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Introduction
DuringOver the last decades, quality in cancer care has become central along with the change in the nature of cancer as a disease and the treatments available have changed and quality in cancer care has become central  [Shapiro, 2018]. Advanced technologies have led to reduced mortality, and increased survivorship rates, and cancer had becomeis now a chronic disease [Bashkin et al., 2021]. The definition of survivorship as such startsSurvivorship begins at the diagnosis point and continues throughthroughout the survivor’s life, indicating the necessity to consider the. In light of this, survivor care of survivors asshould be an integral part of the cancer care continuum [Shapiro, 2018]. Thus, understanding survivors' perceptions in terms of Understanding how cancer survivors perceive the care and support they receive is crucial to achieving quality cancer care across the cancer trajectory [Rowland et al., 2006; Dopelt et al., 2022].
Quality in The quality of the continuum of cancer care continuum is influenced by the decisions and actions of both the patients and health care professionals duringthroughout the multiple processes of care [Zapka et al., 2012]. Integrative and well-coordinated cancer care is an important factor affecting decision-making and the development of a structured patient-centered process of care [Sidhom & Poulsen, 2006; McCormack et al., 2011]. Recent studies showedhave shown the benefits of using models for Integrative  integrative cancer care models, which include patient adherence to the recommended medical treatment, improvement ofimproved quality-of-care measures, maintaining continuity of care, and leading to longer survivorship [Chirgwin et al,., 2010; Freeman et al,., 2011; Kowalski et al., 2017]. A study conducted among breast cancer patients found that thean integrative and holistic process of care should consider instrumental aspects (for example, coordination of testse.g., coordinating between test and treatment sessions), cognitive aspects (for example,e.g., patient involvement and joint decision-making), and emotional aspects (for example,e.g., empathy and psychosocial support), which join other). These along with additional aspects to form ana holistic experience of care [Admi et al,., 2014]. 	Comment by Daniella Blau: Perhaps specify here? 
Continuity of care as a positive outcome of an integrative cancer care management is increasingly becoming a focus of cancer care has been emphasized lately with the expanding trend to transferattention as cancer care services are being transferred to community settings. Continuity of care has an extensive effect on cancer patients, studies show it associates and was found to be associated with high satisfaction, levels and an increase in quality-of-life indicators, and mental health indicators [Hudson et al,., 2009; Aubin et al,., 2012]. On the other hand, lack of continuity inof care was found to be associated with increased consumption of medical resources and, unnecessary use of medical services [Skolarus et al,., 2012]. In a recent study, conducted among breast cancer patients [Chen et al,., 2019], continuity inof care in the transition between hospital settings and community settings increased the likelihood of patients complying with recommendations to performand arriving for follow-up tests in the community. In addition, lack of continuity inof care washas been correlated with hospital readmission to the hospital and an increase in emergency department visits. Chen et al.,. [2019] also noted that continuity inof care promotes caregiver-patient communication regarding information relevant to the disease. To improve the quality of cancer care, attention must be directedgiven to both the transitions between care types andas well as the actual service delivery [Zapka et al., 2003; Grunfeld & Earle, 2010].
In the current study, we conducted in-depth interviews were conducted with cancer survivors and healthcare and oncology professionals to gain deeper insights into thevarious components of quality in cancer care and the role of oncology nurses in prompting and maintaining quality inacross the continuum of cancer care continuum. The uniqueness of this research stems, first, from is unique in that it is based on interviews with survivors and not with active patients. Our purpose was to get athe survivors’ perspective on their experience, from the moment of receiving the notification of the disease until thediagnosis through their recovery and theto their life today as a cancer survivor. Second, from the comparison ofcancer survivors. The study is also unique in that it compares the perceptions of the two populations: cancer survivors versusand healthcare professionals.

Methods
We conducted a qualitative study using semi-structured interviews usingbased on interview guides. TheTwo topics that guided the question development are progression of the followingquestions: (1) cancer patients and survivors'survivors’ needs; and (2) the nurses’ role of nurses in maintaining the quality of cancer care. 
The study was approved by the Ashkelon Academic College Ethics Committee (Approval #20-2020).

