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Abstract

Purpose Few digital psycho-oncology programs have been adopted into routine practice; how these programs are used after
trial completion remains unexplored. To address this, the present study transitioned our evidence-based 6-module CBT-
based program, Finding My Way, into open access (OA) after completion of the RCT, and compared uptake, usage, and
psychosocial outcomes to the earlier RCT.

Methods Recruitment was passive, via promotion through (1) media and social media releases, (2) public lectures, (3) radio
interviews and podcasts, and (4) clinician-initiated referral. Measures included number of enrolled users, number of modules
completed, and pre- and optional post-measures of distress and quality of life (QOL).

Results Uptake was lower in OA (n=120; 63% of RCT). Usage was markedly lower: 1.5 modules were completed on aver-
age (vs 3.7 in RCT), and only 13% completed a ‘therapeutic dose’ of 4 + modules (vs. 50% in RCT). Research attrition was
high; n=13 completed post-measures. OA users were more sociodemographically and clinically diverse than RCT users, had
higher baseline distress (OA M,,,,=36.7, SD=26.5; RCT M,,,=26.5, SD=21.7), and reported larger pre-post reductions
than their RCT counterparts (OA M,,,,=23.9, SD=20.7; RCT M,,,,=21.2, SD=21.2). Moderate improvements in mental
QOL occurred during OA (M,,,,=37.3, SD=12.6; M,,,,=44.5, SD=12.1), broadly replicating RCT findings.

Conclusion Findings that OA users were more medically and sociodemographically diverse and distressed at baseline than
their RCT counterparts, and — despite having lower usage of the program — achieved larger changes from baseline to post-
program, will help to shape future intervention design, tailoring, and dissemination.
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Introduction

While the empirical evidence base for digitally delivered
psychosocial programs for those affected by cancer is rapidly
growing [1-7], a research-practice gap has emerged, with
few interventions subsequently adopted into routine oncol-
ogy care [8, 9].

Two recent systematic reviews explored facilitators and
barriers to implementing web-based therapy and digital

4 Lisa Beatty
lisa.beatty @flinders.edu.au

College of Education, Psychology & Social Work, Flinders
University, GPO Box 2100, Adelaide, SA 5001, Australia

2 College of Medicine & Public Health, Flinders University,
Adelaide, Australia

health tools, from the perspectives of (a) researchers/pro-
gram developers [8] and (b) health care providers (HCPs)/
referrers [9]. The first review identified 26 efficacious self-
directed digital health tools that have been trialled in cancer,
of which only six (27%), were disseminated to end-users
after the trial [8]. The main barriers to dissemination were
limited funds, lack of infrastructure, and limited research
timelines [8]. The second review identified that HCPs would
only support web-based therapies for patients with (a) rela-
tively straightforward/low-risk diagnoses, (b) strong moti-
vation, (c) high computer literacy and access, and (d) low
need for tailored content [9]. The review authors concluded
that to increase uptake in routine care, it would be important
to ensure HCPs receive education and training to support
them in referring to, and incorporating, these therapies into
practice. However, our group recently found that even when
HCPs were familiar with two locally developed Australian
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programs, referral barriers continued [10]. More specifically,
there was a lack of trust in online program content and pro-
cesses, and a belief that optimal patient outcomes would be
better achieved via a blended model of care where a HCP
delivers tailored therapy combined with online components
where appropriate [10].

These findings suggest that there are barriers to both (i)
making programs available post-RCT, and (ii) encouraging
HCPs to refer to programs where they are available. How-
ever, should these barriers be overcome, a third challenge
exists that has remained relatively unexplored and unre-
ported: of those programs that have been disseminated to
end users after clinical trial completion, to what extent are
they adopted and used by end-users (e.g., cancer patients and
survivors)? This information is key to informing whether
digital mental health programs are worth the substan-
tial resource and training investments that are required to
develop, test, and disseminate these interventions. Only one
study to date has reported on the clinical practice implemen-
tation of their online transdiagnostic clinician-monitored
CBT program for cancer-related depression and anxiety
[11], finding that only 2% of eligible/screened patients were
referred to the iCanAdapt program by clinicians, only 25
patients self-referred over the 12 month recruitment window,
and only 44% completed 1 or more modules. However, as
iCanAdapt was offered as a component of a broader clini-
cal treatment pathway, rather than as a standalone program,
how well these findings translate to uptake and usage when
offered/promoted in isolation remains unknown.

