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Abstract 

Background  The unmet post-treatment needs and issues of cancer survivors for follow-up care are still significant, 
matching appropriate and acceptable follow-up care to cancer survivors’ preferences, may increase adherence of sur-
vivors to health programs and quality of life. There is a knowledge gap about how cancer survivors measured their 
choices between different aspects of follow-up care. As discrete choice experiments (DCE) have been widely used 
in patient preference elicitation, we reviewed DCE on follow-up care for cancer survivors.

Methods  The electronic databases PubMed, The Cochrane Library, Embase, and Web of Science were searched, 
up to October 06, 2024. Original studies reporting preferences of cancer survivors for follow-up care elicited by DCE 
were eligible. Findings were presented using a narrative synthesis. Using two validated checklists to evaluate the qual-
ity of the included DCE studies.

Results  A total of 3525 records were identified and 9 papers were included. The studies were conducted in the Neth-
erlands, Australia, the United Kingdom (UK) and China with 123 to 722 participants evaluated preferences of cancer 
survivors for follow-up care. Most of included cancer survivors were after completed the main treatment. Several key 
attributes for cancer survivors’ follow-up care were identified including healthcare provider, services offered, frequency 
of visits, contact mode, familiarity of healthcare provider with patients’ medical history/continuity of care.

Conclusions  The systematic review focusing on preferences of cancer survivors follow-up care and attributes 
identified in these studies, the results may inform healthcare providers should take cancer survivors preferences 
into account.
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Introduction
Cancer survival rates are considerably increasing in 
most countries because of technological advances in 
early detection and effective treatment [1]. The rise 
in cancer survivors has highlighted the needs and 

challenges regarding physical, psychological, and social 
well-being after treatment [2]. The term “cancer survi-
vor” is generally used to refer to a cancer patient start-
ing from the moment of diagnosis and throughout their 
life [3]. Cancer survivors have a wide range of physi-
cal and psychosocial effects after treatment. However, 
regardless of the cancer’s location, survivors often have 
concerns about experiencing new or recurring cancers, 
enduring side effects from cancer and its treatment, as 
well as facing psychological and functional obstacles 
such as depression, fear of cancer recurrence, and dif-
ficulties accessing post-treatment support [1]. Cancer 
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follow-up care has evolved to tackle these issues. Fol-
low-up care entails delivering healthcare to patients 
once they have completed their treatment and the 
objectives of follow-up care involve offering emotional 
assistance during patients’ transition back into family 
and work settings, as well as identifying any potential 
relapses or complications stemming from their illness 
or treatment [4]. Høeg, Beverley L et al. defined six ele-
ments that make up cancer follow-up strategies: why 
follow-up intervention, who leads the intervention, 
where does it take place, when are visits scheduled, 
what is delivered in each session, and how is care deliv-
ered [5]. Senanayake, S. et al. defined the follow-up care 
as a holistic care model for cancer survivors after com-
pleting their treatment and the model seeks to improve 
the overall quality of life of cancer survivors through 
incorporating different elements, such as monitoring 
for cancer reoccurrence and screening for secondary 
cancers, managing physical late effects from cancer 
and/or treatment, addressing psychosocial issues, pro-
moting health, and managing coexisting conditions [6]. 
Traditional follow-up programs typically involve regu-
lar, specialist-led, in-person appointments in a hospi-
tal setting that are scheduled frequently. Traditional 
follow-up care includes clinical examination, blood 
tests or imaging procedures, and also more frequently 
incorporate elements of care, like educating patients, 
creating survivorship care plans, and providing support 
in addressing quality of life and psychosocial concerns, 
but the value of more sophisticated follow-up investiga-
tions remains uncertain [7, 8]. Cancer survivors often 
identify symptoms of recurrences on their own, in 
between scheduled appointments, and traditional hos-
pital-based visits do not always address patients’ sup-
portive care needs adequately [9]. Other follow-up care 
models continue to be developed and implemented, for 
example, nurse-led follow-up, general practitioner-led 
follow-up in primary care, patient-initiated follow-up, 
shared care, supportive care services, and integrative 
modalities. However, there is still ongoing discussion 
about the best content and structure for follow-up care 
procedures. Furthermore, cancer survivors may face 
many challenges that can significantly hinder their abil-
ity to access and complete necessary treatment and fol-
low-up care. Barriers such as difficulty accessing care, 
long-distance travel, increased medical costs, inad-
equate infrastructure, and lack of awareness can also 
prevent cancer survivors from receiving follow-up care 
[10, 11]. Failure to provide appropriate follow-up care 
could lead to undiagnosed cancer relapse and advance-
ment, ultimately resulting in treatment ineffectiveness, 
decreased quality of life and reduced survival rates [12].

