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ABSTRACT

Purpose Patients with cancer experience many
Transitions in Care (TiC), occurring when a patient’s care
transfers between healthcare providers or institutions/
settings. Among other patient populations, TiC are
associated with medical errors, patient dissatisfaction
and elevated healthcare use and expenditure. However,
our understanding of TiC among patients with cancer is
lacking.

Objective To map and characterise evidence about TiC
among patients with cancer.

Participants Adult patients with cancer at any stage in
the cancer continuum.

Intervention Evidence sources exploring TiC among
patients with cancer were eligible.

Outcome Evidence sources exploring TiC among patients
with cancer using any outcome were eligible.

Setting Any setting where a patient with cancer received
care.

Design This scoping review included any study
describing TiC among patients with cancer with no
restrictions on study design, publication type, publication
date or language. Evidence sources, identified by
searching six databases using search terms for the
population and TiC, were included if they described TiC.
Two independent reviewers screened titles/abstracts and
full texts for eligibility and completed data abstraction.
Quantitative data were summarised using descriptive
statistics and qualitative data were synthesised using
thematic analysis.

Results This scoping review identified 801 evidence
sources examining TiC among patients with cancer. Most
evidence sources focused on the TiC between diagnosis
and treatment and breast or colorectal cancer. Six themes
emerged from the qualitative evidence sources: the
transfer of information, emotional impacts of TiC, continuity
of care, patient-related factors, healthcare provider-
related factors and healthcare system-related factors.
Interventions intended to improve TiC among patients with
cancer were developed, implemented or reviewed in 163
evidence sources.

Conclusion While there is a large body of research
related to TiC among patients with cancer, there remains a
gap in our understanding of several TiC and certain types
of cancer, suggesting the need for additional evidence
exploring these areas.

,' Shamir Chandarana,® Joseph C Dort,*

STRENGTHS AND LIMITATIONS OF THIS STUDY

= A validated search strategy for cancer and a pre-
viously published search strategy for transitions in
care guided the development of the search strategy
used in this study, which was developed by a re-
searcher with expertise in systematic and scoping
reviews.

= The eligibility criteria included all cancer types,
which allowed us to compare and contrast findings
between patient populations but may not be gener-
alisable to all cancer populations.

= The findings of our study will inform future research
designing, implementing and evaluating interven-
tions to improve TiC among patients with cancer.

PURPOSE
The incidence of cancer is increasing, with
an expected increase to 29.4million new
diagnoses by 2040.' * Despite these trends,
advances in early detection and life-saving
cancer treatments have contributed to
increased survival rates, resulting in patients
having more interactions with the healthcare
system.' * Patients with cancer face complex
healthcare journeys and experience many
Transitions in Care (TiC).*® TiC are points
in care when the responsibility for a patient’s
care transfers between healthcare providers,
institutions or settings.7 ® Examples of TiC
include the transition from the operating
room to a hospital ward, or from home to
an emergency department.”' The concept
of TiC is similar to continuity of care in that,
if TiC are effective care will be continuous
and seamless. However, unlike the concept of
continuity of care, TiC are distinct periods in
care delivery that require a set of actions.'*?
TiC are times when the risk of error is high
and therefore a vulnerable period for patients
during healthcare delivery.” ? **! Evidence
suggests that ineffective TiC are linked to
excessive costs, healthcare delays, duplicate
testing, inaccurate transfer of information,
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elevated healthcare resource usage, preventable read-
missions to hospital, additional primary care or emer-
gency visits and dissatisfaction with care.”? """ Effective
TiC require multidisciplinary collaborations to ensure
complete and timely transfer of information, support
from leadership, patient education and early identifica-
tion of patients with elevated risk.** %

TiC and the consequences of poor TiC have been inves-
tigated in several patient populations,” ' including
patients living with and beyond cancer; however, to our
knowledge, the evidence on TiC for patients with cancer
has not been comprehensively mapped and character-
ised. Organisations including the Joint Commission
and the National Academy of Medicine have called for
effective strategies to improve TiC among patients with
cancer.* ** Therefore, our objective is to identify, synthe-
sise and map existing literature examining TiC among
patients with cancer. This scoping review will allow us to
understand the body of literature on TiC among patients
with cancer and provide a foundation for additional
research examining the quality of TiC throughout the
cancer continuum.

