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WHAT

HOW



Participants will be able to:

¾Name the key components of survivorship care

¾Describe survivorship models of care

¾Highlight two new developments

¾ Practice pearls for survivorship programs



Lost in Transition 

Recommendations

¾ Raise awareness

¾ Survivorship Care Plan

¾ Use of evidenced-based 

guidelines and tools

¾ Quality initiatives and 

demonstration projects

¾ Increased research funding

¾ Inclusion of survivorship in 

state based comprehensive 

cancer control



10 years later

¾ Emergence of text, journals, 

conferences and community 

activities

¾ Survivorship Care Plan (CoC

Standard)

¾ Significant growth in 

evidenced based guidelines 

¾ Growing body of research

¾ Quality measures (ASCO 

QOPI)

Nekhlyudov, et al J Clin Oncol 2017.





Parry, et al, J Clin Onc, 2015

Survivorship 

care 

is more

than a plan



Survivorship 

Care Plans

Survivorship 

Care Plans 

(SCP) are only 

one piece of 

comprehensive 

survivorship 

care



Models of survivorship care

¾ The optimal nature, timing, intensity, format, and 

outcome of  survivorship care models continue to be 

uncertain. The paucity of evidence limits our ability to 

make conclusions about the effectiveness of 

survivorship care models. 

¾Further researché.

Halpern, et al.  Jrnl Onc Prac, 2015.



Models of survivorship care

¾ Consultative ïprimarily seen by primary care with oncology as 
consultants

¾ Multidisciplinary ïoncology coordinates with primary care or 
other medical services

¾ Integrated care ïeach member of survivorship team 
communicates and works in pre-determined roles

¾ Transition to primary care ïmove primarily oncology care 
during treatment to primarily primary care

¾ Shared care model ïprimary and oncology care outside of 
integrated system

¾ Patient navigator ïlay or peer partner who serves resource and 
liasion



Other models

¾ Survivorship clinic (physician or nurse practitioner led)

¾ Survivorship visits

¾ Survivorship classes/groups

MSTI Model

¾ Joint appointment (nurse practitioners/social worker)

¾ Delivery of SCP (mailed to PCP)

¾ Set wellness goals

¾ Reimbursed through payors

Rosales, et al. Jrnl Onc Pract, 2015.



Forsythe, et al. Psychoncology 2014



POSTCARE:  A different kind of studyé

¾ Based on integration of two previously successful 

models:

·Chronic Care Model (Wagner)

ƺSet goals and establish a plan to improve health

·Care Transitions Model (Coleman)

ƺProvide support for self-management and increase patient 

activation

ƺUse of a transitional care coach



Intervention

¾ Single coaching encounter using MI (motivation 

interviewing) techniques

¾ Session goal:  to engage patients in the development 

of a patient-owned SCP that incorporates health goals 

and strategies related to cancer follow-up, surveillance, 

symptom management, and health behavior.





POSTCARE Results

¾Within the intervention group:  

·Significantly higher self-reported health

·Lower social role limitations

·Greater self-efficacy (trend)

¾Clinically meaningful improvement at 3-months

·Physical role

·Bodily  pain

·Emotional role
Kvale, et al. Cancer, 2016.



Survivorship Self-management

Point of 
Care

Point of 
Need



Springboard Beyond Cancer

¾mHealth web-based resource for cancer patients and 

survivors, designed to empower, educate patients and 

survivors to address comprehensive needs and to

provide tools for action

The following 6 slides, this slide inclusive, are 

courtesy of Corinne Leach, PhD MS MPH
Strategic Director, Cancer and Aging Research

American Cancer Society.  Originally presented at 

2018 Society of Behavioral Medicine



Comprehensive

· Physical symptoms

· Emotional health

· Support

· Communication

·Wellness

Get support

¾Patients and survivors

¾Caregivers
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https://survivorship.cancer.gov/