It is crucial to acknowledge the significance of patient 
preferences and to assess the suitability of emerging fol-
low-up models for the increasing number of cancer sur-
vivors. Furthermore, understanding what patients require 
and desire can offer insights for clinical decision-making, 
ultimately enhancing patient satisfaction and adherence 
to health regimens [13]. In order to obtain insight into 
cancer survivors’ preferences, discrete choice experiment 
(DCE) has been gaining popularity in recent years. DCE 
is a method for making choices that gives individuals 
various sets of options, each with different attributes and 
levels for them to choose from [14]. This choice mode-
ling method helps to adapt healthcare services to cancer 
survivors’ preferences and provides information on the 
acceptance of healthcare products and services and on 
future demand. Identifying potential attributes of follow-
up care for cancer survivors is essential, and using a DCE 
provides a strong framework for assessing the relative 
importance of these attributes. This methodology allows 
for a nuanced understanding of how survivors prioritize 
different aspects of follow-up care, such as care models, 
thus guiding more personalized interventions and future 
studies in this crucial area. In additional, to develop 
effective follow-up care models that are acceptable to 
cancer survivors, it is crucial to focus on identifying the 
attributes of care models that they value most, particu-
larly when resources are limited.

The main focus of many studies on cancer care has 
been on the treatment preferences of cancer survivors, 
[15] screening tests, [16, 17] and palliative care [18]. 
While DCE have been carried out in different clinical 
sectors, [19–21] there has been no comprehensive syn-
thesis or evaluation of the current evidence in the field 
of follow-up care for cancer survivors. This study aimed 
to fill this gap by reviewing and comparing studies that 
use DCE to elicit preferences for follow-up care. It is cru-
cial for future research on cancer survivor preferences to 
identify potential attributes of follow-up care.

Methods
The systematic review adheres to the guidelines out-
lined in the Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses report (PRISMA) [22]. 
A protocol was registered with PROSPERO (Record 
ID = CRD42024496937).

Data sources, search strategy, and screening
A comprehensive search of 4 electronic databases 
spanning all years up to October 06, 2024 was per-
formed. PubMed, The Cochrane Library, Embase, and 
Web of Science were queried, along with a manual 
examination of references in pertinent articles. The 
search criteria applied in PubMed were: (((“choice 
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behavior” [MeSH Terms] OR “choice behavior*”[Title/
Abstract] OR “choice model*”[Title/Abstract] OR 
“choice experiment*”[Title/Abstract] OR “discrete 
choice*”[Title/Abstract] OR “conjoint analys*”[Title/
Abstract] OR “paired comparison*”[Title/Abstract] 
OR “pairwise choice*”[Title/Abstract])) AND (Patient 
Preference[MeSH Terms] OR preference*[Title/
Abstract]) AND ((((Neoplasms [MeSH Terms] OR (neo-
plas*) OR (cancer)) OR (carcinoma*)) OR (tumour*)) OR 
(onco*))).

Once the duplicate entries were deleted, two separate 
reviewers screened the titles and abstracts of all identi-
fied studies to eliminate ineligible articles. The eligibilities 
of the remaining publications were assessed by full-text 
examination by the same two independent reviewers. 
Any disagreements between the reviewers during the 
selection process were handled by consensus and discus-
sion with a third researcher.

Study selection
Studies needed to meet specific criteria to be included:

(1)	 Cancer survivors who have completed cancer treat-
ment,

(2)	 The research method employ DCE,
(3)	 Studies specifically address follow-up care. The 

term “Follow-up care” in the context of this review 
only refers to any formal cancer-related care 
received after the completion of treatment, includ-
ing specialist-led, face-to-face outpatient visits in a 
hospital setting, nurse-led follow-up, general prac-
titioner-led follow-up in primary care, patient-ini-
tiated follow-up, shared care, supportive care ser-
vices, and integrative modalities.

