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Abstract

Cardiac rehabilitation is an essential part of treatment for patients with cardiovascular disease. Cardiac rehabilitation is
increasingly organized outside hospital in community healthcare services. However, this transition may be challenging. The
aim of this study was to examine assumptions and perspectives among healthcare professionals on how facilitators and
challenges influence the transition from hospital to community healthcare services for patients in cardiac rehabilitation.
The study followed the Interpretive Description methodology and data consisted of participant observations and focus
group interviews. The analysis showed that despite structured guidelines aimed to support the collaboration, improvements
could be made. Facilitators and challenges could occur in the collaboration between the healthcare professionals, in the

collaboration with the patient, or because of the new reality for patients when diagnosed with cardiovascular disease.
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Introduction

Cardiac rehabilitation (CR) is essential in treatment of
patients with cardiovascular disease (CVD) (Visseren et al.,
2022). The purpose of rehabilitation is to enable a meaning-
ful life considering the patient’s perspective and overall life
situation through a collaborative process between the patient,
healthcare professionals and other relevant stakeholders
(Maribo et al., 2022). CR involves a multidisciplinary
approach including physical activities, patient education,
risk factor modification, psychosocial support, and nutri-
tional guidance (Visseren et al., 2022). In recent years, care
and rehabilitation has increasingly been moved out of hospi-
tals and into community healthcare services (Buckley, 2021;
Pesah et al., 2017). Providing rehabilitation closer to patients’
home and everyday life in the local community may enable
patients to continue educational or work-related activities
(World Health Organization, 2018). Community healthcare
services include a variety of services such as rehabilitation in
for example, intermediate care facilities and clinics (NHS
England, n.d).

The transition from hospital to community healthcare ser-
vices may, however, be challenging, and information may be
lost, misinterpreted or distorted increasing the risk of patient
drop-out of CR (Philibert & Barach, 2012; Sommer et al.,
2022). Collaboration across settings may be challenged due
to different policies, work environments and cultures in each
setting, insufficient systems to transfer information between
the settings, and missing information in discharge letters
(Lyngsg etal., 2016; Mgaller et al., 2022; Petersen et al., 2019).
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Close collaboration and efficient communication between
hospital and community healthcare services may thus ensure
a more smooth transition for both patients and healthcare pro-
fessionals (Coleman & Berenson, 2004; Moller et al., 2022).

In Denmark, CR is free of charge for Danish citizens and
covered by the public and tax-financed health and welfare
system (The Ministry of Interior and Health [Indenrigs- og
Sundhedsministeriet], 2022; Vrangbaek, 2020; Zwisler et al.,
2016). CR partly takes place outside hospitals in politically
led municipalities responsible for community healthcare
services (The Ministry of Interior and Health [Indenrigs- og
Sundhedsministeriet], 2022; Vrangbaek, 2020; Zwisler et al.,
2016). Division of responsibilities and collaboration
between hospitals and community healthcare services are
based on national guidelines (Danish Health Authority
[Sundhedsstyrelsen], 2012). Post discharge, patients are
followed-up in hospital outpatient clinics and evaluated by a
doctor and a nurse concerning eligibility for CR. Denmark
follows international guidelines, and all patients with isch-
emic heart disease (IHD) should be automatically referred
to CR. Patients with heart failure and valve replacement are
assessed and those eligible are referred to CR (Danish
Health Authority [Sundhedsstyrelsen], 2015 (No longer
valid as of 2023)). Patients referred for CR are enrolled in a
CR program, which starts continuously to avoid delays for
patients (Central Denmark Region and 19 municipalities
[Region Midtjylland og de 19 midtjyske kommuner], 2015;
Zwisler et al., 2016). Importantly, during community health-
care services-based CR, hospital specialists are responsible
for the medical treatment and are available to healthcare
professionals for consultations and advice (Central Denmark
Region and 19 municipalities [Region Midtjylland og de 19
midtjyske kommuner], 2015).

