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ABSTRACT

Purpose In current fiscally constrained health care systems, the transition of cancer survivors to primary care
from tertiary care settings is becoming more common and necessary. The purpose of our study was to explore the
experiences of survivors who are transitioning from tertiary to primary care.

Methods One focus group and ten individual telephone interviews were conducted. Data saturation was reached
with 13 participants. All sessions were audio-recorded, transcribed verbatim, and analyzed using a qualitative
descriptive approach.

Results Eight categories relating to the main content category of transition readiness were identified in the
analysis. Several factors affected participant transition readiness: how the transition was introduced, perceived
continuity of care, support from health care providers, clarity of the timeline throughout the transition, and desire
for a “roadmap.” Although all participants spoke about the effect of their relationships with health care providers
(tertiary, transition, and primary care), their relationship with the primary care provider had the most influence on
their transition readiness.

Conclusions Ourstudy provided insights into survivor experiences during the transition to primary care. Transition
readiness of survivors is affected by many factors, with their relationship with the primary care provider being
particularly influential. Understanding transition readiness from the survivor perspective could prove useful in
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ensuring patient-centred care as transitions from tertiary to primary care become commonplace.
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BACKGROUND

In 2005, the U.S. Institute of Medicine highlighted the
importance of the transition from active treatment to
post-treatment care for a growing population of adult
cancer survivors!. Although several models of survivorship
care®~* have been developed to facilitate the transition,
those models are heterogeneous and can result in varia-
tions in the quality of care®. More than 10 years after the
Institute of Medicine report, many survivors and health
care professionalsremain “lostin transition,” and an urgent
need for high-quality survivorship care and patient-
centred transitions remains®®.

The need for high-quality survivorship care is accen-
tuated by the unsustainability of current practices in light
of an increasing cancer incidence driven by an aging and

growing population”. Traditionally, most survivorship care
is performed by oncologists, resulting in many healthy
patients receiving specialized care in tertiary settings®.
Because of the shrinking oncology workforce relative to the
growing demand for cancer care, the current practiceraises
concerns about the quality of care for cancer survivors and
patients alike8-10,

Primary care is a promising setting for sustainable
survivorship care provision'!. Randomized trials'>!3 and
retrospective studies'*!> have reported that survivors can
be effectively and safely cared for in a primary setting.
Another trial reported increased patient satisfaction with
follow-up in primary care!®. Furthermore, as more time
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elapses from the initial diagnosis, survivors tend to receive
care from their primary care physician (pcp) regardless
of whether they were formally transitioned after acute
cancer treatment!’. Those frequent encounters presentan
opportunity for effective survivorship care for survivors,
many of whom are elderly and have comorbid conditions
thatare bestaddressed in a primary care setting!®19. Many
survivorship models have yet to tap into the potential of
pcPs to assume exclusive care for cancer survivors despite
the willingness of those providers to undertake that re-
sponsibilityif given appropriate information and support®.

In response, the Transition Care Clinic (Tcc) was im-
plemented in 2014 in the Odette Cancer Centre with the goal
ofimproving the quality and patient-centredness of care for
cancer survivors. The tccfacilitates the transition of healthy
cancer survivors who have completed curative treatment at
the Odette Cancer Centre to pcps in their communities. The
clinic was designed as a nurse practitioner—operated
clinic to provide patients with high-quality survivorship
care and a patient-centred transition from tertiary to pri-
mary care. Survivor transitions to primary care are made
feasible by Canada’s publicly funded health care system,
which ensures the provision of survivorship care regardless
of setting. An initial pilot population of colorectal cancer
and lymphoma survivors were chosen because of their rel-
atively well-identified survivorship and care coordination
needs?%?!, The tcc applies the most recent evidence-based
guidelines and best practices identified by group consensus
at the Odette Cancer Centre, such as the provision of treat-
ment summaries and survivorship care plans (scps)3. At the
time of writing, 105 individuals from among 131 cancer
survivors referred to the Tcc were successfully transitioned
to their pcp.

