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Abstract
Purpose Following head and neck cancer (HNC) treatment, individuals experience an array of side effects which can impact on
physical, emotional, and practical aspects of their lives. Responsive, supportive rehabilitation services are therefore essential to
address ongoing survivorship needs. This study examined the nature of patient-reported goals from acute to long-term post-
treatment, to inform design/delivery of future rehabilitation services.
Methods Using a cross-sectional cohort design, 91 patients between 2 weeks and 5 years of post non-surgical HNC treatment
(acute n = 29; sub-acute n = 28; long-term n = 34), provided their top four rehabilitation goals considering any aspect of their
lives. Content analysis was used to categorise responses at each time point.
Results Three core categories of patient goals were identified relating to: (1) treatment side effects (TSE), (2) overall health
(OH), and (3) living life (LL). TSE goals were a priority during the acute and sub-acute phases, with less focus long-term. LL
goals were prevalent across all time points, though increased in the long-term. Approximately a third of all goals at each time
point related to OH.
Conclusions Avariety of rehabilitation goals were identified, and the focus shifted over time. These data highlight the importance
of changing the focus of rehabilitation as patients’ priorities vary over time. Early multidisciplinary care from allied health
services is crucial to provide support with managing side effects and returning to daily activities. In the long-term, greater input
from services to address health, nutrition, leisure, and fitness goals may be more beneficial.
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Introduction

Survival rates following head and neck cancer (HNC) treat-
ment are improving due to a number of factors including new
treatment techniques and a demographic profile shift to
younger patients with HPV-mediated disease, leading to im-
proved locoregional control [1–3]. Unfortunately for these
survivors, an extensive body of research confirms that pa-
tients with HNC who are treated with (chemo)radiotherapy
[(C)RT] may experience significant symptom burden and
may have unmet support needs relating to these symptoms
[4–9], consequently impacting on their quality of life [10].
Quantitative studies have highlighted the prevalence of di-
verse symptoms, such as mucositis, that resolve during the
acute phase [11, 12], whilst others, such as xerostomia and
dysgeusia, persist in the long-term and can continually im-
pact on daily functions such as swallowing [7, 13–16].
Systemic problems, such as fatigue and deconditioning, as
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well as psychosocial issues including anxiety, depression,
and fear of recurrence are also common for this population
[6]. Additionally, multiple other challenges exist after HNC
treatment, including regaining normality, socialising, inter-
personal relationships, and financial distress [17, 18].

Such diverse symptoms and their potential pervasive im-
pact on patients’ lives following (C)RT treatment highlight the
importance for HNC services to provide ongoing, holistic
support for this patient population. In the general cancer liter-
ature, rehabilitation services have been identified as a crucial
component to patient care to address common, unmet physi-
cal, practical, and psychological needs [19, 20], and improve
patients’ quality of life [21].

Although rehabilitation services are comparatively well
established for patients with chronic disease conditions (e.g.
post stroke), long-term rehabilitation services may not be
available to all cancer patients after treatment, despite the
known benefits [22, 23]. Recently, to address this clinical
gap, cancer centres are implementing models of survivorship
care. This care emphasises providing support beyond being
disease-free, to include ongoing management with recovery,
general health, and wellbeing across all time points after treat-
ment completion. Cancer Australia recently identified ‘con-
sumer involvement in person-centred care’ as a key principle
of survivorship, in order to empower patients and support their
self-management based on personal priorities, to ultimately
live a life they desire [24].

To guide a more patient-centred approach to HNC care,
researchers have begun to look beyond the prevalence of side
effects and specifically investigate the priority of these con-
cerns or potential rehabilitation goals they wish to target.
Collaborative goal setting has been identified as a crucial com-
ponent of survivorship services [31], in order to increase suc-
cess with self-management, adherence to clinical recommen-
dations, and rehabilitative outcomes [32]. McEwen et al. re-
cently interviewed a small group of survivors (n = 8), family
members (n = 3), and clinicians (n = 29) about the range of
rehabilitation needs for patients [23], identifying a diverse
range of goals patients wanted to work on, and barriers to
accessing HNC rehabilitation services. However, the
generalisability of the data was limited by the small number
of patients, the multi-modal treatment patients underwent, as
well as no clarification of what time post-treatment the pa-
tients were interviewed. Other larger studies with diverse co-
horts have asked patients to rank their top concerns from con-
cise lists of common issues post-treatment [25–28].Whilst the
information obtained from such studies is valuable for under-
standing patients’ priorities, this work employed a restricted
list of pre-set issues for patients to choose from, often with a
focus on physical symptoms [25–27, 29, 30]. Hence, further
investigation is required in a large, single-modality treatment
group to identify the specific nature of HNC patient goals
along the post-treatment continuum of care.

