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Abstract

Objectives Inherent treatment complexities for patients with both cancer and multiple
chronic conditions (MCC) make these patients likely candidates for shared care between
primary care providers (PCPs) and oncologists. However, providers’ views on the optimal
model for care coordination between PCPs and oncologists in the context of both cancer
and MCC are unclear. Thus, the purpose of this systematic review is to evaluate the per-
ceptions of PCPs and oncologists regarding barriers and facilitators to care coordination
during the care of patients with cancer and MCC, and their opinions on what is needed
to improve current care coordination strategies.
Methods We systematically searched PubMed, CINAHL and PsycINFO for articles per-
taining to PCPs’ and oncologists’ perspectives, experiences and needs regarding care
coordination during the cancer care continuum, in the context of patients with cancer and
MCC.
Key findings A total of 22 articles were retained. From qualitative synthesis, three
themes emerged regarding PCPs’ and oncologists’ perceived barriers to cancer care coor-
dination: (1) limited findings of physicians’ experiences in MCC care; (2) lack of defined
provider roles in cancer care; and (3) lack of comprehensive information sharing, efficient
communication methods and clear shared-care plans during care for cancer patients with
MCC.
Conclusions Results provide insights into providers’ needs for navigating the complexi-
ties of cancer care coordination. Future studies should consider further investigating the
needs of patients and multiple provider types for optimizing care coordination throughout
the cancer care continuum.
Keywords cancer; care coordination; multiple chronic conditions; physician perspective

Introduction

The number of cancer survivors in the United States has grown significantly and is
expected to surpass 20 million by 2026.[1] Many cancer survivors (defined here as any
person ever diagnosed with cancer) live with chronic comorbid conditions, such as hyper-
tension, dyslipidaemia, diabetes, and depression or anxiety, and many have multiple
chronic conditions (MCC).[2,3] Therefore, effective cancer care involves treating both the
cancer and chronic comorbidities. However, patients with chronic comorbidities experi-
ence worse cancer outcomes than those without, including lower cancer remission rates,[4]

higher chemotherapy toxicity rates[4] and lower survival rates.[5–11] Cancer treatment out-
comes are worsened further when two or more chronic comorbidities are present.[12]

Since 90% of fee-for-service Medicare beneficiaries with cancer also have two or
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more chronic comorbidities,[13] finding ways to improve
cancer treatment outcomes for patients with MCC is a high
priority.

Inherent treatment complexities for patients with both
cancer and MCC make these patients likely candidates for
shared care between primary care providers (PCPs) and
oncologists in order to effectively manage both ongoing
chronic comorbidities and acute cancer treatment.[14,15] The
Agency for Healthcare Research and Quality (AHRQ)
states: ‘Care coordination involves deliberately organizing
patient care activities and sharing information among all of
the participants concerned with a patient’s care to achieve
safer and more effective care. This means that the patient’s
needs and preferences are known ahead of time and com-
municated at the right time to the right people and that this
information is used to provide safe, appropriate, and effec-
tive care to the patient.’[16] However, care coordination
remains a challenge for patients with both cancer and MCC.
Facilitating more patient-centered care for these patients
may lead to improvements in patient adherence to compli-
cated treatment regimens, patient satisfaction with care,
quality of life and both oncologic and nononcologic treat-
ment outcomes.[17–20] While ‘patient-centered care’ may
involve many facets of patient–provider–health system inter-
actions, the coordination of a patient’s care between multi-
ple treating providers is one important aspect. Previous
reviews have evaluated cancer care coordination among sur-
vivors. For instance, Lawrence et al.[21] assessed PCPs’ per-
spectives on cancer care and discovered various barriers and
challenges to care coordination. Additionally, Shapiro docu-
mented current research on cancer survivorship, including
the importance of care coordination, need for effective com-
munication and widespread prevalence of MCC among can-
cer survivors.[22] To further elaborate on this research area,
the literature gap in care coordination between oncologists
and PCPs must be addressed to further enhance the care of
cancer survivors with MCC.[21]