By curtailing unnecessary reliance on scarce spe-
cialized services, the Tcc and similar models of survivor-
ship care have the potential to improve care for cancer
survivors and patients alike. However, an exploration of
the patient-centredness of transitions to primary care is
warranted because we anticipate that the Tcc and similar
models of survivorship care will become more common
in response to increasing demand for specialized care.
It is imperative to engage patients and to consider their
valuesin the design of interventions during this important
transition of care.

The Institute of Medicine defines patient-centred care
as “respectful of and responsive to individual patient pref-
erences, needs, and values and ensuring that patient values
guide all clinical decisions”?? (p. 6). There have been calls
by leaders in survivorship research to address the paucity
of evidence about patient-centred transitions in survi-
vorship care, but large gaps in the literature remain?%24,
Previous studies?*-2° have explored the experiences of
survivors with pcp-delivered survivorship care, but none
have examined the transition to the pcp. It is imperative to
address that knowledge gap because it is well recognized
that transitions in care for cancer survivors often have
negative implications’.

The objective of the present study was to use an ex-
ploration of the experiences of survivors as they transition
from tertiary care to their pcps to understand the effects of
the Tcc on patient-centred care.

METHODS

The team conducted a focus group and semi-structured
individual telephone interviews with consenting partic-
ipants until data saturation was achieved. A qualitative
descriptive approach was used to guide the creation of
the focus group and interview guides, and the analysis of
the transcripts3. That approach was consistent with our
objective in two ways. First, it allowed us to focus on and
summarize the content of participant experiences. Second,
qualitative description provided a practical approach to
investigate how the survivor experiences compared with
other transitions in care research.

Setting

The Odette Cancer Centre is one of the largest cancer
centres in Canada and North America. The Odette Cancer
Centreissituated in the Sunnybrook Health Sciences Centre,
a large academic teaching hospital in Toronto, Ontario.
All patients are treated under the publicly funded and
administered Ontario Hospital Insurance Plan and face
no direct costs for health care delivery.

Participants

Participating survivors were recruited from the Tcc. All
participants had completed treatment at the Odette Cancer
Centre, had beenreferred to the Tcc by their physician, were
more than 18 years of age, and were fluent in English. To
obtain broad insightinto the transition to primary care, we
strived for maximum variation in sampling: participants
included gastrointestinal cancer and lymphoma survivors
who were referred to, but might not have already been seen
in, the Tcc3!. Participants consented to the study and were
provided with information about the focus group session
or, in the latter portion of the study, a telephone interview.
Demographic and treatment characteristics (age, sex,
cancer diagnosis, treatments received, and time since last
treatment) were recorded.

Focus Group and Interviews
The focus group and interviews followed a semi-structured
guide (Table 1). The guide was designed to facilitate free-
flowing conversations and discussions, and thus consisted
of open-ended questions. Depending on the responsiveness
of participants, not all questions were necessarily asked
during the focus group session or the telephone interviews.
The focus group session was conducted with 3 partici-
pantsin June 2014. After the 1st session, difficulties were en-
countered inaccruing participants because of unwillingness
on the part of the survivors to return to the Odette Cancer
Centre for the sole purpose of the study. For the convenience
of participants, the methods were revised to facilitate one-
on-one telephone interviews with participants instead of
focus groups. The focus group session and all interviews
were audio-recorded and transcribed verbatim.

Analysis

Transcripts were read simultaneously with audio-
recordings to ensure accuracy. Data analysis occurred
concurrently with data collection. Before data analysis,
all transcripts were read by the investigators to obtain
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TABLE 1 Focus group and interview guide

1. Please describe your experiences moving from being cared for
here at the Odette Cancer Centre to being cared for by your
family doctor.

