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Abstract: Immunotherapies and targeted therapies have revolutionised treatment of metastatic
melanoma and improved survival rates. However, survivors treated with novel therapies are
vulnerable to high levels of fear of cancer recurrence or progression (FCR). Existing FCR interventions
have rarely been trialled in people with advanced cancer. The current study aimed to evaluate the
acceptability and feasibility of Fear-Less: a stepped-care model to treat FCR in people with metastatic
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melanoma treated with immunotherapy or targeted therapy. Sixty-one outpatients with metastatic
melanoma were screened using the Fear of Cancer Recurrence Inventory Short Form (FCRI-SF) and
Fear of Progression Questionnaire Short Form (FoP-Q-SF). Survivors with subthreshold FCR were
stratified to a self-management intervention while those with clinical levels of FCR were provided with
an individual therapy, Conquer Fear. Survivor experience surveys and rescreening were administered
post-intervention completion. Results indicated that Fear-Less was an acceptable and feasible FCR
intervention. Results provided preliminary support for the potential impact of Fear-Less in reducing
FCR. Fear-Less is a promising first step in providing an acceptable and feasible stepped-care model to
treat FCR in survivors with metastatic disease.

Keywords: fear of cancer recurrence; stepped care; metastatic melanoma

1. Introduction

Immunotherapy and targeted therapy have revolutionised the management of metastatic
melanoma and substantially improved survival for a subset of patients [1]. Historically, the median
life expectancy for people with stage IV melanoma was seven months [2]. In contrast, the five-year
overall survival rate for the combination of a B-Raf proto-oncogene (BRAF) and mitogen-activated
protein kinase kinase (MEK) inhibitor (dabrafenib and trametinib) is now 37% [3]. Similar or better
survival has been found for immunotherapies, with five-year overall survival of 38.7% for single-agent
pembrolizumab [4], 44% for single-agent nivolumab [5], and 52% for combination ipilimumab and
nivolumab [5]. Despite this, individuals endure considerable fear and uncertainty regarding the
likelihood and durability of their response to treatment [6]. Regular monitoring and extended treatment
duration may also place these survivors at high risk of fear of cancer recurrence or progression (FCR) [6].

FCR is defined as the fear, worry, or concern relating to the possibility that cancer will come
back or progress [7]. A recent Australian survey found that up to 86% of survivors with metastatic
melanoma report some degree of FCR [8]. FCR involves intrusive thoughts, worries, hypervigilance
to physical symptoms and either avoidance of or excessive levels of symptom checking [7]. It is
often heightened in the days or weeks before receiving scan results or attending medical reviews [9].
In people with early stage disease, clinical levels of FCR have been associated with poor day-to-day
functioning, reduced quality of life and increased rates of depression, anxiety, and worry about the
future [10]. Untreated FCR has also been associated with avoidance of, or excessive requests for,
medical reviews, examinations or follow-up visits. This may result in adverse health outcomes for
survivors and increase health costs to survivors and health services [10–12].

Over the past decade, several psychological interventions have been developed and trialled
to address FCR in cancer survivors, primarily those with early stage disease. FCR interventions
have been delivered in individual, group, and online formats. Survivors who have completed these
interventions have experienced significant reductions in reported levels of FCR, depression, anxiety,
stress and improved overall quality of life [11,13–20]. Of the established interventions, Conquer Fear
has demonstrated efficacy in early stage disease, with post-intervention reductions in FCR maintained
at 3 and 6 month follow up [14]. Conquer Fear is based on the Common-Sense Model (CSM) of illness,
the Self-Regulatory Executive Function model (S-REF), and Relational Frame Theory (RFT) [21]. It is
a five-session face-to-face intervention that aims to manage worry and excessive threat monitoring,
address existential issues, and promote goal setting [22]. Conquer Fear has recently been adapted to
a five-module online self-management intervention, iConquerFear [23]. iConquerFear is hoped to
increase accessibility of FCR interventions, and is currently being trialled in people with early stage
colorectal cancer [24]. Both Conquer Fear and iConquerFear remain untested in survivors with advanced
cancer and their acceptability to them unknown.
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To date, only one randomised controlled trial (RCT) has evaluated the efficacy of an FCR
intervention that specifically targets FCR in survivors with advanced malignancies. This compared
Cognitive Behaviour Group Therapy (CBT) and Supportive-Experiential Group Therapy (SET) in
survivors in rehabilitation with either metastatic cancer or disease recurrence. These researchers found
that both CBT and SET significantly reduced FCR, depression, and anxiety, and improved health-related
quality of life [16]. However, the transferability of the findings is limited as the interventions were only
delivered in group settings to rehabilitation participants likely to have high levels of motivation.

Despite the growing number of FCR interventions, very few cancer survivors have access to them.
Barriers to access include lack of routine identification of FCR [25], poor referral rates, and limited
availability of therapists with specialised training to deliver these intensive interventions [22].
Developing acceptable intervention models that enable FCR treatment to be embedded in routine care
has been identified as the top FCR research priority [22].

A stepped-care FCR model could provide a solution to overcome these barriers and increase
access to FCR interventions by offering different intensity interventions based on survivors’ level of
need. This is an approach recommended in the Cancer Australia (the peak national government cancer
agency) guidelines for managing FCR [26]. A low-intensity intervention targets mild or moderate
symptoms, is readily accessible, convenient for survivors, and requires minimal specialist therapist
time to deliver [27]. Examples include psychoeducation [28], brief low-intensity CBT [29], or guided
self-management via online or booklet [30]. In contrast, a high-intensity intervention would address
high levels of symptoms which usually involves greater clinician involvement such as face-to-face
psychological therapy.

Developing a stepped-care approach to treat FCR in survivors with metastatic disease treated with
novel therapies could provide tailored interventions that are accessible, cost effective, and relevant to
this emerging survivor population.

To better manage FCR in survivors with metastatic melanoma treated with novel therapies,
we developed a stepped-care model (Fear-Less). Survivors with subthreshold levels of FCR were offered
a self-management intervention and survivors with clinical levels of FCR were offered individual
therapy based on the Conquer Fear protocol. The primary aim of this study was to evaluate the feasibility
and acceptability of Fear-Less. A secondary aim was to conduct preliminary evaluation of the impact of
the stepped-care model on FCR outcomes.

2. Materials and Methods

2.1. Participants

Participants were recruited by research staff at melanoma outpatient appointments at two
metropolitan hospitals in Melbourne, Australia. Patients were eligible if they were 18 years or older,
had a histologically confirmed diagnosis of stage IV metastatic melanoma, were at least six months
post-initiation of immunotherapy and/or targeted therapy, had a complete partial or stable response on
their most recent imaging, and could read or write in English. The research team attempted to approach
all eligible patients attending outpatient appointments on days of screening unless their treating
team advised they were too unwell (n = 17). The target sample for screening was 60 participants.
This study was approved by the governing hospital’s Human Research Ethics Committee (HREC
reference number LNR/47175/PMCC-2018).

