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ABSTRACT
Objective: To describe trajectories of change in unmet supportive care needs over a two‐year period among people diagnosed
with cancer and assess whether these trajectories vary as a function of sociodemographic and clinical characteristics.
Methods: This analysis used data from a longitudinal study of people in Queensland, Australia who travelled largely from
regional and remote areas to metropolitan centres to receive cancer care (N = 784). Supportive care needs were measured at
baseline, then at 3‐, 12‐, and 24‐month post‐baseline across five domains (‘psychological’, ‘physical and daily living’, ‘health
systems and information’, ‘patient care and support’, ‘sexuality’) using the Supportive Care Needs Survey‐Short Form. Latent
Curve Growth Analysis was performed to examine trajectories of change in unmet needs and assess whether these trajectories
were influenced by participant characteristics.
Results: Significant linear slopes indicated a modest decrease in unmet supportive care needs for all domains, except sexuality.
For most domains, significant variance in intercepts but not slopes indicated individual differences in needs at baseline but not
in trajectories over time. At baseline, the proportion of unmet needs was highest for the ‘physical and daily living’ (M = 44.2%,
SD = 39.1%) and ‘psychological’ domains (M = 37.8%, SD = 36.3%). Unmet needs at baseline were consistently higher among
participants who were younger, had a higher education level, and who reported poorer QoL.
Conclusions: The proportion of unmet supportive care needs reported by people living with cancer may decrease over time,
largely irrespective of sociodemographic and clinical characteristics. Despite this, unmet needs remain prevalent, particularly
for physical and psychological support.
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1 | Background

Globally, an estimated 19.3 million people were diagnosed with
cancer in 2020, with this number expected to increase to 28.4
million by 2040 [1]. Cancer and its treatment often result in
multiple effects that can persist for years post‐diagnosis,
impacting long‐term health, employment, and relationships [2].
Increasing recognition of the prolonged effects of cancer and its
treatment has prompted research into the supportive care needs
of cancer survivors [3]. ‘Supportive care needs’ refers to a multi‐
dimensional construct, comprising self‐reported needs for
informational, practical, physical, psychological, emotional, so-
cial, and spiritual support [4]. Having unmet needs for supportive
care has been associated with adverse outcomes, including
heightened psychological distress and reduced QoL [5].

To date, research exploring supportive care needs has been
based primarily on cross‐sectional surveys or interviews with
cancer survivors at a single stage of their disease trajectory [3]. A
recent systematic review has demonstrated a high prevalence of
unmet needs across various cancer types, particularly for
physical and psychological support [6]. However, little is known
about how supportive care needs change over time. Frameworks
for optimal supportive care encompass all stages of the disease
trajectory, from diagnosis, through treatment and survivorship,
to end‐of‐life [7], meaning that longitudinal studies that
examine trajectories of supportive care needs in cancer survivors
over time are needed to inform effective service planning. With
earlier detection and advancements in treatment leading to
better survival [1], this planning is a priority to reduce the
burden on increasingly resource‐constrained healthcare sys-
tems [8].

Compared to their urban counterparts, rural cancer survivors
often report additional practical, psychosocial, and financial
stressors due to their need to travel for treatment [9]. With 28%
of Australians living outside major cities [10], it is vital that the
supportive care needs of cancer survivors living in regional and
remote Australia are better understood. Therefore, this longi-
tudinal study aimed to i) describe trajectories of change in un-
met supportive care needs over a two‐year period among a large
sample of people who travelled to metropolitan cities to receive
cancer treatment, and ii) assess whether these trajectories vary
as a function of sociodemographic and clinical characteristics.

2 | Methods

2.1 | Participants and Procedure

This analysis used data from a longitudinal study of people
staying at one of Cancer Council Queensland's subsidised ac-
commodation lodges to receive cancer treatment in a nearby
hospital between September 2017 and June 2020. Eligible par-
ticipants were aged 18 years or older, able to read English, and
living within the community (i.e., excluding hospital
inpatients).

Data collection methods have been reported elsewhere [11].
Briefly, patients received an invitation to participate, either upon

arrival at the lodge or via mail to their residential address
following their stay at the lodge. Patients were contacted 1 week
later via telephone to discuss the study and invited to mail back
their completed consent form and questionnaire. Participants
completed a self‐administered questionnaire at recruitment
(baseline), and then at 3, 12, and 24 months. At recruitment, they
also undertook a structured interview, either in‐person at the
lodge or via telephone. Each interview and questionnaire
required approximately 45 min of their time. Ethical approval was
obtained from a recognised institutional Human Research Ethics
Committee (reference no. H17REA152).