New contributions

It is critical to incorporate both patient and provider prefer-
ences into patient-centered care standards to facilitate imple-
mentation success and sustain long-term patient-centered
practice changes across diverse patient populations. How-
ever, providers’ views and opinions on the optimal model
for care coordination between PCPs and oncologists in the
context of both cancer and MCC are unclear. Thus, the pur-
pose of this systematic review was to evaluate the percep-
tions of PCPs and oncologists regarding barriers and
facilitators to care coordination during the care of patients
with cancer and MCC, and their opinions on what is needed
to improve current care coordination strategies. Here, the
scope of care coordination expands across the entire spec-
trum of cancer survivorship, from acute treatment to post-
acute treatment, including the care of both cancer and
MCC. Based on findings from the review, recommendations
for PCPs, oncologists, organizations and researchers are pre-
sented. Findings and recommendations may help inform the
development of patient-centered practices, policies and
guidelines that facilitate coordination of cancer care in real-

world settings, as well as provide insight into care coordina-
tion models.[15]

Methods

Review protocol

The review followed Preferred Reporting Items for System-
atic Reviews and Meta-Analyses (PRISMA) guidelines, and
the full review protocol can be found in Data S1.

Eligibility criteria

The review followed Preferred Reporting Items for System-
atic Reviews and Meta-Analyses (PRISMA) guidelines.
English-language articles were included if they met the fol-
lowing criteria: (1) published in the last 10 years (2008–
2018); (2) peer-reviewed randomized controlled studies,
nonrandomized controlled studies, quantitative descriptive
studies or qualitative studies; (3) inclusion of patients aged
18 years or older diagnosed with any type or stage of can-
cer; (4) inclusion of patients with one or more chronic
comorbid condition, of any kind; (5) inclusion of PCP and
oncologist perceptions about the current state of care coordi-
nation, barriers and facilitators to coordinated care, or needs
and experiences regarding cancer care coordination; and (6)
ability to extract results.

For this review, we focused on the perspectives of physi-
cians, including family medicine physicians, general practi-
tioners and medical, radiation or surgical oncologists.
Therefore, articles with results that did not explicitly differ-
entiate physician and nonphysician healthcare providers
were excluded. Additionally, a 10-year timeframe was used
to include articles with results most salient to current prac-
tice. Interview, focus group and survey studies were antici-
pated to be most likely to answer the question of interest:
‘What are PCPs’ and oncologists’ perspectives on care coor-
dination for patients with both cancer and MCC?’ Random-
ized controlled studies, nonrandomized controlled studies,
quantitative descriptive studies and qualitative studies were
all eligible for inclusion under our protocol in order to cap-
ture interviews, focus groups or surveys that were con-
ducted and reported alongside other study designs.

Information sources and search strategy

We systematically searched PubMed, CINAHL and Psy-
cINFO for articles pertaining to PCPs’ and oncologists’ per-
spectives, experiences and needs regarding care coordination
of patients with cancer and MCC. To include articles not
indexed in these databases, hand-searched references were
also included by reviewing the reference lists of retained arti-
cles. Search terms included variations on ‘cancer’, ‘comor-
bidities’, ‘care coordination’ and ‘physician perception’. A
complete list of search strings is presented in Data S2.

Study selection

Citations were downloaded into an EndNote library. Articles
underwent initial title and abstract screening, followed by
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full-text screening. During both phases, all articles were
independently reviewed by the second and eighth authors,
with discrepancies resolved via discussion and consensus.

Data extraction

Data were extracted by the second author during full-text
screening using a standardized form and reviewed by the
eighth author for accuracy and completeness. This standard-
ized form contains fields for study location, general descrip-
tions (including study design and sample characteristics),
objectives and results.

Data items

This study focused on qualitative data, such as PCP’s and
oncologist’s opinions, thoughts or beliefs. To facilitate
incorporation of diverse types of qualitative data, measures
of interest were intentionally broadly defined as ‘provider
perspectives’ on care coordination.

Risk of bias in individual studies

Risk of bias within each study was assessed independently
by the second and senior author using the Mixed Methods
Appraisal Tool (MMAT), version 2018,[23] and performed
simultaneously with data extraction. The MMAT contains
five study design categories: qualitative, quantitative ran-
domized controlled, quantitative nonrandomized, quantita-
tive descriptive and mixed methods. Each category
contains five quality criteria that are rated as ‘Yes’, indicat-
ing a particular criterion was met according to the
MMAT’s criteria descriptions and the evaluator’s assess-
ment of the information presented in the article; ‘No’, indi-
cating a particular criterion was not met; or ‘Can’t tell’,
indicating that the evaluator could not make a determina-
tion on whether that criterion had been met. Depending on
the number of quality criteria met, each article was
assigned a quality score ranging from 0 to 5, with 0–1
indicating low quality (high risk of bias), 2–3 indicating
moderate quality (moderate risk of bias) and 4–5 indicating
high quality (low risk of bias).

