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Abstract
Background: Implementation of integrated oncology and palliative care improves patient outcomes but may
represent a demanding task for health care providers (HCPs).
Objective: To explore physicians’ and nurses’ perceived challenges and learning needs in their care for patients
with advanced cancer, and to analyze how these perceptions can provide insight on how to improve care for
patients with advanced cancer in an integrated care model.
Methods: Residents in oncology, oncologists, nurses, and palliative care physicians were recruited to participate
in focus group interviews. Six focus group interviews were conducted with 35 informants. Data were analyzed
according to principles of thematic analysis.
Results: The discussions in the interviews concerned three broad themes: an emphasis on patients’ best interest,
perceived as hindered by two sets of barriers; unsatisfactory organizational conditions such as time pressure, lack
of referral routines, and few arenas for interdisciplinary collaboration, was perceived as one barrier. The other
barrier was related to the appraisal of other HCPs’ clinical practices. Participating HCPs expressed in general a
positive self-view, but were more critical of other HCPs.
Conclusion: Currently, implementation of measures to improve care for patients with advanced cancer appears
to be challenging due to cultural and organizational factors, and how HCPs perceive themselves and other HCPs.
HCPs’ perception of challenges in patient care as not related to themselves (externalization) might be an essential
obstacle. Interventions targeting both HCP-related and organizational factors are needed. Particularly important
are measures aimed at reducing fragmentation and improving collaboration in care.
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Introduction
In Norway there is a well-functioning public health
care system that provides high-quality care, including
cancer care. According to a 2015 comparison of the
Organisation for Economic Cooperation and Develop-
ment, survival in Norway is above average for different

types of cancer and is among the best worldwide on
breast and cervical cancer.1

However, highly specialized systems may also give
rise to fragmented care.2,3 Norwegian patients and
health care providers (HCPs) within oncology confirm
this and report care as uncoordinated.4,5 Patients also
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experience lack of continuity in care providers and care
delivery, and they report not being sufficiently involved
in decisions about themselves.6

To overcome the challenges and consequences of
fragmented care, the Norwegian government estab-
lished in 2015 28 specified patient care pathways in
cancer care aiming to improve interprofessional collab-
oration and coordination at different levels of the
health care system.7 Based on these pathways, plans tai-
lored for the individual patient were to be organized
with specific emphasis on his or her values and prefer-
ences. The patient care pathways have been a success
with regard to shortened time from referral to treat-
ment onset, that is, better coordination in the early
phases of the cancer trajectory. However, the individu-
alization and specifics regarding how and when to inte-
grate palliative care in the treatment plan for patients
with advanced cancer still need improvement.8

The complexity of the palliative phase that places
high demands on patient care has been emphasized
in Official Norwegian Reports since 1984 (Ref.9). How-
ever, today, *40 years later, palliative care is still not
offered to all patients with advanced cancer. Some pa-
tients are referred to palliative care at the cessation of
tumor-directed treatment, whereas others are referred
even closer to end of life. A large number of patients
are not referred to palliative care at all.10,11 Thus, a spe-
cific structure for the advanced cancer trajectory, which
at the same time is amenable to the individual patient,
is needed. If implemented successfully, ample evidence
now shows that cancer care coordinated in such path-
ways with early integration of palliative care provides
improved patient outcomes compared with more frag-
mented care delivery.12,13

Early integration of oncology and palliative care has,
however, proved challenging to implement due to several
barriers.14–16 These barriers include doubts about the use-
fulness and importance of palliative care among oncolo-
gists, insufficient collaboration between various health
care professions, noninvolvement of patients in decisions
of care, the misunderstanding of palliative care as
end-of-life care only, and insufficient organizational
factors.14,15,17–21

Owing to these and potential other barriers, imple-
mentation of coordinated integrated care for patients
with advanced cancer may represent a demanding
task for HCPs. Better knowledge of the challenges
HCPs perceive in their care for patients with advanced
cancer and what learning needs they have can be infor-
mative to understand how to achieve this.

Our research questions addressed in this article are,
therefore:

1. What challenges do HCPs perceive in their care
for patients with advanced cancer?

2. What are the perceived educational needs of
HCPs providing advanced cancer care?

3. How can these perceptions provide insight on
how to improve advanced cancer care in a
model integrating oncology and palliative care?

