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Abstract
Purpose  To develop United States (US) standards for survivorship care that informs (1) essential health system policy and 
process components and (2) evaluation of the quality of survivorship care.
Methods  The National Cancer Institute and the Department of Veterans Affairs led a review to identify indicators of quality 
cancer survivorship care in the domains of health system policy, process, and evaluation/assessment. A series of three virtual 
consensus meetings with survivorship care and research experts and advocates was conducted to rate the importance of the 
indicators and refine the top indicators. The final set of standards was developed, including ten indicators in each domain.
Results  Prioritized items were survivor-focused, including processes to both assess and manage physical, psychological, 
and social issues, and evaluation of patient outcomes and experiences. Specific indicators focused on developing a business 
model for sustaining survivorship care and collecting relevant business metrics (e.g., healthcare utilization, downstream 
revenue) to show value of survivorship care to health systems.
Conclusions  The National Standards for Cancer Survivorship Care can be used by health systems to guide development of 
new survivorship care programs or services or to assess alignment and enhance services in existing survivorship programs. 
Given the variety of settings providing care to survivors, it is necessary for health systems to adapt these standards based on 
factors including age-specific needs, cancer types, treatments received, and health system resources.
Implications for Cancer Survivors  With over 18 million cancer survivors in the United States, many of whom experience 
varied symptoms and unmet needs, it is essential for health systems to have a comprehensive strategy to provide ongoing 
care. The US National Standards for Survivorship Care should serve as a blueprint for what survivors and their families can 
anticipate after a cancer diagnosis to address their needs.

Keywords  Survivor · Health system · Survivorship · Care quality

Introduction

A cancer survivor is any individual from the point of diagno-
sis through the balance of life [1]. There are over 18 million 
cancer survivors in the United States [2], and with advances 
in diagnostic and treatment capabilities and the aging popu-
lation, this number is expected to grow. People with cancer 
have unique survivorship needs, including physical and psy-
chological symptoms both during and after their treatment, 
risk for recurrence and subsequent cancers, and social needs. 
As a result, most survivors require long-term follow-up care.

Survivorship care is multifaceted, and recommendations 
have included surveillance for recurrence and new cancers, 
prevention and management of physical and psychosocial 
symptoms, and promoting healthy behaviors [3, 4]. While 
survivorship guidelines exist [5–13], the delivery of survi-
vorship care, including what care is delivered, to whom it 
is delivered, and who delivers the care, varies greatly based 
on factors including care setting, geographical area, and 
personal resources. Survivorship care is often fragmented, 
depending on survivors to seek care from multiple providers 
without a coordinated system. This is further exacerbated by 
differing philosophies concerning when survivorship care 
should be delivered (e.g., post-treatment for those treated 
with curative intent versus post-diagnosis for anyone with 
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a cancer diagnosis). Survivorship care for many people in 
the United States is suboptimal, leaving survivors with per-
sistent symptoms, unmet needs, and lack of access to com-
prehensive care.

There have been several previous efforts to define sur-
vivorship care. The LIVESTRONG Essential Elements of 
Survivorship Care were developed in 2011 with the goal of 
building consensus in the survivorship community around 
how best to address the needs of post-treatment survivors 
[14]. The American College of Surgeons’ Commission on 
Cancer (CoC) Survivorship Standard 4.8, recently updated 
in 2019, defined requirements for CoC accredited programs 
[15]. The updated survivorship standards require a survi-
vorship coordinator, a survivorship program documenting 
a minimum of three services offered each year to support 
patients, and a focus on enhancing existing and developing 
new services. This revised standard was an update from the 
2016 survivorship standard that required documentation of 
a survivorship care plan for patients with early-stage cancer 
treated with curative intent [16]. In addition, the Quality of 
Survivorship Care Framework was developed to define the 
key components of quality survivorship care that are appli-
cable to diverse populations of adult cancer survivors and 
was intended to inform clinical care, research, and policy 
[3].