2.2. Study Measures

2.2.1. Demographics and Medical History

Demographic information and relevant medical history were extracted from the medical record
including age, gender, disease status and treatment history.
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2.2.2. FCR Assessments

There is limited data on the use of FCR measures in people with advanced cancer. The combination
of the below measures was therefore used to ensure that FCR was adequately captured.

• Fear of Cancer Recurrence Inventory Short Form (FCRI-SF; [31]). The FCRI-SF is a 9-item self-report
questionnaire that was used as a screening and outcome measure to assess FCR. The questionnaire
assesses the presence, frequency, intensity, and duration of thoughts associated with FCR. Total
scores range from 0 to 36, with higher scores indicating higher levels of FCR. A score of 13–21
was used to identify participants with subthreshold FCR [31,32], while a score of ≥22 was used
to identify participants with high levels of FCR [32,33]. The FCRI-SF has shown strong internal
consistency (alpha = 0.95), temporal stability (r = 0.89), and construct validity [31].

• Fear of Progression Questionnaire Short Form (FoP-Q-SF; [34]). The FoP-Q-SF is a 12-item
self-report questionnaire used as a screening and outcome measure to assess the level of fear of
cancer progression. Total scores range from 12 to 60. A cut-off score of 24–33 was used to suggest
subthreshold levels of fear of progression [35] and a score ≥34 was used to identify participants
with high levels of fear of progression [36]. FoP-Q-SF has shown high reliability (Cronbach’s
alpha = 0.87 to 0.90), with evidence of construct validity [34,37].

Participants whose scores reached different thresholds according to the two measures were offered
the intervention corresponding with their highest score. For example, a participant who scored in the
subthreshold range on one measure and the clinical FCR range on the other measure would be offered
the individual therapy pathway.

2.2.3. Acceptability and Feasibility

To assess acceptability and feasibility of screening and interventions, three purposely designed
survivor experience surveys (see Supplementary Material) were administered:

• The Screening Survivor Experiences Survey was administered to all participants directly after
screening. This seven-item measure included rating scales of the degree to which they agreed
or disagreed that the screening questionnaires were easy to complete, easy to understand,
and acceptable. Open-response items asked participants about how important they considered
screening for FCR.

• The Self-Management Survivor Experiences Survey was administered after completion of the
self-management intervention. The 13-item measure assessed participants’ previous experience
of FCR support, the most and least useful aspects of the intervention, whether they would
recommend the intervention and subjective changes in FCR.

• The Individual Therapy Survivor Experiences Survey was administered after the individual
therapy. This 10-item measure assessed the participants’ previous FCR supports, experience of
the individual therapy, whether they would recommend it, and subjective changes in FCR.

2.2.4. Operational Data

Clinician time taken to deliver screening and interventions, uptake and adherence rates, follow
up, and reasons for declining were collected.

2.3. Study Procedures

Over a 16 week period from February 2019 to June 2019, eligible survivors were screened for FCR
using the FCRI-SF and FoP-Q-SF by a psychology researcher or clinical psychologist. Participants
with low levels of FCR did not require FCR intervention and received treatment as usual: standard
care from their primary care medical and nursing staff. Participants identified as having subthreshold
levels of FCR were offered the self-management intervention and participants who were identified as
having clinical FCR were offered individual therapy.
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At the completion of the self-management intervention or individual therapy, participants were
provided with rescreening questionnaires and a survivor experiences survey.

2.3.1. Stepped Care Intervention

The three levels of interventions are described below and summarised in Figure 1.
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Figure 1. Stepped-care interventions.

Step 1: Treatment as Usual

No further follow up or additional screening was undertaken. Participants continued with their
usual care.

Step 2: Self-Management Intervention

Participants who were identified as having subthreshold levels of FCR based on screening or
clinical assessment were offered the self-management intervention. Participants received a copy of the
purpose-designed self-management booklet. To develop the self-management booklet, the following
steps were taken: (1) a scoping review of the literature to collate and review relevant national and
international resources, (2) focus groups or interviews with melanoma survivors and content experts
to inform content and design, and (3) a quality review process to ensure relevance and utility of
the booklet.

The self-management booklet included psychoeducational material and strategies on key cognitive
behavioural skills to manage FCR, healthy living, and information about how to cope with disease
progression. The booklet included seven activities to deepen participants’ understanding of their FCR
and build their coping skills. This included (1) identifying values, (2) setting goals, (3) relaxation,
(4) identifying triggers, (5) identifying unhelpful thoughts, (6) focusing on things within one’s
control, and a (7) FCR management plan. Acceptable intervention completion levels were defined as
self-reported reading 75% or more of the self-management booklet.

Upon receiving the booklet participants were oriented to its use and encouraged to read the
sections that appeared most relevant to their experience. Three weeks after receiving the booklet,
a phone call was made to all participants by the psychology researcher or clinical psychologist to
reinforce new skills acquired and problem solve any difficulties experienced with using the booklet.

Step 3. Individual Therapy

Participants identified as having high levels of FCR on screening underwent a clinical assessment
to confirm severity of FCR and need for individual therapy. Participants whose assessment indicated
clinical levels of FCR (high severity, frequency, intensity and impact of FCR) were offered the five
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individual sessions based on the Conquer Fear protocol. Sessions were delivered by a clinical psychologist
trained in Conquer Fear and ranged from 60 to 90 min in duration. Each session was accompanied
by home-based practice of skills learned in session and home reading to consolidate skill acquisition.
Session content is outlined below:

• Session 1: FCR-specific assessment and model to explain treatment, discussion of existential
changes brought on by cancer, value identification and goal setting.

• Session 2: Discussion of the impact of vulnerability factors on FCR; rationale and practice of the
Attention Training Technique.

• Session 3: Introduction to detached mindfulness.
• Session 4: Discussion of self-examination practices and medical surveillance, discussion of

metacognitive beliefs that underpin FCR, and worry postponement.
• Session 5: Review of goal-setting task, consolidation of skills, and relapse prevention planning.

Session 4 of the protocol was adapted to improve relevance to survivors with advanced disease on
novel therapies by removing the generic recommendations usually provided on symptom monitoring.
Acceptable level of the individual therapy was defined as completing four or more sessions.

2.4. Data Analysis

Descriptive statistics were used to summarise demographic, clinical, and operational data.
Qualitative responses of participants’ experiences were summarised using content analysis to

assess acceptability of screening and interventions.
Feasibility of the stepped-care approach was assessed using percentage of participants approached

who completed screening, percentage of participants who accepted the interventions, clinician time to
deliver screening and interventions. Acceptability of the stepped-care approach was assessed using
percentage adherence to the interventions, and qualitative analysis of survivor experience surveys.

Change scores between pre- and post-intervention FCRI-SF and FoP-Q-SF were calculated to
describe the impact of the Fear-Less interventions. Participants whose post-intervention scores on the
FCRI-SF or FoP-Q-SF decreased by 10% or more (indicative of clinically significant improvement [38])
were considered to have a reduction in FCR.

