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Welcome to this lesson on Survivorship Care Coordination: A Team Approach. I am 
Megan Slocum, Physician Assistant at the George Washington University Cancer Center.

We are pleased to offer this educational session through the National Cancer 
Survivorship Resource Center, a collaboration between the American Cancer Society 
and the George Washington University Cancer Center originally funded by a five year 
cooperative agreement from the Centers for Disease Control and Prevention. 
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Center), a collaboration between the American Cancer 
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This work was supported by cooperative agreements from the CDC. Its contents are 
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Learning Objectives

• Describe the need for survivorship care coordination.

• Describe how a survivorship care plan can be used as a 
communication tool 

• Identify the role of the oncologist and primary care 
provider in the co-management of follow-up care.

After completing this lesson, you will be able to:

• Describe the need for survivorship care coordination;

• Describe how survivorship care plans can be used as a communication tool and

• Identify the role of the oncologist and primary care provider in the co-management 
of follow-up care
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SURVIVORSHIP CARE 
COORDINATION

Let’s start with survivorship care coordination.
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National Academy of Medicine 
(Institute of Medicine) Report

Institute of Medicine, 2006.

• Recommendation 1: Health care providers, patient advocates, and 
other stakeholders should work to raise awareness of the needs of 
cancer survivors, establish cancer survivorship as a distinct phase of 
cancer care, and act to ensure the delivery of appropriate survivorship 
care.

• Recommendation 2: Patients completing primary treatment should be 
provided with a comprehensive care summary and follow-up plan that is 
clearly and effectively explained. 

• Recommendation 3: Health care providers should use systematically 
developed evidence-based clinical practice guidelines, assessment 
tools, and screening instruments to help identify and manage late 
effects of cancer and its treatment. 

In 2005, the National Academy of Medicine, formerly the Institute of Medicine 
published, a seminal report: From Cancer Patient to Cancer Survivor: Lost in 
Transition. This report highlighted the unique needs of cancer survivors and 
provided cross-sector recommendations to improve care for survivors.

There are several key recommendations from this report that are relevant to this 
lesson.

• One recommendation is that health care providers, patient advocates, and 
other stakeholders should work to raise awareness of the needs of cancer 
survivors, establish cancer survivorship as a distinct phase of cancer care, 
and act to ensure the delivery of appropriate survivorship care.

• A second recommendation is that patients completing primary treatment 
should be provided with a comprehensive care summary and follow-up plan 
that is clearly and effectively explained.

• A third recommendation is that health care providers should use 
systematically developed evidence-based clinical practice guidelines, 
assessment tools, and screening instruments to help identify and manage late 
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effects of cancer and its treatment. 

As you can see, this report helped provide an initial roadmap and makes the case for 
care coordination once a survivor is post-treatment. 

6



Going Beyond Being Lost in Transition: 
A Decade of Progress

• Recommendation 1: Increased awareness demonstrated by: 
– Celebrity survivors sharing personal stories

– Increased numbers of events with a survivorship focus

– News items, blogs, and social media featuring survivors and survivorship topics

– Increased textbooks, journals, supplements, and educational programs for professionals

• Recommendation 2 progress: Dissemination of survivorship care plans 
demonstrated by: 

– Increased uptake of using survivorship care plans yet practical challenges are reported, 
especially in optimizing the process to better tailor and coordinate their use

– Evidence on the impact of survivorship care plans is still emerging 

– Commission on Cancer (CoC) has implemented an accreditation standard for this 
recommendation

• Recommendation 3 progress: 
– Many professional organizations have generated survivorship-focused guidelines 

– Consistent updates are included in guidelines for survivors of childhood cancer

– Further identification of personal factors that increase risk of late effects

Nekhlyudov, Ganz, Arora, & Rowland, 2017.

A 2017 article in the Journal of Clinical Oncology highlighted the progress toward 
meeting the original National Academy of Medicine recommendations. These were the 
highlighted examples of works  that have helped us to move toward achieving the first 3 
recommendations. 

The first recommendation was related to increasing awareness of survivorship as a 
distinct phase. Celebrity survivors have started sharing personal stories. There has been 
a growth in the number of events of survivorship-focused walks, runs, and other 
functions. There have also been frequent newspaper columns and blogs that feature 
survivors and survivorship topics. And for professionals, there has been an emergence 
of textbooks, dedicated journals, and supplements, as well as many national 
educational programs. 