METHODS
Study design
This study used scoping review methodology to map and
characterise existing evidence and identify knowledge
gaps around TiC among patients with cancer.” 2 Scoping
review methodology is useful for understanding the
extent, volume and characteristics of a body of research;
especially in under-researched areas, such as TiC among
patients with cancer.”” *® This review followed the Joanna
Briggs Institute methodology and the Preferred Reporting
Items for Systematic Reviews—Scoping Review Extension
(PRISMA-ScR).*” * Ethical approval was not required
because all data are published.

This scoping review protocol has been previously
reported.29

Search strategy

The search strategy, developed by DL, combined language,
keywords and synonyms for the patients with cancer
and TiC were with Boolean operators. A pre-existing
PubMed cancer filter and search terms from a previously
published scoping review were adapted to each unique
database.” The search strategy was run in MEDLINE,
EMBASE, APA PsycINFO, CINAHL, Cochrane CENTRAL
and the Cochrane Database of Systematic Reviews (online
supplemental appendix A). Grey literature (conference
proceedings, viewpoints, editorials and organisational
reports) were also evaluated. The search occurred on 14
June 2023.

Eligibility criteria

Evidence sources were included if they described TiC
among adult cancer patients throughout the cancer
continuum. Evidence sources were eligible if they

included eligible (cancer) and non-eligible (non-cancer)
populations but stratified results so data on only patients
with cancer could be abstracted. There were no restric-
tions on study design, language or year of publication.
Evidence sources were excluded if they were focused
on changes to TiC during COVID-19, did not describe
TiC throughout the cancer continuum, described TiC
among patients without cancer; only included paediatric
patients; or examined the TiC between paediatric to adult
care (which differs from adult TiC due to familial involve-
ment, resources and autonomy).”!

Selection of evidence sources

There were two phases for evidence source screening:
title and abstract and full-text. Both were performed in
duplicate by two independent reviewers to determine
evidence source eligibility, with Covidence being used for
data management.” Reliability between reviewers (JK, KS,
SK, AT) was calibrated before both phases of screening,
with reviewers screening the same 20 potential evidence
sources separately and comparing their decisions. This
process was performed before starting each phase and
repeated until an 80% agreement between reviewers
was reached. Disagreements were not solved in the title/
abstract screening phase, with evidence sources deemed
eligible by one reviewer being included. Conflicts during
the full-text screening phase were resolved through
consensus through discussion or a neutral third reviewer.

Data charting process

Data abstraction was completed by one reviewer (JK, SK,
SI, AT, AH) and reviewed by another reviewer (JK, SK). A
standardised data abstraction form was pilot-tested using
20 evidence sources. This form was modified after the
pilot test and throughout the data abstraction process
to extract all relevant information from the evidence
sources. We abstracted bibliographic data, and informa-
tion about the TiC, setting and included population. For
any evidence sources describing interventions targeting
TiC, we abstracted an intervention description, measure-
ment, outcome and recommendations. Quality assess-
ment of the evidence sources was not completed. The
final data abstraction form is provided in online supple-
mental appendix B.

Data synthesis

Quantitative data were summarised using frequencies
and qualitative data were summarised using thematic
analysis.”

For quantitative analysis, the type of cancer was cate-
gorised, with evidence sources that examined more than
one cancer type being categorised as ‘multiple’ (online
supplemental appendix B). Similarly, TiC was categorised
using ‘from’ and ‘to’, and if an evidence source broadly
examined TiC or multiple TiC, TiC was categorised as
‘multiple’ (online supplemental appendix B). Outcomes
were categorised as patientrelated, system-related, or
both. The research objectives for included evidence
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sources were also categorised (online supplemental
appendix B).

Thematic analysis of the qualitative evidence sources
was iterative and collaborative. Two analysts (JK, SK)
reviewed the evidence source and identified emerging
themes; analysed the data and reviewed the themes.
Quotations were aggregated by themes and focused
on the experiences, perceptions and understanding of
patients, families, carers or healthcare providers with TiC.
If there were discrepancies aggregating quotes, they were
resolved through consensus by discussion.