3. Results

3.1. Stepped-Care Pathways

Seventy-three people were approached for FCR screening and 61/73 (84%) completed screening
(Figure 2). Seven (10%) declined screening due to time commitments and five (7%) did not
return screening questionnaires after consenting. Thirty-nine participants (64%) were identified
as experiencing FCR. Twenty-seven (44%) experienced subthreshold levels of FCR and were eligible for
the self-management intervention, and 12 (20%) had clinical levels of FCR requiring individual therapy.

Ninety percent of those referred to Fear-Less interventions accepted the referral, including
24/27 (89%) who accepted the self-management intervention and 11/12 (92%) who accepted individual
therapy. One participant who declined individual therapy accepted the self-management intervention.

Key socio-demographic, clinical and treatment characteristics of participants are shown in
Table 1. The sample was primarily male (41, 67%), on active treatment (37, 61%) and treated with
immunotherapies (43, 70%). The mean age was 61.39 years (SD = 11.62).
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Figure 2. Stepped-care pathways of Fear-Less. a Includes one survivor who declined individual therapy
and accepted self-management. b Referred to self-management instead.

Table 1. Participants’ socio-demographic and treatment characteristics.

FCR Screening Subcategories N = 61 Total Sample
No FCR Subthreshold FCR Clinical FCR

n (%) 22 (36%) 27 (44%) 12 (20%) 61

Age
Mean (SD) 69.2 (9.6) 60.0 (10.7) 50.3 (5.4) 61.4 (11.6)
Minimum 47 36 39 36
Maximum 82 76 60 82

Sex
Male (%) 16(73%) 19 (70%) 6 (50%) 41 (67%)
Female (%) 6 (27%) 8 (30%) 6 (50%) 20 (33%)

Treatment Agent Currently or Previously Received
Immunotherapies (%) 18 (82%) 19 (70%) 6 (50%) 43 (70%)
Targeted therapies (%) 2 (9%) 6 (22%) 3 (25%) 11 (18%)
Both immunotherapies and targeted therapies (%) 2 (9%) 2 (7%) 3 (25%) 7 (11%)

Treatment Status
Having active treatment (%) 14 (64%) 14 (52%) 9 (75%) 37 (61%)
Treatment stopped a (%) 8 (36%) 13 (48%) 3 (25%) 24 (39%)

FCRI-SF
Mean (SD) 6.95 (3.12) 17.22 (5.37) 23.42 (4.93) 14.74 (7.77)
Range 0, 11 6, 33 12, 31 0, 33

FoP-Q-SF
16.82 (3.79) 26.37 (6.41) 38.92 (9.26)

Mean (SD) 25.39 (10.12)
Range 12–23 15–43 20–54 12–54

Note. n = Number. SD = standard deviation. FCRI-SF = Fear of Cancer Recurrence Inventory Short Form.
FoP-Q-SF = Fear of Progression Questionnaire Short Form. FCR = Fear of Cancer Recurrence. a Due to completion
of two years of therapy or toxicity.

3.2. Feasibility and Acceptability

3.2.1. Screening

All participants (61, 100%) who completed the screening measures completed the Screening
Survivor Experiences Survey. The majority agreed or strongly agreed that the screening questionnaires
were easy to complete (98%), easy to understand (98%), and time to complete screening questionnaires
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was acceptable (100%). Clinician time taken to administer the screening questionnaires ranged from
one to 12 min (mean 3.25, SD = 2.30).

Screening identified 16 survivors with high levels of FCR but, of these, 12/16 (75%) were confirmed
to have clinical levels of FCR at the clinical assessment. The remaining four had moderate levels of
FCR and were referred to the lower intensity self-management intervention.

Qualitative responses on survivor experience surveys consistently described that screening for
FCR was “very important”. Participants indicated screening validated their emotional experience
and assisted with treatment planning. A small number of participants viewed the screening itself as
therapeutic. The quotes below provide examples of these responses:

Participant 48: “I think it is very important and should be included as part of your treatment plan
when first diagnosed and it can then be modified if and when required”.

Participant 22: “The questionnaire raised issues that I wasn’t aware I was fearful of and by
identifying the issues helps me then to deal with them”.

Participant 50: “Filling in the questionnaire was thought provoking in itself, and a type of therapy”.

3.2.2. Self-Management Intervention

Twenty-seven participants were offered the self-management intervention after screening and 24
(89%) accepted the intervention. One additional participant accepted self-management after declining
individual therapy, resulting in 25 participants commencing the self-management intervention.
Three participants declined the self-management intervention as they felt that they were coping with
their FCR. Figure 3 shows the flow of participants in the self-management intervention. Twenty-one
participants (84%) completed the intervention and rescreening. On average, the self-management
intervention took 20.62 min (SD = 9.77) of clinician time to deliver.
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Figure 3. Self-management intervention flow of participants.

The majority of participants (13/21, 62%) read ≥50% of the booklet with 10 participants (48%)
reading ≥75% of the booklet. Thirteen participants (62%) reported that they would recommend the
self-management intervention to others. One-third of participants (7/21, 33%) were unsure whether they
would recommend it with some preferring a face-to-face or online delivery and others reporting they
believed they did not need the intervention. One participant indicated they would not recommend the
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intervention. However, their qualitative data had no indication of reasons they would not recommend
it (e.g., “felt good about” participating; that it was helpful to see that “I’m not the only one in this
boat”). In total, 33% (7/21) reported subjective improvements in FCR after the intervention.

Eight participants (38%) completed ≥3/7 activities and seven (33%) did not complete any.
Participants identified that the most helpful activities were keeping a relaxation diary (7/21, 33%),
goal setting (6/21, 29%) and identifying what was within their control (6/21, 29%).

When asked to describe the most useful aspects of the intervention, participants reported that the
intervention was “interesting”, “easy to understand”, “helpful”, and “cover[ed] all aspects of living
with cancer”. Participants also indicated that the self-management booklet increased awareness of FCR,
had the potential to prevent FCR, and was a useful resource for family and friends. These sentiments
are captured by the following statements:

Participant 10: “I have to say the book speaks for itself, it’s very easy to understand and put into
practice, and helpful to putting strategies in place”.

Participant 41: “I think the book made me aware of things that I never thought about”.
Participants were also asked to describe the least useful aspects of the intervention.

Three participants were concerned some sections of the self-management booklet could trigger
anxiety or lead to worry about disease progression. The three participants (14%) who felt they did not
need the intervention could not relate to words used in the booklet such as fear, care and intervention.
An additional two participants (10%) described the booklet as difficult to understand or read.