Studies were excluded if they were:

(1)	 Reviews and meta-analysis. However, we also 
reviewed the reference lists of relevant meta-anal-
yses and systematic reviews to identify any primary 
studies that may have been overlooked during our 
initial search.

(2)	 Wrong publication type including case studies, 
notes, conference abstracts, commentaries, trial 
registry record, and letters.

(3)	 Studies that focused solely on psychosocial or reha-
bilitation aspects, or studies that examined diagnos-
tic components not incorporated into clinical can-
cer follow-up care.

(4)	 Not a primary analysis of DCE. In the context of 
this review, the term “primary analysis” specifically 
refers to the initial application of the DCE aimed at 
eliciting preferences for key attributes of follow-up 

care. Studies that incorporated DCE as a second-
ary analysis, or where the DCE was not the central 
focus of the research, were not included.

No limits were applied on publication date or language.

Data extraction and synthesis of results
A form for extracting data was created for this review. It 
included details like author, country, population, sample 
size, study type, age, follow-up time, and DCE character-
istics. Two reviewers independently extracted this infor-
mation, and any disagreements were resolved through 
consensus after double-checking the data. One reviewer 
extracted data and another checked the completeness 
and accuracy of the data.

Given the expected heterogeneity of the experiments 
and the descriptive measures of effects on participant 
preferences, the review analysis comprised a narrative 
synthesis of the studies’ uncombined results.

Quality assessment
There is no standard method exists for quality assess-
ment of preference studies, some checklists have been 
developed to provide guidance on good research prac-
tices for DCE. According to previous studies [23, 24], 
Two independent reviewers assessed the quality of the 
included studies using the PREFS checklist, which evalu-
ates Purpose, Respondents, Explanation, Findings, and 
Significance [25] and the checklist from ISPOR (Inter-
national Society For Pharmacoeconomics and Outcomes 
Research) [26]. The PREFS checklist comprises 5 items, 
with each item being evaluated using a binary score (0 
or 1) and combined to determine the total score for each 
study. ISPOR checklist [26] includes ten main compo-
nents and each component has three questions. If a study 
reported at least some aspect of its criteria, the question 
was assessed on a score of 1 and if it did not have a score 
of 0. And the last, summed up a final score for a study 
[23].

Results
Study selection
A total of 3525 records were retrieved by the search, from 
which 1982 duplicates were removed. Not relevant exclu-
sions were 1954 records based on title and abstract, and 
28 based on full-text reading. Finally, nine studies were 
included and analyzed, as shown in the review flow dia-
gram (Fig. 1).

Study characteristics
The characteristics of the eligible studies are demon-
strated in Table 1 [6, 8, 10, 27–32]. Research was carried 
out in the Netherlands [27, 30], Australia [6, 28, 32], the 
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United Kingdom (UK) [8, 29] and China [10, 31], sample 
sizes within the studies varied from 123 [6] to 722 [28] 
participants. Three studies used face-to-face survey to 
recruit and apply the questionnaire to cancer survivors 
[8, 10, 31], three studies applied questionnaires mailed 
[29, 30, 32] and the other two used online survey [6, 28], 
one applied telephone [27]. Patient response rate in dif-
ferent study were different from 8%−95%. Assess pref-
erences by considering the characteristics of follow-up 
time (follow-up time refers to the post-treatment period 
during which patients were monitored for outcomes) for 
cancer survivors: after completion of primary treatment 
(surgery, radiotherapy and chemotherapy) or time since 
diagnosis (1–5 years). And overall, the disease age distri-
bution was well represented by the respondents.