Following the successful completion of the RCT of our
digital psycho-oncology program, Finding My Way — which
found improved emotional quality of life and reduced health
service usage over time for intervention users compared to a
psychoeducational control group [1] — our group was able
to make the program freely available to the oncology com-
munity. We therefore sought to address the knowledge gap,
by conducting an open access study over a matched recruit-
ment timeframe to the RCT. The aim of the present study
was to compare uptake, usage, and psychosocial outcomes
between our ‘real world’ open access and RCT cohorts.

Methods
Setting and design

The Finding My Way (FMW) clinical trial protocol has been
published elsewhere [12]. The present study was a single-
group pre-post open access trial. Participation in the study
occurred entirely online via www.findingmyway.org.au. Eth-
ics approval was obtained from the Southern Adelaide Clini-
cal Human Research Ethics Committee (476.16).
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Participants

FMW is aimed at adult (aged over 18 years) acute cancer
survivors, defined as those diagnosed in the past 6 months
with any cancer treated with curative intent and currently
receiving anti-cancer treatment. Participants had to have
sufficient English proficiency to be able to register/consent
for, and utilise, the program, and have access to the internet
and an active email address. During open access, as recruit-
ment occurred via self-selection, eligibility required self-
screening and self-selecting.

Procedure

Participants in the current study were recruited over a 2-year
window (16/2/2017-14/2/2019) to match the RCT’s 2-year
recruitment timeframe. Recruitment methods were passive,
including media releases, social media advertising through
professional networks (Cancer Council SA; Flinders Uni-
versity); radio interviews; podcasts; and clinician-initiated
referral. Given there were no study coordinators or direct
approach within clinics, nor recruitment reminders to refer-
rers, any referrals were due to clinicians’ own awareness of
the program, and desire to refer to it.

Eligible participants completed an initial online regis-
tration, where they created their username and password,
followed by a brief demographic and psychosocial question-
naire. Following this, they were directed to a tutorial on their
personalised user homepage instructing them how to use the
program. Six weeks later, participants received an email link
to complete an optional follow-up assessment post-interven-
tion, with an automated email reminder 1 and 2 weeks later.

Intervention

FMW has been described in detail elsewhere [1, 12]. The
program is a 6-week/6 module password-protected web-
based resource comprising (i) psychoeducation, in written
and video formats; (ii) cognitive behaviour therapy-based
strategies (including worksheets, quizzes, and relaxation/
meditation exercises; and (iii) survivor testimonials, in video
and written formats. The 6 modules, released at a rate of one
per week, address common psychosocial concerns follow-
ing diagnosis, including (a) navigating diagnosis, starting
treatment and communicating with the treatment team; (b)
coping with physical symptoms and side effects; (c) man-
aging emotional distress; (d) coping with changes in how
you see yourself (identity, body image and sexuality); (e)
concerns with your family and friends, and (f) issues arising
as participants contemplate completing treatment and tran-
sitioning to post-treatment survivorship. Upon first access
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to the program, participants could self-tailor/rearrange the
order of modules. A booster module, summarising key pro-
gram strategies, became accessible one month after program
completion. Participants had ongoing access to all program
materials after all modules and assessments were released.

Measures
Demographic and clinical characteristics

Characteristics recorded at baseline included sex, age, mari-
tal status, employment status, level of educational attain-
ment, annual gross income, cultural affiliation, cancer type,
date of diagnosis, and treatments received (surgery, chemo-
therapy, radiotherapy, other adjuvant treatments). One item
‘in what capacity are you using the program’ was added
to the open access survey mid-way through data-collection,
when it became clear that users without cancer were enroll-
ing into the program (i.e., health care professionals, and
family-members/carers).

Uptake and engagement

Uptake was assessed via number enrolled participants within
a matched recruitment timeframe to the RCT, and engage-
ment/usage was assessed via number of modules completed
(range 0-6).

Effectiveness

Intervention effectiveness was assessed across measures of
distress and quality of life. Distress was measured using the
Depression, Anxiety, Stress-21 scale [13], which provides
subscale scores for depression, anxiety and stress, along with
a total distress score. Quality of Life was assessed with dif-
fering measures in open access and the RCT. In open access,
the briefer Medical Outcomes Study Short-Form-12 ver-
sion 2 [SF-12v2; 14, 15] was selected to reduce respond-
ent burden (i.e., 12 items instead of the RCT’s 30-item
measure). This widely used and cancer-validated [16, 17]
generic measure of health status provides summary scores
of physical (physical component summary, PCS) and mental
(mental component summary, MCS) health. Each domain is
represented by six items, and is calculated and normalised
according to published algorithms [14, 15]. Scores range
from 0 to 100, with a mean of 50 and an SD of 10, with
higher scores indicating better health [14, 15]. In the RCT,
QOL was measured using the European Organisation for
Research and Treatment of Cancer Quality of Life Core
Questionnaire [EORTC QLQ C-30; 18], a 30-item assess-
ment for cancer patients which yields a global QOL score,
and five functional subscales (physical, emotional, social,
role, cognitive). For the purposes of comparison with the

two SF-12v2 domains in the present OA study, the EORTC
QLQ C-30 emotional functioning and physical functioning
subscales were selected.