Patient and public involvement
Patients were not involved in the conception, conduct or
interpretation of the findings.

Studies from databases/registers (n =38876)

=
=]
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RESULTS

The search strategy yielded 38876 evidence sources with
3375 full-texts being assessed for eligibility, resulting in
801 included evidence sources (figure 1).

Characteristics of included studies

A detailed description of included evidence source char-
acteristics is provided in online supplemental table 1.
Included evidence sources were primarily journal articles
(n=611, 76.2%) and conference proceedings (n=169,
21.1%). Evidence sources were published between 1987
and 2023 and predominately originated from the United
States of America (n=370, 46.2%) and Canada (n=94,
11.7%). Most included evidence sources were published
in English (n=732, 91.4%). Over time, the focus of
research on TiC among patients with cancer has shifted;

References removed (n =12445)
Duplicates identified manually (n = 2)

Duplicates identified by Covidence (n = 12305)
Marked as ineligible by automation tools (n = 0)
Other reasons (n =)

Studies screened (n =26431)

—>{ Studies excluded (n =23056)

v

Studies sought for retrieval (n =3375)

—>! Studies not retrieved (n = 0)

v

Screening

Studies assessed for eligibility (n =3375)

Studies included in review (n =801)

Studies excluded (n =2574)
1. Not a TiC (2205)
2. Unable to locate full text (100)
3. Not patients with cancer (91)
4..COVID only (63)
5. Duplicate data (42)
6. Paediatric only (32)
7. TiC from paediatric to adult care (16)
8. Protocol only (13)
9. Other (10)

Figure 1 The Preferred Reporting Items for Systematic Reviews (PRISMA) flow diagram for the scoping review. The PRISMA
diagram details the database searches and selection process applied to the evidence sources during title/abstract screening
and full-text screening. The vertical arrows show the flow of the selection process, and the horizontal arrows show the evidence
sources that were removed or considered irrelevant. TiC, Transitions in Care.
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4.4% | Hospital Discharge

4.4% | Hospital Admission

3.9% | Hospital to Home

3.9%| Active Treatment to Palliative Care
2.9% | Oncology to Palliative Care

2.5% | Active Treatment to Follow-up
Provider to Provider

Oncology to Primary Care

1.1 % | Hospital to Hospital
1.0% | Active Treatment to Posttreatment

End of Life

IP
©
ES

Oncologist to Primary Care

Head
& Neck

6.0 %

7337 | Brain

PN | Prostate
4271 | Blood

LBRD | Endometrial
UM | Lymphoma

L0 | Bladder

Figure 2 Pie charts that categorise cancer type (top) and Transitions in Care (TiC) type (bottom) of the included evidence
sources. Different colours describe different categories. The total percentage of the categorised cancer type or TiC type is
listed below the category (in the pie chart) and beside the side boxes. The thin black lines connected to the coloured boxes
denote any cancer or TiC types that were unable to fit within the pie chart. The TiC diagnosis to treatment contains diagnosis
to treatment and diagnosis to surgery. Discharge includes any discharge from a healthcare provider, facility or institution.
Readmission includes any readmission to a healthcare facility or institution.

earlier evidence sources were predominantly focused
on the transition from active treatment to survivorship,
whereas recently there was a notable increase in quantita-
tive research focussing on delays in access to healthcare,
particularly from diagnosis to treatment.

Cancer and TiC

Many evidence sources examined multiple types of
cancer (n=388, 48.6%), followed by breast (n=60, 14.4%),
colorectal (n=56, 7.0%), head and neck (n=36, 6.0%)
and lung cancer (n=28, 5.8%) (figure 2). Many evidence
sources examined multiple TiC (n=185, 23.0%), the

transition from diagnosis to treatment (n=132, 16.4%)
and from active treatment to survivorship (n=81, 10.1%)
(figure 2). The outcomes examined in the included
evidence sources were patientrelated (n=488, 60.7%),
system-related (n=156, 19.4%) or both (n=156, 19.4%)
(online supplemental table 1).

