clinical nurse consultants) to identify patients whom
Collaborative care model of cancer-related depression
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they carry concern for, based on DT screening and knowledge of these patients. We hope
that in practice this will reduce the need for too great an emphasis on screening and actually
allow the implementation of therapy by community psychologists to proceed. A log of
patients screened will be kept and a consort flow diagram of recruitment maintained
throughout the study. At this pilot stage of the project we aim recruit a total of 24 patients
distributed evenly across our three recruiting sites.

Identification of Potential Participants, Recruitment Procedure & Baseline Data
Collection
Eligible patients will be identified and invited to participate in the study through one of the
following recruitment pathways:
1. Potentially eligible patients attending Day Oncology at Cabrini Health, Peninsula Health
and Moorabbin Hospital will be identified through searches of clinical databases (e.g.,
CHARM). Distress Thermometer (DT) scores are recorded as part of routine care in Day
Oncology whether on paper or in a clinical database. A research nurse will check the DT
scores of potentially eligible patients attending Day Oncology. Patients who have a DT
score ≥ 4 will be approached by a research nurse during their Day Oncology visit and
asked if they are interested in hearing about the study. Patients who agree will be
provided with a verbal explanation about the study and a Patient Information and
Consent Form.

2. Potentially eligible patients attending the oncology rooms of providers at Cabrini Health,
Peninsula Health and Moorabbin Hospital will be identified by recruiting oncologists as
suitable to introduce to the research nurse. Such patients will be asked to provide verbal
consent to rate their current symptoms of depression on the PHQ-9. Those who report a
PHQ-9 score ≥ 8 will be provided with an explanation about the study and provided with
a Patient Information and Consent Form.
The Patient Information and Consent Form (PICF) will include permission to arrange for the
treating oncologist to refer the patient to both a community psychologist and their local
general practitioner. Appropriate names, addresses and contact details will be obtained.
Usual medical confidentiality principles will apply between clinical referrers and referees,
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and the PICF will also allow the supervising psychiatrist/psychologist team access to relevant
patient data to facilitate implementation of this shared care model. The project manager or
research nurse with perform the informed consent process.

Consenting participants will be asked to complete the baseline questionnaire package.

Referral to community psychologist and general practitioner
Following completion of baseline measures, eligible participants will be referred by a written
letter signed by their oncologist to a trained community psychologist local to and accessible
in their neighbourhood, and to their nominated general practitioner involved in their care

Conditions


Psychology Intervention: Cognitive Behaviour Therapy for Depression in Cancer



GP Intervention: Psychotropic Medication Algorithms

Cognitive Behavioural Therapy for Cancer-related Depression
The CBT therapy is manualised and involves 6 x 1 hour initial sessions of face-to-face
individual psychotherapy, with the option of up to 4 booster sessions as needed. Therapy
sessions are audio-recorded for fidelity assessment, which aids supervision as described
below.

The CBT treatment includes a focussed cognitive behavioural assessment and introduction to
CBT as the treatment model for depression; existential concerns, grief and loss;
psychoeducation regarding depression in cancer and conceptualisation of the vicious cycle of
symptom magnification in cancer; introduction of behavioural activation; identification of
helpful and unhelpful thinking and steps involved in cognitive restructuring; identification of
core beliefs that influence coping; strategies to optimise coping; progress review with selfmanagement and relapse prevention; assertive communication and engagement with social
support; and strategies for stress reduction and sleep improvement.