2.2 | Measures

2.2.1 | Unmet Supportive Care Needs

Unmet supportive care needs were measured at all four time-
points using the Supportive Care Needs Survey‐Short Form
(SCNS‐SF34) [12]. The SCNS‐SF34 is a 34‐item questionnaire
that measures five domains of supportive care needs within the
defined period of the past month [12]. Domains cover psycho-
logical (10 items; α ≥ 0.92), physical and daily living (5 items;
α ≥ 0.85), health systems and information (11 items; α ≥ 0.94),
patient care and support (5 items; α ≥ 0.87), and sexuality (3
items; α ≥ 0.85) needs. The questionnaire is a parsimonious
measure of supportive care needs that has shown acceptable
validity and reliability when used with cancer patients [12].
Participants responded to items using a five‐point scale. For
participants who had completed most (≥ 50%) but not all items
within a domain of the SCNS‐SF34 at any timepoint, missing
item responses were replaced with the mean of all available item
responses for that participant within the domain, rounded to the
nearest whole number. Responses were then aggregated to form
a binary variable for each item (0 = no or satisfied need;
1 = unmet need [low, moderate, or high]), thereby reflecting
whether the need was present or not for each participant. Per-
centage scores were then calculated for each participant,
reflecting the proportion of needs that remained unmet within
each domain.

2.2.2 | Health‐Related QoL

Health‐related QoL was measured at all four timepoints using
the EQ‐5D‐5L [13] as it has demonstrated adequate psycho-
metric properties in diverse populations, including cancer pa-
tients [14]. It includes five items related to health, encompassing
anxiety and depression, mobility, pain and discomfort, self‐care,
and usual activities (e.g., work, study, housework, leisure ac-
tivities; α ≥ 0.75) [13]. Items were scored on a five‐point scale
ranging from 1 (‘no problems’) to 5 (‘extreme problems’), with
higher scores indicating greater perceived severity in problems
over the past day [13]. If participants had completed most
(≥ 50%) but not all items within the EQ‐5D‐5L at any timepoint,
missing item responses were replaced with the mean of all
available item responses for that participant. Responses to the
five items were then averaged to derive a single‐dimension
score.
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2.2.3 | Sociodemographic and Clinical Characteristics

At baseline, data were collected on age, gender, country of birth,
native language, Indigenous status, highest level of education
completed, relationship status, residential postcode, cancer type,
time since diagnosis, presence of comorbidities, and access to
private health insurance to cover cancer‐related treatment costs.
Self‐reported cancer diagnoses were verified against the
Queensland Cancer Register. Residential postcodes were used to
determine Socio‐Economic Indexes for Areas (SEIFA) [15] and
Accessibility/Remoteness Indexes of Australia (ARIA) [16]
which serve as proxies for socioeconomic status and geograph-
ical remoteness, respectively.

2.3 | Data Analysis

Participants with data for at least one domain of the SCNS‐SF34
at any timepoint were included in this analysis. For descriptive
purposes, the proportion of participants reporting an unmet
need for individual items on the SCNS‐SF34 was calculated for
each timepoint. To visualise the domains with the highest
proportion of unmet needs and changes over time, the mean
proportion of unmet needs in each domain were plotted. To
reduce skew, windorising was applied to the variable for time
since diagnosis at baseline, whereby values exceeding 10 years
were capped at 10 (N = 31). Additionally, in instances where
data were collected before a confirmed diagnosis (resulting in
negative values), values were adjusted to 0 (N = 3).

Initially, hierarchical clustering was performed on EQ‐5D‐5L
items in SPSS v.29 [17] to determine whether trajectories of
unmet needs differed according to QoL. This method revealed a
two‐cluster solution (high vs. low QoL) across all timepoints
post‐diagnosis (e.g., 3–6 months, 6–12 months). However, due to
the small number of participants in the low QoL cluster at later
timepoints (N < 10), trajectories of supportive care needs were
not stratified by QoL in this analysis.