Recommendation 2 is related to the dissemination of survivorship care plans. This has 
been demonstrated by an increased uptake of using survivorship care plans although 
practical challenges have been reported, especially in optimizing the process to better 
tailor and coordinate their use. There is evidence on the impact of survivorship care 
plan that is still emerging, and the Commission on Cancer has implemented a standard 
for this recommendation.

Recommendation 3 is related to progress towards survivorship-focused guidelines. 
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Many professional organizations have generated survivorship-focused guidelines and
there are consistent updates included in guidelines for survivors of childhood cancer. 
Further identification is needed of personal factors that increase the risk of late effects.
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Need for Care Coordination

• Rapidly growing population of survivors

• Survivors experience unmet physical, psychosocial, 
and practical needs

• Significant long-term and late effects

• Complexity of care, comorbid conditions 

• Inconsistent coordination of care and 
communication between primary care providers and 
oncologists

Institute of Medicine, 2006; American College of Surgeons, 2011; Andersen et al., 2014; Cohen et al., 2016; El-Shami et al., 2015; 
Seeff, 2010; Runowicz et al. 2015; Skolarus et al. 2014; American Cancer Society, 2019

As noted in other Modules, there are approximately 16.9 million survivors  living in the 
U.S. This number is expected to increase as our population ages. In addition, there is an 
estimated 1.9 million adults ages 85 and older living with a history of cancer.

Also, as discussed more in-depth in Modules 2 and 3, survivors experience physical, 
psychosocial, and practical issues including:

• Second primary cancers

• Physical long-term and late effects 

• Mental, emotional, and psychosocial long-term and late effects

• Impact on relationships

• Work life

• Financial hardship

As our population of older survivors grows, there is an increasing complexity of care and 
comorbid conditions.

While strides have been made following the release of the National Academy of 
Medicine report, there is still inconsistent coordination of care and communication 
between primary care providers and oncologists. In order to address these issues and 
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challenges, it is critical to focus on coordinated, long-term follow-up care for cancer 
survivors.
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SURVIVORSHIP CARE PLAN (SCP)

Now, let’s discuss a survivorship care plan.
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What is a Survivorship Care Plan?

Treatment 
Summary

Follow-up 
Plan

Survivorship 
Care Plan

• Includes treatment summary and follow-up plan 

• Serves as a communication tool

• Numerous templates are available

A Survivorship Care Plan is a key component of survivorship care. It includes two parts, 
a Treatment Summary and a Follow-up Plan.

The Treatment Summary contains the important details about the patient’s treatment 
history, including diagnosis, the type and stage of cancer, as well as information about 
any treatment administered.

The Follow-up Plan provides recommendations for follow-up care after treatment is 
completed, including a schedule of follow-up oncology visits and any necessary 
surveillance testing. It also provides recommendations for the identification and 
management of any late or long-term effects of cancer treatment. Finally, the Follow-up 
Plan provides health promotion recommendations to promote a healthy lifestyle among 
cancer survivors. 

While there have been some barriers to implementation of Survivorship Care 
Plans, it is can be a very helpful communication tool between providers but also 
between patients and providers. 

Links to survivorship care plan templates are provided in the resources section at the 
end of this lesson. 
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In 2012, the American College of Surgeons Commission on Cancer (CoC) 
released revised standards, which began requiring all accredited CoC sites to 
start incrementally providing survivorship care plans to cancer survivors. Since 
then, the CoC has issued clarifications about the standard and they continue to 
revisit the implementation of survivorship care plans.  

If you are interested in learning more about current CoC requirements, please 
visit their website shown here on your screen. (https://www.facs.org/quality-
programs/cancer/coc)
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MODELS OF CARE

Now, let’s discuss models of survivorship care delivery.
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Care Models

Nekhlyudov, O’Malley & Hudson, 2017; American Society of Clinical Oncology, n.d.-b. 

Many different types of providers may be involved in the care of cancer survivors in 
order to meet their needs. There are several models of cancer survivorship care delivery 
designed to meet the needs of survivors. However, in this lesson we will focus on the 
shared-care model.
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Shared Care Model

• Care of a patient shared by 2 or more clinicians in 
different specialties

• Includes communication and periodic transfer of 
knowledge between specialist and primary care provider

• Shared care in other fields
– Demonstrated to improve patient outcomes and enhance 

management of patients with various chronic diseases (e.g. 
diabetes)

Oeffinger & McCabe, 2006; Ciardullo et al., 2003; Renders et al., 2003. 