Worldwide, 54.7% of countries offer CR programs, but
studies show that drop-out from CR programs in Europe
range from 17 to 24% (Brouwers et al., 2021; Pardaens et al.,
2017; Supervia et al., 2019). Despite national guidelines pro-
viding a framework for the transition between hospital and
community healthcare services, enrollment in and adherence
to CR remain low in Denmark, ranging from 24% to 39%
(Sommer et al., 2022; Svendsen et al., 2022). Further knowl-
edge is needed on challenges in the transition between hospi-
tal and community health services for patients in CR as well
as the role of healthcare professionals. The aim of this study
was to examine assumptions and perspectives among health-
care professionals on how facilitators and challenges influ-
ence the transition from hospital to community healthcare
services for patients in CR.

Method

This qualitative study used participant observations and
focus group interviews and was guided by the Interpretive
Description methodology (Thorne, 2008). The methodology

is anchored in applied practice and takes its starting point in
research questions from clinical practice to generate prac-
tice-based knowledge, and create new insight and knowledge
leading to improvement of clinical practice (Thorne, 2008).
Using this methodology enables a pragmatic approach, as
methods and theories vary aiming at selecting the methods
and theories to gain the best possible understanding of the
research question (Thorne, 2008). The pragmatic approach
in Interpretive Description highlights the research aim and
aims to ensure that the findings are relevant and transferable
to clinical practice (Thorne, 2008). The study followed the
Consolidated Criteria for Reporting Qualitative Research
(COREQ), see Supplemental File A.

Setting

This study was carried out in the outpatient cardiac clinic at
a general hospital (Hospital) and in three community health-
care services in three municipalities (Community healthcare
service A, B, and C) in Central Denmark Region. Overall,
the three municipalities varied in size and population density.
The Hospital is the referring hospital for community health-
care service A, B, and C, respectively and manage referral to
CR when patients are in the outpatient cardiac clinic. The
municipalities offer various healthcare services including
CR.

Participants

The participants were healthcare professionals working with
CR in Hospital or in community healthcare services. At
Hospital, nurses, medical doctors, and medical secretaries
were recruited. All healthcare professionals were part of the
same team; medical doctors were part of a rotation and their
work in the cardiac clinic was time limited. In the commu-
nity healthcare services, nurses and physiotherapists were
recruited. Specialists such as for example, dieticians sup-
ported the CR team in the community healthcare services.
Nurses and physiotherapists managed the CR program,
including collaboration with the Hospital. Purposive sam-
pling in accordance with the study aim was used for recruit-
ing participants for the focus group interviews. The head of
the CR team in each of the community healthcare services
(A, B and C) and the Hospital were consulted on who to
recruit and facilitated the recruitment. The head of the CR
team was instructed to recruit relevant participants in accor-
dance with the study aim. Sixteen participants representing a
variety of health professions involved in CR were invited
and all completed the focus group interviews (Table 1).

Data Generation

This study was planned and carried out from May 2021 to
December 2022.
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Table I. Demographic Data for Study Participants.

Number
Sex
Female 14
Male
Age
25-35years 2
36—45years 5
46-55years 6
>56years 3
Educational background
Nurse 8
Physiotherapist 4
Medical doctor 2
Medical secretary 2
Work experience in CR
|-10years 12
> lyears 4

Participant Observations. Participant observations were con-
ducted to gain insight into the social and physical context
regarding referral and enrollment to CR (Koch & Vallgérda,
2008). The observations were conducted by the first author at
the outpatient follow-up in the cardiac clinic at Hospital. A
total of 74 meetings were observed in connection with sched-
uled follow-up meetings (30—-60min) on randomly selected
days. The first author’s role during the observations was cat-
egorized as moderate participation as the author’s engage-
ment during the meeting was limited. Between the meetings,
the first author was able to ask follow-up questions and
engage with the healthcare professionals. The observations
were guided by an observation guide (see Supplemental File
B) and focused on both the patients and healthcare profes-
sionals. The current study focuses on the healthcare profes-
sionals, whereas observations focussing on patients will be
used for future studies. The observations focused on the
interaction between healthcare professionals and patients,
patients’ considerations, and expectations regarding CR in
the community healthcare services and how these as well as
CR in general were addressed by healthcare professionals.
Field notes were made during observations and the generated
knowledge was used to develop the interview guide for the
focus group interviews and to support the findings from the
focus group interviews.