Latent Curve Growth Analysis (LCGA) using Mplus v.8.8 [18]
was applied to examine the trajectory of change for each domain
of supportive care needs over time. Additionally, factors that
might influence the starting point (intercept) and rate of change
(slope) of these trajectories were explored. The models were
estimated by a full information maximum likelihood (FIML)
method, enabling all available data to be used. Percentage scores
tended to be positively skewed, particularly at later timepoints.
To address this, a square root transformation was applied to the
scores across all domains of supportive care needs for the
LCGA.

Initial models for each domain incorporated both a latent
intercept (i) and a latent linear slope (s). These values were
determined by the average percentage domain score at baseline,
and at 3, 12, and 24 months. These time scores were set at 0,
0.25, 1, and 2, mirroring baseline and the corresponding in-
tervals. If data visualisation suggested a possible quadratic effect
over time, a latent quadratic term (q) was introduced, and the
model fit was compared with the linear model using AIC, BIC,
and RMSEA statistics.

If either the intercept or slope had significant non‐zero residual
variance, the following variables were introduced to the model
to assess whether they explained residual variances: age (in
years; mean centred), gender (male = 0 [ref]; female = 1),
relationship status (not in a relationship = 0 [ref]; in a rela-
tionship = 1), education level (primary school = 0 [ref]; middle
school = 1; secondary school = 2; tertiary education = 3),
geographical remoteness (major city or inner regional area = 0
[ref]; outer regional or remote area = 1), socioeconomic status
(percentile; mean centred), cancer type (6 dummy variables
each comparing one cancer type against all others for breast,
head and neck, lung, prostate, skin, and gynaecological cancer;
other cancer type = 0 [ref]; specific cancer type = 1), time since
diagnosis (years; mean centred), comorbidities (none = 0 [ref];
at least one = 1), private health insurance status (no access = 0
[ref]; access = 1), and health‐related QoL, all measured at
baseline. For model simplicity, all covariates were treated as
continuous. Except for QoL, all covariates were also considered
time‐invariant. A separate LCGA was conducted to determine if
QoL changed significantly over time. Since it remained con-
stant, this variable at baseline was also treated as a time‐
invariant covariate.

3 | Results

3.1 | Sample Characteristics

Of the 811 people who consented to participate in the larger
study, 784 (96.7%) were eligible for inclusion in this analysis. A
flowchart of participant recruitment and inclusion is presented
in Supporting Information S1: Figure 1. At baseline, participants
were aged 26–92 years (M = 64.6, SD = 11.2) and 53.9% iden-
tified as male. Most participants were born in Australia (80.0%)
and lived in outer regional or remote areas (52.1%). The sample
was characterised by high socioeconomic disadvantage, with
51.8% residing in areas with the lowest three SEIFA deciles.
Primary cancer diagnoses included breast (16.6%), head and
neck (14.9%), skin (11.5%), and prostate (11.2%) cancers.
Further sample characteristics are available in Supporting
Information S1: Table 1.

At 24 months from baseline, 421 (53.7%) participants remained
in the sample (see Supporting Information S1: Figure 1). While
follow‐up surveys were distributed at 3‐, 12‐, and 24‐month
post‐baseline, on average, they were returned after 4.2
(range = 1.8–13.1; SD = 1.0), 13.0 (range = 11.2–21.8; SD = 1.0),
and 25.0 (range = 23.2–37.4; SD = 1.0) months, respectively.
Several differences were observed between participants who
completed the follow‐up surveys and those who did not. First,
non‐Indigenous participants were more likely to complete the
24‐month survey compared to Indigenous participants
(χ2

1 = 3.86, p = 0.049). Similarly, participants who were in a
relationship were more likely to complete the 12‐month
(χ2

1 = 6.94, p = 0.008) and 24‐month (χ2
1 = 6.19, p = 0.013)

surveys compared to participants who were not in a relation-
ship. Additionally, participants with no comorbidities were
more likely to complete the 24‐month survey compared to those
with at least one comorbidity (χ2

1 = 7.73, p = 0.005). The pro-
portion of participants who completed the 24‐month survey also
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differed based on education level (χ2
4 = 9.76, p = 0.045), with

the highest proportion evident among participants who
completed tertiary education (58.0%), and the lowest among
those who completed primary school (43.0%). Similarly, partic-
ipants with lung cancer were the least likely to complete the 3‐
month (χ2

6 = 24.02, p < 0.001), 12‐month (χ2
6 = 31.11,

p < 0.001), and 24‐month (χ2
6 = 34.90, p < 0.001) surveys

compared to other cancer types. Of the 784 participants, 207
(26.4%) withdrew due to medical reasons (e.g., deceased,
receiving palliative care).