The shared care model involves the coordinated care of a survivor between an 
oncologist and primary care provider. It includes communication and periodic transfer 
of knowledge between the specialist and primary care provider. 

The model has been demonstrated to enhance management of patients with various 
chronic conditions such as a person with diabetes whose care is managed by both an 
endocrinologist and a primary care provider. It has also been demonstrated to improve 
patient outcomes and can be an effective way to manage the long-term care of cancer 
survivors.
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Care Coordination

• Primary care provider and oncologist maintain communication 
throughout diagnosis, treatment and post-treatment care

• Oncology team provide survivorship care plan to primary care 
provider

• Coordinate care with specialists to address physical effects 
and psychosocial issues

• Encourage inclusion of spouse, partner, friend etc. in 
survivorship care 

• Recommend appropriate community-based and other support 
resources

Willis, Hoffler, Villalobos & Pratt-Chapman, 2016.

As mentioned, care coordination is a critical component of the shared care model. 

The primary care provider and oncologist should maintain communication throughout 
diagnosis, treatment and post-treatment care. The oncology team should provide a 
survivorship care plan to the primary care provider. Further, it is important to 
coordinate care with other specialists to address physical effects and psychosocial 
issues. Providers should also ask survivors who they want involved in their care- such as 
a spouse, partner, friend. It is also important to recommend community-based and 
other support services to address needs of survivors and their loved ones. 
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Shared Care

• Surveillance and screening

• Assessment and management of physical and 
psychosocial impacts

• Health promotion

Loonen et al., 2018; Willis, Hoffler, Villalobos & Pratt-Chapman, 2016.

Shared care of the cancer survivor is most successful when it is clear which provider is 
responsible for which follow-up element.  Clinical guidelines exist for both oncology and 
primary care providers. These guidelines offer recommendations as to who should be 
responsible for different components of care. 
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Surveillance and Screening

• Check for early, local or regional cancer recurrence

• Detect recurrence or second primary cancers early

• Follow American Cancer Society screening 
guidelines

Willis, Hoffler, Villalobos & Pratt-Chapman, 2016.

A critical component of quality survivorship care involves surveillance and screening for 
cancer recurrence and for new primary cancers. As cancer patients transition from 
active treatment to survivorship, the oncology team will be involved in surveillance and 
screening. However, primary care providers should continue to monitor for early, local 
or regional cancer recurrence and screen for second primary cancers. This is typically 
done through physical examination, imaging studies and laboratory tests. For average-
risk, asymptomatic individuals, follow the American Cancer Society guidelines for 
breast, cervical, colorectal, endometrial, lung and prostate cancer screening.
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Assess and Manage Physical and 
Psychosocial Impacts

• A critical function of follow-up care

• Use American Cancer Society tumor-specific 
survivorship care guidelines when possible

• Follow National Comprehensive Cancer Network 
and American Society of Clinical Oncology 
guidelines

Willis, Hoffler, Villalobos & Pratt-Chapman, 2016.

Primary care providers should assess and manage cancer survivors’ physical and 
psychosocial long-term and late effects. This is a critical function of follow-up care as 
these effects often have a significant impact on quality of life. 

The American Cancer Society has developed tumor-specific survivorship care guidelines 
for a number of different cancer types that are evidence-based guidelines developed by 
multidisciplinary expert working groups and provides guidance on how to provide 
comprehensive follow-up care to cancer survivors. 

Both the National Comprehensive Cancer Network and the American Society of Clinical 
Oncology have published guidelines on comprehensive survivorship care that include 
recommendations for the assessment and management of many common late and 
long-term effects of cancer treatment.

Use cancer survivorship clinical guidelines to inform referrals to medical, rehabilitation 
and/or behavioral specialists to address concerns. 
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Health Promotion
• American Cancer Society Nutrition and Physical Activity Guidelines for 

Cancer Survivors
– Discusses physical activity and nutrition recommendations across continuum of 

cancer care

– Focuses on survivors who are disease free or have stable disease following 
recovery

• National Comprehensive Cancer Network Guidelines® 
& Clinical Resources

– Survivorship
• Late Effects/Long-Term Psychosocial and Physical Problems

• Preventive Health/Healthy Lifestyles

– Smoking Cessation

– Palliative Care

American Cancer Society, 2012; Willis, Hoffler, Villalobos & Pratt-Chapman, 2016.