3.2.3. Individual Therapy

A total of 12/61 participants (20%) were referred for individual therapy and 92% (11/12) accepted
the referral. One declined due to the intense nature of the intervention but accepted a referral to the
self-management intervention. Six participants (55%) attended all five sessions of the intervention,
while two participants (18%) attended three sessions; two (18%) attended two sessions and one (9%)
attended a single session. Reasons for completing <5 sessions included other significant psychosocial or
health stressors taking priority over therapy (n = 3), returning to pre-existing community psychologist
(n = 1), disengaged and then lost to follow up (n = 1). Figure 4 shows the flow of participants through
the individual therapy.

Of the 11 participants who commenced individual therapy, seven (64%) completed post-intervention
rescreening and survivor experience surveys. All six participants who completed five sessions reported
that they would recommend the individual therapy to others. Participants’ qualitative responses
identified that the most useful aspects of individual therapy were detached mindfulness (4/7) and
being listened to and validated (3/7). All six participants who completed the intervention reported
subjective improvements in FCR levels and all attributed this change to therapy. Some experiences are
presented below:

Participant 11: “Practical tools provided are really useful. Also having the opportunity to try
them during my support session”.

Participant 20: “The entire program was beneficial”.
Participant 28: “(Psychologist) made me feel comfortable and safe from the very beginning. I felt

I could talk about my fear and other emotions freely”.
In terms of difficulties experienced with the individual therapy, two participants found discussions

about past experiences confronting. One stated:
Participant 28: “In the beginning, I was asked to describe myself and my diagnosis. This brought

about a lot of painful memories and brought to the forefront very negative feelings about my family
that I felt I experienced throughout my cancer journey. I did not enjoy this, nor felt it was helpful”.

Participants were asked for recommendations on how the individual therapy could be
improved. One participant recommended that oncologists ask about FCR and make direct referrals,
one recommended greater clarity regarding program expectations, while another recommended
including a peer support component.
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Participant 20: “The only improvement would be for oncologists to suggest a program like this or
suggest seeking assistance as many, like me, feel they are handling their diagnosis well, but in reality
are struggling”.J. Clin. Med. 2020, 9, x FOR PEER REVIEW 10 of 17 
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3.3. Impact

3.3.1. Self-Management Intervention

Post-intervention rescreening indicated that 62% of participants (13/21) had a reduction in FCR
post-intervention compared to pre-intervention. After five weeks of self-management, all 21 participants
were offered additional supports to manage FCR. However, 90% reported that they did not require
any further support (two participants were uncontactable). Table 2 summarises the pre- and
post-intervention FCRI-SF and FoP-Q-SF scores. The survivor experiences survey indicated that
17/21 (81%) self-management participants had never previously accessed professional help for FCR
and 11/21 (52%) had never been asked about FCR.

Table 2. Stepped-care pre- and post-intervention scores on FCRI-SF and FoP-Q-SF.

Self-Management Individual Therapy

n 21 7

FCRI-SF
Pre-intervention mean (SD) 17.67 (6.03) 24.29 (4.19)
Post-intervention mean (SD) 16.90 (7.69) 20.57 (6.35)

FoP-Q-SF
Pre-intervention mean (SD) 29.14 (8.21) 37.29 (8.56)
Post-intervention mean (SD) 29.00 (7.79) 33.71 (7.87)

Note. SD = standard deviation. n = number. FCRI-SF = Fear of Cancer Recurrence Inventory Short Form.
FoP-Q-SF = Fear of Progression Questionnaire Short Form.
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Of the ten participants who read ≥75% of the booklet, 8/10 showed a reduction in FCR. The two
participants who did not show any improvement attributed the lack of change in FCR to life stressors
(e.g., a family member dying of or being diagnosed with terminal cancer prior to rescreening).

3.3.2. Individual Therapy

Of the seven individual therapy participants who completed post-intervention evaluation and
rescreening, six had never previously accessed professional help for FCR nor had they ever been asked
about FCR. At the completion of individual therapy, 5/7 participants had a reduction in their FCR
compared to pre-intervention. No participants who completed five sessions required further support
for their FCR.

Two participants did not show improvements on rescreening. One attributed their lack of change
on outcome measures to an increased frequency of thinking about FCR during the intervention without
an increase in distress. The second participant attributed their lack of change to the complex nature of
their illness.

4. Discussion

Fear-Less is a novel stepped-care model to treat FCR and the first known initiative designed to
address FCR specifically in survivors with metastatic melanoma treated with novel therapies. Fear-Less
appears to be a feasible and acceptable model of care with a high uptake of FCR screening (84%),
self-management intervention (89%), and individual therapy (92%).

The majority of participants (61%) who required FCR intervention had never previously been
asked about FCR and 82% had never had FCR treatment. This is particularly concerning given the
long-term implications of FCR on quality of life and mental health [11,13–20]. Although it has been
widely recommended by Butow et al. [39] that survivors are routinely screened for FCR, our results
suggest FCR screening is not routinely implemented. Our study also found that participants want
to discuss FCR early in treatment with their medical team. Barriers to FCR screening may include
minimal health care professional knowledge or training in FCR [40], uncertainty regarding the optimal
time across the cancer trajectory to assess FCR [23], and lack of access to FCR screening [25]. Our study
supports the implementation capacity of routine FCR screening. As screening was self-reported,
it required minimal instructions from clinicians, took approximately 3 min to administer, and survivors
reported it was easy to complete, indicating that it can be integrated and administered in busy
outpatient clinics with support of nursing or oncology staff. Brief training for health care professionals
may be needed to improve confidence in identifying and addressing FCR [40].

Given the growing number of cancer survivors, self-management psychological interventions
are becoming a popular part of cancer care. Our self-management intervention was acceptable
and feasible to survivors with advanced disease, taking only 21 min of clinician time to support
survivors through the intervention. Similar results were found in an Australian study that assessed
the usability of iConquerFear with people with early stage cancer [23]. Smith et al. [23] found
participants liked the flexibility of access of iConquerFear and the self-management intervention
empowered participants to help themselves. However, iConquerFear is a fully self-directed resource,
and some participants noted that they would benefit from having some clinician contact during the
program. Another fully self-directed online CBT intervention to manage FCR, “Less fear after cancer”,
had no effect on reducing FCR, leading the authors to recommend adding professional support to
self-management interventions [41]. In contrast, an FCR intervention for survivors with early stage
melanoma that included a psychoeducational resource and three telephone psychotherapeutic sessions
was found to be effective in reducing FCR [15]. The acceptability and efficacy of self-management
interventions may therefore be enhanced when including clinician support, which was used in the
current self-management intervention.

Our findings provide preliminary evidence that the self-management intervention may have
helped reduce FCR in this sample. Delivering a low-intensity intervention to those with subthreshold
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FCR may be just as effective as providing these survivors with a high-intensity intervention. For example,
a recent study showed that survivors with low levels of FCR benefited equally from a low-intensity
relaxation intervention compared to the high-intensity Conquer Fear [42]. This supports the stepped-care
approach without compromising survivor outcomes.