3.2 | Unmet Supportive Care Needs Over Time

At baseline, the ‘physical and daily living’ domain showed the
highest proportion of unmet needs (M = 44.2%, SD = 39.1%),
followed by the ‘psychological’ domain (M = 37.8%, SD = 36.3%)
(see Figure 1 and Supporting Information S1: Table 2). In the
‘physical and daily living’ domain, the most frequently reported
unmet needs were for support with fatigue (49.9%) and diffi-
culties completing usual activities (48.0%), whereas in the
‘psychological’ domain, fears about the cancer spreading (48.6%)
and concerns about the emotional impact of cancer on family
members and friends (48.2%) were the most prevalent unmet
needs (see Supporting Information S1: Table 3). The proportion
of unmet needs for support in the ‘health systems and infor-
mation’ (M = 21.2%, SD = 32.0%) and ‘sexuality’ (M = 21.9%,
SD = 36.1%) domains were similar, with unmet needs in the
‘patient care and support’ domain the lowest at baseline
(M = 17.2%, SD = 30.5%). Significant linear slopes indicated a

decrease in needs over time for all domains except ‘sexuality’
(see Figure 1 and Table 1).

Fit statistics for quadratic models did not suggest better fit than
the linear models, therefore covariates were tested in linear
models only. Slope effect sizes from the linear models indicated
stronger declines in unmet needs within the ‘psychological’,
‘health systems and information’, and ‘physical and daily living’
domains. Significant residual variance in the intercept of the
‘psychological’, ‘physical and daily living’, health systems and
information’, and ‘sexuality’ domains was evident, suggesting
significant individual differences in unmet needs at baseline
across all domains, except ‘patient care and support’. Significant
residual variance was also evident for the slope of the ‘sexuality’
domain, suggesting significant individual differences in the
trajectory of these unmet needs. For the remaining domains,
associations were therefore tested between the covariates and
intercept only.

3.3 | Covariates

Time since diagnosis, geographical remoteness, and access to
private health insurance at baseline were not associated with
the intercept or slope in any domain, indicating that these
variables did not predict the proportion of unmet needs at
baseline, nor their rate of change over the two‐year period (see
Table 2). Age was negatively associated with the intercept across
all domains, suggesting that older participants reported fewer
unmet needs at baseline compared to younger participants. In

FIGURE 1 | Mean proportion (%) of unmet needs for each supportive care needs domain over time with standard error bars.†‡ †See Supporting
Information S1: Table 2 for data. ‡Timepoints are in relation to baseline and do not indicate time since diagnosis.
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contrast, education level was positively associated with the
intercept across all domains, meaning that participants with
higher education levels reported greater unmet needs compared
to those with lower education levels. At baseline, female par-
ticipants reported greater unmet needs than male participants in
the ‘health systems and information’ domain, and participants
in a relationship reported fewer unmet needs in the ‘sexuality’
domain compared to those not in a relationship. Additionally,
participants living in higher socioeconomic status areas reported
greater unmet needs in the ‘psychological’, ‘health systems and
information’, and ‘patient care and support’ domains compared
to those living in lower socioeconomic status areas.

For the ‘physical and daily living’ domain, participants with
skin and prostate cancer reported fewer unmet needs at baseline
compared to those with other cancer types. Additionally, par-
ticipants with skin cancer reported fewer unmet needs in the
‘psychological’ domain, while participants with prostate cancer
reported greater unmet needs in the ‘sexuality’ domain.
Perceived severity of QoL problems at baseline was also posi-
tively associated with unmet needs across all domains, and
participants with at least one comorbidity reported greater un-
met needs in the ‘psychological’ and ‘physical and daily living’
domains compared to those with no comorbidities. Finally, the
significant variance in the slope for the ‘sexuality’ domain was
associated with having gynaecological cancer compared to other
cancer types. As shown in Supporting Information S1: Figure 2,

participants with gynaecological cancer experienced a decrease
in their mean proportion of unmet needs from baseline
(M = 16.9, SE = 3.9) to 3 months (M = 14.3, SE = 4.8), followed
by an increase that exceeded the baseline mean by 24 months
(M = 20.7, SE = 5.4). Mean proportions of unmet sexuality
needs across all four timepoints for each cancer type are re-
ported in Supporting Information S1: Table 3.