Statistical analyses

Descriptive statistics were conducted to summarise the
sociodemographic and clinical characteristics of the sam-
ple, and to summarise the primary outcomes of uptake and
engagement. For secondary outcomes, given the single
group repeated measures design, planned analyses included
repeated measures f-tests to compare the change over time
from baseline to post-intervention in the OA group. How-
ever, given the small sample size post-intervention, inferen-
tial statistics were deemed inappropriate; thus, descriptive
statistics (means, standard deviations) were conducted.

Results
Demographic and clinical characteristics

A total of 120 participants registered for the program.
Table 1 depicts the demographic and clinical characteristics
of OA participants (n=120), with the baseline characteris-
tics of the RCT intervention group (n=78) provided as a
reference. Of note, 42.5% of participants had missing data
for the item ‘in what capacity are you using FMW’ as this
was added mid-way through data collection. Of the remain-
der, most participants identified as a ‘person with cancer’
(43.4%), 5.8% were using the program as family mem-
bers, and 7.5% were health care professionals. Participants
were on average aged 55 years (SD =17.2; range: 23-98),
78% were female, 71% identified as Australian ethnicity,
67% were partnered, 82% were tertiary educated, and 67%
were employed. Most cancer participants had breast can-
cer (50%), with cancers of the prostate (4.2%), lung (4.2%),
bowel (3.3%), melanoma (3.3%), and leukaemia (3.3%) also
represented.

Uptake and engagement

Uptake during OA (n=120) equated to 62.8% of uptake of
the RCT (n=191) in the matched recruitment timeframe.
Overall, adherence was low, with an average of 1.5 mod-
ules completed per participant, and only 13% of participants
completing an a priori defined therapeutic dose of 4 or more
modules. More specifically, as Fig. 1 shows, 31% of OA
users did not complete a single module (vs 12% in the RCT),
32% completed 1 module (vs 19% in the RCT), and only
5% of participants completed the full 6-module program (vs
29% in the RCT). In terms of which modules were most
used, module 1 was the most frequently accessed—with
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Table 1 Baseline demographic and clinical characteristics for OA vs
RCT intervention samples

Open access (n=120) RCT (n=78)

Age 54.9 (17.2) 55.4 (11.1)
Female, n (%) 93 (77.5%) 65 (83.3%)
Married/partnered, n (%) 78 (67%) 65 (83.3%)
Employment status

Employed 81 (67.5%) 45 (57.7)
Retired 22 (18.3%) 23 (29.5%)
Unemployed 17 (14.2%) 10 (12.8%)
Education

Tertiary/TAFE 98 (81.7%) 55 (70.5%)
High school 14 (11.7%) 18 (23.1%)
Primary school 8 (6.7%) 5 (6.4%)
Ethnicity

Australian 85 (70.9%) 74 (94.9%)
Asian 4 (3.3%) 1(1.3%)
African 1(0.8%) 0

Other Caucasian 18 (15%) 2 (2.6%)
Other 8 (6.7%) 1(1.3%)
Annual income > $35,000 75 (62.5%) 55 (70.5%)
Cancer type

Breast 60 (50%) 52 (66.7%)
Melanoma 4(3.3%) 7 (9.0%)
Bowel 5(4.2%) 8 (10.3%)
Lymphoma 5 (4.2%) 1(1.3%)
Ovarian 2 (1.7%) 1(1.3%)
Prostate 5(4.2%) 2 (2.6%)
Lung 5(4.2%) 0 (0%)
Other* 34 (28.3%) 7 (9.0%)
Cancer stage

0-2 57 (47.8) 30 (38.5%)
34 44 (36.6) 26 (33.3%)
Unclear 0 15 (19.2%)
Unknown 7 (5.8%) 7 (9.0%)
Not applicable 12 (10%) 0
Anticancer treatments received

Surgery 79 (65.8%) 70 (89.7%)
Chemotherapy 74 (61.7%) 59 (75.6%)
Radiotherapy 56 (46.7%) 43 (55.1%)
Other adjuvant treatment 41 (34.2%) 26 (33.3%)

*‘other’ =28% (which includes: leukaemia (4); brain (1); anal (1);
bladder/ureter (1); uterine and cervical (1); uterine/endometrial (1);
carcinoid (2); cholangiocarcinoma (1); MM (1); clear cell renal carci-
noma (1); metastatic breast (1); metastatic colon (1); GPA (1); meso-
thelioma (1); pancreatic (1); skin (1); testicular (1); thymoma (1))

51% of participants exploring diagnosis/communicating
with your team), and module 3 (emotional distress) being
the second most accessed (40%). Thereafter, a linear drop
in use occurred for modules 2, 4, 5, and 6.