Testing the cost utility of our intervention was beyond the scope of the project and the other
self-management interventions for FCR also lacked an economic evaluation. However, other researchers
have assessed costs of self-management psychological interventions in oncology and compared them
to face-to-face interventions. For example, online CBT effective in reducing menopausal symptoms
in breast cancer survivors was more cost effective than face-to-face group CBT for this cohort [43].
A self-management FCR intervention such as that developed in the current study may have the
potential to provide an accessible effective treatment to those with subthreshold FCR with cost savings
to the health care system.

Our study is the first to evaluate Conquer Fear in survivors with advanced disease and provides
preliminary support that it may be an acceptable intervention for this population. All six participants
who completed the five-session intervention would recommend it to others. The finding that one
participant experienced increased frequency of FCR without increased distress may reflect a reduction
in their previous unhelpful avoidant coping strategy. Avoidant coping is reported in individuals with
higher levels of FCR [44] and reduced avoidance could indicate clinical improvement in overall FCR.
Unlike the self-management intervention, Conquer Fear is highly resource dependent as it requires a
minimum of nearly six hours of specialty therapist’s time to deliver. The individual therapy appeared to
have an impact on reducing FCR for 5/7 of survivors who completed rescreening. Effective management
of FCR in survivors with advanced disease is consistent with the study by Herschbach et al. [16] who
found that CBT and SET were effective in reducing FCR in this population. Additional FCR factors not
included in Conquer Fear may be particularly relevant to advanced disease (e.g., death anxiety) [45].
Future research could explore whether including these factors further increases the relevance and
impact of FCR interventions in this population.

4.1. Clinical Implications

FCR in survivors with advanced melanoma treated with novel therapies largely goes undetected
and untreated. Until further evidence amasses, it is recommended that the best evidence to date be
used to screen and treat FCR in this population with great unmet need. Screening for FCR is essential
and provides an opportunity for early intervention. There are several measures that could be used to
screen for FCR [46]. Both the FCRI-SF and FoP-Q-SF have been used widely and have been evaluated
with a number of different populations. However, further research is needed to determine the optimal
FCR screening measure and cut offs in this population. Until clearer cut offs have been established,
screening for both subthreshold and clinical levels of FCR could be complemented with a brief clinical
assessment of the severity and frequency of FCR. Medical and nursing teams might be in the best
position to initiate the conversation but may benefit from further training to increase confidence in
FCR identification and management.

FCR self-management interventions with clinician involvement may help survivors work through
the intervention and also help adjust the intervention to meet the individual needs of each survivor.
Psycho-oncology nurses who are experts in supportive care, who know the survivors well and support
survivors through their treatment regime could be the primary clinician supporting survivors through
the self-management intervention and could refer to psycho-oncology services if further support
is required.

Conquer Fear is efficacious in early stage disease with durable long-term outcomes.
We demonstrated that it may also be suitable for survivors with stage IV melanoma treated with
immunotherapies or targeted therapies. When delivering FCR interventions such as Conquer Fear
to people with advanced disease on novel therapies, psycho-oncology experts may need to address
specific fears related to treatment side-effects, uncertainty of symptom monitoring, and death anxiety.
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4.2. Further Research

Fear-Less appears to be an acceptable and feasible model of care, and further evaluation of
the efficacy and cost effectiveness of the Fear-Less stepped-care model within an RCT is needed.
Further research is needed to explore how to better address FCR in survivors with other cancer types
(e.g., lung cancer) who are treated with immunotherapies and targeted therapies. Very few FCR
interventions address the needs of people who speak a language other than English, future research
could focus on translating resources in other common languages (e.g., Arabic, Mandarin, Italian) and
assess their usability.

4.3. Study Strengths and Limitations

This study had a number of strengths. Firstly, unlike previous interventions, Fear-Less is a
stepped-care FCR intervention that is specifically tailored to survivors with advanced cancer. Fear-Less
was also evaluated with a sample of both males and females, from a broad age range, across two sites.
The use of two screening measures to assess FCR and fear of progression ensured that screening was
adapted to this population with advanced disease. Fear-Less also targets FCR in survivors who have
been treated with immuno- or targeted therapies, who may be at high risk of FCR.

This study also had several limitations. There is a lack of specificity in the screening measures
and clinically significant cut-off scores [30]. Though individuals with high levels of FCR at screening
completed a clinical assessment to confirm FCR severity, this was not provided to those with
subthreshold FCR. This may have resulted in the self-management intervention being offered to
participants who did not require any FCR intervention, as evidenced by qualitative feedback from
three participants and a further three who declined the intervention. While the exploration of impact
provides a preliminary understanding of the potential of these interventions, the small sample size
and lack of a control group prevents conclusions being drawn about intervention efficacy. Our sample
were all English-speaking individuals and therefore the suitability of this intervention for people from
diverse backgrounds is unknown.

5. Conclusions

Stepped-care models such as Fear-Less have the potential to address FCR in survivors with
advanced disease. Stepped-care models allocate the intensity of interventions based on survivors’
clinical level of need, and therefore increase access to interventions for the large number of survivors
with untreated FCR. Survivors with metastatic melanoma want screening and treatment for FCR but
most are not currently receiving it. Until further evidence amasses, FCR interventions for people with
advanced disease treated with novel therapies should be carefully planned. Clinicians delivering these
intervention should work closely with survivors to ensure that their needs are addressed.

Supplementary Materials: The following are available online at http://www.mdpi.com/2077-0383/9/9/2969/s1.

Author Contributions: Conceptualisation, L.K., M.J., A.B.S., J.S., H.M.D., S.E., J.P.-N., J.L.-K., D.M., L.R., J.D.,
A.B.-S., M.S., and M.F.; Methodology, F.A.L., L.K., M.J., A.B.S., J.S., H.M.D., S.E., J.P.-N., J.L.-K., D.M., L.R., V.D.,
J.D., H.K., A.B.-S., J.E., M.S., and M.F.; Formal Analysis, F.A.L., V.D., and M.F.; Investigation, F.A.L., L.K., D.M.,
V.D., J.D., H.K., H.B., and M.F.; Resources, L.K., A.B.S., J.S., H.M.D., S.E., M.S., and M.F.; Data Curation, F.A.L.,
L.K., V.D., J.D., F.A.L., H.K., and M.F.; Writing—Original Draft Preparation, F.L. and M.F.; Writing—Review and
Editing, L.K., M.J., A.B.S., J.S., H.M.D., S.E., J.P.-N., J.L.-K., D.M., L.R., V.D., J.D., H.K., A.B.-S., J.E., M.S., and H.B.;
Visualisation, F.L. and M.F.; Project Administration, F.A.L., L.K., M.J., A.B.S., J.S., H.M.D., S.E., J.P.-N., J.L.-K.,
D.M., L.R., V.D., J.D., H.K., A.B.-S., J.E., M.S., and M.F.; Funding Acquisition, L.K., M.J., A.B.S., J.S., H.M.D., S.E.,
J.P.-N., J.L.-K., D.M., L.R., J.D., A.B.-S., M.S., and M.F. All authors have read and agreed to the published version of
the manuscript.