Focus Group Interviews. A total of four face-to-face focus
group interviews with 2 to 8 participants in each interview
were conducted—one in each community healthcare ser-
vices A, B and C and one at the Hospital. One participant at
the Hospital participated online due to COVID-19. Face-to-
face focus group interviews were chosen to ensure partici-
pants could exchange different perspectives and experiences
within the group (Krueger & Casey, 2015; Rabiee, 2004).

A semi-structured interview guide was used for the interviews.
The guide was developed based on the observations in this
study and a review of the literature (Table 2). The interview
guide focused on the healthcare professionals’ perspectives on
the organization, collaboration with the other settings, and
their view on the patients. The focus group interviews were
held separately in each of the settings for the participants to be
able to speak openly and avoid possible censorship regarding
the collaboration across settings. The focus group interviews
were conducted by an experienced interviewer (the first
author) and lasted between 51 and 72 min and all were audio-
recorded and transcribed verbatim by the first author.

Data Analysis

The analysis was guided by the four iterative inductive anal-
ysis steps in Interpretive Description (Handberg, 2021;
Thorne, 2008). The NVivo 2.0 software was used to support
and structure the analysis. An example of the analytic steps is
depicted in Figure 1.

1. Initial coding: The first, second and last author read
two transcripts and made initial codes. Based on the
empirical data and research aim, the first, second and
last author discussed the initial impression and codes
and developed an initial coding tree.

2. Descriptive labels: Based on the initial coding tree,
the first author reread the material, focussing on
uncovering general relationships and patterns.
Descriptive labels were formulated and the second
and last author were included in a discussion.

3. Initial themes and patterns: The first author drafted
initial themes including content. The second and last
author were included in a joint discussion on the ini-
tial themes and patterns in the data.

4. Final categorization structure: The first author
drafted the final categorization structure. The author
team were included in a joint discussion of the inter-
pretation and patterns of the data and the presentation
of the findings (Handberg, 2021; Thorne, 2008). The
author team consisted of two men and four women
with clinical and research experiences and competen-
cies from the fields of public health, nursing, physio-
therapy, and medicine, and hence contributing to the
analysis with various perspectives and reflections.

Ethics

The study was registered and approved in the Central
Denmark Region’s register of research project (no. 1-16-02-
602-20). All participants gave consent to participate prior to
the observations. All participants received oral and written
information prior to the focus group interviews and pro-
vided written informed consent to participate in this study.
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Table 2. Interview Guide.

Category

Interview questions

Follow-up questions

The patient

What is of importance for the patients regarding their diagnosis?
How do you experience patients’ understanding of their diagnosis?

In your perspective, how well does
CR match the rehabilitation needs

What considerations do you have in your evaluation of patients’

eligibility and referral to CR?
Multidisciplinary
rehabilitation

Systemic challenges

and facilitators the community healthcare services?

What are your considerations and reflections on CR?
Who do you think is important in relation to CR?

How do you experience the collaboration between the hospital and

of the patients?

Why do you think it is important for
patients to participate in CR?

What do you experience patients
need in relation to CR?

In your experience, what might affect
your collaboration?

How does it affect your work that the hospital has the medical

responsibility for patients during CR?

In your perspective, what is needed for more patients to participate

in CR?

In your perspective, why do you think some patients do not enroll in

or drop out of CR?

Anonymity was ensured for all participants during the anal-
ysis and in the presentation of the findings.

Results

The aim of this study was to examine perspectives and
assumptions among healthcare professionals on how facilita-
tors and challenges influence the transition from hospital to
community healthcare services for patients in CR. A total of
three themes and six subthemes were identified. The analysis
showed that facilitators and challenges could occur in the
collaboration between healthcare professionals, in the col-
laboration with the patients or because of the new reality
when patients are diagnosed with a heart disease. When
examining facilitators and challenges in the transition from
hospital to community healthcare services, all aspects in and
the interplay between the three themes should be considered
to fully understand the mechanisms challenging referral and
enrollment to CR (Figure 2).

Collaboration Between Healthcare Professionals

The collaboration between healthcare professionals was
identified as essential. Collaboration refers to the collabora-
tion both within the team and across settings. According to
the healthcare professionals in the present study, this collab-
oration could act as both a facilitator and a challenge. Two
subthemes were identified: Cooperative structures and rela-
tions, and Shared knowledge and understanding.