Effectiveness

Table 2 summarises the psychosocial outcomes for OA par-
ticipants. Research attrition was high: of the 113 participants

@ Springer

who completed baseline psychosocial measures, 13 com-
pleted post-intervention (11.5%). In comparison, 60/78
(76%) of RCT intervention participants completed post-
treatment measures.

Distress Participants reported large decreases in distress
from baseline (M), =36.7; SD=26.5) to post-interven-
tion (M,,,,,=23.9; SD=20.7). When looking at the DASS
domains separately, there were consistent patterns of reduc-
tions from pre- to post-intervention in all three domains of
depression, anxiety and stress (see Table 2).

QOL In the OA phase, baseline scores in the PCS12
(M,,,,=39.6, SD=11.0) and MCS12 (M,,,=37.3, SD=12.6)
were over a standard deviation below the scoring normed
average of 50. While only a 2-point average improvement
from pre- to post-intervention was observed for the PCS12,
a 7-point improvement in the MCS12 was observed over
time. This pattern of findings was highly comparable to the

EORTC QLQ-C30 EF and PF in the RCT.

re

Discussion and conclusion
Discussion

This analysis of uptake, engagement, and effectiveness dur-
ing open access dissemination of an evidence based online
program Finding My Way [1] has shown that — when com-
pared to the original RCT — uptake and engagement was
lower, but impact on outcomes remained. That is, there were
sizeable changes in distress and mental QOL observed in
OA, suggesting that — for those who use it — the program
(even at low ‘dose’) was sufficient for improving wellbe-
ing. However, these benefits must be balanced against the
resource and sustainability considerations of continuing to
maintain and host web-based resources when they are not
used to their full or intended potential.

The key aim of the present study was to compare uptake,
user characteristics, engagement, and outcome data with our
earlier RCT findings; across all domains, several notable
differences emerged. First, in terms of uptake, this open
access study achieved 63% of the RCT sample size over a
matched recruitment timeframe. There was no budget for
advertising, nor additional staffing resources to the conduct
this study; it was integrated within existing workloads;
and recruitment was therefore not supported by the same
measures usually employed in an RCT; this study did not
have a dedicated research assistant available to screen
potential participants, nor provide reminders to referring
clinicians or to facilitate usage with participants. Instead,
the present study relied purely on word of mouth and public
forums to disseminate the program. Therefore, while the
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Fig. 1 Comparison of usage
between OA and RCT, as meas-
ured by the number of modules
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Table2 Psychosocial outcomes Outcome Open access (n=120) RCT (n=78)

Baseline (n=113)

Post-treatment (n=13) Baseline (n=78) Post-treatment (n=60)

Total distress ~ 36.7 (26.5)
Depression 12.3 (10.0)
Anxiety 9.4 (8.5)
Stress 15.0 (10.1)
QOL SF-12

MCS 37.3 (12.63)
PCS 39.6 (11.0)
QOL EORTC

EF -

PF -

23.9 (20.7) 26.5 21.7) 21.2 21.1)
8.2(8.3) 9.2 (9.2) 7.1(9.8)
57 (5.9) 6.6 (7.0) 4.9 (6.7)
10.0 (9.2) 10.7 (8.3) 9.2 (7.9)
44.5 (12.1) - -

41.9 (11.1) - -

- 67.6 (22.3) 72.6 (23.3)
. 80.4 (20.6) 78.4 (20.1)

MCS mental component summary (mental QOL), PCS physical component summary (physical QOL), EF
emotional functioning (mental QOL), PF physical functioning (physical QOL)

number of registered users in the present study was roughly
a third lower, it is reassuring to know that even with passive
recruitment strategies, uptake was maintained at modest
rates. Future dissemination efforts need to focus on building
the national and international profile of the program, and
employ the strategies recommended by Davies et al. [9, 10]
to increase referral rates, including ongoing HCP education/
training and embedding programs within referral workflows.

Second, key differences emerged in the sociodemographic
and medical profile of participants. While RCT and OA
participants were comparable in age, more OA participants
were men, unpartnered, ethnically diverse, tertiary educated,
and employed than in the RCT. Medically, the sample was
more heterogeneous in terms of cancer type in open access,
with less participants having breast cancer than the RCT [1].

