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Abstract: Communication between physicians is required to ensure important patient information is 
relayed during the workup, treatment, follow-up and subsequent transition of care back to the primary care 
physician (PCP). In this review we discuss how survivorship care is being increasingly recognized as an 
important component of the patient’s cancer journey, and one often provided by the PCP. Palliative care and 
symptom control for patients with non-curable malignancy is often provided by the PCP during and after 
cancer treatment. Physician communication is paramount to ensure optimal patient care.
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Introduction

The cancer journey incorporates the diagnosis, workup 
and investigation of disease, implementing the treatment 
plan, and follow-up care. Physician communication can be 
in the form of traditional letters, telephone conversations 
and online communication via email or electronic patient 
records.

Patients are typically referred to a radiation oncologist 
once the cancer diagnosis has been established, from a 
medical oncologist, surgeon or internist. Treatment goals 

are established and radiation treatment plan devised. 
The radiation oncologist will follow the patient through 
treatment, monitoring the progress and managing the 
acute side effects of treatment. After treatment completion, 
follow-up care may be provided by the oncologist, other 
specialists, and/or the primary care physician (PCP).

Three patterns of medical care representing increasing 
levels of involvement by the PCP have been identified (1).
 Sequential care where the patient receives all medical 

care from the oncologist(s) after diagnosis; 

Editor’s note:
“Palliative Radiotherapy Column” features articles emphasizing the critical role of radiotherapy in palliative care. Chairs to the columns 
are Dr. Edward L. W. Chow from Odette Cancer Centre, Sunnybrook Health Sciences Centre in Toronto and Dr. Stephen Lutz from 
Blanchard Valley Regional Cancer Center in Findlay, gathering a group of promising researchers in the field to make it an excellent 
column. The column includes original research manuscripts and timely review articles and perspectives relating to palliative radiotherapy, 
editorials and commentaries on recently published trials and studies.
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 Parallel care where the oncologist is responsible for 
cancer care and the PCP manages other medical 
issues;

 Shared care where the PCP and specialist are both 
involved in cancer care.

Shared or parallel care can help ease the transition of 
primary care from oncologist back to the PCP.

PCP involvement in cancer care

It is important for patients to maintain continuity of care 
with their PCP while being seen at the cancer center. 
The PCP has often been involved in the patients’ care for 
a number of years, developing over that time a trusting 
relationship with the patient and family. The PCP often 
provides easier access, less traveling time, and more 
personalized care than a busy cancer center. Many cancer 
patients also value their PCP for emotional and family 
support, for providing primary medical care, and for 
coordinating care with other health care providers (1).

When receiving active cancer treatment, either systemic 
therapy or radiation, patients may not be followed closely 
by their PCP (2). While 80% of PCPs believe it is 
important to observe patients during this time (3), another 
survey found that only 43% of patients felt their PCP 
was involved in their follow-up care, and only 31% had a 
follow-up appointment scheduled (2). Cancer patients can 
lose contact with their PCPs because of patient or physician 
relocation, limited involvement with the PCP prior to the 
cancer diagnosis, distrust over delay in diagnosis, failure to 
perceive a need for the PCP, lack of PCP involvement in 
the hospital, and poor physician communication (1).

PCPs have identified lack of communication with 
the oncologist as a major concern in caring for cancer  
patients (4). PCP surveys found that other complaints 
include failure of the oncologist to assign them a specific 
role in follow-up care, difficulty contacting oncologists, 
letters from the oncologist not arriving in a timely 
fashion, and the letter content not being useful in patient 
management (4,5).

A short, semi-structured, interim consult report faxed 
to the referring physician and PCP immediately after 
consultation for palliative radiotherapy was found to be 
helpful in pain management (6). A standardized letter 
format devised to guide oncologists dictating notes to PCP 
after seeing palliative lung cancer patients at the Tom Baker 
Cancer Centre in Calgary, Alberta, was found to improve 
satisfaction with the information received (7).