Summary measures and synthesis of results

Given our focus on provider perspectives, qualitative syn-
thesis of the data was performed by the first author to
develop themes reflecting PCPs’ and oncologists’ needs, as
well as perceived barriers and facilitators to effective care
coordination for patients with both cancer and MCC. The
qualitative synthesis process consisted of three steps: (1) for
each article with quantitative results (e.g. quantitative survey
results), descriptive statistics and/or statistical associations
were summarized in text format; (2) for each article with
qualitative results (e.g. interview results), themes were sum-
marized in text format; and (3) text summaries for each arti-
cle were reviewed and categorized into overarching themes
that emerged from the data and that described ‘take-home
messages’ regarding PCPs’ and oncologists’ perspectives on
care coordination for patients with cancer and MCC.

Overarching themes were discussed by all authors until con-
sensus was reached.

Risk of bias across studies

Risk of bias across studies was qualitatively evaluated via
discussion among the authors to reach a consensus on the
degree of confidence (low, moderate or high) in the overall
body of evidence. Discussion focused on the number of arti-
cles retained; characteristics of participants across studies in
terms of differences and similarities in provider demograph-
ics, practice setting, demographics of the patient population
and cancer type and stage of the patient population; consis-
tency of study objectives and data collected across studies;
and quality scores obtained using the MMAT.

Results

Characteristics of included studies

A total of 22 articles were retained in the review, Figure 1.
A list of the 22 included articles (18 unique studies) and a
summary of their findings are presented in Table 1. Four
articles[24–27] in this review presented results from the Sur-
vey of Physician Attitudes Regarding the Care of Cancer
Survivors (SPARCCS) in 2009. All were retained, as each
concentrated on a different aspect of the survey findings.
Also, two articles presented results from the Cancer Care
Outcomes Research and Surveillance Consortium (Can-
CORS).[14,28] Both articles were retained, as each focused
on data collected during a different time period (data from
2005 to 2006[14] or 2012 to 2013[28]).

Studies represented the perspectives of 8638 physicians,
including 4503 PCPs, 185 surgical oncology specialists and
3950 radiation or medical oncology specialists; however,
some overlap of oncology specialists may be present
between the CanCORS study populations.

Most studies reported in the 22 articles had a cross-sec-
tional quantitative (13)[14,24–35] or qualitative (6) design,[36–
41] while two used mixed methods (surveys and inter-
views),[42,43] and one was longitudinal (surveys and inter-
views).[44] Most (19)[14,24–28,30,32–36,38–44] included
physician perspectives as a main outcome measure, although
three[29,31,37] included physician perspectives as an adjunct
to patient perspectives. Some articles were excluded because
they focused on nonphysician providers such as nurses,
nurse practitioners, physician assistants and allied healthcare
providers.

Two studies in this review focused on patients with lung
cancer,[29,40] two focused on breast cancer,[34,42] and the
remaining 18 focused on multiple or unspecified types of
cancer.[14,24–28,30–33,35–39,41,43,44] Also, studies focused on
different phases of cancer care, including those who had
completed cancer treatment, were undergoing active cancer
treatment or were in varying or unspecified phases of cancer
care. While there is heterogeneity between these patients, all
qualify as cancer survivors based on the National Cancer
Institute’s definition.[1] Nine studies explicitly mentioned
PCPs’ or oncologists’ views and experiences with providing
care to patients with both cancer and MCC or described
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providers’ perceptions of their role in helping patients man-
age general health versus cancer-specific
health.[14,25,28,31,34,36,39–41] Similarly, three studies men-
tioned PCPs’ and/or oncologists’ perceptions of survivorship
care plans (SCPs) or cancer treatment summaries;[26,33,35]

five studies mentioned physician experiences with or per-
ceptions of communication methods for cancer care coordi-
nation,[28,38,41,43] or general perceptions of care coordination
during the cancer care continuum;[39] six mentioned physi-
cians’ perceived provider-, practice- or system-related barri-
ers and facilitators to coordinating care for patients with

cancer, or physicians’ unmet needs regarding cancer care
coordination;[36–40,43] and 14 studies focused on PCPs’ and
oncologists’ perceptions of their roles in shared cancer care
or preferred models of cancer care.[14,24–29,31,32,34,36,39,41,42]