2. What kinds of concerns did you have?
3. How were these concerns addressed by your health care team?

4. What kind of advice would you provide someone who is about
to go through this step in their journey?

5. What do you think could have been done better to improve your
experience?

6. What kinds of things happened during this period that improved
your experience?

7. If you could imagine an ideal life after cancer, and while receiving
follow-up care from your family doctor, what would it include?

8. Is there anything else you would like to suggest and/or any other
comments you would like to make before we end our time
together?

an overall impression of the content. A qualitative
description approach was used for the analysis3?. We
enhanced the rigour of that analytic approach by ap-
plying these strategies3:

Authenticity (allowing survivors to speak freely for
accurate representation of their experiences)
Credibility (attention to context to ensure that the
insider perspectives of survivors are captured)
Criticality (appraisal of each decision made during the
research process)

Integrity (researcher triangulation)

All meaningful text was identified and coded as the
audio-recordings were transcribed. No analytic frame-
work was imposed a priori, allowing for the data-driven
evolution of identified content categories®2. During the
analysis and coding of the focus group session, 22 initial
categories were identified. Those categories were applied
and simultaneously evaluated for each transcription.
Researchers achieved consensus in stages throughout
the study as the codes and categories evolved. Partici-
pant characteristics were descriptively analyzed using
the SAS software application (version 9.4: SAS Institute,
Cary, NC, U.S.A)).

RESULTS

Between May and December 2014, about 37 potential
participants were invited by amember of their health care
team to participate in the study. From June to December
2014, 13 survivors participated in the study: 3 took part
in the focus group, and 10, in the individual interviews.
The team agreed that data saturation was accomplished
after 13 participants because new ideas were no longer
being explored.

Table 11 summarizes the characteristics of the par-
ticipants in the study. Mean age was 51.2 + 18 years,

and about two thirds of the participants were women
(n =9). Of the 13 participants, 9 (69%) had already
been seen in the Tcc. Mean time elapsed since the last
treatment for those participants was 41 + 22 months.
From 2008 to 2013, 7 participants had been diagnosed
with lymphoma, and 5, with a type of gastrointestinal
cancer; information was unavailable for 1 participant.
All participants for whom treatment information was
available had received chemotherapy.

After grouping relevant codes together, the main
category of “transition readiness” emerged, with 8 sub-
categories identified as factors that affect the experience
of transition to the pcp (Figure 1). Of the 8 subcategories, 3
related to participant relationships with their health care
providers. Table 111 presents illustrative participant quotes
for each subcategory.

Transition Readiness
Our analysis revealed several important factors affecting
the transition readiness of participants:

How the transition was introduced

Participant perception of the continuity of care
Support from health care providers

Clarity of the timeline throughout the transition
Utilization of a transition tool or roadmap
Relationships with health care providers (from the Tcc,
and from tertiary and primary care)

Introduction of the Transition

Some participants found that their health care provider was
proficient in gradually introducing them to the transition
period. The formalization of the introduction of the tran-
sition by referral to the rcc allowed participants to “brace”
[participating survivor (PS) 9] for the process.

The thing is that because after they tell me “This
isit, 'll make you an appointment with the transi-
tion clinic; do you know what they do and stuff?”
there was no surprise element out of it.

—PS9

The survivors who were introduced to the transition
by a member of their care team with whom they did not
have an established relationship were less welcoming to
the transition, and the abruptness of the introduction to
the transition left some participants unsure about what
to expect.

[“Transition” was] just kind of spun onto me. The
oncologist didn’t explain it.... I was kind of left
wondering. It seems ridiculous to go through all
that I've been [through] and say, “Okay you don’t
need any more check-up.”

