
Beyond the Checkbox: 
Delivering Meaningful Cancer 

Survivorship Care in a 
Community Setting

Crystal Labbato DNP, APRN, AGCNS-BC, AOCNS, NCTTP

Survivorship Program Coordinator

1



• I have no conflicts of 
interest to disclose

2



Objectives

• Review existing paradigms of survivorship care.

• Review CoC and NAPBC Standards for survivorship 
care.

• Describe considerations programs can include when 
designing/implementing survivorship programs.

• Describe the development and delivery of survivorship 
care services at a community cancer center.

• Explore opportunities to address research and practice 
gaps in survivorship care delivery.
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NCCS Defines a Survivor as:

An individual 
from the time 
of diagnosis 
through the 
balance of 
their life.
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Cancer treatment and survivorship statistics, 2019
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CA A Cancer J Clinicians, Volume: 69, Issue: 5, Pages: 363-385, First published: 11 June 2019, DOI: (10.3322/caac.21565) 



Living well with, through and 

beyond a cancer experience.
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Hawley PH. The bow tie model of 21st century palliative care. J Pain Symptom Manage. 2014;47(1). doi:10.1016/j.jpainsymman.2013.10.009



10



11



12



13



14



Delivery of Survivorship Care
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Evolving Standards
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Measure of Compliance

Each calendar year, the program fulfills 
all of the following compliance criteria:

1. The cancer committee identifies a 
survivorship program team, 
including its designated 
coordinator and members.

2. The survivorship program is 
monitored and evaluated. A 
report is given to the cancer 
committee, contains all required 
elements, and is documented in 
the cancer committee minutes.
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https://www.nccn.org/professionals/physician_gls/pdf/survivorship.pdf


Survivorship Care Plan (SCP)

• The record of a patient’s cancer history:

– what transpired during active treatment.

– current continued long-term treatment (ie hormonal and targeted 
therapy).

– recommendations for follow-up care and surveillance 
testing/examination.

– referrals for support services the patient may need going forward, and 
other information pertinent to the survivor’s short and long-term 
survivorship care. 

– It is to stipulate specifically what surveillance is to be performed, at 
what frequency, by whom, and when.
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Who Should Be Offered 
Survivorship Services?

• Patients who have finished all of their 
treatment?

• Patients without metastatic or advanced 
disease?

• Patients whose only treatment is surgery?

• Patients experiencing distress after treatment 
ends?

• Patients who we “know” will “survive”?
22
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https://www.nccn.org/professionals/physician_gls/pdf/survivorship.pdf


Treatment Summary Visit
• Billable service
• Arrive a few minutes early to complete Distress Tool, PHQ9, GAD7
• History and brief physical exam
• Review of treatment summary and care plan document
• The rest of the visit is tailored to the patient needs:

– Discussion of common late or long term effects of treatment or illness.
– Discussion of serious late or long term effects of treatment, 

prevention and management
– Individualized discussion of patient needs identified on Distress Tool, 

PHQ9, GAD7
– Discussion of NCCN guidelines for surveillance of treated cancer.
– Prevention and screening of other cancers, and healthy lifestyle.
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Survivorship Care Plan (SCP)

• The record of a patient’s cancer history:
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– current continued long-term treatment (ie hormonal and targeted 
therapy).

– recommendations for follow-up care and surveillance 
testing/examination.

– referrals for support services the patient may need going forward, and 
other information pertinent to the survivor’s short and long-term 
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Treatment Summary & SCP Visit
– Referrals to resources available at Baptist:

• Lymphedema clinic
• Physical/Occupational Therapy
• Oncology Nutrition
• Smoking Cessation
• Psychiatry and psychosocial oncology
• Oncology Social Work
• Genetics (it’s back!)
• Exercise programs (CARE at Milestone)
• Sleep medicine
• Primary Care referral line
• Massage/Reiki Therapy
• Cancer screening
• Support groups and psychoeducation (Cancer University)

– Sharing Our Stories
– Young Women’s Series: Living Beyond Breast Cancer
– Grief support group
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Treatment Summary & SCP Visit
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– Referrals to community resources
• Kentucky Cancer Program
• Kentucky African Americans Against Cancer
• Kentucky Cancer Link
• Gilda’s Club
• American Cancer Society
• Leukemia and Lymphoma Society
• Friend for Life 
• Go2 Foundation
• Acupuncture
• Community Mental Health Services
• LiveStrong at the YMCA
• Cancer and Careers
• A Time to Heal

– Survivorship
– Brain Fog Program

• Queering Cancer
• Kentucky Trans Health Advocacy Program
• Sex therapy referrals for individuals and partners
• Pelvic floor therapy (BH FLO)
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https://www.nccn.org/professionals/physician_gls/pdf/senior.pdf


Chronological Age = 82
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Older Adult Functional Assessment

• A multidimensional, interdisciplinary patient 
evaluation that leads to the identification of 
patient problems and the development of a plan 
for resolving these problems

• Reasons to perform a geriatric assessment:
– Detection of unidentified problems
– Better estimation of residual life expectancy
– Prediction of adverse outcomes
– Improvement of care quality
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Older Adult Functional Assessment

– Billable service.
– Eligible patients are age 65 or older with a cancer diagnosis, or 

younger than 65 with multiple co-occurring physical, psychosocial or 
spiritual concerns.