Methods
The present focus group study was conducted as a part
of a national cluster-randomized trial (ClinicalTrials.gov
Identifier: NCT03088202) currently conducted in Nor-
way called PALLiative care Integrated in ONcology
(PALLiON). Implementation of care pathways with
early integration of oncology and palliative care is the
main element of the intervention in PALLiON in addition
to increased focus on the patient’s perspective, needs, and
involvement in care decisions. The focus groups were
conducted during preparation of the content of the inter-
vention to ensure that it was relevant for HCPs.

Design
This study applied a qualitative approach in which
focus group interviews were conducted. Focus groups
facilitate open discussions and sharing of opinions
and experiences, providing a rich dataset.

Setting and sample
Residents in oncology, oncologists, nurses, and pallia-
tive care physicians were recruited from the department
of oncology at Oslo University Hospital, Norway, 1 of
12 oncological departments participating in PALLiON.
The participants were recruited from two different cam-
puses at the department using purposive sampling.

An invitation was sent to heads of palliative care and
oncological sections at the department, who then chose
which participants to invite. Variation in gender and
age was pursued, yet this was a challenge since the ma-
jority of nurses and physicians are female. Newly hired
clinicians (less than one year experience) were not
recruited. Six focus group interviews with 35 infor-
mants were conducted (Table 1).

Interview guide
The interview guide included the following topics: chal-
lenges in treatment and care for patients with advanced
cancer, interprofessional collaboration, patient involve-
ment in decisions, and perceived individual learning needs.
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Data collection
The interviews were conducted by A.F., K.S.G., and
T.L. alternating between being moderator or assis-
tant. Each interview lasted approximately one hour
(mean 61 minutes 30 seconds, range 53–67 minutes)
and was audiotaped. After verbatim transcription of
the interviews using HyperTranscribe, the data were
imported to NVivo software for analysis.

Data analysis
The transcribed text was analyzed using thematic anal-
ysis.22 Thematic analysis is a data-driven inductive ap-
proach, and involves the search for and identification
of common threads that extend the interviews.23

First, all interviews were listened to and transcripts
were read through several times independently by two
of the authors (T.L. and T.E.W.). Second, initial codes
and notes considered as pertinent features of the data
were generated. The third stage involved searching for
themes—overarching topics and patterns in the data.
The identification of themes was made independently
of the interview guide. To ensure confirmability, we
chose to have two authors independently analyze the
data. T.L. has a background from social psychology
and clinical communication and T.E.W. is an oncology
nurse with clinical, organizational, and leadership back-
ground from oncology and palliative care. T.L. and
T.E.W. identified the same themes and patterns in the
data. Both had noted two identical topics that we chose
to pursue in further analysis, and that later on were di-
vided into three themes. T.L. then categorized all state-
ments in one interview into initial or new codes and
developed a thematic map to aid generation of main
themes. Then T.E.W. used the same thematic map and
categorized all statements in the same interview. If state-
ments did not fit into a code, a new code was created.
T.E.W. and T.L. then went through all codes and state-
ments together, to discuss agreement and to decide
upon themes. T.L. coded the remaining five interviews.

Themes and descriptions were discussed at length, both
with each other and with the other coauthors.

The themes were further analyzed according to the
conceptual framework of the article.

Ethical considerations
All participants signed a consent form. When patients
are not involved, a formal ethical approval is not asked
for by the Regional Committees for Medical and Health
Research Ethics in Norway.

Results
The discussions in the interviews concerned three broad
themes: (1) an emphasis on patients’ best interest, per-
ceived as hindered by two sets of barriers; (2) unsatisfac-
tory organizational conditions; and (3) other HCPs’
clinical practices.

Emphasis on patients’ best interest
The first theme is an ideal and a desire expressed by
both physicians and nurses to provide best possible
care. Participants emphasized elements of the patient-
centered approach24 such as focusing on patients’ values,
quality of life, understanding, and needs. Information
as a necessary prerequisite for patient involvement was
highlighted. Physicians and nurses, both in oncology
and palliative care, described their own clinical work as
consistent with these values. They reported opening up
for talking about difficult and emotional topics. They
also described asking about the patients’ preferences
and actively involving them in decisions about care.

Oncologist (Focus group 1) about involving the pa-
tients in decisions:

It is completely natural for me to include patients in
decisions. I experience that most patients want to be in-
volved. We for example, consider whether chemo should
be given throughout the summer or not, and we arrange
treatment breaks to make vacations possible.

