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Introduction + supplemental content

Although scientific advancements have conferred increased life expectancy, interventions to address Author affiliations and article information are
treatment-related morbidity remain elusive for many breast cancer survivors. Specifically, breast listed at the end of this article.
cancer-related lymphedema (BCRL) can result in lifelong disability and affects 2% to 60% of patients,
with reported incidence varying by patient population and measurement approach.! Structured pro-
grams, ie, prospective surveillance models (PSMs) that include presurgical baseline assessments and
postoperative longitudinal limb measurement and symptom monitoring, reduce incidence of chronic
BCRL by promoting early intervention.? While previous studies have highlighted how challenges with
implementation limit programmatic efficacy, these investigations focused on evaluating implementa-
tion of PSMs as part of clinical trials rather than routine clinical practice.3 This interview-based qualita-
tive study expands on existing data by exploring multidisciplinary perspectives of breast oncology clini-
cians engaged in our institutional BCRL PSM. We sought to characterize barriers to PSM implementa-
tion and to identify clinician-informed strategies to facilitate change.

Methods

Using purposive sampling, physical and lymphedema therapists; reconstructive surgeons; and breast
medical, surgical, and radiation oncology clinicians were recruited and verbally consented to in-depth
semistructured virtual interviews conducted by a trained interviewer. Clinicians employed at The
Ohio State University (OSU) Comprehensive Cancer Center for more than 1year who were familiar
with our BCRL PSM* were eligible. The interview guide, developed with implementation scientists at
0OSU's Center for the Advancement of Team Science, Analytics, and Systems Thinking, focused on
barriers to PSM implementation and clinician-suggested solutions to address these barriers.
Interviews were transcribed, redacted of identifying information, and analyzed using inductive
thematic analysis in which codes were generated from the data rather than imposed a priori.> A
codebook was developed using 5 randomly selected transcripts to identify emergent codes. Data
sources were independently coded by 2 investigators (C.K. and A.M.). Disagreements in coding were
resolved through discussion of the coded transcripts, with a third investigator (S.P.M.) facilitating
consensus when needed. Resulting themes were organized to reflect barriers to PSM
implementation across the treatment continuum (preoperative and postoperative) as well as
clinician-identified strategies for addressing these barriers. This qualitative study was conducted
after OSU's institutional review board approval and reported in accordance with the Consolidated
Criteria for Reporting Qualitative Research (COREQ) guidelines.®

Results
Thematic saturation occurred after 17 interviews with clinicians across oncology rehabilitation;

medical, radiation, and surgical oncology; and reconstructive surgery (Table). Preoperative barriers

5] Open Access. This is an open access article distributed under the terms of the CC-BY-NC-ND License, which does not permit alteration or commercial use, including those for text
and data mining, Al training, and similar technologies.
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included (1) challenges coordinating baseline PSM visits with multidisciplinary cancer care,

(2) limited patient understanding of rationale for baseline assessments, and (3) variability in
clinicians’ understanding of PSM eligibility criteria. In the postoperative period, frequent
surveillance visits were perceived by clinicians as (1) straining staffing capacity, (2) contributing to
time toxicity for patients, and (3) perpetuating treatment-related financial toxicity. Clinician
knowledge gaps regarding integration of patient-reported outcomes (PROs) into clinical
workflows were identified as a barrier that impacted both preoperative and postoperative

PSM appointments.

Clinicians identified several strategies to address these barriers (Figure). Specifically, instructing
members of the care team regarding criteria for PSM enrollment and encouraging earlier referral

Table. Representative Quotes Highlighting Themes That Emerged From Participant Narratives

Theme

Representative quote

Barriers to preoperative assessment

Difficulties with care coordination

Lack of understanding about baseline assessment

Variation in criteria for patient eligibility

“Sometimes referrals come in a little bit late and it’s a little crunch time as we are busy and it might be a week or two
before surgery.” Participant ID 12

“We lose some people... [patients] might cancel their Surg Onc appointment, but then no one cancels their PT, then it's a
no show and then it just kind of gets lost in the shuffle.” Participant ID 15

“[P]atient compliance and getting them to buy into having those measurements... | explain [the] measurements and why
it's useful. But so many times we have patients cancel those appointments.” Participant ID 2

“[Slometimes they’re like, ‘Well, | don’t need PT. I've had a long day’ and then they leave.” Participant ID 13

“[E]ach of us have an idea of who that patient is in our head... And there’s probably a decent amount of variability...
Basically, anybody who has been treated with radiation or surgery for breast cancer with at least a Sentinel node or
radiation to the breast and follow up.” Participant ID 1

“Screening [should occur] if they had axillary dissection and/or radiation to the axilla.” Participant ID 7

Barriers common to preoperative and postoperative assessments

Knowledge gaps regarding patient reported
outcomes relevance to clinical workflow

“[1] am not very familiar with [patient-reported outcome metrics]. Outside of just kind of like briefly reviewing them with
the patient, | don’t know much about them.” Participant ID 16

“Honestly, [I] just kind of like briefly skimming through them so that | can like at least kind of explain what they’re, what
they’re filling out, but I have not read like detail through it to be honest.” Participant ID 14

Barriers to postoperative assessments

Limited staffing

Time toxicity

Financial toxicity

“Time is a huge barrier... just the limited amount of time that we have to go through all the symptoms that they are
experiencing.” Participant ID 8