—PS2

Continuity of Care

Participants were reassured to know that information
needed for their care had been passed on to and would be
appropriately addressed by their pcp. That reassurance was
augmented by receipt of a scp.
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TABLE Il Characteristics of participating survivors

Participation  Age Sex Year of Initial diagnosis Treatments Time since last
type (years) diagnosis received treatment
(months)
Focus group 26 Female 2010 Nodular sclerosing Hodgkin lymphoma Chemotherapy, radiation 38
Focus group 55 Male 2012 Diffuse large B-cell lymphoma Chemotherapy 15
Focus group 31 Female 2011 Diffuse large B-cell lymphoma Chemotherapy, radiation 30
Interview 1 53 Male — — — —
Interview 2 80 Female 2011 Rectal cancer Chemotherapy, radiation, surgery 34
Interview 3 30 Female 2010 Hodgkin lymphoma, borderline bulky Chemotherapy 47
Interview 4 67 Male 2011 Adenocarcinoma cecum Chemotherapy, surgery 27
Interview 5 54 Female 2009 Rectal cancer Chemotherapy, radiation, surgery 58
Interview 6 76 Female 2013 Rectosigmoid cancer Chemotherapy, radiation, surgery 4
Interview 7 37 Male 2009 Nodular sclerosing Hodgkin lymphoma Chemotherapy, radiation 61
Interview 8 61 Female 2008 Rectal cancer Chemotherapy radiation, surgery 72
Interview 9 44 Female 2008 Nodular sclerosing Hodgkin lymphoma Chemotherapy, radiation 70
Interview 10 — Male — Lymphoma (unspecified) —
She had a whole (kind of) transition plan printed
. out for me. And she’s going to send one to me and
Introduction of one to my family doctor. She went over it with me.
transition And so, it wasn’t just like, “I'm going to take the
photocopy out of the drawer and I'm just going to
[be] taking off things and writing stuff.”
—  Continuity of care —PS9
Others are “hoping that the [quality of] care will be the
same” (PS 1) as that provided in the Odette Cancer Centre
Support from care : ) P ,
— PP id with the particular fear of “falling through the cracks
R e EE S (PS 4). Specifically, some participating survivors were
concerned that their pcp might not have time to provide
o the best care for them.
— Timeline
” Support from Health Care Providers
Transition . Participants benefited from support from their health
readiness " i care providers throughout the transition process. The
] Roadmap tcce helped to alleviate some psychosocial issues that

Relationship with
primary care physician

Relationship with
Transition Care Clinic

Relationship with
oncologist

FIGURE 1 The main category of transition readiness consisted of 8
subcategories. Subcategories were identified during the analysis of a
focus group session and semi-structured interviews with participating
cancer survivors about their experiences during the transition from
tertiary to primary care.

might stem from the transition process. Some suggested
that the clinic and its components, such as scps, provided
ample support.

My main question or concern was, now that I
am discharged ... what if, god forbid, something
happens? [The nurse practitioner] said I don’t
have to worry about that because she said if I
call her, she can get me in to see [the oncologist]
in one day.

— PS5

Participant experiences suggested that their pcp played
amajor role in supporting them during the transition.

When we saw our family doctor[, he] said, “Okay,
I got this note from your oncologist today saying
this and this happened.”

— Focus group participant [FP]
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TABLE 11l

[llustrative quotes from participating survivors, by subcategory of transition readiness

Subcategory

Quote

Introduction of transition

Continuity of care

Support from health care providers

Clarity of the timeline

Desire for a “roadmap”

Relationship with the
primary care physician

Relationship with the
Transition Care Clinic

Relationship with the oncologist

They had already forewarned me. When | spoke to [my surgeon] about a month ago, he already told me what
was going to happen—so, not at all a surprise. | am more than happy to be moved on to a PCP.

— Interview participant 8
Then suddenly you're being transitioned out by someone who has never been a part of stuff. | think that
would make people more worried. Why is this stranger telling me that I’'m not coming back here anymore?
— Interview participant 9

I am pretty sure my family doctor has all [my information and required appointments]. The thing is, does my
family doctor have the time to read this?