Evidence supports that following (C)RT, a number of acute
toxicities persist, which can continue to impact patient expe-
rience of survivorship in the long-term [7, 33, 34]. Equally,
late-onset issues may develop for which patients require as-
sessment, support, and intervention [6]. Patient adjustment to
chronic symptoms may also impact rehabilitation goals as
time progresses post-treatment [35, 36]. Ultimately, under-
standing the nature, timing, and progression of patient-
generated goals will contribute to the development of HNC
survivorship services that are responsive to patients’ needs
and ensure that patients’ priorities are being met. Hence, the
aims of the current study were to (a) determine the nature and
priority of patients’ rehabilitation goals following non-
surgical treatment for HNC and (b) explore the progression
of goals across the acute, sub-acute, and long-term phases
post-treatment.

Materials and methods

Design

This study uses a cross-sectional cohort design.

Participants

Patients who were 2 weeks to 5 years post completion of
(C)RT treatment for HNC were recruited for the current
study at two tertiary hospitals in Australia (The Prince of
Wales Hospital, Sydney, and The Princess Alexandra
Hospital, Brisbane). Patients were excluded if they had re-
ceived surgery as part of their treatment, were treated for a
recurrence, or with palliative intent. As part of standard
clinical services at each hospital, all patients were routinely
seen by a speech pathologist and dietitian during treatment
and advised regarding standard prophylactic swallowing
exercises, maintaining oral intake, and focussing on weight
maintenance and a high-energy/high-protein diet. Within
the first 3 months of treatment completion, all participants
were reviewed by speech pathology and dietetic services to
assess and manage ongoing concerns regarding swallowing
and nutrition, with ongoing support provided as required
thereafter. Participants of the current study did not complete
structured post-treatment therapy intervention for
swallowing or nutrition.

Data collection

Potential participants were approached during their routine
outpatient follow-up consultations between September
2016 and August 2017 and informed consent was obtained
from all individual participants included in the study
(POWH HREC no: 10/131; PAH HREC no: HREC/11/
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QPAH/367). Once-off, cross-sectional data was collected
during in-person discussions with a researcher not other-
wise involved in their care. Irrespective of their current or
previous exposure to rehabilitation health services, all par-
ticipants were asked to identify their top four goals that they
would like to work on in their rehabilitation following treat-
ment, considering all aspects of their lives (i.e. physical,
emotional, social, work/family life, spiritual). The research-
er was blinded to whether the patient was currently or had
previously received specific support or intervention regard-
ing their rehabilitation. If patients were unable to indepen-
dently generate goals, participants were provided a list of 31
stimulus items (previously published rehabilitation do-
mains from McEwan et al. 2016 [23]) to promote goal set-
ting and prioritisation. Responses were written verbatim,
with participants often summarising their goals into a single
sentence. Extra field notes were recorded, when necessary,
to add context to the goals and clarify the meaning and
intent to assist later analysis.

Analysis

Demographics were collected for all participants. Participants
were classified into three groups based on time post-treat-
ment: acute (2 weeks to 3 months post-treatment), sub-acute
(4 months to 12 months post-treatment), or long-term
(13 months to 5 years post-treatment). All goals with the
respective time post-treatment were collated into a single
master list.

Content analysis was used to code the goals, as per
Graneheim and Lundman (2004). Sentence responses from
each goal constituted the ‘meaning units’ for analysis pur-
poses [37]. Two clinical researchers (MB and BC) first read
and discussed eachmeaning unit, along with the field notes, to
generate interpretations of the responses. From this discus-
sion, units with common content and words were assigned
to preliminary sub-categories (regardless of time post-treat-
ment). Meaning units which pertained to multiple sub-
categories were initially multi-coded to all relevant sub-
categories so as not to falsely eliminate a meaning unit. An
initial consensus meeting with an additional two expert clini-
cal researchers then reviewed the sub-category framework,
and a second round of sub-categorisation by MB was com-
pleted. A second consensus meeting was then conducted to
review the refined sub-categories. Finally, grouping of sub-
categories into broad categories to generate overarching com-
monalities was completed, which were exhaustive and mutu-
ally exclusive [37].