This is an important finding, and demonstrates that open
access enables diversity that clinical research trials do not.
This unique observation highlights the value of embedding
open access dissemination into trial design, and we believe
calls for future research efforts on how to disseminate open
access more frequently.

Third, program engagement and research retention were
much lower in OA than the RCT. Only 1.5 modules were
completed on average in OA, and only 11.5% of partici-
pants elected to complete their post-intervention survey.
While a much higher retention rate was found in the RCT,
the post-treatment survey in open access was clearly worded
as optional and only automated email reminders (i.e., no tel-
ephone reminders) occurred. While few open access studies
have been reported in cancer, our engagement and retention
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findings are comparable to those observed by Davies et al.
in their implementation of iCanAdapt, an online transdi-
agnostic clinician-monitored psychological therapy when
offered as part of a clinical pathway for the management
of early-stage cancer-related anxiety and depression [11].
After the successful completion of an earlier efficacy study
[6]; their subsequent dissemination study found uptake and
retention to be markedly lower, with only 25 patients self-
referring, and of those only 44% of users completing at least
1 lesson [11]. Similarly, in an implementation study of an
unguided sexual counselling intervention for cancer survi-
vors, uptake was much lower, while attrition was double
that seen in prior RCTs [19]. These findings are not unique
to oncology, matching those of community digital mental
health programs that have been disseminated for depres-
sion [20]. Collectively, these findings highlight a consistent
profile of low/brief community-usage and high attrition of
online programs, and speak to the need to rethink interven-
tion design and engagement in future studies, as we discuss
in detail below.

Finally, in terms of psychosocial outcomes, the present
study found that OA users had (a) consistently and markedly
higher baseline distress and impaired QOL and (b) larger
changes from pre- to post-intervention, compared to their
clinical trial counterparts. This is an important finding and
again speaks to the importance of open access dissemination
studies to evaluate intervention impact among more diverse
and distressed populations. Our findings differed from those
of Davies et al. [9]: when they implemented iCanAdapt as
a component of a clinical pathway; the majority of self-
referred participants were below the recommended distress
threshold for using the program. However, we would argue
that higher distress is somewhat to be expected, as RCTs
employ strict eligibility criteria which may exclude those
with advanced cancer and severe/psychiatric comorbidities,
whereas in open access, while we sought to be clear who
the program was designed for, anyone could (and did) sign
up. Furthermore, motivations for signing up to the program
likely differ from clinical trial (where altruism and wishing
to contribute to science may drive consent in the absence
of clinically significant distress) to open access (where dis-
tress is the main motivator for searching and signing up to
programs, and where the possibility of control-group alloca-
tion may have previously deterred them from clinical trial
registration) [19]. This tells us that open access is not sim-
ply an extension of an RCT and can augment the potential
of an intervention by reaching those most in need — those
who are more distressed, more diverse, and potentially more
likely to be overlooked for clinical trial inclusion. It was
promising to see that the current study largely replicated
our RCT results in finding reduced distress and improved
mental quality of life [1], particularly impressive in light
of the low number of modules completed, and potentially
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suggests that you can get an effect with a modest dose.
However, these psychosocial findings should be interpreted
with caution, given the optional nature of the post-treatment
survey and the resulting extreme post-treatment attrition.
A response-bias may have occurred, and findings may not
generalise to the broader oncology community. For example,
it may be that only those who benefitted from the program
or were doing well psychologically chose to complete the
post-treatment survey. Furthermore, there may have been
systematic differences in both baseline characteristics and
program usage between the 13 participants who completed
the post-treatment survey and those who did not. Given the
small completer sample, it was not appropriate to conduct a
sensitivity analysis.

Future directions

This study provides valuable insights into ‘real-world’
uptake, usage, and outcomes of digital psycho-oncology
programs, which has important implications for two key
areas of future research: evaluating methods of enhancing
engagement, and testing the minimal engagement required to
achieve effect. With respect to enhancing engagement, three
options for this could include (1) adding human interaction
via guidance, such as ‘coaches’; (2) enhance the computer
tailoring of program content, such as by stratifying the con-
tent to the user’s cancer type, gender, age, sexual orientation,
whether they have a partner or dependent-children, and (3)
removal of tunnelling — to mimic traditional face-to-face
therapeutic delivery, modules were released in a tunnelled
format, once per week. However, adult learning literature
[21] indicates that this is not how online users engage with
content, and that having to ‘wait’ for desired content may be
a disincentive to engagement. Addressing these three factors
(in combination or in isolation) could result in a guided or
highly curated version of the program, specifically matched
to these characteristics, and would filter out obsolete/generic
information [22]. Whether these new iterations improve
engagement and retention could then be evaluated.