Survivorship care

The NCI’s definition of a cancer survivor is “an individual 
is considered to be a cancer survivor from the time of 
diagnosis, through the balance of his or her life”. Family 
members, friends, and caregivers are also impacted by the 
survivorship experience and are therefore included in this 
definition (8). For the purpose of this article, we will refer 
to the patient only when referring to “survivor”.

There has been a dramatic increase in the number of 
cancer survivors in the United States, from 3 million in 
1971 to nearly 14.5 million in 2014 (9,10). This increase is 
due to rising incidence rates (from the aging population), 
earlier detection and better cancer treatment (11). A 
literature review in 2012 found at least 50% of survivors 
experience some late effects of cancer treatment (12). 
Symptom burden was consistent across the four most 
common types of cancer despite various treatments being 
delivered; with depression, pain and fatigue most commonly 
reported (13). Often overlooked and of importance for long 
term survivors is the higher incidence of second primary 
cancers, which is higher than the general population due to 
genetic susceptibilities, etiologic factors (smoking, excessive 
alcohol and obesity), and/or the mutagenic effects of cancer 
treatment (14). Appropriate risk adapted screening is 
required, and lifestyle modifications to reduce risks (smoking 
cessation, weight loss) should be encouraged (11).

Psychosocial effects of cancer and treatment can be 
profound, with both positive and negative effects reported 
by survivors (15). Distress can result from the fear of 
recurrence or death, with a minority of survivors meeting 
the criteria for post-traumatic stress disorder. Returning to 
work, finances, issues regarding sexuality and fertility, are 
often of concern to patients and need to be addressed.

In 2005 the Institute of Medicine and National Research 
Council outlined four components of survivorship care (16).  
This included (I) prevention and detection of new 
cancers and recurrent cancer; (II) surveillance for cancer 
spread, recurrence, or second cancers; (III) intervention 
for consequences of cancer and its treatment; and (IV) 
coordination between specialists and primary care providers 
to ensure that all of the survivor’s health needs are met.

In September 2011 the LIVESTRONG Foundation 
expanded on this concept, stating all medical settings 
must provide for cancer survivors, either directly or 
through referral (17). This included (I) survivorship care 
plan, psychosocial care plan, and treatment summary; (II) 
screening for new cancers and surveillance for recurrence; 
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(III) care coordination strategy that addresses care 
coordination with PCP and primary oncologist; (IV) health 
promotion education; and (V) symptom management and 
palliative care.

The importance of communication between oncologists 
and PCPs is highlighted in both reports. This in part 
led to the Commission on Cancer’s  (CoC) of the 
American College of Surgeons accreditation standards 
for hospital cancer programs including development and 
implementation of a treatment summary and follow-up 
plan to patients who have completed cancer therapy (18). 
Physician communication requirements outlined in the 
2016 ASTRO APEx (Accreditation Program for Excellence) 
plan include having a comprehensive patient evaluation 
documented prior to initiation of treatment, which should 
be sent to other involved health care providers including 
the PCP within four weeks. The post-treatment summary, 
which includes the pain management plan for patients with 
unresolved pain, and follow-up plan, should also be sent 
to other involved providers within four weeks (19). This 
underscores the importance being placed on survivorship 
care, and the role PCP play for this growing patient 
population.

Incorporating the PCP into oncology care

Various models have been proposed for providing 
survivorship care, having survivorship clinics within the 
cancer center, community survivorship clinics run by PCPs, 
and survivorship care in the primary care setting (20). 
As the number of cancer survivors grows, an increasing 
proportion of care will likely be performed by primary care 
teams. PCPs manage other chronic patient conditions and 

so are well equipped to assume routine follow-up care for 
cancer survivors. Table 1 summarizes the various physician 
relationships and ways patient care can be incorporated 
into these models. Breast and colorectal cancer survivors 
have also been found to have an increased number of visits 
with PCPs compared to non-cancer patients (21), which 
can increase physician workload but is also an opportunity 
to provide survivorship care. However, PCP education and 
guidelines for survivorship care are important, as PCPs may 
not know the health care needs of cancer survivors (22). 
With this goal in mind the American Society of Clinical 
Oncology (ASCO) has devised a survivorship care plan 
template composed of the treatment summary and follow-
up care plan to enhance communication and coordination 
of care for cancer survivors (23). Disease site specific 
guidelines are also available.