The characteristics of the hypothetical choice exper-
iments used in the studies are described in Table  2. 
Kimman et  al. [27] gave the participants sixteen 
decision-making scenarios with two follow-up care 
options, each consisting of five characteristics (attend-
ance at educational group programme, frequency 
of visits, waiting time in minutes, contact mode, 
and healthcare provider) with varying levels, rang-
ing from two to four. Bessen et  al. [28] examined six 
sets of options for follow-up care, each including two 

alternatives and five attributes (clinician, frequency, 
location, method, and drop-in clinics) with three levels 
for each attribute. Damery et  al. [8] presented to the 
patients nine sets of options with four characteristics 
(length of follow-up, frequency of follow-up visits, 
clinical investigations and choice of healthcare pro-
vider), with each characteristic having three options. 
Cancer patients were requested to pick both the best 
and worst options of each choice set. Murchie et  al. 
[29] conducted a study with 16 decision-making tasks 
(32 scenarios in 2 sets) involving two follow-up care 
options and eight attributes (healthcare provider, 
continuity of care, contact mode and place, dura-
tion of appointments, frequency of appointments, 
length of follow-up, counselling, and additional ser-
vices) with varying levels of two to four. Wong et  al. 
[32] reported 8 choice tasks (128 choice sets into 16 
blocks) including two choices for follow-up care and 
evaluated six attributes ( expertise of health care pro-
fessionals (HCPs), familiarity of doctors with patients’ 
medical history, waiting time, accompaniment by 
family/friends, travel time and out-of-pocket costs) 
with three levels. Van et al. [30] presented 12 decision 
scenarios involving BCC follow-up options, includ-
ing one choice of “ no additional BCC follow-up”, by 

Fig. 1  Flow diagram of the studies selection
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varying six attributes across two to four levels: stand-
ard post-treatment visit performed, in addition to oral 
information, extra information will be provided by, 
the additional follow-up visit(s) will be planned, the 
additional follow-up visit(s) will be conducted by, the 
duration of the additional follow-up visit(s) will be, 
and Part of skin to be checked during the additional 
follow-up visits. Li et  al. [10] employed nine choice 
tasks (comprising 36 choice sets in 4 blocks) including 
one option to opt-out and two alternatives for follow-
up care, which were characterized by six attributes 
(thoroughness of follow-up contents, provider, cost, 
method, continuity, and supplementary services) each 
having two to three levels. Geng et al. [31] used eight 
decision-making scenarios (16 choice sets in 2 blocks) 
with two choices for follow-up care, featuring five 
characteristics (follow-up providers, continuity of care, 

personalized follow-up care plan, communication out-
side clinic visits, additional self-management support) 
with two to four variations for each. Senanayake et al. 
[6] employed ten decision-making scenarios, com-
prising 20 choice sets divided into two blocks, each 
offering two options for follow-up care. The scenarios 
included five characteristics: the care team providing 
cancer follow-up care, allied health and supportive 
care, survivorship care plans, travel requirements for 
follow-up appointments, and out-of-pocket costs to 
the patient per appointment, with each characteristic 
featuring two to three variations. In terms of attrib-
ute categories, all studies included healthcare provider 
(a), while eight studies mentioned services offered (g). 
Five studies addressed frequency of visits (b), contact 
mode (d), and the familiarity of healthcare providers 
with patients’ medical history/continuity of care (k). 

Table 1  Study characteristics

STS Soft Tissue Sarcoma, BCC Basal Cell Carcinoma

Study Country Population Sample size Study type
(response rate)

Age (years) Follow-up time

Kimman et al. 2010 [27] Netherlands Breast Cancer 331 Telephone (59%) 58 The first year after treat-
ment 14 months (range 4 
to 24 months)

Bessen et al. 2014 [28] Australia Breast Cancer 722 Online or paper (86.4%) 40–60 After completion of pri-
mary treatment (surgery, 
radiotherapy and chemo-
therapy)

Damery et al. 2014 [8] UK Soft Tissue Sarcoma 132 Face-to-face survey 
(47%)

63 After primary treatment

Murchie et al. 2016 [29] UK Melanoma, Breast, 
Prostate or Colorectal 
Cancer

668 Questionnaires mailed 
(56.6%)

Under 40: 3.0%
41–50: 11.4%
51–60: 22.0%
61–70: 32.8%
71–80: 26.3%
Over 81: 4.5%

Time since diagnosis:
Under 1 year: 1.1%
1–2 years: 16.8%
2–5 years: 55.0%
Over 5 years: 27.1%

Wong et al. 2016 [32] Australia Cancer 512 Questionnaires mailed 
(36%)

