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Dear Conference Participant, 

Thank you for your willingness to participate in our project, Coping with Aging and Cancer: A 
Conference on Reducing Barriers to Mental Health Care.  We appreciate your time and 
dedication to improving older adult cancer patients’ access to mental health care.   

On October 19, 2016, older adults with cancer and their caregivers, researchers, healthcare 
providers, and members of advocacy organizations will come together to discuss barriers to and 
strategies for improving older adult cancer patients’ access to mental health care.  The 
participation of these diverse groups will allow for a rich conversation that includes multiple 
perspectives.  We are looking forward to learning from each other and finding ways to improve 
the care of older adults with cancer. 

In preparation for this meeting, we are providing participants with background information on 
topics relevant to the conference.  We hope that this information will clarify our thinking and 
inform our conversation.  This background information is included in multiple formats:   

1. Executive Summary (pages 3-5 of this document): Short overview of the information.   
2. Background Information (pages 6-22 of this document): A more detailed description.  

The superscript numbers in the Background Information refer to the sources of the 
information we provide.  These sources are listed at the end of the document.  You are 
welcome to take a look at them but this is not necessary.   

3. Slide Version (see additional document): A series of slides summarizing the primary 
points addressed in the Background Information document.  

These three formats cover the same information but are organized in different ways.  Feel free 
to review all of the documents or to select the document that is most helpful to you.   

Thank you again for your participation in this project.  Please do not hesitate to contact us with 
questions about this information or the conference more generally. 

Sincerely, 

 

Kelly M. Trevino, PhD 
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EXECUTIVE SUMMARY 
 

Introduction.  Older adults (65+ years old) make up 14.5% of the United States population but 
53% of new cancer diagnoses. By 2040, 73% of cancer survivors will be older adults.  Over 
one-third of older adults with cancer experience symptoms of depression and one-quarter to 
one-half experience excessive anxiety.  This emotional distress is associated with poor quality 
of life, more severe physical symptoms, greater difficulty following doctors’ orders, interruptions 
in cancer treatment, longer hospitalizations, and shorter survival.  Providing older adult cancer 
patients with resources for managing emotional distress is likely to improve patients’ quality of 
life, physical health, and ability to engage in their cancer care.  Yet, many distressed cancer 
patients do not receive psychological care. 
 
Current project.  The goals of the current project are to identify barriers to older adult cancer 
patients’ access to psychological care, develop strategies to improve their access to this care, 
and create a collaborative network dedicated to improving older adult cancer patients’ access to 
psychological care.  The primary activity of this project will be a consensus conference during 
which participants will discuss barriers to and strategies for improving older adult cancer 
patients’ access to psychological care.  This paper describes current research on topics that will 
be discussed during the conference. 
 
Cancer and aging.  Older adults with cancer have to manage the physical, cognitive, social, 
and psychological effects of aging in addition to those caused by cancer.  This dual impact of 
cancer and aging has been referred to as the “double whammy of cancer and aging.”  However, 
older adults also bring notable and unique strengths to living and coping with cancer.  
Psychological care must consider the unique challenges and strengths of older adults with 
cancer. 
 
Psychological treatments.   
Format.  We are not focusing on medications to treat distress because use of these medications 
in older adults is often complicated by high rates of comorbid (more than one) diseases, the 
dangers of taking multiple medications, and higher rates of negative side effects. In research 
studies, psychological treatments for cancer patients are usually provided by nurses (40%), 
psychologists (37%), or social workers (16%).  In cancer centers, social workers provide most of 
the psychological services.  The length of psychological treatments for cancer patients ranges 
widely (1-55 sessions) but half of the treatments tested in research studies are six sessions or 
fewer and are delivered over six weeks.  Approximately two-thirds of tested psychological 
interventions for cancer patients are individually-focused while one-third are provided in a group 
format. 
 
Content.  Psychological treatments vary in their focus and the techniques used.  Cognitive-
behavioral therapy (CBT) focuses on the role of cognitions (thoughts) and behaviors in the 
onset and maintenance of distress.  Problem-solving therapy (PST) guides patients through six 
steps of problem solving that can be applied to all problems.  Acceptance and Commitment 
Therapy (ACT) is helpful when situations, thoughts, and emotions cannot be controlled and 
helps people accept the present and engage in behavior that is consistent with personal values.  
Relaxation training includes techniques such as muscle relaxation, deep breathing, and guided 
imagery or imagining a pleasant situation.  Supportive psychotherapy includes developing trust 
between the patient and provider in order to create a context in which the patient feels 
comfortable expressing his/her thoughts, emotions, and concerns.  Psychoeducation provides 
patients with information on illness-related topics, coping strategies, stress management, and 
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support.  Information-only interventions provide information on health topics without addressing 
the other components of psychoeducation such as coping strategies and support. 
 