Interventions to improve TiC

Of the included evidence sources 165 described (12.7%,
n=21), implemented or evaluated interventions (87.3%,
n=144) to improve TiC. There is an increasing trend to
develop, implement and implement intervention; the
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median year publication was 2020 (IQR=2016, 2021).
Most intervention studies were from the USA (40.0%,
n=66), Canada (13.9%, n=23), Australia (9.7%, n=16)
and the UK (8.4%, n=14); and 4.6% were from low-
middle income countries (n=9). The majority of the
interventions were designed for patients with multiple
types of cancer (53.7%, n=88), breast (13.4%, n=22) and
colorectal cancer (6.1%, n=10). Many interventions were
designed to address the transition from treatment to
survivorship (23.2%, n=38), from the hospital to home
(20.7%, n=34) and from oncologists to general practi-
tioners (10.4%, n=17).

Thematic analysis from the qualitative data

Many (n=249, 31.0%) of the included evidence sources
qualitatively explored how patients/families/carers
(n=208, 83.5%) and healthcare providers (n=60, 24.1%)
experienced TiC during the cancer continuum (some
evidence sources included patients/families/carers and
healthcare providers so the estimates sum to greater than
100.0%). From 249 qualitative evidence sources, the
following six themes were identified: emotional impacts,
transfer of information, continuity of care, patient-related
factors, healthcare providerrelated factors and health
system-related factors.

Emotional impact

The emotional impact (psychological effects of emotional
distress) of TiC during cancer care was explored in 84
evidence sources. This theme mostly focused on breast
(26.2%), colorectal (10.7%) and multiple types of cancer
(36.9%). The emotional impact of TiC often stems from
patients with cancer experiencing ineffective TiC. Nega-
tive psychological effects were linked to the transition
from active care to survivorship and diagnosis to treat-
ment, causing feelings of abandonment, heightened
anxiety, stress, fear and uncertainty. A patient with cancer
expanded on their declining mental state after experi-
encing a TiC:

I went into a depression I think a little bit, because
you experience a lot of anxiety, it’s very emotional,
there is a lot of fear and being overwhelmed, things
happening right behind each other.**

Another patient described the emotions surrounding
their transition out of active care:

It’s a bit like throwing a bird up that had a broken
wing to see if it can fly and some of them soar and
others are like oh oh maybe I want to go back into
the cocoon... you know it’s a warm cozy place where
you feel safe.”

Patients with cancer and providers reflected on the
absence of opportunities to discuss emotional and
psychological needs and the lack of psychological support
services and resources during challenging TiC. A patient
described this gap in care:

One of the unmet needs that I didn’t realize I needed
was the emotional aspect of going home and trying to
cope with the family, and I had a real hard time. And
finally, they called the doctor and put me on some
emotion pills and something to calm me down.*

Transfer of information

Transfer of information was discussed in 123 evidence
sources and refers to the process of transferring or
communicating a patient’s healthcare information
between patients, general practitioners, specialists and
other healthcare providers. These evidence sources
examined the transfer of information during TiC mainly
targeting breast (34.5%), colorectal (11.3%) and multiple
types of cancer (41.5%). Patients described effective
transfers of information as those that occurred when
healthcare providers took the time to clearly explain their
prognosis, treatment plans and health system procedures.
Ineffective transfers of information resulted from having
information withheld, inadequate explanations or a lack
of interaction between patients and their healthcare
providers. Patients also described the amount of informa-
tion delivered as overwhelming and hard to understand.
Patients shared their experiences of inadequate transfer
of information between healthcare providers:

In terms of handoff, there were none, physician to
physician, it was me. It was all up to me to carry infor-
mation forward. Providers need to talk to each oth-
er, so we don’t hear different things from different
providers.g7

Sometimes my doctor had no information of the
treatments provided by another doctor. Even the spe-
cialist told me that they have not sent it...*

Another patient addressed the overwhelming amount
of information given to a patient,

I wish that things were explained to me a bit more.

You know, I had a lot of information thrown at me at
39

once.

The evidence sources illustrated that the siloed nature
of healthcare hindered the transfer of information, often
contributing to communication difficulties between
healthcare providers. General practitioners often felt
excluded from the discussion about their patient’s care.