Given that people with cancer are treated in diverse set-
tings, including cancer centers, academic medical centers, 
and community sites, there is a need for developing a com-
prehensive set of national standards for health systems to 
provide quality survivorship care. The overall goal of this 
project was to build upon existing efforts to develop national 
standards for survivorship care that can be utilized by all 
healthcare systems to assess the quality of existing survivor-
ship care and guide the development of new programs and 
services. Standards of care represent recommendations for 
health systems that apply to the patients they serve. Specifi-
cally, we sought to define standards for (1) essential health 
system policy and process components of survivorship care 
programs and (2) the evaluation of the quality of survivor-
ship care.

Methods

The Biden Cancer Moonshot, President Biden’s whole of 
government response to accelerate progress against cancer 
and end cancer as we know it, established a goal to develop 
standards for survivorship care. This project was led by the 
National Cancer Institute and United States Department of 
Veterans Affairs, in collaboration with several other Health 
and Human Services Agencies. Methods were adapted from 
a previous effort in Australia, where an online modified reac-
tive Delphi survey was completed, followed by a consensus 

meeting of survivorship experts to inform the Victorian 
Quality Cancer Survivorship Framework [17].

Key definitions

For the purpose of this project, we defined a cancer survivor 
as any individual from the time of diagnosis through the bal-
ance of life, diagnosed at any age or stage. We also adapted 
definitions from Lisy et al. for health system policy, health 
system process, and evaluation/assessment [17]. Health sys-
tem policies were defined as principles and procedures guid-
ing an organization’s capacity and structure to provide survi-
vorship care; health system processes were an organization’s 
capacity to deliver care through its embedded practices and 
procedures; and evaluation/assessment were how to measure 
the impacts of survivorship care within an organization.

Identification of possible indicators

A list of potential indicators in the three domains of health 
system policy, process, and evaluation/assessment were 
identified through a review of survivorship and cancer-spe-
cific guidelines, the CoC survivorship standard [15], existing 
survivorship quality frameworks [3, 17], US cancer control 
plans [18], and relevant literature. These resources were 
gathered based on the recommendations of the Task Force 
and subject matter experts.

Subject matter expert consensus meetings

In 2023, three virtual meetings with survivorship subject 
matter experts were held to prioritize the most important 
and feasible indicators to include in the standards. The three 
meetings were iterative and invited subject matter experts 
included leading national and international experts in clini-
cal survivorship care, survivorship research, implementation 
science, health policy, and survivor advocates. Subject mat-
ter experts were chosen based on their knowledge of the evi-
dence related to survivorship care and/or their experience in 
providing care, informing health policy, and/or conducting 
survivorship care delivery research. We utilized a snowball 
approach to identify experts and accepted additional rec-
ommendations from invited experts, with the overall goal 
of collectively representing diverse perspectives and expe-
riences related to survivorship. A total of 35 experts par-
ticipated in the meetings. Additionally, these meetings were 
open for public viewing and attendees were able to submit 
comments and questions for consideration and comment.

Meeting 1 focused on providing background to the pro-
ject, an open discussion among the experts, and individual 
polling where experts rated the importance of each possible 
survivorship indicator and identified other indicators for 
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consideration in the next round. Importance was defined 
using the definition from Lisy and colleagues, as “a core 
component in achieving survivorship care and can be used to 
measure the quality of survivorship care” [17]. For the first 
meeting, experts were asked only to consider the importance 
of each indicator rather than also considering the feasibility 
of implementing and collecting this information. Experts 
could also suggest edits to the indicators. Questions from 
Meetings 1–3 can be found in the supplementary informa-
tion (Appendix A).

Responses from the Meeting 1 poll were aggregated to 
identify those rated most important and those rated least 
important. Based on those results and suggestions from 
experts and public viewers on edits and additional indicators, 
an updated list of 15–20 indicators in each domain (policy, 
process, evaluation/assessment) was developed. Meeting 2 
was then held one week later, where results from Meeting 1 
were shared, including the indicators rated most important 
and those rated least important. Following was an open dis-
cussion of the results among the experts, including a discus-
sion of feasibility. Experts were then asked to select the top 
10 most important and feasible (to implement and/or collect) 
indicators within each domain; they could also suggest edits 
to the indicators.