Referenced with permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Survivorship 
V.2.2019. © National Comprehensive Cancer Network, Inc. 2019. All rights reserved. Accessed June 5, 2019. To view the 
most recent and complete version of the guideline, go online to NCCN.org. 

Primary care providers support all patients adopting healthy behaviors and lifestyles to 
improve their health. Since cancer survivors are at a higher risk for second primary 
cancers and often have other chronic conditions, primary care providers must be aware 
of all patients cancer history in order to offer cancer survivors tailored health behavior 
recommendations compared to the general population.  

The American Cancer Society has developed specific physical activity guidelines and 
nutrition recommendations for cancer survivors. In addition, the National 
Comprehensive Cancer Network has survivorship guidelines that include 
recommendations for preventive health measures (physical activity, nutrition and 
weight management) as well as smoking cessation. The American Cancer Society 
continues to conduct and fund research related to the impact of various health 
behaviors on cancer survivorship. 

The NCCN not only has survivorship care guidelines to inform practice, but also 
guidelines for smoking cessation and palliative care, both of which can be useful in the 
care of cancer survivors.

Use these cancer survivorship health promotion guidelines to inform your referrals and 
care recommendations for survivors. 
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Key Points

• The number of cancer survivors is rapidly growing.

• Survivors face a variety of physical, psychosocial 
and practical impacts.

• Greater emphasis placed on coordinated follow-up 
care.

• Survivorship care plans are a standard of care.

• Oncologists and primary care providers play a vital 
role in follow-up care.

• Communication is key.

As this lesson comes to a close, it is important to remember: 

• The number of cancer survivors is rapidly growing;

• Survivors face a variety of physical, psychosocial and practical impacts;

• There is now greater emphasis on coordinated follow-up care;

• Survivorship care plans are a standard of care;

• Oncologists and primary care providers play a vital role in follow-up care; and

• Communication is key.

19



Survivorship Care Plan Resources

• American Society of Clinical Oncology’s (ASCO) Survivorship 
Care Plan Template: https://www.asco.org/practice-
guidelines/cancer-care-initiatives/prevention-
survivorship/survivorship-compendium

• Journey Forward’s Survivorship Care Plan Builder: 
https://www.journeyforward.org/professionals/survivorship-care-
plan-builder

– My Care Plan: https://www.journeyforward.org/planning-
tools/my-care-plan

• OncoLife Survivorship Care Plan: https://oncolife.oncolink.org/

• ASCO provides a survivorship care plan template, which is composed of a treatment 
summary and follow-up care plan. In addition, ASCO also offers disease specific 
templates for breast cancer, colorectal cancer, non-small cell lung cancer, small cell 
lung cancer, prostate cancer and diffuse large B-cell lymphoma. 

• Journey Forward’s survivorship care plan builder is available to providers to help you 
make treatment plans, treatment summaries and survivorship care plans for your 
patients. Journey Forward also offers My Care Plan, a tool for patients to start their 
own survivorship care plan. 

• OncoLife’s Survivorship Care Plan is a tool that providers can use to create 
survivorship care plans. The plan is individualized based on responses to an online 
questionnaire. 
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Resources

• American Cancer Society: https://www.cancer.org/health-care-
professionals/american-cancer-society-survivorship-guidelines.html

• American Society of Clinical Oncology: 
https://www.asco.org/practice-guidelines/cancer-care-
initiatives/prevention-survivorship/survivorship-compendium

• National Comprehensive Cancer Network: 
https://www.nccn.org/professionals/physician_gls/default.aspx

• National Cancer Survivorship Resource Center: 
https://www.cancer.org/health-care-professionals/national-cancer-
survivorship-resource-center.html

Here are some further resources and readings you can access.

The first three resources offer clinical practice guidelines. The National Cancer 
Survivorship Resource Center offers a number of tools and resources for providers as 
well as patients to address post-treatment cancer survivorship care. 
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Conclusion

• Describe the need for survivorship care coordination.

