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There are nearly 12 mil-
lion cancer survivors in the 
United States, about one 

third of whom were diagnosed 
with breast or colorectal cancer.1 

Survivors’ post-treatment care may 
entail monitoring for recurrence 
and new primary cancers, manag-
ing late or long-term effects of can-
cer treatment, and health promotion 

counseling.2 Expert groups have is-
sued guidelines for the follow-up 
care of breast and colorectal cancer 
survivors.3-6 These guidelines do not, 
however, specify which health care 
professionals should be engaged in 
providing follow-up care.

Survivorship care can be provided 
by cancer specialists, primary care 
physicians (PCPs), nurses, psycholo-
gists, and social workers.2 Given the 
variety of health professionals that 
could play a role in survivor care, it 
will often be a shared responsibility, 
and there should be a designated in-
dividual who coordinates the care. 
Several studies have documented 
differences in the type and intensity 
of follow-up care received by breast 
and colorectal cancer survivors de-
pending on whether patients were 
followed by oncologists versus PCPs  
or by both provider types.8-12 Some 
studies have shown that survivors 
who see both an oncologist and a 
PCP receive better overall care than 
those followed by only one of these 
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BACKGROUND AND OBJECTIVES: Information about primary 
care physicians’ (PCPs) and oncologists’ involvement in cancer-re-
lated follow-up care, and care coordination practices, is lacking but 
essential to improving cancer survivors’ care. This study assesses 
PCPs’ and oncologists’ self-reported roles in providing cancer-re-
lated follow-up care for survivors who are within 5 years of com-
pleting cancer treatment.

METHODS: In 2009, the National Cancer Institute and the Ameri-
can Cancer Society conducted a nationally representative survey 
of PCPs (n=1,014) and medical oncologists (n=1,125) (response 
rate=57.6%, cooperation rate=65.1%). Mailed questionnaires ob-
tained information on physicians’ roles in providing cancer-related 
follow-up care to early-stage breast and colon cancer survivors, per-
sonal and practice characteristics, beliefs about and preferences 
for follow-up care, and care coordination practices.

RESULTS: More than 50% of PCPs reported providing cancer-re-
lated follow-up care for survivors, mainly by co-managing with an 
oncologist. In contrast, more than 70% of oncologists reported 
fulfilling these roles by providing the care themselves. In adjust-
ed analyses, PCP co-management was associated with special-
ty, training in late or long-term effects of cancer, higher cancer 
patient volume, favorable attitudes about PCP care involvement, 
preference for a shared model of survivorship care, and receipt of 
treatment summaries from oncologists. Among oncologists, only 
preference for a shared care model was associated with co-man-
agement with PCPs.   

CONCLUSIONS: PCPs and oncologists differ in their involvement 
in cancer-related follow-up care of survivors, with co-management 
more often reported by PCPs than by oncologists. Given antici-
pated national shortages of PCPs and oncologists, study results 
suggest that improved communication and coordination between 
these providers is needed to ensure optimal delivery of follow-up 
care to cancer survivors.

(Fam Med 2013;45(7):463-74.)
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providers.13-15 The importance of 
identifying ways to optimally deliv-
er survivorship care is heightened by 
the growing survivor population and 
anticipated shortages of oncologists 
and PCPs in the United States.1,16,17      

Information about PCP and on-
cologist roles in follow-up care for 
survivors who have completed can-
cer treatment, or the extent to which 
these providers share this respon-
sibility, is limited. In this report, 
we assess these roles in US clini-
cal practice by using data from a 
national survey to address the fol-
lowing questions: (1) What are the 
roles reported by PCPs and oncolo-
gists in the cancer-related follow-up 
care of early-stage breast and colon 
cancer survivors? and (2) What fac-
tors, including care coordination and 
communication, are associated with 
PCPs’ and oncologists’ self-reported 
role patterns for follow-up care? A 
particular focus of our analysis is to 
examine the extent to which these 
physicians share responsibility for, 
or co-manage, cancer-related follow-
up care. Enhanced understanding of 
physician roles and practices may 
help in developing improved models 
of care for cancer survivors. 

Methods 
Physician Sample  
and Study Cohort
We used data from the nationally 
representative Survey of Physicians’ 
Attitudes Regarding the Care of 
Cancer Survivors (SPARCCS), con-
ducted among PCPs and medical on-
cologists in 2009. SPARCCS defined 
cancer survivors as individuals who 
have completed active treatment for 
their disease and focused on care of 
early-stage breast and colon cancer 
survivors because of their prevalence 
in the United States and long survi-
vorship period and the availability of 
guidelines for their follow-up care.1,3,4 
SPARCCS’ survey methodology has 
been described in detail previous-
ly.18 Briefly, SPARCCS’ sample was 
drawn from the American Medical 
Association’s Physician Masterfile. 
Eligible respondents were non-
federal physicians under 76 years 

of age in the specialties of hematol-
ogy/oncology, family medicine, gener-
al internal medicine, and obstetrics/
gynecology who spent 20% or more 
of their professional time providing 
patient care. The survey was admin-
istered by the research firm Westat 
and approved by their institutional 
review board and by the US Office 
of Management and Budget. Com-
pleted questionnaires were received 
from 1,072 PCPs and 1,130 oncolo-
gists. The survey’s absolute response 
rate was 57.5%; the cooperation rate 
was 65.1%.18 