Responses from Meeting 2 were then aggregated to iden-
tify the top 10 rated most important and feasible indicators 
in each domain. Results were shared with experts during 
Meeting 3, followed by an open discussion of the results. A 
final poll was conducted where experts were asked to sug-
gest edits to the top 10 indicators in domain and to identify 
indicators that did not make the top 10 but should be con-
sidered for inclusion in the final standards.

Based on suggested edits and additions during the Meet-
ing 3 poll and through refinement by the co-chairs, a final 
set of standards was developed that includes 10 indicators in 
health system policy, processes, and evaluation/assessment.

Results

Meeting 1 results

The poll for Meeting 1 included 18 indicators for health sys-
tem policy, 33 indicators for processes, and 20 indicators for 
evaluation/assessment. Based on polling results, the policy 
indicators rated highest importance were a policy requiring 
establishment of a survivorship program, outlining a team of 
multidisciplinary health professionals included in the survi-
vorship program, collection of data on survivors’ experience 
of care and patient-reported outcomes, stratifying survivors 
to appropriate models of care, provision of support services 
to survivors based on needs, consideration of approach 
and timing of transitions in survivorship care, training for 

healthcare providers, and designation of an organizational 
survivorship care leader. The policy indicators rated low-
est importance were a policy for documenting survivorship 
care reporting requirements to a government agency, pub-
lic reporting and dissemination of survivorship outcomes, 
documenting a minimum of three services offered each year 
to support patients and survivors, and providing access to 
prescription produce programs using existing systems/pro-
grams. The process indicators rated highest importance were 
assessment of emotional and psychological effects of can-
cer and its treatment, physical effects during and following 
cancer treatment, risk of recurrence or new cancers, practi-
cal and social effects (e.g., financial challenges), lifestyle 
behaviors, and provided with treatment, referrals, and advice 
to manage physical, emotional, and social effects. The pro-
cess indicators rated lowest importance were providing the 
opportunity for participating in research including clinical 
trials, providing support or referrals for other medical or 
chronic conditions that are non-cancer related, providing 
access to advice on vaccinations, providing a meeting to 
plan survivorship care at the time of diagnosis, providing 
medically tailored food and nutrition services, providing 
information and access to complementary health services 
to support overall health and well-being, and providing a 
consultation with palliative care. For evaluation, indicators 
rated highest importance were survivors’ patient-reported 
outcomes, quality of life, patient-reported experiences of 
care, return to work, and functional capacity. The evalua-
tion indicators rated lowest importance were overall cost of 
survivorship care to the health system, number of survivors 
provided with a survivorship care plan, health professionals’ 
view of survivorship care, survivors’ hospital admissions, 
number of referrals made for survivors, and number of pri-
mary care providers who are sent a survivorship care plan.

Meeting 2 results

The poll for Meeting 2 included the top 15 indicators for 
health system policy, 20 indicators for processes, and 20 
indicators for evaluation/assessment. The indicators that 
were ranked in the top 10 for policy included a policy that 
requires establishment or existence of a survivorship pro-
gram either on-site or by referral; that describes framework 
for the provision of survivorship care informed by relevant 
survivorship guidelines (e.g., ASCO, NCCN, ACS), on 
stratifying survivors to appropriate models of care; that des-
ignates an organizational survivorship care lead who evalu-
ates compliance with standards, has senior role in healthcare 
system, and includes succession plan for the role, outlin-
ing team of multidisciplinary health professionals included 
in survivorship program; and that considers approach and 
timing of transitions in survivorship care (e.g., pediatric to 
adult, acute to primary care, oncology team to survivorship 
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team), for the provision of support services to survivors with 
special needs and from diverse backgrounds (e.g., naviga-
tors, interpreters), for training healthcare providers to deliver 
survivorship care, for collection of data on survivors’ expe-
rience of survivorship care and patient-reported outcomes, 
and for outlining business case/plan with funding allocated 
for survivorship care (to include budget). Policy indicators 
not ranked in the top 10 included outlining the provision of 
needs assessment tools for survivors at certain time points 
post-treatment; requiring survivorship-focused information 
available in other languages or different formats for low-
literacy readers; outlining the role of survivors in design, 
evaluation, and reporting of progress; documenting survivor-
ship care reporting requirements to relevant organizational 
executive committee; and collecting data on caregivers’ 
experiences of survivorship care.