We see this a lot with other specialties too, but I think
oncology probably might be even worse than any-
body else in terms of keeping it to themselves and
not feeling like they have to integrate things back to
what’s going on in the primary care doctor’s office.79

Continuity of care

Continuity of care, the extent of connectedness, integra-
tion and coordination of care experienced by patients
and healthcare providers,40 was addressed in 96 evidence
sources. These evidence sources concentrated on breast
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(21.9%), colorectal (7.3%) and multiple types of cancer
(44.8%). While some evidence sources reported high
levels of continuity of care, the majority found that
delays, lack of support services and improper referrals
led to fragmented care. Low continuity of care often
occurred during the transition from active treatment to
survivorship:

The support system falls apart once women complete
treatment. They lose their entire support system at
the medical level."!

Well, they cut me open, ‘fixed me’... and then sent
me on my way. Didn't hear a peep [from the medical
team]just left to my own devices for years now.*

Disconnection between different healthcare providers
was also observed during TiC, where other healthcare
providers were isolated and unaware of the oncological
care processes:

I feel like the whole [breast cancer] treatment pro-
cess was disconnected from my primary care physi-
cian. My primary care physician was not involved at
all.”?

Patient-related factors

Patientrelated factors such as their characteristics (eg,
age, sex, gender and ethnicity) healthcare expectations,
existing support networks and independence level shaped
their perception of TiC. This theme was referred to in
70 evidence sources, often concerning breast (25.7%),
colorectal (8.6%) and multiple types of cancer (40.0%).
Patients with cancer believed that the rigid structure and
procedures of the healthcare system gave rise to a lack
of personalised healthcare. Patients preferred healthcare
plans, tailored towards their unique wishes, capacities,
languages, cultural norms and religious values. A patient
highlighted the contrasting physical capabilities between
themselves and other patients during a hospital discharge
when stating,

Some women can go back after 23 hours, and some
cannot, and you should not be made to feel there is
something wrong with you if you do not.**

Collectively, patients and providers felt that tailoring
healthcare towards the individual patient was of utmost
importance.

Patients’ preconceived expectations affected how satis-
fied they were with their healthcare experiences. If expec-
tations were informed by knowledge about the healthcare
system, satisfaction was higher.**="" Frequently, patients
had high expectations (perhaps due to inadequate infor-
mation about their care and the healthcare system),
which led to dissatisfaction.

A patient’s support network of friends, family and
healthcare providers also influenced their experiences
with TiC during their care. While patients in some studies
commended the strong relationships that they developed
with their healthcare providers, which they viewed as very

supportive during TiC, others commented on the loss
of support from healthcare providers, family or friends
once they were discharged from a care setting or declared
cancer free:

I used to be this guy that had a sense of purpose and
a reason for going all of a sudden all of that is taken
away and no-one’s telling you what to do next, it’s just
come and see me in 3 months' time... for me, a mas-
sive sense of loss. It’s a loss of purpose and identity.*®

This is described in greater detail in the next theme,
healthcare provider-related factors.

Healthcare provider-related factors

Healthcare providerrelated factors were described in 43
evidence sources and refer to the knowledge, capabilities
and position of healthcare providers within a healthcare
organisation within healthcare can impact TiC among
patients with cancer. These evidence sources discussed
this theme, with many evidence sources targeting breast
(23.2%), lung (9.3%), colorectal (9.3%) and multiple
types of cancer (39.5%). This theme demonstrated
that many patients with cancer had confidence in their
healthcare provider’s capabilities. However, patients had
reduced trust in their general practitioner’s capabilities
when compared with a specialist:

I went there [GP] lots of times, he read the proto-
cols of the hospital, but he didn’t add anything... I
think it’s a lack of knowledge. I think that they [GP’s]
are not prepared when it concerns serious illnesses.
I have the impression that they are not educated on
how to react.