4 | Discussion

Across most domains of supportive care, this study demon-
strated a modest but significant reduction in the level of unmet
need reported by cancer survivors, largely living outside major
cities, over a two‐year period. Managing fatigue, daily activities,
fears about cancer progression or recurrence, and concerns
about the emotional impact of cancer on loved ones were
identified as key areas of unmet need, reported by almost half
the sample at baseline. These results are consistent with a recent
systematic review of supportive care needs in Australian cancer
survivors [6], showing that unmet needs for psychological and
physical support are prevalent, with weighted estimates on in-
dividual domain items ranging up to 47.1% and 42.8%, respec-
tively, in studies on specific cancer types [6].

Although needs tended to decrease over time, a substantial
proportion of participants in the current study still reported these

TABLE 1 | Latent curve growth analysis: Intercept and slope without covariates.

Psychological
Physical and daily

living
Health systems and

information
Patient care and

support Sexuality

Linear models

AIC 11060.890 11367.346 10847.670 10689.328 11267.320

BIC 11102.835 11409.245 10889.546 10731.227 11313.861

RMSEA 0.095 0.111 0.064 0.048 0.032

Intercept

Mean 4.908* 5.227* 3.472* 2.897* 3.253*

(Variance) (6.392*) (5.923*) (4.244*) (3.284) (5.817*)

Slope

Mean −0.426* −0.306* −0.352* −0.241* −0.053

(Variance) 0.339 (0.656) 0.367 (0.037) (6.012*)

Quadratic models

AIC 11381.494 10856.730 10697.263

BIC 11423.393 10898.606 10739.162

RMSEA 0.125 0.078 0.062

Intercept

Mean 5.109* 3.378* 2.827*

(Variance) (6.172*) (4.315*) (3.344*)

Slope

Mean −0.091 −0.136* (‐0.079*)

(Variance) 0.275 (0.173) 0.014
Abbreviations: AIC = akaike information criteria; BIC = bayesian information criteria; RMSEA = root mean square error of approximation.
*p < 0.05.
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TABLE 2 | Latent curve growth analysis: Intercept and slope with covariates.

Psychological
Physical and daily

living
Health systems and

information
Patient care and

support Sexuality
AIC 8661.563 8853.903 8664.987 8450.153 8999.065

BIC 8766.318 8958.616 8769.616 8554.824 9177.737

Intercept

Mean 1.106 0.173 −0.024 0.231 2.539*

(Variance) (3.668*) (2.426*) (2.668*) (2.090*) (4.047*)

Slope

Mean −0.374* −0.254* −0.330 −0.210* −0.150

(Variance) (0.034) (1.180*) (0.407) (0.213) (0.418)

Covariates Intercept Intercept Intercept Intercept Intercept/
slope

Age (years) −0.574* −0.246* −0.209* −0.203* −0.765*/
0.039

Gendera 0.436 0.392 0.619* 0.302 −0.318/
−0.207

Relationship statusa −0.129 0.192 0.269 −0.043 −0.820*/
−0.113

Education levela 0.214* 0.186* 0.327* 0.232* 0.250*/
−0.053

Geographical
remotenessa

0.008 −0.237 −0.012 −0.011 −0.174/
0.054

Socioeconomic status 6.888* 6.553 8.481* 9.599* 4.112/1.467

Cancer typeb

Breast −0.529 −0.187 −0.348 0.030 −0.045/
0.578

Head and neck −0.502 −0.352 −0.163 −0.071 −0.492/
0.553

Prostate −0.150 −0.711* 0.214 0.187 1.335*/
0.225

Skin −0.846* −1.325* −0.364 −0.281 −0.268/
0.068

Lung 0.176 0.279 0.460 0.325 −0.011/
0.862

Gynaecological −0.566 −0.146 −0.472 0.130 −0.634/
0.871*

Time since diagnosis
(years)