Training, Supervision and Fidelity of CBT Therapy
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Therapists are trained in a workshop as well as provided with the manual that provides a
session by session guide to optimise adherence to the model of therapy. The key trainer will
be Prof David Kissane, MD, MPM, FRANZCP, FAChPM, FACLP, Monash Partners
Comprehensive Cancer Centre. Illustrative themes in the training include: 1) the nature of
cancer and it’s treatment; 2) the existential challenge of cancer with its related losses; 3)
expression of cognitive distortions in cancer; 4) impact of cancer treatments on behaviours,
coping and activation strategies; and 5) stress relief and social support.
Each therapy session is audio-recorded for fidelity and supervision purposes. Fidelity to
treatment protocols by psychologists will be ensured by: a) regular review of session coding
checklists, b) psychologist participation in weekly-fortnightly group supervision, and c)
recording of therapy sessions with coding review. These enable a research nurse to record
the therapist’s adherence to the sequential components of the manualized model of therapy,
and provide helpful information that is used in supervision sessions.
Weekly peer-group supervision sessions will be conducted by Dr Kissane to review fidelity
and application of the model, helping therapists to identify what worked well, and what
proved challenging about any session. Such use of weekly peer-group supervision allows
therapists to learn from and mutually support one another, and to optimize strategies to
engage patients. Thus training, fidelity appraisal and supervision are used as quality control
methods to ensure that the CBT intervention is delivered faithfully, competently and
uniformly across the sites and length of the study. Psychologists are remunerated by the
study for their treatment of these study patients until they achieve competence and
confidence in the delivery of the model. It is anticipated that psychologists will need to treat
3-4 patients each to achieve this.
The community-based psychologist will review the patient’s PHQ-9 scores on a fortnightly
basis during treatment and forward these electronically to the GP using a structured
template, which will include requests for early patient review if there are specific concerns.
The hospital-based team will also monitor these scores and liaise as necessary.
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Psychotropic medication algorithms and GP detailing
Following RANZCP guidelines, medication algorithms provide GPs with selection and titration
of dose guidelines, paying particular attention to PHQ-9 scores both at baseline and followup.


The GP will participate in academic detailing with a member of the research team in
collaboration with a hospital-based psychiatrist to review the care model and prescribing
algorithms and establish a clear communication strategy enabling the GP to contact the
psychiatrist about patient management independently of scheduled reviews. Case
discussion will be scheduled between the GP and hospital-based specialist within the first
two weeks of the intervention, and at mutually-agreed intervals thereafter (at least once
per month).



The GP will develop a GP Mental Health Treatment Plan to facilitate referral or linkage to
the participating community psychologist who will provide the cancer-specific
manualised CBT. The GPs will agree to bulk bill patients they see during the study.



The GP will assess the patient at monthly intervals to monitor patient symptoms and
initiate and titrate antidepressant medication based on PHQ-9 scores, according to
evidence-based algorithms, more frequently as necessary based on the Psychologistcompleted fortnightly electronic report;



Fidelity to antidepressant prescribing and management algorithms by GPs will be
assessed via medical record review and feedback given where non-fidelity is identified.



A nominated member of the hospital-based psychiatry team will be available to respond
with guidance should treatment resistance be evident on PHQ-9 monitoring, or in
emergencies. At any stage of treatment, patients will who report suicidal thoughts will be
discussed by the members of the shared care team and appropriate management
implemented.



At the completion of 6 sessions, the GP and the Community Psychologist will assess
whether the patient would benefit from further sessions (up to 4 additional manualised
sessions) based on clinical need.
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Outcomes and Measures
Outcomes will be measured with the following set of questionnaires at baseline, immediately
post-intervention, and 3 months following intervention.

Primary outcomes - feasibility and depression
The primary outcome will be meeting the specified feasibility criteria and achieving a 5-point
reduction in the Patient Health Questionnaire-9 (Kroenke, Spitzer, & Williams, 2001) relative
to baseline score.
This is a reliable and valid measure comprised of nine items that form criteria for clinical
depression from the Diagnostic and Statistical Manual of Mental disorders, Fifth Edition
(DSM-V). It has been widely used in patients with advanced cancer (e.g. Ell et al, 2008). While
the minimal clinically important difference (MCID) of 5 points is the clinical target in treating
patients with depression (Lowe et al., 2004), a threshold severity of ≥8 has been identified as
also clinically important in screening studies seeking to impact on depression
(Thekkumpurath et al., 2011).

Secondary outcomes



Baseline Clinical and Demographic Characteristics: Entered on purpose-designed
templates recording age, marital status, education, parity, time since diagnosis, nature of
cancer, stage of disease, and treatments including current treatment.



Mood: The PHQ-9 is a validated measure of depression which scores each of the 9 DSM-V
criteria and is sensitive to change over time [Kroencke et al., 2001] with construct validity
and reliability (alpha ≥ 0.84) confirmed in cancer patients [Hinz et al, 2016].



Quality of Life (QoL): The AQoL8D, a health-related QoL instrument developed for use in
people with mental health problems [Richardson et al., 2010]. It is sensitive to change
after psychosocial interventions. Higher scores indicate better QoL. The AQoL8D also
allows the calculation of quality-adjusted-life years (QALYs, which combine the length of
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life and QoL in one metric) to be determined (through the health state utility scoring
algorithm [Proctor et al, 2013].


