Diagram 1: Path Diagram of Survivorship Care Quality Index Factors and Items

Talked about getting emotional/social support
related to the impact of cancer and its treatment

Talked about getting emotional/social support to
deal with what life is like after cancer Emotional and

Talked about getting emotional/social support to social support

manage relationships with partners and family

Referred to another doctor or specialist for any
kind of emotional concern

Discussed the need for regular follow-up and
screening post-treatment

Discussed late/long-term side effects of cancer Information and resources
and treatment about expectations post-
Provided with written treatment summary treatment

Provided with written assessment and follow-up
care plan

Felt included in all decisions about your cancer-
related follow-up care

Empowered and

Clinician asked about most important problems .
engaged patients

and engaged in problem solving

Clinician and patient set goals to help manage
follow-up care and improve health

Clinician provided information and guidance on
who to call when experiencing medical problems

Shared decision making on transitioning from
oncologist to PCP Supportive and

prepared clinicians

Clinician helped patient make informed choices
about follow-up care

Clinician shared responsibility for problem solving
new health issues and setting follow-up care goals

Clinician provided easy to understand instructions
about follow-up care

Clinician always showed courtesy and respect for

patient

Meaningful
communication between
clinicians and provider

Clinician explained reason for medical tests related
to follow-up care after treatment

Patient had enough time to ask questions/voice
concerns during visits

Clinician listened carefully to concerns related to
cancer after treatment




Diagram 1: Continued

after treatment has ended

Regularly received a complete physical with
medical history

Had regular access to exercise and physical activity

services

Provision of full spectrum

Had regular access to nutrition and dietary of care

services

Had regular access to risk reduction programs (e.g.
weight loss, smoking cessation)

Clinicians provide referrals to specialty and other
follow-up services

Treatment clinician also provides post-treatment

survivorship care

Clinicians share information to stay up-to-date

about care

All clinicians involved in care have medical files on

cancer care Care coordination and
All clinicians involved in care know about all your transitions across care
medications providers
Clinicians offer to arrange referrals and physician

visits/tests as needed

Clinician discusses preferences for transitioning

care to primary care provider

Clinician discusses preferences for keeping care

with your cancer doctor until ready to transition

Receive instructions on when and how to

transition care from oncologist back to PCP

Treatment clinicians stay informed of your health

Patient obtained help understanding insurance
coverage options for medical services

Healthinsurance

Patient obtained help understanding insurance . . .
P & issues/practical life

coverage options for Rx and OTC drugs

support

Patient obtained help with insurance problems,
e.g. rejected claims

Survivorship care clinician/services provided
complete medical care to meet follow-up care

Medical information is maintained through EHR

Patient can access own medical through EHR to providing amedical

see lab/test results, recommendations for care home

Patient has team of clinicians who all work
together to address FU health care

Patient has point of contact to answer
questions/concerns about FU care