The second avenue for future research is that instead of
focusing on how to improve engagement, one could focus on
mapping intervention design around the engagement level
we currently have. Indeed, recent studies suggest that it is
not the amount of an intervention accessed that yields out-
comes, but the self-selection of activities of relevance [23].
Even single-module use can lead to benefits in some studies
[24, 25], while other studies show that the dose-response
does not apply to digital health [26, 27]. Thus, instead of
arbitrarily setting 4 modules as the benchmark of a ‘thera-
peutic dose’, and categorising participants as poor engagers
if they complete less, future research could design micro-
interventions for participants that only include a maximum
of two modules, given that is the number of modules the
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data indicates users will complete. Micro-digital-health
interventions are increasingly explored in other clinical
populations, including body dissatisfaction [28] and mood
[29-31]. Arising research questions would therefore be (a)
how to maximise impact while minimising content and (b)
can comparable outcomes be obtained through providing
less, when compared to existing longer interventions.

Practice implications

While digital mental health interventions are often hailed as a
cost-effective method of delivering care, there are still a range
of resource costs incurred including annual website hosting
and maintenance costs, and time/staffing costs to address
content updates. The present findings could therefore raise
sustainability concerns, that the costs incurred outweigh the
benefits provided. However, our group would argue that these
concerns are premature, given that of the multiple indicators
of impact, only user-engagement was potentially concerning,
whereas uptake and psychosocial outcomes were promising.
Indeed, in the current COVID-19 climate where access to
traditional face-to-face care has been further restricted [32-35],
digital psycho-oncology programs form an essential pathway
for care provision — whether this be in a blended therapy
format, delivered via telehealth with mental health professional
guidance and oversight [36], or self-administered.

Conclusion

Despite the limitations discussed, this open access study
provides important data on the profile, usage, and outcomes
achieved by community users of our digital psycho-oncol-
ogy program Finding My Way. Findings that OA users were
more medically and sociodemographically diverse and more
distressed at baseline than their RCT counterparts, and —
despite having lower usage of the program — achieved
larger changes from baseline to post-program, will help to
shape the way that future interventions are designed, tai-
lored, and disseminated.

Author contribution All authors contributed to the study conception
and design. Material preparation and data collection were performed
by Emma Kemp, and data analysis was performed by Lisa Beatty. The
first draft of the manuscript was written by Lisa Beatty, and all authors
commented on previous versions of the manuscript. All authors read
and approved the final manuscript.

Funding Open Access funding enabled and organized by CAUL and
its Member Institutions The RCT component of this work was funded
by the National Health and Medical Research Centre (grant number:
1042942), and the open access component of this work was supported
by the Flinders Foundation and Cancer Council SA (grant number: n/a).

Data availability Data is available from the corresponding author, upon
request.

Code availability Not applicable.

Declarations

Ethics approval This study was performed in line with the principles
of the Declaration of Helsinki. Approval was granted by the Southern
Adelaide Clinical Human Research Ethics Committee (476.16).

Consent to participate Informed consent was obtained from all indi-
vidual participants included in the study.

Consent for publication Not applicable.

Conflict of interest The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article's Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article's Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

1. Beatty L, Kemp E, Coll JR, Turner J, Butow P, Milne D, Yates P,
Lambert S, Wootten A, Yip D (2019) Finding My Way: results of
a multicentre RCT evaluating a web-based self-guided psychoso-
cial intervention for newly diagnosed cancer survivors. Support
Care Cancer 27:2533-2544

2. Bouma G (2015) Internet-based support programs to alleviate psy-
chosocial and physical symptoms in cancer patients: a literature
analysis Crit Rev Oncol Hematol 95

3. Chambers SK, Ritterband LM, Thorndike F, Nielsen L, Aitken JF,
Clutton S, Scuffham PA, Youl P, Morris B, Baade PD, Dunn J (2018)
Web-delivered cognitive behavioral therapy for distressed cancer
patients: randomized controlled trial. ] Med Internet Res 20:e42

4. Fridriksdottir N, Gunnarsdottir S, Zoega S, Ingadottir B, Hafstein-
sdottir EJG (2018) Effects of web-based interventions on cancer
patients’ symptoms: review of randomized trials. Support Care
Cancer 26:337-351

5. McAlpine H, Joubert L, Martin-Sanchez F, Merolli M, Drummond
KJ (2015) A systematic review of types and efficacy of online
interventions for cancer patients. Patient Educ Couns 98:283-295