Risk of bias in individual studies

Table 2 describes the risk of bias in individual studies.
MMAT quality scores ranged from 2 to 5, with four stud-
ies[14,33,42,44] assigned a score of 2 or 3 (moderate risk of
bias) and 18 studies[24–32,34–41,43] assigned a score of 4 or 5

PubMed – 108 citations
CINAHL – 157 citations
PsycINFO – 136 citations
Hand-Searched – 19 citations
Jan. 1, 2008 – Oct. 4, 2018

39 Articles Retained
Full-text review,

inclusion criteria applied

17 Excluded
1) Inappropriate study design (1 article)
2) No inclusion of/focus on provider 
perspective in care coordination (5 articles)
3) Could not extrapolate physician 
perspectives from data (11 articles)

323 Articles Retained
Initial title & abstract review,

inclusion criteria applied

97 Duplicates Excluded

284 Excluded
1) Study design criteria not met
2) Did not include care strategies of PCP/
oncologist
3) No inclusion of provider perspective in 
care coordination (main reason for exclusion) 
4) Not peer-reviewed
5) Not focused on cancer patients
6) Patients < 18 years old

22 Articles Retained

Figure 1 PRISMA diagram. PCP, primary care physician.
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(low risk of bias). Quality scores are based on information
presented in an article, how well this information matched
quality criteria described in the MMAT and evaluators’
judgement; thus, scores may have a subjective component
and may not reflect the actual quality of the study in ques-
tion.

Risk of bias across studies

Our confidence in the overall body of evidence was moder-
ate. Most of the 22 included articles achieved a relatively
high-quality rating. However, context variability was pre-
sent. For example, some studies reported provider views
and experiences surrounding cancer care coordination in the
context of specific types of cancer, while other studies did
not. There was also inconsistency in how ‘provider views’
were operationalized in each study. Some studies focused
on provider satisfaction with tools used to facilitate cancer
care coordination (such as use of a shared electronic health
records (EHR) or shared-care plans), while other studies
focused on providers’ perceptions of their roles in cancer
care coordination, communication methods for cancer care
coordination or providers’ opinions on personal-, practice-
and system-related barriers and facilitators to effective can-
cer care coordination. The most common reasons for
excluding a study from this systematic review were lack of
inclusion/focus on provider perspectives and lack of extrac-
table data on PCP or oncologist perceptions of cancer care
coordination strategies, experiences or perceptions. Also,
while some studies explicitly mentioned providers’ views
on managing both cancer and chronic comorbidities, other
studies implied the presence of comorbidities through the
need for care coordination between generalists and special-
ists.

Qualitative synthesis

Three themes emerged from the qualitative synthesis of arti-
cles: (1) limited findings of physicians’ experiences in MCC
care; (2) lack of defined provider roles in cancer care; and
(3) lack of comprehensive information sharing, efficient
communication methods and clear shared-care plans during
care for cancer patients with MCC.

Limited findings of physicians’ experiences in
MCC care

Evidence of physicians’ perspectives for providing care for
MCC in patients with cancer was limited, since the majority
of studies either briefly mentioned comorbidities or did not
address the interplay of cancer and comorbidities. In those
mentioning MCC, mixed opinions and experiences were
documented. Between PCPs and oncologists, the consensus
was that PCPs should manage general health, either mainly
or fully,[14,28,31] while using their knowledge of patients’
MCC to appropriately tailor care.[36] The majority of PCPs
were primarily responsible for treating MCC and providing
general care for cancer survivors, such as treating depres-
sion/anxiety and addressing smoking cessation and sexual
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dysfunction among cancer survivors.[14,25,39] Most oncolo-
gists or cancer specialists reported not providing care for
MCC.[14,34] Many studies indicated the importance of PCPs
to provide emotional, psychosocial and psychological sup-
port,[27,29,32,39–41] but some oncologists and PCPs had dif-
fering opinions about PCPs’ ability to adequately deliver
psychosocial support.[24,42] Further, an interference between
MCC care and cancer care was noted, with MCC care being
deprioritized during active cancer therapy,[41] yet oncolo-
gists reporting that MCC minimally affected treatment deci-
sions for cancer survivors.[44]