Because our study focused on ex-
amining follow-up care for breast 
and colon cancer survivors, we ex-
cluded PCPs who reported never 
(n=51) or not in the past year (n=7) 
caring for patients diagnosed with 
these cancers and oncologists who 
reported that they did not care for 
such patients in the past month 
(n=2). We also excluded three phy-
sicians who reported their primary 
specialty as radiation oncology or 
surgical oncology. The final study 
cohort comprised 1,014 PCPs and 
1,125 oncologists. 

Questionnaire Items
We assessed physicians’ roles in pro-
viding cancer-related follow-up care 
for patients who are within 5 years 
of completing active treatment for 
early-stage breast cancer by asking 
respondents how the following ser-
vices are usually delivered in their 
practice: screening for (1) recurrent 
breast cancer and (2) other new pri-
mary cancers; evaluating patients for 
(3) breast cancer recurrence and (4) 
adverse late or long-term physical ef-
fects of cancer or its treatment; and 
(5) managing adverse late or long-
term outcomes of cancer treatment. 
Corresponding questions were asked 
about delivery of these same services 
for colon cancer survivors. For PCPs, 
response options were: “I order or 
provide this service myself,” “The on-
cology specialist orders or provides 
this service,” “The oncology specialist 
and I share responsibility for order-
ing or providing this service,” “An-
other specialist orders or provides 

this service,” or “I am not involved 
in this care.” Oncologists’ response 
options were complementary. 

We used a 5-point scale (strongly 
agree, somewhat agree, neither agree 
nor disagree, somewhat disagree, 
strongly disagree) to ask physicians 
about their beliefs regarding PCPs’ 
skills in managing cancer survivors  
and whether PCPs should have pri-
mary responsibility for providing 
survivors’ cancer-related follow-up 
care. We also asked about their pre-
ferred model for providing follow-up 
care. We asked PCPs about the fre-
quency with which they receive a 
summary with detailed cancer treat-
ment information from the oncologist 
and a follow-up care plan with rec-
ommendations for future care and 
surveillance (always/almost always, 
often, sometimes, rarely, never). Two 
analogous items asked oncologists 
about the frequency with which they 
provide this information to the PCP. 
An additional item asked PCPs and 
oncologists about the frequency with 
which they communicate with their 
patients’ other physicians about 
which physician will follow the pa-
tient for their cancer.   

Other items asked about physi-
cians’ demographic, training, practice 
setting characteristics, and practice 
style (ie, whether affiliated with a 
medical school and patient volume). 
The full survey instruments are 
available at http://healthservices.
cancer.gov/surveys/sparccs/. 

Measures
We categorized physicians based 
on their primary specialty as either 
PCPs (family medicine, general in-
ternal medicine, obstetrics-gynecolo-
gy), or oncologists (medical oncology, 
hematology/oncology, hematology). 
To characterize follow-up care roles, 
we created three categories based on 
physicians’ responses to each role 
item: (1) provides=“I order or provide 
this service myself,” (2) co-manag-
es= “The oncology specialist (or PCP) 
and I share responsibility for order-
ing or providing this service,” or (3) 
not directly involved=“The oncology 
specialist (or PCP) orders or provides 
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this service,” “Another specialist or-
ders or provides this service,” or “I 
am not involved in this care.” Build-
ing on this, we further character-
ized physicians’ overall role pattern 
in providing follow-up care, as fol-
lows: physicians who directly provid-
ed three or more of the five breast 
cancer services were categorized as 
predominantly provides; those who 
co-managed three or more services 
were categorized as predominantly 
co-manages; and those not directly 
involved in three or more services 
were categorized as predominantly 
not directly involved. All other phy-
sicians were categorized as having 
no dominant role pattern. The same 
approach was used for the five colon 
cancer care items. Finally, we created 
a summary measure to character-
ize role patterns across both can-
cer types: physicians categorized as 
predominantly provides for breast 
and for colon cancer were assigned 
to this same role pattern category 
for both cancer types; the same ap-
proach was used for the remaining 
role pattern categories (ie, predomi-
nantly co-manages, predominantly 
not directly involved, and no domi-
nant role pattern). Those physicians 
who had a different role pattern for 
breast versus colon cancer were as-
signed to the category: inconsistent 
pattern between breast and colon 
cancer. 