Cooperative Structures and Relations. All participants’ described
collaboration between the Hospital and community health-
care services as important in relation to referral and enroll-
ment to CR in the local community healthcare services. This
was evident in the interviews, where healthcare professionals
in both settings referred to CR as a collective program.

We have a fixed time and a list of things we need to discuss with
the patient and we address CR at both the follow-up meeting in
the hospital, during the 12 weeks in the community healthcare
service and at the final meeting. So, if there is something we do
not have time for, they handle it in the community. And they start
up by having an initial meeting with the patient where they
discuss the state of the patient and what the patient would like us
to help them with and what we can offer. (Nurse, hospital, >11
years’ experience).

All healthcare professionals highlighted the opportunity to
communicate regarding any uncertainties or concerns as
important in their collaboration with the patient. According
to the healthcare professionals in the community healthcare
services, it provided a sense of security in their collaboration
with the patients to be able to consult the hospital if there
were any questions regarding for example, medication or
blood pressure and heart rate measurements.

It means a lot that we can call the cardiac clinic if there are any
doubts. We have a lifeline at the hospital. (Physiotherapist,
community healthcare services, 1-10 years’ experience).

According to all healthcare professionals, getting to know the
professionals in the other teams was an important part of the
collaboration. This was facilitated by meetings, courses, and
project days with attendance by staff from both the hospital
and the community healthcare services. All healthcare profes-
sionals argued that close relations improved the collaboration
and that the collaboration was generally successful although
improvements could be made. The community-based health-
care professionals addressed that the culture was different
regarding documentation. In their view, their documenta-
tion was more detailed than the documentation at Hospital.
The community-based healthcare professionals sometimes
expressed they felt turned down by the Hospital-based health-
care professionals when they asked questions regarding a
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Figure 2. Health professionals’ perspectives and assumptions on how facilitators and challenges influence referral and enroliment to CR
between the hospital and the community healthcare services.

patient. This was the cause of some frustrations for the health- sometimes a challenge. They argued, that these challenges
care professionals in the community healthcare services and could be reduced by closer relations across the settings and
challenged the collaboration. insight into each other’s way of working, which could

strengthen and positively affect the collaboration with the
Shared Knowledge and Understanding. The healthcare profes-  patients.

sionals in both settings had different views of what was Sharing and securing knowledge within the teams was a
important knowledge for their collaboration with the patient.  standard procedure in both settings. At the Hospital, the med-
According to the community-based healthcare professionals, ical doctors often relied on the knowledge and experience of
the hospital-based healthcare professionals sometimes con-  the hospital nurses, and in the community healthcare ser-

sidered their questions as less relevant. The hospital-based ~ vices, the more experienced staff were often consulted.
healthcare professionals confirmed this perception by stating ~ However, sharing and securing knowledge across the set-
that the written correspondence from the community health- ~ tings was a challenge. This was evident in the interviews
care services was sometimes a little excessive. were the community-based healthcare professionals pointed
out that some of the information from the hospital had a bio-
But they (the healthcare professionals in the community) are medical focus on patients’ cardiac disease. They acknowl-
very good at noticing how the patients are actually doing, follow  edged this information as important, but in their experience,
up and send a written correspondence to us. We can see that on  more information about the patients’ psychosocial situation
the correspondence letters, and sometimes we may think that it could be useful in their initial meeting with the patient, and

is a little too much (laughing). (Nurse, hospital, >11 years’ g, iitate their collaboration and enrollment into CR.

experience).
. ) We only receive a description of the practical elements regarding
However, hospital-based healthcare professwnals aC.kHOWI' the patient, there is nothing listed about how the patient have
edged the thoroughness of the work in the community. For experienced the process. I think sometimes we could wish for a
community-based healthcare professionals, waiting for a little bit more. (Nurse, community healthcare services, 1-10

written plan from the hospital doctor on what to do next was years’ experience).
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The hospital-based healthcare professionals also experi-
enced challenges regarding sharing and securing knowl-
edge across the settings. The referral process was sometimes
challenged by healthcare professionals not having settings
specific knowledge regarding for example, scheduled days
and time of exercise and patient education. Patients some-
times had specific questions regarding framework and con-
tent of CR.

