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Abstract 

Objective: The facilitation of complex cancer rehabilitation interventions in primary health care 

has become of growing importance to meet the bio-psycho-social needs of cancer survivors. 

However, the delivery of cancer rehabilitation is debated and services are underutilized. Cancer 

coordinators (CCs) provide patients with coordinated services throughout the trajectory. Little is 

known about CCs' rehabilitation-focused tasks. This study’s objective was to explore Norwegian 

CCs' experiences with cancer rehabilitation interventions in primary health care.  

Methods: Data were obtained via two focus group interviews with 12 participants, analyzed using 

thematic analysis and discussed using Salutogenesis, a theory for health promotion.  

Results: The analysis revealed three themes: 1) ‘A missing link’ to cancer rehabilitation in 

primary health care, 2) Aiming to put cancer rehabilitation ‘in the spotlight’, 3) The need to build 

a system for rehabilitation service delivery.  

Conclusion: CCs experience a lacking focus on and missing systems for cancer rehabilitation in 

primary health care. CCs aim to improve local practices by advocating patients’ needs and 

educating professionals. CCs must be supported via education and training in system-level work, 

an increased policy focus and resources for cancer rehabilitation. More research is required into 

how CCs may facilitate cancer rehabilitation in primary health care. 
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which has been published in final form at https://dx.doi.org/10.1111/ecc.13030. This article may be used for non-commercial purposes in accordance with 
Wiley Terms and Conditions for Use of Self-Archived Versions.
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Introduction 

With increasing numbers of cancer survivors and their risk of physical, psychosocial and 

economic consequences from cancer and its treatment, multidimensional or complex cancer 

rehabilitation has become a pressing public health issue (Alfano, Ganz, Rowland, & Hahn, 2012; 

Dalton, Bidstrup, & Johansen, 2011; Hellbom et al., 2011; Thorsen et al., 2011). Cancer 

rehabilitation is commonly defined as a goal-oriented, coordinated and multidisciplinary health 

promoting process supporting the individual to obtain best possible functioning and participation 

in the physical, psychosocial and vocational life domains, relieve symptom burden, enhance 

independence and Quality of Life (QoL) (Hellbom et al., 2011; Jensen, Piester, Nissen, & 

Pedersen, 2004; Reigle et al., 2017). Complex interventions typically combine elements of 

physical activity, nutrition, psychoeducation and goal setting, peer support and individual follow-

up. Research indicates that tailored, multidimensional rehabilitation interventions have better 

outcomes on physical functioning, fatigue, psychological distress and QoL than single 

approaches (Fors et al., 2011; Mewes, Steuten, Ijzerman, & van Harten, 2012; Scott et al., 2013).  

Internationally, multidimensional cancer rehabilitation is mainly provided in cancer care centers 

in the secondary, tertiary and private sector (Hellbom et al., 2011; Stubblefield et al., 2013). Little 

attention has been given to how comprehensive rehabilitation interventions may be provided in 

primary health care (Bober et al., 2009; Faithfull, Samuel, Lemanska, Warnock, & Greenfield, 2016; 

Ugolini et al., 2012). Systems for cancer rehabilitation in primary health care are often fragmented 

and poorly developed, and patients are frequently lost to follow-up at the interfaces of care sectors 
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(Bober et al., 2009; Faithfull et al., 2016). Patients are therefore at risk of missing rehabilitation 

services, unmet rehabilitation needs, psychological distress and reduced QoL (Miller et al., 2016; 

Thorsen et al., 2011; Veloso et al., 2013.)  

Norway is a unitary state, comprising 18 counties and 422 municipalities, which are the political 

and administrative subdivisions of the country. Primary health care is provided at the municipal 

level. Due to the sparse population of the country, the municipalities are geographically diverse 

and vary in size, infrastructure, and the organization of primary health care services (Helse- og 

omsorgsdepartementet, 2011; Vattekar, 2015). Following a re-organization of health care services 

in 2012, Norwegian municipalities are in charge of providing rehabilitation and follow-up care, 

and patients with complex needs are legally entitled to rehabilitation and an individual care plan 