Data Analysis
Analyses were conducted separately 
for PCPs and oncologists because of 
the distinctly different training re-
ceived and patient populations seen 
by these physicians. We used descrip-
tive statistics to characterize phy-
sicians’ demographic and practice 
characteristics and role involvement. 
We hypothesized that physicians’ 
role patterns might vary by their 
personal and practice setting charac-
teristics, practice style, beliefs about 
and preferences for survivors’ follow-
up care, and care coordination prac-
tices. We used chi-square statistics to 
assess the bivariate associations of 
these variables with three dependent 
measures: physicians’ role patterns 

for follow-up care (1) of breast can-
cer survivors, (2) of colon cancer sur-
vivors, and (3) across both survivor 
types. Variables showing a statisti-
cally significant association at P<.10 
were retained for inclusion in multi-
variate regression models. 

Three polytomous logistic re-
gression models were estimated for 
PCPs, with a three-level dependent 
variable corresponding to predomi-
nantly provides versus predominant-
ly co-manages versus predominantly 
not directly involved in follow-up 
care. The first model examined the 
association of PCP characteristics 
with this dependent variable for 
breast cancer survivors’ care, the sec-
ond for colon cancer survivors’ care, 
and the third for both survivor types. 
Three binary logistic regression mod-
els were then estimated for oncolo-
gists, with the dependent variable 
comparing predominantly provides 
versus predominantly co-manages 
follow-up care. The first model as-
sessed oncologist characteristics as-
sociated with care for breast cancer 
survivors, the second care for colon 
cancer survivors, and the third care 
for both survivor types. Because the 
patterns of association for the breast 
and colon cancer models were simi-
lar, for both PCPs and oncologists, 
we report only results for the models 
that examined role patterns across 
both survivor types.

Survey weights adjusting for un-
dercoverage and survey nonresponse 
were applied in the analyses; the 
weighted data yield national esti-
mates. SUDAAN version 10.0.1 was 
used in the analyses to account for 
the complex survey design. 

Results 
Characteristics of Respondents
Characteristics of the 2,139 physi-
cians in our study cohort are shown 
in Table 1. 

Physicians’ Cancer-related  
Follow-up Care Roles and  
Role Patterns
The majority of PCPs reported in-
volvement in cancer-related follow-
up care of breast and colon cancer 

survivors, although they more of-
ten co-managed than directly pro-
vided this care, with the exception 
of screening for other new prima-
ry cancers (Figure 1). In screening 
for recurrent cancer, 18% directly 
provided and 38% co-managed for 
breast, while 18% directly provided 
and 33% co-managed for colon can-
cer survivors. In evaluating for can-
cer recurrence, 13% directly provided 
and 47% co-managed for breast, and 
14% directly provided while 39% co-
managed for colon cancer survivors. 
In evaluating late/long-term treat-
ment effects, 16% directly provid-
ed and 49% co-managed for breast, 
while 17% directly provided and 48% 
co-managed for colon cancer survi-
vors; results for managing late/long-
term treatment effects were similar. 
In screening for other new primary 
cancers, 64% directly provided and 
25% co-managed for breast, while 
61% directly provided and 26% co-
managed for colon cancer survivors. 
In contrast, 70% or more of oncolo-
gists indicated that they directly pro-
vided cancer-related follow-up care 
for all roles except screening for oth-
er new primary cancers; for this role, 
about one third of oncologists report-
ed directly providing, and another 
one third said that they co-managed 
this care with a PCP. 

Physicians’ role patterns across 
both cancers were similar to those 
for the individual cancer types (Table 
2). Co-management with an oncolo-
gist was a common pattern for PCPs 
(42% for breast cancer, 36% for colon 
cancer, 30% for both cancer types), 
while directly providing follow-up 
care was highly prevalent among on-
cologists (79% for breast cancer, 73% 
for colon cancer, 70% for both cancer 
types). In contrast, co-management 
was a dominant pattern for less than 
15% of oncologists, and direct provi-
sion of follow-up care was a domi-
nant pattern for relatively few PCPs 
(15% for breast cancer, 16% for colon 
cancer, 11% for both cancer types). 
Small proportions of PCPs (<15%) 
and oncologists (<10%) had no domi-
nant pattern. Role patterns were in-
consistent between breast and colon 
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Table 1: Characteristics of Physicians and Their Practice Settings

Characteristic

Primary Care  
(n=1,014)