61 The mean time 
since cancer diagnosis 
was 34 months

Van et al. 2021 [30] Netherlands Basal Cell Carcinoma 
(BCC)

266 Questionnaires mailed 
(21%)

67.2 Presenting at the der-
matologists with a lesion 
that was clinically suspi-
cious of BCC or recent 
biopsy confirmed BCC

Li et al. 2022 [10] China Gastric Cancer 376 Face-to-face survey 
(85%)

18–40: 6.12%
40–49: 25.80%
50–59: 28.19% 
60–69: 26.06%
 ≥ 70: 13.83

After completed the main 
treatment (surgery, 
radiotherapy, and chemo-
therapy)

Geng et al. 2024 [31] China Breast Cancer, Prostate 
Cancer, Colorectal 
Cancer

422 Face-to-face survey 
(95%)

70.81 Recipient of any primary 
treatment, i.e. surgery, 
chemotherapy, or radio-
therapy

Senanayake et al. 2024 
[6]

Australia Breast Cancer 123 Online survey (8%) 26–45: 13.5%
46–55: 25.4%
56–65: 31.7%
66–75: 25.4%
75 + : 4.0%

Completed treatment 
within the last five years
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Three studies noted the location of care (c) and costs 
(h). Additionally, two studies included waiting time (e), 
length of follow-up (m), duration of appointments (f ), 
and travel times (i). Finally, one study discussed social 
support (j) and the thoroughness of follow-up contents 
(l) (Fig. 2).

In selecting attributes for a DCE, the majority of 
studies predominantly utilized literature reviews, 
and five studies also combine with semi-structured 
qualitative interviews, three studies combine with 
expert opinion, while other studies incorporated focus 
groups interviews, local policy initiatives and quanti-
tative structured prioritisation exercise. Regarding the 
experimental design, the fractional factorial type was 
used for all studies. Five studies utilized D-efficiency 
in generating choice sets [6, 10, 30–32], three stud-
ies employed orthogonal arrays [8, 27, 29], while one 
study didn’t mention the method [28]. Four studies 
utilized mixed logit model for statistical analysis [10, 
27, 28, 32], while one study each used conditional mul-
tinomial logistic regression and Best–worst scaling 
analysis [8], multinomial logit model and latent class 
analysis [30], binary random-effects logit model [29], 
mixed logit model and latent class analysis [31], and 
latent class analysis [6]. Preference heterogeneity was 

reported in eight studies [6, 10, 27–32], except one 
study [8].

Quality assessment
Table  3 presents the assessment of quality utilizing the 
PREFS and ISPOR checklist [25, 26]. Each study scored 
a four out of five on the PREFS checklist and obtained 
quality scores ranging from 27 to 29 out of 30 on the 
ISPOR checklist. All studies reported on the purpose, 
explanation, findings and significance of the study; 
whereas, none of the studies reported an assessment of 
differences between respondents and non-responders. In 
terms of the ISPOR checklist, the majority of items were 
thoroughly explained, but the item concerning the con-
struction of tasks was frequently missing (aside from one 
study [10], which did not include an opt-out or status-
quo alternative) and three studies [6, 27, 32] inadequately 
justified their sampling strategies. One study failed to 
undertake pilot test [8]. All studies limited discussion on 
alternative designs considered.

Preference results
The preferences results are presented in Table 4. Kimman 
et al. [27] suggested that the healthcare provider and con-
tact mode were the primary factors in follow-up care for 