For processes, the indicators that were ranked in the top 
10 were that cancer survivors were provided access to a 
survivorship program which addresses the needs of cancer 
survivors either on-site or by referral; assessed for physi-
cal effects during and following cancer treatment, includ-
ing monitoring for late effects and chronic conditions, and 
provided with treatment and/or referrals; assessed for emo-
tional and psychological effects of cancer and its treatment 
and provided with treatment and/or referrals; assessed for 
practical and social effects of cancer and its treatment (e.g., 
relationship difficulties, financial challenges, education and 
employment/return to work) and provided with resources 
and/or referrals, provided with recommendations regarding 
surveillance for recurrent or new cancers; assessed for their 
risk of recurrence or new cancers, including family history 
and genetic testing; assessed for lifestyle behaviors with rec-
ommended management and/or provided with appropriate 
referral (e.g., smoking cessation, promoting physical activ-
ity); provided with access to allied health services (e.g., 
nutrition, physical therapy, sexual health, fertility services, 
rehabilitation, dental and podiatry services); provided with 
access to specialty care services to manage potential late 
effects (e.g., cardiology); assessed for financial hardship/tox-
icity and provided with resources and support; and provided 
with care planning conversations including coordination of 
care with primary care provider and/or other multidiscipli-
nary health professionals involved in their care. The process 
indicators not ranked in the top 10 were providing care con-
sistent with their goals, providing access to care to manage 
fertility and reproductive concerns, providing access to age-
specific survivorship care, providing access to primary care 
services, providing access to age- and gender-appropriate 
cancer screening or referrals to appropriate screening ser-
vices, and providing access to tobacco cessation services.

In the domain of evaluation/assessment, indicators 
ranked in the top 10 were survivors’ and caregivers’ 

patient-reported outcomes, including quality of life, func-
tional capacity, survival rates (1, 5, and 10 years), experi-
ences of care, return to work, rate of recurrence and new 
cancers, number and characteristics of survivors lost to fol-
low-up, number of survivors with subsequent chronic con-
dition, rate of survivor service referrals and completions, 
and relevant business metrics to show return on investment 
of survivorship care to the healthcare system. Evaluation 
indicators that were not ranked in the top 10 were collect-
ing data on the number of health professionals trained to 
provide survivorship care, the number of survivors who 
have their needs assessed at certain times post-treatment, 
overall cost of care to survivors and caregivers, survivors’ 
emergency care and urgent care utilization, number of sur-
vivors stratified to different models of care, and oncology 
providers’ view of the role of nurses and advanced practice 
providers in survivorship care.

Meeting 3 results

The poll for Meeting 3 included an updated list of the top 
10 highest-rated indicators in each domain, as well as a list 
of the indicators that did not make the top 10. Experts were 
asked to suggest edits, including suggestions to combine 
indicators, as well as identify lower-rated indicators to con-
sider for inclusion. Lower-rated indicators that were identi-
fied by at least 40% of experts to consider for inclusion were 
then either combined with other indicators or added to the 
final set. For health system policy, this included a policy 
outlining the role of survivors in design, evaluation, and 
reporting of progress. For processes, this included provid-
ing care that is consistent with goals, and consideration of 
age-specific care. For evaluation/assessment, this included 
the number of health professionals trained to provide sur-
vivorship care.

Final cancer survivorship standards

The National Cancer Standards for Survivorship Care are 
presented below and in Table 1 and include the top 10 indi-
cators in each of the three domains of health system policy, 
process, and evaluation/assessment.