Long term follow-up care for the cancer survivor 
without active cancer issues in a busy cancer center by 
oncologists may not be ideal. For patients who are well 
and disease free, this is not cost effective and can prevent 
rapid access to oncology care for other cancer patients with 
active disease who need medical attention. Well patients 
can find attending the cancer clinic distressing, and the 
focus of visits is often not on providing the best evidence 
based survivorship care. Surveys of PCP have found they 
are willing to assume follow-up of cancer patients, and 
many feel they are better able to provide patients with 
psychosocial support (24).

However, patient surveys have reported that survivors 
want their oncologist involved in their follow-up care; often 
citing the belief their PCP lacked the expertise to deal with 
their cancer related issues (25). Physician surveys have also 
reported that the belief that patients would rather go to 

Table 1 Relationships between physicians in cancer patient care

Patterns  
of care

Provider

Primary care physician Oncologist Palliative care physician

Sequential – Provides all medical care during 
active treatment, survivorship, 
and palliative care

–

Parallel Provides non-cancer care during 
active treatment, survivorship and 
palliative care

Provides cancer care during 
active treatment, survivorship, 
and palliative care

Provides supportive care for patients with metastatic 
disease and those with high symptom burden during 
active treatment, survivorship, and palliative care

Shared Provides non-cancer and cancer 
care during active treatment, 
survivorship and palliative care

Provides cancer care during 
active treatment, ± survivorship 
and palliative care

Provides supportive care for patients with metastatic 
disease and those with high symptom burden during 
active treatment, survivorship, and palliative care
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their oncologist for routine cancer care (3). However, two 
randomized trials in breast and colorectal patients found no 
difference in disease related outcomes, including survival, 
for survivorship care administered by PCP compared to 
oncologists (26,27). There also may be a difference in costs 
in the United States, as copays amounts differ between 
primary and specialist care.

A survey of  Canadian PCPs was  conducted to 
assess willingness and time from completion of active 
treatment they would prefer to assume exclusive follow-
up care of cancer survivors (breast, prostate, colon and  
lymphoma) (24). This study reported that many PCP 
already provide exclusive care to well cancer survivors, 
especially beyond 5 years of diagnosis. Two thirds of PCPs 
were willing to assume exclusive follow-up care earlier, 
approximately 2.5 to 3.5 years after completion of active 
treatment. The most useful modalities to facilitate care 
included: (I) a patient-specific letter from the specialist; (II) 
printed guidelines; (III) expedited routes of re-referral, and 
expedited access to investigations for suspected recurrence.

This report served as the basis for developing a transition 
care clinic at the Odette Cancer Centre (OCC) for 
colorectal cancer and lymphoma patients. These patients are 
transitioned from the OCC back to their PCP for follow-
up, assessment, and surveillance after completion of active 
treatment (28). Patients came for a single visit, and were 
seen by a family medicine physician and advanced practice 
nurse and received comprehensive survivorship care, 
individualized treatment summaries, and post-treatment 
care plans. An accompanying web resource connected 
patients to OCC after discharge and provided survivorship 
specific information. An eight-month pilot resulted in  
66 patient visits and 28 discharges, with resource utilization 
savings of clinic visits and hospital CT scans. Symptom 
screening results across the domains of anxiety; depression, 
pain, and tiredness were on par with other cancer patients 
not being transitioned back to their PCP. Patient feedback 
indicated that those that found it difficult to attend OCC 
appointments appreciated knowing guidelines were available 
for their PCP and were comfortable with PCP follow-
up, while patients whose PCP missed initial presenting 
symptoms preferred cancer centre “specialists” and were 
not comfortable with discharge.