−0.002 −0.053 −0.068 −0.035 −0.115/
0.034

Comorbiditiesa 0.083* 0.543* 0.199 0.145 −0.323/
0.159

PHI statusa 0.293 −0.271 −0.075 −0.166 −0.286/
0.067

QoL (baseline) 2.156* 2.709* 1.482* 1.450* 1.050*/
0.150

Abbreviations: AIC = akaike information criteria; BIC = bayesian information criteria; PHI = private health insurance; QoL = quality of life.
aGender (male = 0 [ref]; female = 1); relationship status (not in a relationship = 0 [ref]; in a relationship = 1); education level (primary school = 0 [ref]; middle
school = 1; secondary school = 2; tertiary education = 3); geographical remoteness (major city or inner regional area = 0 [ref]; outer regional or remote area = 1)
comorbidities (none = 0 [ref]; at least one = 1); private health insurance status (no access = 0 [ref]; access = 1).
bCancer type was entered into the model as six dummy variables each comparing one cancer type against all others for breast, head and neck, lung, prostate, skin, and
gynaecological cancer. For each variable, other cancer type = 0 [ref]; specific cancer type = 1.
*p < 0.05.
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needs two years later. Previous studies, largely focussed on one
specific cancer type, have reported similar results, whereby
needs tend to decrease over time [19–24]. However, most studies
only included one follow‐up assessment, typically within the first
six months post‐diagnosis [19, 20, 22–24]. In the current study,
where not all participants had been recently diagnosed with
cancer at baseline, participants reported lower levels of unmet
need across several domains at a 3‐month follow‐up, with little to
no reduction in unmet needs over the next 21 months. This
finding was irrespective of characteristics such as cancer type
and time since diagnosis, demonstrating a generally reliable
trend whereby people report fewer unmet needs when asked
again after a short period of time. This result could reflect an
improved ability to cope with and manage needs over time,
including increased access to and use of support. Alternatively,
the mere act of considering the need when prompted at baseline
may have led to some participants seeking support, meaning that
their need was satisfied by the subsequent survey. Further
research is necessary to identify mechanisms underlying these
results, and whether interventions prompting consideration of
unmet needs could result in lower overall need.

Interestingly, despite the lack of access to local healthcare and
support services, living in a more remote area was not associated
with unmet needs in any domain; however, other sociodemo-
graphic and clinical factors were. Consistent with previous
research [25], unmet needs in this study were generally higher
among participants who were younger, attained a higher edu-
cation level, or were living in a higher socioeconomic status area.
Greater unmet needs in younger participants could be related to
their need to return to usual routines, including employment or
parenting responsibilities. In addition, participants with higher
education levels or from higher socioeconomic status areas may
have greater knowledge or awareness of their condition and
expectations for their care. Subsequently, these participants may
be more attuned to gaps or barriers in care they receive, reflected
in higher domain scores. In the current study, female partici-
pants also had greater unmet needs for healthcare information
and support compared to male participants. This finding aligns
with previous research showing that female cancer survivors
tend to seek support more frequently than their male counter-
parts, but are often less satisfied with the support received [26].
Additionally, unmet needs across several domains were greater
among participants with at least one comorbidity or poorer QoL.
Studies indicate that comorbidities may be associated with
greater post‐operative complications and mortality among can-
cer survivors [27], which may result in heightened psychological
and practical needs in this population group. Furthermore, there
have been direct associations observed between poorer QoL and
greater unmet needs [28]. Therefore, people with these charac-
teristics may require routine early intervention for supportive
care needs and regular follow‐up.

Unlike other domains, unmet sexuality needs did not signifi-
cantly decrease over time, suggesting that needs relating to
changes in sexual function and satisfaction tend to persist long‐
term. This trend may reflect a lack of access or adherence to
support for unmet sexuality needs, especially for men with
prostate cancer or adults not in a relationship, who in the cur-
rent study, reported greater unmet needs at baseline compared
to their counterparts. For example, men with prostate cancer