– Patients will receive a comprehensive geriatric assessment with 
special focus on any of the following:
• Prediction of chemotherapy treatment toxicity for medical decision making
• Functional and/or cognitive assessment
• Psychosocial assessment
• Tobacco use assessment
• Advance care planning and goals of care assessment

– Follow up visits are completed as appropriate for continuity of care.
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Older Adult Functional Assessment

– Minimum assessment dimensions for older adults:

• Social Resources

• Functional Status

• Physical Function

• Nutrition Status

• Psychological reserve

• Medications

• Medical conditions
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Advance Care Planning

• Can be facilitated by Supportive Onc APRNs or 
Social Work:

– Completing Kentucky or Indiana Living Will 
directive

– MOST/POLST shared decision making

– Monthly one hour class offered via zoom

• 4th Wednesday of the month from 1pm-2pm

– Individual appointments
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Tobacco Treatment Services

• Individual Consultations 

– In person, by video or phone

– Billable visit

– Intake visit (prefer in person)

– Follow up visits as needed for ongoing monitoring 
and support

– Medication management and monitoring
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Clinical Case #1

• 72 year old with adenocarcinoma of the 
prostate Gleason 4+3=7

• Completed radiation treatment course 
7/1/2020

• Survivorship visit 4/20/2021

– CC: dysuria, frequency, dribbling urine, syncopal 
episodes, frequent falls, incontinence of bowel, 
poor appetite with 30lb weight loss since 
completion of XRT, mood disturbance.
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Clinical Case #1
• EXAM: Orthostatic hypotension, near syncopal episode on scale, weakness, Distress score: 9; 

PHQ9 score 14; GAD7 score 5.

• Patient Goals of Care: 
– 1. Improvement of strength and stamina with target of return to playing golf and spending time with grandchildren 

and spouse. 

– 2. Urination without pain or passing out.

• PLAN:

– Patient scheduled with urology – indwelling Foley to TURP, residual incontinence, 
working with pelvic floor therapist

– Referral to oncology nutrition – gain 17pounds since July, BMs regular

– Referral to oncology social work 

– Zoloft per PCP – dose 100 mg daily, mood improved

– Blood sugars per PCP

– BP per Cardiology

– Fall safety at home, education – falls stopped after Foley placed and Flomax stopped

– Refer to PT/OT – returned to former activities

– Advance Care Planning – copy requested 38



Clinical Case #2

• 28 year old patient s/p brachytherapy with 5 cycles 
cisplatin with concurrent brachytherapy 7/2018, now 
NED

• Survivorship visit 9/23/2021

– CC: Early menopause with hot flashes, mood changes 
(tearfulness), eczema, fatigue, fecal urgency with 
incontinence, bloating, loss of appetite, weight gain. Single 
parent. Unsuccessful connection with community based 
mental health since treatment completion. 

– ESAS: tiredness, nausea, anxiety, drowsiness, lack of 
appetite, wellbeing, other (fecal incontinence) 
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Clinical Case #2

• EXAM: A&O, anxious appearing, abd 
distention noted. Distress score 8, PHQ9 score 
14, GAD7 score 11. 

• PLAN: 

– Referral to pelvic floor therapy

– Referral to oncology nutrition

– Referral to Friend for Life

– Provided community referrals to mental health

– Advance care planning 40



Survivorship is a Team Sport
• Hospital based services

• Community partners

• Talk to patients

• What do treatment 
team members wish 
they had?
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https://www.nap.edu/catalog/11468/from-cancer-patient-to-cancer-survivor-lost-in-transition


Ideal “Bow Tie Model” Palliative 
Care Service

• Services available early in course of illness

• Services 'dip’ in and out when need arises

• Open door accessibility, preferably 24/7

• Co-location with disease-specific services for 
patient-centred care provision

• Clear role definitions

• Multidisciplinary team functioning, with team 
meetings and excellent communication

• Close links with community hospice (or 
palliative care) services and rehabilitation 
services

From: The Bow Tie Model and Survivorship NOSM April 2022

Pippa Hawley FRCPC
Clinical Professor, Dept. of Medicine, UBC
Medical Director: BC Cancer Pain & Symptom Management/Palliative 
Care Program



Thank you Dr Hawley

• For patients and 
their families 
living with 
serious illness

• Designed to be 
used from time 
of diagnosis
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