Palliative care physician (Focus group 2) about infor-
mation provision and decisions:

Some patients don’t want to die, others are more con-
cerned with pain relief. Some would rather experience
pain than nausea, whilst others are the other way
around. So, I take my time and explain to the patient
that he or she has choices in this respect.

Table 1. Participant Description

Group
number Professional group

Number of
participants

Gender
(male/female)

1 Oncologists 5 2/3
2 Palliative care

physicians
5 0/5

3 Residents in oncology 7 1/6
4 Palliative care nurses 6 0/6
5 Oncology nurses

localization 1
6 0/6

6 Oncology nurses
localization 2

6 0/6
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Although there was an emphasis in all groups on pa-
tients’ best interests, two sets of barriers were recog-
nized and elaborated upon.

Unsatisfactory organizational conditions
Factors concerning the organization of care were ap-
praised as hindering optimal patient care. Sufficient time
in consultations and continuity of care were considered
by the participants as two essential elements, but were
regarded as unsatisfactory in present practice. Both physi-
cians and nurses reported that time pressure hindered ex-
ploration of the patient perspective and conversations
about sensitive topics. Moreover, participants claimed
that difficult conversations were postponed due to lack
of continuity in the physician–patient relationship.

Oncologist (Focus group 1) about time in consulta-
tions:

I also find that to be the most challenging; when you
have twenty minutes to inform about disease progres-
sion, and the patient has never seen you before.

Oncologist (Focus group 1) about the positive effect of
physician–patient continuity:

Sometimes I forget that when I know the patients,
they know me too, and we end up in a dialogue.

Referral practices represented another prominent
challenge. Many of the participants agreed on the im-
portance of early referral to palliative care, yet described
the time point for referral as often being too late.

Palliative care physician (Focus group 2) about re-
ferral to palliative care:

They are sometimes referred (to palliative care) when
they are dying, and that is far too late. It’s a long jour-
ney before you get there.

Oncologist (Focus group 1) about own referral practices:
I refer to the palliative care unit early. (.) Then

they become familiar with the services, which in
turn ease transfer of the patient when ending (tumor-
directed) treatment.

Oncologist (Focus group 1) about others’ lack of refer-
ral to palliative care:

I have seen patients who obviously have gone a long
time without anyone noticing the lack of (palliative)
support.

The need for more organized collaboration between
physicians and nurses and across subdivisions of on-
cology and palliative care was expressed in several of
the groups. Both nurses and residents requested spe-
cific arenas for collaboration. They argued that in-
creased collaboration would benefit the patients by,
for example, improved information flow regarding
symptoms and patient preferences. Especially nurses
wanted to organize care in a way allowing them to con-
tribute more.

Oncology nurse (Focus group 6) about collaboration
and a wish to increase own contribution:

Collaboration would have made the everyday life
easier for the physicians as well—when making impor-
tant decisions, decisions regarding treatment. To discuss
that with someone else that knows the patients, from
another view—I think that would be helpful. Therefore,
I find it a pity they don’t include us more.

Oncology nurse (Focus group 6) about nurse–
physician collaboration:

I think the collaboration in general is pretty bad (.)
it is basically non-existing. We really miss this dimen-
sion in our work.

Views on and practices of collaboration varied across
sections within the department. Although oncologists
in general reported communication with other HCPs
and the palliative care services as satisfying, most of
the oncology nurses reported that physician–nurse
communication was lacking. The nurses found it diffi-
cult to approach the physicians and remarked on the
lack of arenas to meet.

Dialogue excerpt between several oncologists and
the moderator (M) in Focus group 1, about collab-
oration with palliative care services:

M: (.) is there a need for a more structured collab-
oration between palliative care and oncology?

Oncol. 1: Well, it works fine for me
Oncol. 2. I also think it works well
Oncol. 6: Yes, works well
Oncol. 3: They really want to contribute

Critical appraisal of other HCPs’ clinical practices
Another set of barriers to succeed with optimal care
that was identified by the participants was the clinical
practice of other HCPs. Both nurses and physicians
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expressed, in general, a positive self-view but were
more critical toward other HCPs’ clinical practices.
This was especially prominent regarding the topic of
tumor-directed treatment.