Impact on outcomes.  CBT is associated with improvements in depression, anxiety, and quality 
of life.  In older cancer patients, PST is associated with improvements in depression, anxiety, 
quality of life, social functioning, and medical outcomes.  ACT is associated with improvements 
in emotional distress, quality of life, anxiety, depression, and growth.  Relaxation training 
improves depression, anxiety, emotional distress, and quality of life immediately after the end of 
treatment.  However, these improvements are smaller than those from other interventions and 
disappear over time.  Supportive psychotherapy interventions are associated with reductions in 
anxiety and depression, shorter hospital stays, and improved quality of life in cancer patients but 
often have less of an impact on distress than other interventions like CBT and PST.  
Psychoeducation and patient-information interventions tend to have less of an impact on 
anxiety, depression, and distress than other interventions. 
 
Dissemination and implementation.  Dissemination is the active spreading of evidence-based 
interventions to the target audience while implementation is the process of integrating these 
interventions into a care setting. Effective dissemination and implementation (D/I) are key to 
ensuring that older adults with cancer receive the psychological care they need.  However, D/I 
must consider unique characteristics of older adults.   
 
Models of dissemination.  The Push-Pull-Infrastructure Model of dissemination distinguishes 
between the active process of providing information about a new intervention to healthcare 
institutions and providers (Push) and the spreading of information across institutions and 
providers through social networks and peer influence (Pull).  Both Push and Pull are necessary 
for information about an innovation to spread.  However, to be successful, these processes 
require an infrastructure that consists of relationships between researchers and healthcare 
systems. 
 
Models of implementation.  Implementation models have three general goals: 1) to describe 
the process of implementation (process models), 2) to explain what influences implementation 
(determinant models), and 3) to evaluate the success of implementation (evaluation models).  
Process models describe the steps or phases of implementation and provide practical guidance 
for implementation.  Determinant models identify the barriers and resources that influence 
implementation efforts.  Evaluation models provide a framework for assessing the success of 
various components of the implementation process. 
 
Barriers to D/I.  Barriers to D/I can be grouped into various categories:  1) Person factors, 2) 
Administrative factors, and 3) Environmental factors.   
Person factors consist of “attitudes, statements, and behaviors of key individuals in the 
institution.”  Examples of person factors include lack of knowledge about psychological 
interventions, the perspective that patients’ psychological needs are already met, inadequate 
staffing, lack of time due to heavy workloads, and increasing administrative responsibilities.  
Administrative barriers include concern from institution leaders about the financial implications 
of providing psychological services (e.g., return on investment), “red tape,” hospital 
reorganization, and personnel changes.   
Environmental barriers to D/I of psychological interventions include insufficient resources for 
therapist time, support staff, space, materials, and marketing.  Many institutions rely on general 
operating funds or philanthropic donations to support psychological care that are unpredictable. 
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Conclusions.  The next step in this project is to get your opinions on the barriers to and 
strategies for D/I of psychological interventions to older adults with cancer.   
 
Questions to consider regarding barriers/facilitators include:  

1. What makes it difficult for older adults with cancer to get psychological care?   
2. What factors associated with being an older adult with cancer make accessing 

psychological care difficult?  
3. What characteristics of the hospital or clinic make accessing psychological care difficult?  
4. What characteristics of the hospital or clinic make accessing psychological care easier? 

 
Questions to consider regarding potential strategies for D/I include:   

1. Are there ways to increase awareness of psychological treatments in patients, families, 
providers, and institutions? 

2. Are there ways to make psychological interventions more comfortable for and helpful to 
older adults with cancer?  

3. Are there ways to improve the hospital or clinic to make receiving psychological 
interventions easier for older adults with cancer?  
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BACKGROUND INFORMATION 

Introduction 

 The population of the United States is growing older.  By the year 2030, one-fifth of the 

United States will be 65 years or older, up from 9.2% in 1960.4 Cancer is a disease that 

disproportionately affects older adults.  Currently, older adults (65+ years old) make up 14.5% of 

the United States population5 but 53% of new cancer diagnoses.6  From 1975-2040, the 

prevalence of cancer is expected to increase four-fold in adults 50-64 years old, six-fold in 

adults age 65-74 years old, 10-fold in adults 75-84 years, and 17-fold in people 85 years and 

older.7  With these increases, by 2040 almost three-quarters (73%) of cancer survivors will be 

65 years and older.7  These findings indicate that identifying ways to meet the physical and 

mental health needs of older adults with cancer is increasingly important.  