The hierarchy structure of the healthcare system affects
the patient-provider and provider-provider relationships.
A patient discussed the unequal patient-provider power
dynamic stating:

When you are a patient, you are not equal; the hierar-
chy shifts. Then you are a little beggar.*

Healthcare providers, including nurses and general
practitioners, felt undervalued and pressured to follow
the healthcare system hierarchy, leading to difficulty
in discussing medical decisions with other healthcare
providers. A general practitioner expressed this senti-
ment in the following quote:

As a GP I am constantly being instructed by special-
ists’ secretaries to order tests, prescribe antibiotics,
write referrals, and see post-op patients when it’s in-
convenient for the specialist.50

Health system-related factors

Health system-related factors refer to the healthcare
system’s capacity to meet the needs of patients with cancer.
This theme appeared in 67 evidence sources and largely
covered breast (22.4%), colorectal (6.0%) and multiple
types of cancer (38.8%). Health system-related factors
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focused on access to care, available resources, timeliness
and safety. Patients residing in rural areas had restricted
access to care due to transportation and limited health-
care facility hours. The lack of resources for patients with
cancer was also noticed during care, as a patient stated:

I curse at times... but you seem to be left to battle
your way throughout in yourself... But then once you
come home, then it’s like, you’re left on your own...
well knowledge of these services (stoma care)... I
found out through my daughter going on the inter-
net... it wasn’t offered to me. No, I went straight on
that myself.”!

Although evidence described healthcare efficiency
during information transfers and referrals, timeliness
during TiC such as delays to and between treatments was
also criticised by patients with cancer:

I'sat for a day and a half day in the dayroom taken to
a ward overnight and brought back the next day.”

The concept of safety differed between patients with
cancer and healthcare providers, with patients gravitating
towards healthcare system factors that made them feel
comfortable and therefore ‘safe’. A patient felt safe when
under the care of a specialist:

I have my doctor but she is not a specialist. She does
what I tell her to and orders a mammogram every
year. But, I don’t go to the oncologist anymore, and
so I worry. With the specialist, I feel prottf:cted.41

Healthcare providers were concerned about the lack
of standardisation among TiC workflows, processes and
procedures, especially during discharges:

It’s all over the place, you [have] so many things to
do, you don’t know where to start, what to do, what is
done, what is not done... and you have to rush... it’s
haywire. There is no process, to begin with.”

DISCUSSION

This scoping review identified a large body of evidence
examining TiC among patients with cancer. Despite the
abundance of evidence sources, there were still evidence
gaps identified. A large proportion of included evidence
sources focused on a few types of cancer (breast and
colorectal), a few TiC (diagnosis to treatment and active
treatment to survivorship) and originated from high-
income countries leaving a gap in our understanding
of other TiC (including TiC during active treatment)
and types of cancer. The call-to-action from the Insti-
tute of Medicine in 2006 and the Joint Commission
in 2012* % likely contributed to a spike in research on
TiC, with 97.9% of the included evidence sources being
published in 2006 or after. Similarly, there has been a
shift in the type of research and the TiC explored since
the COVID-19 pandemic—research after the pandemic is
focused on delays in transitions, especially from diagnosis

to treatment, and is largely quantitative rather than qual-
itative. This surge in research is likely a response to the
extensive healthcare delays caused by the COVID-19
pandemic.”* There were numerous qualitative studies,
conducted mostly pre-pandemic, that explored patient,
family and provider perspectives during TiC, resulting
in six main themes: transfer of information, emotional
impacts of TiC, continuity of care, patient-related factors,
healthcare provider-related factors and healthcare system-
related factors.

Understanding TiC within the cancer continuum is an
important step towards minimising the potential negative
outcomes associated with TiC (increased medical errors,
adverse events and healthcare expenditure).”” 7 Inef-
fective TiC can have an economic impact on the health-
care system, such that patients who experience three or
more transitions after hospital discharge increase Medi-
care expenses by $15billion.”” ** Medical errors during
TiC may partly contribute to the increase in TiC and
consequently the increased cost. Previous research shows
that 49% of hospitalised patients experience at least one
medical error during the transition from inpatient care
to outpatient care contributing to the $20billion annual
cost of medical errors in the USA.”*® This is particularly
relevant for patients with cancer; Christiansen e alfound
that 50% of adverse events experienced by patients with
cancer were related to TiC, with 46% of them causing
physical harm to the patient and nearly half (43.5%)
being preventable.®’ As many TiC-related adverse events
are preventable,” ™ there is a clear opportunity to reduce
adverse events and improve patient health by strategically
targeting ineffective TiC. Additional research is needed
to identify and understand specific TiCs where there are
opportunities for improvement.