— Interview participant 4

I have concern for [cancer recurrence] for sure. | think every cancer survivor has that concern, but that's
where | say that chart with all of the symptoms to look out for and what to do when you have those symptoms
and for the most part | am pretty happy with how that is dealt with because [the nurse practitioner] said if
anything, contact the hospital or contact herself, in which case I will immediately. | understand that.

— Interview participant 7

[The nurse practitioner] had a plan of what needs to be done in the next 5 years, what needs to be done
ongoing, what needs to be done when | turn 50, you know, things like that.

— Interview participant 9

I've had my next appointment given to me after the last one next year. Well, | don’t have that one now. So,
who gives me that appointment?

— Interview participant 2

Because we are not provided with a roadmap of anything. We are just told, we are handing you back to
your family doctor.

— Interview participant 7

| just don’t know what a family physician is going to do; they’re so busy with so many patients. Another
issue is “Are they going to be up on what | need?” So, I do have that concern—especially when | haven’t
known this [PCP] before.

— Interview participant 2

Well for one thing, the nurse practitioner was very prepared. She had a whole transition plan printed out for
me. And she’s going to send one to me and one to my family doctor. She went over it with me. And so, it
wasn't just like, “I’'m going to take the photocopy out of the drawer, and I’'m just going to take off things and
write stuff.” And you know, she really ... she did ask me questions about stuff, but she also knew a lot about
my situation already. And | also know that she works with [Dr. X], so she knows my principal oncologist
and knows his patients’ stuff.... So that seemed really good. Also, she was just ... she was very thorough.

— Interview participant 9

The hospital is still there for you if you need it. | mean, look at it as a good thing. Really, you no longer have
to [be cared for] by the hospital, and there are other people that need that care.

— Interview participant 3

PCP = primary care physician.

[My pcp] said to me [that] from now on he’s going
to find when to do the ct scans and whatever,
and I said, “Fine, I trust you.” So he is going to do
everything he can to keep me healthy and happy.

Clarity of the Timeline

Participants indicated the desire to know that the appro-
priate appointments and tests would be scheduled and
completed after their transition; they needed someone to tell
them “what to expect” (PS 2). Others described how, to ac-

AndTjustwanttoknow thatI'mstillin some kind of
plan—going through whatI've been through—and
that I'll just be followed up for the rest of my life.
—PS2

— PS5

The Tcc, specifically the appointment with the nurse
practitioner and the provision of a scp, helped to solidify
the timeline for some participants. Others were worried
that their “follow-up appointments and tests won't get
done” (PS9) as theyhad before. It was also unclear to some
by whom the appointments and tests would be arranged.

complish that, theywillnowhave to advocate for themselves.

Ithink thatitis going to be up to me to remember
the dates and that is how [my pcp] will know.

Desire for a Roadmap
In many cases, participants felt that a supplemental phys-
ical resource, such as a “roadmap” (FP and PS 7), would

—PS4 greatly improve their confidence during the transition.
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That resource should be as conspicuous as possible, in
that it will contain all necessary information such as
symptoms of recurrence, contact information for health
care providers for specific concerns, and dates of future
appointments and tests.

These [roadmaps] are things I'm thinking that ...
your cancer survivors (the ones that are tran-
sitioning) would actually think, “Huh, they'’re
really thinking about this. They’ve gota plan. Even
though they’re done with me, they’ve given me a
way of monitoring myselfso thatI could remember
(areminder for myself).”

—PS7

The scps often served as the main physical resource
for information during the transition, but participants
felt that the plans lacked conciseness, which hindered
their usability.

Nobody reads 10 pages—a 1-page chart would be
avery good idea.
—PS7

Relationship with the PCP

Although all participants spoke of relationships with
their health care providers, their relationship with the
pcp most notably influenced the transition experience.
In particular, well-established and trusting relationships
between participants and pcps resulted in a positive
transition experience.