Descriptive analysis was completed to investigate the per-
cent of goals reported per category and sub-category for the
whole cohort, as well as by percent of goals reported in each
category across the three time points. Patients who reported
goals as ‘nil’ were also tabulated across time points. A

Fisher’s exact test was used to explore differences in the pro-
portion of goals reported at each time point.

Results

Participants

The study recruited 91 participants, and demographics are
reported in Table 1. The majority had an oropharyngeal
primary site and received adjuvant chemotherapy. Of these,
29 were in the acute phase, 28 were in the sub-acute phase,
and 34 were long-term post-treatment. From the 91 patients,
313 goals were generated. Only 28 (31%) patients generat-
ed less than four goals, with the majority of these being
patients who were in the long-term (n = 13) and sub-acute
(n = 11) phases.

Table 1 Participant characteristics (n = 91)

Demographic n (%)

Gender

Male 80 (88)

Female 11 (12)

Age

< 65 years 50 (55)

65–80 years 37 (41)

> 80 years 4 (4)

Time since treatment completion

Acute 29 (32)

Sub-acute 28 (31)

Long-term 34 (37)

T stage

T1 32 (35)

T2 22 (24)

T3 20 (22)

T4 7 (8)

Tx 8 (9)

Tis 2 (2)

Tumour site

Nasopharynx 11 (12)

Oral cavity 1 (1)

Oropharynx 59 (65)

Larynx 19 (21)

Hypopharynx 1 (1)

Treatment modality

Definitive radiotherapy 22 (24)

Concurrent chemoradiotherapy 69 (76)

Feeding tube at time of interview

Yes 8 (9)

No 83 (91)
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Content analysis: three categories

Following content analysis, three broad categories were iden-
tified: (1) treatment side effects (TSE), (2) overall health (OH),
and (3) live life (LL).

Treatment side effects

Goals which referred to improving or modifying current phys-
ical functions or health status which were directly altered as a
result of (C)RT treatment effects were categorised within the
TSE category (Table 2). This category captured goals referring
to direct, localised oropharyngeal side effects from treatment
(i.e. dry mouth, pain on swallowing) as well as indirect, sys-
temic effects (i.e. reduced muscle mass leading to
deconditioning, fatigue). Participants often referred to the de-
sire to return to a specific physical way of functioning before
their treatment, or to eliminate/reduce the impact of the side
effect. These goals were further divided into four sub-catego-
ries: (1) localised side effects, (2) systemic side effects, (3)
pain/inflammation, and (4) communication. Within each of
these sub-categories, more specific side effects are described
in Table 2.

Overall health

Goals which referred to participants’ physical, emotional, and
general health were categorised within the OH category
(Table 3). The goals allocated to this category were derived
from comments regarding staying healthy or improving gen-
eral health (including mental health), without specific refer-
ence to HNC or its treatment effects. Overall, goals in this
category included content which expressed the participants’
desires to live healthier lives or support other people with
cancer to be healthy. The OH category was further divided
into five sub-categories: (1) general wellbeing; (2) exercise
and fitness; (3) emotional wellbeing; (4) other health con-
cerns; and (5) health advocacy.

Live life

Participants which reported goals referring to a desire to im-
prove lifestyle factors, including financial wellbeing, relation-
ship development, and returning to work, were categorised
within the LL category (Table 4). Goals within this category
referred to wanting to appreciate and enjoy life more, with
frequent comments mentioning ‘life may be short’. These

Table 2 Category 1—treatment side effects (TSE)

Sub-category Specific side
effect divisions

All goals w/in
TSE (n = 83)

TSE goals by phase

Acute (n = 42) Sub-acute (n = 32) Long-term (n = 9) Participant quotes

Localised side effects Eating, drinking,
and swallowing

16 (19%) 8 (19%) 7 (22%) 1 (11%) Return to normal eating
(P306, 2 weeks)

Dry mouth 11 (13%) 5 (12%) 4 (13%) 2 (22%) Phlegm to get back to normal
(P328, 1 month)

Nutrition 10 (12%) 5 (12%) 4 (13%) 1 (11%) Get rid of my NG tube
(P305; 1 month)

Taste, smell, and
appetite

8 (10%) 4 (10%) 4 (13%) 0 Get back to eating spicy food
(P14; 1 year)

Trismus 1 (1%) 0 (0%) 1 (3%) 0 Improve mouth opening, it’s
hard to move (P25; 1 year)

Total 46 (55%) 22 (52%) 20 (63%) 4 (44%)