Health system policy

The organization has a policy that includes:

•	 Establishment or existence of a survivorship program 
either on-site, through telehealth, or by referral

•	 A framework for the provision of survivorship care 
informed by survivor stakeholders and relevant survi-
vorship guidelines (e.g., American Society of Clinical 
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Oncology, National Comprehensive Cancer Network, 
Children’s Oncology Group)

•	 A description of multidisciplinary care, including each 
team member’s specific roles and responsibilities and 
workflow(s) for referrals to team members

•	 An overview of how to stratify and refer survivors to 
appropriate models of care based on age, treatments, and 
risk factors

•	 Description of the approach and timing of transitions in 
survivorship care and shared care (e.g., pediatric to adult 
providers and settings, oncology team to survivorship 
team and/or primary care) and efforts to prevent/mitigate 
loss to follow-up care

•	 An outline for the provision of information for support 
services (e.g., navigators, social work, interpreters) for 
survivors based on their needs (including but not limited 
to health, insurance, and financial literacy, disability sta-
tus), including survivors from diverse and underserved 
backgrounds

•	 Identification of an executive-level survivorship care lead 
(with succession plan) whose role is to ensure compli-
ance with standards, with reporting to an appropriate 
executive committee

•	 Collection of longitudinal data on survivors’ experience 
of survivorship care and patient-reported outcomes

•	 Requirements and methods for training healthcare pro-
viders (either on-site or through an external training pro-
gram) to deliver survivorship care within their scope of 
practice

•	 A business case/plan, including budget, with funding 
allocated for survivorship care

Health system processes

Cancer survivors are…

•	 Provided with access and referral to a survivorship pro-
gram that addresses the needs of cancer survivors either 
on-site, through telehealth, or by referral

•	 Assessed at multiple points in their follow-up care for 
physical effects during and following cancer treatment, 
including monitoring for late effects and chronic condi-
tions, and provided with treatment and/or referrals

•	 Provided with access to appropriate specialty care ser-
vices to manage potential late effects (e.g., cardiovascular 
issues) either on-site, through telehealth, or by referral

•	 Assessed at multiple points in their follow-up care for 
emotional and psychological effects of cancer and its 
treatment and provided with treatment and/or referrals

•	 Assessed for practical and social effects of cancer and its 
treatment (e.g., social risks, health-related social needs, 

education and employment/return to work or school) and 
provided with resources and/or referrals

•	 Assessed for their risk of recurrence or new cancers, 
including family history and genetic testing, and provided 
with recommendations and referrals regarding surveillance 
for recurrence or new cancers

•	 Assessed for lifestyle behaviors and provided with recom-
mended strategies for management and appropriate refer-
rals or education as needed (e.g., smoking cessation, diet/
nutrition counseling, promoting physical activity)

•	 Provided with access and referrals to appropriate support-
ive health services (e.g., nutrition, occupational and physi-
cal therapy, rehabilitation, sexual health, fertility services, 
dental and podiatry services)

•	 Assessed for financial hardship/toxicity and concerns 
regarding insurance coverage, and provided with resources 
and support as needed

•	 Engaged in the care planning process including discussion 
of shared goals of care, advanced care planning, and coor-
dination of care with providers and services (e.g., primary 
care provider, other health professionals, and community-
based services) as needed

Health system evaluation/assessment

The organization has a process to collect data on…

•	 Survivors’ patient-reported outcomes, including quality of 
life, and experiences of survivorship care

•	 Survivors’ functional capacity
•	 Survivors' return to previous participation in paid and 

unpaid work/ school/ productive activities of living
•	 Survival rates (1, 5, and 10 years) from the time of diagnosis
•	 Rate of recurrence
•	 Rate of subsequent cancers
•	 Number and relevant characteristics (demographics, clini-

cal factors) of survivors lost to follow-up
•	 Caregivers’ experiences and unmet needs
•	 Number of health professionals trained to provide survivor-

ship care
•	 Relevant business metrics to show return on investment of 

survivorship care to the healthcare system (e.g., healthcare 
utilization, rate of referrals and completion, downstream 
revenue)