Unmet Needs: The Supportive Care Needs Survey-SCNS [Boyes et al., 2009] measures
patients’ perceived unmet supportive care needs in five domains: health
system/information, psychological needs, physical and daily living, patient care and
support, and sexuality. Internal consistency is high (alpha 0.86- 0.96 across factors), with
good convergent validity with other measures of psychosocial well-being (r = 0.48–0.56).



Treatment expectancy: The 6-item credibility/expectancy questionnaire (CEQ) [Devilly &
Borkovic, 2000] will be used at baseline and week 12 (therapy conclusion).



Therapeutic alliance: The Working Alliance Inventory–Short Revised has three subscales
assessing patient-therapist agreement on therapeutic goals [Munder et al, 2010]. A high
score indicates greater therapeutic alliance.



Treatment satisfaction: will be measured at 12 weeks using a single question, to assess
satisfaction with therapy on a scale from 1 (not at all) to 9 (very much).

Other Measures
Screening: Distress Thermometer
This tool is widely used in oncology services, internationally (National Comprehensive Cancer
Network, n.d.). It consists of a visual analogue scale (VAS) ranging from 0 (no distress) to 10
(extreme) for respondents to rate their current level of distress. The measure also includes a
checklist regarding specific factors that are causing distress. To reduce participant burden, however,
only the VAS will be used to screen for study eligibility.

Psychologist and GP measures
Participating Community-based Psychologists will provide demographic information,
qualifications and experience, and rate confidence in treating depressed cancer patients pre
and post-training using a Likert scale.
Treatment fidelity and adherence: The revised Cognitive Therapy Scale [CTS -R] is designed
to assess therapist competency in CBT [Blackburn et al, 2001].
Session checklists: Psychologists will submit session checklists after each therapy session as
per Decker et al. recommendations [Decker et al, 2001].
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Site and staff level acceptability and implementation outcome data: Interviews with 50%
psychologists and GPs from each site/training group will focus on elements defined in the
PARiHS framework [Kitson et al, 1998]. Implementation strategy outcomes will be assessed
using the domains Acceptability, Adoption, Appropriateness, Feasibility, Fidelity, Penetration
and Sustainability [Proctor et al., 2013].

Data Storage
Questionnaire data will be stored in the original paper format and also loaded into electronic
files for data analysis. Data extracted from medical records will be stored in electronic files.
Electronic data will be stored on the secure Cabrini server drive assigned to the Szalmuk
Family Psycho-oncology Unit. Data collected in paper format will be stored in locked filing
cabinets at the Cabrini Institute, and only accessed by research team members. All data will
be stored in de-identified form. An Excel file mapping the study ID to patient contact details
for follow up-questionnaires will be password-protected. Data will be retained for 5 years
following completion of the study, after which time it will be securely destroyed.

Data Analysis
Feasibility outcomes include proportions of patients completing therapy and the proportion
reporting adherence to prescribed psychotropic medication.
The Depression primary outcome assessment is the proportion of patients whose response
to treatment achieves a 5 point or greater reduction in the PHQ-9 relative to baseline at 12
weeks post treatment.
Analysis of qualitative data relating to training, supervision and satisfaction with the
elements of the shared care model will be evaluated.
Secondary outcomes include:
a) the proportion of patients improving from severe depression at baseline (inclusion
criterion) to moderate or better (PHQ-9 ≤ 19) at week 12;
b) the proportion of patients achieving remission of depression (PHQ-9 ≤9) at week 12.
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These endpoints will be analysed analogously to the primary endpoint, with confidence
intervals for the difference in rates between outcomes.
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Timeline
The project has a 2-year (24 month) timeline, but can be scaled up to a 3-year project:


Gain ethics approval from Cabrini HREC: Months 1 to 2; Sequential ethics applications at
Peninsula Health, Monash Health, etc as project expands through MPCCC.



Recruit and train therapists at local sites: Months 1 to 2; repeated with opening of new
site



Recruitment of Cabrini & Peninsula patients as first two sites: Months 3 to 6



Ongoing supervision of therapists & monitoring of treatment integrity: Months 3 to 6



Reports to Victorian department of Health and Human Services: 6 monthly



Discussion with Vic DOH about scaling up project into 3-year expanded network.



Expansion to other MPCCC sites under guidance of steering committee: Months 3 to
24/36



Ongoing data collection and data entry: Months 3 to 24/36



Data analysis: at both 12 Months, 24 months and if needed 36 months.