Oncology 
(n=1,125)

n
Weighted  

% n
Weighted  

%

Physician

Years since graduation from medical school

 <10 125 12.3 174 16.1

10–19 343 33.4 313 30.4

20–29 294 30.4 301 27.5

>30 252 23.9 337 26.0

Gender (male) 675 64.3 834 72.9

Race/ethnicity

Non-Hispanic white 706 70.6 724 62.8

Non-Hispanic Black 46 4.9 25 2.2

Hispanic 61 6.5 43 3.9

Asian 168 14.7 295 27.9

Other/multiple races 6 0.5 12 1.0

Primary care specialty NA NA

Family medicine 455 43.5

General internal medicine 478 37.9

Obstetrics-gynecology 81 18.6

Board certified 850 83.1 1,012  89.6

International medical graduate 263 23.3 368 35.4

Received training in late/long-term effects of cancer or its treatment

Yes, in detail 48 4.2 404 35.9

Yes, somewhat 624 60.4 636 56.8

No 326 34.1 82 7.0

Primary practice arrangement

Full/part owner of physician practice 552 55.8 527 45.2

Employee of physician-owned practice 95 10.2 118 11.2

Employee of large medical group, HMO, or health care system 186 17.2 116 10.6

Employee of university hospital/clinic 61  5.8 240 21.7

Employee of other hospital/clinic 111 10.3 99 8.7

 Other  9 0.8 25 1.3

Practice setting

Practice size (# physicians)

1 250 24.0 121 10.1

2–5 420 42.9 434 39.2

6–15 222 21.8 339 29.7

>16 103 9.5 210 19.1

Don’t know 19 1.8 21 1.9

(continued on next page)
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cancer for 26% of PCPs and 15% of 
oncologists.  

Physicians’ Beliefs, Preferences, 
and Care Coordination
Certain beliefs, preferences, and care 
coordination activities were associ-
ated with physicians’ follow-up care 
role patterns in bivariate analyses 
(Table 3). PCPs who agreed that 
PCPs have the skills to provide fol-
low-up care for survivors or initiate 
screening or diagnostic work-up to 
detect recurrent cancer were more 
likely to directly provide or co-manage 

as their dominant pattern, as were 
PCPs who agreed that PCPs should 
have primary responsibility for can-
cer-related follow-up care. Among on-
cologists, those with positive views 
about PCP skills in providing fol-
low-up care or initiating testing to 
detect recurrent cancer were more 
likely to co-manage as their domi-
nant pattern, as were those agree-
ing that PCPs should have primary 
responsibility for cancer-related fol-
low-up care. For both provider types, 
those preferring a shared model of 
survivorship care were more likely 

to co-manage as their dominant pat-
tern. 

PCPs who reported that they al-
ways/almost always (35%), often 
(29%), or sometimes (21%) receive 
treatment summaries from oncolo-
gists were more likely to co-manage 
as their dominant role pattern (Table 
3). In contrast, receipt of a follow-up 
care plan from the oncologist (16% 
always/almost always, 21% often, 
26% sometimes) and communicating 
with the patient’s other physicians 
about who will follow the patient 
for their cancer (17% always/almost 

Table 1: continued

Characteristic

Primary Care  
(n=1,014)

Oncology 
(n=1,125)

n
Weighted  

% n
Weighted  

%

Practice located in MSA ≥ 1 million population 620 61.7 723 65.4

Census region

Northeast 215 20.7 284 25.2

Midwest 255 23.5 241 21.4

West 325 34.4 384 34.0

South 219 21.3 216 19.4

Type of medical record system

Full electronic medical record (EMR) 326 30.8 372 33.3

Partial EMR 127 13.1 215 19.3

Transitioning from paper to EMR 158 14.7 282 24.3

Paper charts 386 40.0 246 21.7

% patients uninsured

0–5 634 63.4 757 66.6

6–25 288 28.0 237 20.7

≥26 46 4.3 47 4.3

Don’t know/missing 46 4.2 84 8.3

Physician practice style

Has an affiliation with a medical school 398 40.3 580 51.6

Patient volume during a typical week

≤75 319 31.4 623 55.8

76–100 355 34.9 298 26.4

101–125 198 20.0 123 10.6

≥126 123 12.0 70 5.9

# breast and colon cancer patients seen in past year (mean) 37.9 NA

# breast and colon cancer patients seen in a typical week (mean) NA 34.9

 
Data source: Survey of Physician Attitudes Regarding the Care of Cancer Survivors (SPARCCS). 
Some frequencies may not add to 100% due to missing values. 
NA—not applicable
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Figure 1A: Involvement of Primary Care Providers (PCPs) and Medical Oncologists 
in Cancer-Related Follow-Up Care for Breast Cancer Survivors

Screen for recurrent     Screen for other new       Evaluate breast          Evaluate late/long          Manage late/long-
breast cancer               primary cancers              cancer recurrence       term treatment              term treatment
                                                                                                        effects of breast cancer   effects of breast cancer

Figure 1B: Involvement of PCPs and Medical Oncologists in Cancer-Related Follow-Up Care for Colon Cancer Survivors

Screen for recurrent     Screen for other new       Evaluate a colon          Evaluate late/long-          Manage late/long-
colon cancer                 primary cancers             cancer recurrence         term treatment              term treatment
                                                                                                        effects of colon cancer      effects of colon cancer
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always, 25% often, 26% sometimes) 
were not associated with PCPs’ role 
patterns. Among oncologists, the care 
coordination items were not strongly 
associated with co-management as a 
dominant role pattern.