experience devastating impacts on sexual function but adher-
ence to rehabilitation can be low, which may be partly due to
the limited or delayed efficacy and side effects of medical in-
terventions [29, 30]. Although prior studies have found that
cancer survivors who are in a relationship tend to experience
greater unmet needs in this domain [25], seeking support for
sexual health may be a lower priority for those without a partner
or spouse. In the current study, participants with gynaecological
cancer also showed a distinct pattern in their sexuality needs
over time, whereby the proportion of unmet needs decreased
from baseline to the 3‐month follow‐up, before increasing
thereafter. This finding indicates that while there may be an
increased awareness and discussion among healthcare pro-
fessionals and patients about the adverse effects of gynaeco-
logical cancer and its treatment on sexual health [31], the long‐
term support for these needs may diminish over time. Even in
cancer types that do not affect reproductive organs, perceived
stigma or other priorities may prevent survivors from seeking
support [32, 33], and clinicians' uncertainty about how to screen
for and manage sexual dysfunction may contribute to sustained
unmet needs [32, 33]. As the negative effects of cancer and its
treatment on sexual health can adversely affect mood, self‐
esteem, relationship adjustment, and overall QoL in cancer
survivors [34], it is important to understand and address barriers
to seeking or adhering to support.

4.1 | Clinical Implications

Results from the current study have implications for the design
and delivery of supportive care services. It was evident that a
large proportion of cancer survivors experience unmet sup-
portive care needs many years post‐diagnosis and initial treat-
ment. As a priority, services are needed to provide support for
managing fatigue, daily activities, fears of cancer progression or
recurrence, concerns regarding the emotional impact of cancer
on loved ones, and changes in sexual feelings and relationships.
Healthcare professionals and community support organisations
should be aware that although unmet needs may decrease over
time, several needs remain prevalent. Significant individual
differences in unmet needs at baseline also suggest that a case‐
by‐case approach to care is warranted. Other studies should
provide validation of these findings and explore additional fac-
tors that may explain individual differences in unmet needs.
With more people living longer following a cancer diagnosis [1],
and evidence of ongoing unmet needs in this population group,
it is vital that services are cost‐effective, sustainable, and tar-
geted towards priority needs [35]. Future research should
explore solutions for optimising access to support, particularly
in groups with higher unmet needs. Interventions that are both
feasible and acceptable to the local context could be identified
from prior research [36, 37] or co‐designed with participants
[38], and trialled to determine their effectiveness in addressing
unmet needs in cancer survivors across the care continuum.

4.2 | Study Limitations

In the current study, attrition bias was evident with differences
observed between the sociodemographic and clinical

7 of 9

 10991611, 2025, 2, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/pon.70087 by N

ational H
ealth A

nd M
edical R

esearch C
ouncil, W

iley O
nline L

ibrary on [01/05/2025]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



characteristics of participants who completed the follow‐up
surveys and those who did not. Notably, participants who
identified as Indigenous, attained a lower education level, were
not in a relationship, lived with at least one comorbidity, and
were diagnosed with lung cancer had higher attrition rates than
other participants, limiting the capacity to draw conclusions
around unmet needs in these groups. Additionally, people who
were unable to read and/or speak English were ineligible to
participate. As these characteristics have been associated with
unmet supportive care needs in cancer patients [25, 39, 40], the
generalisability of these findings to these groups may be limited.
Despite their potential influence on supportive care needs,
cancer stage and treatment modality were not included as
covariates in the models due to a lack of reliable data on these
variables in the current study. While the SCNS‐SF34 was used as
a robust measurement tool in the current population [12], it
does not capture several domains of unmet need, including
financial, cognitive, and social needs. Additionally, items about
treatment may not be applicable to individuals across all phases
of survivorship. While this study provides important insights
into the unmet supportive care needs of cancer survivors living
in regional and remote areas, given the exploratory nature of
this study, there is a potential risk of Type I errors, which un-
derscores the need for further validation of these findings in
future studies to draw more definitive conclusions.

5 | Conclusions

This longitudinal study suggests that the proportion of unmet
supportive care needs reported by people living with cancer may
decrease over time, largely irrespective of sociodemographic and
clinical characteristics. Despite this, unmet needs remain prev-
alent, particularly for physical and psychological support. An
exception to this trend was for sexuality needs, whereby the
average number of needs did not decrease significantly over the
two‐year period. Baseline needs were consistently higher in
participants who were younger, had a higher education level,
and reported poorer QoL. To draw definitive conclusions
regarding trajectories of supportive care needs over time, these
findings should be validated through independent replication in
other studies. With an increasing number of cancer survivors, it
is vital that sustainable, cost‐effective, and targeted services are
implemented early to address ongoing supportive care needs.
Future research should aim to optimise access to support for
these needs across the care continuum, particularly in priority
populations.
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