6. Murphy M, Newby J, Butow P, Loughnan S, Joubert A, Kirsten
L, Allison K, Shaw J, Shepherd H, Smith J (2020) Randomised
controlled trial of internet-delivered cognitive behaviour therapy
for clinical depression and/or anxiety in cancer survivors (iCanA-
DAPT early). Psycho-oncology 29:76-85

7. Urech C, Grossert A, Alder J, Scherer S, Handschin B, Kasenda B,
Borislavova B, Degen S, Erb J, Faessler A (2018) Web-based stress
management for newly diagnosed patients with cancer (STREAM):
a randomized, wait-list controlled intervention study. J Clin Oncol
36:780-788

@ Springer


http://creativecommons.org/licenses/by/4.0/

7942

Supportive Care in Cancer (2022) 30:7935-7942

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

Bamgboje-Ayodele A, Short CE, Fardell JE, Shaw J, Beatty L,
Higgins K, Tutelman PR, Chambers CT, Girgis A (2021) Barriers
and facilitators to the availability of efficacious self-directed digi-
tal health tools for adults living with cancer and their caregivers: a
systematic literature review and author survey study. Patient Educ
Couns 104:2480-2489

Davies F, Shepherd HL, Beatty L, Clark B, Butow P, Shaw J
(2020) Implementing web-based therapy in routine mental health
care: systematic review of health professionals’ perspectives. J
Med Internet Res 22:17362

Davies F, Harris M, Shepherd HL, Butow P, Beatty L, Kemp
E, Shaw J (2022) Promise unfulfilled: Implementing web-based
psychological therapy in routine cancer care, a qualitative study
of oncology health professionals’ attitudes Psycho-Oncology
Davies F, Harris M, Shaw J, Butow P, Newby J, Murphy M,
Kirsten L, Group TAP, Shepherd HL (2022) Uptake of an online
psychological therapy program (iCanADAPT-Early) when imple-
mented within a clinical pathway in cancer care centres. Psycho-
Oncology 31:338-341

Beatty L, Kemp E, Wade T, Koczwara B, Finding My Way study
i (2015) Finding My Way: protocol of a randomised controlled
trial evaluating an internet self-help program for cancer-related
distress. BMC Cancer 15:328

Lovibond SH, Lovibond PH (1995) Manual for the Depression Anxi-
ety Stress Scales (DASS). University of New South Wales, Sydney
Sanson-Fisher RW, Perkins JJ (1998) Adaptation and validation
of the SF-36 Health Survey for use in Australia. J Clin Epidemiol
51:961-967

Ware JE, Kosinski M, Keller SD (1996) A 12-Item Short-Form
Health Survey: construction of scales and preliminary tests of
reliability and validity. Medical Care 34:220-233

Bhandari NR, Kathe N, Hayes C, Payakachat N (2018) Reliability and
validity of SF-12v2 among adults with self-reported cancer. Res Soc
Adm Pharm 14:1080-1084

Soh SE, Morello R, Ayton D, Ahern S, Scarborough R, Zammit C,
Brand M, Stirling RG, Zalcberg J (2021) Measurement properties
of the 12-item Short Form Health Survey version 2 in Australians
with lung cancer: a Rasch analysis. Health and Quality of Life
Outcomes 19:157

Aaronson NK, Ahmedzai S, Bergman B, Bullinger M, Cull A,
Duez NJ, Filiberti A, Flechter H, Fleishman SB, de Haes JCIM,
Kaasa S, Klee M, Osobo D, Razavi D, Rofe PB, Schraub S,
Sneeuw K, Sullivan M, Takeda F (1993) The European Organi-
zation for research and treatment of cancer QLQ-C30 a quality-of-
life instrument for use in international clinical trials in oncology.
J Natl Cancer Instit 85:365-376

Schover LR, Strollo S, Stein K, Fallon E, Smith T (2020) Effective-
ness trial of an online self-help intervention for sexual problems after
cancer. J] Sex Marital Ther 46:576-588

Christensen H, Griffiths K, Groves C, Korten A (2006) Free range
users and one hit wonders: Community users of an Internet-based
cognitive behaviour therapy program. Aust N Z J Psychiatry
40:59-62

Rogers-Shaw C, Carr-Chellman DJ, Choi J (2017) Universal
design for learning: guidelines for accessible online instruction
Adult. Learning 29:20-31

Short C, Smit ES, Crutzen R (2021) Measuring psychological
constructs in computer-tailored interventions: novel possibilities
to reduce participant burden and increase engagement. In: Editor
(ed)™(eds) Book Measuring psychological constructs in computer-
tailored interventions: novel possibilities to reduce participant
burden and increase engagement. PsyArXiv, City.

@ Springer

23.

24.

25.

26.