Factors Associated With  
Physicians’ Cancer-Related  
Follow-Up Care Role Patterns 
Factors associated with PCPs’ domi-
nant role patterns in adjusted analy-
ses are shown in Table 4. Compared 
with general internists, obstetrician-
gynecologists were less likely to 
directly provide or co-manage follow-
up care as their dominant pattern. 
In contrast, PCPs who had received 
training in the late or long-term ef-
fects of cancer, saw a higher volume 
of breast and colon cancer patients 
in the past year, believe that PCPs 
should have primary responsibility 
for survivors’ cancer-related follow-
up care, or prefer a shared survivor-
ship care model were more likely to 

directly provide or co-manage as 
their dominant pattern. PCPs locat-
ed in the West Census region were 
more likely to directly provide fol-
low-up care. Those believing PCPs 
have the skills to initiate work-up 
to detect recurrent cancer or who in-
dicated that they always, often, or 
sometimes receive a written treat-
ment summary from oncologists 
were more likely to co-manage.

Among oncologists, few character-
istics were associated with co-man-
agement versus directly providing 
follow-up care as dominant role pat-
terns (data not shown). Those indi-
cating that they preferred a shared 
model of survivorship care were 
more likely to co-manage compared 
with those preferring other care 
models (OR=4.23, 95% CI=2.74–
6.52). 

Discussion
We found that a majority of PCPs 
perceive themselves as having an 

active role in the cancer-related fol-
low-up care of survivors, most often 
in a co-management capacity with 
an oncologist. In contrast, most on-
cologists perceive that they direct-
ly provide cancer-related follow-up 
care themselves without much in-
volvement from PCPs or other pro-
viders, a finding that parallels recent 
work documenting medical oncolo-
gists’ limited engagement in co-man-
aging breast cancer care.19 In our 
study, discrepant PCP and oncolo-
gist reports of co-management—or 
sharing responsibility for survivors’ 
cancer-related follow-up care—are 
noteworthy, particularly in light of 
growing calls for adoption of shared-
care models to optimally meet can-
cer survivors’ health care needs.2,20-24 

What explains, and what are pos-
sible consequences of, the apparent 
mismatch between PCPs’ and oncolo-
gists’ involvement in cancer-related 
follow-up care? One potential expla-
nation is that PCPs are engaged in 

Table 2: Role Patterns for Cancer-Related Follow-Up Care of Cancer Survivors, by Cancer Type and Physician Specialty

Primary Care (n=1,014) Oncology (n=1,125)

n % (95% CI) n % (95% CI)

Role pattern* for breast cancer follow-up care

Predominantly provides
Predominantly co-manages
Predominantly not directly involved
No dominant pattern

158
441
262
136  

14.5 (12.4–16.9)
41.8 (38.4–45.2)
29.4 (26.3–32.7)
12.7 (10.8–14.9) 

887
143
  30
  61  

78.5 (75.9–80.9)
12.9 (11.2–14.9)
  2.7 (1.9–4.0)
  5.5 (4.3–7.0)  

Role pattern* for colon cancer follow-up care

Predominantly provides
Predominantly co-manages
Predominantly not directly involved
No dominant pattern

184
394
279
141  

16.1 (14.0–18.5)
35.6 (32.6–38.8)
33.6 (30.8–36.5)
13.1 (11.1–15.5)  

825
152
  66
  72  

73.2 (70.3–76.0)
13.6 (11.5–16.0)
  5.9 (4.6–7.6)
  6.4 (5.0–8.1) 

Role pattern** for both cancer types

Predominantly provides
Predominantly co-manages
Predominantly not directly involved
No dominant pattern
Inconsistent pattern between breast and colon 
cancer care

121
326
208
  73
261
  

10.9 (9.1–13.0)
29.7 (26.9–32.8)
24.5 (21.7–27.5)
  6.4 (5.1–8.0)

26.1 (23.3–29.1)
  

785
114
  12
  34
169
  

69.6 (66.5–72.4)
10.2 (8.5–12.3)
  1.1 (0.6–2.1)
  3.1 (2.2–4.3)

15.0 (13.0–17.3)
  

Data source: Survey of Physician Attitudes Regarding the Care of Cancer Survivors (SPARCCS) 
Frequencies do not always add to 100% due to missing values.