Nurses, residents in oncology, and palliative care
physicians described that a greater emphasis on
tumor-directed treatment than on the whole patient
was prevailing among many oncologists. These state-
ments exposed a culture and an alleged willingness to
provide tumor-directed treatment late in the disease
trajectory and to very ill patients.

Oncology nurse (Focus group 5) about treatment
late in the disease trajectory:
They are way too ill when they come for chemo. And
afterwards we read the obituaries—oh, that patient
was here last week and now he’s dead.

Some residents and nurses stated that the tumor-
directed treatment focus could lead to earlier death
and lower quality of life.

Resident (Focus group 3) about futile treatment:
I think we are killing people with the treatment we
provide. Our information about the side effects of
the treatment doesn’t get through.

Both nurses and residents had experienced chemo-
therapy being administered to dying patients.

Oncology nurse (Focus group 5) about a willingness
to treat late in the disease trajectory:
Old fragile patients get a considerable amount of che-
motherapy and we ask ourselves; why are we doing
this? It has been taken too far now, what are we
doing?

Neither nurses nor residents recognized excess focus
on tumor as prevailing in their own professional group.
They all pointed outward, to the oncologists. The on-
cologists did not discuss their own tumor-directed
treatment practices.

Resident (Focus group 3) about consultants con-
tinuing treatment to fulfill hope:

It’s like we want to give the patients hope that we
will continue to treat, treat, treat, treat.

Resident (Focus group 3) about treatment decisions:
It might be easier to continue than to quit tumor-
directed treatment since you then have something
to offer, although it might not be the best option for
the patient.

The emphasis on tumor-directed treatment was per-
ceived by some participants to be at the expense of re-
quired symptom treatment. Insufficient focus upon
psychosocial issues, pain, and other bothersome symp-
toms was described as a challenge.

Palliative care nurse (Focus group 4) about symp-
toms going untreated:
We see many patients with a long history of high
symptom burden who are not being referred to us.

Although residents expressed some of their insecur-
ities and shortcomings, nurses, oncologists, and pallia-
tive care physicians expressed confidence in their own
skills. Accordingly, neither physicians nor nurses
reported urgent learning needs. They did, however,
point out some areas they perceived as ‘‘more challeng-
ing than others.’’ Young patients, patients with small
children, angry patients, and cultural differences were
reported as the most challenging when asked about
perceived learning needs.

Discussion
In our thematic analysis of data from six focus groups,
we identified three topical areas of barriers and educa-
tional needs to achieve coordinated and integrated care
for patients with advanced cancer.

First, independent of their profession, HCPs strongly
emphasized the patients’ best interest to guide care and
treatment. Focus on patient values and quality of life,
tailored information, and shared decision making
were expressed in different ways by the participants.
Such a patient approach, also called a patient-centered
approach, may facilitate integration, improve care, and
avoid futile treatment.25–27 However, that would infer
interprofessional collaboration28 that at present is con-
sidered insufficient, at least by the oncology nurses. In
addition, several participants questioned the clinical
practice of providers in other professions while they
viewed their own practice more positively. The identi-
fied positive self-view is explained by attribution the-
ory as typical behavior to maintain confidence in
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ourselves.29 Another component of this theory is the
tendency to explain challenges, difficulties, or failures
externally also to maintain a positive self-view. This
would fit with our results of HCPs’ description of oth-
ers and organizational factors as barriers to optimal pa-
tient care. Furthermore, it could also explain the low
level of learning needs reported among the partici-
pants. Awareness of the tendency to make attributions
of one’s own and others’ behavior might be important
to acknowledge a need for enhancement of one’s own
skills. It could also be essential to consider when plan-
ning interventions.30,31

Second, organizational challenges, such as time pres-
sure, and the lack of routines for referrals and collabo-
ration, were perceived to influence patient care.
Physicians especially emphasized that sufficient time
in consultations was necessary when addressing diffi-
cult topics. Acquisition of skills making the consulta-
tions more efficient without compromising quality
might be an effective action.32,33 However, the HCPs
did not mention how they could contribute to making
the consultations more efficient themselves, but pre-
sented this as a leadership challenge. The external attri-
bution already described seems to apply here as well.
The importance of external attributions and lack of
self-perceived learning needs among HCPs have re-
ceived little attention in the literature. One might as-
sume that these factors work as barriers to change, as
well as to interprofessional collaborations.16