Systemic side effects Fatigue and energy 10 (12%) 5 (12%) 4 (13%) 1 (11%) Get back to normal energy

Deconditioning 9 (11%) 6 (14%) 3 (9%) 0 Gain more physical strength

Memory 5 (6%) 1 (2%) 3 (9%) 1 (11%) Improve short-term memory loss

General 2 (2%) 1 (2%) 1 (3%) 0 For full recovery to happen

Total 26 (31%) 13 (31%) 11 (34%) 1 (11%)

Pain and inflammation Inflammation and
lymphoedema

4 (5%) 2 (5%) 1 (3%) 1 (11%) Improve the lymphoedema under
my chin (P31; 5 years)

Pain 3 (4%) 3 (7%) 0 0 Get rid of pain in mouth when
sleeping and yawing
(P06; 3 months)

Total 7 (8%) 5 (12%) 1 (3%) 1 (11%)

Communication Communication 4 (5%) 2 (5%) 0 2 (22%) Improve voice for social life
(P179; 3 years)

Total 4 (5%) 2 (5%) 0 2 (22%)
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goals were further divided into four sub-categories: (1) leisure
and recreation; (2) work and financial wellbeing; (3) interper-
sonal relationships; and (4) social wellbeing.

Analysis

The percent of goals which fell into each category was calcu-
lated. Of the total 313 goals, 27% were in the TSE, 35% in the
OH, and 38% in the LL categories. Within each category, the
number and proportion of goals in each sub-category were
also calculated for the entire cohort (regardless of time point;
Tables 2–4).

The percent of goals within the three categories at each
time point are displayed in Fig. 1. Most of the goals reported
within the TSE category were during the acute and sub-acute
phases, and reduced considerably in the long-term phase.
Goals within the LL category were most often reported during
the long-term phase. In contrast, the goals reported in the OH
category had fairly even proportions over time. Analysis re-
vealed a significant difference in proportions of goals reported
between acute and long-term (p < 0.001), and sub-acute and
long-term time points (p < 0.001), identifying that the

dominant nature of the rehabilitation goals changed over time.
Furthermore, the manner in which patients phrased the goals
appeared to change over time. More goals during the acute
and sub-acute phase were related to ‘returning to’ function/
activities they did prior to the cancer diagnosis, whilst more
goals in the long-term were related to ‘improving’ function/
activities, but not in comparison to their previous way of life.
The top five sub-categories of goals for each time point (dis-
tinct from the broad category) were also calculated and are
displayed in Table 5.

Discussion

This study investigated the top rehabilitation goals of patients
following non-surgical treatment for HNC, and how these
goals varied across the acute, sub-acute, and long-term phases
post-treatment. In the entire cross-sectional cohort, there was a
large diversity in goals discussed, which were ultimately
grouped into three categories of ‘treatment side effects’, ‘over-
all health’, and ‘living life’. The diversity in goals was similar
to outcomes reported by McEwen et al. (2016), who found

Table 3 Category 2—overall health (OH)

Sub-category All goals w/in
OH (n = 108)

OH goals by phase Example participant quotes

Acute goals
(n = 32)

Sub-acute
goals (n = 34)

Long-term
goals (n = 42)

Exercise and fitness 25 (23%) 9 (28%) 6 (18%) 10 (24%) Exercise with walking and swimming like
I did before (P321; 2 weeks)

General wellbeing 46 (43%) 11 (34%) 17 (50%) 18 (43%) Life a healthier life, watch what I eat—I
used to be quite active (P327; 1 month)

Emotional wellbeing 20 (19%) 10 (31%) 7 (21%) 3 (7%) Rediscover joy (P304; 6 months)

Other health concerns 13 (12%) 0 3 (9%) 10 (24%) Stabilise blood sugar levels without
medication (P29; 5 years)

Health advocacy 4 (4%) 2 (6%) 1 (3%) 1 (2%) Create awareness of importance of
managing own health (P294; 6 months)

Table 4 Category 3—live life (LL)

Sub-category All participant goals
w/in LL (n = 122)

LL goals by phase Example participant quotes

Acute goals
(n = 37)

Sub-acute
goals (n = 32)

Long-term
goals (n = 53)

Leisure and recreation 52 (43%) 16 (43%) 12 (38%) 24 (45%) Get involved with gardening again; this was
a big interest of mine (P322; 1 month)

Social wellbeing 12 (10%) 6 (16%) 4 (13%) 2 (4%) Socialise, eat, and drink in public
(P332; 1 month)