(Helse- og omsorgsdepartementet, 2011). In cancer care, however, responsibilities for initiation 

and coordination of complex rehabilitation interventions are often unclear, which can yield 

fragmented and poorly coordinated services in primary health care (Helsedirektoratet, 2012). To 

facilitate comprehensive care and improve service coordination, including rehabilitation, in 2012 

the Norwegian Cancer Society created 130 cancer coordinator (CC) roles in 215 municipalities 

(Vattekar, 2015). Resembling international coordinator functions, Norwegian CCs usually have a 

nursing background and operate at both the patient- and the system-level to address barriers to 

care (Monterosso, Platt, Krishnasamy, & Yates, 2011; Reigle, Campbell, & Murphy, 2017; 

Smith, 2016; Vattekar, 2015). The role of Norwegian CCs has been explored in previous 

research, showing that they execute diverse tasks in accordance with the various municipal 

frameworks (Lie, Hauken & Solvang, 2017; Lie, Solvang & Hauken, 2018).  

Internationally, there has been growing interest in using professionals in navigating roles to 

facilitate coordinated cancer care. Research shows that professionals in navigating roles can 
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reduce barriers to care, harness the skills of local professionals and facilitate coordinated, 

multidisciplinary services across sectors (Freijser, Naccarella, McKenzie, & Krishnasamy, 2015; 

Lie et al, 2017; Monterosso et al., 2011; Smith, 2016). Accordingly, CCs may represent one 

possible model to ensure the delivery of complex cancer rehabilitation interventions. However, 

previous research has focused on understanding and evaluating the role of coordinators in general 

rather than in the context of cancer rehabilitation (Freijser et al., 2015; Monterosso et al., 2011; 

Smith, 2016). Other research has indicated that cancer rehabilitation appears to have a marginal 

role in CCs’ work (Lie et al, 2017;2018). Hence, little is known about how professionals in 

primary health care work to accommodate cancer patients’ rehabilitation needs despite a 

widespread request for such research (Bergholdt et al., 2013; Dalton et al., 2011; 

Helsedirektoratet, 2012; Vattekar, 2015). 

Theoretical framework 

Salutogenesis, a theory of health promotion by Aaron Antonovsky’s (1979, 1987) was chosen as 

theory for interpreting and discussing this study’s findings. In line with the principle of cancer 

rehabilitation, Salutogenesis adopts a holistic perspective on health and health-promoting 

processes in individuals and settings (Antonovsky, 1987). The theory is centered around factors 

that impact health (of cancer patients) and health promoting interventions, such as cancer 

rehabilitation. According to Salutogenesis, a patient’s ability to improve or maintain health 

(called “sense of coherence”) is influenced by three core components. These include the 

situation’s comprehensibility (e.g. information), manageability (care coordination) and 

meaningfulness (e.g. psychosocial support) (Antonovsky, 1979). The same principles apply to 

facilitate interventions at a system level, e.g. the delivery of cancer rehabilitation. For instance, 

health professionals’ ability to deliver complex interventions is influenced by the degree to which 
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they perceive the task as comprehensible, manageable and meaningful (Antonovsky, 1987). In 

this study, we apply the theory in the discussion of the findings, as it can facilitate a more 

nuanced understanding of CCs’ experiences with the delivery of cancer rehabilitation services. 

Study Aim 

To bridge the aforementioned research gap, this paper focuses on Norwegian CCs’ experiences 

with the delivery of cancer rehabilitation interventions in primary health care. In so doing, we 

seek to answer the following research question: ‘What are Norwegian CCs’ experiences with the 

delivery of complex cancer rehabilitation interventions in primary health care?’  

Methods 

To gain an in-depth understanding of CCs’ experiences related to cancer rehabilitation, we 

applied a qualitative, hermeneutic approach based on the work of Gadamer (Gadamer, 1976, 

1989; Koch, 1996). Within this approach, new knowledge and understanding is generated in a 

dialectical process between the investigator and the informants (“hermeneutic circle”) until a 

common understanding about the phenomenon is reached (Gadamer, 1976, 1989; Koch, 1996). 