Write-up findings and submit to journal: Months 21-24



Submit conference abstract: Month 24

Ethical Considerations
Informed and Freely-Given Consent
Regardless of the recruitment pathway through which patients receive the study pack, the
PICF provides details of what participation in the study involves and encourages patients to
contact the research team with any questions they may have about the study.
The PICF emphasises that all research is voluntary and that a patient’s decision as to whether
or not to participate will not affect their relationship with treating institutions, treating
clinicians, or the quality of care they receive. All clinicians/researchers approaching patients
regarding participation in the study will emphasise the voluntary nature of taking part in
research, and that the patient’s decision will have no bearing on their relationship with their
care providers or the quality of care received.

Collaborative care model of cancer-related depression
Detailed Research Protocol, Version 3, 16/10/2018

Page 17 of 23
65

Duty of Care
Questionnaires will be checked for evidence of suicidality on the PHQ-9. Professor Kissane as
Principal Investigator will telephone these participants and their clinicians to assess risk and
to arrange appropriate help as needed. Risk will be monitored through PHQ-9 scores as the
study progresses.
If participants become distressed as a result of participating in the research, they will be
offered counselling and support through the standard services available to all patients which
include referrals to Social Work at their parent institution, and linkage with their GP.

Non-maleficence
The CBT intervention will be delivered by registered mental health clinicians. These clinicians
will receive supervision from Dr Kissane who has vast experience in psycho-oncology
therapies and clinical supervision of mental health clinicians.

Dissemination of Findings
A manuscript describing the study findings will be prepared for submission to an
international peer-reviewed journal. Abstracts will be submitted to Monash Partners
Comprehensive Cancer Centre Research Forums. A lay summary will be distributed to
participants who request this, and also made available on the Cabrini website. In addition to
a findings paper, we will also publish the study protocol and examine baseline findings.

Significance
People treated for cancer do not inevitably emerge from treatment “good as new”. The
physical sequelae can be obvious and an appropriate focus of intervention. However,
depression is a particularly odious burden – it is common, but less visible, and is often not
identified or treated despite the multitude of adverse outcomes it creates for the individual,
their family, the health system and indeed the economy. Barriers to the evidence-based care
which could so dramatically improve outcomes are complex and multidimensional. While
stigma is frequently cited as a barrier, it is just part of a challenging set of variables including
limited availability of psychosocial services and the financial and physical burdens of
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attending yet more appointments. Models of care attempting to redress these problems
have engaged novel health providers such as nurses or social workers but have remained
specialist-driven and failed to engage the untapped pool of trained health professionals
based in the communities where patients live and work.
There is abundant evidence of the effectiveness of treatments for depression. Our
project aims to address deficiencies in access to psychological care through a shared care
model in which we establish true collaborations between community-based psychologists,
GPs and hospital-based specialists. Our project aligns with the recent initiative of the Royal
Australian and New Zealand College of Psychiatrists to provide GPs with user-friendly
evidence-based treatment summaries for depression This initiative recognises the central
role of GPs in the treatment of depression of patients they know and with whom they have
an established therapeutic relationship. Our model also aligns with national programmes
such as Health Care Homes (HCH) currently being implemented by the Department of Health
and Aging. The HCH program operationalizes a national strategy to transform care for
chronic and complex health conditions to be more accessible, community-based and patientcentred. Our intervention builds on these initiatives to expand knowledge and confidence
about the challenges of depression treatment in cancer patients. Through our project, we
will build capacity in GPs and community-based psychologists to further treat depressed
cancer patients beyond the duration of the project.
Other models of care mandate exhaustive training of novel service providers and fall
short of the collaborations which they espouse. Our comprehensive and innovative program
of work involves development and evaluation of a novel and sustainable intervention to
improve the integration of care across primary and tertiary sectors, and utilize existing
community resources, better meeting the needs of Australian cancer patients. We will
capitalise on the abundance of community psychologists who are already highly skilled and
whose role is currently funded through Medicare support. We will build on their existing skill
set to provide focused education about specific aspects of depression treatment which may
arise in cancer patients. The program will demonstrate the effectiveness of focused
education and supervision to prepare these psychologists to deliver a cancer-specific CBT
model sustained into the future, enriched by increased engagement with GPs.
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The project aims to demonstrate the effectiveness of a model of care which embeds
research evidence in an authentic clinical context, using “real world” professionals whose
participation will build capacity beyond the duration of the project. Demonstration of
effectiveness will provide evidence of systems-wide approaches which can be translated into
healthcare policy to drive improved patient outcomes whilst increasing health system
efficiency, consistent with the goals of the Australian Medical Research and Innovation
Strategy.
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