Many older adults cope well with having cancer.  However, cancer does significantly 

increase older adults’ risk for developing emotional distress and more severe conditions such as 

depression.8  Over one-third of older adults with cancer experience symptoms of depression 

including sadness, decreased interest in activities, worthlessness, and feelings of guilt.9-11  In 

addition, one-quarter to one-half of older adults with cancer experience excessive anxiety which 

can include nervousness, worry, restlessness, irritability, and muscle tension.9,10,12     

Depression, anxiety, and other types of distress reduce patients’ quality of life and can 

lead to significant suffering.13,14  In addition, these distress symptoms are associated with more 

severe physical symptoms including greater fatigue, nausea, pain, shortness of breath and 

worse social and cognitive function.13-19  High distress levels can also interfere with treatment.  

Patients who report high distress levels have greater difficulty following doctors’ orders20,21 and 

communicating with their healthcare team.22  Older men with prostate cancer who report 

experiencing high anxiety start treatment earlier, despite evidence that early initiation does not 

improve survival but does impair quality of life.23,24  The influence of distress on the treatment 
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process can result in worse treatment outcomes.  Research indicates that cancer patients with 

high distress levels have more interruptions in their cancer treatment25 and experience longer 

inpatient hospitalizations26,27 and shorter survival.28,29  Therefore, providing older adult cancer 

patients with resources for managing emotional distress is likely to improve their quality of life, 

physical health, and ability to engage in their cancer care.   

Despite the prevalence of emotional distress and its relationship to poor outcomes, 

many cancer patients who experience distress do not receive appropriate care.  In one study of 

patients with advanced cancer, 50% of the patients who had a psychiatric disorder did not 

receive mental health resources.30,31  In a study of older adults with cancer, 32% reported unmet 

emotional support needs and over 50% reported needing help coping with their illness.12  These 

findings indicate that many older adults with cancer experience problematic distress but do not 

receive adequate treatment.  This unmet need for psychological care can have detrimental 

consequences for the individual’s quality of life and cancer care.   

Current Project 

The Division of Geriatrics and Palliative Medicine at Weill Cornell Medicine, in collaboration 

with the Cornell Institute for Translational Research on Aging (CITRA),32 is conducting a project 

to identify strategies for improving the access of older adults with cancer to psychological 

treatment that is evidence-based (i.e., has been shown to improve distress in research studies).  

The goals of this project are to: 

• Identify barriers to older adult cancer patients’ access to psychological care 

• Develop strategies to improve older adult cancer patients’ access to psychological care 

• Create a collaborative network of older adults with cancer and their families, healthcare 

providers, researchers, and members of advocacy organizations who are committed to 

improving older adult cancer patients’ access to psychological care 

The primary activity of this project is a consensus conference that will be attended by:  
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1) People who had cancer as an older adult and their caregivers;  

2) Healthcare providers including oncologists, geriatricians, nurses, social workers, 

psychologists, and psychiatrists;  

3) Researchers; and  

4) Members of advocacy organizations.   

During the conference, these participants will discuss barriers to and strategies for 

improving older adult cancer patients’ access to evidence-based psychological care.  Based on 

these discussions, a list of strategies will be generated and participants will be asked to rank the 

ideas in terms of perceived usefulness.  Following the conference, the project team will 

summarize and distribute conclusions of the conference to conference participants, oncology 

clinics, researchers, advocacy organizations, and others dedicated to improving the 

psychological care of older adults with cancer.   

This paper describes current research on topics related to the conference so that 

conference participants have preliminary information that can inform their thoughts and 

discussion.  The topics are: 

1. Cancer and aging:  The unique experience of having cancer as an older adult. 

2. Psychological interventions:  The format, content, and impact of psychological 

interventions that have been examined in research studies (i.e., are evidence-based). 

3. Dissemination and implementation:  Definitions of dissemination and implementation 

(D/I) and why they are important. 