We have a good relationship where [my pcp] is
watching me. He’s not just giving me a prescription
forahappypilland saying “Seeyouinayear.” And
that’s what I call a good [pcp] that I am confident
in and he won't let this stuff go away.

— PS8

One participantindicated thatall he needed during
transition was to “know that [the primary care] doctor
has time for [him]” (PS 4). However, participants that
lacked a positive relationship with the pcp were not as
receptive to the transition. Similar experiences were
reported by those who had a nonexistent relationship
with their pcp.

I became rather uncomfortable with my family
physician....Isort oflost faith [in him], but then he
retired anyway and I moved on to anew doctor. But,
like I say, [my pcp is] not that familiar with me.
—PS2

The lack of trust in the capacity of the pcp to properly
provide follow-up cancer care resulted in anxiety for
participating survivors: “How involved do they become
in cancer care?” (PS 2)

Relationship with the TCC
Participants reported that the nurse practitioner in the
Tcc provided reassurance during the transition process.

The nurse practitioner serving as a point of contact with
the cancer care team also resulted in survivors being more
comfortable with being cared forin a primary care setting.
The preparedness and thoroughness of the Tcc appoint-
ment, as well as trustin the nurse practitioner’s capabilities,
contributed to participant confidence in the transition.

[The nurse practitioner] just gave me a lot more
confidence, because that was herrole and it wasn’t
like I showed up for one test or appointment and
suddenly was told, “Well, this appointment is to
transition you out.”

—PS9

Relationship with the Oncologist and

Cancer Centre Team

Some participants reported that they were content with
the care provided by their oncologist and cancer centre
team and “would prefer it ... the way it was” (PS 2). How-
ever, other participants felt that they understood the
reasons for transitioning from tertiary care and were
more accepting towards the transition: “I know the cancer
is gone.... This doesn’t require me going to the oncology
department” (PS 8).

I understand why they were keeping me at Sunny-
brook, but now there is no reason for me to go there
anymore....It's time tomove along. Idon’tneed to be
seen by anybody of that credential anymore. I just
need a routine follow-up with a doctor like a [pcp].
—PS8

Furthermore, participants indicated that maintain-
ing relationships with their cancer care team and “not
[worrying] because you're not being abandoned” (PS 9)
were important.

I could of course always contact [my oncologist]
even though I wasn’t coming annually anymore.
—PS9

DISCUSSION

Since the landmark 2005 report from the Institute of
Medicine, qualitative research conducted with survivors
cared for by their pcps continues to inform patient-centric
survivorship care?#26:27.29, Yet despite that growth in the
literature, our study is, to the best of our knowledge, one
of the first to focus on patient experiences during the
transition to primary care.

Debono?® suggested that oncologists can facilitate the
transition by being transparent and compassionate when
introducing it and by using scps. Our findings support that
approach, with participants being more receptive to the
transition if it is introduced in a way that allows them to
“brace” for it. A well-established relationship with oncol-
ogists and the cancer centre team can also be conducive
to transition readiness, especially if the reasons for the
transition are disclosed to the survivor. Although scrs were
appreciated by our participants, the scps were insufficient
for easing the transition—a concern previously reported
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by breast cancer survivors?6. A conspicuous and concise
“roadmap” for survivorship care used in conjunction with
scps might prove useful.

The survivor experiences revealed through our study
build on Debono’s recommendations. Support from all
health care providers, presenting a concerted effort to pro-
videreassurance that the “quality of care will be the same,”
can ease the process. Moreover, participant relationships
with the pcp were seemingly the most polarizing facili-
tator or barrier during transition. The participants with
well-established and positive relationships with their pcps
reported better experiences. In contrast, those lacking such
a relationship understandably questioned “how involved
[pcps] become in cancer care.” The survivor relationship
with the pcp therefore warrants consideration during the
assessment of transition readiness.