Because this process is shaped by the context, prior knowledge and subjective experiences, the 

authors discussed how these factors may have impacted the interpretation of results (Gadamer, 

1989; Koch, 1996). With backgrounds in health promotion, cancer nursing and sociology, all 

authors had some preconceptions of the topic and these were made explicit and critically 

discussed during the research process. This facilitated awareness and reflexivity and allowed the 

researchers to approach the topic faithfully (Koch, 1996). 
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Sampling Procedure 

The eligibility criterion for this study was ‘being a CC funded by the Norwegian Cancer Society 

and working in the municipality’. Based on literature guidelines for focus groups, we aimed to 

conduct two focus groups with five to ten participants (Kitzinger and Barbour,1999; Morgan, 

1997). To generate a diverse sample, we used purposive maximum variation sampling. Based on 

available data from Statistics Norway, websites of the Cancer Society and Norwegian 

municipalities (Kreftforeningen, 2012; Statistisk sentralbyrå, 2014), we selected 20 CCs from 

heterogeneous municipalities of different age, gender, full-time equivalent and work experience. 

The CCs were approached and invited by e-mail with information about the study. Due to great 

traveling distances and time constraints, 14 out of 20 CCs declined to participate. Using 

convenience sampling (Creswell, 2013; Morgan, 1997), we consecutively recruited CCs based 

close to focus group locations. In line with the recommended sizes for focus groups (Kitzinger 

and Barbour,1999; Morgan, 1997), we completed recruitment after 14 CCs had given consent. 

From these 14 CCs, two had to cancel the appointment at short notice due to illness. The final 

sample resulted in two focus groups with seven and five participants, respectively. No participant 

was turned away.  

Interview Procedure  

The focus group interview procedure was planned and conducted based on the guidelines of 

Kitzinger and Barbour (1999) and Morgan (1997). The focus groups were held in conference 

rooms in the two largest towns of Norway. They were moderated by the first author, supported by 

a co-moderator who acted as an observer. An independent researcher co-moderated focus group 1 

and the second author co-moderated focus group 2. The interviews were conducted using a semi-

structured interview guide, as shown in Table 1. Interview questions were based on the identified 
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knowledge gap, designed in discussions in the research team and in accordance with established 

guidelines for interview guides (Creswell, 2013; Morgan 1997). The questions targeted CCs’ 

experiences with the delivery of complex rehabilitation interventions in primary health care, 

allowing participants to raise additional topics. The interviews lasted 120 minutes, were 

audiotaped and transcribed verbatim. 

Ethical considerations  

The Oslo Metropolitan University and the Norwegian Centre for Research Data approved the 

conduct of our study (Pr.no.38673). All participants gave informed and written consent, and the 

researchers followed established guidelines in preserving anonymity and secure data handling 

(World Medical Association Declaration of Helsinki, 1964).  

Data Analysis  

The data were analyzed using six steps to thematic analysis (TA) by Braun & Clarke (2006). TA 

is widely used in health research and across a range of qualitative methods and research designs. 

As knowledge is generated in a circular process, it fits the tenets of hermeneutic research. (Braun 

& Clarke, 2006, Gadamer, 1976). First, the authors familiarized themselves with the data. 

Second, entering the hermeneutic circle of pre-understanding and understanding, the interview 

transcripts were re-read and coded by the first author, using the coding software NVIVO to 

organize the rich material (QSR NVivo, 2007). Third, the codes and data extracts were organized 

into preliminary themes. The authors discussed the codes and themes while critically considering 

their own presumptions. Fourth, the authors re-immersed themselves in the data, contextualizing, 

reviewing and refining the themes. The process was finalized when the researchers had reached a 

consensus on all the findings. Fifth, three main themes were identified and labeled, which 

represented a coherent and comprehensive picture of Norwegian CCs’ experiences with the 
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delivery of cancer rehabilitation interventions in primary health care. Sixth, the findings are 

presented and discussed, as follows. Quotes from the interviews are provided to add meaning to 

the text. The quotes were first translated to English, and the translated back to Norwegian to 

ensure that original meaning was captured.  

Results 

The characteristics of the final study sample are outlined in Table 2. The mean age of the 

participants in the focus group study was 51 years (range 31–62), 92% were female. All 

participants were nurses, where 83% were specialized as cancer nurses. 67% worked in full-time 

positions. CCs were organized as part of either the health and social services (50%), the home 

care services (25%), the medical service center (17%) or the municipal administration (8%). The 

mean inhabitant number of the participants’ municipalities was 33768 (range 7806 – 84476). The 

characteristics of the study sample mirror the characteristics of the overall population to a high 

degree (Vattekar, 2015). However, with 92% of CCs employed in one municipality/capital 

district there was an underrepresentation of CCs working in two or more municipalities. The 

majority of CCs were from East and West Norway, while CCs from South and North Norway 

were underrepresented. 