4. Models of dissemination: Frameworks for how dissemination can occur. 

5. Models of implementation:  Frameworks for how implementation can occur. 

6. Barriers to dissemination/implementation:  Factors that interfere with D/I of psychological 

interventions to cancer patients. 
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Cancer and Aging 

 Psychological treatments for distress in older adults must consider unique characteristics 

of older adults relative to younger adults.  One notable difference is that older adults are 

managing the physical, cognitive, social, and psychological effects of aging in addition to those 

caused by cancer.  This dual impact of cancer and aging has been referred to as the “double 

whammy of cancer and aging.”33  For example, prior to a cancer diagnosis, older adults may 

have experienced physical changes associated with aging such as vision and hearing problems, 

increased forgetfulness, pain, and greater difficulty walking.  They may also have other medical 

problems such as arthritis, diabetes, and cardiovascular disease.  These physical changes and 

illnesses often make daily life more difficult and require more physicians’ visits and an increased 

number of medications.  Cancer can exacerbate these problems and add additional challenges 

such as increased fatigue, nausea, and weight loss/gain.  Of course, cancer treatment also 

requires additional appointments and more medications.  This “double whammy” of cancer and 

aging creates a different experience and different needs for older adults than younger adults.  

Psychological interventions must consider this unique situation if they are to be accessible to 

and effective for older adults with cancer.   

 However, older adults also bring notable and unique strengths to the cancer experience.  

Older adults have developed skills, values, and areas of expertise over their lifetimes that can 

be harnessed to help them cope with cancer.  These strengths are unique to older adults; 

incorporating them into psychological treatment provides an individually-tailored and likely more 

effective approach to helping older adults cope with cancer. 

Psychological Treatments 

 Format.  The focus of this project is on psychological treatments for emotional distress in 

older adults with cancer.  We are not focusing on medications to treat distress because use of 

these medications in older adults is often complicated by high rates of comorbid diseases, the 
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dangers of polypharmacy (i.e., taking multiple medications at one time), higher rates of negative 

side effects of medications, and limited research on the impact of psychiatric medications on 

older adults with cancer.34,35  Further, oncologists and other physicians can often prescribe 

medications for emotional distress so patients have adequate access to these treatments.   

According to the American Psychological Association, psychology is defined as “the 

scientific study of the behavior of individuals and their mental processes.”36  Psychological 

treatment or psychotherapy focuses on changing “behaviors, thoughts, perceptions, and 

emotions” that may be causing excessive distress or a psychological disorder such as major 

depressive disorder.  In research studies, psychological treatments for cancer patients are 

usually provided by nurses (40%), psychologists (37%), or social workers (16%).37,38  In cancer 

centers, social workers provide most of the psychological services.1-3  The length of 

psychological treatments for cancer patients ranges widely (1-55 sessions across studies)39 but 

half of the treatments that have been tested in research studies are six sessions or fewer and 

are delivered over six weeks.37  Approximately two-thirds of tested psychological interventions 

for cancer patients are individually-focused while one-third are provided in a group format.37  

 Content.  Psychological treatments vary in their focus and the techniques used.  One of 

the most common psychological techniques is cognitive-behavioral therapy (CBT).38  CBT 

focuses on the role of cognitions (thoughts) and behaviors in the onset and maintenance of 

distress.  According to this theory, a person’s thoughts about an event and actions following an 

event influence his/her emotional reactions. CBT teaches patients to identify unhelpful thoughts 

and replace them with alternative thoughts that are more realistic and flexible and less likely to 

cause distress.  In CBT, patients also learn to identify the relationship between their behaviors 

and distress, remove behaviors associated with greater distress, and replace those behaviors 

with actions that will reduce distress, such as relaxation techniques and participation in 

enjoyable activities. 
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 Problem-solving therapy (PST) is based on the premise that enhancing problem-solving 

skills and self-confidence and solving life problems can reduce distress.  PST guides patients 

through six steps of problem solving that can be applied to all problems.40  These steps include: 

1) identifying and clarifying the problem, 2) defining an achievable goal, 3) brainstorming 

solutions, 4) evaluating each solution and selecting a solution, 5) developing a plan to 

implement the solution, and 6) evaluating the success of the solution.   

Acceptance and Commitment Therapy (ACT) is a slightly different approach that is often 

helpful when situations, thoughts, and emotions cannot be controlled.41  ACT focuses on 

“psychological flexibility” or the ability to accept the present and engage in behavior that is 

consistent with personal values.42-44  Psychological flexibility is improved by being more aware 

of the present moment, reducing avoidance of and attempts to control the uncontrollable, and 

implementing actions that are consistent with the patients’ values.45,46  The techniques of ACT 

can help patients define and live a meaningful life while dealing with cancer. 

Relaxation training can consist of multiple techniques but typically includes muscle 

relaxation, deep breathing, and guided imagery or imagining a pleasant situation.  Relaxation 

training exercises are often used in CBT as part of the behavioral component of treatment.  