This scoping review revealed a paucity of evidence
among certain types of cancer and certain types of TiC.
Few evidence sources examined TiC among patients
with prostate, blood, gynecologic, brain and head and
neck cancers. Based on the evidence identified in this
study, TiC are unique to each type of cancer; likely due to
specific treatment plans and approaches for each type of
cancer.*® % Sisler ¢t al found that 71% of patients with
colorectal cancer felt they were adequately prepared to
experience the transition from active treatment to follow-up
care.” While Jones et alreported that during the same tran-
sition, patients with endometrial cancer were inadequately
prepared, facing difficulties communicating with health-
care providers and accessing information and resources.”’
Similarly, this study revealed that each TiC has unique chal-
lenges. Suryanarayana et al found that patients with cancer
transitioning from oncology to palliative care wanted
appropriate counselling resources, and adaptability from
their healthcare providers towards their unique cultural,
linguistic and religious inclinations™; whereas Carrillo et al
identified that when transitioning from hospital to home,
patients with cancer experienced uncertainty, craved
control and yearned for home.” Given that each TiC is
unique, and different types of cancer have specific needs,
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additional evidence around each TiC among a variety
of cancer types is needed, particularly for understudied
cancers and high-risk TiC identified among other patient
populations.?' ""° Patients with cancer require customised
support and resources to successfully navigate each unique
TiC, highlighting the necessity to develop and tailor inter-
ventions that address these challenges.

Interventions to improve TiC can successfully miti-
gate negative outcomes related to ineffective TiC among
patients with cancer.”” ™ This study identified 168 evidence
sources that explored interventions to improve TiC
among patients with cancer, some of which successfully
improved TiC and care for patients with cancer. Imple-
menting tailored survivorship care plans during the tran-
sition from active treatment to survivorship is effective
in reinforcing follow-up plans, transferring information,
reducing symptom burden and improving both patient
satisfaction and quality of life.””** Similarly, developing
and implementing an Electronic Medical Record-based
handoff tool effectively conveyed necessary information
prevented errors, and reduced ineffective TiC for patients
with cancer.*® Additional strategies included assigning a
designated healthcare professional to provide continued
support during these TiCs and providing psychosocial
support to patients with cancer and their families through
establishing formal protocols.** ® Many of the interven-
tions identified in this study were related to the transition
from active treatment to survivorship, and the evalua-
tion of the effectiveness of interventions was commonly
lacking. Further research into the development of inter-
ventions, scalable strategies and rigorous evaluations for
a broad range of TiC (including a systematic review of
the interventions) is crucial, especially for understudied
cancers and TiC.

This scoping review was conducted using rigorous and
transparent methodology to map and synthesise evidence
on TiC among patients with cancer. One limitation of
the methodology was that potentially relevant evidence
sources may have been missed. To mitigate this potential
limitation, this review employed a robust search strategy
with no restrictions on language, publication type or
publication date. This also allowed for the inclusion of
a wide range of study designs and methodologies as well
as grey literature, published and unpublished material.
This study included data for all TiC and types of cancer,
which was limited to previous reviews on TiC,** and
provides a broad understanding of TiC among patients
with cancer, but this could also be viewed as a limitation
because granular details were challenging to report due
to the size and scope of the review. For that reason, addi-
tional systematic reviews should be done to explore the
efficacy of methods for information transfer during TiC,
the emotional impacts of TiC and interventions for TiC
among patients with cancer.

CONCLUSION
This scoping review reveals ample literature on TiC
among patients with cancer but also identifies evidence

gaps for certain types of cancer (ie, prostate, bowel, liver,
pancreatic, oesophageal) and TiC (ie, home to the emer-
gency department, between different levels of health-
care or different healthcare providers), highlighting the
need for more targeted evidence. Broadly, patients with
cancer express being ill-equipped to transfer between
healthcare settings and providers, due to unsuccessful
transfer of information and poor communication.? ¥%!
Patient-oriented interventions including tailored survi-
vorship care plans and nurse coordinators are beneficial
in reducing unintended consequences of TiC on patient
outcomes and the healthcare system.
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