Funding: The Fear-Less project was supported by the Victorian Government.

Acknowledgments: We acknowledge all participants in the Fear-Less project. We acknowledge the current and
past members of the Fear-Less project team that includes the authors as well as other clinicians, researchers,
and survivors including Michael Henderson, Karla Gough, Shahneen Sandhu, and Paul White. MS was supported
by a Victorian Cancer Agency Clinical Research Fellowship.

http://www.mdpi.com/2077-0383/9/9/2969/s1


J. Clin. Med. 2020, 9, 2969 14 of 16

Conflicts of Interest: The authors declare no conflict of interest.

References

1. Zhu, Z.; Liu, W.; Gotlieb, V. The rapidly evolving therapies for advanced melanoma—Towards
immunotherapy, molecular targeted therapy, and beyond. Crit. Rev. Oncol. Hematol. 2016, 99, 91–99.
[CrossRef]

2. Balch, C.M.; Gershenwald, J.E.; Soong, S.J.; Thompson, J.F.; Atkins, M.B.; Byrd, D.R.; Buzaid, A.C.;
Cochran, A.J.; Coit, D.G.; Ding, S.; et al. Final version of 2009 AJCC melanoma staging and classification.
J. Clin. Oncol. 2009, 36, 6199–6206. [CrossRef] [PubMed]

3. Robert, C.; Grob, J.J.; Stroyakovskiy, D.; Karaszewska, B.; Hauschild, A.; Levchenko, E.; Chiarion Sileni, V.;
Schachter, J.; Garbe, C.; Bondarenko, I.; et al. Five-Year Outcomes with Dabrafenib plus Trametinib in
Metastatic Melanoma. N. Engl. J. Med. 2019, 381, 626–636. [CrossRef] [PubMed]

4. Robert, C.; Schachter, J.; Long, G.V.; Arance, A.; Grob, J.J.; Mortier, L.; Daud, A.; Carlino, M.S.; McNeil, C.;
Lotem, M.; et al. Pembrolizumab versus Ipilimumab in Advanced Melanoma. N. Engl. J. Med. 2015,
372, 2521–2532. [CrossRef] [PubMed]

5. Larkin, J.; Chiarion-Sileni, V.; Gonzalez, R.; Grob, J.J.; Rutkowski, P.; Lao, C.D.; Cowey, C.L.; Schadendorf, D.;
Wagstaff, J.; Dummer, R.; et al. Five-Year Survival with Combined Nivolumab and Ipilimumab in Advanced
Melanoma. N. Engl. J. Med. 2019, 381, 1535–1546. [CrossRef]

6. Thewes, B.; Husson, O.; Poort, H.; Custers, J.A.E.; Butow, P.N.; McLachlan, S.A.; Prins, J.B. Fear of Cancer
Recurrence in an Era of Personalized Medicine. J. Clin. Oncol. 2017, 35, 3275–3278. [CrossRef]

7. Lebel, S.; Ozakinci, G.; Humphris, G.; Mutsaers, B.; Thewes, B.; Prins, J.; Dinkel, A.; Butow, P. University
of Ottawa Fear of Cancer Recurrence Colloquium attendees. From normal response to clinical problem:
Definition and clinical features of fear of cancer recurrence. Support Care Cancer 2016, 24, 3265–3268.
[CrossRef]

8. Lai-Kwon, J.; Khoo, C.; Lo, S.; Milne, D.; Mohamed, M.; Raleigh, J.; Smith, K.; Lisy, K.; Sandhu, S.; Jefford, M.
The survivorship experience for patients with metastatic melanoma on immune checkpoint and BRAF-MEK
inhibitors. J. Cancer Surviv. 2019, 13, 503–511. [CrossRef]

9. Kasparian, N.A.; McLoone, J.K.; Butow, P.N. Psychological responses and coping strategies among patients
with malignant melanoma: A systematic review of the literature. Arch. Dermatol. 2009, 145, 1415–1427.
[CrossRef]

10. Hart, S.L.; Latini, D.M.; Cowan, J.E.; Carroll, P.R.; CaPSURE Investigators. Fear of recurrence, treatment
satisfaction, and quality of life after radical prostatectomy for prostate cancer. Support Care Cancer 2008,
16, 161–169. [CrossRef]

11. Ferguson, S.; Sidani, S. Protocol of a randomized controlled trial of the fear of recurrence therapy (FORT)
intervention for women with breast or gynecological cancer. BMC Cancer 2016, 16. [CrossRef]

12. Glynne-Jones, R.; Chait, I.; Thomas, S.F. When and how to discharge cancer survivors in long term remission
from follow-up: The effectiveness of a contract. Clin. Oncol. 1997, 9, 25–29. [CrossRef]

13. Tauber, N.M.; O’Toole, M.S.; Dinkel, A.; Galica, J.; Humphris, G.; Lebel, S.; Maheu, C.; Ozakinci, G.; Prins, J.;
Sharpe, L.; et al. Effect of Psychological Intervention on Fear of Cancer Recurrence: A Systematic Review
and Meta-Analysis. J. Clin. Oncol. 2019, 37, 2899–2915. [CrossRef] [PubMed]

14. Butow, P.N.; Turner, J.; Gilchrist, J.; Sharpe, L.; Smith, A.B.; Fardell, J.E.; Tesson, S.; O’Connell, R.; Girgis, A.;
Gebski, V.J.; et al. Randomized Trial of ConquerFear: A Novel, Theoretically Based Psychosocial Intervention
for Fear of Cancer Recurrence. J. Clin. Oncol. 2017, 35, 4066–4077. [CrossRef] [PubMed]

15. Dieng, M.; Butow, P.N.; Costa, D.S.; Morton, R.L.; Menzies, S.W.; Mireskandari, S.; Tesson, S.; Mann, G.J.;
Cust, A.E.; Kasparian, N.A. Psychoeducational Intervention to Reduce Fear of Cancer Recurrence in
People at High Risk of Developing Another Primary Melanoma: Results of a Randomized Controlled Trial.
J. Clin. Oncol. 2016, 34, 4405–4414. [CrossRef] [PubMed]