Interpersonal relationships 23 (19%) 6 (16%) 3 (9%) 14 (26%) Integrate my whole family life and come
together more (P231; 2 years)

Work and financial wellbeing 35 (29%) 9 (24%) 13 (41%) 13 (25%) Regain energy and strength to return to
work (P311; 2 weeks)
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goals in their group of 8 survivors spanned across 17 domains
ranging from side effect management (swallowing/eating, dry
mouth) to psychosocial or emotional needs (social isolation,
psychological trauma, and role functioning) [23]. The largest
proportion of the goals across the whole cohort in the current
study related to ‘living life’, in which participants described
wanting to focus on returning to/maintaining leisure activities,
ensuring financial security, and working on personal relation-
ships. When examining specific time points post-treatment,
significant differences were observed in the nature of goals,
with the largest proportion of goals focused on improving
function and/or reducing ‘treatment side effects’ in the short-
term, whilst a significant increase in participants focusing on

‘living life’ occurred in the long-term. There was minimal
difference in the number of goals within the OH category,
indicating staying healthy and being disease-free were main-
tained as priority goals regardless of the time post-treatment.

It is well-documented that treatment toxicities are most
prevalent within the first 6–12 months following (C)RT, with
side effects such as odynophagia, xerostomia, and dysgeusia
highly prevalent and often impacting on oral intake [7, 34].
Supporting this, qualitative studies have highlighted the con-
siderable symptom burdenmany patients associate with eating
and swallowing, and the impacts on social dining and needing
to make practical adjustments during meals [17, 18, 38].
Additionally, the studies which examined patients’ top con-
cerns early post-treatment also found the most important is-
sues included physical functioning such as pain, swallowing,
saliva, chewing, dental health, and taste [5, 27, 28]. Hence, it
was not unexpected that in the current study the most preva-
lent rehabilitative goals during the acute and sub-acute phases
were related to improving ‘localised side effects’.

However, the finding that was less expected was the pro-
portion (one third) of goals during the acute/sub-acute phases
in the LL category, specifically related to ‘leisure’. This find-
ing highlights that even in the early stages post-treatment,
many patients wish to focus beyond treatment side effects by
prioritising goals which increase their participation in regular
activities and enjoying life. Existing qualitative studies which
have adopted an open interview approach have also captured
this focus on broader life issues, including returning to work,
tiredness, social functioning, improving interpersonal rela-
tionships, and regaining normality during the first year after
treatment [17, 18, 39]. In contrast, studies which used a set
ranking methodology found returning to daily activities and
recreation were less prevalent [5, 27]. Most similar to the
current study’s methodology, McEwen et al. (2016) also
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Fig. 1 Percent of goals per
category at each time point

Table 5 Top 5 sub-categories across each time point

Time point Category Sub-category n (%)

Acute (n = 111) TSE Localised side effects 22 (20)

LL Leisure 16 (14)

TSE Systemic side effects 13 (12)

OH General wellbeing 11 (10)

OH Emotional wellbeing 10 (9)

Sub-acute (n = 98) TSE Localised side effects 20 (20)

OH General wellbeing 17 (17)

LL Work & financial wellbeing 13 (13)

LL Leisure 12 (12)

TSE Systemic side effects 11 (11)

Long-term (n = 104) LL Leisure 24 (23)

OH General wellbeing 18 (17)

LL Interpersonal relationships 14 (13)

LL Work & financial wellbeing 13 (13)

OH Other Health/Exercise 10 (10)

TSE, treatment side effect, LL live life, OH overall health
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identified 3 of the 17 categories related to the LL category
defined in the current data [23]. Unfortunately, as the exact
time post-treatment of the participants in that study was not
reported, it is difficult to more fully compare findings.

A key finding of the current study was the significant dif-
ference in the proportion of goals per category based on the
time post-treatment. Significantly less goals related to side
effects were found after 12 months, with a greater emphasis
on leisure, overall health, financial wellbeing, and interperson-
al relationships in the long-term phase. This is not surprising
given the anticipated progression of acute side effects resolv-
ing within the first year following (C)RT [7]. Although no
prior studies have specifically analysed rehabilitative goals
across time points, four studies which asked patients to rank
their priorities or concerns post-treatment have revealed tem-
poral changes, but with differing findings. These studies
found issues with side effects often remained as high priorities
that did not significantly change over time [5, 25, 27, 28].
However, large variations were found in the ranking of other
issues (i.e. social, emotional, practical issues), including
returning to activities/daily tasks was a consistently high or
increasing priority over time for two of the studies [5, 25], but
decreased or remained a low priority in two studies [27, 28].
Variations were also found with either increasing [5, 25] or
decreasing [27, 28] prioritisation of anxiety/emotional issues
over time, as well as with minimal [5, 27] versus increasing
importance on recreation [25]. The variations found between
these studies as well as in comparison to the current study’s
findings may be due to the heterogeneous cohorts analysed. In
addition, using varied and limited sets of common items
assigned to participants to rank could potentially emphasise
concerns with side effects and restrict patients’ ability to gen-
erate their own concerns. As the current study encouraged
generation of open-ended rehabilitation goals at specific time
points, and only explored non-surgical patients, the current
data may be expected to differ.

