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ACHIEVEMENTS OF WP8 

 

• 36 recommendations on survivorship & rehabilitation; 

 

    concerning employment issues (VICAN 2 study) 

• 2 case studies:  

     patient navigator program in France 

 

• 1 framework of good practices for the assessment of 
patients’ symptoms and needs; 

 

• 1 Survivorship Care Plan (SCP) framework  

 



MAIN TOPICS INVESTIGATED 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CROSS-CUTTING TOPICS 
 

- Clinical follow-up, physical rehabilitation and management of the late 

effects, tertiary prevention ; 

- Supportive and palliative care ; 

- Psychological support ; 

- Social rehabilitation including employment issues;  

- Education of survivors;  

- Multidisciplinary approach and coordination of cancer care providers 

(including the role of cancer care community);  

- Clinical research ; 

- Policy and advocacy  

- Children, Adolescent and Young Adults (AYA) cancer survivors’ care; 

-Cancer inequalities in survivorship. 



MAIN MESSAGES OF WP8 CHAPTER 
 

• N°1: Cancer survivors’ follow-up, late effect management and tertiary 
prevention needs to be anticipated, personalised and implemented into 
care pathways, with active participation of survivors and relatives. 

 

• N°2: The improvement of early detection of patient’s needs and the 
access to rehabilitation, psychosocial and palliative care services is 
required. 

  

• N°3: An integrated and multi-professional care approach with a 
coordination of community care providers and services are needed to 
implement a Survivorship Care Plan (SCP) that enhances patient’s self-
management and quality of life (QoL).  

 



MAIN MESSAGES OF WP8 CHAPTER (bis) 
 

 

• N°4: For children, adolescents and young adults survivors (AYA), 
late health and psychosocial effects  of cancer and its treatments 
need to be anticipated and addressed. 

 

• N°5: More research in the area of survivorship is needed to provide 
data on late effects, as well as the impact and cost-effectiveness of 
supportive care, rehabilitation, palliative and psychosocial care 
interventions. 



ASSESSMENT OF SYMPTOMS AND NEEDS  FOR A  TAILORED ORIENTATION 

AND INTERVENTION IN PSYCHOLOGICAL SUPPORTIVE CARE 

Why? The purpose of a qualitative assessment of symptoms and needs in cancer settings is about:  

- improving the quality of health care (targeting each patient’s needs and directing resources to optimize patient’s clinical outcomes);  

- improving clinician-patients communication;  

- regularly monitoring physical, social and psychological functioning to take better address these needs.  

The qualitative assessment of symptoms and psychosocial needs is not only useful for the orientation towards adequate care interventions but also for the patients 

themselves who increasingly express their interest of being involved in their supportive care pathway. 

When? Symptoms and needs must be assessed as early as possible and at every “step” of the cancer journey: diagnosis, treatment, rehabilitation, follow-up, and end 

of life.  

 Who? The qualitative assessment of symptoms and needs should apply to all cancer patients and survivors. Healthcare professionals should incorporate the detection 

of patient reported outcomes in their routine clinical activity.  

What? Qualitative assessment of symptoms and needs should cover:  

- physical aspects (functional assessment and symptom burden),   

- social aspects (family, relational, employment issues), 

- psychological aspects (emotional, spiritual, sexual), 

- perceived barriers to care, 

- satisfaction with cancer care. 

 

How to assess? Tools and measures should be defined at a local level, but they should share common characteristics agreed at the European level. They should be: 

- very brief; 

- validated in the local language (patient’s language); 

- good performance parameters: validity; reliability; sensitivity; specificity; positive predictive value. 



Survivorship Care Plan (SCP) 

 

 A SCP should be delivered to all patients following a multidimensional needs’ assessment and this SCP should be tailored and updated regularly 

according to the patient’s health conditions. 

 

 After the completion of the acute treatment phase, the patient should be given a survivorship care plan (SCP) that would contain:  

- baseline information on the personal and medical profile of the patient (ID, age, summary of the treatment received), with additional data on 

possible late and long-term effects and medical history; 

- a minimum set of tailored supportive care services consisting of pain management and psychological support for patients and their relatives 

against anxiety and depression. Healthy lifestyle issues (including e.g. tobacco cessation, physical activities, nutrition and weight 

management, beauty care) as well as sexuality and fertility support should also be considered; 

- social support and professional rehabilitation services.  

 The survivorship care plan (SCP) should be elaborated and implemented by the MDT  composed of:  

- an oncologist in collaboration with other professionals plan the follow-up process; 

- a general practitioner (GP) who deals with the impact of cancer and its treatment of the general health; 

- a (specialist) nurse or a support worker who is in charge of coordinating follow-up care amongst all services providers involved; 

- a community care centre which deliver information, educational activities about survivorship care. 

 

 From a technical point of view, in order to meet its communication and care coordination objectives, the SCP should be: 

- accessible to all health care professionals having therapeutic relationships with the patient; 

- updated regularly; 

- using a format that optimize the understanding and the communication of information between patients and health care providers (and 

amongst health care providers). 

Survivorship Care Plan (SCP) 



IV. CONCLUSION/SUMMARY OF RECOMMENDATIONS 

  

OVERVIEW ON THE CONTENT OF THE CHAPTER 



Thank You 