However, in some interventions, relaxation training is provided as a stand-alone treatment. 

Psychoeducation is another type of psychological treatment that provides patients with 

information on illness-related topics, coping strategies, stress management, and support.47  

Information-only interventions provide information on health topics without addressing the other 

components of psychoeducation such as coping strategies and support.  These interventions 

are generally shorter and less intense than psychoeducation.37 

Supportive psychotherapy is a commonly provided type of psychotherapy.  The content 

of supportive psychotherapy interventions can be difficult to determine and varies across 

studies.48  However, supportive psychotherapy generally includes developing trust between the 

patient and provider in order to create a context in which the patient feels comfortable 
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expressing his/her thoughts, emotions, and concerns.48,49  The provider focuses on listening to 

and empathizing with the patient, supporting the patient’s expression of emotion, and validating 

the patient’s experience.48,50,51   

 Many psychological treatments for cancer include a combination of the strategies 

described above.  Additional strategies that have been incorporated into psychological 

treatments include peer counseling, relationship stress management, sexual health information, 

and group support.52  A more recent intervention combines distress management techniques 

like those described above with strategies to promote lifestyle changes such as healthy diet, 

more frequent exercise, and smoking cessation.53  

 Impact on outcomes.  Extensive research has been conducted on the impact of these 

psychological interventions on patients’ anxiety, depression, and quality of life.  These studies 

often compare the new intervention to other types of care (called control groups).  Patients in 

control groups may receive a different psychological treatment or standard medical care without 

psychological treatment.  These studies provide information on whether an intervention reduces 

distress and, if so, whether that reduction is greater than any change experienced by patients in 

the control group.   

 Cognitive-behavioral therapy (CBT) has been examined most extensively in research 

studies.  In cancer patients, multiple studies show that CBT is associated with large 

improvements in depression immediately following the intervention and 6-8 months later.37,39  

Similar results emerge for anxiety and quality of life.37,39  For emotional distress, CBT has a 

large impact immediately following the intervention but this improvement diminishes over 

time.37,39   

Problem-solving therapy (PST) has been examined most in the context of depression 

and has been found to improve depression, including in older adults.54-57  In older cancer 

patients, PST was associated with improvements in depression, anxiety, quality of life, social 

functioning, and medical outcomes.58,59  In addition, PST has a similar impact on depression as 
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other types of psychological treatments.  Further, more patients complete PST (i.e., do not drop 

out of treatment) than other interventions, suggesting more patients are willing and able to 

complete PST than other psychological treatments.54,55,60  Acceptance and Commitment 

Therapy has also been shown to be effective and is associated with improvements in emotional 

distress,61 quality of life,61-63 anxiety,61,63depression,61,63 and growth.62  

Relaxation training is associated with improvements in depression, anxiety, emotional 

distress, and quality of life immediately after the end of treatment.  However, these 

improvements are smaller than changes seen with other interventions and the improvements 

disappear over time with the exception of anxiety.37,39  For anxiety, relaxation training continues 

to have a significant impact 6-8 months following the completion of the intervention.37,39  

Psychoeducation and Information-only tend to have less of an impact on anxiety, depression, 

and distress than other interventions.37,39   

Supportive psychotherapy is often provided to patients in the control condition of 

research studies as a comparison to other types of psychological care.64,65  In addition, 

supportive psychotherapy interventions vary widely in their content.50  As a result, summarizing 

the impact of supportive psychotherapy on patients’ distress levels across studies can be 

difficult.  However, in research studies, supportive psychotherapy interventions are associated 

with reductions in anxiety and depression, shorter hospital stays, and improved quality of life in 

cancer patients.50,66  Supportive psychotherapy has also been associated with reductions in 

anxiety and depression in older adults.49,51  However, it is important to note that supportive 

therapy often has less of an impact on distress than other interventions like CBT and PST.49,51,65  

 A psychological intervention for cancer patients that incorporates lifestyle changes such 

as smoking cessation and diet changes is associated with improvements in distress and quality 

of life.53,67,68  There is even some evidence that patients who receive this intervention have 

improved health68,69 which may account for the lower rates of cancer recurrence and longer 

survival in these patients than in those who do not receive the intervention.70,71 
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Dissemination and Implementation 

The research that we have reviewed to this point indicates that several psychological 

interventions can reduce distress to varying degrees.  However, as previously stated, many 

older adults with cancer do not have access to these interventions during the course of their 

cancer care.  In other words, dissemination and implementation of these psychological 

treatments are poor.  Dissemination is the active spreading of evidence-based interventions to 

the target audience while implementation is the process of integrating these interventions into a 

care setting.72  Together, dissemination and implementation are the processes of spreading an 

intervention across healthcare institutions and providing the intervention within particular care 

settings, increasing patient access to the intervention. 