The patient has read about CR beforehand. The patient is still
working and would like to know in details (days and time) when
CR is planned. The healthcare professionals in the hospital and
the patient talk a lot about having an arrangement where the
patient can get time off from work to attend, without a salary cut.
The nurse highlights the importance of CR and the doctor and
nurse recommend the patient to be referred and discuss the
options in the community healthcare services. The patient agrees
and are referred. (Observation note).

Despite the lack of setting specific knowledge, the hospital-
based healthcare professionals addressed this issue by
encouraging patients to be referred to CR and raise their
questions at the initial meeting in the community healthcare
service.

Collaboration With Patients

According to the healthcare professionals, an essential part
of CR was to collaborate with the patients, and this could
affect both the referral process and the CR program. The col-
laboration could be influenced by their access to knowledge
regarding the patient, their relationship with the patients, as
well as their ability to guide and counsel the patients. These
factors acted as both facilitators and challenges. Two sub-
themes were identified: Establishing relationships and under-
standing the patient journey, and Healthcare professionals as
guides and sources of knowledge.

Establishing Relationships and Understanding the Patient Jour-
ney. According to all healthcare professionals, the collabora-
tion with patients was an essential part of CR and may
influence referral and enrollment. In their collaboration with
the patients, healthcare professionals aimed to uncover the
patients’ needs, perspectives and life situation. The needs of
the patients varied, and the community-based healthcare pro-
fessionals were able to make individual adaptions. For some
patients this could be preferring to do exercise on their own
and only participating in patient education while other
patients could be experiencing cognitive challenges and hav-
ing issues coping with many people. According to all health-
care professionals, individual health counseling could be a
solution for these patients. The hospital-based healthcare
professionals used the flexibility in the CR program to moti-
vate and aid the referral process.

They discuss the possibility for the patient to adapt CR to their
individual needs and that the patient should discuss this with the
healthcare professionals in the community. (Observation note).

You can always tell the patients that they can be referred and
then talk to the healthcare professionals in the community. Talk
to them about what the possibilities are and how it can be
adapted to the patients’ needs. (Nurse, hospital, >11 years’
experience).

From the interviews and observations, it was evident that
focus on the patients’ individual needs was a priority in both
settings. The healthcare professionals argued that establish-
ing a relationship with the patients was important. For this
relation to be successful, the patients needed to trust the
healthcare professionals.

For our part, it is at the initial meeting we need to establish a
relation to the patient that enables them to be comfortable
opening up so they feel inclined to enrol in the programme.
(Physiotherapist, community healthcare services, 1-10 years
experience).

>

According to all healthcare professionals, feeling safe and
having a trusting relationship was a facilitator to ensure a
good collaboration with the patients. Establishing relation-
ships involved normalizing some of the feelings the patients’
experienced. Healthcare professionals perceived that nor-
malizing the patients’ frustrations or negative feelings such
as feeling angry or sad or having trouble remembering,
strengthened the relationship with the patients and made
their needs assessment of patients easier. Another challenge
in CR according to hospital-based healthcare professionals
was the possible delays in inviting patients to the post-dis-
charge follow-up meeting in the cardiac clinic. Not being
able to keep up with the patient flow sometimes resulted in
patients being introduced to CR later than planned, which
negatively affected the patients. The medical secretaries
sometimes experienced patients calling to ask why they had
not been invited for the meeting yet. The timing of introduc-
ing the patients to CR was according to hospital-based
healthcare professionals important, so patients did not feel
left alone or in doubt about who to contact between hospital
discharge and introduction to CR. In the healthcare profes-
sionals’ perspective, some patients experienced the time
from discharge to the outpatient follow-up meeting in the
cardiac clinic as long and expressed having missed someone
to talk to about their experiences and concerns. According to
the hospital-based healthcare professionals, some patients
would benefit from being invited for a meeting in the cardiac
clinic earlier and even before they were supposed to be
referred to CR. This would give the patients the opportunity
to discuss their experiences and concerns with healthcare
professionals, which could reduce potential psychological
stress experienced by some of these patients.
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Healthcare Professionals as Guides and Sources of Knowledge. In
addition to understanding and adapting to patients’ individ-
ual needs, the healthcare professionals in both settings were
responsible for guiding patients. Knowledge regarding the
patient’ possibilities within CR, and helping patients under-
stand the benefits of CR, were examples of the guidance pro-
vided by the healthcare professionals. According to the
healthcare professionals in both settings, guidance in relation
to return to work was important for most of the patients of
working age. Some healthcare professionals from both set-
tings, however, expressed not having sufficient knowledge to
guide patients in this. They expressed the need for more
knowledge or having the opportunity to consult for example,
a social worker.