Population and procedure
Semi-structured in-depth interviews were conducted with sixteen16 cancer survivors and twenty-two22 healthcare professionals between August and October 2021, after informed consent was obtained. To recruit cancer survivors, posts were postedpublished in cancer patients'patient forums on Facebook. To recruit healthcare professionals, postsnotices were posted in cancer centers. Those who were interested contacted the research assistant and were given a detailed explanation regarding the purpose of the research purpose. Among. Of the healthcare professionals, four interviewees were males,male and eighteen18 were females. Four were female. These included four physicians and eighteen18 nurses. AmongOf the cancer survivors, six interviewees were males,male and ten were females (female (ranging 40–85 years of age range 40-85). The cancer survivors had recovered from different types of cancer (breast, lymphoma, colon, soft tissue tumor, anal tumor, lungslung, ovarian, and prostate) inat various stages of the disease. 
All the interviews were conducted over the telephone due to COVID-19 social distancing restrictions and were audiotaped and transcribed verbatim in Hebrew. The interviewer was a Clinical Psychologyclinical psychology graduate student, trained in qualitative research methods and supervised by the study'sstudy’s research staff (OB and KD). No relationship was established before the study commencement between the interviewer and the participants. before the study began. Each interview was audio-recorded and lasted between 40 and –60 minutes.

Study tool
The in-depth interviews were semi-structured. The wording and order of the questions changed followingbased on the interview dynamics to maintain continuity and flow and encourage openness among the interviewees to be open. Two guides were developed, one for the cancer survivors and the other for the healthcare professionals who participated in the study. Both guides were developed. This was done in collaboration with oncology staff members and drew on our reviews of the literature. The interview guides were validated using the content validation method by two review. Two oncology nurses and two physicians validated the content of the guide to ensure that the questions were relevant to assessassessing quality aspects inacross the cancer care continuum. The guides were pilot tested withon one cancer survivor and one oncology nurse to ensure a smooththat the interview flowflowed smoothly and verify comprehension ofthat the questions. Information were comprehensible. The information collected during the interviews included perceptions of the survivors and healthcare professionals toward theprofessionals’ perceptions of the nurses’ role of nurses in cancer care, responding and how healthcare professionals responded to the needs of cancer patients, providingprovided information and support, managingmanaged treatments, maintainingand maintained continuity of care, andin addition to background demographic details of the interviewees (Appendix 1).

Data analysis
The interviews were transcribed and analyzed using the ATLAS.ti v.8 software according to a thematic analysis method based on grounded theory [Shkedi, 2003] in the ATLAS.ti v.8 software. The analysis included incorporating ]. We analyzed deductive themes arising from the research topics and based ona review of the literature review ofon quality in cancer care and cancer survivors'survivors’ needs, together in combination with inductive themes that emerged from the data [Shkedi, 2003]. The interviews were transcribed accurately by a professional, and the interpretive analysis was done close tosoon after the interviews. were conducted. The transcripts were analyzed in several stages: 1). We began by reading the interviews were read at least once to achieve angain in-depth and comprehensive knowledge of the data. 2) researchersBased on this we identified ideas, categories, and themes related to the study'sstudy objectives. 3) We then reread the transcripts and redefined the central themes were redefined to include encoded quotes and examples based on re-reading the transcripts.. Relevant passages were marked and allocated to one of the content themes. TheFinally, the themes and quotes were documented in English at the final stage. The description of the . The findings was accompanied by citations from the interviewees and thus provided continuous evidence for matchingbelow include transcript quotes that support the interpretation and the interviewees'classification of the interviewees’ unique voices.	Comment by Daniella Blau: Or “translated to”?

Results
Participants’Table 1 and Table 2 below present the participants’ characteristics and codification are available in Table 1 and Table 2.. 

Table 1. Characteristics of the cancer survivor's intervieweessurvivor participants
	Cancer survivor code
	Gender
	Age
	Time from recovery
	Cancer type

	CS1
	Male
	56
	7 years
	Colon

	CS2
	Female
	49
	3 years
	Breast

	CS3
	Male
	85
	2 years
	Lymphoma

	CS4
	Female
	63
	6 years
	LungsLung

	CS5
	Female
	66
	22 years
	Breast

	CS6
	Male
	81
	1.5 years
	Prostate

	CS7
	Female
	47
	6 years
	[bookmark: _Hlk112656964]Soft tissue tumor

	CS8
	Male
	67
	5 years
	Prostate

	CS9
	Male
	40
	6 months
	Neck

	CS10
	Female
	60
	17 years
	Breast

	CS11
	Female
	64
	2 years
	[bookmark: _Hlk112657827]Anal tumor

	CS12
	Male
	72
	6 years
	Colon and LungsLung

	CS13
	Female
	71
	5 years
	Breast and LungsLung

	CS14
	Female
	70
	4 years
	Ovarian

	CS15
	Female
	44
	2 months
	Breast

	CS16
	Female
	46
	12 years
	Breast



Table 2. Characteristics of the healthcare professionalsprofessional participants
	Healthcare professionals code
	Gender
	Role