Discussion

Efforts to advance survivorship care have largely been 
focused on development of evidence-based guidelines and 
defining the key components of quality survivorship care. 
Survivorship care services vary greatly among cancer 
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centers and in the community [19]. Given the growing popu-
lation of survivors treated in a variety of care settings, it is 
essential to define a standard for health systems to care for 
survivors. This current effort aimed to address this gap by 
developing national standards to define and prioritize key 
health system policy, process, and evaluation/assessment 
indicators. While evidence-based guidelines inform provider 
practices [5], and the Nekhlyudov framework identifies key 
components to survivorship care [3], the standards presented 
herein build on this previous work. They are intended to 
be utilized to assess survivorship programs within a health 
system or organization to address the comprehensive needs 
of cancer survivors during and after treatment.

The methods for this project were adapted from the Vic-
torian Quality Cancer Survivorship Framework [17], and the 
resulting indicators differed in several ways. First, consensus 
meeting discussions included the need to de-emphasize sur-
vivorship care plan documentation, given limited evidence 
on improving survivor outcomes [20]. In addition, these 
standards incorporate all modalities to offer survivorship 
care services, including telehealth. Experts also identified 
the need to emphasize support for care transitions across 
the continuum from diagnosis forward, to include a policy 
requiring training of healthcare professionals to deliver sur-
vivorship care, and subsequently to assess the number of 
providers trained. Though it was recognized that assessment 
of survival would be challenging, experts also recognized 
the need to include and aspire to collect long-term survival 
data after diagnosis with cancer (1, 5, and 10 years). Finally, 
US standards include a policy to develop a business case/
plan with funding allocated for survivorship care, as well as 
relevant business metrics to show return on investment for 
survivorship care. Experts in the consensus meeting stressed 
the need for a sustainable business model for delivering sur-
vivorship care services that is evaluated longitudinally using 
appropriate metrics including (but not limited to) overall 
healthcare utilization, rate of referrals and completion, and 
downstream revenue to the organization or healthcare sys-
tem. If organizations are to provide quality care for the grow-
ing number of survivors, it will be critical to show financial 
impacts for the healthcare system. An additional process 
indicator focused specifically on assessing and mitigating 
survivors’ financial hardship and concerns regarding insur-
ance coverage. This is not surprising given the high propor-
tion of cancer survivors who reporting experiencing finan-
cial challenges in the United States [21].

Consensus meetings also discussed considerations that 
health systems should take when implementing these stand-
ards. In the area of health system policy, experts and advo-
cates noted that these indicators could be combined into 
one survivorship policy that informs care system-wide. One 
advantage of separating these indicators, however, is that key 
informants or stakeholders could be included in development 

or writing the individual policies. Furthermore, the impact 
of separate policy changes could be evaluated individually. 
Additionally, several experts noted that process indicators 
related to physical, psychological, and social impacts of can-
cer and its treatment should go beyond only assessment for 
late effects and should include management and specialty 
referral, as indicated. Experts and advocates also noted that 
in the area of evaluation/assessment, validated measures 
should be utilized whenever possible. While this process 
was not intended to endorse specific measures or tools, par-
ticipants emphasized an expectation that validated, patient-
centered measures would be used. Finally, health systems 
should ensure consent has been obtained from survivors and 
caregivers before assessment.

The final set of standards represents input from survivor-
ship experts and advocates and can be implemented in a vari-
ety of settings. A key next step in this work is to implement 
the standards within healthcare systems that are developing 
new survivorship programs or have existing programs or ser-
vices. Healthcare systems that provide care for people after a 
cancer diagnosis, including but not limited to cancer centers, 
may use these standards to assess organizational alignment 
and enhance their survivorship care services. After aligning 
with the standards, there will be a need to evaluate for fea-
sibility, potential for sustainability, and impact on survivor 
outcomes. It is important to note that use of these standards 
by health systems is voluntary, and components of care may 
or may not be covered by public or private health insurance.