• Describe how a survivorship care plan can be used as a 
communication tool 

• Identify the role of the oncologist and primary care 
provider in the co-management of follow-up care

In this lesson you learned to: 

• Describe the need for survivorship care coordination;

• Describe how survivorship care plans can be used as a communication tool and

• Identify the role of the oncologist and primary care provider in the co-management 
of follow-up care
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Cancer Survivorship E-Learning Series 
for Primary Care Providers

Caring for Cancer Survivors in 
the Primary Care Setting

Youngjee Choi, MD, FACP

Assistant Professor of Medicine

Division of General and Internal Medicine

Johns Hopkins School of Medicine

Primary Care for Cancer Survivors Clinic

Welcome to this lesson on Caring for Cancer Survivors in the Primary Care Setting. I am 
Youngjee Choi, Assistant Professor of Medicine at the Johns Hopkins School of Medicine 
and Program Director of the Primary Care for Cancer Survivors Clinic.

We are pleased to offer this educational session through the National Cancer 
Survivorship Resource Center, a collaboration between the American Cancer Society and 
the George Washington University Cancer Center originally funded by a five year 
cooperative agreement from the Centers for Disease Control and Prevention. 
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Learning Objectives

• Describe primary care providers’ role in 
providing follow-up care to cancer survivors.

• Identify resources and guidelines to inform 
follow-up care.

After completing this lesson, you will be able to:

• Describe primary care providers’ role in providing follow-up care to cancer survivors; 
and

• Identify resources and guidelines to inform follow-up care.
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CARING FOR CANCER SURVIVORS

In the previous lesson, you learned about the need for survivorship care coordination, 
the role of the oncologist and primary care provider (PCP) in the co-management of 
follow-up care, and how survivorship care plans can be used as a communication tool 
between providers as well as patients. 

In this lesson, we will focus on the primary care provider’s role in survivorship care and 
apply what you have learned from this and the previous lesson to complete a case study.
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Coordinated Effort

• Involves 
– Cancer survivor

– Primary care provider

– Oncology team

– Medical specialists (e.g. mental health, rehabilitation, 
etc.)

– Caregivers, spouses/partners, friends, etc.

– Community-based resources

As discussed in the previous lesson, care coordination and effective transitions of care 
are essential for high quality cancer survivorship care. To maximize care coordination, it 
is important to identify those involved in post-treatment care, this includes the cancer 
survivor, PCP, various specialists (for example, medical oncologists and radiation 
oncologists), as well as other non-physician medical providers, loved ones, and 
community resources. 

6



Role of Primary Care Provider
• Assist in the prevention and surveillance of cancer recurrence 

and second primary cancers

• Assess and manage long-term and late effects

• Ensure physical, psychological, socioeconomic issues are 
addressed

• Promote healthy behaviors

• Coordinate care and clarify care roles with members of the 
cancer treatment team

• Refer survivors to appropriate community-based and peer 
support resources

Referenced with permission from the NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines®) for Survivorship 
V.2.2019. © National Comprehensive Cancer Network, Inc. 2019. All rights reserved. Accessed June 5, 2019. To view the most 
recent and complete version of the guideline, go online to NCCN.org.  

Willis, Hoffler, Villalobos, & Pratt-Chapman, 2016. 

In addition to a coordinated effort it is important to specify the care components that 
the primary care provider is involved in, which include: 

• Assist in the prevention and surveillance of cancer recurrence and second primary 
cancers

• Assess and manage long-term and late effects

• Ensure physical, psychological, socioeconomic issues are addressed

• Promote healthy behaviors

• Coordinate care and clarify care roles with members of the cancer treatment team

• Refer survivors to appropriate community-based and peer support resources

Recommendations on the role of primary care providers in caring for cancer survivors is 
provided in the American Cancer Society Survivorship Care Guidelines. 

[provide link to guidelines on slide]
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Empower Survivors

Involving and empowering cancer survivors to participate in their care is also critical.
Utilizing shared decision-making is an effective tool that supports both patients and 
clinicians.  Shared decision-making involves a discussion of a patient’s goals, preferences, 
needs and values, as well as provider’s assessments of health and care options. Shared 
decision-making includes: 

• Asking open-ended questions

• Asking the patient’s perspective (for example, what do they prefer? what do they 
think is causing the issue?)