The group interaction was dynamic and complementary in both focus groups, requiring minimal 

moderator involvement (Creswell, 2013; Morgan, 1997). However, in focus group 1, one 

participant tended to dominate the discussion, leading the moderator to encourage other 

participants to share their experiences as well (Morgan 1997).  
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The analytical process led to three main themes: (1) ‘A missing link’ to cancer rehabilitation in 

primary health care; (2) Aiming to put cancer rehabilitation ‘in the spotlight’; (3) The need to 

build a system for rehabilitation service delivery.  

Theme 1: ‘A missing link’ to cancer rehabilitation in primary health care 

Theme 1 reflected the CCs’ experiences of the current delivery of cancer rehabilitation services 

in primary health care. Most participants outlined a vision of complex interventions that 

addressed cancer patients’ bio-psycho-social rehabilitation needs throughout the care trajectory. 

This contrasted their experiences of current practices in primary health care, where services were 

scarce and mainly provided as single, post-treatment interventions such as physiotherapy. The 

CCs noted that the municipalities had focused on facilitating palliative care and that they 

perceived a missing link to cancer rehabilitation interventions during patients’ cancer trajectory. 

CC1:‘What I perceived all the way is that there is a missing link. We have cancer 

rehabilitation centers; we have [general] community rehabilitation services the patients 

could be linked to.’ CC5:‘Yes, I think it is very fragmented and there is no system [cancer 

rehabilitation].’(Focus group [FG]1) 

The CCs described that health professionals’ knowledge appeared to be limited to their own 

medical field, yielding a limited understanding of patients’ overall bio-psycho-social 

rehabilitation needs. CCs perceived a lack of common conceptualization of cancer rehabilitation 

and unclear responsibilities for its delivery, particularly in patients’ transitions between health 

care sectors.  

CC2:‘I don’t know if anybody has made a plan for rehabilitation – everybody is working 

in their medical bubbles…’ CC1:‘Yes, the specialized services often provide a brochure 
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and that’s it. Well, I don’t think they are very good at it and many general practitioners 

(GPs) know little about rehabilitation. It’s up to the patients to make an appointment with 

the GP after their treatment, and often they don’t do it. The municipality doesn’t do it 

either.’(FG1)  

The CCs perceived working with cancer rehabilitation as difficult, as primary health care 

providers did not routinely engage in patients’ follow-ups and seldom referred them to the CCs 

after their hospital discharge. CCs raised concerns regarding unequal access to cancer 

rehabilitation interventions, as its delivery seemed to depend on the engagement of the patients, 

their families or dedicated professionals.  

Theme 2: Aiming to put cancer rehabilitation ‘in the spotlight’  

Theme 2 comprised CCs’ accounts of how they operated to facilitate rehabilitation interventions 

in primary health care. The participants described acting as patients’ advocates, educating 

professionals on their bio-psycho-social needs and promoting a focus on multidisciplinary 

rehabilitation interventions throughout the trajectory. Most of them noted gradual changes in 

health professionals’ ideas of cancer rehabilitation over time.  

CC7:‘When I started working, there was a widespread idea of that, if the patient couldn’t 

get better, there was no use for rehabilitation. And that has changed.’ CC11:‘The idea is 

that most patients should stay at home as long as possible.’ CC8:‘Yes…rehabilitation 

[means now]…maintaining the current level of functioning and coping in daily life.’(FG2)  

To enhance coping and participation, the CCs promoted patients’ involvement in the planning of 

their rehabilitation course, considering individual values, goals and resources as opposed to a sole 

focus on their problems and limitations.  
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CC11:‘Putting the patients in the spotlight has been very important. (…) We may think 

that pain is the problem (…), but it may be something else that matters more.’(FG2) 

CC11:‘It is always positive when you start to talk about rehabilitation with the patients. 