Third, closely linked to the organizational challenges
were a number of critical appraisals to colleagues in
other professions and positions. In general, an insuffi-
cient level of communication and collaboration up-
ward in the hierarchy appeared to be a challenge,
which is also reported elsewhere.34 Nurses and resi-
dents were more aware of this than the oncologists
and palliative care physicians. Some nurses described
difficulties in addressing the physicians due to fear of
rejection. However, well-functioning collaboration
can improve patient outcomes and job satisfaction.34,35

Knowledge of each other and available arenas to meet
are two organizational-related factors that could be fa-
cilitators.16,20

However, the current view on self and other HCPs
seems to be a barrier that needs to be taken into ac-
count. For example, the oncologists neither experi-
enced a great need for improved collaboration with
palliative care services nor identified a need for earlier
referrals of ‘‘their’’ patients. A need for palliative mea-
sures earlier in the disease trajectory was, however,

identified by all the other groups. One of the palliative
care physicians called it a need for an expansion of ‘‘the
palliative mindset’’ with less focus solely on tumor-
directed treatment.

The different cultures these professions have been
socialized into during their education, clinical practice,
and through public perceptions might also influence
attitudes and behavior toward each other and the pa-
tients.36,37 Although physicians for centuries have
been focusing on cure, nurses have been taught to
focus on care.38 Care and quality of life have also
been the main focuses in palliative medicine.39 These
differences are by no means conflicting, but might
still point out why a shared mental model is difficult
to achieve. We identified what could be examples of
this in the interviews, specifically in the area of tumor-
directed treatment focus that was described by nurses,
residents, and palliative care physicians as prevailing
among the oncologists. Our, and others, interpretation
is that there are both historical and cultural gaps be-
tween the oncological and the palliative care mindsets,
which may play an important part in how the HCPs
view each other and interact.40–42 Possibly this has an
impact on the care provided as well: in delayed referral
to palliative care, limited collaboration, and decreased
patient-centered care as potential consequences. Still,
and as illustrated in the first theme, everyone agrees
on the main goal: to provide best possible care for the
patients. Interventions contributing to improved col-
laboration to reach this overall goal may counteract
culture-biased attitudes and behavior and improve in-
terprofessional interactions.43

Implications
The results of the thematic analysis provided us with
important information for the development and imple-
mentation of the PALLiON intervention. The results
might also have implications for improving collabora-
tion and integration in advanced cancer care in general.

In particular, the novel findings of favorable self-
assessment, external attribution of barriers, and low
self-perceived learning needs expressed by the partici-
pants are important to consider. An intervention aim-
ing for decreased fragmentation with specific referral
practices, improved but not unwarranted continuity,
and formalized arenas for interprofessional collabora-
tion could be one measure. These elements are now
being tested in the PALLiON study. Although the
HCPs in this study did not report pressing learning
needs, they highlighted some challenges in patient
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care, such as communicating with young patients with
small children, who were included in the intervention
as well. Trying to influence the philosophy of care, mov-
ing toward a combined focus upon both tumor-directed
treatment and patient-centered care is of crucial impor-
tance. Resistance among HCPs to such interventions
should be anticipated,41,42 but could be counteracted
by facilitation of finding common ground and shared
goals.

Strengths and limitations
This study is based on interviews with HCPs from a sin-
gle Norwegian center, although from two separately lo-
cated campuses and from different sections. Although
the findings seem generic and recognizable, we do not
know how a potential single-center bias or the sizes of
the sections have affected the results. As in all such
studies, the most interested and motivated individuals
participated and we do not know how this bias might
have affected our data.

Conclusion
Our findings indicate a patient-centered ideology
across professional groups, but limited consensus on
how it functions in daily clinical practice. Currently,
improving collaboration to achieve integrated care ap-
pears to be challenging especially due to HCPs’ positive
self-view and externalization of challenges in patient
care. Resistance to changing their own behavior com-
bined with a perceived need for organizational changes
might be two essential obstacles to improvement that
are reinforced by cultural differences and perceptions.
Interventions targeting both HCP-related and organi-
zational factors are needed. Particularly important are
measures aimed at reducing fragmentation and im-
proving collaboration in care, such as creating formal
and informal arenas to meet other HCPs, educational
initiatives to improve skills and communication, and
establishing routines around referral practices and con-
tinuity in care providers.
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