* Predominantly provides: “I provide myself” for >three of the five roles 
  Predominantly co-manages: “I share responsibility for or co-manage this care” for >three of the five roles 
  Predominantly not directly involved: “Another specialist orders or provides”/”I am not involved” for >three of the five roles

** Summary measure of role patterns: physicians categorized as predominantly provides for breast and colon cancer were assigned to this same 
role pattern category for both cancer types; the same approach was used for predominantly co-manages, predominantly not directly involved, and 
no dominant role pattern. Physicians whose role patterns differed for breast and colon cancer were assigned to the inconsistent pattern between 
breast and colon cancer category.
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Table 3: Bivariate Associations of Physicians’ Beliefs, Preferences, and Care Coordination With Cancer-
Related Follow-Up Care for Breast and Colon Cancer Survivors, by Role Pattern* and Specialty

Total** Provides Co-Manages
Not Directly 

Involved Other P Value

% % % % %

PCPs have the skills to: Primary Care (n=989)

Provide follow-up care for cancer or its 
treatment effects <.0001

Agree breast and/or colon 63.1 15.0 33.6 18.3 33.1

Neutral or disagree 36.9 4.5 25.3 36.9 33.3

Initiate appropriate screening or diagnostic 
work-up to detect recurrent cancer <.0001

Agree breast and/or colon 77.7 12.3 34.0 20.1 33.6

Neutral or disagree 22.3 7.3 19.0 42.4 31.2

PCPs should have primary responsibility for 
cancer-related follow-up care of cancer survivors <.0001

Agree breast and/or colon 34.4 20.3 34.5 12.3 32.8

Neutral or disagree 65.6 6.4 28.3 32.0 33.3

Prefers a shared model of survivorship care <.0001

Yes 42.0 12.0 41.2 16.6 30.3

No 58.0 10.6 22.1 31.6 35.7

PCP receives/oncologist provides a summary 
with detailed cancer treatment information from 
the oncologist/to the PCP .0075

Always/almost always 35.0 10.1 31.4 24.8 33.7

Often 29.3 9.8 35.7 24.1 30.5

Sometimes 21.3 12.7 31.1 18.1 38.2

Rarely/never 14.5 14.3 16.6 37.3 31.9

PCP receives/oncologist provides a follow-up 
care plan with recommendations for future care 
and surveillance cancer treatment information 
from the oncologist/to the PCP: .2074

Always/almost always 16.0 9.5 32.0 28.4 30.1

Often 20.8 11.0 34.3 22.9 31.8

Sometimes 25.8 10.9 35.5 22.7 30.9

Rarely/never 37.3 12.2 24.3 26.1 37.4

Communicates with patient’s other physicians 
about who will follow the patient for cancer .2807

Always/almost always 17.0 12.5 28.9 24.7 33.8

Often 25.1 11.7 32.4 23.9 32.0

Sometimes 26.0 11.8 34.8 19.3 34.1

Rarely/never 31.9 8.9 26.2 30.9 34.1

(continued on next page)
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Total** Provides Co-Manages
Not Directly 

Involved Other P Value

% % % % %

PCPs have the skills to: Oncology (n=1114)

Provide follow-up care for cancer or its 
treatment effects .0004

Agree breast and/or colon 25.1 58.5 14.6 2.2 24.7

Neutral or disagree 74.9 74.0 9.0 0.8 16.3

Initiate appropriate screening or diagnostic 
work-up to detect recurrent cancer <.0001

Agree breast and/or colon 39.4 61.6 12.7 1.6 24.0

Neutral or disagree 60.6 75.9 8.8 0.8 14.5

PCPs should have primary responsibility for 
cancer-related follow-up care of cancer survivors .0048

Agree breast and/or colon 14.5 57.3 12.6 5.7 24.4

Neutral or disagree 85.5 72.6 10.0 0.3 17.2

Prefers a shared model of survivorship care <.0001

Yes 18.1 54.5 24.7 1.6 19.2

No 81.9 73.7 7.1 1.0 18.1

PCP receives/oncologist provides a summary 
with detailed cancer treatment information from 
the oncologist/to the PCP .0073

Always/almost always 49.5 74.2 9.6 1.1 15.1

Often 26.4 66.5 12.2 1.8 19.5

Sometimes 15.6 66.3 10.6 0.0 23.0

Rarely/never 8.5 64.1 9.3 1.0 25.7

PCP receives/oncologist provides a follow-up 
care plan with recommendations for future care 
and surveillance cancer treatment information 
from the oncologist/to the PCP .0008

Always/almost always 25.6 76.4 10.2 0.8 12.7

Often 28.3 68.3 11.8 2.6 17.3

Sometimes 25.2 73.3 9.6 0.4 16.7

Rarely/never 20.9 61.1 9.7 0.0 29.2

Communicates with patient’s other physicians 
about who will follow the patient for cancer .0009

Always/almost always 40.1 76.4 7.3 1.1 15.2

Often 32.5 66.1 13.3 1.5 19.1

Sometimes 17.7 65.2 13.6 0.0 21.2

Rarely/never 9.7 67.3 6.6 1.8 24.3

Data source: Survey of Physician Attitudes Regarding the Care of Cancer Survivors (SPARCCS):  