(…) Placing emphasis on the resources. (…) What is rehabilitation for you?’ CC8: ‘Yes! 

We have a project in our municipality, with needs assessments, where we ask: ‘What 

matters to you right now?’(FG2) 

Several CCs mentioned working towards facilitating local rehabilitation services, by linking 

patients to services for mixed patient groups or establishing, for instance, walking groups, patient 

cafés and meeting points in collaboration with volunteer organizations. This could also alleviate 

the family caregivers’ burden, which was described as an important aspect of cancer 

rehabilitation.  

Theme 3: The need to build a system for rehabilitation service delivery 

Theme 3 related to CCs’ perspectives on further facilitating cancer rehabilitation in primary 

health care. The CCs emphasized a need for systematic needs assessments and collaborative 

action to ensure equal access to cancer rehabilitation in the municipalities. Both focus groups 

emphasized the GP as a key provider and collaborating partner in cancer rehabilitation.  

CC1:‘There needs to be a system to reach out to [patients with rehabilitation needs]. (…) 

This needs to be taken care of and I cannot see that this can be done by anyone other than 

the GP who receives all the medical records and needs to be a hook to catch these 

patients.’(FG1) 

The CCs expressed that, as municipalities progressively established systems for palliative care, 

more attention might be focused on cancer rehabilitation in future. However, the CCs highlighted 
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the need for adequate resources in the municipalities, including electronic systems, alongside the 

establishment of early needs assessments, individual cancer rehabilitation care plans and systems 

for cross-sectoral communication and coordination. Moreover, the CCs indicated the need for 

future national and local policies to promote comprehensive cancer rehabilitation in the 

municipalities.  

Discussion  

To our knowledge, this is the first study to explore CCs’ experiences with the delivery of 

complex cancer rehabilitation interventions in primary health care.  

Many of our findings of underutilization and fragmentation of cancer rehabilitation in Norway 

are consistent with international studies (Bober et al., 2009; Helsedirektoratet, 2012; Mewes et 

al., 2012; Scott et al., 2013). Only some countries (e.g. Denmark) appear to provide cancer 

rehabilitation in the primary health care sector, while several other European countries and the 

US have not yet integrated rehabilitation into the standard medical care of all cancer patients 

(Handberg, Thorne&Maribo, 2018; Hellbom, 2011, Stubblefield et al., 2013). Our participants 

indicated that, in Norway, a main focus on palliative care and patients with the most urgent needs 

might have sidelined cancer rehabilitation in primary health care. The literature supports this, 

elaborating that health professionals often assign cancer rehabilitation a low priority as they were 

faced with acute, more pressing tasks (Handberg et al., 2018; Monterosso et al., 2011; Silver et 

al., 2015).  

This study highlights the need for primary health care professionals’ knowledge gaps and 

confusion about their responsibilities for rehabilitation service delivery to be addressed in order 

to improve equality of access to these services. The CCs emphasized that, so far, cancer 
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rehabilitation programs in primary care were lacking and that GPs did not regularly provide 

multidimensional interventions. Similar issues were found in the US, where the aforementioned 

challenges have yielded significant differences in service delivery (Bober et al., 2009, 

Stubblefield et al., 2013). Our participants’ call for assigning GPs a central role in cancer 

rehabilitation is widely supported (Bergholdt et al., 2013; Blanch-Hartigan et al., 2014; Grunfeld 

& Earle, 2010). In the US, GPs are supported via training, education (e.g. e-learning 

programmes), internships in cancer rehabilitation clinics or participation in specialized programs. 

(Nekhlyudov, O'malley&Hudson, 2017; Stubblefield, 2013). It is crucial, however, that new 

initiatives be accompanied by effective communication among professionals to avoid fragmented 

health care delivery (Handberg et al., 2018; Nekhlyudov et al., 2017).  