Lack of defined provider roles in cancer care

Of note, most retained studies did not explicitly differentiate
provider roles in caring for cancer patients with MCC ver-
sus without MCC or explicitly differentiate provider roles in
caring for MCC that are potentially related versus unrelated
to cancer and its treatment. However, providers in the
reviewed articles perceived PCPs’ role in cancer care to be
focused on providing psychosocial support and caring for
patients’ chronic comorbidities in general,[14,27,32,36,39–41]

while oncologists’ role in cancer care was perceived to be
focused solely on cancer treatment or post-treatment cancer-
specific care.[14,27,28] Klabunde et al.[28] reported oncolo-
gists’ minor role in management of comorbidities that may
be related to cancer and its treatment, including depression,
hypertension and weight gain. Similarly, PCPs were more
likely than oncologists to report a desire for shared cancer
care between PCPs and oncologists, while oncologists were
more likely to report a desire to individually manage
patients’ cancer treatment.[24,27] Further, PCPs consistently
expressed a need to have primary responsibility for their
patients’ follow-up cancer care, including screening for
recurrence of the primary cancer, screening for other can-
cers and general preventative health care.[31,32,42] However,
oncologists perceived that PCPs may need additional educa-
tion and training before they can effectively be responsible
for these activities.[24] Similarly, some PCPs expressed low
self-confidence with performing these activities without
additional education and clear hand-off directions from
oncologists as patients transition from acute cancer care to
follow-up care.[27,35,37] Alongside cancer care, oncologists
and PCPs also shared conflicting perspectives of their roles
in comorbidity management, with hypertension and diabetes
being specifically mentioned,[41] but the differentiation of
provider roles in caring for MCC related or unrelated to
cancer and its treatment was not explicitly established.

Lack of comprehensive information sharing,
efficient communication methods and clear
shared-care plans during care for cancer patients
with MCC

Most retained studies did not explicitly differentiate provi-
ders’ communication patterns in caring for cancer patients
with MCC versus without MCC or explicitly differentiate
providers’ communication patterns in caring for MCC that
are potentially related versus unrelated to cancer and its

treatment. However, results highlighted a need for improved
communication between PCPs and oncologists who were
managing cancer care for mutual patients.[28,35–39,43,44] PCPs
stated that they had difficulty reaching oncology specialists
to clarify cancer treatment follow-up plans or request addi-
tional information about patients’ treatment history.[36,37]

There was variability in methods used to communicate treat-
ment summaries and care plans to other providers, including
a shared EHR, phone, fax or e-mail.[28,41,43] Further, PCPs
reported difficulty obtaining cancer treatment summaries
and SCPs from oncology offices, which hindered their abil-
ity to provide quality care to patients.[26,33,35] Many PCPs
were dissatisfied with information provided in treatment
summaries and expressed the need for descriptions of the
cancer treatment received; follow-up schedules; oncologist
recommendations for follow-up treatment, testing and moni-
toring; recurrent symptoms reported by the patient; potential
short-term side effects related to the cancer treatment; long-
term health risks related to the cancer treatment; information
on the cancer risk for patients’ relatives; recommendations
for psychosocial care; and information previously discussed
with the patient.[33,35] As for cancer treatment decision-mak-
ing related to communication between PCPs and oncolo-
gists, physicians’ perspectives revealed inconsistencies
about the effect of comorbidities on cancer treatment deci-
sion-making,[44] indicating an area that requires clarification
for MCC related or unrelated to cancer and its treatment.

Recommendations

Based on the three identified themes, Table 3 presents rec-
ommendations for PCPs, oncologists, organizations and
researchers to enhance patient-centered practices, policies
and guidelines that facilitate coordination of cancer care for
patients with both MCC and cancer. Recommendations
focus on: (1) development of educational materials and
guidelines for PCPs, oncologists, medical students, residents
and fellows to enhance interprofessional learning; (2) pro-
viding sufficient staff, administrative support, technology
and resources to facilitate coordination of care for patients
with both MCC and cancer; and (3) the need for future
research related to transitions of care between PCPs and
oncologists, PCPs’ and oncologists’ current care coordina-
tion practices, and tools to help create and share SCPs for
patients with both MCC and cancer.

Discussion

This systematic review examined the perceptions of PCPs
and oncologists regarding barriers and facilitators to care
coordination during the cancer care continuum, and their
opinions on what is needed to improve current care coordi-
nation strategies. A total of 22 articles were retained, and
three themes emerged from the qualitative synthesis of arti-
cle results: (1) limited findings of physicians’ experiences in
MCC care; (2) lack of defined provider roles in cancer care;
and (3) lack of comprehensive information sharing, efficient
communication methods and clear shared-care plans during
care for cancer patients with MCC. These challenges may
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lead to role confusion among PCPs and oncologists, and
lack of training in specific areas of complex care in patients
with cancer and MCC may lead to duplicate or unnecessary
treatments and tests, leading to higher healthcare costs and
patient burden.[27] A small portion of studies mentioned car-
ing for MCC in cancer survivors, but more studies are
needed to adequately address the needs and experiences of
PCPs and oncologists in this area.