Fig. 2  Categories of attributes
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cancer survivors. The medical expert was the top choice 
for carrying out the follow-up. Face-to-face contact was 
strongly preferred to telephone contact. Visits every 
three months were favored over visits every four, six, or 
12 months for follow-up. Heterogeneity in preference 
between patients was strong. Preferences were influenced 
by age, education, and prior experience with follow-up 
characteristics. Bessen et  al. [28] showed that the most 
preferred scenario is face-to-face local breast cancer 
follow-up clinic held every 6 months and conducted by 
Breast doctors. Damery et al. [8] reported the nature of 
investigations undertaken during follow-up was the most 
important aspect of post-surgical care. Patients typically 
preferred appointments routinely consisting of clinical 
examination and chest X-ray, and for follow-up to remain 
in secondary care instead of general care. Murchie et al. 
[29] demonstrated that cancer patients favor having a 
face-to-face consultation with a physician for their can-
cer follow-up. Wong et  al. [32] reported that Doctors’ 
expertise and familiarity with patients’ medical his-
tory were the most crucial attributes, while the distance 
traveled had the least impact on patient preferences. In 
addition, cancer survivors were willing to pay $680 (95% 
CI, 470–891) for an appointment with a specialist, $571 
(95% CI, 388–754) for doctors familiar with their history 
and $301 (95% CI, 162–441) for shorter traveling times. 
Van et al. [30] found that providing a hand-out with per-
sonalized information to patients during the post-treat-
ment visit, conducted by the same treatment provider, 
resulted in an increase in acceptance of forgoing addi-
tional follow-up visits from 55 to 77%. Li et al. [10] found 
that specialist doctors were the top choice for healthcare 
providers among gastric cancer patients, with specialist 
nurses as the next preferred option. Additionally, patients 
were willing to pay extra for these levels of specialization. 
Respondents were willing to pay 1423.2837 CNY (95% CI 
546.57363–2299.9937) for very thorough follow-up con-
tents, 793.10676 CNY (95% CI 359.09048–1227.123) for 
follow-up by specialist doctors, and 648.3079 CNY (95% 
CI 384.33175–912.28405) for follow-up by specialist 
nurses. Geng et al. [31] showed that older cancer survi-
vors expressed a desire for receiving follow-up care from 
specialists instead of primary healthcare (PHC) providers 
and Specialist-led follow-up with remote communication 
is ranked highest, followed by continuity of care and a 
customized follow-up plan, and then additional services. 
The type of follow-up provider and a stronger preference 
for medication instructions were identified as the key 
factors for breast cancer survivors, prostate and colorec-
tal cancer survivors gave priority to remote contact ser-
vices, colorectal cancer survivors showed a greater need 
for psychological support. Senanayake et al. [6] reported 
that patient preferences for types and attributes of breast 

cancer follow-up care are linked to their age and qual-
ity of life status. Breast cancer survivor in older age and 
lower quality of life (class 1) showed no preference for 
the composition of the team but had worries about the 
out-of-pocket expenses for each consultation, whereas 
breast cancer survivor in younger and higher quality of 
life (class 2) favored a care team consisting of specialists, 
nurses, and general practitioners (GPs) and highlighted 
the significance of shared survivorship care plans. Breast 
cancer survivors were willing to pay AUD $221 for a sur-
vivorship plan in which they also participated in creating 
and paid AUD $132 for a survivorship care plan created 
by the medical team.