Palliative care

Patients with non-curable disease, and treated with palliative 
intent for symptom management have somewhat different 

survivorship needs. These focus on pain and symptom 
management for themselves and their families. The PCP 
can play an important role in providing end of life care, and 
again excellent physician communication and collaboration 
is vital in ensuring optimal patient care. This population 
may include patient receiving palliative chemotherapy at 
the cancer center, and those off treatment but attending for 
assessment of cancer or treatment related symptoms.

The Rapid Response Radiotherapy Program (RRRP) 
at the Odette Cancer Centre provides prompt palliative 
radiotherapy to cancer patients with symptomatic locally 
advanced or metastatic disease (29). This population is 
routinely followed by their referring physician (usually 
medical oncologist) for continued oncologic care and do 
not routinely return to the RRRP for follow-up.

We surveyed this population to determine patients’ 
perception of PCP involvement in their care (30). Only 
43% of patients felt their PCP was involved in their cancer 
care. The most common factor patients gave for perceiving 
limited PCP involvement was the medical oncologist 
looking after all their cancer needs. When asked if they 
wanted their PCP more involved in their cancer care, 22% 
of responders answered yes, 10% no, and 68% were satisfied 
with their current level of care. Sixty percent of patients 
had seen their PCP within the last month, however most 
(72%) patients did not have a future appointment scheduled 
with their PCP. Over 80% had seen their PCP since their 
cancer diagnosis. Eighty percent of patients reported they 
were satisfied with the overall medical care provided by 
their PCP. Patient perception of PCP involvement in their 
cancer care was significantly associated with time since 
last PCP visit, whether they had seen the PCP since their 
cancer diagnosis, if the PCP provided an on call service, 
and satisfaction with the overall medical care provided by  
the PCP.

PCP can maintain continuity of care with their patients 
through a model of shared or parallel care as patients 
pass through the cancer system. This can allow for easier 
transition of care back to the PCP once treatment at the 
cancer center has finished. For the population at the end-
of-life, emergency room visits (31) and hospital deaths (32)  
have been shown to be decreased for cancer patients 
maintaining higher continuity of care with their PCP.

While most PCPs are willing to care for cancer 
patients at the end-of-life, a proportion may not want to, 
or feel comfortable with, providing palliative care (33). 
A palliative care team should then be consulted to assist 
with pain and symptom management. In 2012 ASCO 
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released a Provisional Clinical Opinion recommending 
consideration of combined standard oncology care and 
palliative care early in the course of illness for any patient 
with metastatic cancer and/or high symptom burden to 
improve quality of life for both patients and care givers (34).  
Reports have shown that cancer patients experience a high 
symptom burden throughout their disease trajectory (35). 
Symptoms and needs were not routinely screened for and 
managed in cancer patients attending cancer clinic visits 
in the past. Therefore, in 2006 Ontario implemented 
Edmonton Symptom Assessment System (ESAS) symptom 
screening for all outpatient visits to Regional Cancer 
Centers (36). The goal was to prompt earlier identification, 
documentation and communication of patients’ symptoms 
to improve the patients’ experience across the cancer 
journey. In a 2013 survey of 3,660 patients, 92% “strongly 
agreed” or “agreed” that the ESAS was important as it 
helped their healthcare team to know their symptoms and 
severity (37).

Conclusions

Collaboration and communication between oncologists 
and PCPs helps provide optimal care throughout a 
patient’s cancer journey. PCPs will play an important role 
in providing care for the growing population of cancer 
survivors. Providing physician education and survivorship 
care plans for patients can aid in transition of medical care 
back to the PCP upon discharge from the cancer center. 
For patients at the end-of-life, palliative care needs may be 
provided by the PCP and/or in consultation with a palliative 
care team.
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