Our study shows that, although municipalities have been assigned with responsibility for 

rehabilitation, progress seems to be very limited in implementing complex cancer rehabilitation 

interventions in primary health care. Research shows that suboptimal success with implementing 

policy decisions can often be linked to professionals’ lack of ownership and understanding of the 

new approach (Handberg et al.2016, Lie; 2018; Sommerbakk et al., 2016). This is in line with 

salutogenic theory, where low level of comprehensibility (knowledge gaps), manageability 

(fragmented systems) and meaningfulness (a low priority of cancer rehabilitation interventions) 

can pose significant challenges to the implementation of interventions or policies 

(Lindström&Eriksson, 2006). These challenges represented a common theme in both focus 

groups, although CCs’ municipalities and working environments varied. Handberg et al. (2018) 

suggest that such challenges arise when policies are executed without consideration for health 

professionals, patient context, workplace priorities and practice culture. Lindström & Erisksson 

(2009) addressed this problem in the framework of a salutogenic case study, involving politicians 
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and clinicians throughout the policy-making process, with the aim of discussing how health 

policy and its implementation can be made comprehensive, manageable and meaningful to all 

involved. Our study, supported by others, suggests a need for policies to clarify responsibilities in 

cancer rehabiliation and the continous involvement of health professionals in the implementation 

process (Handberg et al., 2018; Lindström & Erisksson, 2009). 

The CCs seemed to work salutogenically by enhancing resources for local cancer rehabilitation, 

e.g. the provision of professionals’ education, service establishment and the promotion of 

multidisciplinary interventions. Similarly, CCs in Australia are involved in health professionals’ 

development and aid the improvement of collaboration (Monterosso et al., 2011; Smith, 2016). 

Despite these similarities, the cited literature describes a main focus on treatement-related issues, 

while Norwegian CCs include a focus on rehabilitation. Our findings may thus indicate an 

untapped potential for advancing CC roles to faciltate cancer rehabiliation in primary health care. 

Norwegian CCs call for more resources and support to enable larger scale system-level work. 

Strikingly, none of the main themes discussed in the focus groups involved systematic 

approaches to rehabilitation interventions, but instead focused on CCs’ case-based approaches 

and single services. Our findings reiterate debates on CCs’ work-overload and limited capacity to 

engage in larger scale system-level tasks (Lie et al., 2017, 2018; Monterosso et al., 2011; Smith, 

2016). The findings may also imply that CCs require additional training or formal education to 

undertake system-level work. Salutogenesis supports this, emphasizing that CCs need sufficient 

resources to be able to cope with the demands placed on them (Antonovsky, 1979).  

Research supports our CCs’ calls for adequate frameworks and resources to carry out both patient 

and system level work (Freijser et al., 2015; Monterosso et al., 2011). Our study suggests that 

tools, such as electronic systems, systematic needs assessment and cancer rehabilitation care 
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plans, could help facilitate the coordinated delivery of rehabilitation interventions. Positive 

outcomes have been shown in the US, amongst others, where health professionals are provided 

with guidelines for the follow-up of cancer survivors in primary health care (Nekhlyudov, 

O'malley&Hudson, 2017). Other literature demonstrates that cancer rehabilitation care plans and 

needs assessments can facilitate coordinated care and equal access to it (Barry & Edgman-

Levitan, 2012; Blanch-Hartigan et al., 2014; Charles et al., 1997, Handberg at al,, 2018).  

Limitations and trustworthiness of the study 

The use of focus groups has its limitations. Data produced in focus groups may provide less 

detailed accounts than individual interviews. However, they have the advantage of stimulating 

discussions and facilitate nuanced perspectives on the topic (Morgan, 1997). The participants’ 

exchange of ideas may be influenced by the involvement of a moderator and participant 

interaction. In this study, moderator bias was accounted for by minimal moderator involvement 

and a focus on open questions (Creswell, 2013). A dominant participant in focus group 1 may 

potentially have inhibited other participants in disclosing their opinions. However, the moderator 

encouraged the other participants to engage in the discussion, so that dynamic and 

complementary interaction could be facilitated in both focus groups.  

Trustworthiness in qualitative research can be assessed in terms of credibility and transferability. 

Credibility can be ensured by providing a detailed, transparent account of the research process 

and reflexivity concerning one’s own preconceptions (Koch, 1996). To ensure credibility, each 

step of the present research has been described and presented in detail. Further, the researchers’ 

continuous discussion of their presumptions enhanced their reflexivity throughout the research 

process. Due to difficulties in recruitment, in the current study sample, CCs from North and 

South Norway were under-represented, so that their potentially distinct perspectives may not be 
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reflected. However, the study sample represents CCs with diverse backgrounds and 

municipalities, which may enhance the findings’ transferability to other municipal settings.  