“It's a large amount of patients. So, it does put a really big influx of patients onto our providers.” Participant ID 3

“You know a big barrier is transportation and time [required] for our patients to be involved in in these interventions.”
Participant ID 8

“[Alnother big thing I think is getting these patients into the building, especially if they live one or two hours away... It's
hard to convince someone to come in just to see if they have lymphedema, if they’re not having any symptoms.”
Participant ID 14

“[T]here’s a financial burden there.... Not just the cost of the physical therapy appointment, but also the cost of the
bioimpedance [machine].” Participant ID 3

“So, | mean, just in terms of like the financial toxicity side of things, making them come for multiple appointments, things
like that, missing work.” Participant ID 16

Suggested solutions

Guidelines for patient enrollment

Earlier referral

Standardizing multidisciplinary communication

Enhancing accessibility of patient educational
materials

“Educating people... having an algorithm, making sure we all kind of understand... what the workflow is or how it's
supposed to work and what the resources are would be helpful.” Participant ID 5

“We need a specific flowchart or something that we can follow just to make sure that we’re making those referrals
appropriately.” Participant ID 4

“[M]aking sure all the surgeons are on board with at least getting baseline pre-op measurements so that we know where
people are coming from if they have issues after surgery.” Participant ID 13

“The biggest [improvement] is just making sure [the patients are] getting in on time prior to surgery.” Participant ID 12

“Increase communication like a notification if somebody is starting to develop [lymphedema] and maybe with a suggested
care plan.” Participant ID 1

“[1]t would be helpful if they could just send us a note, ‘Hey, we're going to repeat these measurements in three weeks,
see where we're at’... Just to kind of keep us in the loop a little bit more” Participant ID 2

“[M]aybe a handout that had like, here’s the statistical [risk]. You’re getting a lymphovenous bypass. Here’s what it’s
achieving.” Participant ID 13

“There are a lot of patient education materials.... I'm aware that they [educational materials] are there and I’'m not
handing them up to patients. So, | know that it's an issue that the paperwork is there, but it's not being provided to
patients.” Participant ID 3

Abbreviations: ID, identifier; pre-op, preoperative; PT, physical therapy; Surg Onc, surgical oncology.

& JAMA Network Open. 2026;9(5):e2615084. doi:10.1001/jamanetworkopen.2026.15084

May 28,2026  2/5

Downl oaded from j amanet wor k. com by guest on 06/ 29/ 2026



JAMA Network Open | Oncology

Clinician Perspectives on Breast Cancer-Related Lymphedema Prospective Screening

were deemed critical. Enhancing the accessibility of references for workflow algorithms as well as
educational resources were suggested as ways of promoting clinician and patient engagement.
Clinicians advocated for standardizing communication across the multidisciplinary oncology team
when early intervention was indicated.

Discussion

Despite well-developed protocols for BCRL screening, barriers to effective implementation persist at
preoperative and postoperative clinical touchpoints (Figure). In identifying these barriers, clinicians
articulated actionable solutions to inform programmatic change.

Preoperative barriers to initiating prospective surveillance included variability in clinicians’
interpretation of patient selection criteria as well as difficulty coordinating oncology and PSM
appointments. These challenges were exacerbated when patients did not understand that baseline
assessments were critical to detecting early signs and symptoms of BCRL. Comparative studies from
the survivorship literature demonstrate that these issues are prevalent across programs surveilling
for therapy-related adverse events.” Educating clinicians and patients on explicit criteria for referrals,
process improvements using information technology, and utilizing implementation science to
minimize deficiencies may be helpful.® Evidence-based objective and PRO-guided triggers for early
intervention,® which require comparison with preoperative parameters, should be communicated
with recurring in-service training and easily accessible reference material.

Frequency of screening appointments in the postoperative setting represents a burden on
health care system resources and serve as a source of time and financial toxicity for patients. Training
staff who are accustomed to screening for other health conditions (eg, clinical research assistants,
nursing professionals) may be a feasible alternative to delegate BCRL screening to allow physical and
lymphedema therapists to concentrate on treatment. Dynamic risk stratification'® can be used to
de-escalate or escalate screening to prioritize appointments for those who benefit most. These and
other approaches, such as consolidating PSM with other appointments, may reduce time toxicity for
patients. Finally, integrating financial toxicity screening into PSMs affords the opportunity for
financial avigation for patients whose needs might otherwise be overlooked.* Despite limited

Figure. Barriers to Implementation of Breast Cancer-Related Lymphedema
Prospective Surveillance Model (PSM) and Clinician-Identified Strategies to Facilitate Workflow
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Our institutional PSM includes preoperative arm
measurement and symptom assessment prior to the
initiation of oncologic treatment. Patients complete
preoperative therapies and surgery and return for their
first postoperative screening visit at 6 months.
Postoperative screening appointments occur every 6
months for the first 2 years and annually thereafter.
Barriers and proposed solutions are color coded with
arrows indicating corresponding time periods in the
PSM. Gradient shading indicates that barriers and
solutions impact multiple touchpoints through

PSM course.
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generalizability inherent to its single-center design and clinician-only insights, this study highlights
specific strategies to improve PSMs aimed at BCRL prevention.
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