• Confirming understanding of the patient’s views and 

• Speaking with empathy 

Shared decision-making can be utilized at any point, but may be a helpful tool when 
discussing the management of the long-term and late effects of cancer as well as the 
survivor’s health behaviors. 
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Now, let’s review a case study together.
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Case Study

• Download the National 
Cancer Survivorship 
Resource Center Toolkit: 
Implementing Clinical 
Practice Guidelines for 
Cancer Survivorship Care 
(NCSRC Toolkit) 

• You will use this toolkit to 
complete the case study.

Please click on the link to download the National Cancer Survivorship Resource Center 
Toolkit: Implementing Clinical Practice Guidelines for Cancer Survivorship Care. 

You will use this toolkit to complete the case study.
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Case Study
You are seeing Mrs. Jones: a 60-year-old, African American woman. She’s just 
finished treatment for Stage IIIA colorectal cancer. Her oncologist has provided 
an incomplete survivorship care plan to you. They have only provided the 
treatment summary, but not the follow-up care piece of the survivorship care 
plan. 

The treatment summary indicates she had surgery followed by adjuvant 
chemotherapy with the FOLFOX regimen, which includes 5-FU, leucovorin and 
oxaliplatin. Due to complications, Mrs. Jones’ colostomy is permanent. Mrs. 
Jones has a family history of colorectal cancer. 

She has genetic counseling and testing, and has tested negative for Lynch 
Syndrome. At the completion of treatment, Mrs. Jones had the following 
toxicities: vaginal dryness and peripheral chronic neuropathy. 

(continue…)

You are seeing Mrs. Jones: a 60-year-old, African American woman. She’s just finished 
treatment for Stage IIIA colorectal cancer. Her oncologist has provided an incomplete 
survivorship care plan to you. They have only provided the treatment summary, but not 
the follow-up care piece of the survivorship care plan. 

The treatment summary indicates she had surgery followed by adjuvant chemotherapy 
with the FOLFOX regimen, which includes 5-FU, leucovorin and oxaliplatin. Due to 
complications, Mrs. Jones’ colostomy is permanent. Mrs. Jones has a family history of 
colorectal cancer. 

She has genetic counseling and testing, and has tested negative for Lynch Syndrome. At 
the completion of treatment, Mrs. Jones had the following toxicities: vaginal dryness and 
peripheral chronic neuropathy. 
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Case Study

You have reached out to Mrs. Jones’ oncologist prior to her scheduled visit with 
you to receive the remainder of her survivorship care plan. Her oncologist 
contacts you the day before Mrs. Jones’ visit with you and indicates that due to 
an internal error they are backlogged and will send you the follow-up care 
portion of her plan in the next six months. 

However, over-the-phone they indicate they will manage surveillance for 
recurrence, but leave the discussion of the remainder of her care up to your 
judgement, until additional information can be provided to you.

Mrs. Jones has not seen a primary care provider for some time. In addition to 
her past medical history, at the visit, you assess that Mrs. Jones has a BMI of 
32 and a family history of Type 2 diabetes. 

(continue…)

You have reached out to Mrs. Jones’ oncologist prior to her scheduled visit with you to 
receive the remainder of her survivorship care plan. Her oncologist contacts you the day 
before Mrs. Jones’ visit with you and indicates that due to an internal error they are 
backlogged and will send you the follow-up care portion of her plan in the next six 
months. 

However, over-the-phone they indicate they will manage surveillance for recurrence, but 
leave the discussion of the remainder of her care up to your judgement, until additional 
information can be provided to you.

Mrs. Jones has not seen a primary care provider for some time. In addition to her past 
medical history, at the visit, you assess that Mrs. Jones has a BMI of 32 and a family 
history of Type 2 diabetes. 
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Case Study

She is currently not physically active and occasionally smokes cigarettes when 
drinking, which is every few days. Mrs. Jones says she knows smoking is not 
good for her health, but since she only smokes occasionally, she feels that 
she’s not at risk for lung cancer. 

Mrs. Jones is married, and works full-time. However, she says her husband 
recently lost his job, so finances are tight. She also makes a passing comment 
that the cancer put a real strain on them, but she hopes things will get better 
soon. 

She is currently not physically active and occasionally smokes cigarettes when drinking, 
which is every few days. Mrs. Jones says she knows smoking is not good for her health, 
but since she only smokes occasionally, she feels that she’s not at risk for lung cancer. 