16. Herschbach, P.; Book, K.; Dinkel, A.; Berg, P.; Waadt, S.; Duran, G.; Engst-Hastreiter, U.; Henrich, G.
Evaluation of two group therapies to reduce fear of progression in cancer patients. Support Care Cancer 2010,
18, 471–479. [CrossRef] [PubMed]

http://dx.doi.org/10.1016/j.critrevonc.2015.12.002
http://dx.doi.org/10.1200/JCO.2009.23.4799
http://www.ncbi.nlm.nih.gov/pubmed/19917835
http://dx.doi.org/10.1056/NEJMoa1904059
http://www.ncbi.nlm.nih.gov/pubmed/31166680
http://dx.doi.org/10.1056/NEJMoa1503093
http://www.ncbi.nlm.nih.gov/pubmed/25891173
http://dx.doi.org/10.1056/NEJMoa1910836
http://dx.doi.org/10.1200/JCO.2017.72.8212
http://dx.doi.org/10.1007/s00520-016-3272-5
http://dx.doi.org/10.1007/s11764-019-00770-0
http://dx.doi.org/10.1001/archdermatol.2009.308
http://dx.doi.org/10.1007/s00520-007-0296-x
http://dx.doi.org/10.1186/s12885-016-2326-x
http://dx.doi.org/10.1016/S0936-6555(97)80055-6
http://dx.doi.org/10.1200/JCO.19.00572
http://www.ncbi.nlm.nih.gov/pubmed/31532725
http://dx.doi.org/10.1200/JCO.2017.73.1257
http://www.ncbi.nlm.nih.gov/pubmed/29095681
http://dx.doi.org/10.1200/JCO.2016.68.2278
http://www.ncbi.nlm.nih.gov/pubmed/27998215
http://dx.doi.org/10.1007/s00520-009-0696-1
http://www.ncbi.nlm.nih.gov/pubmed/19865833


J. Clin. Med. 2020, 9, 2969 15 of 16

17. Van de Wal, M.; Thewes, B.; Gielissen, M.; Speckens, A.; Prins, J. Efficacy of Blended Cognitive Behavior
Therapy for High Fear of Recurrence in Breast, Prostate, and Colorectal Cancer Survivors: The SWORD
Study, a Randomized Controlled Trial. J. Clin. Oncol. 2017, 35, 2173–2183. [CrossRef] [PubMed]

18. Humphris, G.; Rogers, S. AFTER and beyond: Cancer recurrence fears and a test of an intervention in oral
and oropharyngeal patients. Soc. Sci. Dent. 2012, 2, 29–38.

19. Lichtenthal, W.G.; Corner, G.W.; Slivjak, E.T.; Roberts, K.E.; Li, Y.; Breitbart, W.; Lacey, S.; Tuman, M.;
DuHamel, K.N.; Blinder, V.S.; et al. A pilot randomized controlled trial of cognitive bias modification to
reduce fear of breast cancer recurrence. Cancer 2017, 123, 1424–1433. [CrossRef]

20. Otto, A.K.; Szczesny, E.C.; Soriano, E.C.; Laurenceau, J.P.; Siegel, S.D. Effects of a randomized gratitude
intervention on death-related fear of recurrence in breast cancer survivors. Health Psychol. 2016, 35, 1320–1328.
[CrossRef]

21. Fardell, J.E.; Thewes, B.; Turner, J.; Gilchrist, J.; Sharpe, L.; Smith, A.; Girgis, A.; Butow, P. Fear of cancer
recurrence: A theoretical review and novel cognitive processing formulation. J Cancer Surviv. 2016,
10, 663–673. [CrossRef] [PubMed]

22. Butow, P.; Shaw, J.; Vaccaro, L.; Sharpe, L.; Dhillon, H.; Smith, B.; PoCoG FCR Interest Group. A research
agenda for fear of cancer recurrence: A Delphi study conducted in Australia. Psychooncology 2019, 28, 989–996.
[CrossRef] [PubMed]

23. Smith, A.B.; Bamgboje-Ayodele, A.; Butow, P.; Klein, B.; Turner, J.; Sharpe, L.; Fardell, J.; Beatty, L.;
Pearce, A.; Thewes, B.; et al. iConquerFear Community Advisory Group, Girgis, A. Development and
usability evaluation of an online self-management intervention for fear of cancer recurrence (iConquerFear).
Psychooncology 2020, 29, 98–106. [CrossRef]

24. Lyhne, J.D.; Frostholm, L.; Fink, P.; Jensen, L.H. Study protocol: A randomized controlled trial comparing
the efficacy of therapist guided internet-delivered cognitive therapy (TG-iConquerFear) with augmented
treatment as usual in reducing fear of cancer recurrence in Danish colorectal cancer survivors. BMC Cancer
2020, 20, 223. [CrossRef] [PubMed]

25. Lisy, K.; Langdon, L.; Piper, A.; Jefford, M. Identifying the most prevalent unmet needs of cancer survivors in
Australia: A systematic review. Asia Pac. J. Clin. Oncol. 2019, 15, e68–e78. [CrossRef] [PubMed]

26. Cancer Australia. Recommendations for the Identification and Management of Fear of Cancer Recurrence in Adult
Cancer Survivors; Australian Government: Sydney, NSW, Australia, 2013.

27. Bower, P.; Gilbody, S. Stepped care in psychological therapies: Access, effectiveness and efficiency. Narrative
literature review. Br. J. Psychiatry. 2005, 186. [CrossRef]

28. Zhou, E.S.; Michaud, A.L.; Recklitis, C.J. Developing efficient and effective behavioral treatment for insomnia
in cancer survivors: Results of a stepped care trial. Cancer 2020, 126, 165–173. [CrossRef]

29. Kopelovich, S.L.; Strachan, E.; Sivec, H.; Kreider, V. Stepped Care as an Implementation and Service Delivery
Model for Cognitive Behavioral Therapy for Psychosis. Community Ment. Health J. 2019, 55, 755–767.
[CrossRef]

30. Jansen, F.; Lissenberg-Witte, B.I.; Krebber, A.M.H.; Cuijpers, P.; de Bree, R.; Becker-Commissaris, A.; Smit, E.F.;
van Straten, A.; Eeckhout, G.M.; Beekman, A.T.F.; et al. Stepped care targeting psychological distress in
head and neck cancer and lung cancer patients: Which groups specifically benefit? Secondary analyses of a
randomized controlled trial. Support Care Cancer 2019, 27, 4543–4553. [CrossRef]

31. Simard, S.; Savard, J. Fear of Cancer Recurrence Inventory: Development and initial validation of a
multidimensional measure of fear of cancer recurrence. Support Care Cancer 2009, 17, 241–251. [CrossRef]

32. Fardell, J.E.; Jones, G.; Smith, A.B.; Lebel, S.; Thewes, B.; Costa, D.; Tiller, K.; Simard, S.; Feldstain, A.;
Beattie, S.; et al. Exploring the screening capacity of the Fear of Cancer Recurrence Inventory-Short Form for
clinical levels of fear of cancer recurrence. Psychooncology 2018, 27, 492–499. [CrossRef]

33. Ng, D.W.L.; Kwong, A.; Suen, D.; Chan, M.; Or, A.; Ng, S.S.; Foo, C.C.; Fielding, B.F.S.; Lam, W.W.T. Fear of
cancer recurrence among Chinese cancer survivors: Prevalence and associations with metacognition and
neuroticism. Psychooncology 2019, 28, 1243–1251. [CrossRef]