	P1
	Male
	Hospital Oncologist, Headoncologist, head of Oncologythe oncology department

	P2
	Female
	Hospital Oncologistoncologist

	P3
	Male
	Hospital and Community Oncologist, Headcommunity oncologist, head of Oncologythe oncology department

	P4
	Male
	Hospital and Community Oncologistcommunity oncologist

	N1
	Female
	Senior Nurse,nurse working at the Departmentdepartment of professional development in the Nursing Management,nursing management at the Ministry of Health

	N2
	Female
	Hospital Oncologyoncology nurse 

	N3
	Female
	Community Oncologyoncology nurse

	N4
	Female
	Community Palliativepalliative care nurse

	N5
	Female
	Community Palliativepalliative care nurse

	N6
	Female
	Community Palliativepalliative care and Oncologyoncology nurse

	N7
	Female
	Hospital Oncologyoncology nurse

	N8
	Female
	Hospital Oncologyoncology nurse, Boardboard member of the Association for Oncology Nursing Society	Comment by Daniella Blau: This needs to be verified

	N9
	Female
	Hospital Palliativepalliative care nurse, also working also in nursing management at the Nursing Management, the Ministry of Health

	N10
	Female
	Hospital clinical nurse specialist

	N11
	Male
	Hospital Palliativepalliative care nurse

	N12
	Female
	Hospital Palliativepalliative care and radiotherapy nurse

	N13
	Female
	Senior Nurse, Headnurse, head of the ambulatory division in a hospital, including Oncologyoncology and Hematologyhematology clinics

	N14
	Female
	Hospital Palliativepalliative care nurse

	N15
	Female
	Senior Nurse, Headnurse, head of the Department of professional developmentProfessional Development in the Nursing Management, at the Ministry of Health

	N16
	Female
	Hospital Palliativepalliative care nurse, breast cancer specialist

	N17
	Female
	Hospital Palliativepalliative care nurse

	N18
	Female
	Hospital Oncologyoncology nurse



Themes
The data analysis resulted in fourFour main themes that emerged from the interviews: patient . The first is “Patient participation in the cancer care plan-shared: Shared information and decision-making; emotional and .” The second is “Emotional aspects and facets of support aspects in cancer care.” The third is “Continuity in cancer care; continuity in cancer care – turning from being a patient in the: From hospital patient to a survivor in the community; cancer ,” and the fourth is “Cancer care management..”  Figure 1 illustrates the themes along the three main phases of cancer disease.

Figure 1: Themes related to quality in cancer care along the three main phases of cancer disease
[image: ]

1. [bookmark: _Hlk112671539]Patient Participation in the cancer care plan-shared: Shared information and decision making 
[bookmark: _Hlk112147902]This theme includedincludes two main sub-themes: shared . The first is the sharing of information as a central factor ofaffecting patient involvement inacross the cancer care continuum, and. The second is support in decision-making as an individual need which is seen as a complex but rather necessary in need that should be addressed as part of cancer care. 
Cancer survivors described the majortheir need for information, which was especially strong at the beginning of the treatment phase. Information was needed regardingThey described wanting information about their medical condition and the expected care plan, different options forof medications and their respective side effects, the effects ofand how the disease onwould affect their daily living, andlife. In addition, they noted their need for information regarding various administrative aspects, including financing options and social security.
Some described receiving comprehensive information and a clear explanation at the hospital from the doctors and/or nurses. Some were required at the hospital. Others had to find the information independently (searching the information on the Internet, throughtheir own (by going online, asking relatives, or throughapproaching external consultationsconsultants). Many noted the knowledge andnurses’ ability of the nurses to explain and complete gaps in knowledge and understandingprovide missing information and help them understand more about the disease that, in contrast to what they felt they did not receivereceived from the doctors. DoctorsThe doctors mentioned the importantimportance of the nurse’s role of the nurse as a complementary source of information. Cancer survivors and the oncology staff describedraised the need to have onefor a single comprehensive and concentrated source of information onfor all issues throughouton the cancer care continuum, contrary to rectify the current situation, in which eachhospital staff member gavecan only provide information about hisrelated to their specific field/area but not about the whole process of care.