Effective dissemination and implementation (D/I) are key to ensuring that older adults 

with cancer receive the psychological care they need.  However, D/I must consider unique 

characteristics of older adults.  These characteristics include both the challenges associated 

with aging (changes in physical function and memory, illnesses, changes in relationships) and 

the strengths of older adults (expertise developed over a lifetime, emotional and social 

maturity).73  Identifying the barriers to D/I of effective psychological interventions and developing 

strategies for D/I that consider the unique characteristics of older adults will improve delivery of 

these interventions to older adults with cancer and will reduce the significant negative outcomes 

associated with untreated distress in this population.   

Models of Dissemination 

 Theories describing dissemination highlight components of the process that must be 

considered to effectively spread information about a new intervention.  The Push-Pull-

Infrastructure Model was recently expanded and applied to the dissemination of cancer 

research findings to clinical practice.74  This model distinguishes between providing information 

about a new intervention to healthcare institutions and providers (Push) and the spreading of 
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information across institutions and providers through social networks and peer influence (Pull).  

Both Push and Pull are necessary for information about a new treatment to spread.   

“Push” is driven by the developers and proponents of the intervention and consists of: 1)  

identifying potential adopters of a new intervention, 2) creating information about the 

intervention that is tailored for these potential adopters, 3) identifying channels through which to 

communicate the information (e.g., email, in-person meetings, workshops), and 3) monitoring 

and evaluating these attempts to reach potential adopters.74 The goal of “Push” is to create 

information about the intervention and spread it widely so that potential adopters are aware of 

the goals and benefits of the new intervention.   

 Alternatively, “Pull” is a social process that occurs among potential adopters of an 

intervention.  Potential adopters are often uncertain about the benefits of a new intervention.  

Communication about the intervention within a group of potential adopters (e.g., clinic directors, 

oncologists, hospital leaders) often includes discussion of the pros and cons of a new 

intervention.  These discussions can reduce uncertainty and increase potential adopters’ 

willingness to consider and implement the intervention.   

Multiple factors must be addressed in order for the process of “Pull” to result in adoption 

of an intervention.  The intervention must address the preferences, concerns, and capacity of 

potential adopters and be available through channels potential adopters regularly use.  In 

addition, intervention developers must understand the social network of potential adopters 

including identification of leaders within the network.  Providing information about the 

intervention to leaders within the network can help spread information about and acceptance of 

the new intervention.  Finally, collecting feedback on the intervention from adopters informs 

modifications to the intervention that are likely to improve acceptance of the intervention by new 

adopters.74 

 An additional factor that influences the success of the “Push” and “Pull” processes is the 

infrastructure available to support these processes.  This infrastructure is created by identifying 
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individuals and organizations that can connect researchers to the healthcare system and 

developing relationships with these “connectors.”75  These relationships provide a mechanism 

for sharing information about a new intervention with a healthcare system.  In addition, engaging 

key stakeholders in the development of dissemination strategies increases the likelihood that 

such strategies are effective and acceptable to the target population.  Translating these 

strategies into structured plans for dissemination promotes fast and efficient spread of 

information. 

Models of Implementation 

 Few research studies examine the effectiveness of implementation strategies.  However, 

multiple models have been developed to guide implementation efforts.76  These models have 

three general goals: 1) to describe the process of implementation (process models), 2) to 

explain what influences implementation (determinant models), and 3) to evaluate the success of 

implementation (evaluation models).77  We provide a brief description and example for each of 

these types of models below.   

Process Models 

Process models describe the steps or phases of implementation and provide practical 

guidance for implementation.77  An example of a process model is the Quality Implementation 

Framework which describes implementation in four phases:78   

1. Characteristics of the setting.  The first phase focuses on the setting (e.g., hospital, 

clinic) in which implementation is going to occur and includes: a) assessing the 

needs and resources of the setting; b) determining whether the intervention needs to 

be adapted to fit the setting; and c) getting buy-in from staff and leadership for 

implementation of the intervention.   

2. Implementation structure.  The second phase is focused on creating the team that 

will lead implementation of the intervention and developing a plan for 

implementation.   
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3. Process of implementation.  Phase 3 consists of initiating implementation including 

provision of ongoing assistance and supervision to staff members and assessing 

strengths and weaknesses of the process and using this information to improve the 

process as it is occurring.   

