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A s America struggles to enact meaningful health care
reforms, there is great interest in and support for

ensuring comprehensive, coordinated and patient-centered
health care. But the challenges to delivering this type of health
care are both great and systemic, ranging from regulation to
reimbursement, and within the debate we risk the focus being
taken off of the patient. Nowhere is this risk greater than for
those diagnosed with cancer who rely upon a coordinated
system to help them navigate multiple specialists and ensure
the best, most timely care possible to save their lives.
Fortunately, general internists are trained to treat patients as
whole people, not as organ systems affected by disease, thus
enabling them to approach this issue from a distinct perspec-
tive. As our understanding of quality cancer care increases and
our focus expands to include cancer survivorship, we must
ensure the patients’ goals for their life after cancer are central
to their care, not something to be dealt with as an afterthought
once treatment is finished and the patient returns to the care
of the general internist.

But in the current fragmented system, there do not seem to
be sufficient incentives to prioritize the patient’s needs,
particularly those relevant to ensuring quality of life through
the balance of the patient’s life. General internists regularly see
patients who are currently in treatment and either seeking
relief from a whole host of side effects, including fatigue, or
dealing with additional chronic illnesses. They are also in the
unique position to help their patients navigate through the
various players in the health care system and ensure they are
being treated as a whole person, not simply as a tumor type.

Based on the number of people who will be diagnosed with
cancer in their lifetime, if health system reform is to be
effective, improving cancer survivorship must be a common
goal throughout the healthcare continuum. It cannot be
viewed solely as a separate or unrelated phase that occurs
after treatment. This does not, however, mean that much of
survivorship care is not provided after treatment. But our
understanding of survivorship has evolved, and it should be
viewed as an accompanying characteristic of each phase of the
continuum, with the transition to post-treatment survivorship
guided by thoughtful care planning that is relevant to the
patient’s unique experience. In this case, each physician
participating in every step of the health care continuum should
be asking, “Are my decisions and recommendations focused on
improving survivorship for my patient?”

When we isolate survivorship as a stage occurring only after
treatment for which someone else is responsible for addressing,
we miss multiple opportunities to improve overall survivorship
and center the care on the patient and their goals for treatment.
How many times have we heard of patients being told of their
potential infertility after treatment has been completed? Or
patients discovering a clinical trial for their disease type in
which they are interested in participating, only to learn they are
ineligible due to having already begun chemotherapy. Imagine if
every member of the health care team prioritized the patient’s
survivorship goals throughout the care continuum, communi-
cating this with the patient and knowing that survivorship care
planning will occur following treatment, we begin to see a more
comprehensive and patient-centric model emerge. For the
general internist, this means anticipating not only the side
effects of treatment that they may be called upon to help
manage, but also the long-term and late effects of cancer
therapy that they will likely have to address once the patient
completes treatment. Unfortunately, oncologists may be so
focused on eliminating the patient’s cancer, they may neglect
to anticipate and prepare the patient for changes to their
subsequent quality of life. It is here that the general internist
can play the central role in caring for the whole patient, not
simply their disease treatment.

We propose that improved survivorship is first dependent on
prevention, screening, and early detection. And survivorship
should inform diagnosis and treatment strategies, particularly
as we move to molecular diagnostics, prognostics, and per-
sonalized medicine. The challenge is that the medical system
from access to care, insurance coverage, physician reimburse-
ment to follow-up care is a fractured process with many
moving parts and players. But in order to achieve patient-
centered cancer care, the next generation of our healthcare
delivery system will need to support a comprehensive care
model focused on survivorship.

Traditionally, the association between treatment and survi-
vorship has been the easiest to understand, but to many it
sounds counterintuitive to associate prevention directly with
survivorship. But consider that prevention can take many
forms, such as adapting clinical recommendations because of
a family history or genetic predisposition to developing cancer,
as in the case of carriers of the BRCA-1 mutations. Or in
identifying precancerous lesions that may require continued
monitoring and ongoing follow-up. And with the developing
field of chemoprevention supporting new treatment systems in
which pre-cancerous cells can be therapeutically managed and
make the need for aggressive and toxic therapies unnecessary,
we truly see a shift in focus to a quality-of-care delivery system
based on making life better for the patient. General internists
will be on the front line of addressing these issues with their
patients, given that it will not be feasible for everyone at
increased risk for cancer to be managed by an oncologist.
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Similar considerations should be taken into account with
screening and early detection services. Discussions of survi-
vorship should influence the conversation between the doctor
and the patient and be initiated before a screening procedure
is performed. This allows patients to be an active participant in
managing their care and planning for their future. We know
that one of the strongest predictors of whether an individual
will get screened is if his or her physician recommends it. The
lack of adherence with the screening recommendations has
less to do with coverage or reimbursement than it has to do
with prioritizing its importance to the individual patient and
making sure he or she is comfortable with the screening
procedures and potential outcomes.

For example, colorectal cancer has multiple proven screen-
ing options but nevertheless, adherence with recommended
screening procedures is suboptimal. Each option has pros and
cons associated with it, so the primary purpose should be to
help the patient understand why screening is relevant for them
and to use the method they are most comfortable with. It
should be expected that patients will have different preferences
in regards to screening methods, but the communication
between the doctor and the patient should focus on how
screening leads to improved survivorship.

Unfortunately, the conversation is not always easy. Unlike
colorectal cancer screening which has a strong evidence base
for improved survival and survivorship, prostate cancer
screening can be more challenging. In this case, having a
survivorship perspective is even more critical. Because pros-
tate cancers are slow growing, it is not clear that screening
improves overall survival. However, treatment of prostate
cancer can have serious impact on a patient’s quality of life
and survivorship. The role of the physician in these cases is to

help the patient understand the challenges of screening and all
the options available. The choice of any medical intervention
should be based on a patient’s understanding all the options
and potential long-term and late effects that research shows
can significantly affect survivorship.

Finally, there is the overlap of survivorship considerations
with treatment. As is the case with prostate cancer, the patient
should understand all the options available, including partic-
ipating in a clinical trial. Many times patients are only
informed of the procedure their physician prefers to perform,
not aware that there could be other options available. And
unfortunately, increased costs of participating in a clinical trial
can be more of a determining factor than patient choice. The
treatment decision-making process is the time that survivor-
ship care planning should truly begin and the general internist
should be an active part of that planning, as the results of
choices made now are those the general internist will have to
address later. A patient should be aware of their options,
potential complications or long-term and late effects, and work
with their entire medical team to identify the approach that
works best for them.

Clearly our healthcare system is still learning how to best
translate the most up-to-date medical information into clinical
care. And it is also becoming increasingly clear that the best
care results from close coordination between the various
specialists. But when that coordinated clinical care fails to
make the patient’s survivorship its primary goal, we lose the
full benefits of truly comprehensive, patient-centered care.
And based on their training to treat patients as a whole person,
the general internist plays a critical role in coordinating this
care, ensuring it becomes a reality for those who will live with a
history of cancer.

S504 Clark and Miller: Cancer Survivorship JGIM


	Cancer Survivorship Across the Healthcare Continuum


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (None)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (ISO Coated v2 300% \050ECI\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Perceptual
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /sRGB
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 524288
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts false
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 600
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org?)
  /PDFXTrapped /False

  /SyntheticBoldness 1.000000
  /Description <<
    /ENU <>
    /DEU <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [5952.756 8418.897]
>> setpagedevice