Conclusion and implications for research and clinical practice 

Norwegian CCs acknowledge the importance of holistic cancer rehabilitation in primary health 

care. However, they described the delivery of current rehabilitation interventions as low priority, 

one-dimensional and difficult to access. Identified barriers were professionals’ lacking 

knowledge of and missing systems for rehabilitation service delivery. CCs outlined a need for 

further training of health professionals and a strengthening of GPs’ roles in cancer rehabilitation. 

Health care providers should place greater emphasis on patient involvement and needs 

assessments. The CC role may improve cancer rehabilitation in promoting patients’ needs and 

multidisciplinary interventions. However, they may benefit from further education and training to 

better facilitate system-level action. Political strategies are needed to clarify systems and 

responsibilities for cancer rehabilitation. Health professionals’ involvement in implementation 

processes may aid the translation of policies into clinical practice. More research is required to 

identify best practices for cancer rehabilitation and how CCs may contribute to facilitate cancer 

rehabilitation in primary health care.  
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Tables 

Table 1: The Semi-Structured Interview Guide 

The semi-structured interview guide 

Main question                          

Sub-questions  

Can you please tell me about your experiences with the delivery of cancer 

rehabilitation interventions in your municipality? 

- How is cancer rehabilitation in your municipality provided?  

 When, how long and to whom does rehabilitation apply? 

 What kind of patients’ needs or goals are addressed? 

 Who is responsible for needs assessments and service delivery?  

 

- What challenges and opportunities do you perceive regarding the delivery of 

local rehabilitation services in your municipality? 

 

Main question                            

 

Sub-questions 

Can you please tell me about your experiences of working with cancer 

rehabilitation in your municipality? 

- To what degree is rehabilitation part of your work as a CC? 

- In what way are you working with rehabilitation?  

 At the patient level 

 At the system level 

- What challenges and opportunities do you perceive in working with the 

delivery of complex cancer rehabilitation interventions in your 

municipality? 

- What is needed to facilitate working with cancer rehabilitation as a CC in 

primary health care onwards? 
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Table 2: Overview of the Study Sample 

 Variables Study sample 

(% of study sample) 

  

        

  Focus group 1  Focus group 2 Total 

  

Gender 

      

 Female 5 (100%)  6 ( 86%) 11 ( 92%)   

 Male -  1 ( 14%)   1 (   8%)   

        

 Age 

Mean (Range) 

 

Profession 

 

50 (31 – 57) 

  

52 (38 – 62) 

 

51 (31 – 62)  

  

 Nurse 5 (100%)          7 (100%) 12 (100%)   

 Additional specialization as 

cancer nurse 

5 (100%)  5 (  71%) 10 (  83%)   

 Additional specialization in 

palliative care 

   Other additional 

specialization    

  2 (  40%)   

 

  1 (  20%)  

   1 (  14%) 

 

  1 (  14%) 

    3 (  25%) 

 

  2 (  17%)   

  

        

 Worked as a CC (months)   24 (11-32)  24 (13-29) 24 (11-32)   

 Mean (range)       

  

Full-time equivalent 

      

 Full time (100%) 3 ( 60%)  5 ( 71%)   8 ( 67%)   

 Part- time (50%) 2 ( 40%)  2 ( 29%)   4 ( 33%)   

        

 Organization of the position 

(Placement) 

   

 

   

 Home care 2 ( 40%)  1 ( 14%)   3 ( 25%)   

 Health and social services 

department 

3 ( 60%)  3 ( 43%)   6 ( 50%)   

 Local medical service center  

Administration 

- 

- 

 2 (  29%) 

1 ( 14%) 

  2 ( 17%) 

  1 (   8%) 

 

  

        

 Number of municipalities 

covered 

      

 One municipality / one capital 

district  

5 (100%)  6 ( 86%) 

   

11 ( 92%) 

 

  

 Two or more municipalities     1 ( 14%)   1 (   8%)   

        

 Number of inhabitants 

covered 

      

 Mean (Range) 28097 (10397 – 

48062) 

 37819 (7806 – 

84476) 

33768 (7806 – 

84476) 

  

        

 