The readiness of patients to be discharged from
health care institutions is an important consideration in
patient-centred transitions in care, but the assessment of
readiness is often a provider- and system-centric process®4.
Research about the concept of readiness for discharge
have included diverse patient populations (such as
post-anesthesia, surgical, elderly, and mothers and their
newborns); however, none have focused on cancer survi-
vors. The Readiness for Hospital Discharge Scale (RHDS)
was developed to assess readiness for discharge from the
patient’s perspective and consists of 21 “readiness items”3°,
The concern for the clarity of the timeline identified by
participants in the present study echoed the “knowledge
of follow-up plan” item in the rRHDs. Participant discus-
sions about how other factors affected their readiness to
transition from tertiary to primary care shed light on how
the rREDs concept might be applied for cancer survivors.

The transition readiness of adult cancer survivors was
also explored through the context of self-management?,
which forms part ofthe conceptual basis for the RHDS. Kvale
and colleagues®® made use of aframework based on Bandura'’s
health belief model®” and on social cognitive theory®® to
understand factors affecting uptake of self-management in
breast cancer survivors after active treatment. In contrast
to the present study, their conceptual framework was devel-
oped a priori and directed their analysis. Several conceptual
frameworks also exist for the transition readiness of child-
hood cancer survivors to adult-oriented follow-up care3®.
Those frameworks include smaRrT (the Social-ecological
Model of Adolescents and Young Adults Readiness to Tran-
sition)*? and the transtheoretical model*!. Despite the use
ofthose models, moreresearchisneeded to understand both
foregoing types of transitions. That ongoing need could be
atestament to the complexity of transition readiness, high-
lighting the need for research to understand its impact on
the burgeoning population of adult cancer survivors tran-
sitioning to pcp-exclusive survivorship care.

As health care systems and practices adapt to meet
the demand for specialized oncology services, transition
readiness as understood from the survivor’s perspective
can play a pivotal role in ensuring patient-centred care.
However, system-related issues surrounding that transition
must also be addressed. A study of pcps and oncologists
found significant differencesin their knowledge, attitudes,
and practices when caring for cancer survivors*?. More

effective communication*? and capacity-building initia-
tives are needed to overcome those systemic barriers to
pcp-exclusive survivorship care®. Models such as the Tcc
that tap into the ability of pcps to provide survivorship care
warrant more rigorous evaluation from the perspectives of
health care providers and of systems. A health care system
conducive to a cancer survivor’s transition to a pcp can
provide high-quality patient-centric care that will
provide the survivor with confidence that they will not
“[fall] through the cracks.”

Although insightful, our study should be understood
in light of its limitations. First, the use of a qualitative
methodology has inherent threats to generalizability*3.
Participants were either gastrointestinal cancer or lym-
phoma survivors who were treated in the Odette Cancer
Centre, potentially limiting the applicability of our results
for other survivors. A more diverse sample of cancer sur-
vivors might provide a broader perspective. Also, the sam-
ple consisted of individuals who had already been referred
to the Tcc, and survivors might or might not have different
experiences with other models of survivorship care.
Furthermore, it should be noted that our study took place
in Canada, where all medically necessary care is guaran-
teed without regard to the setting (primary or tertiary).
Experiences of cancer survivors in other health care sys-
tems, such as private health systems, might be affected by
the prevailing payment structure**. Although not neces-
sarily alimitation, our switch from the original method of
data collection (focus groups) to telephone interviews for
non-methodologic reasons, including accrual and conve-
nience for the participants, is worth noting.

CONCLUSIONS

Our study provides insights into the experiences of sur-
vivors during their transition to primary care. Survivor
transition readiness is affected by many factors, with
their relationships with pcps being particularly impactful.
Understanding transition readiness from the survivor
perspective could prove useful in ensuring patient-centred
care. As health care systems adapt to meet the demand for
specialist care, it is increasingly important to ensure that
survivors, as well as health care providers and institutions,
are ready for the transition from tertiary to primary care.
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