4. Evaluation of implementation.  The final phase of implementation occurs after 

implementation is complete and includes an examination of successes and failures 

of the implementation process in order to inform future implementation efforts.   

Determinant Models 

Determinant models identify the barriers and resources that influence the success of 

implementation efforts.77  For example, the Consolidated Framework for Implementation 

Research (CFIR) describes five factors that can influence the success of an implementation 

effort.76   

1. Fit between the intervention and the setting.  Intervention characteristics to consider 

when evaluating the fit with the setting include intervention quality, complexity, and 

cost.  Further, psychological interventions often have core features that cannot be 

changed without reducing the effectiveness of the intervention.  However, 

components of the intervention that are not central to the core of the intervention 

should be adapted to fit the needs and resources of the setting.   

2. Inner setting.  The inner setting consists of characteristics of the institution in which 

implementation is going to occur.  Characteristics such as the age and size of an 

institution, culture (norms and values) of the institution, openness to change, and 

resources and support from leadership for implementation can influence the success 

of an implementation effort. 

3. Outer setting.  The outer setting includes the economic, political, and social context 

of an institution and includes characteristics, needs, and resources of the patients; 
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networks between the target institution and other institutions; and external mandates 

such as from Medicare and Medicaid. 

4. Individuals involved with the intervention and implementation.  Change starts with 

individuals.  Characteristics of the individuals involved with the intervention can 

influence the success of implementation.  For example, providers’ and staff 

members’ enthusiasm for and knowledge about the intervention, confidence in the 

team’s ability to implement the intervention, and commitment to and attitudes toward 

the institution can promote effective implementation.  However, negative attitudes 

can undermine implementation efforts.   

5. Implementation process.  The implementation process includes: a) planning a course 

of action based on the factors described above, b) engaging appropriate individuals 

including institutional leaders and “champions” within the institution who will support 

and drive implementation, c) executing the implementation plan, and d) evaluating 

progress and making changes as needed.  A strong process will facilitate 

implementation while a poorly developed process is likely to predict implementation 

failure. 

Evaluation Models 

 Evaluation models provide a framework for assessing the success of various 

components of the implementation process.77  The RE-AIM model is a highly used model for 

evaluating the impact of an intervention on public health.79  It identifies five factors that capture 

the implementation of an intervention. 

1. Reach.  The reach of an intervention is the percentage of the target population of 

patients who receive the intervention or the participation rate.  A high participation rate is 

an indicator of successful implementation.  Reach also considers the characteristics of 

the patients who receive the intervention.  If implementation is successful, the 
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characteristics of patients who receive the intervention are the same as those of the 

larger target population. 

2. Efficacy.  Efficacy refers to the consequences or impact of the intervention and includes 

both positive and unintended negative consequences for patients.  Outcomes of 

psychological interventions often include depression, anxiety, and quality of life.  

Additional outcomes to consider include patient satisfaction, behavior change (e.g., diet 

and exercise), and biological outcomes such as levels of stress hormones and immune 

system strength. 

3. Adoption.  Adoption is the number of institutions such as hospitals that implement an 

intervention and the characteristics of these institutions. 

4. Implementation.  In the RE-AIM model, implementation refers to the match between how 

an intervention is actually delivered and the way it was intended to be delivered.  If the 

intervention that is provided differs greatly from the intervention that was tested in 

research studies, patients may not be receiving a treatment known to be effective. 

5. Maintenance.  Maintenance refers to the extent to which an intervention is provided over 

time.  In other words, is the intervention offered once or does it become a routine service 

provided by the institution? 

The models described here are not the only models of D/I.  However, they are commonly 

used examples of each type of model and highlight details of the D/I process.  These details can 

be used to inform our discussion of potential barriers to D/I of psychological interventions for 

older adults with cancer and strategies for improving patient access to these interventions. 

Barriers to Dissemination and Implementation 

 Research on barriers to D/I of psychological interventions generally, and to cancer 

patients specifically, is limited.  However, some information on the barriers to D/I of 

psychological interventions is available.  These barriers can be grouped into various 

categories:80  1) Person factors, 2) Administrative factors, and 3) Environmental factors.  
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Person factors.  Person factors consist of “attitudes, statements, and behaviors of key 

individuals in the institution” (p. 1619).80  Person factors from medical providers such as 

physicians and nurses include lack of knowledge about psychological interventions, the 

perspective that patients’ psychological needs are already met, feeling criticized for not meeting 

patients’ psychological needs, and forgetting or being too busy to assess patients’ emotional 

needs and refer them for psychological services.   