I gathered the information myself. I don’t think the doctor ever gave me all the information. He gave me information about his field, but nothing beyond that, for example, about studies or the treatment plan and what my options were throughout the process. I had many questions. For example, I got the results of a PET/CT scan and I couldn’t get the doctor on the phone. I kept calling and calling and he didn’t have time or couldn’t answer and I was extremely anxious. Or when I felt unwell and was vomiting and having stomachaches and didn’t know if it was related to the chemo, and all kinds of things like that.
Tsipi, a survivor

The doctor treated me with respect and took everything I said seriously. He contacted me outside of work hours, outside of work hours, when I wasn’t at the hospital, to consult with me about how to move forward, to ask for my input. I was an active participant in the process and that was very important to me. At the beginning of the process I was at a different hospital and I wasn’t that interested. There were so many things I didn’t understand, so I didn’t really care. But now I feel like someone who has a say. I know my body really well and the cooperation with the doctors throughout the entire period at the hospital was very important.
Dganit, a survivor

[bookmark: _GoBack]I’ve come across quite a few cases of patients missing critical information. For example, there was a patient who arrived with a lump in her breast who had surgery, or a patient who arrived with a tumor in his colon who had surgery and they had no idea they needed to schedule an appointment to see the oncologist. I came across quite a few of these patients completely by accident, because they turn to me as someone who can answer many different kinds of questions. Suddenly I realize that the patient hasn’t contacted oncology and hasn’t scheduled an appointment because the surgeon told him everything was alright and that he was completely clean, so he assumed there was nothing else he needed to do. These are the implications of not sharing information with patients.
Galit, a nurse


אני אספתי את המידע בעצמי. אני לא חושבת שהרופא נתן אי פעם את כל המידע. הוא נתן מידע שרלוונטי לתחום אחריותו, אבל לא מעבר. למשל על מחקרים, על תכנית הטיפול והאפשרויות לאורך כל התהליך. היו הרבה שאלות, למשל קיבלתי תשובות של ה-"PET CT" והרופא אני לא יכולה לתפוס אותו ואני מצלצלת עוד פעם ועוד פעם ואין לו זמן או שהוא לא יכול לענות ואני בחרדה איומה או שאני לא מרגישה טוב ואני מקיאה ויש לי כאבי בטן, ולא יודעת האם זה שייך לכימו  או לא וכל מיני דברים כאלה.   ציפי מחלימה.


הרופא התייחס בכבוד וברצינות לכל מה שאמרתי. יצר איתי קשר מעבר לשעות העבודה. מעבר לשעות, מעבר לזה שהייתי בבית חולים, להתייעץ איתי לגבי ההמשך, לשאול אותי. הייתי שותפה פעילה לתהליך שזה היה דבר מאוד חשוב לי. בהתחלה של התהליך שהיה בבית חולים אחר, לא ענין אותי כל כך, גם לא הבנתי כל-כך הרבה דברים אז לא היה לי אכפת. אבל עכשיו אני מרגישה בן אדם שיש לו SAY. אני מאוד מכירה את הגוף שלי. והיה מאוד חשוב השיתוף פעולה הזה שהיה לי עם הרופאים לאורך כל הדרך בבית החולים. דגנית מחלימה.

אני נתקלת בלא מעט מקרים של חולה עם חוסר מידע קריטי. למשל מקרה של חולה שהגיעה עם גוש בשד ונותחה, או חולה שהגיע עם גידול במעי הגס ונותח והוא אפילו לא יודע שהוא צריך אחרי זה לקבוע תור לאונקולוג. מצאתי לא מעט חולים כאלה לגמרי במקרה. כי פונים אליי כגוף ידע בכל מיני שאלות אחרות ופתאום אני מבינה שהחולה אפילו לא פנה לאונקולוגיה, ולא קבע תור כי הכירורג אמר לו הכול בסדר, ניקיתי הכול, אז הוא הניח שהוא כבר לא צריך כלום. אלה השלכות של חוסר ידע וחוסר שיתוף של המטופל. גלית אחות סיעודית.
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