1 do not know that much about the labour market and return to
work. And what is good practice and what are the patients’
options? Besides being able to get time off work to attend CR
without a salary cut, what are their options. And it would be
beneficial if we had someone who could guide us and we could
confer with. (Physiotherapist, community healthcare services,
1-10 years’ experience).

Healthcare Professionals’ Perspective on Patients’
New Reality

As previously described, collaboration was an essential part
of CR. The healthcare professionals’ ability to collaborate
with the patients was affected by several factors such as
understanding patients’ own perception of their disease,
needs for recovery, and understanding of CR. Two subthemes
were identified: Health perception and regaining bodily trust,
and Joining a new community and everydayness.

Health Perception and Regaining Bodily Trust. According to all
healthcare professionals, being diagnosed with a CVD is for
most patients’ life altering and may be associated with frustra-
tions and fear. According to the healthcare professionals in both
settings, patients’ reactions to their new reality did not neces-
sarily depend on their diagnosis or type of treatment. The psy-
chological aspects of dealing with a new diagnosis was clear to
the healthcare professionals, but patients reacted differently.
Several healthcare professionals experienced that patients’ way
of coping with their diagnosis could ultimately affect their view
on CR. According to the community-based healthcare profes-
sionals, some patients expressed concerns regarding their treat-
ment and whether their cardiac disease was actually “fixed.” In
both settings, the healthcare professionals sometimes experi-
enced patients being frustrated and expressing the need to
understand why they had become ill. In patients who believed
they lived a healthy life this could cause frustration.

Patients will say, “I am not overweight, I do not smoke, I eat
healthy, I exercise .. Why me?” Understanding that there are
other factors influencing, like presdisposition? is something

some patients have a hard time understanding. “But why me?
My neighbour is overweight” right, so for some patients it is
difficult to understand why they got the diagnosis. (Nurse,
community healthcare services, 1-10 years’ experience).

The community-based healthcare professionals sometimes
experienced patients expressing they did not see themselves
as being ill after they had received the medical treatment and
enrollment to CR could be challenged.

Joining a New Community and Everydayness. According to all
healthcare professionals, some patients had a negative view
on CR as something offered to people who are ill, and
patients who did not see themselves as ill found it difficult to
see the relevance of CR. However, CR is an opportunity for
patients to regain bodily trust by exercising and testing their
fitness capacity in a controlled environment. Furthermore, it
gives patients the opportunity to focus on their health. The
healthcare professionals used this argument to motivate
patients to participate in CR.

In general, we also have a lot of younger patients who say, “well
1 am already exercising, I do a lot of sport so I cannot see why [
need to participate in CR” and for those patients it is all about
us telling them that CR is not solely exercise, it is a whole
package, they have the opportunity to look at their lives and
re-evaluate their lifestyle, so it is not only exercise. (Nurse,
hospital, > 11 years’ experience).

According to healthcare professionals in both settings, the
peer support element in CR was an essential part of the pro-
gram. Learning how other patients have coped with the new
reality of being a patient with CVD, reassured patients that
they were not alone and that the experiences of others could
be very rewarding. The community-based healthcare profes-
sionals experienced that meeting peers could generate hope
for newly diagnosed patients and make them believe that
they would be able to return to life as it was.

Sometimes it helps a lot of our patients to see how well others
are doing. Because when they initiate CR, some patients think
that they will never be better so by seeing the progress others
have experienced can encourage a hope for many patients.
(Nurse, community healthcare services 1-10 years’ experience).

The hospital-based healthcare professionals addressed that
patients meeting peers with similar experiences regarding
their illness could add another perspective than the perspec-
tive of healthcare professionals.