Mrs. Jones is married, and works full-time. However, she says her husband recently lost 
his job, so finances are tight. She also makes a passing comment that the cancer put a 
real strain on them, but she hopes things will get better soon. 
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Case Study

Take a few minutes to 
review the NCSRC toolkit

(pages 19-25 only).

Now, please take a few minutes to review the NCSRC toolkit. For the purposes of this 
case study, please read pages 19-25 only.
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Engaging in Shared Decision-Making

• What would you like to get out of today’s visit?

• What might happen if you quit smoking?

• In a week, what kinds of foods do you typically eat? 

• Do you feel depressed? 

• What changes would you like to make in your routine 
that would help you feel better?

• Why don’t you exercise?

• What concerns do you have about your colostomy?

Using the guidelines and shared decision-making principles to inform care, what are 
some questions you could ask Mrs. Jones about late and long-term effects; screening; 
and lifestyle and/or behavioral modifications? 
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Case Study

Now, let’s discuss: 

What possible late and long-term effects would you 
assess and manage? 

What additional screenings would you recommend? 

What lifestyle and/or behavioral modifications would 
you recommend? 

Now that you have a better understanding of Mrs. Jones values, preferences and 
concerns let’s discuss recommendations. 

It is important to note, that while the oncologist has taken on responsibility of managing 
surveillance testing, primary care providers should be aware of surveillance 
recommendations (as outlined on page 22 and 23). Surveillance within the first 5 years 
after treatment includes CT every 12 months, CEA every 3-6 months, and colonoscopy of 
remaining colorectal tissue, initially a year after surgery.

Now let’s discuss:  What possible late and long-term effects would you assess and 
manage?

• Vaginal dryness: particularly for women with a history of radiation therapy, we should 
be sure to ask about this symptom along with sexual dysfunction and urinary 
symptoms. Vaginal dryness can be managed by vaginal lubricants, such as Replens or 
coconut oil or vaginal estrogens. Pelvic floor physical therapy can also be helpful for 
sexual dysfunction and urinary symptoms.

• Financial toxicity: one potential resource for patients bringing up financial concerns is 
referral to a case manager. For patients who are continuing to work, they should ask 
about managing cancer at work programs, which may be available at their location of 
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employment. 

• Psychological effects: As providers, we should be asking patients about symptoms of 
depression and anxiety as well as other psychological strains. Appropriate referrals 
may include therapy and counseling, marriage counseling, and referrals to psychiatry. 
The oncologist or local cancer center may have a list of providers who have expertise 
with cancer survivors. 

• Patients who have a stoma are at higher risk of depression and may have body image 
issues. Referrals to psychiatry and counseling may be appropriate. For colostomy 
management, a referral to colostomy services or colorectal surgery may be 
appropriate as well. 

• For symptoms of gas and bloating, it may be helpful to inquire about the patient’s diet. 
Patients often have awareness of foods that are more difficult for their bodies, such as 
certain raw vegetables and fruits, and a referral to nutrition may be appropriate as 
well. In the patient’s diet, it may be helpful to assess fiber intake after surgery. While 
fiber intake may be helpful to slow down digestion after surgery, too much fiber too 
quickly can cause gas and bloating.

• Neuropathy: typically we continue to see improvements in peripheral neuropathy 
through one year after finishing chemotherapy. Specifically in cases on oxaliplatin
induced peripheral neuropathy, there appears to be partial (80%) or complete 
resolution (40%) within the year after chemotherapy. There is a moderate 
recommendation for duloxetine for chemotherapy induced peripheral neuropathy 
based on a phase III clinical trial. But if this is ineffective, one could consider other 
neuropathic pain agents, though there is a lack of evidence. These agents include 
gabapentin and tricyclic antidepressants.

• Fatigue: the best evidence we have for managing cancer-related fatigue is exercise. 
Guidelines recommend 150 minutes of moderate aerobic exercise per week, in 
addition to strength training at a minimum of twice weekly. For those who are very 
deconditioned, referring to physical therapy for deconditioning and a graded exercise 
program may be helpful. There are limited data, but yoga and acupuncture for those 
who are interested in complementary medicine may be of benefit.

Now let’s discuss: What additional screenings would you recommend?

• Age appropriate screenings should be pursued. For Mrs. Jones, this would include a 

16



pap smear as well as a mammogram.