Discussion
Cancer survivors preferences
The use of DCE methodology in health economics is 
often utilized to gather preferences for healthcare prod-
ucts and services, offering valuable preference data that 
can lead to more accurate outcome measurements in 
economic evaluations. Our review concentrates on can-
cer survivors’ preferences for follow-up care characteris-
tics identified through DCE, excluding other 
methodologies, given the wide range of preferences in 
healthcare and the effect of variations in stated prefer-
ence evaluation on result analysis. Despite the overall 
increase of DCE application in healthcare, only nine arti-
cles were found, indicating a relative lack of evidence in 
this certain context. This review discussed seven different 
types of cancers, including breast, sarcoma of soft tissue, 
melanoma, basal cell carcinoma, prostate, colorectal, and 
gastric cancers. Most studies in our review concentrate 
on post-treatment cancer care, such as monitoring long-
term and late effects, and considering the effects of can-
cer diagnosis and treatment on quality of life. Because of 
the potential effects of cancer and its treatment on the 
body for months to years after treatment, while there are 
established guidelines, such as the ASCO breast cancer 
survivorship care guidelines [33], regarding the fre-
quency and duration of follow-up appointments, it is 
important to recognize that the optimal follow-up care 
may vary significantly based on the individual needs of 
cancer survivors. Some institutes also advised that cancer 
survivors who finished primary treatment should receive 
a thorough, understandable, and brief plan for post-treat-
ment care [34]. Effective follow-up care can help ease 
survivors’ concerns regarding potential cancer recur-
rence or metastasis, and allow them to address any con-
cerns about the physical or emotional effects of initial 
treatment [8]. Our findings showed that healthcare pro-
vider, services offered, frequency of visits, contact mode, 
familiarity of healthcare provider with patients’ medical 
history/continuity of care were the key attributes of 
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follow-up care for cancer survivors. Specialist doctors are 
the most preferred healthcare providers for cancer survi-
vors followed by specialist nurses. Cancer survivors rec-
ognized specialist doctors as the main individuals 
responsible for their cancer treatment until the disease 
advanced to a later stage and required palliative care [35]. 
Some cancer survivors believed that general practitioners 
lacked specialized knowledge of treatment side effects 
and their management [36]. Li et  al. [10] thought that 
though cancer survivors prefer specialist doctors as their 
follow-up providers, specialist nurses are considered the 
optimal caregivers for follow-up care. Specialist nurses 
with specialized skills playing a more significant role can 
enhance healthcare delivery and reduce costs. An 
increasing number of documents have exposed a range of 
intricate practical, physical, psychological, and emotional 
needs for cancer survivors [37] and meeting these needs 
better may be the reason why cancer survivors are willing 
to spend more money to obtain multiple services such as 
survivorship care plan, extra information and additional 
support. In addition, some studies suggested that care 
continuity was sufficient compensation for most cancer 
survivors [38, 39], and they preferred that each follow-up 
care is provided by the same person. Some cancer survi-
vors were upset by the absence of consistent care during 
the follow-up period [40] and stated that they formed a 
connection with their oncologist while going through the 
diagnosis and treatment process, but later felt abandoned 
during a period of frequent turnover of oncologists 
because of registrar participation [41]. Cancer is a long-
term chronic disease with a risk of recurrence and vari-
ous symptoms so that frequency of visits of cancer 
survivors is also another important attribute of follow-up 
care. Most cancer survivors preferred 6-monthly clinic 
visits and the length of follow-up was five years after pri-
mary treatment. Normally, solid tumors require follow-
up for at least 5 years. The majority of guidelines do not 
recommend how often diagnostic or clinical evaluations 
should be done, but they suggest undergoing imaging, 
blood tests, and clinical evaluations every 3–6 months in 
the initial years post-surgery [42, 43]. A meta-analysis 
revealed that intensive follow-up after surgery for colo-
rectal and breast cancer has little impact on survival [44]. 
Therefore, high quality research is essential to assess how 
effective intensive follow-up is for cancer survivors. It’s 
important to incorporate survival rates and other impor-
tant factors like quality of life and cost-effectiveness in 
order to maximize the benefits. In terms of contact 
model, face-to-face contact was much preferred to tele-
phone contact, at the same time, cancer survivors also 
concerned the travel time and location of care. But the 
distance traveled was least likely to influence patient 