Person factors from mental health providers include disinterest in using evidence-based 

psychological treatments, an attitude that is exacerbated by stressful work settings;81 little 

experience with the intervention; and low confidence in his/her ability to provide the 

intervention.82  Mental health providers also report that inadequate staffing, lack of time due to 

heavy workloads, and increasing administrative responsibilities as additional barriers to 

implementing new psychological interventions.  For mental health providers who are interested 

in using evidence-based psychological interventions, finding effective training opportunities in 

these interventions is an additional barrier.  Opportunities to obtain instruction on providing 

evidence-based psychological interventions to cancer patients are limited.83  Further, available 

training opportunities tend to use ineffective teaching strategies such as lectures and do not 

include more effective techniques such as role plays, individualized feedback, and ongoing 

supervision.82,83  

However, person factors can also facilitate D/I.  Positive attitudes toward psychological 

interventions including openness to the intervention and mental health providers’ confidence in 

their ability to use the intervention are associated with greater intent to use the intervention.84   

Administrative factors.  Administrative barriers include concern from institution leaders 

about the financial implications of providing psychological services (e.g., return on investment), 

lack of institution funds to support new interventions, and “red tape.”80,85  Additional barriers 

include indifference from medical providers and administrators, hospital reorganization, and 

personnel changes.  However, administrative factors can also facilitate D/I of psychological 
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interventions.  Administrators who are open to change and promote a culture of change within 

the institution can be strong facilitators of D/I of psychological interventions for cancer patients.83   

 Environmental factors.  Environmental barriers to D/I of psychological interventions 

include insufficient resources for therapist time, support staff, space, materials, and marketing.  

Many institutions rely on general operating funds or philanthropic donations to support 

psychological care.86  These funds can be unpredictable and change based on external factors 

and the economic climate,80,85 making consistent provision of psychological services difficult.  

The culture and/or current practices of an institution can also be barriers to D/I.85  Established 

practices may be incompatible with the new intervention and familiarity with current practice 

may reduce motivation to consider and learn new practices.85  Therefore, the psychological 

intervention must fit with the mission and needs of the organization.83  Failure to match the 

psychological intervention to the barriers and resources of the institution can result in a “mis-fit” 

that is a barrier to D/I.  Finally, practical characteristics of the environment can also be barriers.  

For example, parking costs can interfere with patients’ willingness and ability to receive 

psychological care.   

Conclusions 

 This paper provides background information to inform discussion of the barriers to D/I of 

psychological interventions for older adults with cancer and strategies for improving D/I of these 

interventions.  We have reviewed characteristics of the target patient population (i.e., people 65 

years and older with cancer), the types of psychological interventions available and research on 

their effectiveness, models for D/I, and available information on barriers to the D/I of 

psychological interventions to cancer patients. 

 The next step is to get your opinions on the barriers to and strategies for D/I of 

psychological interventions to older adults with cancer.  We want to think specifically about 

the factors that influence older adults with cancer and ways to improve the psychological care of 
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these patients.  While barriers and strategies specific to older adults may apply to patients of 

other ages, we will be focusing specifically on older adults with cancer. 

Questions to consider 

At the conference we will be discussing the barriers to and facilitators of D/I of psychological 

interventions to older adults with cancer.  Questions to consider regarding barriers/facilitators 

include: 

1. What makes it difficult for older adults with cancer to get psychological care? 

2. What factors associated with being an older adult with cancer make accessing 

psychological care difficult? 

3. What characteristics of the hospital or clinic make accessing psychological care difficult? 

4. What characteristics of the hospital or clinic make accessing psychological care easier? 

 

We also want to identify strategies for improving older adult cancer patients’ access to 

psychological care.  Questions to consider regarding potential strategies include: 

1. Are there ways to increase awareness of psychological interventions in patients, 

families, providers, and institutions? 

2. Are there ways to make psychological interventions more comfortable for and helpful to 

older adults with cancer? 

3. Are there ways to improve the hospital or clinic to make receiving psychological 

interventions easier for older adults with cancer? 

This list of questions is not exhaustive.  Other questions and ideas may come to mind.  Please 

bring these ideas to the conference for discussion. 

Thank you for reading and considering this information.  We greatly appreciate your time 

and expertise.  We look forward to seeing you on October 19, 2016 to discuss these issues 

further. 
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