217.

28.

29.

30.

31.

32.

33.

34.

35.

36.

Lally RM, Kupzyk K, Gallo S, Berry D (2020) Use of an
unguided, web-based distress self-management program after
breast cancer diagnosis: sub-analysis of caring guidance pilot
study. J Med Internet Res 22:¢19734

Cuijpers P, de Wit L, Kleiboer A, Karyotaki E, Ebert DD (2018)
Problem-solving therapy for adult depression: an updated meta-
analysis. Eur Psychiatry 48:27-37

Oehler C, Scholze K, Driessen P, Rummel-Kluge C, Gorges F,
Hegerl U (2021) How are guide profession and routine care setting
related to adherence and symptom change in iCBT for depression?
— an explorative log-data analysis. Internet Interventions 26:100476
Donkin L, Hickie IB, Christensen H, Naismith SL, Neal B, Cockayne
NL, Glozier N (2013) Rethinking the dose-response relationship
between usage and outcome in an online intervention for depression:
randomized controlled trial. ] Med Internet Res 15:€231

Yardley L, Spring BJ, Riper H, Morrison LG, Crane DH, Curtis
K, Merchant GC, Naughton F, Blandford A (2016) Understanding
and promoting effective engagement with digital behavior change
interventions. Am J Prev Med 51:833-842

Fuller-Tyszkiewicz M, Richardson B, Lewis V, Linardon J, Mills J,
Juknaitis K, Lewis C, Coulson K, O’Donnell R, Arulkadacham L,
Ware A, Krug I (2019) A randomized trial exploring mindfulness and
gratitude exercises as eHealth-based micro-interventions for improv-
ing body satisfaction. Comput Hum Behav 95:58-65

Bunge EL, Beard CL, Stephens TN, Leykin Y, Mufioz RF (2017)
Mood management effects of a brief behavioral activation Inter-
net Intervention Journal of Technology in Behavioral. Science
2:163-170

Elefant AB, Contreras O, Muiioz RF, Bunge EL, Leykin Y (2017)
Microinterventions produce immediate but not lasting benefits in
mood and distress Internet Interventions 10:17-22
Meinlschmidt G, Lee J-H, Stalujanis E, Belardi A, Oh M, Jung
EK, Kim H-C, Alfano J, Yoo S-S, Tegethoff M (2016) Smart-
phone-based psychotherapeutic micro-interventions to improve
mood in a real-world setting Frontiers in Psychology 7

Butow P, Havard PE, Butt Z, Juraskova, Sharpe L, Dhillon H, Beatty
L, Beale P, Cigolini M, Kelly B, Chan RJ, Kirsten L, Best M, Shaw J
(2022) The impact of COVID-19 on cancer patients, their carers and
oncology health professionals: a qualitative study Patient education
and counseling

Edge R, Mazariego C, Li Z, Canfell K, Miller A, Koczwara B,
Shaw J, Taylor N (2021) Psychosocial impact of COVID-19 on
cancer patients, survivors, and carers in Australia: a real-time
assessment of cancer support services. Support Care Cancer
29:5463-5473

Edge R, Meyers J, Tiernan G, Li Z, Schiavuzzi A, Chan P, Vas-
sallo A, Morrow A, Mazariego C, Wakefield CE, Canfell K, Tay-
lor N (2021) Cancer care disruption and reorganisation during the
COVID-19 pandemic in Australia: a patient carer and healthcare
worker perspective. PLOS ONE 16:e0257420

Zomerdijk N, I Jongenelis M, Turner J, Huntley K, Smith A, Short
CE (2022) Telehealth access among hematology patients during
the COVID-19 pandemic in Australia: a cross-sectional survey
Leukemia & Lymphoma: 1-4

Leermakers L, Doking S, Thewes B, Braamse AMJ, Gielissen
MEFM, de Wilt JHW, Collette EH, Dekker J, Prins JB (2018)
Study protocol of the CORRECT multicenter trial: the efficacy
of blended cognitive behavioral therapy for reducing psychologi-
cal distress in colorectal cancer survivors. BMC Cancer 18:748

Publisher's note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.



	Finding My Way from clinical trial to open access dissemination: comparison of uptake, adherence, and psychosocial outcomes of an online program for cancer-related distress
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Introduction
	Methods
	Setting and design
	Participants
	Procedure
	Intervention
	Measures
	Demographic and clinical characteristics
	Uptake and engagement
	Effectiveness

	Statistical analyses

	Results
	Demographic and clinical characteristics
	Uptake and engagement
	Effectiveness

	Discussion and conclusion
	Discussion
	Future directions

	Practice implications
	Conclusion

	References