According to the healthcare professionals in both settings,
the new reality as a patient with CVD was also affected by
returning to work. In their experience, some patients felt
pressured by their employer or the job centre, but health pro-
fessionals also experienced that patients put pressure on
themselves and felt obligated toward their colleagues and
employer.
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In my experience, most employers are tolerant. However, there
are some patients who stop CR because they have to return to
work because they have had a long sick leave and some are
being pressured to return to work relatively quick and need to
stop or do not enrol in CR to begin with. (Nurse, community
healthcare services, 1-10 years’ experience).

To accommodate this challenge, the healthcare professionals
in both settings suggested offering CR outside normal work-
ing hours. Engaging the employer in the process was also
viewed as an option by the healthcare professionals to ensure
patients’ adherence to CR.

Discussion

This study examined perspectives and assumptions among
healthcare professionals on challenges impacting on transi-
tion from Hospital to community healthcare services for
patients in CR. According to all healthcare professionals,
delays in patient flow could negatively affect patients as they
felt left alone and did not know who to contact during this
period. Waiting for referral to and enrollment in CR may
result in patients not entering CR when they need it (Palmer
et al., 2020). According to the hospital-based healthcare pro-
fessionals in this study, this could be addressed by inviting
patients for a meeting before being ready to start CR.
Reducing the response time between the hospital and the
community healthcare services, or the hospital communicat-
ing any delays, could enable the community healthcare pro-
fessionals to adapt their work accordingly.

The Hospital has the medical responsibility for patients
during CR and according to all healthcare professionals, this
provided security in their daily work and for the patients.
However, staff in the two settings had different views on
when to communicate and which information to share. The
community-based healthcare professionals advocated for a
more biopsychosocial view on information as this could ease
their initial encounter with the patient and facilitate the col-
laboration and enrollment. This is supported in the literature
stating that the biopsychosocial perspective is a central part
of rehabilitation in general and a core skill for healthcare
professionals in rehabilitation should be to adapt to the
patient’s social context (Wade, 2020a, 2020b). Previous
studies have found that collaboration and coordination
between hospital and community healthcare services can be
challenged due to different policies, cultures and approaches
toward the patients (Meller et al.,, 2022; Petersen et al.,
2019). Despite the collaboration being seen as important and
overall well-functioning, the challenges experienced by the
community-based healthcare professionals may be explained
by different cultures and approaches in the two settings. In
the healthcare professionals own view, closer collaboration
and insight into each other’s work could help facilitate this
and eventually result in improved referral to and enrollment
in CR for the patients.

Lack of referral is a well-documented challenge in CR
(Kotseva et al., 2018). From the observations and focus
group interviews it was clear that lack of referral was not a
predominant issue and hospital-based healthcare profession-
als used the possibility for individual adaption as a motiva-
tional aid in the referral process. They encouraged patients to
be referred and discuss the individual opportunities with the
healthcare professionals in the local setting. Endorsement by
healthcare professionals to CR is a known facilitator to
enrollment into CR (Ghisi et al., 2013). According to all
healthcare professionals in this study, establishing a trusting
relationship with the patients was important for assessment
of their needs to be successful. Trust between patients and
healthcare professionals is an important element in health-
care and patients who trust their caregivers are more likely to
share personal information, listen to the advice and engage in
their own healthcare (Becker & Roblin, 2008; Greene &
Ramos, 2021). From the focus group interviews and the
observations, it was clear that all healthcare professionals
were dedicated to create a safe space and establish a trusting
relationship with the patients.

The healthcare professionals in both settings experienced
encountering patients of working age with questions and
concerns in relation to return to work. Return to work has
previously been identified as a challenge to enrollment to CR
(Ravn et al., 2022; Sommer et al., 2022). According to the
healthcare professionals in this study, the pressure related to
return to work could be from the employer or job centre but
also from the patients themselves. The legislation in this field
is complex and healthcare professionals in both settings
sometimes found it challenging to guide patients on this
topic. A study found that building a trusting relationship
between the patient and healthcare professional is effected
by the patient’s view on their competences such as their
knowledge (Greene & Ramos, 2021). As return to work was
a dilemma for many patients, the lack of knowledge and
guidance from the healthcare professionals could pose as a
challenge related to referral to and enrollment in CR. Access
for patients to a social worker in connection with CR with
profound knowledge of legislation related to the labor mar-
ket may solve return to work issues for the patients.