preferences [32], some cancer survivors were willing to 
pay AUD $68 to avoid travelling, thus employed tele-
health services. Nevertheless, providing follow-up care at 
the individual level could potentially lead to higher costs 
due to the loss of cost efficiencies, resulting in increased 
utilization of healthcare services beyond the hospital set-
ting [27]. Some studies also focus on the cost attributes, 
which could relate to the high deductibles patients have 
to pay within the countries investigated [24]. It is difficult 
to compare costs across countries with different health 
insurance systems and across diverse populations, due to 
differences in reimbursement schemes and ability to pay. 
In general, our review of preference research has uncov-
ered numerous characteristics that impact the post-treat-
ment care of cancer survivors. Identifying patient traits 
that can forecast preferences for follow-up would be 
helpful for implementing adaptable follow-up. Differ-
ences in preferences among respondents may be further 
clarified by factors such as age, gender, education, previ-
ous experience with follow-up characteristics, perceived 
quality of life post-treatment, and cancer type. Younger 
age was related to a greater need for information during 
follow-up and women would prefer involvement of spe-
cialist nurses involved in their follow-up care instead of 
their general practitioner [27]. It has been shown that 
individuals find it easier to share emotional concerns 
with a nurse [27]. Costs may have a greater impact on 
older women with breast cancer, especially considering 
their limited income. Primarily female patients favored 
extra low-value BCC follow-up appointments carried out 
by a dermatologist. On the other hand, mostly male 
patients favored not having further follow-up, and if it 
was necessary, they wanted their general practitioner to 
be the one to do it. This could be explained by the out-of-
pocket costs and perceived disease severity, due to they 
perceived their BCC as a not severe type of cancer [30]. 
Future research could evaluate such individualized fol-
low-up in terms of satisfaction sociological characteris-
tics, cancer type and its economic impact. Follow up care 
is an issue of balancing multiple goals, including maxi-
mizing patient survival, quality of life, psychological out-
comes, and physical function. And the preference of 
cancer survivors for follow-up care varies over time, and 
time factors should be considered when formulating fol-
low-up strategies [45]. Future studies could explore dif-
ferent stage follow-up preferences in cancer survivors. 
Few studies have investigated the preferences of health-
care providers and family caregivers in follow-up care for 
cancer survivors, with most focusing solely on the prefer-
ences of the patients themselves. Therefore, more investi-
gation is required on the varied stakeholders’ preferences 
and framing of attributes and levels included in future 
DCE focusing on cancer survivors follow-up care.
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Implications for clinical practice
Given the rapidly increasing population of cancer survi-
vors, healthcare systems are facing mounting pressure to 
optimize follow-up interventions that effectively address 
the physical, psychological, and functional needs of these 
individuals, while simultaneously maintaining economic 
viability. In addition, there is disagreement on the best 
follow-up method, causing significant differences in clini-
cal practices globally. The traditional specialist-led face 
to face care model is unsustainable, leading to calls for 
new approaches to address the needs of cancer survivors. 
The outcomes of this review propose various options for 
implementing innovation in the follow-up care for can-
cer survivors. Numerous trials have investigated alternate 
models of care, including models led by general practi-
tioners, care shared between specialist doctors and gen-
eral practitioners, and care led by nurses. These alternate 
models appear to be at least as effective as specialist-led 
care and are applicable to many cancer survivors. Choos-
ing the most appropriate care model for each survivor 
depends on patient-level factors (such as risk of longer-
term effects, late effects, patient preference, and capac-
ity to self-manage), local services, and health-care policy 
[46]. Furthermore, clinical pathways have begun to be 
adopted by many oncology practices as a mechanism to 
streamline care, increase efficiency, improve quality of 
care, and reduce costs. The clinical pathway is a struc-
tured and evidence-based approach for delivering cancer 
treatment, which outlines the journey for cancer survi-
vors and healthcare providers from diagnosis through 
treatment, follow-up care, and end-of-life support [47].

Limitations of the review
Our review also has some limitations. Exploring patient 
preferences in DCE does not consider external valid-
ity and the follow-up care of cancer survivors are com-
plex, so these findings may not be applicable to different 
contexts. The studies included had good quality assess-
ments, however, none of them included reports on the 
distinctions between responders and non-responders 
and limited discussion on alternative designs consid-
ered. The views of non-responders and those who pro-
vided invalid response may be different from responders, 
future research should attempt to access these views to 
avoid nonresponse bias. In the majority of cases, partici-
pants frequently had to select from two or three follow-
up care options, leading to potential bias in the analysis 
results [48], only one study offered opt-out choices to 
respondents in DCE [10]. Utilizing the opt-out choice 
enables participants to refrain from picking any options 
in the selection range [26], if researchers are assessing for 
potential product requirements, including the opt-out 

choice can be beneficial and essential. However, includ-
ing an opt-out choice may not be suitable for certain 
health care research inquiries, as it could significantly 
impact the experimental design and hinder researchers’ 
ability to gauge the underlying preference framework 
[26]. Therefore, the inclusion of the opt-out options in 
future DCE should focus on the research question.

Conclusion
Overall, several aspects of DCE were evaluated in the 
follow-up care of cancer survivors. DCE is a suitable 
preference method that provides important preference 
information beneficial for patient-centered care. The 
attributes outlined in this review could improve health-
care providers’ comprehension of vital aspects of forth-
coming follow-up care. Furthermore, when considering 
management strategies, the findings of this review could 
contribute to a more comprehensive insight into impor-
tant topics for discussion, which is crucial in providing 
necessary support for cancer survivors in need of follow-
up care.
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