• We should also discuss screening for comorbidities. Based on the patient’s BMI and 
family history, it would be appropriate to assess for diabetes. Either through a fasting 
blood sugar or a hemoglobin A1c, as well as assessing for hypertension and 
hyperlipidemia. 

• In terms of vaccinations, Mrs. Jones would be eligible for Shingrix, the new shingles 
vaccine. This vaccine should be administered at least 3 months after completing 
chemotherapy. The influenza vaccine is recommended during influenza season 
regardless of timing with chemotherapy. 

• Depression screening would be appropriate if this has not come up already with late
and long-term effect assessment. Tools that could be used to assess for depression 
include the CES-D as well as the PHQ-9.

• To assess for eligibility for lung cancer screening, we should illicit more details about 
her smoking history. Criteria for lung cancer screening include age, current smoking 
status, and smoking history. Based on if the patient meets eligibility criteria, one can 
discuss benefits and limitations of lung cancer screening. Regardless of eligibility for 
lung cancer screening, smoking cessation should be counseled 
(https://www.cancer.org/healthy/find-cancer-early/cancer-screening-
guidelines/screening-recommendations-by-age.html).

Now let’s discuss: What lifestyle and/or behavioral modifications would you recommend?

Lifestyle and behavioral modifications are nicely outlined in the American Cancer Society
Nutrition and Physical Activity Guidelines for Cancer Survivors as well as the National 
Cancer Comprehensive Network Cancer Survivorship Guidelines.

• As we previously discussed, the patient has an elevated BMI of 32, which falls in the 
obesity category. Weight loss to achieve a normal BMI of 19-25 should be counseled, 
as normal BMI has been associated with improved cancer outcomes. 

• Guidelines for exercise recommend 150 minutes of moderate aerobic exercise weekly, 
as well as strength training twice weekly.
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• In terms of diet, there are certain principles that should be emphasized. Lots of fruits 
and vegetables, whole grains, fish and lean chicken for the healthiest meat options, 
use of olive oil as the healthiest fat, and other healthy fat sources such as avocados 
and nuts should be advocated. A lot of these recommendations are consistent with the 
Mediterranean diet. 

• Mrs. Jones should receive smoking cessation counseling. A potential resource includes 
1-800-QUIT-NOW, a toll-free number operated by the National Cancer Institute. This 
toll-free number will connect the patient to his or her state’s tobacco quitline. 

• Alcohol parameters: Mrs. Jones mentioned that she drinks every few days. It would be 
important to quantify her alcohol intake further. The American Cancer Society 
recommends no more than 1 alcoholic beverage a day for women, and no more than 2 
alcoholic beverages per day for men. 

In a trial published in 2018, in JAMA Oncology, stage III colon cancer survivors who had 
healthier lifestyles based on the American Cancer Society guidelines, in terms of BMI, 
diet, exercise, and alcohol intake, had longer survivals.

Based on your recommendations, you and Mrs. Jones make decisions about her care and 
agree at the end of the visit to see each other again in three months for follow-up. 
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Conclusion

• Describe the primary care providers’ role in 
providing follow-up care to cancer survivors

• Identify resources and guidelines to inform 
follow-up care.

In this lesson, you learned how to describe the PCP role in providing follow-up care to 
cancer survivors and how to identify resources and guidelines to inform follow-up care.
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Resources
• American Cancer Society Survivorship Care Guidelines:

https://www.cancer.org/health-care-professionals/american-cancer-society-
survivorship-guidelines.html includes complete versions of guidelines along 
with patient-friendly versions for breast cancer, colorectal cancer, prostate 
cancer, and head and neck cancer.

• American Society of Clinical Oncology Guidelines on Survivorship 
Care: https://www.asco.org/guidelines/survivorship

• NCCN Guidelines®: Survivorship 
https://www.nccn.org/professionals/physician_gls/pdf/survivorship.pdf focus 
on the impact both the diagnosis and treatment of cancer have on the adult 
survivor. 

• Other NCCN Guidelines® and Clinical Resources: 
https://www.nccn.org/professionals/physician_gls/default.aspx

Here are some further resources and readings you can access.
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This concludes the lesson. Please continue to explore the remaining modules of the 
Cancer Survivorship E-Learning Series for Primary Care Providers. 
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