The studies retained in this review did not explicitly dif-
ferentiate PCP and oncologist roles or communication pat-
terns in caring for cancer patients with MCC versus without
MCC. Similarly, most retained studies did not explicitly dif-
ferentiate PCP and oncologist roles or communication pat-
terns in caring for MCC that are potentially related versus
unrelated to cancer and its treatment. While the results pre-
sented in this review are generally applicable to PCPs and
oncologists caring for patients with both cancer and MCC,
more research is needed to investigate how these providers’
experiences and needs related to care coordination may dif-
fer when caring for cancer patients with MCC versus with-
out MCC. It may be assumed that caring for patients with
both cancer and MCC requires more frequent communica-
tion between PCPs and oncologists. However, future studies
should examine how the roles, strategies and tools that
PCPs and oncologists use to manage workflow and informa-
tion sharing may differ when caring for cancer patients with
MCC versus without MCC, and for MCC that are poten-
tially related versus unrelated to cancer and its treatment.
Identifying these differences may help in finding feasible
and efficient ways to optimize care coordination and patient
satisfaction with cancer care.

Findings about PCPs’ barriers to cancer care and prefer-
ence for shared-care models, along with physicians’ experi-
ences with survivorship care models, were consistent with
previous reviews.[15,21] During survivorship care, the insuffi-
cient and heterogeneous communication between providers
documented by Halpern et al.[15] was also reemphasized in
this systematic review. To appropriately care for cancer sur-
vivors, especially those faced with the added complexity of
MCC, clearly defined communication channels and imple-
mentation guidelines for survivorship care models are
needed,[15,45–47] and inclusion of MCC care in these models
is crucial for PCPs and oncologists to provide optimal
patient care.[48]

The Institute of Medicine recommends that every cancer
patient receive an individualized SCP,[49] and the Commis-
sion on Cancer also includes development and delivery of
care plans as a recommendation for institutions.[50] Care
plans may improve information sharing, promote care coor-
dination and positively affect communication between pro-
viders.[22] Based on role confusion between PCPs and
oncologists during care of cancer patients with MCC in this
review, these care plans could be essential in standardizing
patient care and implementation of survivorship care mod-
els. Further, shared-care plans may help to incorporate PCPs
as active participants in survivorship care.[48] To address the
challenges identified in this review, future studies may
develop practice-based interventions and SCPs tailored
specifically to the needs of PCPs and oncologists caring for
patients with both cancer and MCC. However, it should beT
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noted that while delivery of SCPs may improve patients’
satisfaction with care, more research is needed to demon-
strate effectiveness of SCPs in improving patients’ physical,
functional and psychological outcomes.[51] Some practice
settings may also have difficulty implementing SCPs due to
lack of time, staff and buy-in, and uncertainty over who
should have primary responsibility for developing and deliv-
ering SCPs.[52,53] Future studies should address ways to
incorporate SCP development and delivery into existing
workflows, and examine ways to encourage implementation
of SCP recommendations by PCPs and oncologists caring
for complex patients with both cancer and MCC.

This study has limitations. As the review is based on exist-
ing publications, it is possible that salient provider opinions
may not have been captured by the original studies. Due to
the rigor used in study selection and relatively high quality of
the retained studies, we have relatively high confidence that
the findings and themes outlined here reflect those most rele-
vant to practising PCPs and oncologists caring for patients
with cancer and MCC. All studies included in this review
were rated as moderate or high quality (moderate or low risk
of bias), and results were not presented according to study
quality rating. Also, results may not be generalizable to provi-
ders caring for patients with various types or stages of cancer,
all practice settings or all specialties. It must be noted that
these results describe PCPs’ and oncologists’ perceptions, but
do not focus on the needs of other physician specialists or
nonphysician providers. Likewise, patient preferences and
needs regarding care coordination are not the focus of this
review but must be considered for high-quality cancer care.

Conclusion

Despite these limitations, results provide insights into physi-
cians’ needs for navigating the complexities of care coordi-
nation in patients with cancer and MCC. Future studies
should consider investigating the needs of multiple provider
types for optimizing care coordination for cancer survivors;
specifically, further research should acknowledge physi-
cians’ experiences and perceptions of caring for MCC.
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