* Predominantly provides: “I provide myself” for the majority of breast and colon cancer care roles. Predominantly co-manages: “I share responsibility 
for or co-manage this care” for the majority of breast and colon cancer care roles. Predominantly not directly involved: “Another specialist orders or 
provides”/ “I am not involved” for the majority of breast and colon cancer care roles. Other: no dominant pattern for the 10 breast and colon cancer 
care roles or dominant role patterns differ for breast and colon cancer care

** Total % represents the column percentage for each belief, preference, and care coordination variable.

Table 3: continued
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cancer-related follow-up care without 
oncologists’ awareness. If true, this 
suggests the possibility of duplica-
tion of effort between PCPs and on-
cologists that could lead to overuse of 
surveillance testing and other follow-
up care. Prior work has shown both 
underuse and overuse of surveillance 
testing among cancer survivors8,25-27 
and that survivors continue to see 
several different providers many 

years after diagnosis.28 While infor-
mation technology such as electronic 
health records (EHRs) has the po-
tential to facilitate delivery of effi-
cient, coordinated, and appropriate 
follow-up care, this potential may not 
be fully realized, as many providers 
still use paper charts—40% of PCPs 
and 22% of oncologists in our 2009 
survey—or have EHR systems with 

limited interoperability, which is of-
ten the case in small practices.29-30

This study also identified sever-
al facilitators of PCP co-manage-
ment of cancer-related follow-up 
care. We showed that the care co-
ordination activities of oncologists, 
particularly  provision of detailed 
cancer treatment summaries to 
PCPs, were associated with PCPs’ 
co-management. Previous research 

Table 4: Polytomous Logistic Regression Model of Factors Associated With Primary Care Physicians’ 
Role Patterns* in the Cancer-Related Follow-Up Care of Breast and Colon Cancer Survivors

 Provides Versus Not 
Directly Involved 

Co-Manages Versus Not 
Directly Involved 

OR (95% CI) OR (95% CI)

Physician characteristics

Gender
    Male 
    Female

1.00
0.61 (0.34–1.11)

1.00
0.85 (0.51–1.41)

Primary care specialty
    General internal medicine
    Family medicine
    Obstetrics-gynecology

1.00
0.74 (0.42–1.31)
0.16 (0.06–0.43)

1.00
0.74 (0.44–1.24)
0.17 (0.08–0.35)

Has received training in late/long-term effects of cancer or 
its treatment
    Yes
    No

2.96 (1.55–5.63)
1.00

2.27 (1.43–3.59)
1.00

Practice setting characteristics

Census region
    Northeast
    Midwest
    West
    South

1.00
1.67 (0.70–4.00)
2.97 (1.32–6.66)
1.44 (0.66–3.10)

1.00
1.00 (0.53–1.89)
1.39 (0.73–2.64)
1.06 (0.56–2.00)

Type of medical record system
    Full electronic medical record (EMR)
    Partial EMR
    Transitioning from paper to EMR
    Paper charts    

1.14 (0.52–2.53)
2.03 (0.88–4.70)
0.73 (0.33–1.59)

1.00

1.09 (0.58–2.04)
1.14 (0.52–2.48)
0.85 (0.46–1.59)

1.00

Physician practice style

# of breast and colon cancer patients seen in past year: 
(quartiles)
    1st quartile 
    2nd quartile
    3rd quartile
    4th quartile

1.00
0.95 (0.42–2.13)
1.87 (0.82–4.29)
2.87 (1.42–5.81)

1.00
0.93 (0.51–1.67)
1.53 (0.79–2.93)
2.27 (1.17–4.41)

Physician beliefs and preferences

PCPs have the skills to provide follow-up care for cancer or 
its treatment effects
    Agree breast and/or colon
    Neutral or disagree 

2.20 (0.92–5.26)
1.00

1.25 (0.70–2.22)
1.00

PCPs have the skills to initiate appropriate screening or 
diagnostic work-up to detect recurrent cancer
    Agree breast and/or colon
    Neutral or disagree

1.16 (0.49–2.75)
1.00

2.28 (1.26–4.12)
1.00

(continued on next page)
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has documented the value that pa-
tients place on effective commu-
nication and coordination among 
their providers.31-33 Our results in-
dicate, however, that not all oncol-
ogists consistently engage in care 
coordination with PCPs. For exam-
ple, 24% said they did not routine-
ly provide treatment summaries to 
PCPs, and 45% did not routinely pro-
vide follow-up care plans document-
ing recommendations for future care 
and surveillance. Further, 27% said 
they did not routinely communicate 
with their patients’ other physicians 
about which physician would provide 
cancer-related follow-up care.  On-
cologists’ perceptions of treatment 
summaries as an uncompensated 
and time-consuming burden, and 
their reluctance to discharge their 
patients to PCPs for survivorship 
care, have been identified as key bar-
riers to the effective coordination of 
survivor care.34,35