There are several key considerations when implementing 
these survivorship standards to inform survivorship program 
development or assess alignment with the indicators. First, 
while these standards were intended to inform health sys-
tems caring for cancer survivors diagnosed at any age, with 
any cancer, and at any stage, there is a need to tailor care 
services based on specific factors, including age, setting, and 
specific cancer types and treatment. For example, while we 
utilized the NCI recognized definition of a cancer survivor 
from the time of diagnosis through the balance of life [1], 
the standards could also be applied to post-treatment survi-
vors. In addition, survivors of pediatric cancers diagnosed 
between birth and 15 years may have markedly different 
needs from survivors of adolescent and young adult (AYA) 
or older adult survivors [22, 23]. For patients diagnosed as 
young children, survivorship care and research are already 
highly developed with effective, existing clinical models that 
constitute “standard of care” for this population. Indeed, in 
many ways pediatric survivorship care and research have 
inspired adult-focused efforts. But in pediatric cancer sur-
vivorship, particularly for well-established treatments, the 
evidence base for late effects and their trajectory is well-
established and comprehensive. For most childhood cancer 
survivors, recommended survivorship care for late effects 
monitoring and management is generally annual, lifelong 
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follow-up, including transition to adult-focused care dur-
ing young adulthood [24]. There is still significant work to 
be done to improve transition services and outcomes [25], 
which is one area where the standards could be very inform-
ative. Existing guidelines for childhood cancer survivorship 
care should continue to be utilized [13].

For survivors of AYA cancers (diagnosed between 15 
and 39 years old), health systems and providers must pay 
close attention to the unique needs of this population. While 
the components of their survivorship care may be similar to 
older adults, AYAs are particularly vulnerable to adverse 
impacts of cancer on education, career development, work, 
financial status, and psychosocial needs. Fertility is a par-
ticular medical concern for this cancer population. Although 
a separate, parallel set of survivorship standards for survi-
vors of AYA cancer may not be necessary, it is crucial these 
standards be applied in a manner responsive to their needs. 
For older adult survivors, geriatric assessment and focused 
provider training could be incorporated to address the unique 
considerations of older adults with a history of cancer [26]. 
Overall, the standards should be used as a guide for health 
systems to adapt based on the known needs of populations 
served.

Though the results of this work represent national stand-
ards for survivorship care, these standards can also be uti-
lized to inform survivorship research. The NCI has sup-
ported key efforts in survivorship care, including funding 
opportunities focused on addressing primary care for cancer 
survivors [27] and optimizing survivorship care for survivors 
transitioning between oncology and non-oncology providers 
[28]. A challenge in delivering and evaluating survivorship 
care, however, is that there has not been an accepted national 
standard. This project represents consensus agreement of 
national experts on essential policy, process, and evaluation 
components to survivorship care that health systems should 
utilize based on the available evidence. Rigorous evaluation 
of the implementation and outcomes of these standards will 
be critical to show continued value to follow-up care for 
people after a cancer diagnosis [29]. Additionally, the evalu-
ation/assessment indicators of these standards may be used 
as meaningful endpoints for survivorship care interventions 
to show impact on survivor and health system outcomes.

These standards represent a key foundation for improv-
ing the delivery of survivorship care across the United 
States; however, there are limitations to this work. First, 
though a robust review was conducted to identify poten-
tial indicators, it is possible that specific literature may 
have been inadvertently missed. In addition, the consen-
sus meetings represented a diverse panel of experts and 
survivor advocates who provided feedback and input. It 
is possible, however, that some perspectives were not rep-
resented in the expert group. One important perspective 
missing is that of a healthcare business administrator, who 

will be essential in converting these standards to imple-
mentation of survivorship programs. A key next step in 
this work will be collaboration with healthcare adminis-
trators and payors to translate these recommendations into 
action. The selection of experts also may lead to limita-
tions in the prioritization of indicators. Future empirical 
support is needed to provide evidence of the outcomes of 
implementing the standards.
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