According to the healthcare professionals in this study,
patients who did not see themselves as being ill might not see
CR as relevant, which affected their enrollment into CR.
Several studies report that some patients do not enroll in CR
as they feel confident that they can manage the disease on
their own (Foster et al., 2021; Ravn et al., 2022; Schopfer et
al., 2020). According to the healthcare professionals in our
study, some patients argued that they were already active and
questioned their need for CR. It was important to the health-
care professionals to explain to patients that CR is not solely
an exercise program and the ability to adapt the program to
meet individual needs was an important focus.

The present study has several strengths and limitations. The
study benefited from applying established tools, frameworks
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and methodologies including an observation guide, an inter-
view guide, the COREQ criteria and the Interpretive Description
methodology (Thorne, 2008). These guided the structure of
data generation, analysis, and presentation of the results to
ensure transferability (Noble & Smith, 2015). All interviews
and observations were conducted by the same person (first
author) to ensure stringency in data generation. The findings
were thoroughly discussed between all authors to ensure rigor
and validity in the analysis and reduce the effect of preunder-
standings developed by the first author during observations and
interviews (Noble & Smith, 2015). The use of multiple data
generation methods was considered a strength in the produc-
tion of a more comprehensive and nuanced view on the study
aim (Noble & Smith, 2015). Validity and trustworthiness of the
analytical process were strengthened by the illustration and
description of the four iterative inductive analysis steps from
Interpretive Description and the use of rich quotes to support
the analysis (Noble & Smith, 2015; Thorne, 2008). Observations
were conducted prior to the focus group interviews, and the
interviewer and most of the participants were familiar. The
healthcare professionals were also familiar with the project,
and some had been consulted during the developing phase.
This may have resulted in participants providing the answers
expected by the interviewer. However, focus group interviews
were used as a method to facilitate a discussion among the par-
ticipants and the interviewer facilitated this by encouraging
participants to state their opinions and stressed that there were
no wrong answers (Krueger & Casey, 2015). Various discus-
sions exists regarding sample size within qualitative research
(Krueger & Casey, 2015; Sandelowski, 1995). Data saturation
is not the overall outcome in ID where the aim is to gain an in-
depth understanding of the experiences and perspectives, hence
there are no specific requirements regarding sample size.
Rather the sample size should reflect the research questions
and the researcher should reflect on how many participants are
needed for the findings to be representative for the overall aim
(Thorne, 2008). The sample size of the present study consisted
of healthcare professionals from all involved settings, various
age, work experience and educational background and this
broad variety was considered a strength. The focus group inter-
views were held separately in the four settings to avoid poten-
tial censorship and gain knowledge on potential challenges in
the collaboration across. Having mixed the focus groups across
the settings may have resulted in a different dynamic and added
other perspectives to the discussion. The quality of data from
the focus group interviews was strengthened by ensuring par-
ticipants feel comfortable and their views are valued (Krueger
& Casey, 2015). This study focused on CR and was conducted
in the catchment area of one hospital. However, the transition
from the Hospital to community healthcare services is similar
to other regions in Denmark. Facilitators and barriers identified
in this study are thus transferable to other settings and patients
with other diagnoses than cardiac disease.

Conclusion

This study found that facilitators and challenges influencing
the transition from hospital to community healthcare ser-
vices are multidimensional and may occur in the collabora-
tion between healthcare professionals, in healthcare
professionals’ collaboration with the patient or because of
the new reality when patients are diagnosed with CVD.
Although structured guidelines describe responsibilities in
relation to CR and the organization of CR allowed healthcare
professionals to communicate regarding patients, this study
found that collaboration could be improved. Insight into each
other’s work, a closer relationship, and awareness of the dif-
ferent cultures, policies and approaches may ease communi-
cation and improve the collaboration. Lack of knowledge
regarding CR in the community healthcare services could
challenge the referral process at the hospital. However, this
study showed that encouraging patients to be referred to CR
and discussing individual options facilitated referral. Waiting
time between hospital discharge and introduction to CR
could pose as a challenge to enrollment. Inviting patients for
an introduction meeting at the hospital before commencing
CR could improve patient safety from hospital discharge
until CR. In the healthcare professionals’ daily work, lack of
knowledge regarding legislation on return to work posed as a
challenge. Access to a social worker with profound knowl-
edge of labor market legislation could help guide and coun-
sel the patients in CR.
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