Other facilitators of PCP co-man-
agement of cancer-related follow-up 
care included receiving training in 
the late or long-term effects of can-
cer or its treatment, seeing a higher 
volume of cancer patients, holding 

favorable attitudes about PCP in-
volvement in follow-up care, and 
preferring a shared model of survi-
vorship care. Although 65% of PCPs 
in our study reported receipt of 
training in cancer late or long-term 
effects, only 4% considered this as 
being “in detail.” In contrast, 93% of 
oncologists indicated that they were 
trained in this aspect of survivors’ 
care “in detail” (36%) or “somewhat” 
(57%). Further, PCP attitudes were 
more favorable about their skills 
in providing follow-up care (>62% 
in agreement) than they were re-
garding assuming primary respon-
sibility for cancer-related follow-up 
care (34% in agreement). Finally, 
less than half of PCPs preferred a 
shared-care model with oncologists. 
These findings suggest several po-
tential points of intervention for en-
hancing PCPs’ knowledge about and 
skills in caring for survivors. 

Our study has limitations. It is 
based on physician self-reports of 
their involvement in cancer-relat-
ed follow-up care. The survey asked 
about care of patients with early-
stage breast and colon cancer; phy-
sicians’ practices might differ for 

later-stage disease or for other can-
cer types. While our data are na-
tionally representative, we lacked 
information that would have al-
lowed closer examination of urban/
rural and other practice location 
differences in physicians’ follow-up 
care involvement. We did not ask 
about the composition of the care 
team that may be managing survi-
vors’ follow-up care or assess phy-
sicians’ views on which provider 
type should assume lead responsi-
bility for coordinating this care. We 
also did not ascertain the extent to 
which respondents engaged in pro-
viding survivorship care within an 
integrated versus decentralized de-
livery environment. Beyond a sin-
gle item asking about the type of 
medical record system in the phy-
sician’s practice, we were unable to 
explore other practice-level systems 
features—particularly information 
technologies22—that may facilitate 
communication and care coordina-
tion across providers. Finally, items 
asking about provision of treatment 
summaries and follow-up care plans 
may not have been uniformly inter-
preted, and physicians’ responses to 

Table 4: continued

PCPs should have primary responsibility for cancer-related 
follow-up care of cancer survivors
    Agree breast and/or colon
    Neutral or disagree

5.00 (2.99–8.37)
1.00

1.98 (1.20–3.26)
1.00

Prefers a shared model of survivorship care
    Yes
    No

2.00 (1.14–3.52)
1.00

3.37 (2.07–5.48)
1.00

Care coordination

Receives a summary with detailed cancer treatment information 
from the oncologist
    Always/almost always/often
    Sometimes
    Rarely/never

0.87 (0.41–1.85)
1.40 (0.61–3.20)

1.00

2.59 (1.05–6.38)
3.92 (1.67–9.20)

1.00

Receives a follow-up care plan with recommendations for future 
care and surveillance from the oncologist
    Always/almost always/often
    Sometimes
    Rarely/Never 

0.73 (0.31–1.71)
1.13 (0.51–2.50)

1.00

0.93 (0.50–1.75)
1.47 (0.82–2.65)

1.00

 
Data source: Survey of Physician Attitudes Regarding the Care of Cancer Survivors (SPARCCS) 
PCPs—primary care providers 
P<.05 (bolded) 
* Predominantly provides: “I provide myself” for the majority of breast and colon cancer care roles 
  Predominantly co-manages: “I share responsibility for or co-manage this care” for the majority of breast and colon cancer care roles 
  Predominantly not directly involved: “Another specialist orders or provides”/“I am not involved” for the majority of breast and colon cancer care 
roles
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these items may be susceptible to so-
cial desirability bias. All of these are 
important topics for future research.   

Monitoring for cancer recur-
rence and new primary cancers as 
well as evaluating and managing 
late or long-term effects of cancer 
treatment are critical components 
of survivors’ cancer-related follow-
up care. Our study of US PCPs and 
oncologists provides an important 
foundation for understanding phy-
sician roles in providing this care. 
The growing survivor population and 
projected shortages of PCPs and on-
cologists heighten the need for more 
efficient and effective approaches to 
survivorship care delivery. Although 
our study documents the active en-
gagement of both provider types in 
cancer-related follow-up care, dis-
crepancies in PCPs’ and oncologists’ 
reports of sharing responsibility for 
this care reinforce concerns that pro-
vider roles in survivorship care are 
often unclear.2 Improved commu-
nication and coordination between 
PCPs and oncologists is required to 
ensure that the ongoing, often com-
plex, health care needs of cancer sur-
vivors are met.  
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