34. Mehnert, A.; Herschbach, P.; Berg, P.; Henrich, G.; Koch, U. Fear of progression in breast cancer
patients—Validation of the short form of the Fear of Progression Questionnaire (FoP-Q-SF). Z. Fur Psychosom.
Med. Psychother. 2006, 52, 274–288. [CrossRef]

35. Mehnert, A.; Berg, P.; Henrich, G.; Herschbach, P. Fear of cancer progression and cancer-related intrusive
cognitions in breast cancer survivors. Psychooncology 2009, 18, 1273–1280. [CrossRef]

http://dx.doi.org/10.1200/JCO.2016.70.5301
http://www.ncbi.nlm.nih.gov/pubmed/28471726
http://dx.doi.org/10.1002/cncr.30478
http://dx.doi.org/10.1037/hea0000400
http://dx.doi.org/10.1007/s11764-015-0512-5
http://www.ncbi.nlm.nih.gov/pubmed/26782171
http://dx.doi.org/10.1002/pon.5048
http://www.ncbi.nlm.nih.gov/pubmed/30825239
http://dx.doi.org/10.1002/pon.5218
http://dx.doi.org/10.1186/s12885-020-06731-6
http://www.ncbi.nlm.nih.gov/pubmed/32178640
http://dx.doi.org/10.1111/ajco.13176
http://www.ncbi.nlm.nih.gov/pubmed/31215167
http://dx.doi.org/10.1192/bjp.186.1.11
http://dx.doi.org/10.1002/cncr.32509
http://dx.doi.org/10.1007/s10597-018-00365-6
http://dx.doi.org/10.1007/s00520-019-04714-3
http://dx.doi.org/10.1007/s00520-008-0444-y
http://dx.doi.org/10.1002/pon.4516
http://dx.doi.org/10.1002/pon.5073
http://dx.doi.org/10.13109/zptm.2006.52.3.274
http://dx.doi.org/10.1002/pon.1481


J. Clin. Med. 2020, 9, 2969 16 of 16

36. Herschbach, P.; Berg, P.; Waadt, S.; Duran, G.; Engst-Hastreiter, U.; Henrich, G.; Book, K.; Dinkel, A.
Group psychotherapy of dysfunctional fear of progression in patients with chronic arthritis or cancer.
Psychother. Psychosom. 2010, 79, 31–38. [CrossRef]

37. Hinz, A.; Mehnert, A.; Ernst, J.; Herschbach, P.; Schulte, T. Fear of progression in patients 6 months after cancer
rehabilitation-a- validation study of the fear of progression questionnaire FoP-Q-12. Support Care Cancer
2015, 23, 1579–1587. [CrossRef]

38. Tsai, W.Y.; Chi, Y.; Chen, C.M. Interval estimation of binomial proportion in clinical trials with a two-stage
design. Stat. Med. 2008, 27, 15–35. [CrossRef]

39. Butow, P.; Sharpe, L.; Thewes, B.; Turner, J.; Gilchrist, J.; Beith, J. Fear of Cancer Recurrence: A Practical
Guide for Clinicians. Oncology 2018, 32, 32–38.

40. Berrett-Abebe, J.; Cadet, T.; Nekhlyudov, L.; Vitello, J.; Maramaldi, P. Impact of an Interprofessional Primary
Care Training on Fear of Cancer Recurrence on Clinicians’ Knowledge, Self-Efficacy, Anticipated Practice
Behaviors, and Attitudes Toward Survivorship Care. J. Cancer Educ. 2019, 34, 505–511. [CrossRef]

41. van Helmondt, S.J.; van der Lee, M.L.; van Woezik, R.A.M.; Lodder, P.; de Vries, J. No effect of CBT-based
online self-help training to reduce fear of cancer recurrence: First results of the CAREST multicenter
randomized controlled trial. Psychooncology 2020, 29, 86–97. [CrossRef]

42. Sharpe, L.; Turner, J.; Fardell, J.E.; Thewes, B.; Smith, A.B.; Gilchrist, J.; Beith, J.; Girgis, A.; Tesson, S.;
Day, S.; et al. Psychological intervention (ConquerFear) for treating fear of cancer recurrence: Mediators and
moderators of treatment efficacy. J. Cancer Surviv. 2019, 13, 695–702. [CrossRef] [PubMed]

43. Verbeek, J.G.E.; Atema, V.; Mewes, J.C.; van Leeuwen, M.; Oldenburg, H.S.A.; van Beurden, M.; Hunter, M.S.;
van Harten, W.H.; Aaronson, N.K.; Retèl, V.P. Cost-utility, cost-effectiveness, and budget impact of
Internet-based cognitive behavioral therapy for breast cancer survivors with treatment-induced menopausal
symptoms. Breast Cancer Res. Treat. 2019, 178, 573–585. [CrossRef] [PubMed]

44. Thewes, B.; Lebel, S.; Seguin Leclair, C.; Butow, P. A qualitative exploration of fear of cancer recurrence
(FCR) amongst Australian and Canadian breast cancer survivors. Support Care Cancer 2016, 24, 2269–2276.
[CrossRef] [PubMed]

45. Curran, L.; Sharpe, L.; MacCann, C.; Butow, P. Testing a model of fear of cancer recurrence or progression:
The central role of intrusions, death anxiety and threat appraisal. J. Behav. Med. 2020, 43, 225–236. [CrossRef]

46. Thewes, B.; Butow, P.; Zachariae, R.; Christensen, S.; Simard, S.; Gotay, C. Fear of cancer recurrence:
A systematic literature review of self-report measures. Psychooncology 2012, 21, 571–587. [CrossRef]
[PubMed]

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1159/000254903
http://dx.doi.org/10.1007/s00520-014-2516-5
http://dx.doi.org/10.1002/sim.2930
http://dx.doi.org/10.1007/s13187-018-1331-y
http://dx.doi.org/10.1002/pon.5233
http://dx.doi.org/10.1007/s11764-019-00788-4
http://www.ncbi.nlm.nih.gov/pubmed/31347010
http://dx.doi.org/10.1007/s10549-019-05410-w
http://www.ncbi.nlm.nih.gov/pubmed/31451978
http://dx.doi.org/10.1007/s00520-015-3025-x
http://www.ncbi.nlm.nih.gov/pubmed/26581900
http://dx.doi.org/10.1007/s10865-019-00129-x
http://dx.doi.org/10.1002/pon.2070
http://www.ncbi.nlm.nih.gov/pubmed/22021099
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Participants 
	Study Measures 
	Demographics and Medical History 
	FCR Assessments 
	Acceptability and Feasibility 
	Operational Data 

	Study Procedures 
	Stepped Care Intervention 

	Data Analysis 

	Results 
	Stepped-Care Pathways 
	Feasibility and Acceptability 
	Screening 
	Self-Management Intervention 
	Individual Therapy 

	Impact 
	Self-Management Intervention 
	Individual Therapy 


	Discussion 
	Clinical Implications 
	Further Research 
	Study Strengths and Limitations 

	Conclusions 
	References