The significant difference in rehabilitation goals from
acute/sub-acute to long-term phases found in the current study
potentially reflects the recovery pattern of short-term side ef-
fects following treatment. However, differing rehabilitation
priorities may also reflect an adjustment to more permanent
life changes. Patients were noted tomake anecdotal statements
which suggested having less concern for chronic side effects
(i.e. ‘I don’t really think about [swallowing] anymore’; ‘My
dry mouth won’t get better; there are worse problems to
have’). Although not formally analysed, there appeared to be
a shift over time in the current data regarding how participants
phrased their goals. Acute goals were phrased based on
‘returning to normal’, and comparing targets to their pre-
treatment functioning, whilst in the long-term, they were
based on ‘improving’ their situation without reference to
pre-treatment levels. These phrasing patterns parallel the con-
cept of adjustment, in which new ways of coping with

ongoing symptoms can be found, and values redefined and
reprioritised over time [40]. Emerging literature specific to the
HNC population has hypothesised an adjustment to long-term
dysphagia [7, 36], with patients noted to downplay challenges
with side effects whilst finding enjoyment in meals [35]. The
potential adjustment to side effects over time highlights the
importance of looking beyond persisting symptoms and gen-
erating patient-centred goals to guide rehabilitative services
across all phases of survivorship. A new assessment tool, the
Brief Rehabilitation Assessment for Survivors of Head-and-
Neck Cancer (BRASH), [41] specifically probes items of po-
tential concern to patients, and subsequently whether patients
want to then target this concern during rehabilitation. In the
future, utilising tools such as the BRASH to differentiate be-
tween patient concerns and goals will be beneficial for
supporting goal setting with this population.

The collection of cross-sectional data over a range of
time points post-treatment limits exploration of the issue
of individual patient adjustment over time. Thus, future
studies should examine the changing nature of rehabilita-
tion goals in a longitudinal cohort to fully explore this issue.
Furthermore, the recognised pattern of different patient
phrasing of rehabilitation goals needs to be explored further
using qualitative methodology to determine whether this is
a reflection of adjustment to chronicity, or an artefact of data
collection in the current study. Additionally, identifying the
impact of patient characteristics (i.e. T stage, tube feeding)
on goals reported was beyond the scope of this study, how-
ever would provide valuable insight for rehabilitation ser-
vices, and should be included in multivariate analysis in
future studies. Although a simple methodology was used
in the current paper asking patients to self-generate their
top goals, it is recognised that tools such as the BRASH
and others, e.g. The Cancer Survivors’ Unmet Needs
Measure [42] could also be useful within a clinical setting
to help guide rehabilitation goal planning.

The current study found a wide variety of patient-generated
rehabilitation goals following treatment for HNC, which
shifted over time from a focus on treatment side effects to
primarily life and health goals after 12 months post-treat-
ment. These findings highlight the need to give patients the
opportunity to self-determine their own rehabilitation prior-
ities at multiple phases after treatment, in order to guide the
involvement of relevant multidisciplinary team members
across their continuum of care. During the acute and sub-
acute phases, patients’ goals reflected the need for early
speech pathology, dietetics, and physiotherapy rehabilita-
tion for managing treatment side effects and deconditioning,
occupational therapy for resuming daily activities such as
returning to work and recreation, and psychology support
for adjustment and reconnecting with communities.
However, after a 12-month survivorship, specialists who fo-
cus on general wellness—such as exercise, nutrition, and
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mental health staff—may have a greater role to play in
supporting patients’ overall health and ability to enjoy life
in the long-term. Considering that rehabilitation goals may
change over time, routine revision of goals with patients post
(C)RTis necessary to ensure rehabilitation services accurate-
ly reflect current patient preferences and needs.
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